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COMPANION LIFE INSURANCE COMPANY
1301 GERVAIS STREET, SUITE 900, COLUMBIA, SC 29201
PO Box 100102, Columbia, SC 29202-3102
(803) 735-1251

SHORT TERM DISABILITY AND
ACCIDENTAL DEATH AND DISMEMBERMENT INSURANCE POLICY
RENEWAL AT OPTION OF COMPANION LIFE
(NON-PARTICIPATING)

Policyholder: Goodwill Industries of Wayne Date of Issue: October 01, 2020
& Holmes Counties Inc.

Policy Number: 902-15-S2769-000 Effective Date: October 01, 2020

State of Delivery:  Ohio Policy Anniversary:  October 01

In consideration of the payment of the first premium, and of the statements and agreements in the Group
Application and individual applications, if any, of the eligible employees, Companion Life Insurance
Company (herein called Companion Life) agrees to insure eligible employees of the Policyholder. ("Eligible
employees" are defined in the General Policy Provisions section). Companion Life promises to pay benefits
according to the terms of this Policy. A copy of the Group Application is attached and made part of this
Policy.

Subject to the Policyholder Provisions and the Incontestability Provisions, this Policy may be renewed for
successive renewal periods by the payment of the premium set by us on each renewal date. The length of
each renewal period will be set by Companion Life, but will not be less than 12 months.

This Policy is delivered in and governed by the laws of the State of Delivery named above. PLEASE
READ YOUR POLICY CAREFULLY.

For purposes of effective dates and ending dates under this Policy, all days begin and end at 12:01 a.m.
Standard Time at the Policyholder's address where the Policy is delivered.

COMPANION LIFE INSURANCE COMPANY

JOHN WILBUR
President
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SCHEDULE OF BENEFITS

Plan 2

This Plan Has a 7 Day "Elimination Period" for Total Disability Due to an Accidental Injury
This Plan Has a 7 Day "Elimination Period" for Total Disability Due to Sickness
The Maximum Benefit Period is 13 Weeks

Benefits begin upon completion of the Elimination Period or exhaustion of the employer’s sick pay
plan, if later.

Each Employee May Select a Level of Benefit listed Below. The Employee’s Selection is Included
in the Employee’s Application for Coverage and in the Employee’s Schedule of Benefits Within the
Employee’s Certificate of Coverage.

BENEFIT LEVEL BENEFIT ANNUAL SALARY MUST BE
AT LEAST
Benefit Level A $150 per Week $11,700
Benefit Level B $200 per Week $15,600
Benefit Level C $250 per Week $19,500
Benefit Level D $300 per Week $23,400
Benefit Level E $350 per Week $27,300
Benefit Level F $400 per Week $31,200
Benefit Level G $450 per Week $35,100
Benefit Level H $500 per Week $39,000
Benefit Level | $550 per Week $42,900
Benefit Level J $600 per Week $46,800
Benefit Level K $650 per Week $50,700
Benefit Level L $700 per Week $54,600
Benefit Level M $750 per Week $58,500
Benefit Level N $800 per Week $62,400
Benefit Level O $850 per Week $66,300
Benefit Level P $900 per Week $70,200
Benefit Level Q $950 per Week $74,100
Benefit Level R $1,000 per Week $78,000
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Benefit Level S

Benefit Level T

Benefit Level U

Benefit Level V

Benefit Level W

Benefits May Not Exceed 66 2/3% of an Insured’s Basic Weekly Earnings
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$1,050 per Week
$1,100 per Week
$1,150 per Week
$1,200 per Week

$1,250 per Week

$81,900
$85,800
$89,700
$93,600

$97,500
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SECTION 1

POLICY EFFECTIVE DATE AND TERM
The Effective Date of this Policy is shown on the front of the policy. This Policy will stay in force for as long

as the proper premium is paid; however, either the Policyholder or Companion Life may cancel this Policy
on any Premium Due Date by telling the other in writing at least 31 days prior to such Premium Due Date.

SECTION 2

ACTIVELY AT WORK PROVISION

"Active, Full-Time Employee" means an employee who performs all of the duties of his or her job with the
Policyholder. This job may be at either:

1. the Policyholder's normal place of employment; or
2. at some other place to which the regular business operations of the Policyholder require that person to

go.
"Full-time" means an employee must be:

1. scheduled to work for the Policyholder at least 30 hours each week; and
2. on the regular payroll of the Policyholder for that work.

An active and full-time employee as defined above may also include members of an association or
employees of member firms of an association to which the Policy is issued.

"Active work" is work performed as an active, full-time employee. "Actively at work" means being engaged
at active work.
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SECTION 3

DEFINITIONS

"Basic Weekly Earnings" means the Insured's rate of earnings from the Policyholder in effect immediately
prior to the date a claim begins. It does not include bonuses, overtime pay and other extra compensation
other than commissions. Commissions will be averaged over the 12 month period prior to the date a claim
begins.

"Total Disability" or "Totally Disabled" means any disability that:

Begins while this Policy is in force as to the Insured.

Results from Injury or sickness.

Prevents the Insured from engaging in your own occupation for wages or profit.

Requires the Insured to be under the regular care and attendance of a licensed physician, unless it is
determined by Companion that continued care is of no benefit to the insured.

PN~

"Group Application" means the application for this Policy signed by the Policyholder.

"Schedule of Benefits" means the description of benefits set forth in the Group Application and included on
Page 3 of this policy.

"Insured" means an eligible employee who has submitted an application for coverage and whose
application for coverage has been accepted by Companion.

