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COMMONWEALTH OF KENTUCKY 
BEFORE THE PUBLIC SERVICE COMMISSION 

In the Matter of 

Electronic Application of Bluegrass Water 
Utility Operating Company, LLC for an 
Adjustment of Rates and Approval of 
Construction 

) 
) 
) 
) 

Case No. 2020-00290 
 

 

Response to  
Attorney General’s Initial Data Requests 

 
 Applicant Bluegrass Water Utility Operating Company, LLC (hereinafter “Bluegrass”), 

herewith submits its response to the Attorney General’s Initial Data Requests.  A signed, 

notarized verification for this Response appears on the following pages.  The undersigned 

counsel is responsible for any objection noted for a particular response.  

Respectfully Submitted,  

  /s/ Kathryn A. Eckert  
Katherine K. Yunker 
Kathryn A. Eckert 
McBrayer PLLC 
201 East Main St., Suite 900 
Lexington, KY 40507 
(859) 231-8780 
kyunker@mcbrayerfirm.com 
keckert@mcbrayerfirm.com 

Counsel for Bluegrass Water Utility Operating 
Company 

 

 



VERIFICATION 

ST ATE OF MISSOURI 

COUNTY OF ST. LOUIS 

) 
) 
) 

I, Mike Duncan, Vice President of Central States Water Resources, Inc., the manager of 

Applicant Bluegrass Water Utility Operating Company, LLC being duly sworn, state that I 

prepared or supervised the preparation of the following responses to the Attorney General's 

Supplemental Data Requests, and that the matters and things set forth in the responses are true 

and correct to the best of my knowledge, information and belief formed after reasonable inquiry. 

Mike Duncan 

Subscribed and sworn to this 26th day of February 2021, before me a Notary Public in 
and before said County and tate. 

(SEAL) 

DANI EL RYA N JANOWIAK 
Nota ry Public. Notary Seal 

State of Missouri 
St . Charles County 

Commi ssion# 20374795 
My Commiss ion Expires 0 -04-2024 

My Commis~~im~u.ii~~~~~ii:iis~:QJ 
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Request 

1.  Refer to Bluegrass’ response to AG 1-1(n), and provide all updated information that 
Bluegrass has obtained as to potential neighborhood growth. 

 
Response 

Bluegrass has no updated information regarding potential neighborhood growth beyond that 

provided in the response to AG 1-1(n).  
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Request 

2. Refer to Bluegrass’ response to AG 1-15. Bluegrass stated that “[w]hile some of the systems 
require more urgent investments in upgrades and improvements, less distressed systems 
will require those same investments in the future. Whatever short-term support may flow 
between systems initially, the situation will reverse over time.”  

a. Provide all studies, analyses, and documentation that support this assertion.  

b. Further elaborate on how the subsidies between the systems will reverse over time.  

 
Response 

a. The Company does not have any specific studies, analyses, or documentation to support 

this assertion. However, the operational experience of CSWR, LLC’s personnel confirms 

its accuracy. 

b. The Company asserts that reinvestment into each of its Kentucky systems during the 

lifespan of the individual components of those systems is necessary to provide safe, 

reliable, and environmentally compliant service.  While some systems and components 

need investment today, less distressed systems will need similar investment as their 

components reach the end of their useful lives.  At the time when those assets need 

reinvestment, customers served by those systems will benefit from consolidation because 

they won’t be required to bear the entire financial burden of that reinvestment.  
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Request 

3.  See Response to AG 1-29.  Regarding the assertion that “[R]ates are not set ‘in perpetuity,’” 
identify the limit on the duration of the rates approved in this case but for a rate adjustment 
request initiated by the Company in the future. 

 
Response 

Any party that believes rates established by the Commission are no longer fair and 

reasonable may initiate a complaint seeking review of the rates.  The Commission may also 

initiate an investigation into rates on its own motion.  Thus, the rates established in this case 

would not be perpetual simply because the Company does not apply for a rate adjustment 

ever again.  
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Request 

4. Refer to Bluegrass’ response to AG 1-30.  

a. Explain in detail why Midwest Water Operations, LLC charges a higher monthly 
charge for plant facilities acquired in 2019 than the plants acquired in 2020.  

b. Has Bluegrass attempted to negotiate with Midwest Water Operations, LLC to reduce 
the monthly charge for plant facilities acquired in 2019? Explain the answer in detail.  

 
Response 

a.  Midwest Water Operations, LLC charges a higher monthly charge for plant facilities 

acquired in 2019 than the plants acquired in 2020 due to the number of plants and the 

staffing requirements that were necessary to operate in a new state. Each subsequent 

acquisition had a lower monthly charge due to Midwest being able to utilize economies 

of scale and employ staffing from the systems already owned by Bluegrass Water.  

b. Due to the extreme disrepair on many of the systems acquired by the Company, 

Bluegrass Water has not been able to negotiate a reduced monthly charge for plant 

facilities acquired in 2019.  Because the capital projects for the systems have not been 

completed, the Company is unable to establish a more accurate baseline for annual 

operating expenses.  This process is dependent on completing the various capital projects 

so the Company can negotiate a fully realized understanding of the operating 

requirements based on the upgrades completed.  
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Request 

5.  Refer to Bluegrass’ response to AG 1-32, wherein the company acknowledges that the 
proposed rates are a significant increase over current rates. If Bluegrass receives the 
requested rate increase, explain whether the company expects for uncollectible bills to rise 
due to unaffordability of the service.  

a. If Bluegrass has performed any studies and/or analyses regarding either: (i) the 
elasticities of demand resulting from any potential approval of the requested rate 
increase; and/or (ii) the impact that receiving the requested rate increase will have on 
the amount of uncollectible expense, provide copies of same.  

b. Confirm that Bluegrass’ uncollectible expense is socialized among the ratebase.   

 
Response 

Bluegrass Water has used an estimated percentage for uncollectible expense that is based on 

write offs and uncollectible accounts expense experienced in other jurisdictions following 

significant rate increases.  The Company expects that this percentage will over time be 

sufficient to cover its uncollectible accounts expense.  

a. (i)The Company has not performed any studies regarding the elasticities of demand.  

Please note that the current and proposed sewer rates do not include usage-based charges.  

(ii) The Company has not performed an analysis of the rate change specific to its 

potential impact on uncollectible expense.   

b. Bluegrass’ uncollectible expense is recorded as an expense in the period in which it is 

deemed uncollectible.  It has no impact on rate base.   

 



Ky. PSC No. 2020-00290 
Response to 2 AG 06 

Witness: B. Thies 
Page 1 of 1 

 

 
 

Request 

6. Refer to Bluegrass’s response to AG 1-33, in which the company admits that approximately 
$2,000,000 of capital expenditures have been included in rate base in the pending case even 
though those systems have not been acquired as of the original filing date of the rate case. 

a.  If Bluegrass has acquired the noted systems then provide the date of acquisition.  

b.  If Bluegrass has not acquired the systems explain in detail why not. 

c. If Bluegrass has not acquired the systems, explain in detail why the associated 
$2,000,000 in capital expenditures should be included in the pending rate case.  

 
Response 

a. Bluegrass Water acquired the Arcadia Pines, Randview, Carriage Park and Marshall 

Ridge systems on November 19, 2020.  Bluegrass Water acquired the Delaplain, 

Herrington Haven and Springcrest systems on February 23, 2021. 

b. Bluegrass Water has received Commission approval as of January 14, 2021, to complete 

the acquisition of Woodland Acres.  This transaction was scheduled to close the week of 

February 15, 2021, but due to inclement weather and postponement to accommodate the 

seller, the closing was pushed back and is currently scheduled to occur in March 2021. 

c. As shown in schedule Exhibit 21, Schedule B-4, Bluegrass Water intends to begin 

construction of system improvements immediately upon acquisition for these systems and 

expects to have the improvements placed into service prior to the end of the forecast test 

year.   
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Request 

7.  Refer to Bluegrass’ response to AG 1-42. The company states that at the time the systems 
were acquired there was approximately $1,500,000 in accumulated depreciation balance.  

a.  Explain in detail how the accumulated depreciation balance has been used since 
Bluegrass purchased the systems. 

b. Provide the most current accumulated depreciation balance for each system. 

 
Response 

a. The accumulated depreciation balances relating to the acquired assets at the time of 

purchase were transferred to the books of Bluegrass Water along with the asset values.   

The balances represent the total of non-cash depreciation expense that has been recorded 

over a number of years since the assets were first placed in service.  For ratemaking 

purposes, the accumulated depreciation balance is a component of Utility Plant in Service 

that offsets the original cost of assets and reduces the rate base.  Bluegrass Water has 

continued to record depreciation expense monthly but has made no other change to the 

balance in the accumulated depreciation accounts.  

b. Please refer to the separately-provided Excel workbook/spreadsheet with filename 2 AG 

07.xlsx for the current balances. 

 



Ky. PSC No. 2020-00290 
Response to 2 AG 08 
Witness: M. Duncan 

Page 1 of 1 

 

 
 

Request 

8. Refer to Bluegrass’ response to AG 1-47. 

a. Confirm that Bluegrass complies with KRS 278.2207, which requires services and 
products provided to the utility by an affiliate to be priced no greater than market cost 
or in compliance with the utility’s existing cost allocation methodology. If this cannot 
be confirmed, explain in detail why not. 

b. Explain how Bluegrass determines that the services and products provided by an 
affiliate are priced no greater than market cost. 

 
Response 

a. Bluegrass receives only services (not products) from affiliates.  Services provided by 

CSWR, LLC are priced to Bluegrass in compliance with Bluegrass’ existing cost 

allocation methodology. 

b. Bluegrass has not performed any studies to confirm that the services CSWR, LLC 

provides are priced no greater than market cost, but believes that to be true because the 

portion of CSWR, LLC’s costs allocated to Bluegrass are less than the cost of services 

that could be provided by non-affiliated vendors on a stand-alone basis. 
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Request 

9. Refer to Bluegrass’ response to AG 1-48. Explain why Bluegrass does not have a cost 
allocation manual yet, and identify a target date as to when one will be completed.  

 
Response 

Bluegrass Water, and its parent company, have not created a cost allocation manual to date 

because they have chosen instead to devote financial resources to repairing and improving 

the systems they purchased, most of which were distressed and in violation of health and 

environmental regulations.  Bluegrass Water employs no water or wastewater operations staff 

and instead contracts the work to third party operators.  A similar arrangement exists with 

billing and customer service contractors.  This model allows for direct expensing of many of 

the costs associated with operating the systems and serving Bluegrass Water’s customers and 

limits the amount of cost allocation that must be done.  The costs that are allocated relate to 

various administrative functions including accounting, human resources, information 

technology, executive administration and legal services.  These indirect costs are allocated 

using the Massachusetts method as outlined in the testimony of company witness Brent Thies 

on pg 10, lines 1-22.  A cost allocation policy and manual is part of the future plans of 

Bluegrass Water and the CSWR, LLC finance and accounting department, but no date for 

completion can yet be estimated.   
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Request 

10. Identify all employees of CSWR, LLC who receive an auto allowance and provide a 
justification for the allowance, including the amount of the allowance. 

 
Response 

Please refer to the separately provided Excel workbook/spreadsheet with the file name 2-AG-

10 (confidential).xlsx, for which confidential treatment has been requested concurrently 

herewith. 
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Request 

11. Provide a detailed statement of the health insurance benefits available to each CSWR, LLC 
employee and identify any contribution the employee must make toward premiums. 

 
Response 

Employees contribute 1% of the cost of health insurance premiums.  Please see the attached 

Summary of Benefits and Coverage (KY2020-00290_BW_0450 to KY2020-

00290_BW_0461) for a description of the health insurance benefit plan.   
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185 Asylum Street
Cityplace I
Hartford, CT 06103

June 20, 2020

GA5U3213BW

CSWR, LLC
1650 DES PERES RD
SUITE 303
DES PERES, MO 631310000

Dear Customer:

The Affordable Care Act requires all health plan issuers and group health plans to provide eligible enrollees with a
Summary of Benefits and Coverage (SBC). The SBC provides you information to better understand your plan and
allows you to compare coverage options.

You are receiving this package due to one of the following plan coverage events that requires you to receive an
SBC.

Upon application for coverage,

Prior to any material modification of your plan coverage,

Prior to your plan renewal, or

You are a special enrollee.

If you are an Employer, you can find your group’s SBC documents by logging into
www.employereservices.com and select "Summary of Benefits and Coverage" under the Resources menu.

For more information regarding this document, please visit uhc.com/summary or contact the Member Services
number on the back of your ID card.

Very truly yours,

Christopher Hock
UnitedHealthcare

KY2020-00290_BW_0450
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 04/01/2020 - 03/31/2021
Choice Plus BRXS /619 Coverage for: Employee/Family | Plan Type: POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be
provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit

www.welcometouhc.com or by calling 1-800-782-3740. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call
1-866-487-2365 to request a copy.

Important
Questions Answers Why This Matters:

What is the overall
deductible?

Network: $500 Individual / $1,000 Family
out-of-Network: $1,500 Individual / $3,000
Family
Per policy year.

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each family member must meet their own individual deductible until the total
amount of deductible expenses paid by all family members meets the overall family
deductible.

Are there services
covered before you
meet your
deductible?

Yes. Preventive care and categories with a copay
are covered before you meet your deductible.

This plan covers some items and services even if you haven’t yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and before you meet your
deductible. See a list of covered preventive services at
www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for
specific services?

No. You don’t have to meet deductibles for specific services.

What is the
out-of-pocket limit
for this plan?

Network: $4,000 Individual / $8,000 Family
out-of-Network: $8,000 Individual / $16,000
Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own
out-of-pocket limits until the overall family out-of-pocket limit has been met.

What is not included
in the out-of-pocket
limit?

Premiums, balance-billing charges, health care
this plan doesn’t cover and penalties for failure to
obtain preauthorization for services.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

Will you pay less if
you use a network
provider?

Yes. See www.welcometouhc.com or call
1-800-782-3740 for a list of network providers.

This plan uses a provider Network. You will pay less if you use a provider in the
plan’s Network. You will pay the most if you use an out-of-Network provider, and
you might receive a bill from a provider for the difference between the provider’s
charge and what your plan pays (balance billing). Be aware, your Network provider
might use an out-of-Network provider for some services (such as lab work). Check
with your provider before you get services.

Do you need a
referral to see a
specialist?

No. You can see the specialist you choose without a referral.

KY2020-00290_BW_0452
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Out-of-Network
Provider (You
will pay the

most)

Limitations, Exceptions, & Other Important
Information

If you visit a
health care
provider’s office
or clinic

Primary care visit to treat an
injury or illness

$20 copay per
visit, deductible
does not apply

30% coinsurance Virtual visits (Telehealth) - No Charge by a Designated Virtual
Network Provider.
If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply e.g. surgery.
Children under age 19: No Charge.

Specialist visit $40 copay per
visit, deductible
does not apply

30% coinsurance If you receive services in addition to office visit, additional
copays, deductibles, or coinsurance may apply e.g. surgery.

Preventive
care/screening/immunizati-
on

No Charge 30% coinsurance Includes preventive health services specified in the health care
reform law. You may have to pay for services that aren’t
preventive. Ask your provider if the services needed are
preventive. Then check what your plan will pay for.

If you have a test Diagnostic test (x-ray, blood
work)

No Charge 30% coinsurance Preauthorization required for out-of-Network for certain
services or benefit reduces to 50% of allowed.

Imaging (CT/PET scans,
MRIs)

0% coinsurance 30% coinsurance Preauthorization required for out-of-Network or benefit
reduces to 50% of allowed.

KY2020-00290_BW_0453
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Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Out-of-Network
Provider (You
will pay the

most)

Limitations, Exceptions, & Other Important
Information

If you need drugs
to treat your
illness or
condition

More information
about prescription
drug coverage is
available at www.
welcometouhc.com.

Tier 1 - Your Lowest-Cost
Option

Deductible does
not apply. Retail:
$10 copay
Mail-Order: $25
copay

Deductible does
not apply. Retail:
$10 copay

Provider means pharmacy for purposes of this section.
Retail: Up to a 31 day supply. Mail-Order*: Up to a 90 day
supply or *Preferred 90 Day Retail Network pharmacy. If you
use an out-of-Network pharmacy (including a mail order
pharmacy), you may be responsible for any amount over the
allowed amount.
Copay is per prescription order up to the day supply limit listed
above.
You may need to obtain certain drugs, including certain specialty
drugs, from a pharmacy designated by us.
Certain drugs may have a preauthorization requirement or may
result in a higher cost. You may be required to use a lower-cost
drug(s) prior to benefits under your policy being available for
certain prescribed drugs.
See the website listed for information on drugs covered by your
plan. Not all drugs are covered.
If a dispensed drug has a chemically equivalent drug, the cost
difference between drugs in addition to any applicable copay
and/or coinsurance may be applied. Certain preventive
medications and Tier 1 contraceptives are covered at No Charge.

Tier 2 - Your Midrange-Cost
Option

Deductible does
not apply. Retail:
$35 copay
Mail-Order:
$87.50 copay

Deductible does
not apply. Retail:
$35 copay

Tier 3 - Your Midrange-Cost
Option

Deductible does
not apply. Retail:
$70 copay
Mail-Order: $175
copay

Deductible does
not apply. Retail:
$70 copay

Tier 4 - Additional
High-Cost Options

Deductible does
not apply. Retail:
$200 copay
Mail-Order: $500
copay

Deductible does
not apply. Retail:
$200 copay

If you have
outpatient surgery

Facility fee (e.g., ambulatory
surgery center)

0% coinsurance 30% coinsurance Preauthorization required for certain services for
out-of-Network or benefit reduces to 50% of allowed.

Physician/surgeon fees 0% coinsurance 30% coinsurance None
If you need
immediate
medical attention

Emergency room care $500 copay per
visit, deductible
does not apply.

$500 copay per
visit, deductible
does not apply.

None

Emergency medical
transportation

0% coinsurance 0% coinsurance None

KY2020-00290_BW_0454



Common
Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Out-of-Network
Provider (You
will pay the

most)

Limitations, Exceptions, & Other Important
Information
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Urgent care $50 copay per
visit, deductible
does not apply

30% coinsurance If you receive services in addition to urgent care visit, additional
copays, deductibles, or coinsurance may apply e.g. surgery.

If you have a
hospital stay

Facility fee (e.g., hospital
room)

0% coinsurance 30% coinsurance Preauthorization required for out-of-Network or benefit
reduces to 50% of allowed.

Physician/surgeon fees 0% coinsurance 30% coinsurance None
If you need
mental health,
behavioral health,
or substance
abuse services

Outpatient services $20 copay per
visit, deductible
does not apply

30% coinsurance Network partial hospitalization /intensive outpatient treatment:
0% coinsurance
Preauthorization required for certain services for
out-of-Network or benefit reduces to 50% of allowed.

Inpatient services 0% coinsurance 30% coinsurance Preauthorization required for out-of-Network or benefit
reduces to 50% of allowed.

If you are
pregnant

Office visits No Charge 30% coinsurance Cost sharing does not apply for preventive services. Depending
on the type of services, a copayment, deductibles, or
coinsurance may apply.

Childbirth/delivery
professional services

0% coinsurance 30% coinsurance Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Childbirth/delivery facility
services

0% coinsurance 30% coinsurance Inpatient preauthorization apply for out-of-Network if stay
exceeds 48 hours (C-Section: 96 hours) or benefit reduces to
50% of allowed.

If you need help
recovering or have
other special
health needs

Home health care 0% coinsurance 30% coinsurance Limited to 100 visits per policy year.
Preauthorization required for out-of-Network or benefit
reduces to 50% of allowed.

Rehabilitation services $20 copay per
outpatient visit,
deductible does
not apply

30% coinsurance Limits per policy year: Physical, Occupational: 25 visits each.
Pulmonary & Speech Unlimited. Cardiac 36 visits.

Habilitation services $20 copay per
outpatient visit,
deductible does
not apply

30% coinsurance Limits per policy year: Physical, Occupational: 25 visits each.
Speech: Unlimited.
Preauthorization required for out-of-Network inpatient services
or benefit reduces to 50% of allowed.
For Inpatient Services, limited to 150 days policy year.

KY2020-00290_BW_0455
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Medical Event Services You May Need

What You Will Pay

Network
Provider (You

will pay the
least)

Out-of-Network
Provider (You
will pay the

most)

Limitations, Exceptions, & Other Important
Information
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Skilled nursing care 0% coinsurance 30% coinsurance Skilled nursing is limited to 150 days per policy year (combined
with Inpatient Rehabilitation) .
Preauthorization required for out-of-Network or benefit
reduces to 50% of allowed.

Durable medical equipment 0% coinsurance 30% coinsurance Preauthorization required for out-of-Network Durable medical
equipment over $1,000 or no coverage.

Hospice services 0% coinsurance 30% coinsurance Preauthorization required for out-of-Network before admission
for an Inpatient Stay in a hospice facility or benefit reduces to
50% of allowed.

If your child needs
dental or eye care

Children’s eye exam $10 copay per
visit, deductible
does not apply

30% coinsurance One exam every 12 months.

Children’s glasses $25 copay per
frame, deductible
does not apply

30% coinsurance One pair every 12 months.
Costs may increase depending on the frames selected. You may
choose contact lenses instead of eyeglasses. The benefit does not
cover both.

Children’s dental check-up 0% coinsurance 50% coinsurance Cleanings covered 2 times per 12 months.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded
services.)

Acupuncture Bariatric Surgery Cosmetic Surgery Dental Care (Adult) Infertility Treatment

Long-Term Care Non-emergency care when
traveling outside the U.S.

Routine Foot Care Weight Loss Programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Chiropractic care Hearing Aids Private Duty Nursing - 82
visits/year and 164
visits/lifetime

Routine eye care (Adult)-1
exam/12 months

KY2020-00290_BW_0456
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: 1-866-444-3272 or www.dol.gov/ebsa/healthreform for the U.S. Department of Labor, Employee Benefits Security Administration. You may also
contact us at 1-800-782-3740 . Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact: 1-800-782-3740 ; or the Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform or the Missouri Department of Insurance at 1-800-726-7390 or insurance.mo.gov.

Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards , you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espa ol): Para obtener asistencia en Espa ol, llame al 1-800-782-3740 .
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-782-3740 .
Chinese 1-800-782-3740 .
Navajo (Dine): Dinek ehgo shika at ohwol ninisingo, kwiijigo holne 1-800-782-3740 .

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

KY2020-00290_BW_0457
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The plan would be responsible for the other costs of these EXAMPLE covered services
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal

care and a hospital delivery)

The plan’s overall deductible $ 500
Specialist copayment $40
Hospital (facility) coinsurance 0%
Other coinsurance 0%

This EXAMPLE event includes services
like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800

In this example, Peg would pay:
Cost Sharing

Deductibles $500
Copayments $30
Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $590

Managing Joe’s type 2
Diabetes

(a year of routine in-network care of
a well-controlled condition)

The plan’s overall deductible $ 500
Specialist copayment $40
Hospital (facility) coinsurance 0%
Other coinsurance 0%

This EXAMPLE event includes services
like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)

Total Example Cost $7,400

In this example, Joe would pay:
Cost Sharing

Deductibles $100
Copayments $1,200
Coinsurance $0

What isn’t covered
Limits or exclusions $30
The total Joe would pay is $1,330

Mia’s Simple Fracture
(in-network emergency room visit and

follow up care)

The plan’s overall deductible $ 500
Specialist copayment $40
Hospital (facility) coinsurance 0%
Other coinsurance 0%

This EXAMPLE event includes services
like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900

In this example, Mia would pay:
Cost Sharing

Deductibles $500
Copayments $600
Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,100

KY2020-00290_BW_0458
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Notice of Non-Discrimination
We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
send a complaint to the Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH
84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within
30 days. If you disagree with the decision, you have 15 days to ask us to look at it again. If you need help with
your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC), TTY
711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services.
200 Independence Avenue, SW Room 509F, HHH
Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the number contained within this Summary of Benefits
and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

KY2020-00290_BW_0459
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ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su 
disposici6n. Llame al numero gratuito que aparece en este Resumen de Beneficios y Cobertura 
(Summary of Benefits and Coverage, SBC). 

~ft~ : ~n:mf~~g:i)t (Chinese) , ~fr,~Ji~1~t£f~mfi=i ffiWJ~IUlo ~mHJ!s::mifU:¥07fd~Hl~ 

(Summary of Benefits and Coverage, SBC) P9Pfr9tlErn~{'.i"~~~-MHlo 

XIN LUU Y: N~u quy vi n6i ti~ng Vi~t (Vietnamese), quy vise dm;:rc cung cdp dich v1,1 trq giup vS 
ngon ngu: mi~n phf. Vui long gqi sf> di~n thoi;ti mi~n phi ghi trong ban Tom hrqc vS quySn lqi va dai thq 
bao hiSm (Summary of Benefits and Coverage, SBC) nay. 

~<el: E!-~01(Korean)~ Ar§orAI:: 13-9- <2:101 Al't:! kf tfj.A ~ .!:i='-E.£ Ol§or~ * £~gL.ICr. ~ 

o~[lfilj ';!J ~:g .RQ.J=A-i(Summary of Benefits and Coverage, SBC)01[ 7IAH.!a .!:i='-.si.~£r~.£.£ 

~ £r "B"r ~ A 1.2.. 

PA UNA WA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng 
tulong sa wika. Pakitawagan ang toll-free na numerong nakalista sa Buod na ito ng Mga Benepisyo at 
Saklaw (Summary of Benefits and Coverage o SBC). 

