Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

» Complete all entries in accordance with
the instructions to the Form 5500.

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 04/01/2023 and ending  03/31/2024
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 505
ACUMERA INC HEALTH AND WELFARE BENEFITS PLAN number (PN) »
1c Effective date of plan
04/01/2023
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 74-3050025

ACUMERA INC

3307 NORTHLAND DR. STE 500
AUSTIN, TX 78731

2C Plan Sponsor’s telephone
number
512-687-7400

2d Business code (see
instructions)
541512

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in

the instructions, | declare that | have examined this return/report, including accompanying schedules,

statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 07/01/2024 STACY REIS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 07/01/2024 STACY REIS
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230707
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3a Plan administrator's name and address |X| Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 134
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 134
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 155
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 6
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 161
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4G 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4 General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woooverneeereerinenenee e [] Yyes [X No

If “Yes” is checked, complete lines 11b and 11c.

11Db Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning  04/01/2023 and ending  03/31/2024
A Name of plan B Three-digit

ACUMERA INC HEALTH AND WELFARE BENEFITS PLAN plan number (PN) > 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

ACUMERA INC 74-3050025

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
13-5123390 64246 00944137 3 04/01/2023 03/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

32 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

GALLAGHER BENEFIT SERVICES 2850 GOLF RD 5TH FLOOR
ROLLING MEADOWS, IL 60008

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization code

32 0| FEES 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f
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Part Ill

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental (o3 D Vision d D Life insurance
e Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract I D Indemnity contract

m [X| Other (specify) » SHORT TERM DISABILITY (STD)

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 642
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..c......... 10b 218

Specify nature of costs.
PREMIUM DUE AT YEAR END.

Part IV

Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning  04/01/2023 and ending  03/31/2024
A Name of plan B Three-digit

ACUMERA INC HEALTH AND WELFARE BENEFITS PLAN plan number (PN) > 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

ACUMERA INC 74-3050025

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
BLUECROSS BLUESHIELD OF TEXAS

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
36-1236610 00000 365459 281 04/01/2023 03/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

51630 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

GALLAGHER BENEFIT SERVICES 2850 GOLF RD 5TH FLOOR
ROLLING MEADOWS, IL 60008

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization code

51630 0| FEES 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f
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Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 1505259
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............

D Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employee B:r?:fzgggcﬂrnyaAg:ninistranon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2023 or fiscal plan year beginning  04/01/2023 and ending  03/31/2024
A Name of plan B Three-digit
ACUMERA INC HEALTH AND WELFARE BENEFITS PLAN plan number (PN) > 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ACUMERA INC 74-3050025

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . .. .......... D Yes
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2023
v. 230707
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

GALLAGHER BENEFIT SERVICES

2850 GOLF ROAD 5TH FLOOR
ROLLING MEADOWS, IL 60008

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

13

ADMINISTRATOR

51662

Yes D No

Yes D No [[

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes |:I No D

Yes D No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a__ Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:
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ARTICLE 1. INTRODUCTION & DEFINITIONS

ARTICLE 1. INTRODUCTION & DEFINITIONS

Acumera Inc (the "Plan Sponsor") hereby adopts and maintains this Acumera Inc Health and Welfare Benefits
Plan (the "Plan™) to provide health and welfare benefits to its eligible employees and their dependents. The Plan
number is 502. The Plan is effective as of the Effective Date.

This Plan is intended to comply with the Employee Retirement Income Security Act of 1974, as amended
("ERISA™) and will be administered in accordance with that intent. The Plan includes this document and any
Subsidiary Contracts incorporated herein by reference.

DEFINITIONS

Company means
the Plan Sponsor and any other related entity that adopts the Plan with the consent of the Plan Sponsor.

Participating Companies are identified in a joinder agreement, which may be amended by the Plan Sponsor
from time to time without amending the Plan.

Eligible Employee means
an employee of the Company who is eligible to participate in one or more Subsidiary Contracts.

Effective Date means
04/01/2023.

Participant means
an employee of the Company, spouse, or dependent who is enrolled in one or more Subsidiary Contracts.

Plan means
this Acumera Inc Health and Welfare Benefits Plan, as may be amended from time to time.

Plan Administrator means
the Plan Sponsor, unless the Subsidiary Contract names another person or entity as its plan administrator.

Plan Year means
the 12-consecutive month period ending on: 03/31.

Subsidiary Contract means
any agreement, writing, contract, plan, or arrangement between the Company and a welfare benefit provider
where the benefits provided are subject to ERISA. In addition, any statements of coverage provided by the
Plan Administrator setting forth a description of the scope of coverage under the Plan as well as the options,
terms, conditions and limitations related thereto are herein incorporated as part of the Subsidiary Contracts.
Subsidiary Contract includes all welfare benefits of the Plan Sponsor that are subject to ERISA and are
incorporated herein by reference.

ARTICLE 2. ELIGIBILITY & BENEFITS

Section 2.01 ELIGIBILITY

1 Copyright © 2002-2024
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ARTICLE 2. ELIGIBILITY & BENEFITS

Eligibility for benefits under the Subsidiary Contracts will be determined by the Subsidiary Contracts. The terms
of eligibility need not be identical or similar among Subsidiary Contracts. An individual will cease participation
in a Subsidiary Contract in accordance with the terms of the Subsidiary Contract.

Section 2.02 BENEFITS

The terms and conditions of benefits offered under this Plan are contained in the Subsidiary Contracts, which are
incorporated herein by reference as if fully recited herein.

ARTICLE 3. PLAN ADMINISTRATION

Section 3.01 PLAN ADMINISTRATOR

(@) Designation. If a committee is designated as the Plan Administrator (the "Committee"), the Committee
will consist of one or more individuals appointed by the Plan Sponsor. The Committee may adopt such
rules and procedures as it deems desirable to discharge its duties under the Plan. The Committee may
also take action with or without formal meetings and may authorize one or more individuals, who may
or may not be members of the Committee, to execute documents in its behalf. If no Committee has
been designated as the Plan Administrator, the Plan Sponsor will be the Plan Administrator.

(b) Authority and Responsibility of the Plan Administrator. The Plan Administrator will be the

"administrator" as such term is defined in section 3(16)(A) of ERISA and will be the "named
fiduciary" of the Plan and, as such, will have total and complete discretionary power and authority:

(1)

()
(3)
(4)
(5)

(6)

(")

(8)

(9)

(10)
(11)
(12)

to make factual determinations, to construe and interpret the provisions of the Plan, to correct
defects and resolve ambiguities and inconsistencies therein and to supply omissions thereto.
Any construction, interpretation, or application of the Plan by the Plan Administrator will be
final, conclusive, and binding;

to determine the amount, form or timing of benefits payable hereunder and the recipient thereof
and to resolve any claim for benefits in accordance with Article 5;

to determine the amount and manner of any allocations hereunder;

to maintain and preserve records relating to the Plan;

to prepare and furnish all information and notices required under applicable law or the
provisions of this Plan;

to prepare and file or publish with the Secretary of Labor, the Secretary of the Treasury, their
delegates and all other appropriate government officials all reports and other information
required under law to be so filed or published,;

to hire such professional assistants and consultants as it, in its sole discretion, deems necessary
or advisable; and will be entitled, to the extent permitted by law, to rely conclusively on all
tables, valuations, certificates, opinions and reports which are furnished by same;

to determine all questions of the eligibility of employees and of the status of rights of
Participants under the Plan;

to determine the validity of any judicial order;

to retain records on elections and waivers by Participants;

to supply such information to any person as may be required; and

to perform such other functions and duties as are set forth in the Plan that are not specifically
given to any other fiduciary or other person.