"The date the Insured retires" or "retirement" means the effective date of the Insured's:

1. retirement pension benefits under any plan of a federal, state, county or municipal retirement systems,
if such pension benefits include any credit for employment with the Policyholder;

2. retirement pension benefits under any plan which the Policyholder sponsors, or makes or has made
contributions;

3. retirement benefits under the United States Social Security Act of 1935, as amended, or under any
similar plan or act.

"Physician" means a medical doctor or surgeon licensed to render services in accordance with the laws of
the state where such services are rendered. The term "physician" will also include a licensed medical
practitioner whose services are required by law to be recognized on the same basis as if they had been
performed by a licensed medical doctor. Such practitioner must be acting within the scope of his or her
license. Physician does not include the Insured or a member of the Insured's immediate family (spouse,
daughter, son, father, mother, sister, or brother).

"Partial Disability" means the Insured:
1. is able to do some but not all of the duties of his or her occupation; and

2. is under the regular care and attendance of a licensed physician.
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SECTION 4
SHORT TERM DISABILITY BENEFIT
PART 1
WHAT CERTAIN TERMS MEAN FOR SHORT TERM DISABILITY BENEFITS
"Elimination Period" means the number of consecutive days an Insured must be Totally Disabled before
benefits become payable under this Policy. The Elimination Period is shown in the Group Application and
Schedule of Benefits for the Plan or Plans selected. The Elimination Period may be different for disabilities

due to “Sickness” than for “Injury.”

Benefits begin upon completion of the Elimination Period or exhaustion of the employer’s sick pay plan, if
later.

"Injury" means bodily injury caused by an accident when:

1. the accident occurs while this Policy is in force as to the Insured; and

2. the accident and Injury are not caused or contributed to by illness or disease; and

3. the Injury results directly and independently of all other causes in Total Disability which commences
within 60 days of the accident. If the Injury results in Total Disability which commences more than 60
days following the date of the accident, Total Disability shall be deemed to be the result of Sickness.

"Pre-existing Condition" means a condition:

1. resulting from an Injury that occurred or a sickness that began before the Insured's effective date of
coverage under this Policy; and

2. for which medical treatment or advice was received or recommended no more than 12 months before
the effective date of the Insured’s coverage under this Policy; and

3. that causes Total Disability while the Insured is insured under this Policy.
"Sickness" means illness or disease which causes Total Disability that begins while the Insured is insured

under this Policy. Pregnancy will be covered as any other sickness for purposes of providing benefits
under this policy, subject to all policy provisions.

PART 2
TOTAL DISABILITY - INJURY

Companion Life will pay the Weekly Total Disability Benefit shown in the Schedule of Benefits, when an

Injury causes the Insured to be Totally Disabled beyond the Elimination Period. The benefit payable shall
be the lesser of the selected Maximum Weekly Benefit or 66 2/3% of the Insured’s Basic Weekly Earnings.
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SHORT TERM DISABILITY BENEFIT

PART 3
TOTAL DISABILITY BENEFIT - SICKNESS

Companion Life will pay the Weekly Total Disability Benefit shown in the Schedule of Benefits, when a
Sickness causes the Insured to be Totally Disabled beyond the Elimination Period. The benefit payable
shall be the lesser of the selected Maximum Weekly Benefit or 66 2/3% of the Insured’s Basic Weekly
Earnings.

PARTIAL DISABILITY BENEFIT

If the Insured returns to work on a part-time basis after a period of Total Disability, Companion Life will pay
the Insured a Partial Disability Benefit. The Insured:

1. must have received a Total Disability Benefit as provided by the Policy; and
2. must be Partially Disabled as a result of the same Sickness or Injury that caused Total Disability.
PARTIAL DISABILITY BENEFIT CALCULATION
To figure the amount of Partial Disability Benefit:
1. Determine the Total Disability Benefit as shown in the Schedule of Benefits;
2. Multiply the Insured's part-time weekly earnings by 50%;
3. Subtract the amount determined in Step 2 above from the amount determined in Step 1.
The amount determined in Step 3 is the Partial Disability Benefit.
However, for a Partial Disability Benefit to be payable, the Insured's part-time weekly earnings may not

exceed the Total Disability Benefit as shown in the Schedule of Benefits.

PART 4
MAXIMUM BENEFIT PERIOD

The Maximum Benefit Period is shown in the Group Application and the Schedule of Benefits. Total and
Partial disability will be considered one period of Total Disability.

PART 5
MAXIMUM WEEKLY BENEFIT

The Maximum Weekly Benefit is the amount selected by the Insured in the Insured’s application for
insurance.

PART 6
RECURRENT DISABILITY

While this Policy is in force as to the Insured, successive periods of Total Disability:
1. resulting from the same or related Injury or Sickness: and

2. for which benefits had been paid under this Policy;
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SHORT TERM DISABILITY BENEFIT

will be considered as one period of Total Disability under this Policy unless such periods of Total Disability
are separated by at least 14 consecutive days, during which the Insured has returned to active, full time
work.