BHHMAHHE: 6ecrmaTHbre ycnym rrepeBo.[(a .[(OCTYIIHbI ,1:i;1rn mo.[(eii, 1.1eii po.[(Hoii 513bIIC 5.IBJUieTca 
pycc1~0M (Russian). ITo3BOHMTe no 6ecrnrnTHOMY HOMepy TenecpoHa, yKa3aHHOMY B .!(aHHOM «Ofoope 
JibroT H rrOI<pbITIUD> (Summary of Benefits and Coverage, SBC). 

e;:_i.i...11 ~l+JI u.i"'4-\1 ~Y. JL..dl':/1 ts=?-J .~ :t.:.,l:i,, ~l+JI ~I o..\cl..:.JI wL.~ u!-s '(Arabic) ¼~I CJ.l.:>.'.u w.iS l~J =~ 
.111. (Summary of Benefits and Coverage, SBC) ~I_, ylj,,11 u-afu J:;..l.l! 

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w 
nan lang pa w. Tanpri rele nimewo gratis ki nan Rezime avantaj ak pwoteksyon sa a (Summary of 
Benefits and Coverage, SBC). 

ATTENTION: Si vous parlez fran~ais (French), des services d'aide linguistique vous sont proposes 
gratuitement. Veuillez appeler le numero sans frais figurant dans ce Sommaire des prestations et de la 
couverture (Summary of Benefits and Coverage, SBC). 

UWAGA: Jezeli m6wisz po polsku (Polish), udostypnilismy darmowe uslugi thtmacza. Prosimy 
zadzwonic pod bezplatny numer podany w niniejszym Zestawieniu swiadczen i refundacji (Summary of 
Benefits and Coverage, SBC). 

ATEN<;AO: Se voce fala portugues (Portuguese), contate o servi90 de assistencia de idiomas gratuito. 
Ligue para o nu.mere gratuito listado neste Resumo de Beneficios e Cobertura (Summary of Benefits and 
Coverage - SBC). 

ATTENZIONE: in caso la lingua parlata sia l'italiano (Italian), sono disponibili servizi di assistenza 
linguistica gratuiti. Chiamate il numero verde indicato alfinterno di questo Sommario dei Benefit e della 
Copertura (Summary of Benefits and Coverage, SBC). 
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ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfugung. Bitte rufen Sie die in dieser Zusammenfassung der Leistungen und 
Kostenubernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie Rufnummer an. 

t±~*:r.& : B :ifi:!~ (Japanese) ~~ ~ ;J1, .:S ~-% ~ ~~S}O) i§ ~x~-if--1:::•· ~ :a:- .:::·~iJffl 1,, \ t;: ti ft'i To 
# f 1*~:f;Jo J:: V*~f-j-O)jf~ J (Summary of Benefits and Coverage, SBC) F:re~ ~ ;h, t v \ 0 7 !J ~ 
!f-1-\7 Jv~.:-r ;1o~ii < t~ ~ 1,, 'o 

u~I .J uiJ:i ~ _)..Jdj, 4 lihl . .l..ty ,,:;A W .Jy:i.:..I J.l 0~1 .J Jfa ~ ~l.ij .:il.l.4I ~lA.:i.:.. ,w.,,,,,1 (Farsi) ~_;!J W 04J pl :½ y 
-~~ <...>"L.:i (Summary of Benefits and Coverage, SBC) uLl.J;. .J ylj.o 4-.....::,)G.. L);!I .J.l ~.:i...:. _fij 

t.~ a;: zj=q .3iN ftcft (Hindi) ~ ~ 1 3-rrcrcfif :1-lflSlT fl(;lllcil ~ 1 ~:~~ 34<>!&1l! ~I ~ _., 

3iR chcl{a (Summary of Benefits and Coverage, SBC) &i' ~ trm~r ~ :lilcR' fl..._1:.1"1csli( cTI>r m'J' (rfq{ 

W cfiTI>l" cfiZI 

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu 
rau tus xov tooj hu dawb teev muaj nyob ntawm Tsab Ntawv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab 
Kev Kam Them Nqi (Summary of Benefits and Coverage, SBC) no. 

cirunuHin::::Hl.Jl: 1uNsHASt.1J1t11.f'ilMt21 (Khmer) 1n1nclswn1nn1f:::flruf'ln~nld Fit::nswm..JHA9 
vi, C::: ""' -,-a N c; 

~B§lti:f'J tsiuuef'lntGf11lf;i r~rut::nsAAtsiQtl tNG~n11~uH~TI,Jtt.1J1t:::is st:11=milu.t;11tl (Summary of 

Benefits and Coverage, SBC) is:'I 

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan 
bayadna, ket sidadaan para kenyam. Maidawat nga awagan ti awan bayad na nu tawagan nga numero 
nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken Pannakasakup (Summary of Benefits 

and Coverage, SBC). 

Dif BAA1Al<.ONINIZIN: Dine (Navajo) bizaad bee yanilti1go, saad bee aka1anida'awo'igfi, t1aajiik'eh, 

bee na1ah66t1i1
• T'aa shc;,c;,df Naaltsoos Bee 'Aa'ahayanf d66 Bee 1Ak1e1asti' Bee Baa Hane'f (Summary of 

Benefits and Coverage, SBC) biyi' t'aajiik'ehgo beesh bee hane1i bika1igff bee hodfilnih. 

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah, 
ayaad heli kartaa. Fadlan wac lambarka bilaashka ah ee ku yaalla Soo-koobitaanka Dheefaha iyo 
Caymiska (Summary of Benefits and Coverage, SBC). 
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Request 

12. Provide CSWR, LLC’s policy regarding 401(k) contributions paid by CSWR, LLC for the 
benefit of each employee and provide the justification for the amount of the contribution 
paid by the company for each employee. 

 
Response 

CSWR, LLC contributes 3% of each employee's salary to the 401(k) retirement plan.  

CSWR, LLC also contributes up to 2% as a discretionary employer contribution component 

of the retirement plan to match discretionary employee contributions.   CSWR, LLC seeks to 

attract and retain the most qualified individuals and views total compensation, including the 

401(k) retirement plan, as a key benefit for attracting and retaining employees. 
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Request 

13. Provide a detailed statement and description of all Life/AD&D/STD Insurance Premiums 
paid on behalf of each employee of CSWR, LLC and a summary of the terms of the 
policies including but not limited to coverage amounts. 

 
Response 

Please see the attached document, Your Group Insurance Plan Benefits (KY2020-

00290_BW_0461 to KY2020-00290_BW_0659), for a description of the Life/ AD&D/ STD 

insurance plan.  A redacted copy of a recent statement of Current Premiums, reflecting the 

monthly premium for each employee, is also attached, as KY2020-00290_BW_0660 to 

KY2020-00290_BW_0661.1   

 

 
1 Bluegrass is seeking confidential treatment for this document in a concurrently-filed Motion for 
Confidential Treatment. 



CSWR, LLC

CLASS 0001

YOUR GROUP INSURANCE
PLAN BENEFITS

AD&D, DEPENDENT LIFE, LTD, LIFE, STD

KY2020-00290_BW_0462

8 Guardian· 



The enclosed certificate is intended to explain the benefits provided by the Plan. It does not constitute the Policy Contract. Your
rights and benefits are determined in accordance with the provisions of the Policy, and your insurance is effective only if you are
eligible for insurance and remain insured in accordance with its terms.

00787860/00004.0/ /0001/U91748/99999999/0000/PRINT DATE: 2/11/20
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CCN-2019-NM

The Guardian Life Insurance Company of America
10 Hudson Yards

New York, New York 10001
(212) 598-8000

www.GuardianAnytime.com

If Your Group Certificate includes any of the following coverages: Guardian
Insured: Group Accident, Group Cancer, Group Critical Illness, Group
Hospital Indemnity, Group Dental or Group Vision, the following consumer
complaint notice is applicable. (Employer Funded Coverages, if any, are
excluded from this Rider.)

New Mexico Residents
Consumer Complaint Notice

If You are a resident of New Mexico, Your coverage will be
administered in accordance with the minimum applicable
standards of New Mexico law. If You have concerns regarding a
claim, premium, or other matters relating to this coverage, You
may file a complaint with the New Mexico Office of
Superintendent of Insurance (OSI) using the complaint form
available on the OSI website and found at:

httsp://www.osi.stat.nm.us/ConsumerAssistance/index.aspx

CCN-2019-NM B999.0042
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This Booklet Includes All Benefits For Which You Are Eligible.
You are covered for any benefits provided to you by the policyholder at no cost.

But if you are required to pay all or part of the cost of insurance you will only be covered for those
benefits you elected in a manner and mode acceptable to Guardian such as an enrollment form and
for which premium has been received by Guardian.

"Please Read This Document Carefully".

KY2020-00290_BW_0466
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CERTIFICATE OF COVERAGE

The Guardian
10 Hudson Yards

New York, New York 10001

The Guardian certifies that the employee named on the attached
application is entitled to the benefits described in this certificate, as
of the effective date shown in the endorsement on the attached
application, provided he or she satisfies all of this plan’s eligibility
and effective date requirements.

The name of the Employer to whom the group plan has been
issued, the number of the group plan, and the number of this
certificate appear also in the endorsement on the attached
application.

This certificate supersedes and replaces any and all certificates
and certificate riders and amendments issued to the employee
previously under any group plans and riders issued by The
Guardian providing the types of benefits described in this
certificate.

The Guardian Life Insurance Company of America

Vice President, Risk Mgt. & Chief Actuary

CGP-3-CC B110.0041
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All Options

IMPORTANT NOTICE

Should you have any questions regarding this insurance, you may contact
The Guardian Life Insurance Company at:

1-800-873-4542

CGP-3-R-ADD-MO-92 B120.0055
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All Options

GENERAL PROVISIONS

As used in this booklet:

"Accident and health" means any dental, dismemberment, hospital, long
term disability, major medical, out-of-network point-of-service, prescription
drug, surgical, vision care or weekly loss-of-time insurance provided by this
plan.

"Covered person" means an employee or a dependent insured by this plan.

"Employer" means the employer who purchased this plan.

"Our," "The Guardian," "us" and "we" mean The Guardian Life Insurance
Company of America.

"Plan" means the Guardian plan of group insurance purchased by your
employer.

"You" and "your" mean an employee insured by this plan.

CGP-3-R-GENPRO-90 B160.0002

All Options

Limitation of Authority

No person, except by a writing signed by the President, a Vice President or
a Secretary of The Guardian, has the authority to act for us to: (a) determine
whether any contract, plan or certificate of insurance is to be issued; (b)
waive or alter any provisions of any insurance contract or plan, or any
requirements of The Guardian; or (c) accept any information or
representation which is not in a signed application.

CGP-3-R-LOA-90-MO B160.0026

All Options

Incontestability

This Plan is incontestable after two years from the earlier of its effective date
or its date of issue, except for non-payment of premiums.

No statement in any application, except a fraudulent statement, made by a
person insured under this plan shall be used in contesting the validity of his
insurance or in denying a claim for a loss incurred, or for a disability which
starts, after such insurance has been in force for two years during his
lifetime.

If this plan replaces a plan your employer had with another insurer, we may
rescind the employer’s plan based on misrepresentations made by the
employer or an employee in a signed application for up to two years from the
effective date of this plan.

CGP-3-R-INCY-90-MO B160.0027
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All Options

Examination and Autopsy

We have the right to have a doctor of our choice examine the person for
whom a claim is being made under this plan as often as we feel necessary.
And we have the right to have an autopsy performed in the case of death,
where allowed by law. We’ll pay for all such examinations and autopsies.

CGP-3-R-EA-90 B160.0006

All Options

Accident and Health Claims Provisions

Your right to make a claim for any accident and health benefits provided by
this plan, is governed as follows:

Notice You must send us written notice of an injury or sickness for which a claim is
being made within 20 days of the date the injury occurs or the sickness
starts. This notice should include your name and plan number.

Proof of Loss We’ll furnish you with forms for filing proof of loss within 15 days of receipt
of notice. But if we don’t furnish the forms on time, we’ll accept a written
description and adequate documentation of the injury or sickness that is the
basis of the claim as proof of loss. You must detail the nature and extent of
the loss for which the claim is being made. You must send us written proof
within 90 days of the loss.

If this plan provides weekly loss-of-time insurance, you must send us written
proof of loss within 90 days of the end of each period for which we’re liable.
If this plan provides long term disability income insurance, you must send us
written proof of loss within 90 days of the date we request it. For any other
loss, you must send us written proof within 90 days of the loss.

Late Notice of Proof We won’t void or reduce your claim if you can’t send us notice and proof of
loss within the required time. But you must send us notice and proof as soon
as reasonably possible.

Payment of Benefits We’ll pay benefits for loss of income once every 30 days for as long as
we’re liable, provided you submit periodic written proof of loss as stated
above. We’ll pay all other accident and health benefits to which you’re
entitled as soon as we receive written proof of loss.

We pay all accident and health benefits to you, if you’re living. If you’re not
living, we have the right to pay all accident and health benefits, except
dismemberment benefits, to one of the following: (a) your estate; (b) your
spouse; (c) your parents; (d) your children; (e) your brothers and sisters; and
(f) any unpaid provider of health care services. See "Your Accidental Death
and Dismemberment Benefits" for how dismemberment benefits are paid.

KY2020-00290_BW_0475
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When you file proof of loss, you may direct us, in writing, to pay health care
benefits to the recognized provider of health care who provided the covered
service for which benefits became payable. We may honor such direction at
our option. But, we will pay health care benefits, with or without a written
authorization from you, if the recognized provider of health care is a public
hospital or clinic that has submitted a proper claim, and if such health care
benefits have not previously been paid to you. But we can’t tell you that a
particular provider provide such care. And you may not assign your right to
take legal action under this plan to such provider.

Limitations of
Actions

You can’t bring a legal action against this plan until 60 days from the date
you file proof of loss. And you can’t bring legal action against this plan after
three years from the date you file proof of loss.

Workers’
Compensation

The accident and health benefits provided by this plan are not in place of,
and do not affect requirements for coverage by Workers’ Compensation.

CGP-3-R-MO-93 B160.0042
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All Options

YOUR CONTINUATION RIGHTS

Important Notice

This section applies to an employee’s group term life benefits. These
benefits are referred to as "group life benefits."

This section does not apply to accidental death and dismemberment benefits.

A Totally Disabled Employee’s Right to
Continue Group Life Benefits

If an Employee is
Totally Disabled

If an employee’s group life benefits end while the employee is totally
disabled, he may continue such benefits for a limited period of time subject
to the payment of premiums.

In this section, an employee is totally disabled if: (a) he is not able to engage
in his regular occupation, or any other occupation for which he is qualified by
reason of his education, training or experience; and (b) he becomes so
disabled while insured by this group plan.

This continuation will end on the later of: (a) six months, starting on the date
the total disability began; or (b) for employees who meet our standard for
total disability under the extended life benefits section of this plan, the end of
the waiting period which applies to the permanent disability provision under
that section.

The monthly premium the employee must pay to continue his group life
benefits will be the amount which he would have been required to pay had
he stayed insured by this group plan on a regular basis. He must make this
payment to his employer at the times and in the manner specified by his
employer. If the employee fails to pay this amount on time, he waives his
right to continue his group life benefits.

If the employer fails, after timely receipt of any required employee payment,
to pay us on behalf of such employee, thereby causing the employee’s group
life benefits to end, then the employer will become liable for the employee’s
group life benefits to the same extent as, and in place of, us.

When the
Continued Group
Life Benefits End

An employee’s continued life benefits end on the first of the following:

(a) the end of the applicable continuation period;

(b) the end of the period for which the last total monthly premium payment
was made to us;

(c) the date the group plan ends or is amended to end benefits for the
class of employees to which the employee belonged;

(d) the date the employee is no longer totally disabled; or

KY2020-00290_BW_0477
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(e) the date the employee is approved by us in writing for coverage under
any permanent disability provision of the extended life benefits section
of this plan.

Conversion Rights
and Extended Life

Benefits

Any applicable conversion rights will still be in effect when the continuation
period ends. Continuing his group life benefits under this section does not
stop an employee from claiming his rights under the extended life benefits
section of this plan.

CGP-3-R-CC-MO-83 B240.9007
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All Options

ELIGIBILITY FOR LIFE AND DISMEMBERMENT COVERAGES

B264.0003

All Options

Employee Coverage

Eligible Employees To be eligible for employee coverage, you must be an active full-time
employee. And you must belong to a class of employees covered by this
plan.

Other Conditions You must:

(a) be legally working in the United States, or working outside of the United
States for a United States based employer in a country or region
approved by us.

(b) be regularly working at least the number of hours in the normal work
week set by your employer (but not less than 30 hours per week), at:

(i) your employer’s place of business;

(ii) some place where your employer’s business requires you to
travel; or

(iii) any other place you and your employer have agreed upon for
performance of occupational duties.

Part or all of your insurance amounts may be subject to proof that you’re
insurable. The Life Schedule explains if and when we require proof. You
won’t be covered for any amount that requires such proof until you give the
proof to us and we approve it in writing.

CGP-3-EC-90-1.0 B264.2325
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All Options

When Your
Coverage Starts

Employee benefits that don’t require proof that you are insurable are
scheduled to start on your effective date.

Employee benefits that require such proof won’t start until you send us the
proof and we approve it in writing. Once we have approved it, the benefits
are scheduled to start on the effective date shown in the endorsement
section of your application. A copy of the approved application is furnished to
you.

But you must be fully capable of performing the major duties of your regular
occupation for your employer on a full-time basis at 12:01AM Standard Time
for your place of residence on the scheduled effective date or dates. And
you must have met all of the applicable conditions explained above, and any
applicable waiting period. If you are not fully capable of performing the major
duties of your occupation on any date part of your insurance is scheduled to
start, we will postpone that part of your coverage until the date you are so
capable and are working your regular number of hours.

Sometimes, your effective date is not a regularly scheduled work day. If the
scheduled effective date falls: on a holiday; on a vacation day; on a
non-scheduled work day; or during an approved leave of absence, not due to
sickness or injury, of 90 days or less; and if you were performing the major
duties of your regular occupation and working your regular number of hours
on your last regularly scheduled work day, your coverage will start on the
scheduled effective date. However, any coverage or part of coverage for
which you must elect and pay all or part of the cost, will not start if you are
on an approved leave and such coverage or part of coverage was not
previously in force for you under a prior plan which this plan replaced.

CGP-3-EC-90-2.0 B264.3210

All Options

When Your
Coverage Ends

Your coverage ends on the date your active full-time service ends for any
reason. Such reasons include disability, death, retirement, layoff, leave of
absence and the end of employment.

It also ends on the date you stop being a member of a class of employees
eligible for insurance under this plan, or when this plan ends for all
employees. And it ends when this plan is changed so that benefits for the
class of employees to which you belong ends.

It ends on the date you are no longer working in the United States, or
working outside of the United States for a United States based employer in a
country or region approved by us.

Read this booklet carefully if your coverage ends. You may have the right to
continue certain group benefits for a limited time. And you may have the right
to replace certain group benefits with converted policies.

CGP-3-EC-90-3.0 B264.2386

Dependent Life Coverage
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All Options

CGP-3-DEP-90-1.0 B264.0056

All Options

Eligible Dependents
For Basic

Dependent Life
Benefits

Your eligible dependents are: your legal spouse and your unmarried
dependent children who are 14 or more days old, until they reach age 26
and your unmarried dependent children, from age 26 until they reach age 26,
who are enrolled as full-time students at accredited schools.

Your "unmarried dependent children" include legally adopted children and, if
they depend on you for most of their support and maintenance, your
step-children. We treat a child as legally adopted from the time the child is
placed in your home for the purpose of adoption. We treat such a child this
way whether or not a final adoption order is ever issued.

CGP-3-DEP-90-3.0 B264.0554

All Options

Adopted Children
And Step-Children

Your "unmarried dependent children" include your legally adopted children
and, if they depend on you for most of their support and maintenance, your
step-children. We treat a child as legally adopted from the time the child is
placed in your home for the purpose of adoption. We treat such a child this
way whether or not a final adoption order is ever issued.

Dependents Not
Eligible

We exclude any dependent who is on active duty in any armed force.

CGP-3-DEP-90-3.0 B264.0587

All Options

Proof Of Insurability We require proof that each of your initial dependents is insurable before they
can be covered by this plan. No dependent will be covered by this plan until
you give this proof to us and we approve it in writing.

If your dependent coverage ends for any reason, including failure to make
any required payments, your dependents won’t be covered by this plan again
until you give us new proof that they’re insurable and we approve that proof
in writing.

CGP-3-DEP-90-5.0 B200.0289
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All Options

When Dependent
Coverage Starts

In order for your dependent coverage to start you must already be insured
for employee coverage or enroll for employee and dependent coverage at
the same time. When an eligible dependent’s coverage under this plan
starts, is subject to the "Exception" stated below, and to all of the other
terms of this plan.

Initial Dependents Your dependent coverage, for those initial dependents you elect to enroll, is
scheduled to start as explained below.

If you do not pay any part of the cost of dependent coverage, dependent
coverage for those of your initial dependents whose proof we approve is
scheduled to start on the Effective Date shown in the "Endorsement" section
of the your application. A copy of the approved application is furnished to
you.

If you must pay part of the cost of dependent coverage, we won’t insure you
for such coverage until you enroll each of your dependents, agree to make
the required payments, submit proof of insurability and we approve that proof
in writing.

If an initial dependent becomes eligible after this plan’s effective date, his
insurance will start on the date we approve him for insurance.

Newly Acquired
Dependents

If you must pay part of the cost of dependent coverage, a newly acquired
dependent will be covered from the date the newly acquired dependent is
first eligible, if you notify us and agree to make any additional payments
within 31 days after the date the dependent becomes eligible. If you do this
more than 31 days after the date the dependent becomes eligible, a newly
acquired dependent will be covered from the date you notify us and agree to
make any additional payments.

If you do not pay any part of the cost of dependent coverage, a newly
acquired dependent is covered from the date he first becomes eligible.

However, if you had initial dependents you did not enroll, we won’t insure
any of your dependents until you enroll all of your eligible dependents, agree
to make any additional required payments and submit proof of insurability for
each dependent. No dependent will be covered by this plan until we approve
his proof in writing.

CGP-3-DEP-90-6.0 B264.1123

All Options

Exception If a dependent, other than a newborn child, is confined to a hospital or other
health care facility; or is home-confined; or is unable to carry out the normal
activities of someone of like age and sex on the date his dependent benefits
would otherwise start, we will postpone the effective date of such benefits
until the day after his discharge from such facility; until home confinement
ends; or until he resumes the normal activities of someone of like age and
sex.

CGP-3-DEP-90-7.0 B200.0692
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All Options

When Dependent
Coverage Ends

Dependent coverage ends for all of your dependents when your employee
coverage ends. Dependent coverage also ends for all of your dependents
when you stop being a member of a class of employees eligible for such
coverage. And it ends when this plan ends, or when dependent coverage is
dropped from this plan for all employees or for an employee’s class.

If you are required to pay part of the cost of dependent coverage, and you
fail to do so, your dependent coverage ends. It ends on the last day of the
period for which you made the required payments, unless coverage ends
earlier for other reasons.

An individual dependent’s coverage ends when he stops being an eligible
dependent. This happens to a child at 12:01 a.m. on the date the child
attains this plan’s age limit, when he marries, or when a step-child is no
longer dependent on the employee for support and maintenance. It happens
to a spouse when a marriage ends in legal divorce or annulment.

Read this plan carefully if dependent coverage ends for any reason.
Dependents may have the right to continue certain group benefits for a
limited time. And they may have the right to replace certain group benefits
with converted policies.

CGP-3-DEP-90-9.0 B200.0558
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All Options

GROUP TERM LIFE INSURANCE SCHEDULE

CGP-3-R-SCH-90 B265.0002

All Options

Employee Basic Term Life Insurance

CGP-3-R-SCH-90 B265.0003

All Options

Your Basic Term
Life Insurance

Amount

An amount equal to 200% of your annual earnings, rounded to the next
higher $1,000.00, if not already a multiple thereof, to a maximum of
$300,000.00, but not less than $10,000.00.

CGP-3-R-SCH-90 B265.0629

All Options

Redetermination Subject to any of the plan’s proof of insurability requirements, your basic life
insurance amount will be redetermined as of each change in your earnings,
to an amount in accordance with the parameters enumerated above, on the
basis of your then current annual earnings. If you are not actively at work on
a full-time basis on that date, your insurance amount will be redetermined on
the date you return to active full-time service. However, if your benefits were
previously reduced because of an age or retirement reduction, your benefit
will not be redetermined due to your change in earnings.

CGP-3-R-SCH-90 B265.0012

All Options

Earnings Definition Annual earnings means your annual rate of earnings excluding bonuses,
commissions, expense accounts, overtime pay and any other extra
compensation. We do not include pay for hours worked or billed over 40 per
week.

Any compensation based on your annual earnings which is deposited into a
cash or deferred compensation plan, or salary reduction plan, qualified under
IRC Section 401(k), 403(b) or 457 is included. Earnings based on excluded
income and employer contributions deposited into such 401(k), 403(b) or 457
plan are excluded.

Annual earnings is calculated using the earnings components described
above applicable as of the most current redetermination date on which your
employer has provided earnings data to us. Proof of earnings will be
required. Proof may consist of: (1) copies of your U.S. Individual Income Tax
Returns; (2) a statement from a certified public accountant; or (3) any other
records we agree to accept.

CGP-3-R-SCH-90 B265.1217
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All Options

Reduction of Basic
Life Insurance

Amount Based on
Age

If an employee is less than age 65 when his or her insurance under this plan
starts, his or her insurance amount is reduced, on the date he or she
reaches age 65, by 35% of the amount which otherwise applies to his or her
classification and/or option. But in no case will such reduced amount be less
than $1,000.00.

The preceding reduction also applies to an employee’s initial insurance
amount if his or her insurance starts after he or she reaches age 65 but
before he or she reaches age 70.

If an employee is less than age 70 when his or her insurance under this plan
starts, the employee’s basic life insurance amount is reduced, when he or
she reaches age 70, by 50% of the amount which otherwise applies to his or
her classification and/or option. But in no case will such reduced amount be
less than $1,000.00.

The preceding reduction also applies to an employee’s initial insurance
amount if his or her insurance starts after he or she reaches age 70.