2 Copyright © 2002-2024
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ARTICLE 3. PLAN ADMINISTRATION

(c) Procedures. The Plan Administrator may adopt such rules and procedures as it deems necessary,
desirable, or appropriate for the administration of the Plan. When making a determination or
calculation, the Plan Administrator will be entitled to rely upon information furnished to it. The Plan
Administrator's decisions will be final, binding, and conclusive as to all parties.

(d) Allocation of Duties and Responsibilities. The Plan Administrator may designate other persons to
carry out any of its duties and responsibilities under the Plan.

(e) Compensation. The Plan Administrator will serve without compensation for its services.

(f)  Expenses. All direct expenses of the Plan, the Plan Administrator and any other person in furtherance
of their duties hereunder will be paid or reimbursed by the Company.

Section 3.02 INDEMNIFICATION

The Company will indemnify and hold harmless any person serving as the Plan Administrator (and its delegate)
and any employees of the Plan Administrator from all claims, liabilities, losses, damages and expenses, including
reasonable attorneys' fees and expenses, incurred by such persons in connection with their duties hereunder to the
extent not covered by insurance, except when the same is due to such person's own gross negligence, willful
misconduct, lack of good faith, or breach of its fiduciary duties under this Plan or ERISA.

ARTICLE 4. FUNDING

Section 4.01 NO FUNDING REQUIRED

Except as otherwise required by law:

(@ Anyamount contributed by a Participant and/or the Company to provide benefits hereunder will
remain part of the general assets of the Company and all payments of benefits under the Plan will be
made out of the general assets of the Company or the Subsidiary Contracts.

(b) The Company will have no obligation to set aside any funds, establish a trust, or segregate any
amounts for the purpose of making any benefit payments under this Plan. However, the Company may
in its sole discretion, set aside funds, establish a trust, or segregate amounts for the purpose of making
benefit payments under this Plan.

(c) No person will have any rights to, or interest in, any account other than as expressly authorized in the
Plan.

Section 4.02 FUNDING POLICY

The Company will have the right to enter into a contract with one or more Subsidiary Contract providers for the
purposes of providing any benefits under the Plan and to replace any of such Subsidiary Contracts. Any
dividends, retroactive rate adjustments, rebates, or other refunds of any type that may become payable under any
such Subsidiary Contract or in connection with a Subsidiary Contract will not be assets of the Plan but will be the
property of, and will be retained by, the Company unless otherwise mandated by law. The Company will not be
liable for any loss or obligation relating to any insurance coverage except as is expressly provided by this Plan.
Such limitation will include, but not be limited to, losses or obligations that pertain to the following:
(@ Once a Subsidiary Contract is applied for or obtained, the Company will not be liable for any loss
which may result from the failure to pay premiums to the extent premium notices are not received by
the Company;
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(b)

(©)

ARTICLE 4. FUNDING

To the extent premium notices are received by the Company, the Company's liability for the payment
of such premiums will be limited to such premiums and will not include liability for any other loss
which result from such failure;

When employment ends, the Company will have no liability to take any step to maintain any policy in
force except as may be specifically required otherwise in this Plan. The Company will not be liable or
responsible for the payment of any premium with respect to periods after employment ends.

ARTICLE 5. CLAIMS PROCEDURES

Section 5.01 CLAIMS PROCEDURES

(a)

(b)

This Section 5.01 will apply for any claim for benefits under a Subsidiary Contract unless the
Subsidiary Contract for the benefit has a claims procedure that is compliant with ERISA section 503.
If the applicable Subsidiary Contract has a claims procedure that is compliant with ERISA section
503, the claims procedure of the Subsidiary Contract will apply.

A request for benefits is a "claim" subject to these procedures only if it is filed by the Participant or the
Participant's authorized representative in accordance with the Plan and any procedures provided by the
Plan Administrator. A request for prior approval of a benefit or service where prior approval is not
required under the Plan is not a "claim™ for purposes of this Section 5.01. Similarly, a casual inquiry
about benefits or the circumstances under which benefits might be paid under the Plan is not a “"claim™
for purposes of this Section 5.01, unless it is determined by the Plan Administrator in its sole
discretion that the inquiry is an attempt to file a claim. If the Plan Administrator or its delegate receives
a claim, but there is not enough information to process the claim, the Participant will be given an
opportunity to provide the missing information.

Participants may designate an authorized representative by providing to the Plan Administrator or its
delegate written notice of such designation and identifying such authorized representative. In the case
of a claim for medical benefits involving urgent care, a health care professional who has knowledge of
the Participant's medical condition may act as an authorized representative with or without prior
notice. A "health care professional” is a physician or other health care professional licensed,
accredited, or certified to perform specified health services, consistent with state law.

Timing of Notice of Claim. The Plan Administrator will notify the Claimant of an adverse benefit

determination within a reasonable period of time, but not later than the time frame below, depending

on the type of benefit being provided under the Subsidiary Contract under which the claim for benefits
arises. An "adverse benefit determination” is a denial, reduction, or termination of, or a failure to
provide or make payment (in whole or in part) for, a benefit, including any such denial, reduction,
termination, or failure to provide or make payment that is based on a determination of a Participant's
eligibility to participate in the Plan, and including, with respect to a group health plan, a denial,
reduction, or termination of, or a failure to provide or make payment (in whole or in part) for, a benefit
resulting from the application of any utilization review, as well as a failure to cover an item or service
for which benefits are otherwise provided because it is determined to be experimental or
investigational or not medically necessary or appropriate.

(1) In General. The Plan Administrator (or its delegate) will provide notice of an adverse benefit
determination within 90 days after receipt of the claim. This period may be extended one time
by the Plan for up to 90 days, provided that the Plan Administrator determines that such an
extension is necessary due to matters beyond the control of the Plan and notifies the Claimant,

4 Copyright © 2002-2024
APA Benefits, Inc.



)

ARTICLE 5. CLAIMS PROCEDURES

prior to the expiration of the initial 90-day period, of the circumstances requiring the extension
of time and the date by which the Plan expects to render a decision.
Group Health Plan Claims.

(A)

(B)

Urgent Care Claims. An "urgent care" claim is any claim for medical care or treatment
with respect to which the application of the time periods for making non-urgent care
determinations could seriously jeopardize the life or health of the Participant or the
ability of the Participant to regain maximum function, or, in the opinion of a physician
with knowledge of the Participant's medical condition, would subject the Participant to
severe pain that cannot be adequately managed without the care or treatment that is the
subject of the claim. Whether a claim is an "urgent care™ claim is determined by an
individual acting on behalf of the Plan applying the judgment of a prudent layperson that
possesses an average knowledge of health and medicine. Any claim that a physician with
knowledge of the Participant's medical condition determines is an "urgent care™ claim
will be treated as an "urgent care™ claim by the Plan.