PART 7
LIMITATIONS

This Policy will not pay benefits for any disability which:

1. is not being continuously treated by a physician, unless it is determined by Companion that continued
care is of no benefit to the insured;

2. is the result of Injury or Sickness that, in either case, arises out of work for wage or profit ;
3. is the result of an intentionally self-inflicted injury or a suicide attempt;

4. is the result of declared or undeclared war, or any act of war, or armed aggression, or which results
from service in the armed forces of any country or international authority;

5. is the result of participation in a riot or insurrection, or commission of, or attempt to commit an assault
or felony, or while engaged in an illegal occupation;

Any Weekly Total Disability Benefit payable to an Insured under the Policy will be reduced by the amount
of any retirement benefits payable to the Insured if such retirement benefits are due to any credit for
employment with the Policyholder.
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SHORT TERM DISABILITY BENEFIT

PART 8
TERMINATION OF TOTAL DISABILITY BENEFIT

Companion Life will stop paying a Weekly Total Disability Benefit on the earlier of the following:
1. the date the Insured ceases to be Totally Disabled as defined in these provisions; or
2. the date the maximum Benefit Period has been reached.
PART 9
TOTAL DISABILITY BENEFIT - PRE-EXISTING CONDITION LIMITATION
Companion Life will pay the benefits in the Schedule of Benefits for Pre-existing Conditions provided that

Total Disability resulting from a Pre-existing Condition commences 12 months or more after the Insured's
effective date of coverage under this Policy.

PART 10
WAIVER OF PRE-EXISTING CONDITION LIMITATION
The "Pre-existing Condition Limitation" will not apply if the Insured:
1. is actively at work on the effective date of this plan;
2. was insured under the prior carrier's short term disability policy on its termination date; and

3. theinsured was responsible for paying the entire premium for his/her coverage under the prior carrier’s
plan.

4. This Plan replaced the employer’s prior short term disability policy which terminated within 31 days of
the effective date of this Plan.
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SECTION §
ACCIDENTAL DEATH AND DISMEMBERMENT
PART 1
ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT

If an Insured suffers any of the following losses, Companion Life will pay the indicated percentage of the
Principal Sum, provided such loss:

1. results from Injury and independently of all other causes, which Injury is caused by an accident that
occurs while this benefit is in force as to the Insured; and

2. occurs within 90 days of that accident. The Principal Sum is shown in the Schedule of Benefits.

Loss of Life 100%
Loss of Both Hands or Both Feet 100%
Loss of Entire Sight of Both Eyes 100%
Loss of One Hand and One Foot 100%
Loss of One Hand and the Entire Sight of One Eye 100%
Loss of One Foot and the Entire Sight of One Eye 100%
Loss of One Hand or One Foot 50%
Loss of Entire Sight of One Eye 50%

"Loss" as above used means:
1. with reference to hand or foot, complete loss of the use of the hand, or foot; and
2. with reference to eye, irrecoverable loss of the entire sight thereof.
If the Insured suffers more than one of the above losses as a result of the same accident, the benefit
provided under this provision will be paid only for the greatest loss.
PART 2
ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT EXCLUSIONS

This Accidental Death and Dismemberment Benefit does not provide benefits for any loss caused by or
resulting from:

1. Declared or undeclared war or any act of war;
2. Service in the armed forces of any country or international authority;

3. Suicide or intentionally self-inflicted injury whether the insured was sane or insane (in Missouri while
sane) at the time of the suicide or injury;

4. Flying in an aircraft owned, operated, leased or chartered by the Policyholder;
5. Participation in, or in consequence of having participated in, the commission of any felony;

1. Sickness or disease, ptomaine or bacterial infection (except infections occurring through an
accidental cut or wound);
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7. Intentionally taking a narcotic, drug, barbiturate, hallucinogenic drug, alcohol or any combination of
these when not part of a professional medical treatment plan.

PART 3
PAYMENT OF BENEFITS

Upon receipt of due proof of loss, the Accidental Death and Dismemberment benefit will be paid to the
Insured, if living; otherwise, to the beneficiary as described in Section 7.

All Claim Provisions and Beneficiary and Settlement Provisions apply to this coverage.

SECTION 6
WAIVER OF PREMIUM

Companion Life Insurance Company shall waive premiums which become due for an Insured beginning
when the following conditions are met:

1. The Insured is “Totally Disabled” and receiving Weekly Total Disability Benefits under the group
insurance policy, and

2. The Insured is not receiving compensation from the employer from which premiums can be deducted.

Premium payments as to an Insured must begin again on the next premium due date when either of the
above conditions are no longer met.

The Waiver of Premium Benefit will not extend benefits beyond the date they would otherwise terminate.

The Waiver of Premium Benefit will not continue the group policy or certificate in force beyond the date
either would otherwise terminate.
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SECTION 7

BENEFICIARY AND SETTLEMENT OPTIONS

PART 1
BENEFICIARY DESIGNATION

The beneficiary or beneficiaries of an Insured shall be that person or persons indicated on the Insured's
individual application for insurance. This application will be filed with the Policyholder.

PART 2
CHANGE OF BENEFICIARY

Unless the Insured has made an irrevocable assignment of benefits, the beneficiary may be changed by
sending a written request to the Home Office of Companion Life. When such request is received by
Companion Life, the change of beneficiary shall take effect as of the date of execution of the written request,
but without prejudice to Companion Life on account of any payment previously made by Companion Life.

PART 3
CONSENT OF BENEFICIARY

If the Insured does initially name the spouse as beneficiary, Companion Life will require written consent of
the spouse to name or change the beneficiary in community property states.

PART 4
PREFERENTIAL BENEFICIARY

If the Insured has died and no beneficiary is living or named, Companion Life may, at its option, pay the
benefits to the Insured's estate or to the following surviving relatives of the Insured:

The Insured's: Spouse;

Child or children;

Parent(s);

Brothers and sisters; or
Executors or administrators.

aorON=

Companion Life will not be liable to the extent of any payment so made, unless it receives written notice of
a valid claim by some other person before payment is made.
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BENEFICIARY AND SETTLEMENT OPTIONS

PART 5
MINOR BENEFICIARY

If the beneficiary is a minor or, in the opinion of Companion Life, is not able to give valid release for any
payment due, Companion Life may, at its option and until claim is made by the duly appointed guardian,
pay the benefit to the person or entity who appears to have assumed the care and support of the beneficiary.
Benefits in this event will be made in monthly payments of not more than $50 each.