CGP-3-R-SCH-90 B265.0483

All Options

Proof of Insurability
Requirements

Proof of insurability requirements apply to your basic term life insurance.
Such requirements may apply to your full benefit amount or just part of it.
When proof of insurability requirements apply, it means you must submit to
us proof that you’re insurable, and we must approve your proof in writing
before your insurance, or the specified part becomes effective.

We require proof before we will insure an employee if the employee enrolls
for basic life insurance after the time allowed for enrolling as specified in this
plan.

We require proof when an employee switches from his or her current plan of
basic life insurance to a plan with a higher benefit amount.

Proof of insurability requirements vary depending upon the employee’s age.
"Age" means an employee’s attained age in years as of this plan’s
anniversary date.

We also require proof as follows:

CGP-3-R-SCH-90 B265.4212

All Options

We require proof for amounts of basic term life insurance in excess of
$150,000.00.

CGP-3-R-SCH-90 B265.0026
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All Options

We require proof for amounts of basic term life insurance in excess of
$10,000.00, if your scheduled basic term life effective date is both: (a) on or
before March 1, 2018; and (b) after you reach age 65.

CGP-3-R-SCH-90 B265.0666

All Options

We require proof for amounts of basic term life insurance in excess of
$1,000.00, if your scheduled basic term life effective date is both: (a) after
March 1, 2018; and (b) after you reach age 65.

CGP-3-R-SCH-90 B265.0665

All Options

We require proof for all amounts of basic term life insurance, if your
scheduled basic term life effective date is after you reach age 70.

CGP-3-R-SCH-90 B265.0672

All Options

For Employees
Under Age 65

After we have approved the initial excess amount, we require proof for
additional amounts on the earlier of: (a) the date further salary increases,
when combined, would increase an employee’s group term life benefit by
more than $50,000.00 since we last approved proof for the employee; or (b)
on the date it has been three years or more since we last approved the
employee.

If this plan’s maximum group term life benefit exceeds $1,000,000.00, we
require proof for all amounts in excess of $1,000,000.00.

CGP-3-R-SCH-90 B265.1214

All Options

Employee Basic Accidental Death
and Dismemberment Insurance (AD&D)

CGP-3-R-SCH-90 B265.0029

All Options

Your Basic AD&D
Insurance Amount

An amount equal to 200% of your annual earnings, rounded to the next
higher $1,000.00, if not already a multiple thereof, to a maximum of
$300,000.00, but not less than $10,000.00.

CGP-3-R-SCH-90 B265.0635
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All Options

Spousal Education and Retraining Benefit

Lifetime Maximum
Benefit

$20,000

Maximum Number
Of Benefit
Payments

Full-Time Post Secondary Education 8. . . . . . . . . . . . . . . . . . . . . . . . . . . .

Part-Time Post Secondary Education 4. . . . . . . . . . . . . . . . . . . . . . . . . . .

CGP-3-R-SCH-90 B265.0847

All Options

Dependent Child Education Benefit

Lifetime Maximum
Benefit

$20,000.00 per eligible dependent

Maximum Number
Of Benefit
Payments

8 per lifetime per eligible dependent

Maximum Benefit
Period

6 years from the date the first education benefit is made; per eligible
dependent.

CGP-3-R-SCH-90 B265.0848

All Options

Redetermination Subject to any of the plan’s proof of insurability requirements, your basic
AD&D insurance amount will be redetermined as of each change in your
earnings, to an amount in accordance with the parameters enumerated
above, on the basis of your then current annual earnings. If you are not
actively at work on a full-time basis on that date, your insurance amount will
be redetermined on the date you return to active full-time service. However,
if your benefits were previously reduced because of an age or retirement
reduction, your benefit will not be redetermined due to your change in
earnings.

CGP-3-R-SCH-90 B265.0038
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All Options

Earnings Definition Annual earnings means your annual rate of earnings excluding bonuses,
commissions, expense accounts, overtime pay and any other extra
compensation. We do not include pay for hours worked or billed over 40 per
week.

Any compensation based on your annual earnings which is deposited into a
cash or deferred compensation plan, or salary reduction plan, qualified under
IRC Section 401(k), 403(b) or 457 is included. Earnings based on excluded
income and employer contributions deposited into such 401(k), 403(b) or 457
plan are excluded.

Annual earnings is calculated using the earnings components described
above applicable as of the most current redetermination date on which your
employer has provided earnings data to us. Proof of earnings will be
required. Proof may consist of: (1) copies of your U.S. Individual Income Tax
Returns; (2) a statement from a certified public accountant; or (3) any other
records we agree to accept.

CGP-3-R-SCH-90 B265.1217

All Options

Reduction of Basic
AD&D Amount
Based on Age

If an employee is less than age 65 when his or her insurance under this plan
starts, his or her insurance amount is reduced, on the date he or she
reaches age 65, by 35% of the amount which otherwise applies to his or her
classification and/or option. But in no case will such reduced amount be less
than $1,000.00.

The preceding reduction also applies to an employee’s initial insurance
amount if his or her insurance starts after he or she reaches age 65 but
before he or she reaches age 70.

If an employee is less than age 70 when his or her insurance under this plan
starts, the employee’s insurance amount is reduced, when he or she reaches
age 70, by 50% of the amount which otherwise applies to his or her
classification and/or option. But in no case will such reduced amount be less
than $1,000.00.

The preceding reduction also applies to an employee’s initial insurance
amount if his or her insurance starts after he or she reaches age 70.

CGP-3-R-SCH-90 B265.0494
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All Options

Proof of Insurability
Requirements

Proof of insurability requirements apply to your basic AD&D insurance. Such
requirements may apply to your full benefit amount or just part of it. When
proof of insurability requirements apply, it means you must submit to us proof
that you’re insurable, and we must approve your proof in writing before your
insurance, or the specified part becomes effective.

We require proof before we will insure an employee if the employee enrolls
for basic AD&D insurance after the time allowed for enrolling as specified in
this plan.

We require proof when an employee switches from his or her current plan of
basic AD&D insurance to a plan with a higher benefit amount.

Proof of insurability requirements vary depending upon the employee s age.
"Age" means an employee s attained age in years as of this plan s
anniversary date.

We also require proof as follows:

CGP-3-R-SCH-90 B265.4213

All Options

We require proof for amounts of basic AD&D insurance in excess of
$150,000.00.

CGP-3-R-SCH-90 B265.0052

All Options

We require proof for amounts of basic AD&D insurance in excess of
$10,000.00, if your scheduled basic AD&D effective date is both: (a) on or
before March 1, 2018; and (b) after you reach age 65.

CGP-3-R-SCH-90 B265.0676

All Options

We require proof for amounts of basic AD&D insurance in excess of
$1,000.00, if your scheduled basic AD&D effective date is both: (a) after
March 1, 2018; and (b) after you reach age 65.

CGP-3-R-SCH-90 B265.0675

All Options

We require proof for all amounts of basic AD&D insurance, if your scheduled
basic AD&D effective date is after you reach age 70.

CGP-3-R-SCH-90 B265.0682
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All Options

For Employees
Under Age 65

After we have approved the initial excess amount, we require proof for
additional amounts on the earlier of: (a) the date further salary increases,
when combined, would increase an employee’s group AD&D benefit by more
than $50,000.00 since we last approved proof for the employee; or (b) on the
date it has been three years or more since we last approved the employee.

If this plan’s maximum group AD&D benefit exceeds $1,000,000.00, we
require proof for all amounts in excess of $1,000,000.00.

CGP-3-R-SCH-90 B265.1261

All Options

Dependent Basic Term Life Insurance

CGP-3-R-SCH-90 B265.0456

All Options

Your Basic
Dependent Spouse
Insurance Amount

Insurance Amount $10,000.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

CGP-3-R-SCH-90 B265.0457

All Options

Your Basic
Dependent Child

Insurance Amount

Child’s Age At Death Benefit Amount

At least 14 days but less than 6 months $ 2,500.00. . . . . . . . . . . . . . . . . .

At least 6 months but less than 26 years $ 2,500.00. . . . . . . . . . . . . . . . .

At least 26 years but less than 26 years
if a full-time student $ 2,500.00. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

CGP-3-R-SCH-90 B265.0623

All Options

In no event may the insurance amount of a dependent spouse exceed 50%
of the insurance amount of an employee.

In no event may the insurance amount of a dependent child exceed 10% of
the insurance amount of an employee.

CGP-3-R-SCH-90 B265.0844
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All Options

LIFE INSURANCE

B270.0070

All Options

Your Group Term Life Insurance

Basic Life Benefit If you die while insured for this benefit, we’ll pay your beneficiary the amount
shown in the schedule.

Proof of Death We’ll pay this insurance as soon as we receive written proof of death. This
should be sent to us as soon as possible.

Your Beneficiary You decide who gets this insurance if you die. You should have named your
beneficiary on your enrollment form. You can change your beneficiary at any
time by giving your employer written notice, unless you’ve assigned this
insurance. But the change won’t take effect until your employer gives you
written confirmation of the change.

If you named more than one person, but didn’t tell us what their shares
should be, they’ll share equally. If someone you named dies before you do,
his share will be divided equally by the beneficiaries still alive, unless you’ve
told us otherwise.

If there is no beneficiary when you die, we’ll pay the insurance to one of the
following: (a) your estate; (b) your spouse; (c) your parents; (d) your children;
or (e) your brothers and sisters.

Assigning Your Life
Insurance

If you assign this insurance, you permanently transfer all your rights under
this insurance to the assignee. Only one of the following can be an assignee:
(a) your spouse; (b) one of your parents or grandparents; (c) one of your
children or grandchildren; (d) one of your brothers or sisters; or (e) the
trustee(s) of a trust set up for the benefit of one or more of these relatives.

We suggest you speak to your lawyer before you make any assignment. If
you decide you want to assign this insurance, ask your employer for details
or write to us.

Payment to a Minor
or Incompetent

If your beneficiary is a minor or incompetent, we have the option of paying
this insurance in monthly installments. We would pay them to the person
who cares for and supports your beneficiary.

Payment of Funeral
or Last Illness

Expenses

We have the option of paying up to $2,000.00 of this insurance to any
person who incurs expenses for your funeral or last illness.

Settlement Option If you or your beneficiary ask us, we’ll pay all or part of this insurance in
installments. Any request must be made to us in writing. The amounts of the
installments and how they would be paid depend on what we offer at the
time the request is made.

CGP-3-R-LB-MO-91 B270.0199
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All Options

Portability Privilege

Applicability This provision applies only to this plan’s employee and dependent Basic
group term life insurance. It does not apply to supplemental life insurance, if
any is included in this plan. And it does not apply to Accidental Death and
Dismemberment with Catastrophic Loss Insurance.

Important
Restriction

You must provide proof of insurability satisfactory to us.

Portability Of Basic
Group Term Life

Insurance

You may elect to continue all or part of your employee Basic group term life
insurance and dependent Basic group term life insurance, by choosing a
portable certificate of coverage, subject to the following terms.

You may port your coverage if coverage under this plan ends because you:
(a) have terminated employment; or (b) stop being a member of an eligible
class of employees.

You may not port your coverage or coverage for any of your dependents, if
you: (a) have reached your 70th birthday on the day coverage under this
plan ends; or (b) are eligible for this plan’s Basic Group Term Life Insurance
Extended Life Benefit.

You may not port your coverage or coverage for any of your dependents if
coverage under this plan ends due to: (a) failure to pay any required
premium; or (b) the end of this group plan.

You may port: (a) the full amount(s) of your Basic term life insurance as of
the day your coverage under this plan ends, or (b) 50% of such amount, if
such amount under this plan is at least $50,000.00.

You may port: (a) the full amount(s) of your dependent Basic term life
insurance as of the day your coverage under this plan ends; or (b) 50% of
such amount(s) if: (i) your dependent spouse amount under this plan is at
least $5,000.00; and (ii) your dependent child amount under this plan is at
least $2,000.00. However, if you port the full amount of your insurance, any
dependent amount(s) ported must be a full amount. And, if you elect to port
50% of your insurance, any dependent amount(s) ported must be 50% of
such amount(s).

You may port: (a) your insurance only; (b) your insurance and insurance of
your covered spouse; (c) your insurance and the insurance of all of your
covered dependents; or (d) if you are a single parent, your insurance and the
insurance of all of your covered dependent children. No other combinations
will be allowed.

To be eligible to port, a dependent must be insured as of the day your
coverage under this plan ends.

If You Die While
Insured

If you die while insured for dependent Basic term life insurance, your spouse
may port the insurance of your dependents as described above. But, your
spouse and dependents must be insured on the date of death. No
dependents will be allowed to port if: (a) there is no surviving spouse; or (b)
your surviving spouse has reached his or her 70th birthday on the day you
die.
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The Portable
Certificate Of

Coverage

You or your surviving spouse can port to a portable certificate of coverage.
The certificate provides group term insurance. It does not provide any: (a)
accidental death and dismemberment benefits; (b) income replacement
benefits; or (c) extended life benefits or waiver of premium privileges. The
benefits provided by the portable certificate of coverage may not be the
same as the benefits of this group plan.

The premium for the portable certificate of coverage will be based on: (a)
your and/or your dependent’s rate class under this plan; and (b) your or your
surviving spouse’s age bracket as shown in the Basic Life Portability
Coverage Premium Notice.

How To Port To get a portable certificate of coverage, you or your surviving spouse must:
(a) apply to us in writing: and (b) pay the required premium. You have 31
days from the date your coverage under this plan ends to do this. We require
proof of insurability satisfactory to us.

Defined Term As used in this provision, the term "port" means to choose a portable
certificate of coverage which provides group term life insurance.

CGP-3-R-LP-00 B270.0387

All Options

Information About Conversion and Portability

No covered person is allowed to convert his or her coverage, and elect a
portable certificate of coverage at the same time. If a situation arises in
which a covered person would be eligible to both convert and port, he or she
may only exercise one of these privileges. A covered person may never be
insured under both a converted policy and a portable certificate of coverage
at the same time. The covered person should read his or her plan, as well as
any related materials carefully before making an election.

CGP-3-R-LPN-95 B270.0326

All Options

THE FOLLOWING PROVISION APPLIES TO YOUR BASIC TERM LIFE
INSURANCE:

B275.0076

All Options

Converting This Group Term Life Insurance

If Employment Or
Eligibility Ends

Your group life insurance ends if: (a) your employment ends; or (b) you stop
being a member of an eligible class of employees. If either happens, you can
convert your group life insurance to an individual life insurance policy.
Conversion choices are based on your disability status.
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If you are not disabled, as defined in the section labeled "Extended Life
Benefit With Waiver of Premium", you can convert to a permanent life
insurance policy. You can convert the amount for which you were covered
under this plan, less any group life benefits you become eligible for in the 31
days after this insurance ends.

If you: (a) are disabled, as defined in the section labeled "Extended Life
Benefit With Waiver of Premium"; and (b) have not yet been approved for
the Extended Life Benefit, you can convert to: (a) a permanent life insurance
policy; or (b) an interim term insurance policy, as explained in the section
labeled "Interim Term Insurance". You can convert the full amount for which
you were covered under this plan.

If you are later approved for the Extended Life Benefit, then the converted
policy, if any, is cancelled as of our approval date.

If The Group Plan
Ends Or Group Life

Insurance Is
Dropped

Your group life insurance also ends if: (a) this group plan ends; or (b) life
insurance is dropped from the group plan for all employees or for your class.
If either happens, you may be eligible to convert as explained below.
Conversion choices are based on your disability status.

If you: (a) are not disabled, as defined in the section labeled "Extended Life
Benefit With Waiver of Premium", when this coverage ends; and (b) you
have been insured by a Guardian group life plan for at least five years, you
can convert to a permanent life insurance policy. But, the amount you can
convert is limited to the lesser of: (a) $10,000.00; or (b) the amount of your
insurance under this plan, less any group life benefits you become eligible for
in the 31 days after this insurance ends.

If you: (a) are disabled, as defined in the section labeled "Extended Life
Benefit With Waiver of Premium"; and (b) have not yet been approved for
the Extended Life Benefit, you can convert to: (a) a permanent life insurance
policy; or (b) an interim term insurance policy. You can convert the full
amount for which you were covered under this plan.

If you are later approved for the Extended Life Benefit, then the converted
policy, if any, is cancelled as of our approval date.

The Converted
Policy

The premium for the converted policy will be based on your age on the
converted policy’s effective date. The converted policy will start at the end of
the period allowed for conversion. The converted policy does not include
disability or dismemberment benefits.

Interim Term
Insurance

If you: (a) are disabled, as defined in the section labeled "Extended Life
Benefit With Waiver of Premium" and (b) have not yet been approved for the
Extended Life Benefit, you have the option to convert your coverage to an
individual term life insurance policy. The individual term policy requires lower
premiums than an individual permanent insurance policy.
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This Interim term policy is available for only one year from the date you
become disabled. During this year, if you are approved for the Extended Life
Benefit, the interim term insurance is cancelled, as of our approval date. If,
after one year, you have not been approved for the Extended Life Benefit,
you must convert to an individual permanent life insurance policy, or
coverage will end. Premiums for the individual permanent life insurance
policy will be based on your age as of the date you convert from the interim
term insurance policy.

How And When To
Convert

To get a converted policy, you must apply to us in writing and pay the
required premium. You have 31 days after your group life insurance ends to
do this. We won’t ask for proof that you are insurable.

Death During The
Conversion Period

If you die in the 31 days allowed for conversion, we’ll pay your beneficiary
the amount you could have converted. We’ll pay whether or not you applied
for conversion.

CGP-3-R-LCONV-99 B275.0072

All Options

Your Accelerated Life Benefit

IMPORTANT NOTICE: USE OF THE BENEFIT PROVIDED BY THIS
SECTION MAY HAVE TAX IMPLICATIONS AND MAY AFFECT
GOVERNMENT BENEFITS OR CREDITORS. YOU SHOULD CONSULT
WITH YOUR TAX OR FINANCIAL ADVISOR BEFORE APPLYING FOR
THIS BENEFIT.

PLEASE NOTE: THE AMOUNT OF GROUP TERM LIFE INSURANCE IS
PERMANENTLY REDUCED BY THE GROSS AMOUNT OF THE
ACCELERATED LIFE BENEFIT PAID TO YOU.

Accelerated Life
Benefit

If you have a medical condition that is expected to result in your death within
6 months, you may apply for an Accelerated Life Benefit. An Accelerated Life
Benefit is a payment of part of your group term life insurance made to you
before you die.

We subtract the gross amount paid to you as an Accelerated Life Benefit
from the amount of your group term life insurance under this plan. The
remaining amount of your group term life insurance is permanently reduced
by the gross amount paid to you.

By "group term life insurance" we mean any Employee Basic Group Term
Life Insurance for which you are insured under this plan. "Group term life
insurance" does not mean Accidental Death and Dismemberment Benefits,
any insurance provided under this plan for covered persons other than you or
any scheduled increase in the amount of any Employee Group Term Life
Insurance that is due within the 6 month period after the date you apply for
the Accelerated Life Benefit.

By "gross amount" we mean the amount of an Accelerated Life Benefit
elected by you, before the discount and the processing fee are subtracted.
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For the purposes of this provision, "terminal condition" means a medical
condition that is expected to result in your death within 6 months.

You may use the Accelerated Life Benefit in any way you choose. But you
may receive only one Accelerated Life Benefit during your lifetime. If you live
longer than 6 months, or if you recover from the condition, the benefit does
not have to be repaid. But the amount of this benefit is not restored to your
remaining group term life insurance. And you may not receive another
Accelerated Life Benefit if you have a relapse or develop another terminal
condition.

Maximum Benefit
Amount

The amount of the Accelerated Life Benefit for which you may apply is based
on the amount of group term life insurance for which you are insured on the
day before you apply for the benefit. The minimum benefit amount is the
lesser of: (a) $10,000.00; or (b) 75% of the inforce amount. The maximum
benefit amount is the lesser of: (a) $250,000.00; or (b) 75% of the inforce
amount.

Discount The amount for which you apply is discounted to the present value in 6
months from the date the benefit is paid, based on the maximum adjustable
policy loan interest rate permitted in the state in which your employer is
located.

A detailed statement of the method of computing the amount of the
Accelerated Life Benefit is filed with each state insurance department. This
statement is available from The Guardian upon request.

Processing Fee A fee of up to $150.00 may also be required for the administrative cost of
evaluating and processing your Accelerated Life Benefit. This fee is deducted
from the amount of the Accelerated Life Benefit paid to you.

Payment of An
Accelerated Life

Benefit

If we approve your application for an Accelerated Life Benefit, we pay the
amount you have elected, less the discount and the processing fee.We pay
the benefit to you in one lump sum. And what we pay is subject to all of the
other terms of this plan.

How And When To
Apply

To receive the Accelerated Life Benefit, you must send us written proof from
a licensed doctor who is operating within the scope of his or her license that
your medical condition is expected to result in your death within 6 months of
the date of the written medical proof. We must approve such proof in writing
before the Accelerated Life Benefit will be paid.

We can have you examined by a doctor of our choice to verify the terminal
condition. We’ll pay the cost of such examination. We will not pay the
Accelerated Life Benefit if our doctor does not verify the terminal condition.

If we approve you to receive an Accelerated Life Benefit, we give you a
statement which shows: (a) the amount of the maximum Accelerated Life
Benefit for which you are eligible; and (b) the amount by which your group
term life insurance will be reduced if you elect to receive the maximum
Accelerated Life Benefit; and (c) the amount of the processing fee.
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Even if you are receiving an Extended Life Benefit under this plan, you can
still apply for an Accelerated Life Benefit. However, once you convert your
group term life insurance, the terms of the converted life policy will apply.
Any amount to which you could otherwise convert is permanently reduced by
the gross amount of the Accelerated Life Benefit paid to you.

Please read "Your Remaining Group Term Life Insurance" provision for
restrictions that may apply.

If You Have
Assigned Your

Group Term Life
Insurance

If you have already assigned your group term life insurance, according to the
terms of this plan, you can’t apply for an Accelerated Life Benefit.

CGP-3-R-EALB-95 B275.0021

All Options

If You Are
Incompetent

If you are determined to be legally incompetent, the person the court
appoints to handle your legal affairs may apply for the Accelerated Life
Benefit for you.

Your Remaining
Group Term Life

Insurance

The remaining amount of group term life insurance for which you are
covered after receiving an Accelerated Life Benefit payment is subject to any
increases or cutbacks that would otherwise apply to your insurance.
Applicable cutbacks are applied to the amount of group term life insurance
for which you are insured on the day before you apply for the Accelerated
Life Benefit.

The premium cost of your remaining coverage is based on the amount of
group term life insurance for which you are insured on the day before you
apply for the Accelerated Life Benefit.

You may be required to provide proof of insurability for increased amounts. If
you are, we must approve that proof in writing before you are covered for the
new amount.
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The total amount of group term life insurance your beneficiary would
Otherwise receive upon your death is reduced by the gross amount of the
Accelerated Life Benefit paid to you.

If you die after electing the Accelerated Life Benefit, but before we send the
benefit to you, your beneficiary will receive the amount of the group term life
insurance for which you are insured on the day before you apply for the
Accelerated Life Benefit.

Restrictions We will not pay an Accelerated Life Benefit to you if you:

are required by law to use the payment to meet the claims of creditors,
whether or not you are in bankruptcy; or

are required by court order to pay all or part of the benefit to another
person; or

are required by a government agency to use the payment to apply for,
to receive or to maintain a governmental benefit or entitlement; or

lose your coverage under the group plan for any reason after you elect
the Accelerated Life Benefit but before we pay such benefit to you.

CGP-3-EALB-17-IL B270.0322

All Options

Extended Life Benefit With Waiver Of Premium

Important Notice This section applies to your basic life benefit. But, it does not apply to your
accidental death and dismemberment benefits; nor to any of your
dependent’s insurance under this group plan. In order to continue dependent
basic life insurance, you must convert your dependent coverage to an
individual permanent policy.

If You Are Disabled You are disabled if you meet the definition of total disability, as stated below.
If you meet the requirements in the "How and When to Apply" provision,
we’ll extend your basic life insurance under this section without payment of
premiums from you or the employer.

Total Disability or Totally Disabled means, due to sickness or injury, you are:

(a) not able to perform, on a full-time basis, the material and substantial
duties of any occupation, for which you are qualified for by training,
education, or experience; and

(b) you are receiving regular doctor’s care appropriate to the cause of
disability.

How And When To
Apply

To apply for this extension, you must submit satisfactory written medical
proof of your total disability within one year of the onset of that disability. Any
claim filed after one year from the onset of total disability will be denied,
unless we receive written proof that: (a) you lacked the legal capacity to file
the claim; or (b) it was not reasonably possible for you to file the claim.

KY2020-00290_BW_0498
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Also, in order to be eligible for this extension, you must:

(a) become totally disabled before you reach age 60and while insured by
the group plan; and

(b) remain totally disabled for 180 consecutive days.

You are encouraged to apply for this benefit immediately upon the onset of
disability.

Continued Eligibility
For Extended Life

Benefit

We may require periodic written proof that you remain totally disabled to
maintain this extension. This written proof of your continued disability and
doctor’s care must be provided to us within 30 days of the date we make
each such request.

We can require that you take part in a medical assessment, with a medical
professional of our choice, as often as we feel is reasonably necessary
during the first two years we’ve extended your life benefits. But after two
years, we can’t have you examined more than once a year.

Until You’ve Been
Approved For This

Extended Life
Benefit

Your life insurance under the group plan may end after you’ve become totally
disabled, but before we’ve approved you for this extension. During this time
period, you may either:

(a) continue group premium payments, including any portion which would
have been paid by the employer until you are approved or declined for
this extended life benefit; or

(b) convert to an individual permanent or term policy. Please read the
section labeled "Converting This Group Term Life Insurance" for
details on how to convert.

However, if this group plan terminates, and you are totally disabled and
eligible, but not yet approved, for this extended benefit, you must convert to
an individual permanent or term policy, and remain insured under such policy
until you are approved by us for the extended benefit.