If the Participant or the Participant’s authorized representative fails to follow the Plan's
procedures for filing an urgent care claim, the Plan Administrator (or its delegate) will
notify the Participant of the failure as soon as possible, but not later than 24 hours
following the failure and of the proper procedures to be followed in filing a claim for
benefits. Notification may be oral, unless written notification is requested by the
Participant or authorized representative. This paragraph (A) applies only to a
communication by a Participant or an authorized representative that is received by a
person or organizational unit customarily responsible for handling benefit matters; and
that names a specific Participant, a specific medical condition or symptom, and a specific
treatment, service, or product for which approval is requested.

The Plan Administrator will notify the Participant of the Plan's benefit determination
(whether adverse or not) as soon as possible, taking into account the medical exigencies,
but not later than 72 hours after receipt of the claim by the Plan, unless the Participant
fails to provide sufficient information to determine whether, or to what extent, benefits
are covered or payable under the Plan. In the case of such a failure, the plan administrator
will notify the Participant as soon as possible, but not later than 24 hours after receipt of
the claim by the Plan, of the specific information necessary to complete the claim. The
Participant will be afforded a reasonable amount of time, taking into account the
circumstances, but not less than 48 hours, to provide the specified information. The Plan
Administrator will notify the claimant of the Plan's benefit determination as soon as
possible, but in no case later than 48 hours after the earlier of (1) the Plan's receipt of the
specified information, or (2) the end of the period afforded the Participant to provide the
specified additional information.

Pre-Service Claims. A "pre-service" claim is any claim for a benefit under a group health
plan with respect to which the terms of the Plan condition receipt of the benefit, in whole
or in part, on approval of the benefit in advance of obtaining medical care. If the
Participant or the Participant's authorized representative fails to follow the Plan's
procedures for filing a pre-service claim, the Plan Administrator (or its delegate) will
notify the Participant of the failure as soon as possible, but not later than 5 days following
the failure and of the proper procedures to be followed in filing a claim for benefits.
Notification may be oral, unless written notification is requested by the Participant or
authorized representative. This paragraph (B) applies only to a communication by a

5 Copyright © 2002-2024
APA Benefits, Inc.



(©)

(D)

ARTICLE 5. CLAIMS PROCEDURES

Participant or an authorized representative that is received by a person or organizational
unit customarily responsible for handling benefit matters; and that names a specific
Participant, a specific medical condition or symptom, and a specific treatment, service, or
product for which approval is requested.

The Plan Administrator will notify the Participant of the Plan’'s determination (whether
adverse or not) within a reasonable period of time appropriate to the medical
circumstances, but no later than 15 days after receipt of the claim by the Plan. This period
may be extended one time by the Plan for up to 15 days, provided that the Plan
Administrator determines that such an extension is necessary due to matters beyond the
control of the Plan and notifies the Participant, prior to the expiration of the initial 15-day
period, of the circumstances requiring the extension of time and the date by which the
Plan expects to render a decision. If such an extension is necessary due to a failure of the
Participant to submit the information necessary to decide the claim, the notice of
extension will specifically describe the required information, and the Participant will be
afforded at least 45 days from receipt of the notice within which to provide the specified
information.

Post-Service Claims. A post-service claim is any claim for a benefit under the plan that is
not a pre-service claim. In the case of a post-service claim, the Plan Administrator will
notify the Participant of the Plan's adverse benefit determination within a reasonable
period of time, but no later than 30 days after receipt of the claim. This period may be
extended one time by the Plan for up to 15 days, provided that the Plan Administrator
determines that such an extension is necessary due to matters beyond the control of the
Plan and notifies the Participant, prior to the expiration of the initial 30-day period, of the
circumstances requiring the extension of time and the date by which the Plan expects to
render a decision. If such an extension is necessary due to a failure of the Participant to
submit the information necessary to decide the claim, the notice of extension will
specifically describe the required information, and the Participant will be afforded at
least 45 days from receipt of the notice within which to provide the specified
information.

Concurrent Care Claims. If the Plan has approved an ongoing course of treatment to be
provided over a period of time or number of treatments, any reduction or termination by
the Plan of such course of treatment (other than by Plan amendment or termination)
before the end of such period of time or number of treatments will constitute an adverse
benefit determination. The Plan Administrator will notify the Participant of the adverse
benefit determination at a time sufficiently in advance of the reduction or termination to
allow the Participant to appeal and obtain a determination on review of that adverse
benefit determination before the benefit is reduced or terminated.

Any request by a Participant to extend the course of treatment beyond the period of time
or number of treatments that is an urgent care claim will be decided as soon as possible,
taking into account the medical exigencies, and the Plan Administrator will notify the
Participant of the benefit determination, whether adverse or not, within 24 hours after
receipt of the claim by the Plan, provided that any such claim is made to the Plan at least
24 hours prior to the expiration of the prescribed period of time or number of treatments.

Notwithstanding anything herein to the contrary, the timeframe for benefit
determinations under group health plans will be determined as provided under DOL Reg.
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section 2560.503-1(f)(2). For purposes of this Section 5.01, group health plan means a

group health plan as defined in DOL Reg. section 2560.503-1(m)(6).
Disability Benefit Claims. The Plan Administrator will provide notice of an adverse benefits
determination to the Participant within 45 days after receipt of the claim. This period may be
extended by the Plan for up to 30 days, provided that the Plan Administrator determines that
such an extension is necessary due to matters beyond the control of the Plan and notifies the
Participant, prior to the expiration of the initial 45-day period, of the circumstances requiring
the extension of time and the date by which the Plan expects to render a decision. The period for
making the determination may be extended for up to an additional 30 days if Plan Administrator
notifies the Participant prior to the expiration of the first 30-day extension period the
circumstances of the extension and the date by which the Plan expects to render a decision. Any
notice extension under this section will explain the standards on which the entitlement to a
benefit is based, the unresolved issues that prevent a decision on the claim, and the additional
information needed to resolve those issues, and the Participant will be afforded at least 45 days
within which to provide the specified information.

(c) Content of Notice of Adverse Benefit Determination.

(1)

()

(3)

If a claim is wholly or partially denied, the Plan Administrator will provide the Participant with
a written notice identifying (1) the reason or reasons for such denial; (2) the pertinent Plan
provisions on which the denial is based; (3) any material or information needed to grant the
claim and an explanation of why the additional information is necessary; and (4) an explanation
of the steps that the Participant must take if he wishes to appeal the denial including a statement
that the Participant may bring a civil action under ERISA.

In addition, if the wholly or partially denied claim is for a group health plan or disability benefit
under the Plan, the following information must also be included in the written notice: (1) if an
internal rule, guideline, protocol, or other similar criterion was relied upon in making the
adverse determination, either the specific rule, guideline, protocol, or other similar criterion; or
a statement that such a rule, guideline, protocol, or other similar criterion was relied upon in
making the adverse determination and that a copy of such rule, guideline, protocol, or other
criterion will be provided free of charge to the Participant upon request; or (2) if the adverse
benefit determination is based on a medical necessity or experimental treatment or similar
exclusion or limit, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to the Participant's medical circumstances, or a
statement that such explanation will be provided free of charge upon request.