Companion Life will not be liable to the extent of any payment so made in good faith.

PART 6
MORE THAN ONE BENEFICIARY

If the Insured has named more than one beneficiary, the Accidental Death and Dismemberment Benefit
shall be paid to the beneficiaries who survive the Insured, in equal shares, unless the Insured has specified
a different proportion.

PART 7
NO BENEFICIARY

If the beneficiary predeceases the Insured or if the Insured does not designate a beneficiary, then the
applicable amount of insurance will be paid to the estate of the Insured.

PART 8
SETTLEMENT OPTIONS

An Insured may elect or change a settlement option by filing a written request with Companion Life. The
settlement options available will be those offered by Companion Life when the option is chosen. If an
Insured does not request a settlement option, the beneficiary may do so after the Insured’s death.
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SECTION 8
ASSIGNMENT

1. The Insured may make an irrevocable assignment of interest under this Policy. The assignment:

A. must be made in writing on a form approved by Companion Life;

B. must be an absolute assignment that transfers all rights except those of an irrevocably named
beneficiary; and

C. Must not be a collateral assignment.

2. Assignment of interest conveys all rights of ownership. These include the right to change the
beneficiary, receive payment of claims and assign the insurance.

3. Companion Life is not responsible for the validity or results of the assignment.

SECTION 9

WHEN INDIVIDUAL INSURANCE BEGINS
To become insured, eligible employees must be Actively at Work Full-time and make written application to
Companion Life. Coverage will begin on the Premium Due Date, shown in the Group Application for
benefits, following the date Companion Life approves the application. Companion Life may require
evidence of insurability before approving the application.

If an eligible employee is not at Active Full-time work due to an injury or sickness on the date insurance is
due to begin, it will not begin until the eligible employee returns to Active Full-time work.

SECTION 10
WHEN INDIVIDUAL INSURANCE ENDS
The insurance will end on the earliest of the following:
With respect to an Insured:
When this Policy is cancelled;
When the insurance is cancelled for the class of insureds to which the Insured belongs;
The beginning of the period for which premium is not paid as to the Insured;

The date the Insured is no longer Actively Working on a Full-time basis in any class or classes insured
under this Policy.

PN~
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SECTION 11
PREMIUM PROVISIONS

PREMIUM PAYMENT: Premiums are payable at the Home Office of Companion Life on or before each
premium due date.

PREMIUM DUE DATE: The first premium will be due on the Policy effective date and on the same day of
each subsequent month unless the Policyholder and Companion Life agree on some other method of
premium payment.

CHANGES IN PREMIUM RATES: The monthly premium rates may be changed by Companion Life from
time to time if it gives the Policyholder at least 31 days advance written notice. No such change will be
made until 12 months after the Policy Effective Date except when the Policyholder requests it.

INCORRECT PREMIUM PAYMENT: Premiums paid in error for a person who is not eligible to be insured
will be refunded without interest when requested by the Policyholder. These premiums will not be refunded
for any period before the last Policy anniversary date.

GRACE PERIOD: If, before any premium due date except the first, the Policyholder has not given written
notice to Companion Life that this Policy is to be terminated, a grace period of 31 days will be given in which
to pay the premium then due. This Policy will stay in effect during that time. If any premium is not paid by
the end of the grace period, this policy will automatically terminate at the end of the grace period; except
that if the Policyholder has given written notice in advance of an earlier date of termination, this Policy will
terminate as of the earlier date.

POLICY REINSTATEMENT: In the event that this Policy is terminated because premiums were not paid
within the grace period, Companion Life may reinstate this Policy at its sole option, and may charge an
additional reinstatement fee if it wishes to do so. If Companion Life does not elect to reinstate this policy, it
is not required to do so.
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SECTION 12
CLAIM PROVISIONS

NOTICE OF CLAIM: Written notice of claim must be given within 30 days after a covered loss begins, or
as soon as reasonably possible. The notice may be given to Companion Life at 1301 Gervais Street, Suite
900, Columbia, South Carolina 29201. Notice should include information which identifies the Insured and
this Policy.

CLAIM FORMS: When Companion Life receives notice of claim, forms for filing proof of loss will be sent
to the claimant. If these forms are not sent within 15 days, the claimant will meet the proof of loss
requirements if, within 90 days after the loss began, he or she gives Companion Life written proof of the
nature and extent of the loss.

PROOFS OF LOSS: Written proof of loss must be given to Companion Life within 90 days after the loss
begins. Companion Life will not deny nor reduce any claim if it was not reasonably possible to give
Companion Life such proof in the time required. In any event, proof must be given to Companion within 1
year after it is due, unless the claimant is legally incapable of doing so. Companion Life has the right to
require proof of the continuance of total disability at any time during the first two years after receipt of initial
proof of total disability; and thereafter, once a year. If the Insured fails to submit proof of continuing Total
Disability when required; or fails to be examined medically when required, no further benefit will be provided
for that Total Disability.

PAYMENT OF CLAIMS: Claims for Total Disability will be paid to the Insured. Other benefits provided by
this Policy will be paid to the beneficiary determined in accordance with Section 7 of this Policy, entitled
BENEFICIARY AND SETTLEMENT OPTIONS.