Converting does not stop you from claiming your rights under this section.
But if you convert and we later approve you for this extended benefit, we’ll
cancel the converted policy as of our approval date. Once you are approved
for this extended benefit, your group term life coverage will be reinstated at
no further cost to you or the employer.

When This
Extension Begins

Once approved by us, your extended benefit will be effective on the later of:

(a) 180 consecutive days from the date active full-time service ends due
to total disability; or

(b) the date we approve you for this benefit.

Once you are approved for this extension, we’ll refund all basic term life
insurance premiums paid by you from the date of disability.

CGP-3-R-LW-TD-99-1-MO B275.0164

KY2020-00290_BW_0499



00787860/00004.0/ /U91748/9999/0001 P. 29

All Options

When This
Extension Ends

Your extension will end on the earliest of:

(a) the date you are no longer disabled;

(b) the date we ask you to be examined by our doctor, and you refuse;

(c) the date you do not give us the proof of disability we require;

(d) the date you are no longer receiving regular doctor’s care appropriate
to the cause of disability; or

(e) the day before the date you reach age 65.

If the extension ends, and you are not insured by the group plan again as an
active full-time employee, you can convert as if your employment just ended.
Read the section labeled "Converting This Group Term Life Insurance".

If You Die While
Covered By This

Extension

If you die while covered by this extension we’ll pay your beneficiary the
amount for which you were covered as of your last day of active full-time
work, subject to all reductions which would have applied had you stayed an
active employee.

Proof Of Death We’ll pay as soon as we receive

(a) written proof of your death, that is acceptable to us; and

(b) medical proof that you were continuously disabled until your death.
This must be sent within one year of your death.

CGP-3-R-LW-TD-99-2 B275.0059

All Options

LifeAssist

If you are eligible for this plan’s Basic Life Extended Life Benefit you may
also be eligible for the LifeAssist benefit.

When And How The
LifeAssist Benefit

Begins

You become eligible for LifeAssist benefits when all of the following
conditions are met:

(a) you are eligible for this plan’s Basic Life Extended Life Benefit; and

(b) you are functionally disabled, as defined below.
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Functional Disability or Functionally Disabled means, due to sickness or
injury, you are:

(a) not able to perform 2 or more activities of daily living on a routine
basis, without help; or

(b) cognitively impaired and need verbal cueing to protect yourself or
others; and

you are:

(c) receiving regular doctor’s care appropriate to the cause of disability;
and

(d) not working for wage or profit.

Activities of Daily Living means:

(1) Bathing: the ability to wash in a tub or shower; or by taking a sponge
bath; and to towel dry, with or without adaptive equipment or adaptive
devices.

(2) Dressing: the ability to put on and take off all clothes; and those
medically necessary braces or prosthetic limbs usually worn; and also
to fasten or unfasten them.

(3) Toileting: the ability to get to and from and on and off the toilet; to
maintain personal hygiene; and to care for clothes.

(4) Transferring: the ability to move in and out of a chair or bed with or
without equipment such as: canes; walkers; crutches; grab bars; or
any other support devices.

(5) Continence: the ability to control bowel and bladder function; or, in the
event of incontinence, the ability to maintain personal hygiene.

(6) Eating: the ability to get food into the body by any means once it has
been prepared and made available.

Cognitively impaired means a decline or loss in intellectual aptitude. Such
loss may result from: (a) injury; (b) sickness; (c) Alzheimer’s disease; or (d)
similar forms of senility or irreversible dementia. It must be supported by
clinical proof and standardized tests that precisely measure decline in the
areas of: (i) short term memory; (ii) orientation to time, place and person; (iii)
deductive or abstract reasoning; and (iv) judgement as it relates to
awareness of safety.

Payment Of
Benefits

We pay this benefit monthly, in arrears. We pay benefits to you if you are
legally competent. If you are not, we pay benefits to the legal representative
of your estate.

What We Pay Subject to all the terms of this plan, the monthly LifeAssist benefit is equal to
1% of your Basic Life Extended Life Benefit, to a monthly maximum of
$2,000.00.

Payments are made based on a 30 day month. You may be eligible for the
LifeAssist benefit for only part of a month. In such case, we compute the
benefit payable as 1/30th of the monthly benefit times the number of days
you are eligible for this benefit.
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While you are approved for the Basic Life Extended Life Benefit, if your
insurance coverage is reduced under the extension, the amount of the
LifeAssist benefit is reduced accordingly.

Continued Eligibility
For The LifeAssist

Benefit

We may require periodic written proof that you remain functionally disabled.
This written proof of your continued disability and regular doctor’s care must
be provided to us within 30 days of the date we make each such request.

We can require that you take part in a medical assessment, with a medical
professional of our choice, as often as we feel is reasonably necessary.

When The LifeAssist
Benefit Ends

We stop paying this benefit on the earliest of the following dates:

(a) the date you are no longer functionally disabled;

(b) the date you are no longer eligible for this Basic Life plan’s Extended
Life Benefit;

(c) the date we ask you to take part in a medical assessment and you
refuse;

(d) the date you do not give us proof of disability that we require;

(e) the date you are no longer receiving regular doctor’s care appropriate
to the disability; and

(f) the date the lifetime maximum LifeAssist benefit is reached.

The lifetime maximum LifeAssist benefit payments to be made to you by this
plan are 100 months of benefit payments.

CGP-3-R-LSUPP-99 B275.0350

All Options

Dependent Term Life Insurance

The Benefit If one of your dependents dies while insured for this benefit, we pay the
amount shown in the schedule. We pay this in a lump sum when we receive
written proof of death. Send the proof to us as soon as possible.

We pay you, if you’re living. If you’re not, and the dependent was your child,
we pay your spouse. If your spouse is not living, we pay the child’s living
brothers and sisters in equal shares. If there are none, we pay the child’s
estate. If the dependent was your spouse, we pay your spouse’s estate.

Payment to a Minor
or Incompetent

If the beneficiary is a minor or not competent, we have the right to pay in
monthly installments. We would pay the person who cares for and supports
the beneficiary. We completely discharge our liability for any amounts paid
this way.

Incontestability We can’t dispute any medical statements made in the application after a
dependent has been insured for these benefits for two years.

CGP-3-R-DEPL B290.0034
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All Options

Converting This Dependent Term Life Insurance

If Your Group Life
Insurance Ends or

You Stop Being
Eligible

Dependent term life insurance ends for all of your dependents when your
group life insurance ends. Your insurance ends when: (a) your active
full-time employment ends; (b) you stop being a member of a class of
employees eligible for employee group life insurance; (c) your group life
insurance is extended under the Extended Life Benefit provision; or (d) you
die.

Dependent term life insurance also ends when you stop being a member of a
class of employees eligible for dependent term life insurance.

If one of the above happens, each dependent who was insured may convert
all or part of his or her insurance.

If This Plan Ends or
Life Insurance is

Dropped

Dependent term life insurance also ends for all of your dependents when this
plan ends. And it ends if either employee or dependent term life insurance is
dropped from this plan for all employees or for your class.

If one of the above happens, and your dependents have been insured by a
Guardian group plan for at least five years, they can convert. But we limit the
amount each dependent can convert to the lesser of: (a) $10,000.00; and (b)
the amount of his or her insurance under this plan less any group life
benefits for which he or she becomes eligible in the 31 days after this
insurance ends.

If a Dependent
Stops Being Eligible

A dependent’s term life insurance ends when he or she stops being an
eligible dependent as defined by this plan. If a dependent stops being
eligible, that dependent can convert all or part of his or her insurance.

The Converted
Policy

The dependent can convert to one of the individual life insurance policies we
normally issue. That policy can’t include disability benefits. And it can’t be a
term policy.

The premium for the converted policy will be based on: (a) the dependent’s
risk and rate class under this plan; and (b) the dependent’s age when the
converted policy takes effect. The converted policy takes effect at the end of
the period allowed for conversion.

Write to us for details.

How and When to
Convert

To get a converted policy, the dependent must apply to us in writing and pay
the required premium. He or she has 31 days after his or her group
insurance ends to do this. We won’t ask for proof that he or she is insurable.

If the dependent is a minor or not competent, the person who cares for and
supports the dependent may apply for him or her.

Death During the
Conversion Period

If a dependent dies in the 31 days allowed for conversion, we pay the
amount he or she could have converted, as stated above. We do this
whether or not he or she applied for conversion.
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Notice of
Conversion Right:

If your dependent is entitled to obtain a converted policy under this section,
full compliance with this provision for Notice of Conversion Right will be
satisfied by written notice: (a) given to you by the employer; (b) mailed to
you by the employer at your last known address; or (c) mailed to you by us
at your last known address that is supplied to us by the employer.

The notice should be given at least 15 days before the end of the 31 day
period allowed for conversion as described in "How and When to Convert." If
the notice is not given at least 15 days before the end of such period, the
dependent will have an additional period of 15 days from the date notice is
given to apply for the converted policy and pay the required premium. But, in
no event shall the additional period extend more than 60 days beyond the 31
day period allowed for conversion as described above.

CGP-3-R-DEPL-03-N B295.0065
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Your Basic Accidental Death And Dismemberment
With Catastrophic Loss Benefits

The Benefit We’ll pay the benefits described below if you suffer an irreversible covered
loss due to an accident that occurs while you are insured. The loss must be
a direct result of the accident, independent of all other causes. And, it must
occur within 365 days of the date of the accident.

Covered Losses Benefits will be paid only for losses identified in the following table. The
Insurance Amount is shown in the Schedule.

ACCIDENTAL DEATH AND DISMEMBERMENT

Covered Loss

Loss of Life

Loss of a hand

Loss of a foot

Loss of sight in one eye

Loss of thumb and index finger of same hand

Benefit

100% of Insurance Amount

50% of Insurance Amount

50% of Insurance Amount

50% of Insurance Amount

25% of Insurance Amount

CATASTROPHIC LOSS BENEFITS
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Covered Loss

Quadriplegia (total paralysis of upper and
lower limbs, bilaterally)

Loss of speech and hearing (both ears)

Loss of cognitive function

Comatose state, in excess of one month

Hemiplegia (total paralysis of upper and
lower limbs, unilaterally)

Paraplegia (total paralysis of both lower limbs)

Loss of speech or hearing (both ears)

Benefit

100% of Insurance Amount

100% of Insurance Amount

100% of Insurance Amount

100% of Insurance Amount

50% of Insurance Amount

50% of Insurance Amount

50% of Insurance Amount

For covered multiple losses due to the same accident, we will pay 100% of
the Insurance Amount. We won’t pay more than 100% of the Insurance
Amount for all losses due to the same accident, except under the Common
Carrier, Seatbelt and Airbag Benefit, and Repatriation Benefit provisions.

Loss of:

(a) cognitive function means a significant decline or loss in intellectual
aptitude. Such loss must result from an accidental injury. It must be
supported by clinical proof or standardized tests that precisely measure
decline in the areas of: (i) short term memory; (ii) orientation to time,
place and person; (iii) deductive or abstract reasoning; and (iv)
judgement as it relates to awareness of safety.

(b) a hand or foot means it is completely cut off at or above the wrist or
ankle.

(c) sight means the total and permanent loss of sight.

(d) speech or hearing means that speech or hearing is lost entirely.

Payment Of
Benefits

For covered loss of life, we pay the beneficiary of your basic group term life
insurance.

For all other covered losses, we pay you, if you are living. If not, we pay the
beneficiary of your basic group term life insurance.

We pay all benefits in a lump sum, as soon as we receive proof of loss
which is acceptable to us. This should be sent to us as soon as possible.

CGP-3-R-ADCL1-00 B310.0982
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Seatbelt And Airbag
Benefits

If you die as a direct result of a motor vehicle accident while properly
wearing a seatbelt, we will increase your benefit by $10,000.00. And if you
die as a direct result of a motor vehicle accident while both: (a) properly
wearing a seatbelt; and (b) sitting in a seat equipped with an airbag; we’ll
increase your benefit by another $5,000.00, for a total increase of
$15,000.00. This benefit will be applied after the Common Carrier provision.

Common Carrier If your loss is due to an accident which occurs while you are riding in a
public conveyance, we increase the benefit payable. We pay two times the
amount which otherwise applies to such loss. But, you must have been a
fare-paying passenger.

Repatriation Benefit For covered loss of life due to an accident which occurs at least 75 miles
from your home, we pay an extra sum. We pay up to $5,000.00 for costs to
prepare and transport your body to a mortuary chosen by you or an
authorized agent.

Exclusions We won’t pay for any loss caused directly or indirectly:

by willful self-injury, suicide, or attempted suicide while sane;

by sickness, disease, mental infirmity, medical or surgical treatment;

by infection, except pyogenic infections which result from an accidental
bodily injury or bacterial infections which result from the accidental
ingestion of contaminated substances;

by unintentional or nonvoluntary inhalation of gas or taking of poisons;

by your taking part in a riot or other civil disorder; or in the commission
of or attempt to commit a felony;

by travel on any type of aircraft if you are an instructor or crew
member; or have any duties at all on that aircraft;

by declared or undeclared war or act of war or armed aggression;

while you are a member of any armed force;

while you are a driver in a motor vehicle accident, if you do not hold a
current and valid driver’s license;

by your legal intoxication; this includes, but is not limited to, your
operation of a motor vehicle; or

by your voluntary use of a controlled substance, unless: (1) it was
prescribed for you by a doctor; and (2) it was used as prescribed. A
controlled substance is anything called a controlled substance in Title II
of the Comprehensive Drug Abuse Prevention and Control Act of 1970,
as amended from time to time.

CGP-3-R-ADCL2-00-MO B310.0626

All Options

SPOUSAL EDUCATION AND RETRAINING BENEFIT

If you suffer a specified loss due to an accidental bodily injury, we will pay a
spousal education and retraining benefit subject to all the terms below.

KY2020-00290_BW_0506
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When And How The
Spousal Education

And Retraining
Benefit Begins

We will pay a spousal education and retraining benefit when all of the
following conditions are met:

(a) a benefit is payable under this plan’s Employee Basic Accidental Death
and Dismemberment with Catastrophic Loss (ADDCL) Benefit, due to a
specified loss; and

(b) on the date of the accidental injury which results in the specified loss,
you and your spouse share the same place of residence;

(c) we receive proof of the spouse’s enrollment in an institute of higher
learning. The spouse must: (i) be enrolled on the date of the accidental
injury which results in the specified loss; or (ii) enroll within 12 months
of this date.

Specified Loss means: (1) death; (2) a comatose state which lasts for a
period in excess of one month; (3) spinal cord injury, resulting in: (a)
quadriplegia; (b) paraplegia; or (c) hemiplegia; or (4) severe head injury
resulting in loss of cognitive function. Loss of cognitive function means a
significant decline or loss in intellectual aptitude. It must be supported by
clinical proof or standardized tests that precisely measure decline in the
areas of: (i) short term memory; (ii) orientation to time, place and person; (iii)
deductive or abstract reasoning; and (iv) judgement as it relates to
awareness of safety.

Institute of Higher Learning includes, but is not limited to: (a) universities;
(b) colleges; (c) trade schools; and (d) professional schools. It does not
include graduate level programs.

What We Pay Subject to all the terms of this plan, the Spousal Education and Retraining
Benefit per academic term is equal to the lesser of: (i) the spouse’s net
tuition expense for the term; (ii) 5% of the Employee Basic ADDCL Benefit
paid as a result of the specified loss; and (iii) $2,500.00.

Tuition Expense means charges incurred for courses or lab fees. It does
not include: (a) cost of books; (b) other related course materials; (c) student
activity fees; or (d) room and board.

Net Tuition Expense means tuition expense less any scholarships or grants
to which the spouse is entitled.

We pay this benefit to the person who has primary responsibility for these
expenses.

This benefit is paid per academic term. Benefit duration is based on whether
the spouse is enrolled in a part-time or full-time course of study. See the
Employee Basic Accidental Death and Dismemberment Insurance Schedule.

Continued Eligibility
For The Spousal

Education And
Retraining Benefit

We require periodic proof of the spouse’s continued enrollment in an institute
of higher learning. The spouse must maintain a grade point average of at
least 2.0 on a 4.0 scale, or the equivalent. We also require proof, per
academic term, of: (a) the spouse’s tuition expenses; and (b) any
scholarships and grants the spouse is entitled to.

KY2020-00290_BW_0507
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When The Spousal
Education And

Retraining Benefit
Ends

The spousal education and retraining benefit ends on the earliest of the
following dates:

(a) the date the spouse is no longer enrolled in an institute of higher
learning;

(b) the date the spouse fails to maintain a minimum grade point average as
required above;

(c) the date the spouse fails to furnish proof as required above;

(d) the date the lifetime maximum benefit amount, shown in the schedule,
is reached; and

(e) the date the maximum number of benefit payments, shown in the
schedule, is reached.

CGP-3-R-ESED-00 B310.0407

All Options

DAY CARE EXPENSE BENEFIT

If you suffer a specified loss due to an accidental bodily injury, we will pay a
Day Care Expense Benefit subject to all the terms below.

Eligibility For The
Day Care Expense

Benefit

This plan provides a day care expense benefit when all of the following
conditions are met:

(a) a benefit is payable under this plan’s Employee Basic Accidental Death
and Dismemberment with Catastrophic Loss Benefit (ADDCL), due to a
specified loss; and

(b) we receive proof of a qualified dependent’s enrollment in a qualified day
care program. Such enrollment must commence within 12 months of
the date of the specified loss.

Specified Loss means: (1) death; (2) a comatose state which lasts for a
period in excess of one month; (3) spinal cord injury, resulting in: (a)
quadriplegia; (b) paraplegia; or (c) hemiplegia; or (4) severe head injury
resulting in loss of cognitive function. Loss of cognitive function means a
significant decline or loss in intellectual aptitude. It must be supported by
clinical proof or standardized tests that precisely measure decline in the
areas of: (i) short term memory; (ii) orientation to time, place and person; (iii)
deductive or abstract reasoning; and (iv) judgement as it relates to
awareness of safety.

Qualified Dependent: For purposes of the Day Care Expense Benefit a
qualified dependent is: (a) your: (i) biological child; (ii) lawfully adopted child;
(iii) stepchild; or (iv) any other child who is living with you in a regular
parent-child relationship; (b) dependent upon you for main support and
maintenance; and (c) under the age of seven on the date of the accidental
injury which results in the specified loss.
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Qualified Day Care Program: means a program of child care which: (i) is
provided in a facility that is licensed as a day care center; or (ii) is operated
by a licensed day care provider; and (iii) charges a fee for the care of
children. A qualified day care program does not include child care provided
by a parent, step-parent, grandparent, sibling, aunt or uncle.

What We Pay Subject to all the terms of this plan, the Day Care Expense Benefit is equal
to the lesser of: (i) $10,000 annually; or (ii) the actual annual day care
expenses for all of your qualified dependents.

We pay this benefit quarterly, in arrears, upon receipt of proof of qualified
day care expenses. Proof should be submitted within 30 days following the
end of each calendar year quarter.

Payment will be made to the person who has primary responsibility for these
expenses.

Continued Eligibility
For The Day Care

Expense Benefit

We require periodic proof that a qualified dependent remains enrolled in a
qualified day care program. We require periodic proof of the qualified
dependent’s day care expenses.

When The Day Care
Expense Benefit

Ends

This plan’s Day Care Expense Benefits end on the earliest of the following
dates:

(a) the date the dependent is no longer qualified, as defined above;

(b) the date the dependent is no longer enrolled in a qualified day care
program;

(c) the date we do not receive proof of qualified day care expenses, as
required by this plan; and

(d) four years from the date the first day care expense benefit is paid.

CGP-3-R-EDCXB-00 B310.0412

All Options

DEPENDENT CHILD EDUCATION BENEFIT

If you suffer a specified loss due to an accidental bodily injury, we will pay an
education benefit on behalf of a qualified dependent, subject to all the terms
below.

When And How The
Dependent Child

Education Benefit
Begins

We will pay a Dependent Child Education Benefit when all of the following
conditions are met:

(a) A benefit is payable under this plan’s Employee Basic Accidental Death
and Dismemberment with Catastrophic Loss Benefit (ADDCL), due to a
specified loss;

(b) We receive proof of a qualified dependent’s enrollment in an institute of
higher learning. The dependent must be a full-time student, as defined
by the institute.
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Specified Loss means: (1) death; (2) a comatose state which lasts for a
period in excess of one month; (3) spinal cord injury which results in: (a)
quadriplegia; (b) paraplegia; or (c) hemiplegia; or (4) severe head injury
which results in loss of cognitive function. Loss of cognitive function means a
significant decline or loss in intellectual aptitude. It must be supported by
clinical proof or standardized tests that precisely measure decline in the
areas of: (i) short term memory; (ii) orientation to time, place and person; (iii)
deductive or abstract reasoning; and (iv) judgement as it relates to
awareness of safety.

Qualified Dependent: To be qualified for the Dependent Child Education
Benefit, a dependent must meet the following conditions. The dependent
must be: (a) your: (i) biological child; (ii) lawfully adopted child; (iii) stepchild;
or (iv) any other child who is living with you in a regular parent-child
relationship; (b) unmarried; and (c) dependent upon you for main support and
maintenance. On the date of the accidental injury which results in the
specified loss, the dependent must be: (a) 22 years of age or younger; and
(b) enrolled as a full-time student in an institute of higher learning; or (c) in
the 12th grade, and enroll as a full-time student in an institute of higher
learning within 12 months of this date. The dependent must maintain a grade
point average of at least 2.0 on a 4.0 scale, or the equivalent.

Institute of Higher Learning includes, but is not limited to: (a) universities;
(b) colleges; (c) trade schools; and (d) professional schools. It does not
include graduate level programs.

What We Pay Subject to all the terms of this plan, the Dependent Child Education Benefit
per academic term is equal to the lesser of: (i) the qualified dependent’s net
tuition expense for the term; (ii) 5% of the Basic ADDCL Benefit paid as a
result of the specified loss; or (iii) $2,500.00.

Tuition Expense means charges incurred for credit courses or lab fees. It
does not include: (a) cost of books; (b) other related course materials; (c)
student activity fees; or (d) room and board.

Net Tuition Expense means tuition expense less any scholarships or grants
to which the dependent is entitled.

We pay this benefit per academic term for each qualified dependent.

We pay this benefit to the person who has primary responsibility for these
expenses.

Continued Eligibility
For Dependent

Education Benefit

We require periodic proof that a dependent remains a qualified dependent, as
defined above. We also require proof, per academic term, of: (a) the qualified
dependent’s tuition expenses; and (b) any scholarships and grants the
dependent is entitled to.

When The
Dependent Child

Education Benefit
Ends

A qualified dependent’s Dependent Child Education Benefit ends on the
earliest of the following dates:

(a) the date the dependent child is no longer a qualified dependent, as
defined above;

(b) the date the dependent fails to furnish proof as required above;
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Your Basic Accidental Death And Dismemberment
With Catastrophic Loss Benefits (Cont.)

00787860/00004.0/ /U91748/9999/0001 P. 40

(c) the date the lifetime maximum benefit amount, shown in the schedule,
is reached;

(d) the date the maximum number of benefit payments, shown in the
schedule, is reached; and

(e) the date the maximum benefit period, shown in the schedule, is
reached.

CGP-3-R-EDCED-00 B310.0419
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CERTIFICATE AMENDMENT

The certificate is amended as follows:

The Life Insurance eligibility provisions applicable to dependent coverage are
modified to provide that:

(a) your dependent child is a child under age 26;

(b) marital status, residency and financial dependency requirements do not
apply to your dependent child; except as stated in item (c);

(c) your handicapped child can stay eligible for dependent coverage past
age 26 if your child is unmarried and is unable to support himself or
herself; and

(d) reference to an individual dependent’s coverage ending when he or she
marries or is no longer dependent on you for support and maintenance,
except as stated for a handicapped child past the age limit, is deleted.

All terms and conditions of your certificate not specifically changed herein
remain in full force and effect.

The Guardian Life Insurance Company of America

Vice President, Risk Mgt. & Chief Actuary

CGP-A-1 B531.0022
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CERTIFICATE AMENDMENT

(To be attached to certificates issued to employees) The certificate is
amended as follows:

This plan’s Employee and Dependent Basic Life "Settlement Option"
provision of the Life Certificate is modified as follows:

Settlement Option: Unless otherwise elected by the certificate holder or
beneficiary, benefits will be paid in a single lump sum check. We may make
other options available in addition to the single check option.

This rider is part of this certificate. Except as stated in this rider, nothing
contained in this rider changes or affects any other terms of this certificate.

The Guardian Life Insurance Company of America

Vice President, Risk Mgt. & Chief Actuary

CGP-1-A B531.0115
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GLOSSARY

This Glossary defines the italicized terms appearing in your booklet.

CGP-3-GLOSS.1 B750.0100

All Options

Eligible Dependent is defined in the provision entitled "Dependent Coverage."

CGP-3-GLOSS.1 B750.0065

All Options

Employee means a person who works for the employer at the employer’s place of
business, and whose income is reported for tax purposes using a W-2 form.

CGP-3-GLOSS.1 B750.0101

All Options

Employer means CSWR, LLC .

CGP-3-GLOSS.1 B750.0070

All Options

Full-time means the employee regularly works at least the number of hours in the
normal work week set by the employer (but not less than 30 hours per
week), at his employer’s place of business.

CGP-3-GLOSS-90 B750.0229

All Options

Initial Dependents means those eligible dependents you have at the time you first become
eligible for employee coverage. If at this time you do not have any eligible
dependents, but you later acquire them, the first eligible dependents you
acquire are your initial dependents.

CGP-3-GLOSS.1 B750.0081

All Options

Newly Acquired
Dependent

means an eligible dependent you acquire after you already have coverage in
force for initial dependents.

CGP-3-GLOSS.1 B750.0089

All Options

Plan means the Guardian group plan purchased by your employer, except in the
provision entitled "Coordination of Benefits" where "plan" has a special
meaning. See that provision for details.

CGP-3-GLOSS.1 B750.0133
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Proof or Proof of
Insurability

means an application for insurance showing that a person is insurable.