If the denied claim is for a disability benefit under the Plan, the Plan Administrator will also
provide the Participant the following information in the written notice: (1) a discussion of the
decision, including an explanation of the basis for disagreeing with or not following (a) the
views presented by health care professionals treating the covered person and vocational
professionals who evaluated the covered person; (b) the views of medical or vocational experts
whose advice was obtained on behalf of the Plan in connection with the adverse benefit
determination, without regard to whether the advice was relied upon in making the benefit
determination; and (c) a disability determination made by the Social Security Administration
regarding the Participant presented by the Participant to the Plan; (2) if the adverse benefit
determination is based on a medical necessity or experimental treatment or similar exclusion or
limit, either an explanation of the scientific or clinical judgment for the determination, applying
the terms of the Plan to the medical circumstances, or a statement that such explanation will be
provided free of charge upon request; (3) either the specific internal rules, guidelines, protocols,
standards or other similar criteria of the Plan relied upon in making the adverse determination
or, alternatively, a statement that such rules, guidelines, protocols, standards or other similar
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criteria of the plan do not exist; and (4) a statement that the Participant is entitled to receive,
upon request and free of charge, reasonable access to, and copies of, all documents, records, and
other information relevant to the Participant's claim for disability benefits.

In the case of a wholly or partially denied urgent care claim by a group health plan under the
Plan, the notice must include a description of the expedited review process applicable to such
claims. In addition, the information described in this Section 5.01(c) may be provided orally
within the timeframe required under Section 5.01(b) provided that a written or electronic
notification is furnished to the claimant not later than 3 days after the oral notification.

(d) Appeal of Adverse Benefit Determination.

1)

)

A Participant may appeal the denial of a claim by filing a written appeal with the Plan
Administrator on or before the 60th day after he receives the Plan Administrator's written notice
that the claim has been wholly or partially denied (the 180th day for claims involving a group
health plan or disability benefits). If the denial involves a claim for disability benefits, a denial
includes a cancellation or discontinuance of coverage that has retroactive effect (unless it is due
to the Participant's failure to pay required premiums). The written appeal will identify both the
grounds and specific Plan provisions upon which the appeal is based. The Participant will lose
the right to appeal if the appeal is not timely made.

The Plan will provide the Participant, upon request and free of charge, reasonable access to, and
copies of, all documents, records, and other information relevant to the Participant's claim for
benefit. The Participant may submit written comments, documents, records, and other
information relating to the claim for benefits. The Plan will take into account all comments,
documents, records, and other information submitted by the Participant relating to the claim,
without regard to whether such information was submitted or considered in the initial benefit
determination. The Plan Administrator will consider the merits of the Participant's written
presentations, the merits of any facts or evidence in support of the denial of benefits, and such
other facts and circumstances as the Plan Administrator may deem relevant.

If the claim is for group health plan or disability benefits, the following will apply:

(A) the review will not afford deference to the initial adverse benefit determination. The
appeal will be conducted by an appropriate named fiduciary of the Plan who is neither the
individual who made the adverse benefit determination that is the subject of the appeal,
nor the subordinate of such individual;

(B) indeciding an appeal of any adverse benefit determination that is based in whole or in
part on a medical judgment, including determinations with regard to whether a particular
treatment, drug, or other item is experimental, investigational, or not medically necessary
or appropriate, the appropriate named fiduciary will consult with a health care
professional who has appropriate training and experience in the field of medicine
involved in the medical judgment. The health care professional engaged for purposes of a
consultation will be an individual who is neither an individual who was consulted in
connection with the adverse benefit determination that is the subject of the appeal, nor
the subordinate of any such individual;

(C) the Plan will identify the medical or vocational experts whose advice was obtained on
behalf of the Plan in connection with a Participant's adverse benefit determination,
without regard to whether the advice was relied upon in making the benefit
determination; and

(D) inthe case of an urgent care claim, the Plan will expedite review of the claim such that a
request for an expedited appeal of an adverse benefit determination may be submitted
orally or in writing by the Participant and all necessary information, including the Plan's
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benefit determination on review, will be transmitted between the Plan and the Participant
by telephone, facsimile, or other available similarly expeditious method.

If the claim is for disability benefits under the Plan, the following will also apply:

(A) Before the Plan issues any adverse benefit determination, the Plan Administrator will
provide the Participant, free of charge, with any new or additional evidence considered,
relied upon, or generated by the Plan, insurer, or other person making the benefit
determination (or at the direction of the Plan) in connection with the claim, and any new
or additional rationale must be provided to the Participant as soon as possible and
sufficiently in advance of the date on which the Plan must provide the Participant with
the notice of final adverse benefit determination so that the Participant has a reasonable
opportunity to respond prior to that date.

(B) If the determination is based on a new or additional rationale, the Participant will be
provided, free of charge, with the rationale. The rationale must be provided as soon as
possible and sufficiently in advance of the date on which the notice of final adverse
benefit determination is required to be provided to give the Participant a reasonable
opportunity to respond prior to that date. If the new or additional evidence is received so
late that it would be impossible to provide it in time for the Participant to have a
reasonable opportunity to respond, the Plan's deadline for providing a notice of final
adverse benefit determination will be delayed until the Participant has had reasonable
opportunity to respond. After the Participant responds, or has a reasonable opportunity to
respond but fails to do so, the Plan Administrator will notify the Participant of the Plan's
benefit determination as soon as a Plan Administrator acting in a reasonable and prompt
fashion can provide the notice, taking into account the medical exigencies.

The Plan Administrator will ordinarily rule on an appeal of an adverse benefit determination

within 60 days following receipt of the claim. However, if special circumstances require an

extension and the Plan Administrator furnishes the Participant with a written extension notice
during the initial period, the Plan Administrator may extend this period of time by 60 days if
written notice of the extension is furnished to the Participant prior to the termination of the
initial 60-day period.

If a Committee designated as the appropriate named fiduciary that holds regularly scheduled
meetings at least quarterly, the Committee will instead make a benefit determination no later
than the date of the meeting of the Committee that immediately follows the Plan's receipt of a
request for review, unless the request for review is filed within 30 days preceding the date of
such meeting. In such case, a benefit determination may be made by no later than the date of the
second meeting following the Plan's receipt of the request for review. If special circumstances
require a further extension of time for processing, a benefit determination will be rendered not
later than the third meeting of the Committee following the Plan's receipt of the request for
review. If such an extension of time for review is required because of special circumstances, the
Plan Administrator will provide the Participant with written notice of the extension, describing
the special circumstances and the date as of which the benefit determination will be made, prior
to the commencement of the extension. The Plan Administrator will notify the Participant of the
benefit determination as soon as possible, but not later than 5 days after the benefit
determination is made.
If the claim is for group health plan benefits, the Plan Administrator will notify the Participant
of the Plan’s benefit determination on review as follows:
(A) Urgent Care Claims. The Plan Administrator will notify the Participant of the Plan's
benefit determination on review as soon as possible, taking into account the medical
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exigencies, but not later than 72 hours after receipt of the Participant's request for review
of an adverse benefit determination by the Plan.

(B) Pre-Service Claims. The plan administrator will notify the Participant of the Plan's
benefit determination on review within a reasonable period of time appropriate to the
medical circumstances, but no later than 30 days after receipt by the Plan of the
Participant's request for review of an adverse benefit determination.