TIME OF CLAIM PAYMENT: Total Disability Claims will be paid weekly as of the dates required. Claims
for other benefits will be paid not more than 60 days after receipt by Companion Life of written proof of
loss.

PHYSICAL EXAMINATIONS AND AUTOPSY: Companion Life, at its own expense, will have the right
and opportunity to have the Insured examined as often as reasonably necessary while a claim is pending.
Companion Life at, its own expense, may have an autopsy made unless prohibited by law.

LEGAL ACTIONS: No legal action may be brought to recover on this Policy before 60 days after written

proof of loss has been furnished, as required by this Policy. No such action may be brought after 3 years
from the time written proof of loss is required to be furnished.
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GENERAL POLICY PROVISIONS
SECTION 13
GENERAL POLICY PROVISIONS

ENTIRE CONTRACT: This Policy, with the Policyholder's Application, the individual applications, if any,
and Amendments, if any, is the entire contract between the Policyholder and Companion Life. In the
absence of fraud, all statements made by the Policyholder or the persons insured will be deemed
representations and not warranties. No change in this Policy will be valid until approved by a Companion
Life officer. This approval must be endorsed on or attached to this Policy. No agent may change this Policy
or waive any of its provisions.

INCONTESTABILITY: The validity of this Policy may not be contested, except for nonpayment of
premium, after it has been in force for two years from its Effective Date. Unless fraudulent, no statement
made by an Insured may be used to reduce or deny a claim or to contest the validity of the insurance
unless all of the following are true:

1. The insurance has been in effect for a period of two years or less.
2. The statement is in a written instrument signed by the Insured.
3. A copy of the written instrument has been given to the Insured or the Insured's beneficiary.

NON PARTICIPATION: This Policy will not share in any earnings of Companion Life.

MISSTATEMENT OF AGE: If an Insured's age has been misstated, benefits payable for such Insured will
be what the premium paid would have purchased at the correct age. This benefit will be subject to the
applicable Policy maximums.

EMPLOYEE ELIGIBILITY: Active Full-time Employees of the Policyholder (Employer) who:

1. are in a class of employees determined by conditions of employment, which is agreed upon as eligible
by the Policyholder and Companion Life; and

2. have been continuously employed during the minimum service period, selected by the Policyholder
(minimum 30 day period), immediately preceding their individual effective dates of insurance.

Full-time means regularly working a minimum of 30 hours per week at the Policyholder's usual and
customary place of business for each employee. The employee must be on the regular payroll of the
Policyholder.

DUAL COVERAGE PRECLUDED:

No person may be insured under this Policy as an employee of more than one employer.
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GENERAL POLICY PROVISIONS

EXAMINATION OF POLICYHOLDER'S RECORDS: Companion Life will be allowed to examine the
records of the Policyholder relating to this Policy. This may be done at any reasonable time up to 2 years
after the cancellation of this Policy, or until settlement of all claims, whichever is later.

CERTIFICATES: Companion Life will issue a Certificate of Insurance for each Insured. It will describe:

1. The benefits to which an Insured is entitled under this Policy;
2. To whom such benefits are payable; and
3. The limitations and requirements of this Policy.

ERISA: If this Policy is an integral part of an employee welfare benefit plan subject to the provisions of
the Employee Retirement Income Security Act of 1974, as amended (ERISA), Companion Life is a claim
fiduciary. As claim fiduciary, Companion Life shall have the discretionary authority to determine eligibility
for benefits and to construe the terms of that part of the ERISA plan represented by this Contract. Any
judicial review of a decision of Companion Life shall be conducted under the arbitrary and capricious
standard of review with deference given to the claim fiduciary's decision.

SPENDTHRIFT CLAUSE: To the extent allowed by law, no benefit of the Policy is subject to the claim or
legal process of a creditor of an Insured or a beneficiary.

RECORDS AND ESSENTIAL DATA: The Policyholder will keep a record of all Insureds. This record will
contain all of the data that is specified by Companion Life.

POLICY TERMINATION: The Policyholder may terminate this Policy by giving Companion Life at least 31
days prior written notice.

Companion Life may terminate this Policy as of any premium due date by giving at least 31 days advance
written notice to the Policyholder if any of the following occurs:

1. if fewer than 5 eligible employees are insured under this Policy;
2. if fewer than the minimum required by law are insured under this Policy.

Companion Life may terminate this Policy at any time after it has been in effect for 12 months by giving
advance written notice to the Policyholder.

Termination will take effect on the later of the date stated in the notice or 31 days from the date of mailing
such notice.

The Policy will terminate at the end of the grace period if premiums have not been paid by that date.
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GENERAL POLICY PROVISIONS

ALLOCATION OF AUTHORITY: Except for those functions which the Policy specifically reserves to the
Policyholder, Companion Life has full and exclusive authority to control and manage this Policy, to
administer claims and to interpret this Policy and resolve all questions arising in the administration,
interpretation and application of this Policy.

Companion Life's authority includes, but is not limited to:
1. The right to resolve all matters when a review has been requested;

2. The right to establish and enforce rules and procedures for the administration of the group policy and
any claim under it; and

3. The right to determine:

eligibility for insurance;

entitlement to benefits;

the amount of benefits payable; and

the sufficiency and the amount of information Companion Life may reasonably require to determine
A, B, or C above.

oo W

Subject to the review procedures of the group policy, any decision Companion Life makes in the exercise
of this authority is conclusive and binding.

CONFORMITY WITH STATE STATUTES: Any provision of this Policy which, on its Effective Date, is in
conflict with the laws of the state in which this Policy is delivered, is amended to conform to the minimum
requirements of such laws.