CGP-3-GLOSS.1 B750.0099
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The following notice applies if your plan is governed by the Employee
Retirement Income Security Act of 1974 and its amendments. This
notice is not part of the Guardian plan of insurance or any employer
funded benefits, not insured by Guardian.

KY2020-00290_BW_0516
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STATEMENT OF ERISA RIGHTS

The Guardian Life Insurance Company of America
10 Hudson Yards

New York, New York 10001
(212) 598-8000

Your group term life insurance benefits may be covered by the Employee
Retirement Income Security Act of 1974 (ERISA). If so, you are entitled to
certain rights and protections under ERISA.

ERISA provides that all plan participants shall be entitled to:

Receive Information
about Your Plan and

Benefits

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

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

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

Prudent Actions by
Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon
the people who are responsible for the operation of the employee benefit
plan. The people who operate the plan, called "fiduciaries" of the plan, have
a duty to do so prudently and in the interest of plan participants and
beneficiaries. No one, including your employer, your union, or any other
person may fire you or otherwise discriminate against you in any way to
prevent you from obtaining a welfare benefit or exercising your rights under
ERISA.

Enforcement of
Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part,
you have a right to know why this was done, to obtain copies of documents
relating to the decision without charge, and to appeal any denial, all within
certain time schedules (see Claims Procedures below).
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Under ERISA, there are steps you can take to enforce the above rights. For
instance, if you request a copy of plan documents or the latest annual report
from the plan and do not receive them within 30 days, you may file suit in a
state or Federal court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110.00 a day until
you receive the material, unless the materials were not sent because of
reasons beyond the control of the administrator. If you have a claim for
benefits which is denied or ignored, in whole or in part, you may file suit in a
federal court. If it should happen that plan fiduciaries misuse the plan’s
money or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a
Federal court. The court will decide who should pay court costs and legal
fees. If you are successful, the court may order the person you sued to pay
these costs and fees. If you lose, the court may order you to pay these costs
and fees, for example, if it finds that your claim is frivolous.

Assistance with
Questions

If you have questions about the plan, you should contact the plan
administrator. If you have questions about this statement or about your rights
under ERISA, or if you need assistance in obtaining documents from the plan
administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor listed in your telephone
directory or the Employee Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue N.W., Washington D.C. 20210. You may
also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security
Administration.

Life Insurance
Claims Procedure

If you seek benefits under the plan you should complete, execute and submit
a claim form. Claim forms and instructions for filing claims may be obtained
from the Guardian Life Insurance Company of America (hereinafter
referenced as Guardian.)

Guardian is the Claims Fiduciary with discretionary authority to interpret and
construe the terms of the Policy, the Certificate, the Schedule of Benefits,
and any riders, or other documents or forms that may be attached to the
Certificate or the Policy, and any other plan documents. Guardian has
discretionary authority to determine eligibility for benefits and coverage under
those documents. Guardian has the right to secure independent professional
healthcare advice and to require such other evidence as needed to decide
your claim.

In addition to the basic claim procedure explained in your certificate,
Guardian will also observe the procedures listed below. These procedures
are the minimum requirements for benefit claims procedures of employee
benefit plans covered by Title 1 of ERISA.

Definitions "Adverse determination" means any denial, reduction or termination of a
benefit or failure to provide or make payment (in whole or in part) for a
benefit.

Timing for Initial
Benefit

Determination of
Life Insurance

Claims

The benefit determination period begins when a claim is received. Guardian
will make a benefit determination and notify a claimant within a reasonable
period of time, but not later than the maximum time period shown below. A
written or electronic notification of any adverse benefit determination must be
provided.
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Guardian will provide a benefit determination not later than 90 days from the
date of receipt of a claim. This period may be extended by up to 90 days if
Guardian determines that an extension is necessary due to special
circumstances, and so notifies the claimant before the end of the initial
90-day period. Such notification will include the reason for the special
circumstances requiring the extension and a date by which the determination
l is expected to be made.

A notification of an extension to the time period in which a benefit
determination will be made will include an explanation of the standards upon
which entitlement to a benefit is based, any unresolved issues that prevent a
decision of the claim, and the additional information needed to resolve those
issues.

Adverse Benefit
Determination of

Life Insurance
Claims

If a claim is denied, Guardian will provide notice that will set forth:

The specific reason(s) for the adverse determination;

References to the specific provisions in the Policy, Certificate, plan or
other documents, on which the determination is based;

A description of any additional material or information needed to
perfect the claim, and an explanation of why such material or
information is necessary;

A description of the plan’s claim review procedures which a claimant
may follow to have a claim for benefits reviewed and the time limits
applicable to such procedures; and

A description of the plan’s review procedures and the time limits
applicable to such procedures, including a statement of the claimant’s
right to bring a civil action under ERISA Section 502(a) following an
adverse benefit determination.

B752.0186

All Options

Appeals of Adverse
Determinations of

Life Insurance
Claims

If a claim is wholly or partially denied, you will have up to 60 days to make
an appeal. Guardian will conduct a full and fair review of an appeal which
includes providing to claimants the following:

The opportunity to submit written comments, documents, records and
other information relating to the claim;

The opportunity, upon request and free of charge, for reasonable
access to, and copies of, all documents, records and other information
relevant to the claim; and

A review that takes into account all comments, documents, records
and other information submitted by the claimant relating to the claim,
without regard to whether such information was submitted or
considered in the initial benefit determination.
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Guardian will notify the claimant of its decision not later than 60 days after
receipt of the request for review of the adverse determination. This period
may be extended by an additional period of up to 60 days if Guardian
determines that special circumstances require an extension of the time
period for processing and so notifies the claimant before the end of the initial
60-day period.

A notification with respect to an extension will indicate the special
circumstances requiring an extension of the time period for review, and the
date by which the final determination will be made.

In the event Guardian denies the appeal of an adverse benefit determination,
it will:

Provide the specific reason or reasons why the appeal was denied;

Refer to the specific provisions in the Policy, Certificate, plan, or other
documents on which the benefit determination is based;

Provide a statement that the claimant is entitled to receive, upon
request and free of charge, reasonably access to, and copies of all
documents, records, and other information relevant to the claimant’s
claim for benefits; and

Provide a statement describing any voluntary appeal procedures
offered by the Plan, the claimant’s right to obtain information about
such procedures, and a statement that the claimant’s right to bring an
action under ERISA section 502(a).

Waiver of Premium If you apply for an extension of life insurance benefits due to Total Disability
under the Waiver of Premium benefit under this plan, these claim procedures
will apply to such request:

Timing For Initial
Benefit

Determination for
Waiver of Premium

The benefit determination period begins when claim is received. Guardian will
make a benefit determination and notify a claimant within a reasonable period
of time, but not later than the time period shown below. A written or
electronic notification of any adverse determination must be provided.

Guardian will make a determination of whether the claimant meets the plan’s
standard for total disability not later than 45 days from the date of receipt of
a claim. This period may be extended by up to 30 days if Guardian
determines that an extension is necessary due to matters beyond the control
of the plan, and so notifies the claimant before the end of the initial 45-day
period. Such notification will include the reason for the extension and a date
by which the determination will be made. If prior to the end of the 30-day
period Guardian determines that an additional extension is necessary due to
matters beyond the control of the plan, and so notifies the claimant, the time
period for making a benefit determination may be extended for up to an
additional period of up to 30 days. Such notification will include the special
circumstances requiring the extension and a date by which the final
determination will be made.

A notification of an extension to the time period in which a benefit
determination will be made will include an explanation of the standards upon
which entitlement to a benefit is based, any unresolved issues that prevent a
decision of the claim, and the additional information needed to resolve those
issues.
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If Guardian extends the time period for making a benefit determination due to
a claimant’s failure to submit the information necessary to decide the claim,
the claimant will be given at least 45 days to provide the requested
information. The extension period will begin on the date on which the
claimant responds to the request for additional information.

Adverse Benefit
Determination

If a claim for an extension of benefits is denied, Guardian will provide a
notice that will set forth:

The specific reason(s) for the adverse determination;

References to the specific provisions in the Policy, Certificate, plan or
other documents, on which the determination is based;

A description of any additional material or information needed to
perfect the claim, and an explanation of why such material or
information is necessary;

A description of the plan’s claim review procedures which a claimant
may follow to have a claim for benefits reviewed and the time limits
applicable to such procedures;

A description of the plan’s review procedures and the time limits
applicable to such procedures, including a statement of the claimant’s
right to bring a civil action under ERISA Section 502(a) following an
adverse benefit determination; and

In the case of adverse benefit determination based on medical
necessity or experimental treatment, notice will either include an
explanation of the scientific or clinical basis for the determination, or a
statement that such explanation will be provided free of charge upon
request.

B997.0365

All Options

Appeals of Adverse
Determinations for
Waiver of Premium

If a claim for Waiver of Premium is denied, the claimant will have up to 180
days to make an appeal. Guardian will conduct a full and fair review of an
appeal which includes providing to claimants the following:

The opportunity to submit written comments, documents, records and
other information relating to the claim;

The opportunity, upon request and free of charge, for reasonable
access to, and copies of, all documents, records and other information
relevant to the claim; and

A review that takes into account all comments, documents, records
and other information submitted by the claimant relating to the claim,
without regard to whether such information was submitted or
considered in the initial benefit determination.

In reviewing an appeal, Guardian will:

Provide for a review conducted by a named fiduciary who is neither
the person who made the initial adverse determination nor that
person’s subordinate;
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In deciding an appeal based upon a medical judgment, consult with a
health care professional who has appropriate training and experience
in the field of medicine involved in the medical judgment;

Identify medical or vocational experts whose advice was obtained in
connection with an adverse benefit determination; and

Ensure that a health care professional engaged for consultation
regarding an appeal based upon a medical judgment shall be neither
the person who was consulted in connection with the adverse benefit
determination, nor that person’s subordinate.

Guardian will notify the claimant of its decision not later than 45 days after
receipt of the request for review of the adverse determination. This period
may be extended by an additional period of up to 45 days if Guardian
determines that special circumstances require an extension of the time
period for processing and so notifies the claimant before the end of the initial
45-day period.

A notification with respect to an extension will indicate the special
circumstances requiring an extension of the time period for review, and the
date by which the final determination will be made.

In the event Guardian denies the appeal of an adverse benefit determination,
it will:

Provide the specific reason or reasons why the appeal was denied;

Refer to the specific provisions in the Policy, Certificate, plan, or other
documents on which the benefit determination is based;

Provide a statement that the claimant is entitled to receive, upon
request and free of charge, reasonably access to, and copies of all
documents, records, and other information relevant to the claimant’s
claim for benefits;

Provide a statement disclosing any internal rule, guideline, protocol or
similar criterion relied on in making the adverse benefit determination
(or a statement that such information will be provided free of charge
upon request); or a statement that no internal rule, guideline, protocol
or similar criterion was relied upon in making the adverse benefit
determination;

If applicable, provide an explanation of the basis of disagreement with
or not following the views presented by you, of health care
professionals who treated you, and vocational professionals who
evaluated you;

If applicable, provide an explanation of the basis for disagreeing with
or not following the views of any medical or vocational expert whose
advice was obtained on our behalf in connection with the adverse
benefit determination, without regard to whether the advice was relied
upon in making the determination;

If applicable, provide an explanation of the basis for disagreeing with
or not following a disability determination made by the Social Security
Administration that you present to us;
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Provide a statement describing the claimant s right to bring a civil suit
under Section 502(a) of the Employee Retirement Income Security Act
of 1974 which shall also describe any applicable contractual limitations
period that applies the claimant’s right to bring such an action,
including the calendar date on which the contractual limitations period
expires for the claim, and;

In the event the adverse benefit determination is based on a medical
necessity or experimental treatment or similar exclusion or limit,
provide either an explanation of the scientific or clinical judgment for
the determination, applying the terms of the plan to the claimant’s
medical circumstances, or a statement that such explanation will be
provided free of charge upon request.

Alternative Dispute
Options

The claimant and the plan may have other voluntary alternative dispute
resolution options, such as mediation. One way to find out what may be
available is to contact the local U.S Department of Labor Office and the
State insurance regulatory agency.

In addition to any legal rights you may have under section 502(a), if you
believe that we have violated ERISA’s procedural requirements, you may
request that we review any claimed violation(s) and we will respond to you
within ten days.

B997.0366
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All Options

STATEMENT OF ERISA RIGHTS

The Guardian Life Insurance Company of America
10 Hudson Yards

New York, New York 10001
(212) 598-8000

Your group term accidental death and dismemberment insurance benefits
may be covered by the Employee Retirement Income Security Act of 1974
(ERISA). If so, you are entitled to certain rights and protections under ERISA.

ERISA provides that all plan participants shall be entitled to:

Receive Information
about Your Plan and

Benefits

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

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

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

Prudent Actions by
Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon
the people who are responsible for the operation of the employee benefit
plan. The people who operate the plan, called "fiduciaries" of the plan, have
a duty to do so prudently and in the interest of plan participants and
beneficiaries. No one, including your employer, your union, or any other
person may fire you or otherwise discriminate against you in any way to
prevent you from obtaining a welfare benefit or exercising your rights under
ERISA.

Enforcement of
Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part,
you have a right to know why this was done, to obtain copies of documents
relating to the decision without charge, and to appeal any denial, all within
certain time schedules (see Claims Procedures below).

KY2020-00290_BW_0524

• 

• 

• 



00787860/00004.0/ /U91748/9999/0001 P. 54

Under ERISA, there are steps you can take to enforce the above rights. For
instance, if you request a copy of plan documents or the latest annual report
from the plan and do not receive them within 30 days, you may file suit in a
state or Federal court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110.00 a day until
you receive the material, unless the materials were not sent because of
reasons beyond the control of the administrator. If you have a claim for
benefits which is denied or ignored, in whole or in part, you may file suit in a
federal court. If it should happen that plan fiduciaries misuse the plan’s
money or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a
Federal court. The court will decide who should pay court costs and legal
fees. If you are successful, the court may order the person you sued to pay
these costs and fees. If you lose, the court may order you to pay these costs
and fees, for example, if it finds that your claim is frivolous.

Assistance with
Questions

If you have questions about the plan, you should contact the plan
administrator. If you have questions about this statement or about your rights
under ERISA, or if you need assistance in obtaining documents from the plan
administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor listed in your telephone
directory or the Employee Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue N.W., Washington D.C. 20210. You may
also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security
Administration.

Accidental Death
and

Dismemberment
Insurance Claims

Procedure

If you seek benefits under the plan you should complete, execute and submit
a claim form. Claim forms and instructions for filing claims may be obtained
from the Guardian Life Insurance Company of America (hereinafter
referenced as Guardian.)

Guardian is the Claims Fiduciary with discretionary authority to interpret and
construe the terms of the Policy, the Certificate, the Schedule of Benefits,
and any riders, or other documents or forms that may be attached to the
Certificate or the Policy, and any other plan documents. Guardian has
discretionary authority to determine eligibility for benefits and coverage under
those documents. Guardian has the right to secure independent professional
healthcare advice and to require such other evidence as needed to decide
your claim.

In addition to the basic claim procedure explained in your certificate,
Guardian will also observe the procedures listed below. These procedures
are the minimum requirements for benefit claims procedures of employee
benefit plans covered by Title 1 of ERISA.

Definitions "Adverse determination" means any denial, reduction or termination of a
benefit or failure to provide or make payment (in whole or in part) for a
benefit.
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Timing for Initial
Benefit

Determination of
Accidental Death

and
Dismemberment

Insurance Claims

The benefit determination period begins when a claim is received. Guardian
will make a benefit determination and notify a claimant within a reasonable
period of time, but not later than the maximum time period shown below. A
written or electronic notification of any adverse benefit determination must be
provided.

Guardian will provide a benefit determination not later than 90 days from the
date of receipt of a claim. This period may be extended by up to 90 days if
Guardian determines that an extension is necessary due to special
circumstances, and so notifies the claimant before the end of the initial
90-day period. Such notification will include the reason for the special
circumstances requiring the extension and a date by which the determination
is expected to be made.

A notification of an extension to the time period in which a benefit
determination will be made will include an explanation of the standards upon
which entitlement to a benefit is based, any unresolved issues that prevent a
decision of the claim, and the additional information needed to resolve those
issues.

Adverse Benefit
Determination of
Accidental Death

and
Dismemberment

Insurance Claims

If a claim is denied, Guardian will provide notice that will set forth:

The specific reason(s) for the adverse determination;

References to the specific provisions in the Policy, Certificate, plan or
other documents, on which the determination is based;

A description of any additional material or information needed to
perfect the claim, and an explanation of why such material or
information is necessary;

A description of the plan’s claim review procedures which a claimant
may follow to have a claim for benefits reviewed and the time limits
applicable to such procedures;

Identification and description of any specific internal rule, guideline or
protocol that was relied upon in making an adverse benefit
determination, or a statement, that a copy of such information will be
provided to the claimant free of charge upon request;

A description of the plan’s review procedures and the time limits
applicable to such procedures, including a statement of the claimant’s
right to bring a civil action under ERISA Section 502(a) following an
adverse benefit determination; and

In the case of adverse benefit determination based on medical
necessity or experimental treatment, notice will either include an
explanation of the scientific or clinical basis for the determination, or a
statement that such explanation will be provided free of charge upon
request.

B752.0200
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All Options

Appeals of Adverse
Determinations of
Accidental Death

and
Dismemberment

Insurance Claims

If a claim is wholly or partially denied, you will have up to 60 days to make
an appeal. Guardian will conduct a full and fair review of an appeal which
includes providing to claimants the following:

The opportunity to submit written comments, documents, records and
other information relating to the claim;

The opportunity, upon request and free of charge, for reasonable
access to, and copies of, all documents, records and other information
relevant to the claim; and

A review that takes into account all comments, documents, records
and other information submitted by the claimant relating to the claim,
without regard to whether such information was submitted or
considered in the initial benefit determination.

In reviewing an appeal, Guardian will:

Provide for a review conducted by a named fiduciary who is neither
the person who made the initial adverse determination nor that
person’s subordinate;

In deciding an appeal based upon a medical judgment, consult with a
health care professional who has appropriate training and experience
in the field of medicine involved in the medical judgment;

Identify medical or vocational experts whose advice was obtained in
connection with an adverse benefit determination; and

Ensure that a health care professional engaged for consultation
regarding an appeal based upon a medical judgment shall be neither
the person who was consulted in connection with the adverse benefit
determination, nor that person’s subordinate.

Guardian will notify the claimant of its decision not later than 60 days after
receipt of the request for review of the adverse determination. This period
may be extended by an additional period of up to 60 days if Guardian
determines that special circumstances require an extension of the time
period for processing and so notifies the claimant before the end of the initial
60-day period.

A notification with respect to an extension will indicate the special
circumstances requiring an extension of the time period for review, and the
date by which the final determination will be made.

In the event Guardian denies the appeal of an adverse benefit determination,
it will:

Provide the specific reason or reasons why the appeal was denied;

Refer to the specific provisions in the Policy, Certificate, plan, or other
documents on which the benefit determination is based;

Provide a statement that the claimant is entitled to receive, upon
request and free of charge, reasonably access to, and copies of all
documents, records, and other information relevant to the claimant’s
claim for benefits;
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In the event the adverse benefit determination is based on a medical
necessity or experimental treatment or similar exclusion or limit,
provide either an explanation of the scientific or clinical judgment for
the determination, applying the terms of the plan to the claimant’s
medical circumstances, or a statement that such explanation will be
provided free of charge upon request.

Waiver of Premium If you apply for an extension of accidental death and dismemberment
insurance benefits due to Total Disability under the Waiver of Premium
benefit under this plan, these claim procedures will apply to such request:

Timing For Initial
Benefit

Determination for
Waiver of Premium

The benefit determination period begins when a claim is received. Guardian
will make a benefit determination and notify a claimant within a reasonable
period of time, but not later than the time period shown below. A written or
electronic notification of any adverse determination must be provided.

Guardian will make a determination of whether the claimant meets the plan’s
standard for total disability not later than 45 days from the date of receipt of
a claim. This period may be extended by up to 30 days if Guardian
determines that an extension is necessary due to matters beyond the control
of the plan, and so notifies the claimant before the end of the initial 45-day
period. Such notification will include the reason for the extension and a date
by which the determination will be made. If prior to the end of the 30-day
period Guardian determines that an additional extension is necessary due to
matters beyond the control of the plan, and so notifies the claimant, the time
period for making a benefit determination may be extended for up to an
additional period of up to 30 days. Such notification will include the special
circumstances requiring the extension and a date by which the final
determination will be made.

A notification of an extension to the time period in which a benefit
determination will be made will include an explanation of the standards upon
which entitlement to a benefit is based, any unresolved issues that prevent a
decision on the claim, and the additional information needed to resolve those
issues.

If Guardian extends the time period for making a benefit determination due to
a claimant’s failure to submit the information necessary to decide the claim,
the claimant will be given at least 45 days to provide the requested
information. The extension period will begin on the date on which the
claimant responds to the request for additional information.

Adverse Benefit
Determination

If a claim for an extension of benefits is denied, Guardian will provide a
notice that will set forth:

The specific reason(s) for the adverse determination;

References to the specific provisions in the Policy, Certificate, plan or
other documents, on which the determination is based;

A description of any additional material or information needed to
perfect the claim, and an explanation of why such material or
information is necessary;

A description of the plan’s claim review procedures which a claimant
may follow to have a claim for benefits reviewed and the time limits
applicable to such procedures;
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A statement disclosing any internal rule, guideline, protocol or similar
criterion relied on in making the adverse benefit determination (or a
statement that such information will be provided free of charge upon
request); or a statement that no internal rule, guideline, protocol or
similar criterion was relied upon in making the adverse benefit
determination;

If applicable, an explanation of the basis of disagreement with or not
following the views presented by you, of health care professionals who
treated you and vocational professionals who evaluated you;

If applicable, an explanation of the basis for disagreeing with or not
following the views of any medical or vocational expert whose advice
was obtained on our behalf in connection with the adverse benefit
determination, without regard to whether the advice was relied upon in
making the determination;

If applicable, an explanation of the basis for disagreeing with or not
following a disability determination made by the Social Security
Administration that you present to us;

A description of the plan’s review procedures and the time limits
applicable to such procedures, including a statement of the claimant’s
right to bring a civil action under ERISA Section 502(a) following an
adverse benefit determination; and

In the case of adverse benefit determination based on medical
necessity or experimental treatment, notice will either include an
explanation of the scientific or clinical basis for the determination, or a
statement that such explanation will be provided free of charge upon
request.

B997.0368

All Options

Appeals of Adverse
Determinations for
Waiver of Premium

If a claim for Waiver of Premium is denied, the claimant will have up to 180
days to make an appeal. Guardian will conduct a full and fair review of an
appeal which includes providing to claimants the following:

The opportunity to submit written comments, documents, records and
other information relating to the claim;

The opportunity, upon request and free of charge, for reasonable
access to, and copies of, all documents, records and other information
relevant to the claim; and

A review that takes into account all comments, documents, records
and other information submitted by the claimant relating to the claim,
without regard to whether such information was submitted or
considered in the initial benefit determination.

In reviewing an appeal, Guardian will:

Provide for a review conducted by a named fiduciary who is neither
the person who made the initial adverse determination nor that
person’s subordinate;
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In deciding an appeal based upon a medical judgment, consult with a
health care professional who has appropriate training and experience
in the field of medicine involved in the medical judgment;

Identify medical or vocational experts whose advice was obtained in
connection with an adverse benefit determination; and

Ensure that a health care professional engaged for consultation
regarding an appeal based upon a medical judgment shall be neither
the person who was consulted in connection with the adverse benefit
determination, nor that person’s subordinate.

Guardian will notify the claimant of its decision not later than 45 days after
receipt of the request for review of the adverse determination. This period
may be extended by an additional period of up to 45 days if Guardian
determines that special circumstances require an extension of the time
period for processing and so notifies the claimant before the end of the initial
45-day period.

A notification with respect to an extension will indicate the special
circumstances requiring an extension of the time period for review, and the
date by which the final determination will be made.

In the event Guardian denies the appeal of an adverse benefit determination,
it will:

Provide the specific reason or reasons why the appeal was denied;

Refer to the specific provisions in the Policy, Certificate, plan, or other
documents on which the benefit determination is based;

Provide a statement that the claimant is entitled to receive, upon
request and free of charge, reasonably access to, and copies of all
documents, records, and other information relevant to the claimant’s
claim for benefits;

Provide a statement disclosing any internal rule, guideline, protocol or
similar criterion relied on in making the adverse benefit determination
(or a statement that such information will be provided free of charge
upon request); or a statement that no internal rule, guideline, protocol
or similar criterion was relied upon in making the adverse benefit
determination;

If applicable, provide an explanation of the basis of disagreement with
or not following the views presented by you, of health care
professionals who treated you, and vocational professionals who
evaluated you;

If applicable, provide an explanation of the basis for disagreeing with
or not following the views of any medical or vocational expert whose
advice was obtained on our behalf in connection with the adverse
benefit determination, without regard to whether the advice was relied
upon in making the determination;

If applicable, provide an explanation of the basis for disagreeing with
or not following a disability determination made by the Social Security
Administration that you present to us;
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Provide a statement describing the claimant s right to bring a civil suit
under Section 502(a) of the Employee Retirement Income Security Act
of 1974 which shall also describe any applicable contractual limitations
period that applies the claimant’s right to bring such an action,
including the calendar date on which the contractual limitations period
expires for the claim, and;

In the event the adverse benefit determination is based on a medical
necessity or experimental treatment or similar exclusion or limit,
provide either an explanation of the scientific or clinical judgment for
the determination, applying the terms of the plan to the claimant’s
medical circumstances, or a statement that such explanation will be
provided free of charge upon request.

Alternative Dispute
Options

The claimant and the plan may have other voluntary alternative dispute
resolution options, such as mediation. One way to find out what may be
available is to contact the local U.S Department of Labor Office and the
State insurance regulatory agency.