(C) Post-Service Claims. The Plan Administrator will notify the Participant of the Plan's
benefit determination on review within a reasonable period of time, but no later than 60
days after receipt by the Plan of the Participant's request for review of an adverse benefit
determination.

If the claim is for disability benefits, the Plan Administrator will ordinarily rule on an appeal of

a claim denial within 45 days following receipt of the claim. However, if special circumstances

require an extension and the Plan Administrator furnishes the Participant with a written

extension notice during the initial period, the Plan Administrator may extend this period of time
by 45 days if written notice of the extension is furnished prior to the termination of the initial
45-day period.

The period of time within which a benefit determination on review is required to be made will

begin at the time an appeal is filed in accordance with the reasonable procedures of the Plan,

without regard to whether all the information necessary to make a benefit determination on

review accompanies the filing. In the event that a period of time is extended due to a

Participant's failure to submit information necessary to decide a claim, the period for making

the benefit determination on review will be tolled from the date on which the notification of the

extension is sent to the Participant until the date on which the Participant responds to the request
for additional information.

All claims and appeals involving disability benefits will be adjudicated in a manner designed to

ensure the independence and impartiality of the persons involved in making the decision. No

decisions regarding hiring, compensation, termination, promotion, or other similar matters with
respect to any individual (such as a claims adjudicator or medical expert) will be made based
upon the likelihood that the individual will support the denial of benefits.

Denial of Appeal. If an appeal is wholly or partially denied, the Plan Administrator will provide the

Participant with a notice identifying (1) the reason or reasons for such denial; (2) the Plan provisions
on which the denial is based; (3) a statement that the Participant is entitled to receive, upon request and
free of charge, reasonable access to, and copies of, all documents, records, and other information
relevant to the Participant's claim for benefits; and (4) a statement describing the Participant's right to
bring an action under section 502(a) of ERISA. The determination rendered by the Plan Administrator
will be binding upon all parties.

(1)

In the case of a group health plan or a plan providing disability benefits, the notice will also

include:

(A) ifaninternal rule, guideline, protocol, or other similar criterion was relied upon in
making the adverse determination, either the specific rule, guideline, protocol, or other
similar criterion; or a statement that such rule, guideline, protocol, or other similar
criterion was relied upon in making the adverse determination and that a copy of the rule,
guideline, protocol, or other similar criterion will be provided free of charge to the
Participant upon request;

(B) if the adverse benefit determination is based on a medical necessity or experimental
treatment or similar exclusion or limit, either an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Plan to the Participant's
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medical circumstances, or a statement that such explanation will be provided free of
charge upon request; and

the following statement: "You and your Plan may have other voluntary alternative
dispute resolution options, such as mediation. One way to find out what may be available
Is to contact your local U.S. Department of Labor Office and your State insurance
regulatory agency."

case of a claim involving disability benefits, the notice will also include:

any applicable contractual limitations period that applies to the Participant's right to bring
an action under section 502(a) of ERISA, including the calendar date that the contractual
limitations period expires for the claim;

a discussion of the decision, including an explanation of the basis for disagreeing with or
not following (a) the views presented by health care professionals treating the covered
person and vocational professionals who evaluated the covered person; (b) the views of
medical or vocational experts whose advice was obtained on behalf of the Plan in
connection with the Participant's adverse benefit determination, without regard to
whether the advice was relied upon in making the benefit determination; and (c) a
disability determination made by the Social Security Administration regarding the
Participant presented by the Participant to the Plan;

if the adverse benefit determination is based on a medical necessity or experimental
treatment or similar exclusion or limit, either an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Plan to the medical
circumstances, or a statement that such explanation will be provided free of charge upon
request; and

either the specific internal rules, guidelines, protocols, standards or other similar criteria
of the Plan relied upon in making the adverse determination or, alternatively, a statement
that such rules, guidelines, protocols, standards or other similar criteria of the plan do not
exist.

(f) Exhaustion of Remedies. A Participant must exhaust all internal remedies before a claim or lawsuit

can be filed in court.
(g) Additional Claims Processes.

(1)

()

Applicability. This Subsection will apply to benefit under (1) a plan that constitutes a group
health plan as defined in Treas. Reg. section 54.9801-2 or if the Plan Administrator determines
that the plan is subject to HIPAA portability rules, and (2) the plan is not a grandfathered health
plan under the Patient Protection and Affordable Care Act.

Internal Claims Process. The claims requirements set forth in Section 5.01 above will apply as

the internal claims process, except that

(A)
(B)

(©)

an "adverse benefit determination™ will also include any cancellation or discontinuance
of coverage under the applicable plan that has retroactive effect;

the Plan will provide the Participant, free of charge, with any new or additional evidence
considered, relied upon, or generated by the Plan (or at the direction of the Plan) in
connection with the claim; such evidence must be provided as soon as possible and
sufficiently in advance of the date on which the notice of final internal adverse benefit
determination is required to be provided to the Participant to give the Participant a
reasonable opportunity to respond prior to that date;

before the Plan can issue a final internal adverse benefit determination based on a new or
additional rationale, the Participant must be provided, free of charge, with the rationale;
the rationale must be provided as soon as possible and sufficiently in advance of the date
on which the notice of final internal adverse benefit determination is required to be
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provided to give the Participant a reasonable opportunity to respond prior to that date. If
the new or additional evidence is received so late that it would be impossible to provide it
to the Participant in time for the claimant to have a reasonable opportunity to respond, the
period for providing a notice of final internal adverse benefit determination is tolled until
such time as the Participant has a reasonable opportunity to respond. After the Participant
responds, or has a reasonable opportunity to respond but fails to do so, the Plan
Administrator will notify the Participant of the Plan's benefit determination as soon as a
Plan Administrator acting in a reasonable and prompt fashion can provide the notice,
taking into account the medical exigencies;

the Plan must ensure that all claims and appeals are adjudicated in a manner designed to
ensure the independence and impartiality of the persons involved in making the decision.
Accordingly, decisions regarding hiring, compensation, termination, promotion, or other
similar matters with respect to any individual (such as a claims adjudicator or medical
expert) must not be made based upon the likelihood that the individual will support the
denial of benefits;

the Plan must provide notice to Participants, in a culturally and linguistically appropriate
manner;

the Plan must ensure that any notice of adverse benefit determination includes
information sufficient to identify the claim involved (including the date of service, the
health care provider, the claim amount (if applicable), and a statement describing the
availability, upon request, of the diagnosis code and its corresponding meaning, and the
treatment code and its corresponding meaning);

the Plan must provide to Participants, as soon as practicable, upon request, the diagnosis
code and its corresponding meaning, and the treatment code and its corresponding
meaning, associated with any adverse benefit determination. The Plan must not consider
a request for such diagnosis and treatment information, in itself, to be a request for an
internal appeal or external review;

the Plan must ensure that the reason or reasons for the adverse benefit determination
includes the denial code and its corresponding meaning, as well as a description of the
Plan's standard, if any, that was used in denying the claim. In the case of a notice of final
internal adverse benefit determination, this description must include a discussion of the
decision;

the Plan must provide a description of available internal appeals and external review
processes, including information regarding how to initiate an appeal;

the Plan must disclose the availability of, and contact information for, any applicable
office of health insurance consumer assistance or ombudsman established under PHS
Act section 2793 to assist Participant's with the internal claims and appeals and external
review processes; and

the Plan will continue to provide continued coverage under the Plan as required by DOL
Reg. section 2590.715-2719(b)(2)(iii) pending the outcome of an appeal.