CLERICAL ERROR: Unintentional error shall not continue insurance in force beyond the date insurance
would otherwise terminate and shall not prematurely terminate insurance otherwise in force. This provision
does not apply to the policyholder’s non-payment of premium.

the
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(@ Companion Life

COMPANION LIFE INSURANCE COMPANY
1301 Gervais Street, Suite 900, Columbia, South Carolina 29201
P.0O. Box 100102, Columbia, South Carolina 29202-3102
(803) 735-1251

NOTICE CONCERNING COVERAGE
LIMITATIONS AND EXCLUSIONS UNDER THE OHIO
LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION ACT

Residents of Ohio who purchase life insurance, annuities or health insurance should know that the
insurance companies licensed in this state to write these types of insurance are members of the Ohio Life
and Health Insurance Guaranty Association. The purpose of this association is to assure that
policyholders will be protected, within limits, in the unlikely event that a member insurer becomes
financially unable to meet its obligations. If this should happen, the guaranty association will assess its
other member insurance companies for the money to pay the claims of the insured persons who live in
this state and, in some cases, to keep coverage in force. The valuable extra protection provided by these
insurers through the guaranty association is not unlimited, however. And, as noted in the box below,
this protection is not a substitute for consumers’ care in selecting companies that are well-managed and
financially stable.

The Ohio Life and Health Insurance Guaranty Association may not provide coverage for this policy.
If coverage is provided, it may be subject to substantial limitations or exclusions, and require continued
residency in Ohio. You should not rely on coverage by the Ohio Life and Health Insurance Guaranty
Association in selecting an insurance company or in selecting an insurance policy.

Coverage is NOT provided for your policy or any portion of it that is not guaranteed by the insurer
or for which you have assumed the risk, such as a variable contract sold by prospectus. You should check
with your insurance company representative to determine if you are only covered in part or not at all.

Insurance companies or their agents are required by law to give or send you this notice.
However, insurance companies and their agents are prohibited by law from using the existence of the
guaranty association to induce you to purchase any kind of insurance policy.

Ohio Life and Health Insurance Guaranty Association
5005 Horizons Drive, Suite 200
Columbus, Ohio 43220

Ohio Department of Insurance
50 West Town Street
Third Floor-Suite 300

Columbus, Ohio 43215

The state law that provides for this safety-net coverage is called the Ohio Life and Health Insurance
Guaranty Association Act. Below is a brief summary of this law’s coverages, exclusions and limits. This
summary does not cover all provisions of the law nor does it in any way change anyone’s rights or
obligations under the act or the rights or obligations of the guaranty association.
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COVERAGE

Generally, individuals will be protected by the life and health insurance guaranty association if they live in
Ohio and hold a life or health insurance contract, annuity contract, unallocated annuity contract; if they
are insured under a group insurance contract, issued by a member insurer; or if they are the payee or
beneficiary of a structured settlement annuity contract. The beneficiaries, payees or assignees of insured
persons are protected as well, even if they live in another state.

EXCLUSIONS FROM COVERAGE

However, persons holding such policies are not protected by this association if:

® They are eligible for protection under the laws of another state (this may occur when the insolvent
insurer was incorporated in another state whose guaranty association protects insureds who live
outside that state);

e The insurer was not authorized to do business in this state;

® Their policy was issued by a medical, health or dental care corporation, an HMO, a fraternal
benefit society, a mutual protective association or similar plan in which the policyholder is subject
to future assessments, or by an insurance exchange.

The association also does not provide coverage for:

® Any policy or portion of a policy which is not guaranteed by the insurer or for which the individual
has assumed the risk, such as a variable contract sold by prospectus;
Any policy of reinsurance (unless an assumption certificate was issued);
Interest rate yields that exceed an average rate;
Dividends;
Credits given in connection with the administration of a policy by a group contract holder;
Employers’ plans to the extent they are self-funded (that is, not insured by an insurance company,
even if an insurance company administers them).

LIMITS ON AMOUNT OF COVERAGE

The act also limits the amount the association is obligated to pay out: The association cannot pay more
than what the insurance company would owe under a policy or contract. Also, for any one insured life,
the association will pay a maximum of $300,000, except as specified below, no matter how many policies
and contracts there were with the same company, even if they provided different types of coverages.
The association will not pay more than $100,000 in cash surrender values, $500,000 in major medical
insurance benefits, $300,000 in disability or long-term care insurance benefits, $100,000 in other health
insurance benefits, $250,000 in present value of annuities, or $300,000 in life insurance death benefits.
Again, no matter how many policies and contracts there were with the same company, and no matter
how many different types of coverages, the association will pay a maximum of $300,000, except for
coverage involving major medical insurance benefits, for which the maximum of all coverages is $500,000.
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Note to benefit plan trustees or other holders of unallocated annuities (GICs, DACs, etc.) covered by the
act: For unallocated annuities that fund governmental retirement plans under §§401, 403(b) or 457 of
the Internal Revenue Code, the limit is $250,000 in present value of annuity benefits including net cash
surrender and net cash withdrawal per participating individual. In no event shall the association be liable
to spend more than $300,000 in the aggregate per individual, except as noted above. For covered
unallocated annuities that fund other plans, a special limit of $1,000,000 applies to each contract holder,
regardless of the number of contracts held with the same company or number of persons covered. In
all cases, of course, the contract limits also apply.