In addition to any legal rights you may have under section 502(a), if you
believe that we have violated ERISA’s procedural requirements, you may
request that we review any claimed violation(s) and we will respond to you
within ten days.

B997.0369
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This Booklet Includes All Benefits For Which You Are Eligible.

You are covered for any benefits provided to you by the policyholder at no cost.

But if you are required to pay all or part of the cost of insurance you will only be covered for those
benefits you elected in a manner and mode acceptable to Guardian such as an enrollment form and
for which premium has been received by Guardian.

"Please Read This Document Carefully".
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CERTIFICATE OF COVERAGE

The Guardian Life Insurance Company of America
10 Hudson Yards

New York, New York 10001
(212) 598-8000

The group Short Term Disability income coverage described in this Certificate is attached to
the group Policy effective March 1, 2018. This Certificate replaces any Certificate previously
issued under this Policy or under any other plan providing similar or identical benefits issued
to the Policyholder by Guardian.

GROUP SHORT TERM DISABILITY INCOME COVERAGE

Guardian certifies that the Employee to whom this Certificate is issued is Eligible for the
coverage, and in the amount, described herein. In order to be eligible for coverage, the
Employee must: (a) satisfy all of the Policy’s eligibility and Effective Date requirements; (b)
be listed in Our and/or the Policyholder’s records as a validly covered Employee under the
Policy; and (c) all required premium payments must have been made by or on behalf of the
Employee; and (d) satisfy any necessary Proof of Insurability requirements.

The Employee is not covered by any part of the Policy for which he or she has waived
coverage. Such a waiver of coverage is shown in Our and/or the Policyholder’s records.

Policyholder: CSWR, LLC
Group Policy Number: 00787860

The Guardian Life Insurance Company of America

Senior Vice President, Group and Worksite Markets

B400.5081
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If You are not satisfied for any reason, You may return this Certificate
to Us within ten days from the date You receive it. If You return it
within the ten day period, this Certificate will be void from the
beginning. We will refund any premium paid.

B400.5082
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All Options

GENERAL PROVISIONS

Applicable Benefits

This Certificate may include multiple benefit options and types of benefits.
You will only be covered for benefits if:

They were previously selected in an acceptable manner and mode,
such as an enrollment form or other required form; and

We have received any required premium.

If Proof of Insurability is required, You will not be covered unless You satisfy
the Proof of Insurability requirements stated in the Certificate and Schedule
of Benefits.

B400.0047

Limitation of Authority

Only the President, a Vice President or a Secretary of Guardian, has the
authority to act for Us in a written and signed statement to:

Determine whether any contract, Policy or certificate is to be issued;

Waive or alter any contract or Policy provisions, or any of Our
requirements;

Bind Us by any statement or promise relating to the contract issued or
to be issued; or

Accept any information or representation which is not in a signed
application.

Agents and brokers do not have the authority to change the contract or
Policy or waive any of its provisions.

B400.0049

Incontestability

This Certificate is incontestable after two years from its date of issue, except
for non-payment of premiums.

No statement in any application, except a fraudulent statement, made by You
will be used to contest the validity of Your insurance or to deny a claim for a
loss incurred, or for a disability which starts, after such insurance has been
in force for two years during Your lifetime.

B400.5084
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Examination

We have the right to have a Doctor(s) of Our choice examine the person for
whom a claim is being made under this Certificate as often as We feel
reasonably necessary during the pendency of the claim. We will pay for all
such examinations.

B400.5085
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All Options

ELIGIBILITY FOR SHORT TERM DISABILITY INCOME COVERAGE

Conditions of Eligibility

You are eligible for Short Term Disability if You are:

In an eligible class of Employees;

Are an active Full-Time Employee;

Legally working in the United States and/or Canada or working
outside of the United States for a United States based Employer in
a country or region approved by Us; and

Working at least the minimum required number of hours of an
Employee in Your eligible class at:

The Employer’s place of business;

Some place where the Employer’s business requires You to
travel; or

Any other place You and the Employer have agreed upon for
the performance of the material and substantial duties of
Your job.

B400.5161

All Options

You are not eligible for Short Term Disability if You are:

A temporary or seasonal Employee.

B400.0057

All Options

Proof of Insurability: Part or all of Your insurance amounts may be subject
to Proof of Insurability. The Schedule Of Benefits explains if and when We
require proof. You will not be covered for any amount that requires such
proof until You give the proof to Us and We approve that proof in writing.

B400.0060

All Options

The Waiting Period: If You are in an eligible class, You are eligible for Short
Term Disability under this Certificate after you complete the service waiting
period, if any, established by the Employer.

B400.0061
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All Options

Multiple Employment: If You work for both the Employer and a covered
associated company, or for more than one covered associated company, We
will treat You as if only one firm employs You. You will not have multiple
Short Term Disability coverage under this Certificate. But, if this Certificate
uses the amount of Your Insured Earnings to set the rates, determine class,
figure coverage amounts, or for any other reason, such earnings will be
figured as the sum of Your Insured Earnings from all covered Employers.

B400.0062

All Options

When Coverage Starts

For coverage to start, You must be fully capable of performing the material
and substantial duties of Your Own Job for the Employer working the
minimum required number of hours of an Employee in Your eligible class at
12:01 A.M. Standard Time for Your place of residence on Your scheduled
Eligibility Date. And, for coverage to start, You must meet all of the
Conditions of Eligibility described above and the conditions shown below
which apply to You. If You are not fully capable of performing the material
and substantial duties of Your Own Job on Your scheduled Eligibility Date,
We will postpone the start of Your coverage while this Certificate is in force.
We will postpone coverage until You are so capable and working the
minimum required number of hours of an Employee in Your eligible class for
one full day, with the capacity to do so for one full week.

Your coverage is scheduled to start on Your Eligibility Date.

B400.5088

All Options

Exception to When Coverage Starts

Sometimes a scheduled Eligibility Date is not a regularly scheduled work day.
If the scheduled Eligibility Date falls on:

A holiday;

A vacation day;

A non-scheduled work day;

A day during an approved leave of absence not due to Sickness or
Injury, of 90 days or less; or

A day during a period of absence that is less than 7 days in duration;

and if:

You were fully capable of performing the material and substantial duties
of Your Own Job for the Employer for the minimum number of hours of
an Employee in Your eligible class at 12:01 AM Standard Time for Your
place of residence on the scheduled Eligibility Date; and
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You were performing the material and substantial duties of Your Own
Job and working the minimum number of hours of an Employee in Your
eligible class on Your last regularly scheduled work day.

Your coverage will start on the scheduled Eligibility Date. However, any
coverage or part of coverage for which You must elect and pay all or part of
the cost, will not start if You are on an approved leave and such coverage or
part of coverage was not previously in force for You under a prior plan which
this Certificate replaced.

Any part of Your coverage which is subject to Proof of Insurability will not
start unless You send such proof to Us, and We approve it in writing. Once
We have approved it, that part of Your coverage is scheduled to start on
Your approved Eligibility Date.

B400.5089

All Options

When Coverage Ends

Your coverage will end on the first of the following dates:

The date Your Active Full-Time Work ends for any reason, except as
shown below under Continuation Of Coverage.

The date You stop being an eligible Employee under this Certificate.

The date You are no longer working in the United States and/or
Canada, or no longer working outside of the United States for a United
States based employer in a country or region approved by Us. Any
incidental business or personal travel outside of the United States
and/or Canada, or outside of a country or region approved by Us, is
covered. Such travel will be considered incidental if it is for a period not
to exceed 30 consecutive days.

The date the group Certificate ends, or is discontinued for a class of
Employees to which You belong.

The last day of the period for which required payments are made for
You.

If You are required to pay all or part of the cost of Your coverage, and
You fail to do so, Your coverage ends at the end of the grace period for
the payment of premium.

The date You die.

You may have the right to continue certain group benefits for a limited time
after Your coverage would otherwise end. Read this Certificate carefully for
details and discuss with your Employer or administrator. Any provisions that
allow continuation of such group benefits must be offered and administered
on a fair and equitable basis.

B400.5095
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All Options

CONTINUATION OF COVERAGE

Coverage During Disability

You may be Disabled when Your Active Full-Time Work ends due to a
non-job related Injury or Sickness for which benefits are not payable. In that
case, Your coverage will remain in force during the:

Elimination Period, subject to payment of required premiums; and

The period of time for which benefits are payable by this
Certificate.

But, in order for Your coverage to continue, the Disability:

Must be covered by this Certificate.

If You’re Disabled when Your Active Full-Time Work ends due to a job-
related Injury or Sickness for which benefits are not payable, Your coverage
will remain in force until the earlier of the date:

You are terminated from employment with the Employer; or

You have been Disabled for 6 Months.

B440.0066
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All Options

SHORT TERM DISABILITY INCOME COVERAGE

This coverage replaces part of Your income if You become Disabled due to
a covered Sickness or Injury. What We pay is governed by all the terms of
this Policy. This Certificate includes the Short Term Disability Schedule of
Benefits. Your class and benefit options are shown in the Schedule of
Benefits that applies to You.

Terms with special meanings are defined, and are capitalized. See the
Definitions section of this Certificate. Other terms with special meanings are
defined where they are used.

Benefit Provisions

How Payments Start: To start getting payments from this Certificate, You
must meet all of the conditions listed below and elsewhere in this Certificate.

You must:

Become Disabled while covered by this Certificate; and

Remain Disabled and covered for this Certificate’s Elimination
Period.

You must provide Proof of Loss, as described in Claim Provisions.

Benefits accrue as of the first day after the end of the Elimination Period,
subject to all Certificate terms.

You may not satisfy this Certificate’s Elimination Period while working.

When Payments End: Your benefits from this Certificate will end on the
earliest of the dates shown below:

The date You are no longer Disabled.

The date You fail to provide Proof of Loss as required by this
Certificate.

The date You earn, or are able to earn, the maximum earnings allowed
while Disabled under this Certificate.

The date You are able to perform the material and substantial duties of
Your Own Job on a Full-Time basis with Reasonable Accommodation.

The date You die.

The end of the Maximum Payment Period.

The date no further benefits are payable under any provision in this
Certificate that limits the Maximum Payment Period.
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The date You are no longer receiving Regular and Appropriate Care
from a Doctor.

The date payments end in accordance with a Rehabilitation Agreement.

B400.5108

All Options

Maximum Payment Period: The Maximum Payment Period is shown in the
Schedule Of Benefits.

Benefits payable during the Maximum Payment Period will not be affected by
the termination of the Certificate, subject to all the terms and conditions of
the Certificate that were in effect on the first date of Your Disability. Any
change to the Certificate with an Effective Date after the first date of Your
Disability will not apply to benefits payable during the Maximum Payment
Period.

B400.0145

All Options

Recurring Disability: Benefits from this Certificate end if You cease to be
Disabled. But, a later Disability may be treated as a Recurring Disability, if all
of the conditions listed below are met:

You must return to Active Work right after Your benefits end.

The Disability must recur less than two weeks after You were last
entitled to benefits.

The later Disability must be due to the same or related cause of Your
earlier Disability.

This Certificate must not end during Your return to Active Work.

You must not become covered under any other similar group income
replacement plan during the time You return to Active Work.

When You return to Active Work after being disabled, You must be
covered by this Certificate and all required premium must be paid.

A subsequent Disability will not be considered a Recurring Disability if
Your benefits for the prior Disability ended because Your prior Disability
had been paid for the Maximum Payment Period.

If the later Disability is a Recurring Disability, You will not need to satisfy a
new Elimination Period. The Recurring Disability will be subject to all the
terms of this Certificate in effect on the date the earlier Disability began.

If all of the conditions listed above are not met, the later Disability will be
treated as a new period of Disability. You will be required to satisfy a new
Elimination Period. The new period of Disability will be subject to all the
terms of this Certificate in effect on the date the new period of Disability
starts.

B400.0146
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All Options

Calculation of Weekly Benefit: Your benefit is governed by the terms of
this Certificate in effect on the date Disability starts. Any changes to this
Certificate that take place as follows are inapplicable to, and will not affect,
Your benefit:

While You are Disabled; or

During a period of Active Work that occurs between an initial period of
Disability and a Recurring Disability.

We calculate Your Gross Weekly Benefit according to the Schedule of
Benefits. This Certificate includes Proof of Insurability requirements that may
affect the amount of Your Gross Weekly Benefit. The Schedule of Benefits
explains these requirements.

From Your Gross Weekly Benefit, subtract the amount of any income listed
in Other Income Benefits that You receive or are entitled to receive. The
result is Your Weekly Benefit.

B400.0147

All Options

Redetermination: This Certificate redetermines Your Insured Earnings on
the date a change in Your Insured Earnings occurs. The Employer must
report updates to all Employees Insured Earnings as they occur. Changes to
Your Insured Earnings are subject to any Proof of Insurability requirements
that may apply to this Certificate. As of this Certificate s redetermination
date, We use Your Insured Earnings on record with Us to:

Set rates;

Project benefit amounts and limits; and

Calculate premium payable under this Certificate.

You must be Actively at Work on a Full-Time basis on that date. If You are
not, We do not do this until the date You return to Active Work on a
Full-Time basis. But, changes in earnings will not apply to a Recurring
Disability.

B400.0156

All Options

Other Income Benefits: You may receive, or be entitled to receive, income
shown in the list below. We will reduce Your Gross Weekly Benefit by such
other income benefits to determine Your Weekly Benefit from this Certificate.

Commissions or monies received, payable but not deferred, or paid
after Disability benefits start.

This includes:

Vested and nonvested renewal commissions;

Bonuses;

Royalties; and
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Other distributions.

Disability benefits from any mandated benefit act or law. This includes
all temporary disability or state disability benefits required by law.

Disability benefits from all group policies or plans of the Employer. This
includes payments made by a group life insurance plan due to Your
Disability. This does not include payments made from a group life
insurance plan’s:

Accelerated death benefit; or

Like provision that allows payment of such plan’s proceeds due to
terminal illness.

Disability benefits from any other group policy or plan; but, if the other
group plan was in force prior to this Certificate, and the other group
plan also deducts for Disability benefits from any other group plan, We
will not deduct these other group Disability benefits.

Income received from partnership distributions but only to the extent
that such income plus the amount of Your Gross Weekly Benefit is
more than 100% of Your Insured Earnings.

Benefits from: The United States Social Security Act; The Railroad
Retirement Act; or any other like U.S. or Canadian plan or act.

This includes:

(a) All Disability benefits for which: (i) You are entitled; and (ii)
Your Spouse and children are entitled due to Your Disability;

(b) All unreduced retirement benefits for which: (i) You are
entitled and awarded; and (ii) Your Spouse and children are
entitled and awarded due to Your entitlement; and

(c) All reduced retirement benefits paid to: (i) You; and (ii) Your
Spouse and children due to Your receipt of such benefits.

We do not reduce Your Gross Weekly Benefit by the retirement
benefits described in (b) and (c) above, to the extent that You and Your
dependents were entitled and awarded to receive such income prior to
the start of Disability. We will reduce the Gross Weekly Benefit by
marginal increases in such income You and Your dependents were
entitled and awarded after Disability begins.

We will reduce Your Gross Weekly Benefit by Your dependent s
benefits described in (a), (b) and (c) above if: (i) the dependent s
benefits are provided to You by the Social Security Administration; (ii) at
the time that the Social Security Administration makes its first payment
of the dependent benefits described in (a), (b), and (c) above, the
dependent child remains a minor dependent or an adult Disabled
dependent; and (iii) the dependent benefits You are entitled to are
greater than any dependent benefit being received by another person.
Under these circumstances, We will reduce Your Gross Weekly Benefit
by the difference between the amount the dependent was awarded
under the prior recipient and the amount awarded the dependent under
Your benefits.
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We do not reduce Your Gross Weekly Benefit by the benefits to which
You are entitled, as described in (a), (b), and (c) above unless such
benefits are greater than any widow/widower benefit You are receiving.
And then We reduce Your Gross Weekly Benefit by the difference.

Income of the type that is included in Your Insured Earnings for
purposes of determining Your Gross Weekly Benefit under this
Certificate.

That portion of Retirement Plan retirement benefits which the Employer
funds.

That portion of Retirement Plan Disability benefits which the Employer
funds.

Retirement benefits or Retirement Plan disability benefits, due to Your
Disability, from any Government Plan other than those shown above.

Disability benefits from any:

No-Fault Motor Vehicle Coverage;

Motor vehicle financial responsibility act; or

Like law.

Payment or settlement, with or without admission of liability, from: A
Workers’ Compensation law; an occupational disease law; or any other
act or law of like intent.

This includes:

The Jones’ Act;

The Longshoreman’s and Harbor Workers’ Compensation Act; or

Any Maritime doctrine of Maintenance, Wages or Cure.

If You receive a payment net of attorney fees approved by the Workers’
Compensation Board or similar authority, We reduce Our benefit by the
net payment.

Disability benefits from any third party when Your Disability is the result
of the negligence or intentional tort liability of that third party.

Unemployment compensation benefits.

Payment from Your Employer as part of a termination or severance
agreement.

We reduce Your Gross Weekly Benefit with income shown above that You
are entitled to receive without regard to the reason You are entitled to
receive it.

Our right to reduce Your benefit by such income shall not be negated by a
transfer of claim liability to a third party. Payment by such third party by law,
settlement, judgment, waiver or otherwise shall not negate Our right.

B400.0167
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All Options

Other Income Not Subject to Deduction: We will not reduce Your Gross
Weekly Benefit by any income You receive or are entitled to receive from the
list below.

Deferred compensation arrangements such as 401(k), 403(b) or 457
plans;

Profit sharing plans;

Thrift plans;

Tax sheltered annuities;

Stock ownership plans;

Individual Retirement Accounts (IRA);

Individual disability income policies;

Credit disability insurance;

Non qualified plans of deferred compensation;

Pension plans for partners;

Retirement plans of another Employer not affiliated with this Certificate;

Military pension and disability plans;

Income from a sick leave, salary continuance, or paid time off plan;

Critical Illness insurance, unless the benefit is paid out as a wage
replacement benefit;

Accident insurance, unless the benefit is paid out as a wage
replacement benefit;

Specified Disease insurance, unless the benefit is paid out as a wage
replacement benefit;

Cancer insurance, unless the benefit is paid out as a wage replacement
benefit.

B400.0172

Lump Sum Payments Of Other Income: Income with which We integrate
may be paid in a lump sum. In this case, We take the equivalent weekly rate
stated in the award into account when We determine Your Weekly Benefit. If
no weekly rate is given, We divide the lump sum payment by the number of
calendar days in the period for which it was awarded. This will determine the
daily rate. Then, multiply the daily rate by 7. The result is the prorated
weekly rate.

Cost of Living Freeze: You may receive a cost of living increase in other
income with which We integrate. In this case, We do not further reduce Your
Weekly Benefit by the amount of such increase.

Application For Other Income: You must apply for other income benefits to
which You may be entitled. If these benefits are denied, You must appeal
until:
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All reasonable appeals have been made; or

We notify You that no further appeals are required.

If We determine that You are entitled to receive such other income benefits,
We will estimate the amount due to You and Your Spouse and children. We
will take this estimated amount into account when We determine Your
Weekly Benefit. But, We will not estimate the amount due to You if You and
We agree in writing in an agreement provided to You by Us that You will:

Apply for any benefits for which You may be eligible;

Appeal any denial of such benefits until all reasonable appeals have
been made; and

Repay any amount We overpaid due to an award of such benefits.

If We do reduce Your Gross Weekly Benefit by an estimated amount, We will
adjust Your Weekly Benefit when We receive written proof:

Of the amount awarded; or

That the other income benefits have been denied, and no further
appeals are possible.

If We underpay You, We will pay the full amount of the underpayment in a
lump sum.

We will assist You in applying for other income benefits.

B400.0173

All Options

Adjustment Of Weekly Benefit For Disability Earnings: This Certificate
will not pay benefits if You work during the Elimination Period. We adjust the
Weekly Benefit for Disability Earnings as follows:

We pay the greater of the amount calculated under Method 1 or Method 2.

Method 1:

If your Disability Earnings are less than 20% of Your Insured
Earnings, We do not reduce your Weekly Benefit.

If your Disability Earnings are 20% or more of Your Insured
Earnings, We reduce Your Weekly Benefit by 50% of Your
Disability Earnings.

Method 2:

(1) Subtract Your Disability Earnings from Your Insured Earnings.
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(2) Divide the result in (1) above by Your Insured Earnings.

(3) Multiply the result in (2) above by Your Weekly Benefit. This is the
amount We pay.

If Your Disability Earnings fluctuate widely from week to week, We may
adjust Your Weekly Benefit using an average Disability Earnings amount. The
average Disability Earnings amount will be computed using Your most current
week’s Disability Earnings and the prior two weeks Disability Earnings.

B400.0198

All Options

Maximum Allowable Disability Earnings: This Certificate limits the amount
of income You may earn, or may be able to earn, and still be considered
Disabled.

If Your Disability Earnings are more than 80% of Your Insured Earnings,
payments from this Certificate will end. Payments from this Certificate will
also end if You are able to earn more than 80% of Your Insured Earnings.

B400.0200

All Options

Exclusions

This Certificate does not pay benefits for Disability caused by, or related to:

Declared or undeclared war, act of war, or armed aggression;

Service in the armed forces, National Guard, or military reserves
of any state or country;

Your taking part in a riot or civil disorder;

Your commission of, or attempt to commit, a felony. A felony
means either:

A crime as defined as such under the laws in the jurisdiction
in which the crime was committed or attempted; or

In states where the law does not define crimes in terms of
felonies and misdemeanors, felony means any crime
punishable for a minimum of a one year term of incarceration
in a jail or prison, as determined by the law of the jurisdiction
where the crime was committed or attempted; or

A crime as defined as such under federal law;

The intentional or voluntary inhalation or ingestion of gas,
chemical, solvent, poison or other substances not intended for
internal consumption, irrespective of any pre-existing or co-morbid
condition;

Intentional self-inflicted injuries while sane;
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An Injury that occurs while, or a Sickness that develops from,
performing an occupational duty except for those Employees who
are not eligible to participate in Workers’ Compensation,
occupational disease law, or any other law of like intent; or for an
Injury that occurs while, or a Sickness that develops from,
performing an occupational duty while working for another
employer.

This Certificate does not pay any benefits for any period of Disability:

During which You are confined to a facility as a result of Your
conviction of a crime;

During which You are receiving medical treatment or care outside
the United States or Canada unless expressly authorized by Us;

Which starts before You are covered by this Certificate;

After the date You have been outside the United States and/or
Canada or a country or region approved by Us for more than 2
Months in a 12 Month period. If You return to the United States
and/or Canada or a country or region approved by Us within 6
Months of the end of payments, payments may be resumed,
provided You have remained continuously Disabled, subject to all
the terms and conditions of this Certificate; or

During which Your loss of earnings is not solely due to Your
Disability.

This Certificate does not pay benefits due solely to a risk of relapse or
exacerbation of a prior Injury or illness in the absence of current impairment
and Disability.

B400.5129

All Options

Services

Rehabilitation And Case Management: We will review Your Disability to
see if certain services are likely to help You return to Gainful Work. If
needed, We may ask for more medical or vocational information.

When Our review is complete, We may offer You a Rehabilitation Program.

The Rehabilitation Program will start when a written Rehabilitation Agreement
is signed by:

You;

Us; and

Your Employer, if needed.

The program may include, but is not limited to:

Vocational assessment of Your work potential;
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Coordination and transition planning with an Employer for Your
return to work;

Consulting with Your Doctor on Your return to work and need for
accommodations;

Training in job seeking skills and resume preparation; and

Retraining.

We have the right to determine which services are appropriate.

If You accept the Rehabilitation Agreement, We will pay an enhanced benefit.
The enhanced benefit will be 110% of the Weekly Benefit that would
otherwise be paid. This enhanced benefit will be payable as of the first
Weekly Benefit after the Rehabilitation Program starts.

We stop paying the enhanced benefit on the earliest of:

The date Your benefits from this Certificate end;

The date You violate the terms of the Rehabilitation Agreement;

The date You end the Rehabilitation Program; or

The date the Rehabilitation Agreement ends.

If You end a Rehabilitation Program without Our consent, You must repay
any enhanced benefits paid.

Dependent Care Expenses: While You are participating in a Rehabilitation
Program, We will pay a dependent care expense benefit, when all of the
following conditions are met:

You incur expense to provide care for a qualified dependent; and

The care is provided by a licensed provider other than a family
member by blood or marriage.

The dependent care expense benefit will be the lesser of:

$100.00 per week per qualified dependent; not to exceed $300.00
per week for all qualified dependents combined; and

The actual weekly day care expense incurred by You.

We will stop paying the dependent care expense benefit on the earlier of the
date You are no longer:

Incurring dependent care expenses for a qualified dependent;

Participating in a Rehabilitation Program; or

Entitled to receive a Weekly Benefit from this Certificate.

As used here, "qualified dependent" means a person who is:

Dependent upon You for main support and maintenance; and

Under the age of 25; and
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Your biological child, lawfully adopted child, stepchild or any other
child who is living with You in a regular parent-child relationship.

The term also means a family member, related by blood or marriage, age 25
or over who is physically or mentally incapable of caring for him or herself
and is dependent upon You for main support and maintenance.

B400.5132

All Options

Worksite Modification: In order to accommodate Your Disability, an
Employer may incur a cost to modify his or her worksite. We may reimburse
the Employer, up to $2,500.00 for the cost of the worksite modification. We
make this payment if We agree that the modification will enable You to:

Return to work; or

Remain at work.

B400.0212
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All Options

Claim Provisions

Authority: We have the authority to:

Interpret the terms of this Certificate; and

Determine Your eligibility for coverage and benefits under this
Certificate.

All such determinations are conclusive and binding, except that they may be
modified or reversed by a court or regulatory agency with appropriate
jurisdiction.