(h) External Claims Process.

1)

)

State Process. To the extent the Plan is required pursuant to DOL Reg. section
2590.715-2719(c)(1) to comply with a State external claims process that includes at a minimum
the consumer protections in the NAIC Uniform Model Act, then the Plan will comply with the
state external claims process of DOL Reg. section 2590.715-2719(c).

Federal Process. To the extent the Plan is not required pursuant to DOL Reg. section

2590.715-2719(c)(1) to comply with the State external claims process, then the Plan will
comply with the Federal external claims process of DOL Reg. section 2590.715-2719(d).

12 Copyright © 2002-2024
APA Benefits, Inc.



ARTICLE 5. CLAIMS PROCEDURES

Section 5.02 MINOR OR LEGALLY INCOMPETENT PAYEE

If a distribution is to be made to an individual who is either a minor or legally incompetent, the Plan Administrator
may direct that such distribution be paid to the individual's legal guardian. If a distribution is to be made to a
minor and there is no legal guardian, payment may be made to a parent of such minor or a responsible adult with
whom the minor maintains his residence, or to the custodian for such minor under the Uniform Transfer to Minors
Act, if such is permitted by the laws of the state in which such minor resides. Such payment will fully discharge
the Plan Administrator and the Company from further liability on account thereof.

Section 5.03 MISSING PAYEE

If the Plan Administrator is unable to make payment to any Participant or other person to whom a payment is due
under the Plan because it cannot ascertain the identity or whereabouts of such Participant or other person after
reasonable efforts have been made to identify or locate such person, such payment and all subsequent payments
otherwise due to such Participant or other person will be forfeited one year after the date any such payment first
became due.

ARTICLE 6. AMENDMENT OR TERMINATION OF PLAN

Section 6.01 AMENDMENT

The provisions of the Plan may be amended in writing at any time and from time to time by the Plan Sponsor.

Section 6.02 TERMINATION

(@) Itis the intention of the Plan Sponsor that this Plan will continue indefinitely. However, the Plan
Sponsor reserves the right to terminate the Plan at any time for any reason.

(b) Each entity constituting the Company reserves the right to terminate its participation in this Plan. In
addition, each such entity constituting the Company will be deemed to terminate its participation in the
Plan if: (i) it is a party to a merger in which it is not the surviving entity and the surviving entity is not
an affiliate of another entity constituting the Company, (ii) it sells all or substantially all of its assets to
an entity that is not an affiliate of another entity constituting the Company, or (iii) it at any time is not
under common control with the Plan Sponsor pursuant to Section 3(37)(B) of ERISA.

(c) Upon termination, any assets remaining in the Plan will be used to pay outstanding benefit claims.
After all claims and Plan liabilities have been paid, any surplus will revert to the Company, unless the
Plan Sponsor determines that the assets will be refunded to Participants and the Subsidiary Contracts
do not provide otherwise.

ARTICLE 7. GENERAL PROVISIONS

Section 7.01 INTERPRETATION

Each separate Subsidiary Contract, as amended or subsequently replaced, is hereby incorporated by reference. In
the event of a conflict between the Subsidiary Contracts and this Plan, the Subsidiary Contracts will govern.

13 Copyright © 2002-2024
APA Benefits, Inc.



ARTICLE 7. GENERAL PROVISIONS

Section 7.02 MEDICAL CHILD SUPPORT ORDERS

In the event the Plan Administrator receives a medical child support order (within the meaning of ERISA section
609(a)(2)(B)), the Plan Administrator will notify the affected Participant and any alternate recipient identified in
the order of the receipt of the order and of the Plan's procedures for determining whether such an order is a

qualified medical child support order (within the meaning of ERISA section 609(a)(2)(A)). Within a reasonable
period of receiving the medical child support order, the Plan Administrator will determine whether the order is a
qualified medical child support order and will notify the Participant and alternate recipient of such determination.

Section 7.03 FMLA and USERRA

The Plan Administrator will permit Participants to continue Participation in the Plan as required under the Family
Medical Leave Act and the Uniformed Services Employment and Reemployment Rights Act and will provide
such reinstatement rights as required by law. The Plan Administrator will also permit Participants to continue to
participate in the Plan as required under any applicable state law to the extent that such law is not pre-empted by
federal law.

Section 7.04 COBRA

To the extent the Plan is subject to the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended
(COBRA), a Participant will be entitled to COBRA continuation coverage to the extent required under Code
section 4980B (and the regulations thereunder). A Participant will be entitled to continuation coverage under the
Plan as required by applicable state law to the extent that such law is not pre-empted by federal law.

Section 7.05 THIRD PARTY RECOVERY/REIMBURSEMENT

(@ The Plan Administrator may, but is not required to, utilize the provisions of this subsection to the
extent not inconsistent with the provisions of any applicable Subsidiary Contract, in which case the
provisions of the Subsidiary Contract will control.

(b) In General. When a Participant receives Plan benefits that are also payable under Workers'
Compensation, any statute, any uninsured or underinsured motorist program, any no fault or school
insurance program, any other insurance policy or any other plan of benefits, or when related expenses
that arise through an act or omission of another person are paid by a third party, whether through legal
action, settlement or for any other reason, the Plan will be entitled to reimbursement by the Participant
or her or her representatives of benefits paid from the Plan.

(c) Specific Requirements and Plan Rights. Because the Plan is entitled to reimbursement, the Plan will be
fully subrogated to any and all rights, recovery or causes of actions or claims that a Participant may
have against any third party. The Plan is granted a specific and first right of reimbursement from any
payment, amount, or recovery from a third party. This right to reimbursement is regardless of the
manner in which the recovery is structured or worded, and even if the Participant has not been paid or
fully reimbursed for all of their damages or expenses.

The Plan's share of the recovery will not be reduced because the full damages or expenses claimed
have not been reimbursed unless the Plan agrees in writing to such reduction. Further, the Plan's right
to subrogation or reimbursement will not be affected or reduced by the "make whole™ doctrine, the
"fund" doctrine, the "common fund" doctrine, comparative/contributory negligence, "collateral
source" rule, "attorney's fund™ doctrine, regulatory diligence or any other equitable defenses that may
affect the Plan's right to subrogation or reimbursement.
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The Plan may enforce its subrogation or reimbursement rights by requiring the Participant to assert a
claim to any of the benefits to which the Participant may be entitled. The Plan will not pay attorneys'
fees or costs associated with the claim or lawsuit without express written authorization from the
Company.

If the Plan should become aware that a Participant has received a third party payment, amount or
recovery and not reported such amount, the Plan, in its sole discretion, may suspend all further benefits
payments related to the Participant and any covered dependents until the reimbursable portion is
returned to the Plan or offset against amounts that would otherwise be paid to or on behalf of the
Participant.

Participant Duties and Actions. By participating in the Plan each Participant consents and agrees that a
constructive trust, lien or an equitable lien by agreement in favor of the Plan exists with regard to any
settlement or recovery from a third person or party. In accordance with that constructive trust, lien, or
equitable lien by agreement, each Participant agrees to cooperate with the Plan in reimbursing the Plan
for costs and expenses.