For more information about the Ohio Life & Health Insurance Guaranty Association, visit our website at:
www.olhiga.org.
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

Our Privacy Promise

We understand the importance of handling your medical information with care. We are committed to protecting the
privacy of your medical information. State and federal laws require us to make sure that your medical information is
kept private. Federal law requires that we provide you with this Notice of Privacy Practices, which describes our legal
duties and privacy practices with respect to your medical information and your legal rights with respect to our use and
disclosure of your medical information. We are required by law to follow the terms of the Notice currently in effect.
This Notice is effective September 23, 2013, and will remain in effect until it is changed or replaced.

We reserve the right to change our privacy practices and the terms of this notice at any time, as long as the law allows.
These changes will be effective for all medical information that we keep, including medical information we created or
received before we made the changes. When we make a material change to our privacy practices, we will provide a
copy of a new notice ( or information about the changes to our privacy practices and how to obtain a new notice) in a
mailing to members who are covered under our health plans at that time.

Uses and Disclosures of Medical Information

Treatment, Payment, Health Care Operations

We may use and disclose your medical information for purposes of treatment, payment and health care
operations.

Treatment: We may disclose your medical information to a physician or other health care professional to help
him or her provide your treatment.

Payment: We may use or disclose your medical information for these and other activities related to
payment:
e Paying claims from physicians, hospitals and other health care providers.
e  Obtaining premiums.
e I[ssuing explanations of benefits to the named insured.
e Providing information to health care professionals or other entities that are bound by the federal
Privacy Rules for their payment activities.

Health Care Operations: We may use or disclose your medical information in the normal course of
conducting health care operations, including such activities as:
e Quality assessment and improvement activities.
e Reviewing the qualifications of health care professionals.
e Compliance and detection of fraud and abuse.
e  Underwriting, enrollment and other activities related to creating, renewing or replacing a plan of
benefits. We may not, however, use or disclose genetic information for underwriting purposes.
e Providing information to another entity bound by the federal Privacy Rules for its health care
operations, in limited circumstances.
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You and Your Family and Friends

We may use and disclose your medical information to communicate with you for purposes of customer service or to
provide you with information you request. We may disclose your medical information to a family member, friend or
other person to the extent necessary for him or her to assist with your health care or payment for your health care.
Before we disclose your medical information to that person, we will give you a chance to object to us doing so. If you
are not available, or if you are incapacitated or in an emergency situation, we may, in the exercise of our professional
judgment, determine whether the disclosure would be in your best interest. We may also use or disclose your medical
information to notify (or help notify, including identifying and locating) a family member, a personal representative
or other person responsible for your care of your location, general condition or death.

Your Employer or Organization Sponsoring Your Group Health Plan

We may disclose summary information and enrollment information to your employer (or other plan sponsor).
Summary information is a summary of the claims history, claims expenses or types of claims that members of your
group health plan have filed. The summary information will not include demographic information about you or
others in the group health plan, but your employer or plan sponsor may be able to identify individuals from the
summary information provided.

Disaster Relief

We may use or disclose your medical information to a public or private entity authorized by law or by its charter to
assist in disaster relief efforts.

Public Benefit
We may use or disclose our members' medical information as authorized by law for the following purposes that are in
the public interest or benefit:

e Asrequired by law.

e For public health activities, including disease and vital statistics reporting, child abuse reporting, FDA
oversight, and to employers regarding work-related illness or injury.

e To report adult abuse, neglect or domestic violence.

e To health oversight agencies.

e Inresponse to court and administrative orders and other lawful processes.

e To law enforcement officials in response to subpoenas and other lawful processes concerning crime
victims, suspicious deaths, crimes on our premises, reporting crimes in emergencies and to identify or
locate a suspect or other person.

e To coroners, medical examiners and funeral directors.

e To organ procurement organizations.

e To avert a serious threat to health or safety.

¢ In connection with certain research activities.

e To the military and to federal officials for lawful intelligence, counterintelligence and national security
activities.

e To correctional institutions regarding inmates.

e As authorized by state workers' compensation laws.

Your Authorization

We may not use or disclose your medical information without your written authorization, except as described in this
notice. You may give us written authorization to use your medical information or to disclose it to anyone for any
purpose. If you give us authorization, you may revoke it at any time by notifying us of your revocation in writing.
Your revocation will not affect any use or disclosure permitted by the authorization while it was in effect. We need
your written authorization to use or disclose psychotherapy notes, except in limited circumstances such as when a
disclosure is required by law. We also must obtain your written authorization to sell your medical information to a
third party or, in most circumstances, to send you communications about products and services. We do not need your
written authorization, however, to send you communications about health-related products or services, as long as the
products or services are associated with your coverage or are offered by us.
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Individual Rights

You have certain rights with respect to the medical information we maintain about you. To exercise any of these
rights or to obtain more information about these rights (including any applicable fees), contact us using the
information listed at the end of this notice.

Access

You have the right to inspect or receive a paper or electronic copy of your medical information, with some
exceptions. To inspect or receive your medical information, you must submit the request in writing. If you request
to receive a copy of your records, we are allowed to charge a reasonable, cost-based fee.

Disclosure Accounting

You have the right to request, in writing, a record of instances in which we ( or our business associates) disclosed
your medical information for purposes other than treatment, payment, health care operations, and as allowed by law.
We will provide you with a record of such disclosures for up to the previous six years. If you request a record of
disclosures more than once in a 12-month period, we may charge you a reasonable, cost-based fee for each additional
request.

Restriction

You have the right to request, in writing, that we place additional restrictions on our use or disclosure of your
medical information. By law, we are not required to agree to these additional restrictions, but if we do, we will
abide by our agreement (except in an emergency). Any agreement to additional restrictions will be made in writing
and signed by a person authorized to make such an agreement for us.