Notice: You must send Us written notice of Your intent to file a claim under
this Certificate within 20 days of the date the Injury occurs or the Sickness
starts. This notice should include Your name and the Policy number. For
details, You can call Us at 1-800-268-2525. Failure to give Notice within such
time shall not invalidate nor reduce any claim if it shall be shown not to have
been reasonably possible to give such Notice and that notice was given as
soon as was reasonably possible.

Proof Of Loss: When We receive Your Notice, We will provide You with a
claim form within 15 days for filing Proof of Loss. Proof of Loss must be
given to Us within 90 days of the loss. If You do not receive a claim form
within 15 days of the date You sent Your Notice, You shall be deemed to
have complied with the requirements of the Certificate as to Proof of Loss
upon submitting written proof covering the occurrence, character, and extent
of the loss for which the claim is made. We will not void or reduce Your
claim if You cannot send Us Notice of claim and Proof of Loss within the
required time. In that case, You must send Us Notice of claim and Proof of
Loss as soon as reasonably possible. However, under no circumstances will
We pay benefits if written Proof of Loss is delayed for more than one year,
unless your inability to provide Proof of Loss is because you are not legally
competent or You lack legal capacity.

You are required to cooperate with Guardian in its evaluation of any claim for
benefits. You must provide Proof of Loss at Your expense, consisting of the
following listed below. Failure to provide this information may prevent, delay,
suspend, reduce or terminate Your eligibility for benefits.

The date Disability began.

Your last day of Active Work.

The cause of Disability.

The extent of Disability, including limitations and restrictions
preventing You from performing the material and substantial duties
of Your Own Job.
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If Your occupation requires that You carry liability or malpractice
insurance, information including, but not limited to: the policy, any
applications for such coverage, and any changes to the terms and
conditions of such policies prior to or after the first date of
Disability.

Objective Medical Evidence in support of Your limitations and
restrictions, beginning with the date Disability began.

Objective Proof of Your Restrictions and Limitations, beginning
with the date Disability began.

The prognosis of Disability.

The name and address of all Doctors, hospitals and health care
facilities where You have been treated for Your Disability since the
date Disability began.

Proof that You are currently receiving Regular and Appropriate
Care from a Doctor.

Proof that You have been receiving Regular and Appropriate Care
from a Doctor, from the date Disability began.

Proof of Insured Earnings.

Proof of Disability Earnings.

Payroll or absence data from the Employer for the three months
prior to the date Disability began, or other period We specify.

Proof of application for all other sources of income to which You
may be entitled, that may affect Your payment from this
Certificate.

Proof of receipt of other income that may affect Your payment
from this Certificate.

Proof of identity and residency, including, but not limited to, a
current government issued photo identification.

Documentation of travel outside the United States.

Any other information We may reasonably require to determine if
You are Disabled and eligible for benefits and coverage under this
Certificate.

You must provide Objective Medical Evidence from a Doctor who is not
Yourself, or a relative by blood or marriage, or who is a business associate.

Proof of Insured Earnings and Disability Earnings may consist of:

Copies of Your W-2 forms;

Payroll records from Your Employer(s);

Copies of Your U.S. individual income tax returns;

Copies of the U.S. income tax returns from any business in which
You hold an ownership or shareholder interest;

A statement from a certified public accountant;
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Copies of any income records accepted or required by the IRS; or

Any other records We deem necessary.

Proof of loss and other claim data should be submitted to:

The Guardian Life Insurance Company of America
Group Short Term Disability Claims Department

P.O. Box 14331
Lexington, KY 40512.

Authorization Required: You must provide Us with written, unaltered
authorizations in a form provided by Us to obtain medical, financial,
vocational, occupational, and governmental information required to determine
Our liability under this Certificate. We may agree to obtain such authorization
by use of voice or other electronic means. You must provide Us with such
authorizations as often as We may require, in order that they remain current.
Failure to provide such authorizations may prevent, delay, suspend or
terminate Your eligibility for benefits.

Right To Request Medical, Financial Or Vocational Assessment:We may
ask You to take part in a medical, financial, vocational or other assessment
that We feel is necessary to determine whether the terms of this Certificate
are met.

Medical assessment may include, but not be limited to:

Independent medical examination (IMEs),

Functional capacity examinations (FCEs) or

Neuropsychological evaluations.

We may require medical, financial or vocational assessment(s) as often as
We feel is reasonably necessary. We will pay for all such assessments. But,
if You postpone a scheduled assessment without Our approval, You will be
responsible for any rescheduling fees. If You do not take part in or cooperate
with the assessment, We have the right to stop or suspend Your payments
under this Certificate.

Ongoing Proof Of Loss: To continue to receive payments from this
Certificate, You must give Us current Proof of Loss as often as We may
reasonably require. Ongoing Proof of Loss must be provided to Us within 30
days of the date We request it.

Payment Of Benefits: We pay benefits to You, if You are legally competent.
If You are not, We pay benefits to your lawful guardian, conservator, legal
representative, or any person or fiduciary with the lawful authority to act on
Your behalf or handle Your affairs. Benefits are paid in United States
currency.

We pay benefits biweekly at the end of the period for which they are
payable.

No benefits are payable for this Certificate s Elimination Period.

Benefits to which You are entitled may remain unpaid at Your death. Such
benefits may be paid to:

Your estate; or
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Your Spouse, parents, children, or brothers and sisters.

Partial Week Payment: You may be Disabled for only part of a week. In this
case, We compute Your payment as 1/7th of the benefit to which You would
be entitled for the full week times the number of days You are Disabled.

Overpayment Recovery: If We overpaid You, You must repay Us in full.
We have the right to reduce Your payment or apply any benefits payable,
including the minimum payment, toward recovery of the overpayment.

Legal Actions: No legal action against Guardian related to claim for benefits
under this Certificate may be brought until 60 days from the date Proof of
Loss has been given as shown above. No legal action may be brought
against Guardian related to claims for benefits under this Certificate after
three years from the date of the final benefit determination.

Workers’ Compensation:The Short Term Disability benefits provided by this
Certificate are not in place of and do not affect requirements for coverage by
Workers’ Compensation.

B400.5133
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All Options

SUBROGATION AND RIGHT OF RECOVERY

Purpose:When You have the right to recover amounts paid by this
Certificate, We also have certain rights. These are explained below.

Subrogation:When this Certificate pays a benefit, We will immediately be
subrogated to Your rights of recovery from any third party to the full extent of
benefits paid.

Recovery: If You receive a payment from any third party or insurance
coverage due to an Injury, Sickness or condition, We have the right to
recover from, and be repaid by, You for all amounts this Certificate has paid
due to that Injury, Sickness or condition, up to and including the full amount
You receive from any third party or insurance coverage.

Constructive Trust:You must serve as a constructive trustee over the funds
that constitute payment from any third party or insurance coverage due to
Your Injury, Sickness or condition. If You fail to hold such funds in trust, it
will be deemed a breach of Your fiduciary duty to Us.

Lien Rights:We will have a lien to the extent of benefits We paid due to
Your Injury, Sickness or condition for which the third party is liable. The lien
will be imposed on any recovery, whether by settlement, judgment, or
otherwise, including from any insurance coverage, that You receive due to
Your Injury, Sickness or condition. The lien may be enforced against any
party who holds funds or proceeds which represent the amount of benefits
paid by Us. This includes, but is not limited to:

You;

Your representative or agent;

The third party;

The third party’s insurer, representative or agent; and

Any other source who holds such funds.

First Priority Claim:This Certificate s recovery rights are a first priority claim
against all third parties and are to be paid to Us before any other claim for
Your damages. This Certificate will be entitled to full repayment on a first
dollar basis from any third party’s payments, even if such payment to the
plan will result in a recovery to You which is not sufficient:

To make You whole; or

To compensate You in part or in whole for the damages
sustained.

This Certificate is not required to participate in or pay court costs or attorney
fees to the attorney hired by You to pursue Your damage claim.

Applicable To All Settlements And Judgments:We are entitled to full
recovery regardless of whether:

Any liability for payment is admitted by a third party; or
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The settlement or judgment received by You identifies the benefits
the plan paid.

This Certificate is entitled to recover from any and all settlements or
judgments, even those designated as pain and suffering or non-economic
damages only.

Cooperation: You must fully cooperate with Our efforts to recover the
benefits paid under this Certificate. You must notify Us within 30 days of the
date when any notice is given to any party, including an insurance company
or attorney, of Your intention to pursue or investigate a claim to recover
damages or obtain compensation due to Injury, Sickness or condition
sustained by You. You and Your agents, must provide all information
requested by Us or Our representative. This includes, but is not limited to,
completing and submitting any applications or other forms or statements as
We may reasonably request. Failure to do this may result in the termination
of benefits or the instigation of legal action against You.

You must do nothing:

To prejudice Our rights as described in this section; or

To prejudice Our ability to enforce the terms of this section.

This includes, but is not limited to, refraining from making any settlement or
recovery that attempts to reduce or exclude the full amount of all benefits
paid by this Certificate.

We have the right to conduct an investigation regarding the Injury, Sickness
or condition to identify any third party. We reserve the right to notify the third
party and his or her agents of Our lien. Agents include, but are not limited to:

Insurance companies; and

Attorneys.

Interpretation:In the event that any claim is made that any part of this
section is ambiguous, or questions arise as to the meaning or intent of any
of its terms, We have the authority to resolve all disputes regarding the
interpretation of this section.

Jurisdiction:Any legal action or proceeding with respect to this section may
be brought in any court of competent jurisdiction as We may choose. You
must submit to each such jurisdiction and waive whatever rights may
correspond to You by reason of Your present or future domicile.

Definitions: As used in this section, the terms listed below have the
meanings shown below:

Legal Guardian: This term means a person who has the care or the
legal or fiduciary responsibility to manage the affairs or property of
another.

Insurance Coverage:This term means any insurance which provides
coverage for:

Medical expense payments; or

Liability.
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This includes, but is not limited to:

Uninsured motorist coverage;

Underinsured motorist coverage;

Personal umbrella coverage;

Medical payments coverage;

Workers compensation coverage;

No-fault automobile insurance coverage; or

Any first party insurance.

Third Party:This term means any party actually, possibly, or potentially
responsible for making any payment to You due to Your Injury,
Sickness or condition. This term also means such party’s:

Liability insurer; or

Any insurance coverage.

But, this term does not mean:

Us; or

You.

You: This term means the covered Employee. It also includes Your
parent or Legal Guardian if You are a minor or incompetent.

B400.5135
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All Options

DEFINITIONS

Active Work, Actively At Work or Actively Working: These terms mean
You are able to perform, and are performing, all of the regular duties of Your
work for the Employer, on a Full-Time basis at:

One of the Employer’s usual places of business;

Some place where the Employer’s business requires You to travel;
or

Any other place You and the Employer have agreed on for Your
work.

B400.0225

All Options

Certificate: This term means this Certificate of Coverage, including the
Schedule of Benefits and any riders and enrollment forms that may be
attached to this Certificate.

B400.0336

All Options

Disability or Disabled: These terms mean that a current Sickness or Injury
causes impairment to such a degree that You are:

Not able to perform, on a Full-Time basis, the material and
substantial duties of Your Own Job; and

Not able to earn more than this Plan’s maximum allowed Disability
Earnings.

You are not Disabled if You perform any work for wage or profit during the
Elimination Period.

If, prior to your Disability, You are required to work more than 40 hours per
week, on average, You will not be considered Disabled if You can work for
40 hours per week.

Neither loss of a professional or occupational license due to misconduct or
unlawful activity, nor receipt of, or entitlement to, Social Security Disability
benefits in and of themselves constitute Disability under this Certificate.

B400.5136
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All Options

Disability Earnings: This term means the weekly income You earn from
Working While Disabled. It includes salaries, wages, commissions, bonuses
and any other compensation earned or accrued while working including
pension, profit sharing contributions, sick pay, paid time off, holiday and
vacation pay. When You have an ownership interest in the business,
Disability Earnings also includes business profits, attributable to You, whether
received or not. It includes any income You earn while Disabled and return to
the Employer, partnership, or any other similar business arrangement to
cover any business or overhead expenses. If You have the ability to work on
a Part-Time or Full-Time basis, Disability earnings also includes Maximum
Capacity Earnings beginning with the earlier of the date You have been:

Terminated from employment with the Employer;

Disabled for four weeks in a row; or

Offered a job or workplace modification by the Employer and You
do not return to work.

You may have held a job with an employer other than Your Employer,
immediately prior to the start of Your Disability. While benefits are payable
while Working While Disabled, Disability Earnings will not include earnings
from a job with an employer other than Your Employer, if such job was held
immediately prior to the start of Your Disability. If Working While Disabled
and the income from the job with the other employer exceeds Your average
amount of earnings for that other employer for the six months immediately
prior to the start of Your Disability, We will include such excess as Disability
Earnings.

B400.0234

All Options

Doctor: Any medical practitioner We are required by law to recognize. He or
she must:

Be properly licensed or certified by the laws of the state where he
or she practices; and

Provide services that are within the lawful scope of his or her
practice.

B400.0235

All Options

Effective Date: The date the Policy goes into force and effect as stated on
the cover page of the Certificate of Coverage, or any change to the Policy as
requested by the Policyholder and approved by Us and in force and effect as
stated on cover page of the Certificate of Coverage.

B400.0236
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All Options

Eligibility Date: This term means the earliest date You are eligible for
coverage under this Certificate, and you have satisfied all requirements for
coverage to begin, as required by this Certificate.

For an Employee in Active Work who has completed any waiting period
required by the Employer as of the Effective Date of this Certificate, the
Eligibility Date will be the Effective Date of this Certificate.

For an Employee in Active Work as of the Effective Date of this
Certificate who has not completed any waiting period required by the
Employer, the Eligibility Date will be the first date following the
completion of the required waiting period.

For an Employee hired on or after the Effective Date of this Certificate,
the Eligibility Date will be the later of the Employee’s date of hire, or the
first date following the completion of any waiting period required by the
Employer.

If this Certificate requires Employees to elect coverage under this
Certificate, the Eligibility Date will be the later of:

The Employee’s date of hire;

The first date following the completion of any waiting period
required by the Employer; or

The date We approve in writing Your application for any coverage
for which You are required to supply Proof of Insurability.

B400.0238

All Options

Elimination Period: This term means the period of time, as shown in the
Schedule of Benefits, You must be Disabled, due to a covered Disability,
before this Certificate’s benefits are payable.

Any days during which You return to work earning more than 20% of Your
Insured Earnings will not count toward the Elimination Period. If You are or
become eligible under any other similar group income replacement plan while
You are working during the Elimination Period, You will not be entitled to
benefits from this Certificate.

If You return to work earning more than 20% of Your Insured Earnings for
more than seven days during the Elimination Period, You must start a new
Elimination Period.

We do not require You to complete an Elimination Period if:

You were covered under a similar income replacement plan the
Employer had with another carrier on the day before this Certificate
starts; and

Your Disability would have been a Recurring Disability under the prior
plan had it remained in effect.

B400.0240
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All Options

Employee: This term means a person who works for the Employer at the
Employer’s place of business and whose income is reported to the United
States Internal Revenue Service, and/or a state for tax purposes. Partners
and proprietors will also be treated as Employees if the Conditions of
Eligibility requirements are met.

B400.0241

All Options

Employer: This term means CSWR, LLC

B400.0243

All Options

Full-Time: This term means:

You are not a Part-time Employee as defined by Your Employer and the
average number of hours You worked for the six Months prior to the last full
day worked was at least 30 hours per week at:

Your Employer’s place of business;

Some place where the Employer’s business requires You to travel; or

Any other place You and Your Employer have agreed upon for the
performance of Your job.

B400.0244

All Options

Gainful Occupationor Gainful Work: These terms mean work for which
You are, or may become, qualified by:

Training;

Education; or

Experience.

When You are able to perform such work, You can be expected to earn at
least 80% of Your Insured Earnings, within 12 months of returning to work.

B400.0245

All Options

Government Plan: This term means any of the following:

The United States Social Security Act;

The Railroad Retirement Act;

The Canadian Pension Plan; or

Any other plan provided under the laws of a state, province or any
other political subdivision.

It also includes:
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Any public employee Retirement Plan; or

Any plan provided in place of the above named plan or acts.

It does not include:

Any Workers’ Compensation Act or similar law;

The Jones’ Act;

The Longshoreman’s and Harbor Workers’ Compensation Act; or

The Maritime Doctrine of Maintenance, Wages, or Cure.

B400.0246

All Options

Gross Weekly Benefit: This term means this Certificate’s Weekly Benefit
before it is integrated with other income and earnings.

B400.0247

All Options

Injury: This term means a bodily Injury due to an accident that occurs while
You are covered by this Certificate. Subject to all other requirements, We will
cover a Disability caused by an Injury when the Disability starts within 90
days of the date of such Injury.

B400.0248

All Options

Insured Earnings: Only Your earnings from the Employer will be included as
Insured Earnings.

Your Gross Weekly Benefit may be limited due to Proof of Insurability
requirements. In this case, only the part of Your Insured Earnings that applies
to the amount of Your limited Gross Weekly Benefit is used to calculate
premiums due under this Certificate. We calculate benefit amounts and limits
based on the amount of Your Insured Earnings as of the date immediately
prior to the start of Your Disability. See the Proof of Insurability section of
this Certificate.

B400.0251

All Options

For Partners And S Corporation Shareholders: Insured
Earnings means the sum of the amounts listed below, divided by
52.

Your compensation as an Employee or S Corporation
shareholder, or guaranteed payments as a Partner, as
reported on Your Federal Income Tax Return(s), Form 1040,
for the prior calendar year, less the gross total of unadjusted
Employee business expenses as included on the
corresponding Schedule A-Itemized Deductions.
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Your non-passive income (loss) from trade of business as
reported on Schedule E - Part II of Your Federal Income Tax
Return(s), Form 1040, for the prior calendar year, less any
expenses incurred and reported elsewhere on Your Return;
and

Your contributions during the prior calendar year, deposited
into a:

Cash or deferred compensation plan, or salary
reduction plan, qualified under IRC section 401(k),
403(b), 457 or similar plan; and

Elective Employee pre-tax deferrals to a Section 125
plan or flexible spending account.

You may not have been a partner or S Corporation shareholder for
the full prior calendar year. In that case, Your earnings are based
on the weekly average of the sum of the listed amounts averaged
for the full number of weeks that You were a partner or S
Corporation shareholder during that calendar year.

For Sole Proprietors: Insured Earnings means the sum of the
amounts listed below.

Your average weekly net profit as determined from Schedule
C - Part II of Your Federal Income Tax Return(s), Form 1040
for the prior calendar year.

Your average weekly contribution during the prior calendar
year deposited into a:

Cash or deferred compensation plan, or salary
reduction plan, qualified under IRC section 401(k),
403(b), 457 or similar plan; and

Elective Employee pre-tax deferrals to a Section 125
plan or flexible spending account.

Weekly net profit is calculated as gross income less total
expenses.

You may not have been a sole proprietor for the prior calendar
year. In that case, We calculate average weekly net profit and
average weekly contributions using the full number of weeks that
You were a sole proprietor during such time.

For Any Other Employee Who Receives Base Salary Only:
Insured Earnings means Your base weekly salary from the
Employer. Your base weekly salary will include shift differential.

The term also includes Your contributions deposited into a:

Cash or deferred compensation plan, or salary reduction
plan, qualified under IRC section 401(k), 403(b), 457 or
similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.
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Earnings based on excluded income and Employer contributions
deposited into such 401(k), 403(b), 457 or similar plan are not
included.

The term also does not include:

Bonuses;

Commissions;

Overtime pay;

Expense accounts;

Stock options; and

Any other extra compensation.

If You are paid hourly, We calculate weekly earnings based on
actual hours worked or billed in the eight weeks before the start of
Your Disability. We do not include pay for hours worked or billed
over 40 per week.

For Employees Who Are Compensated On Less Than A 12
Month Basis: Insured Earnings means Your average rate of
weekly earnings determined from Your annual contract salary. If
You do not have an annual contract salary, Insured Earnings
means Your prior calendar year salary divided by twelve. Your
annual contract or prior calendar year salary will include shift
differential.

The term also includes Your contributions deposited into a:

Cash or deferred compensation plan, or salary reduction
plan, qualified under IRC section 401(k), 403(b), 457 or
similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.

Earnings based on excluded income and Employer contributions
deposited into such 401(k), 403(b), 457 or similar plan are not
included.

The term also does not include:

Overtime pay;

Expense accounts;

Stock options; and

Any other extra compensation.

If You are paid hourly, We calculate weekly earnings based on
actual hours worked or billed in the eight weeks before the start of
Your Disability. We do not include pay for hours worked or billed
over 40 per week.
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For Employees Whose Income Is Reported On A IRS Form
1099: Insured Earnings means Your average rate of weekly
earnings as figured from the 1099 form(s) received from the
Employer for the prior calendar year. Earnings are calculated as
Your earned income as reported on the 1099 form(s) minus
business expenses as reported on Schedule C - Part II of Your
Federal Income Tax Return(s), Form 1040. Your average rate of
weekly earnings is calculated as such earnings divided by 52 or
the number of weeks You worked for the Employer during such
calendar year, if less than 52.

The term also includes Your contributions deposited into a:

Cash or deferred compensation plan, or salary reduction
plan, qualified under IRC section 401(k), 403(b), 457 or
similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.

B400.0253

All Options

Maximum Capacity Earnings: This term means the income You could earn
if working to the fullest extent to which You are able in Your Own Job. We
decide the fullest extent of work You are able to do based on objective data
provided by any or all of the following sources:

Your treating Doctor;

Impartial medical or vocational exams;

Peer review specialists;

Functional capacities exams; and

Other medical and vocational specialists whose area of expertise
is appropriate to Your Disability.

B400.0261

All Options

Maximum Payment Period: This term means the longest time that benefits
are paid by this Certificate, subject to all terms, limitations and exclusions.

B400.0262

All Options

Month or Months or Monthly: These terms mean a consecutive 30 day
period.

B400.0264
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All Options

No-Fault Motor Vehicle Coverage: This term means a motor vehicle plan
that pays disability or medical benefits no matter who was at fault in an
accident.

B400.0265

All Options

Objective Medical Evidence: This term includes, but is not limited to:

Diagnostic testing;

Laboratory reports; and

Medical records of a Doctor’s exam

documenting clinical signs, presence of symptoms and test results consistent
with generally accepted medical standards supported by nationally
recognized authorities in the health care field.

B400.0266

All Options

Objective Proof of Your Restrictions and Limitations: During the Own
Job period this term means objective proof of Your inability to perform the
duties of Your Own Job, and including all restrictions and limitations relating
to Your inability to work.

B400.0267

All Options

Own Job: This term means Your job for the Employer. We use the job
description provided by the Employer to determine the duties and
requirements of Your Own Job.

B400.0268

All Options

Part-Time: This term means:

With respect to eligibility for benefits, the ability to work and earn
between 40% and 80% of Insured Earnings.

B400.0270

All Options

Policy: This term means the group Short Term Disability income coverage
described in the Policy and this Certificate.

B400.0272
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All Options

Proof Of Insurability: This term means the completion of an evidence of
insurability form, acceptable to Us, which shows that a person is insurable.
Any applicant required to submit Proof of Insurability is required to complete
and submit to Us an Enrollment/Change form and such additional forms as
we may require. Upon receipt of any required forms, We will review the
applicant’s responses to determine if the applicant is insurable, under our
underwriting rules then in place and, for the amount and type of coverage
selected. In order to determine if the applicant is insurable, We may need to
obtain and review the applicant’s:

Medical history, prescription history, and records relating to treatment,
diagnostic testing, hospitalization and the like;

Financial records and information; and

Records pertaining to the applicant’s driving and motor vehicle history.

No coverage requiring Proof of Insurability will become effective unless and
until it is approved by Us in writing. Our receipt of any premiums associated
with coverage requiring Proof of Insurability does not waive or modify any
requirement that must be satisfied for coverage to begin, including but not
limited to the requirement that the Applicant submit Proof of Insurability. In
the event that any premiums are overpaid, Our only obligation is to return the
amount of overpaid premiums.

B400.5144

All Options

Reasonable Accommodation: This term means any modification or
adjustment that the Employer willingly provides to:

A job;

An employment practice;

A work process; or the work place.

The modification or adjustment must make it possible for a Disabled person
to:

Reach the same level of performance as a similarly situated
non-disabled person; or

Enjoy equal benefits and privileges of employment as are available
to a similarly situated non-disabled person.

The modification or adjustment must not place an undue hardship on the
Employer.

B400.0274
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All Options

Recurring Disability: This term means a later Disability that:

Is related to an earlier Disability for which this Certificate paid
benefits; and

Meets the conditions described in the Recurring Disability section
of this Certificate.

B400.0275

All Options

Regular and Appropriate Care: This term means, with respect to Your
disabling condition(s) and any other condition(s) which, if left untreated,
would adversely affect Your disabling condition, You:

Visit a Doctor as frequently as medically required, according to
generally accepted medical standards, to effectively manage these
conditions; and

Are receiving the most appropriate treatment, according to
generally accepted medical standards, designed to achieve
maximum medical improvement in these conditions.

Treatment must be provided by a Doctor or Doctors whose specialty is most
appropriate according to generally accepted medical standards for Your:

Disability; and

Any other conditions which left untreated would adversely affect
Your disabling condition.

Generally accepted medical standards are those supported by nationally
recognized authorities in the health care field including:

The American Medical Association (AMA);

The AMA Board of Medical Specialties;

The Food and Drug Administration;

The Centers for Disease Control;

The National Cancer Institute;

The National Institutes of Health;

The Department of Health and Human Services; and

Any other agency of similar repute.

B400.0276

All Options

Rehabilitation Agreement: This term means a formal agreement between:

You;
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Us; and

Your Employer, if needed.

It outlines the Rehabilitation Program in which You agree to take part.

B400.0277

All Options

Rehabilitation Program: This term means a program of work or job-related
training for You that We approve in writing. Its aim is to restore Your wage
earning abilities.