Once a Participant has any reason to believe that the Plan may be entitled to recovery from any third
party, the Participant must notify the Plan. At that time, the Participant (and the Participant's attorney,
if applicable) must sign a subrogation/reimbursement agreement that confirms the prior acceptance of
the Plan's subrogation rights and the Plan’s right to be reimbursed for expenses arising from
circumstances that entitle the Participant or covered dependent to any payment, amount, or recovery
from a third party.

If a Participant fails or refuses to execute the required subrogation/ reimbursement agreement, the Plan
may deny payment of any benefits to the Participant until the agreement is signed. Alternatively, if a
Participant fails or refuses to execute the required subrogation/reimbursement agreement and the Plan
nevertheless pays benefits to or on behalf of the Participant, the Participant's acceptance of such
benefits will constitute agreement to the Plan's right to subrogation or reimbursement.

Each Participant consents and agrees that they will not assign their rights to settlement or recovery
against a third person or party to any other party, including their attorneys, without the Plan's consent.
As such, the Plan's reimbursement will not be reduced by attorneys' fees and expenses without express
written authorization from the Plan.

This Section 7.05 will apply even after an individual is no longer a Participant in the Plan. The Plan
Administrator has the authority and discretion to resolve all disputes regarding the interpretation of
these subrogation and reimbursement rights and to make determinations with respect to the
subrogation amounts and reimbursements owed to the Plan.

Section 7.06 NONALIENATION OF BENEFITS

No Participant will have the right to alienate, anticipate, commute, pledge, encumber, or assign any of the benefits
or payments which he may expect to receive, contingently or otherwise, under the Plan.

Section 7.07 NO RIGHT TO EMPLOYMENT

15 Copyright © 2002-2024
APA Benefits, Inc.



ARTICLE 7. GENERAL PROVISIONS

Nothing contained in this Plan will be construed as a contract of employment between the Company and any
Participant, or as a right of any employee to continue in the employment of the Company, or as a limitation of the
right of the Company to discharge any of its employees, with or without cause.

Section 7.08 GOVERNING LAW

(@) ThePlan will be construed in accordance with and governed by the laws of the state or commonwealth
of organization of the Plan Sponsor to the extent not preempted by Federal law.

(b) The Plan hereby incorporates by reference any provisions required by state law to the extent not
preempted by Federal law.

Section 7.09 TAXEFFECT

The Company does not represent or guarantee that any particular federal, state, or local income, payroll, personal
property or other tax consequence will result from participation in this Plan. A Participant should consult with
professional tax advisors to determine the tax consequences of his or her participation.

Section 7.10 SEVERABILITY OF PROVISIONS

If any provision of the Plan will be held invalid or unenforceable, such invalidity or unenforceability will not
affect any other provisions hereof, and the Plan will be construed and enforced as if such provisions had not been
included.

Section 7.11 HEADINGS AND CAPTIONS

The headings and captions herein are provided for reference and convenience only, will not be considered part of
the Plan, and will not be employed in the construction of the Plan.

Section 7.12 GENDER AND NUMBER

Except where otherwise clearly indicated by context, the masculine and the neuter will include the feminine and
the neuter, the singular will include the plural, and vice-versa.

Section 7.13 EFFECT OF MISTAKE

In the event of a mistake as to the eligibility or participation of any individual, or the allocations made to the
account of any Participant, or the amount of distributions made or to be made to a Participant or other person, the
Plan Administrator will, to the extent it deems possible, cause to be allocated or cause to be withheld or
accelerated, or otherwise make adjustment of, such amounts as will in its judgment accord to such Participant or
other person the credits to the account or distributions to which he is properly entitled under the Plan. Such action
by the Administrator may include withholding of any amounts due the Plan or the Company from Compensation
paid by the Company.

ARTICLE 8. HIPAA

This Section 8 applies to those benefits under the Plan that are subject to the Health Insurance Portability and
Accountability Act of 1996 and its implementing regulations ("HIPAA") as set forth below.
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ARTICLE 8. HIPAA

Section 8.01 DEFINITIONS

For purposes of this Article 8, the following terms have the following meanings:

(a)

(b)
(©)
(d)

(€)

(f)

(9)

Business Associate means a person or entity who qualifies as a "business associate" as defined in

Section 160.103 of the HIPAA Privacy Regulations, including but not limited to a vendor who
performs a function or activity on behalf the Plan which involves the creation, use or disclosure of
PHI, and any subcontractor to whom a Business Associate delegates its obligations.

Group Health Benefits means the health benefits, dental benefits, vision benefits, and employee

assistance program benefits offered under the Plan.

Individual means the Participant or the Participant's covered dependents enrolled in any of the Group

Health Benefits under the Plan.

Notice of Privacy Practices means a notice explaining the uses and disclosures of PHI that may be

made by the Plan, the covered Individuals' rights under the Plan with respect to PHI, and the Plan’'s

legal duties with respect to PHI.

Plan Administration Functions means the administration functions performed by the Plan Sponsor on

behalf of the Plan. Plan Administration Functions do not include functions performed by the Plan

Sponsor in connection with any other benefit plan of the Plan Sponsor.

Protected Health Information (PHI) means information about an Individual, including genetic

information, (whether oral or recorded in any form or medium) that:

(1) iscreated or received by the Plan or the Plan Sponsor;

(2) relates to the past, present or future physical or mental health or condition of the Individual, the
provision of health care to the Individual, or the past, present or future payment for the
provision of health care to the Individual; and

(3) identifies the Individual or with respect to which there is a reasonable basis to believe the
information may be used to identify the Individual.

PHI includes Protected Health Information that is transmitted by or maintained in electronic media.

Summary Health Information means information summarizing the claims history, claims expenses, or

types of claims experienced by an Individual, and from which the following information has been

removed:

(1) names;

(2) any geographic information which is more specific than a five digit zip code;

(3) all elements of dates relating to a covered Individual (e.g., birth date) or any medical treatment
(e.g., admission date) except the year; all ages for a covered Individual if the Individual is over
age 89 and all elements of dates, including the year, indicative of such age (except that ages and
elements may be aggregated into a single category of age 90 and older);

(4) other identifying numbers, such as, Social Security, telephone, fax, or medical record numbers,
e-mail addresses, VIN, or serial numbers;

(5) facial photographs or biometric identifiers (e.g., finger prints); and

(6) any other unique identifying number, characteristic, or code.

Section 8.02 HIPAA PRIVACY COMPLIANCE

The Plan's HIPAA privacy compliance rules ("Privacy Rule™) are as follows:

(a)

Permitted Use or Disclosure of PHI by Plan Sponsor. Any disclosure to and use by the Plan Sponsor of
any PHI will be subject to and consistent with this Section.
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(b)

1)

()

©)

ARTICLE 8. HIPAA

The Plan and health insurance issuer, HMO, or Business Associate servicing the Plan may

disclose PHI to the Plan Sponsor to permit the Plan Sponsor to carry out Plan Administration

Functions, including but not limited to the following purposes:

(A) toprovide and conduct Plan Administrative Functions related to payment and health care
operations for and on behalf of the Plan;

(B) for auditing claims payments made by the Plan;

(C) torequest proposals for services to be provided to or on behalf of the Plan; and

(D) toinvestigate fraud or other unlawful acts related to the Plan and committed or
reasonably suspected of having been committed by a Plan participant.