Confidential Communications

You have the right to request, in writing, that we communicate with you about your medical information by other
means, or to another location. We are not required to agree to your request unless you state that you could be in
danger if we do not communicate to you in confidence. In that case, we must accommodate your request if it is
reasonable, if it specifies the other means or location, and if it permits us to continue to collect premiums and pay
claims under your health plan. We will not be bound to your request unless our agreement is in writing.

Even if we agree to communicate with you in confidence, an explanation of benefits we issue to the named insured
for health care services the named insured ( or others covered by the health plan) received might contain sufficient
information (such as deductible and out-of-pocket amounts) to reveal that you obtained health care services for
which we paid.

Amendment

You have the right to request, in writing, that we amend your medical information. Your request must explain why we
should amend the information. We may deny your request if we did not create the information you want amended and
the person or entity that did create it is available, or we may deny your request for certain other reasons. If we deny
your request, we will send you a written explanation.

Notice of Breach
We are required to notify affected individuals following a breach of unsecured medical information.
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Electronic Notice
You may request a written copy of this notice at any time or download it from our website.

Privacy Questions and Complaints

If you want more information about our privacy practices, or if you have questions or concerns, please contact us
using the information below.

If you believe we may have violated your privacy rights, you may submit a complaint to us using the contact
information listed below. You also may submit a written complaint to the U.S. Department of Health and Human
Services. We will provide you with that address upon request.

We support your right to the privacy of your medical information. We will not retaliate in any way if you choose
file a complaint with us or with the U.S. Department of Health and Human Services.

Contact Information

Attn: Privacy Officer
120 East@Alpine Road (AX-EOI])
Columbia, SC 29219

(803) 264-7258 (telephone)
(803) 264- 7257 (fax)
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, or sexual
orientation or health status in our health plans, when we enroll or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling one
of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a grievance
by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686 or the U.S.
Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-537-7697
(TDD)

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno, Para hablar con un intérprete, llame al 1-844-396-
D183, (Spanish)

MER SESEARBMNES HARARAREFEAEDOME SHEMNSE ENBIESEINDIMN
B, g —(iB=R. §5H 1-844-396-0188, (Chinese)

Né&u quy vi, hodc 13 ngudi ma quy vi dang gidp d&, cé nhikng cau hdi quan tam v& chuong trinh stre khde nay, quy
vi s& direre gilp d& vdi cae thong tin bang ngdn nglr cla quy vl mién phi. D€ ndi chuyén véi mot thong dich vién,
xin goi 1-844-389_4838 (Vietnamese)

0| AZ =0 Beto] BB Al H2 HLO| AOA|H 1.844-306-01872 HAB| FHAIL.
| H| & $E 80| BHR0|2 EAEYLILE (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecan y Bac wnr Avua, KOTOPOMY Bbl NOMOraeTe, MMEIOTCA BONPOCE NO nosoay Bawero nnada meamumMHCKOro
obcnyMHBaHKA, TO Bl MMeeTe Npaso Ha BecnnaTHoe NoAYHEHWE NOMOLLKM H HHPOPMaLMK Ha pyccHom Albike. [na
pa3zropopa ¢ NepesoaYyukom nossonute no Tenedony 1-844-389-4840, [(Russian)

;lll.njll.q.‘nlj'.é.‘lt-'_.-.q.‘al u.'.f.‘. J}hﬂﬂj‘ dllj:d' d,;;u LT Ml:\.:l:a.hm}..auuuﬂ] adeld | jasl _.5-.‘& Sld_.’m.‘ll‘;lﬁdt
(Arabic) 1-844-396-0189 i Jeadl pa jie an Zidadll AIST4) (93 (e tlindy &y 5 g ucall
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon
enteprét, rele nan 1-844-398-6232, (French/Haitian Creole)

Sivous, ou quelqu'un que vous étes en train d'aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de |'aide et des informations dans votre langue. Pour parler & un interpréte, appelez
le 1-844-396-0190. (French)

Jedli Ty lub osoba, ktdrej pomagasz, macie pytania odnosdnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezplatnej informac]i | pomocy we wiasnym jezyku. Aby porozmawiaé z tlumaczem, zadzwon pod
numer 1-844.396-0186. (Polish)

Se vocd, ou alguém a quem voce estd ajudando, tem perguntas sobre este plano de salde, vocé tem o direlto de
obter ajuda e informacdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aluto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0)] 84,
(italian)

Blt-, T-EAHBLEEABHEZIATLWAAN., CORBEERE IZTODLWTITEMMNSEFNELES, O
REOEBTHR—F£8131-Y, HZAFL-YTACLATEET, HeThMU EHA, BIR
EREEIDIBE, 1-844-396-0185 ETEBECIZ&L, (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer [-844-396-0191 an. (German)

| Ay Gl O G0l 33 ) b dadS s oSS gl Ay 48 o Lo Lad S
OLSal 3 3sb 49 13 38 oL3) 49 Slsib! Saf af wyyls 1y ol @ saadls adal
Jiols las  1-B44-39B-6233 e lad Ly Ll cpajsias Ly 3336 Sase gy cauif ailyys
(Persian-Farsi) . .. slas

Ni da doodago t’aa haida bika’ana nilwo’igii dii Béeso Ach’gih naa’niligi haa’ida yi na’ idil kidge, niha’ahéot’ v’
nihi ki'a’doo wolgo kwii ha'at"ishjj bi na’idolkidigi doo bik'¢'azldag6d. Ata’ halne'é la” bich’{" ha desdzih
ninizingo, koji* béésh bee holne’ 1-844-516-6328. (Navajo)
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