The uses described above in (1) are permissible only if the Notice of Privacy Practices

distributed to covered Individuals in accordance with the Privacy Rule states that PHI may be

disclosed to the Plan Sponsor.

The Plan or a health insurance issuer or HMO may disclose to the Plan Sponsor information

regarding whether an Individual is participating in the Plan, or is enrolled in or has disenrolled

from a health insurance issuer or HMO offered by the Plan.

Restrictions on Plan Sponsor's Use and Disclosure of PHI.

(1)
(2)
(3)

(4)

()
(6)
(")

(8)

(9)

(10)

The Plan Sponsor will not use or further disclose PHI, except as permitted or required by the
Plan or as required by law.

The Plan Sponsor will ensure that any agent, including any subcontractor, to whom it provides
PHI agrees to the restrictions and conditions of this Section.

The Plan Sponsor will not, and will not permit a health insurance issuer or HMO to, use or
disclose PHI for employment-related actions or decisions, or in connection with any other
benefit or employee benefit plan of the Plan Sponsor.

The Plan Sponsor will report to the Plan any use or disclosure of PHI that is inconsistent with
the uses and disclosures allowed under this Section promptly upon learning of such inconsistent
use or disclosure.

The Plan Sponsor will make a covered Individual's PHI available to the covered Individual in
accordance with the Privacy Rule.

The Plan Sponsor will make PHI available for amendment and will, upon notice, amend PHI in
accordance with the Privacy Rule.

The Plan Sponsor will track certain PHI disclosures it makes so that it can make available the
information required for the Plan to provide an accounting of disclosures in accordance with the
Privacy Rule.

The Plan Sponsor will make available its internal practices, books, and records, relating to its
use and disclosure of PHI received from the Plan to the Secretary of the U.S. Department of
Health and Human Services to determine the Plan's compliance with the Privacy Rule.

The Plan Sponsor will, if feasible, return or destroy all PHI, in whatever form or medium
(including in any electronic medium under the Plan Sponsor's custody or control) received from
the Plan, including all copies of and any data or compilations derived from and allowing
identification of any Individual who is the subject of the PHI, when that PHI is no longer needed
for the Plan Administration Functions for which the disclosure was made. If it is not feasible to
return or destroy all such PHI, the Plan Sponsor will limit the use or disclosure of any PHI it
cannot feasibly return or destroy to those purposes that make the return or destruction of the
information infeasible.

When using or disclosing PHI or when requesting PHI from another party, the Plan sponsor
must make reasonable efforts to limit PHI to the minimum necessary to accomplish the intended
purpose of the use or disclosure, and limit any request for PHI to the minimum necessary to
satisfy the purpose of the request.
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ARTICLE 8. HIPAA

(11) The Plan Sponsor will not use any genetic information for any underwriting purposes.
(c) Adequate Separation between the Plan Sponsor and the Plan.

1)

()

©)

Only those employees of the Plan Sponsor, as outlined in the Plan's HIPAA Policies and
Procedures, may be given access to PHI received from the Plan or a health insurance issuer,
HMO or Business Associate servicing the Plan.

The members of the classes of employees identified in the Plan's HIPAA Policies and
Procedures will have access to PHI only to perform the Plan Administration Functions that the
Plan Sponsor provides for the Plan.

The Plan Sponsor will promptly report to the Plan any use or disclosure of PHI in breach,
violation of, or noncompliance with, the provisions of this Section of the Plan, as required under
this Section, and will cooperate with the Plan to correct the breach, violation or noncompliance,
will impose appropriate disciplinary action or sanctions, including termination of employment,
on each employee who is responsible for the breach, violation or noncompliance, and will
mitigate any deleterious effect of the breach, violation or noncompliance on any Individual
covered under the Plan, the privacy of whose PHI may have been compromised by the breach,
violation or noncompliance. Regardless of whether a person is disciplined or terminated
pursuant to this section, the Plan reserves the right to direct that the Plan Sponsor, and upon
receipt of such direction the Plan Sponsor will, modify or revoke any person's access to or use
of PHI.

(d) Purpose of Disclosure of Summary Health Information to Plan Sponsor.

(1)

()

The Plan and any health insurance issuer or HMO may disclose Summary Health Information to
the Plan Sponsor if the Plan Sponsor requests the Summary Health Information for the purpose
of obtaining premium bids from health plans for providing health insurance coverage under the
Plan.

The Plan and any health insurance issuer or HMO may disclose Summary Health Information to
the Plan Sponsor if the Plan Sponsor requests the Summary Health Information for the purpose
of modifying, amending, or terminating the Plan.

(e) Plan Sponsor Certification. The Plan Sponsor will provide the Plan with a certification stating that the
Plan has been amended to incorporate the terms of this Article and that the Plan Sponsor agrees to
abide by these terms. The Plan Sponsor will also provide the certification upon request to its health
insurance issuers, HMOs and Business Associates of the Plan.

(f) Rights of Individuals.

(1)
()
(3)

(4)
(5)

Notice of Privacy Practices. The Plan Sponsor will provide a Notice of Privacy Practices to the
Participant in accordance with HIPAA.

Right to Request Restrictions. Each Individual has the right to request that the Plan restrict its
uses and disclosures of the Individual's PHI.

Right to Access. Each Individual has the right to obtain and inspect its PHI held by the Plan.
Right to Amend. Each Individual has the right to ask the Plan to amend its PHI.

Right to an Accounting. Each Individual has the right to request an accounting of disclosures of
PHI made by the Plan for purposes other than treatment, payment, or health care operations.

Section 8.03 HIPAA SECURITY COMPLIANCE

To ensure the Plan's compliance with HIPAA's privacy compliance rules ("Security Rule"), the Plan Sponsor will:
(@ Implement administrative, physical, and technical safeguards that reasonably and appropriately
protect the confidentiality, integrity, and availability of the electronic PHI that it creates, receives,
maintains, or transmits on behalf of the Plan
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ARTICLE 8. HIPAA

(b) Ensure that the adequate separation required by the HIPAA Security Rule is supported by reasonable
and appropriate security measures;

(c) Ensure that any agent, including a subcontractor, to whom it provides this information agrees to
implement reasonable and appropriate security measures to protect the information; and

(d) Report to the Plan any security incident of which it becomes aware.

Section 8.04 HIPAA COMPLIANCE FOR FULLY INSURED GROUP HEALTH BENEFITS

Notwithstanding the foregoing, to the extent any of the Plan's Group Health Benefits are fully insured, the Plan
Sponsor has adopted a policy of not receiving, disclosing or using PHI or other health information (except for
information described in 45 C.F.R. 164.530(k)(1)(ii)) regarding insured benefits for any purpose permitted under
HIPAA, unless authorized by the Individual, when appropriate.

Execution Page

The undersigned agree to be bound by the terms of this Plan and acknowledge receipt of same. Acumera Inc
caused this Plan to be executed this day of , 2024,

ACUMERA INC:

Signature; <y Rets

Print Name: Stacy Reis

Title/Position; cFo
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