B400.0278

All Options

Retirement Plan: This term means a defined benefit or defined contribution
plan funded wholly or in part by the Employer’s deposits for Your benefit.
The term does not include:

Profit sharing plans;

Thrift plans;

Non-qualified deferred compensation plans;

Individual retirement accounts;

Tax sheltered annuities;

401(k), 403(b), 457 or similar plans; or

Stock ownership plans.

Retirement Plan retirement benefits are lump sum or periodic payments at
normal or early retirement. Some Retirement Plans make payments for
Disability (as defined by those plans) that start before normal retirement age.
When such payments reduce the amount that would have been paid at
normal retirement age, they are retirement benefits. When such payments do
not reduce the normal retirement amount, they are disability benefits.

B400.0282

All Options

Short Term Disability: This term means the Short Term Disability income
coverage described in the Policy and this Certificate.

B400.0283

All Options

Sickness: This term means an illness or disease. Pregnancy is treated as a
Sickness under this Certificate.

B400.0284
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All Options

Spouse: This term means the person to whom You are legally married, as
recognized and allowed by federal law, or state law in Your state of
residence or the state in which the marriage was recorded.

B400.0492

All Options

We, Us and Our: These terms mean The Guardian Life Insurance Company
of America.

B400.0286

All Options

Week: This term means, during the Elimination Period, a consecutive 7 day
period.

B400.0287

All Options

Weekly Benefit: This term means this Certificate’s Gross Weekly Benefit
reduced by other income. If You are Working While Disabled, Your Weekly
Benefit will be further reduced based on the amount of Your Disability
Earnings.

B400.0288

All Options

Working While Disabled: This term means You are working and earning a
gross monthly income of 20% or more of Insured Earnings.

B400.0290

All Options

You or Your: These terms mean the covered Employee.

B400.0291
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All Options

SHORT TERM DISABILITY INCOME COVERAGE SCHEDULE OF BENEFITS

The Guardian Life Insurance Company of America
10 Hudson Yards

New York, New York 10001
(212) 598-8000

Effective March 1, 2018 this Schedule of Benefits is attached to the
Certificate. This Schedule of Benefits replaces any previously issued
Schedule of Benefits.

B400.0630

All Options

Elimination Period
During Disability

For Disability due to Injury none. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

For Disability due to Sickness 7 days. . . . . . . . . . . . . . . . . . . . . . . . . . . .

B400.0632

All Options

Maximum Payment
Period For Each

Disability

For Disability due to Injury 13 weeks. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

For Disability due to Sickness 13 weeks. . . . . . . . . . . . . . . . . . . . . . . . . .

B400.0635

All Options

Gross Weekly
Benefit

60% of Your Insured Earnings to a maximum benefit of $1,500.00.

The benefit will be rounded to the nearest $1.00, if not already a multiple of
that amount.

Note: We integrate Your Gross Weekly Benefit with certain other income
You may receive. Read all of the terms of this Certificate to see:

The other income with which We integrate; and

How We integrate.

B400.0639
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All Options

Proof of Insurability
Requirements

Depending on the coverage sought, You may be required to supply proof
that the person applying for coverage is insurable for the type and amount of
coverage selected. This requirement is called Proof of Insurability. For
purposes of this section, any person applying for coverage requiring Proof of
Insurability is referred to as an "applicant."

To determine if the applicant is required to submit Proof of Insurability for the
type and amount of coverage sought, please see below.

Any applicant required to submit Proof of Insurability must complete and
submit to Us an acceptable Enrollment/Change form. We may also require
the completion of additional forms so that we may determine whether the
applicant is insurable, according to Our underwriting standards for the type
and amount of insurance for which the applicant applied. To determine if the
applicant is insurable, We may also need to obtain and review the
applicant’s:

Health and medical history;

Prescription history;

Records relating to treatment;

Diagnostic testing;

Hospitalization and the like; and

Records pertaining to the applicant’s driving and motor vehicle history.

No coverage requiring Proof of Insurability will become effective unless and
until it is approved by Us in writing. Our receipt of any premiums associated
with coverage requiring Proof of Insurability does not waive or modify any
requirement that must be satisfied for coverage to begin, including but not
limited to the requirement that the applicant submit Proof of Insurability. In
the event that any premiums are overpaid, Our only obligation is to return the
amount of overpaid premiums.

The Employer, or its designee, must give Us complete and accurate
information so that we may determine:

Who is insured;

The type and amount of coverage for which someone is insured; and

Any other information required so that Guardian may meet its
obligations under the Certificate.

We require Proof of Insurability as follows:

If You:

Do not meet this Certificate’s enrollment requirement within 30 days
after You first become eligible; or

Enroll after You previously had coverage which ended because You
failed to make a required payment.

We will require Proof of Insurability. And, You will not be covered until We
approve that proof in writing.
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If Your active Full-Time work ends before You meet any Proof of Insurability
requirements that apply, You will still have to meet those requirements if You
are later re- employed by the Employer or an associated company within 30
days.

You must give Us Proof of Insurability if You were previously declined or
would have been considered a late enrollee under a group short term
disability plan which this Certificate replaced.

You must give Us Proof of Insurability for any amount greater than the
amount for which You were covered under the group short term disability
plan which this Certificate replaced.

You must give Us Proof of Insurability before You can be covered for this
Certificate.

If You request to change Your plan election to a higher level of coverage,
Proof of Insurability is required. You will not be covered for the higher level
of coverage until We approve that proof in writing.

Any level of coverage that requires Proof of Insurability takes effect on the
date We approve that proof in writing. But, You must be Actively At Work on
a Full-Time basis on that date. If You are not, the new level of coverage will
take effect on the date You return to Active Work on a Full-Time basis. In
any case, the new level of coverage will not apply to a Recurring Disability.

B400.0652

All Options

Changes To Coverage

Changes In
Coverage Amounts

If You are not Actively At Work on a Full-Time basis, any change in Your
amount of coverage will not become effective prior to the date You return to
Active Work on a Full-Time basis.

Changes In
Insurance

Classification

If Your classification changes, coverage will not be changed to the new
amount until the first day on which You are: (1) Actively At Work on a
Full-Time basis; and (2) make a contribution, if required, for the new
classification.

If a contribution is required for the new classification for which a larger
amount of coverage is provided, You must make the required contribution for
the new amount within 31 days of the change. If You do not make the
required contribution within 31 days of the change or within 31 days of
becoming Actively At Work on a Full-Time basis, if You are not Actively At
Work on a Full-Time basis, when Your classification changes, no increase
will be allowed due to such change or any later change. In that case, in order
to become covered for the larger amount, You must:

Make the required contribution for the new amount; and

Furnish Proof of Insurability to Us, which We approve in writing.

If the coverage amount was previously reduced because of age or
retirement, it will be retained at the reduced amount.

B400.0661
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All Options

SUPPLEMENTAL RIDERS

B400.1022
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All Options

CERTIFICATE RIDER

This Rider is effective as of the effective date of the Employee’s Certificate.
If this Rider is added to an inforce Certificate, the Rider becomes effective
on its issue date. This Rider amends the Certificate by the addition of the
following:

Quarantine Benefit Rider

We pay a benefit if You:

Are not Disabled; and

Are Quarantined due to an Infectious and Contagious disease.

What We pay is subject to the terms shown below and to all the other terms
of the Certificate.

When and How Quarantine Benefit Payments Start: To be eligible for a
benefit under this Rider, You must meet all of the conditions shown below.

You must be suspected of carrying or having been exposed to an
Infectious and Contagious Disease as determined by a Doctor;

You must be ordered by a Doctor to serve under Quarantine;

You must provide Proof of the Quarantine order;

Prior to being ordered under Quarantine, You must have been:

Covered by this Rider; and

Performing the material and substantial duties of Your Own Job with
your Employer; Full-time.

You must not be Disabled; and

You must remain under Quarantine during the Elimination Period
required under the Certificate and continue to remain under Quarantine
at the end of the Certificate’s Elimination Period.

What We Pay: We calculate the Quarantine Benefit in the same way as We
calculate a Weekly Benefit under the Certificate, paid for the length of the
Quarantine Period that remains after the end of the Certificate’s Elimination
Period.

If Your Quarantine Period is for part of a week, We compute Your payment
as 1/7th of the benefit to which You would be entitled for the full week times
the number of days You are under Quarantine. Payment will not be made for
more than seven days in any week. This benefit is paid weekly, in arrears.

Continued Eligibility for Quarantine Benefit Payments:We require
periodic proof that You:

Continue to be subject to Quarantine; and

The Quarantine Period is still in effect.
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When The Quarantine Benefit Payments End: We stop paying this benefit
on the earliest of the dates shown below.

The date You are Disabled; and

The date the Quarantine Period ends or the Quarantine is terminated by
order of the U.S. Secretary of Health and Human Services or the
Centers for Disease Control and Prevention (CDC.)

Definitions

This section defines certain terms appearing in this Rider. Additional terms,
not listed here, are defined in the Certificate.

Infectious and Contagious Disease: This term means a disease classified
by the CDC as:

Infectious and contagious; and

Potentially life threatening to those who come in contact with the
infected person.

Quarantine or Quarantined: These terms mean a period of time during
which You are placed in enforced isolation as ordered by either the U.S.
Secretary of Health and Human Services or the CDC, as You are suspected
of carrying or having been exposed to an Infectious and Contagious Disease.

Quarantine Period: This term means that the enforced isolation is for the
maximal incubation period of the disease, and is intended to determine if You
have contracted an Infectious and Contagious Disease, and to prevent the
spread of the disease.

This Rider is a part of the Certificate. Except as stated in this Rider, nothing
contained in this Rider changes or affects any other terms of the Certificate.

The Guardian Life Insurance Company of America

Senior Vice President, Group and Worksite Markets

B400.5154
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All Options

CERTIFICATE AMENDATORY RIDER

This Rider is effective on the Policy Date. If this Rider is added after the
Policy Date, the Rider becomes effective on its issue date.

This Rider amends the Certificate by the replacement of the following Benefit
Provisions:

Other Income Benefits: You may receive, or be entitled to receive, income
shown in the list below. We will reduce Your Gross Weekly Benefit by such
other income benefits to determine Your Weekly Benefit from this Certificate.

Commissions or monies received, payable but not deferred, or paid
after Disability benefits start.

This includes:

Vested and nonvested renewal commissions;

Bonuses;

Royalties; and

Other distributions.

Disability benefits from any mandated benefit act or law. This includes
all temporary disability or state disability benefits required by law.

Disability benefits from all group policies or plans of the Employer. This
includes payments made by a group life insurance plan due to Your
Disability. This does not include payments made from a group life
insurance plan’s:

Accelerated death benefit; or

Like provision that allows payment of such plan’s proceeds due to
terminal illness.

Disability benefits from any other group policy or plan; but, if the other
group plan was in force prior to this Certificate, and the other group
plan also deducts for Disability benefits from any other group plan, We
will not deduct these other group Disability benefits.

Income received from partnership distributions but only to the extent
that such income plus the amount of Your Gross Weekly Benefit is
more than 100% of Your Insured Earnings.

Benefits from: The United States Social Security Act; The Railroad
Retirement Act; or any other like U.S. or Canadian plan or act.

This includes:

(a) All Disability benefits for which: (i) You are entitled; and (ii)
Your Spouse and children are entitled due to Your Disability;
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(b) All unreduced retirement benefits for which: (i) You are
entitled and awarded; and (ii) Your Spouse and children are
entitled and awarded due to Your entitlement; and

(c) All reduced retirement benefits paid to: (i) You; and (ii) Your
Spouse and children due to Your receipt of such benefits.

We do not reduce Your Gross Weekly Benefit by the retirement
benefits described in (b) and (c) above, to the extent that You and Your
dependents were entitled and awarded to receive such income prior to
the start of Disability. We will reduce the Gross Weekly Benefit by
marginal increases in such income You and Your dependents were
entitled and awarded after Disability begins.

We will reduce Your Gross Weekly Benefit by Your dependent s
benefits described in (a), (b) and (c) above if: (i) the dependent s
benefits are provided to You by the Social Security Administration; (ii) at
the time that the Social Security Administration makes its first payment
of the dependent benefits described in (a), (b), and (c) above, the
dependent child remains a minor dependent or an adult Disabled
dependent; and (iii) the dependent benefits You are entitled to are
greater than any dependent benefit being received by another person.
Under these circumstances, We will reduce Your Gross Weekly Benefit
by the difference between the amount the dependent was awarded
under the prior recipient and the amount awarded the dependent under
Your benefits.

We do not reduce Your Gross Weekly Benefit by the benefits to which
You are entitled, as described in (a), (b), and (c) above unless such
benefits are greater than any widow/widower benefit You are receiving.
And then We reduce Your Gross Weekly Benefit by the difference.

Income of the type that is included in Your Insured Earnings for
purposes of determining Your Gross Weekly Benefit under this
Certificate.

That portion of Retirement Plan retirement benefits which the Employer
funds.

That portion of Retirement Plan Disability benefits which the Employer
funds.

Retirement benefits or Retirement Plan disability benefits, due to Your
Disability, from any Government Plan other than those shown above.

Disability benefits from any:

No-Fault Motor Vehicle Coverage;

Motor vehicle financial responsibility act; or

Like law.

Payment or settlement, with or without admission of liability, from: A
Workers’ Compensation law; an occupational disease law; or any other
act or law of like intent.

This includes:

The Jones’ Act;
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The Longshoreman’s and Harbor Workers’ Compensation Act; or

Any Maritime doctrine of Maintenance, Wages or Cure.

If You receive a payment net of attorney fees approved by the Workers’
Compensation Board or similar authority, We reduce Our benefit by the
net payment.

Disability benefits from any third party when Your Disability is the result
of the negligence or intentional tort liability of that third party.

Unemployment compensation benefits.

Payment from Your Employer as part of a termination or severance
agreement.

Payments from a paid leave, or a similar plan that pays for an approved
leave, but only to the extent that such income plus the amount of Your
Gross Weekly Benefit is more than 100% of Your Insured Earnings.

We reduce Your Gross Weekly Benefit with income shown above that You
are entitled to receive without regard to the reason You are entitled to
receive it.

Our right to reduce Your benefit by such income shall not be negated by a
transfer of claim liability to a third party. Payment by such third party by law,
settlement, judgment, waiver or otherwise shall not negate Our right.

B440.0277

All Options

Other Income Not Subject to Deduction: We will not reduce Your Gross
Weekly Benefit by any income You receive or are entitled to receive from the
list below.

Deferred compensation arrangements such as 401(k), 403(b) or 457
plans;

Profit sharing plans;

Thrift plans;

Tax sheltered annuities;

Stock ownership plans;

Individual Retirement Accounts (IRA);

Individual disability income policies;

Credit disability insurance;

Non-qualified plans of deferred compensation;

Pension plans for partners;

Retirement plans of another Employer not affiliated with this Certificate;

Military pension and disability plans;

Income from a sick leave, salary continuance, or paid time off plan;
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Critical Illness insurance, unless the benefit is paid out as a wage
replacement benefit;

Accident insurance, unless the benefit is paid out as a wage
replacement benefit;

Specified Disease insurance, unless the benefit is paid out as a wage
replacement benefit;

Cancer insurance, unless the benefit is paid out as a wage replacement
benefit.

The Guardian Life Insurance Company of America

Senior Vice President, Group and Worksite Markets

B440.0286
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All Options

STATEMENT OF ERISA RIGHTS

The Guardian Life Insurance Company of America
10 Hudson Yards

New York, New York 10001
(212) 598-8000

Your group Short Term and/or Long Term Disability Income benefits may be
covered by the Employee Retirement Income Security Act of 1974 (ERISA).
If so, you are entitled to certain rights and protections under ERISA.

ERISA provides that all plan participants shall be entitled to:

Receive Information
about Your Plan and

Benefits

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

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

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

Prudent Actions by
Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon
the people who are responsible for the operation of the employee benefit
plan. The people who operate the plan, called "fiduciaries" of the plan, have
a duty to do so prudently and in the interest of plan participants and
beneficiaries. No one, including your employer, your union, or any other
person may fire you or otherwise discriminate against you in any way to
prevent you from obtaining a welfare benefit or exercising your rights under
ERISA.

Enforcement of
Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part,
you have a right to know why this was done, to obtain copies of documents
relating to the decision without charge, and to appeal any denial, all within
certain time schedules (see Claims Procedures below).
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Under ERISA, there are steps you can take to enforce the above rights. For
instance, if you request a copy of plan documents or the latest annual report
from the plan and do not receive them within 30 days, you may file suit in a
state or Federal court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110.00 a day until
you receive the material, unless the materials were not sent because of
reasons beyond the control of the administrator. If you have a claim for
benefits which is denied or ignored, in whole or in part, you may file suit in a
federal court. If it should happen that plan fiduciaries misuse the plan’s
money or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a
Federal court. The court will decide who should pay court costs and legal
fees. If you are successful, the court may order the person you sued to pay
these costs and fees. If you lose, the court may order you to pay these costs
and fees, for example, if it finds that your claim is frivolous.

Assistance with
Questions

If you have questions about the plan, you should contact the plan
administrator. If you have questions about this statement or about your rights
under ERISA, or if you need assistance in obtaining documents from the plan
administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor listed in your telephone
directory or the Employee Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue N.W., Washington D.C. 20210. You may
also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security
Administration.

Disability Benefits
Claims Procedure

If you seek benefits under the plan you should complete, execute and submit
a claim form. Claim forms and instructions for filing claims may be obtained
from The Guardian Life Insurance Company of America (hereinafter
referenced as Guardian).

Guardian is the Claims Fiduciary with discretionary authority to interpret and
construe the terms of the Policy, the Certificate, the Schedule of Benefits,
and any riders, or other documents or forms that may be attached to the
Certificate or the Policy, and any other plan documents. Guardian has
discretionary authority to determine eligibility for benefits and coverage under
those documents. Guardian has the right to secure independent professional
healthcare advice and to require such other evidence as needed to decide
your claim.

In addition to the basic claim procedure explained in your certificate,
Guardian will also observe the procedures listed below. These procedures
are the minimum requirements for benefit claims procedures of employee
benefit plans covered by Title 1 of ERISA.

Definitions "Adverse determination" means any denial, reduction or termination of a
benefit or failure to provide or make payment (in whole or in part) for a
benefit.

Timing for Initial
Benefit

Determination

The benefit determination period begins when a claim is received. Guardian
will make a benefit determination and notify a claimant within a reasonable
period of time, but not later than the maximum time period shown below. A
written or electronic notification of any adverse benefit determination must be
provided.
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Guardian will provide a benefit determination not later than 45 days from the
date of receipt of a claim. This period may be extended by up to 30 days if
Guardian determines that an extension is necessary due to matters beyond
the control of the plan, and so notifies the claimant before the end of the
initial 45-day period. Such notification will include the reason for the
extension and a date by which the determination will be made. If prior to the
end of the 30-day period Guardian determines that an additional extension is
necessary due to matters beyond the control of the plan, and so notifies the
claimant, the time period for making a benefit determination may be extended
for up to an additional period of up to 30 days. Such notification will include
the special circumstances requiring the extension and a date by which the
final determination will be made.

A notification of an extension to the time period in which a benefit
determination will be made will include an explanation of the standards upon
which entitlement to a benefit is based, any unresolved issues that prevent a
decision of the claim, and the additional information needed to resolve those
issues.

If Guardian extends the time period for making a benefit determination due to
a claimant’s failure to submit information necessary to decide the claim, the
claimant will be given at least 45 days to provide the requested information.
The extension period will begin on the date on which the claimant responds
to the request for additional information.

B997.0232

Adverse Benefit
Determination

If a claim is denied, Guardian will provide a notice that will set forth:

The specific reason(s) for the adverse determination;

References to the specific provisions in the Policy, Certificate, plan or
other documents, on which the determination is based;

A description of any additional material or information necessary to
perfect the claim and an explanation of why such material or
information is necessary;

A description of the plan’s claim review procedures which a claimant
may follow to have a claim for benefits reviewed and the time limits
applicable to such procedures;

A statement disclosing any internal rule, guideline, protocol or similar
criterion relied on in making the adverse benefit determination (or a
statement that such information will be provided free of charge upon
request); or a statement that no internal rule, guideline, protocol or
similar criterion was relied upon in making the adverse benefit
determination;

If applicable, an explanation of the basis of disagreement with or not
following the views presented by you, of health care professionals who
treated you and vocational professionals who evaluated you;
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If applicable, an explanation of the basis for disagreeing with or not
following the views of any medical or vocational expert whose advice
was obtained on our behalf in connection with the adverse benefit
determination, without regard to whether the advice was relied upon in
making the determination;

If applicable, an explanation of the basis for disagreeing with or not
following a disability determination made by the Social Security
Administration that you present to us;

A description of the plan’s review procedures and the time limits
applicable to such procedures, including a statement of the claimant’s
right to bring a civil action under ERISA Section 502(a) following an
adverse benefit determination on appeal, and;

In the case of an adverse benefit determination based on medical
necessity or experimental treatment, notice will either include an
explanation of the scientific or clinical basis for the determination, or a
statement that such explanation will be provided free of charge upon
request.

Appeal of Adverse
Benefit

Determinations

If a claim is wholly or partially denied, the claimant will have up to 180 days
to make an appeal. Guardian will conduct a full and fair review of an appeal
which includes providing to claimants the following:

The opportunity to submit written comments, documents, records and
other information relating to the claim;

The opportunity, upon request and free of charge, for reasonable
access to, and copies of, all documents, records and other information
relevant to the claim; and

A review that takes into account all comments, documents, records
and other information submitted by the claimant relating to the claim,
without regard to whether such information was submitted or
considered in the initial benefit determination.

In reviewing an appeal, Guardian will:

Provide for a review conducted by a named fiduciary who is neither
the person who made the initial adverse determination nor that
person’s subordinate;

In deciding an appeal based upon a medical judgment, consult with a
health care professional who has appropriate training and experience
in the field of medicine involved in the medical judgment;

Identify medical or vocational experts whose advice was obtained in
connection with an adverse benefit determination; and

Ensure that a health care professional engaged for consultation
regarding an appeal based upon a medical judgment shall be neither
the person who was consulted in connection with the adverse benefit
determination, nor that person’s subordinate.
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Guardian will notify the claimant of its decision not later than 45 days after
receipt of the request for review of the adverse determination. This period
may be extended by an additional period of up to 45 days if Guardian
determines that special circumstances require an extension of the time
period for processing and so notifies the claimant before the end of the initial
45-day period.

A notification with respect to an extension will indicate the special
circumstances requiring an extension of the time period for review, and the
date by which the final determination will be made.

In the event Guardian denies the appeal of an adverse benefit determination,
it will:

Provide the specific reason or reasons why the appeal was denied;

Refer to the specific provisions in the Policy, Certificate, plan, or other
documents on which the benefit determination is based;

Provide a statement that the claimant is entitled to receive, upon
request and free of charge, reasonably access to, and copies of all
documents, records, and other information relevant to the claimant’s
claim for benefits;

Provide a statement disclosing any internal rule, guideline, protocol or
similar criterion relied on in making the adverse benefit determination
(or a statement that such information will be provided free of charge
upon request); or a statement that no internal rule, guideline, protocol
or similar criterion was relied upon in making the adverse benefit
determination;

If applicable, provide an explanation of the basis of disagreement with
or not following the views presented by you, of health care
professionals who treated you, and vocational professionals who
evaluated you;

If applicable, provide an explanation of the basis for disagreeing with
or not following the views of any medical or vocational expert whose
advice was obtained on our behalf in connection with the adverse
benefit determination, without regard to whether the advice was relied
upon in making the determination;

If applicable, provide an explanation of the basis for disagreeing with
or not following a disability determination made by the Social Security
Administration that you present to us;

Provide a statement describing the claimant’s right to bring a civil suit
under Section 502(a) of the Employee Retirement Income Security Act
of 1974 which shall also describe any applicable contractual limitations
period that applies the claimant’s right to bring such an action,
including the calendar date on which the contractual limitations period
expires for the claim, and;
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In the event the adverse benefit determination is based on a medical
necessity or experimental treatment or similar exclusion or limit,
provide either an explanation of the scientific or clinical judgment for
the determination, applying the terms of the plan to the claimant’s
medical circumstances, or a statement that such explanation will be
provided free of charge upon request.

Alternative Dispute
Options

The claimant and the plan may have other voluntary alternative dispute
resolution options, such as mediation. One way to find out what may be
available is to contact the local U.S Department of Labor Office and the
State insurance regulatory agency.

In addition to any legal rights you may have under section 502(a), if you
believe that we have violated ERISA’s procedural requirements, you may
request that we review any claimed violation(s) and we will respond to you
within ten days.

B997.0233
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This Booklet Includes All Benefits For Which You Are Eligible.

You are covered for any benefits provided to you by the policyholder at no cost.

But if you are required to pay all or part of the cost of insurance you will only be covered for those
benefits you elected in a manner and mode acceptable to Guardian such as an enrollment form and
for which premium has been received by Guardian.

"Please Read This Document Carefully".

KY2020-00290_BW_0590
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CERTIFICATE OF COVERAGE

The Guardian
10 Hudson Yards

New York, New York 10001
(212) 598-8000

The group Long Term Disability Income Coverage described in this Certificate is attached to
the group Policy effective March 1, 2018. This Certificate replaces any Certificate previously
issued under this Plan or under any other plan providing similar or identical benefits issued
to the planholder by Guardian.

GROUP LONG TERM DISABILITY INCOME COVERAGE

Guardian certifies that the Employee to whom this Certificate is issued is eligible for the
coverage, and in the amount described herein. In order to be eligible for coverage, the
Employee must: (a) satisfy all of this Certificate’s eligibility and Effective Date requirements;
(b) be listed in Our and/or the Policyholder’s records as a validly covered Employee under
this Certificate; (c) all required premium payments must have been made by or on behalf of
the Employee; and (d) satisfy any necessary Proof of Insurability requirements.

The Employee is not covered by any part of this Certificate for which he or she has waived
coverage. Such a waiver of coverage is shown in Our and/or the Policyholder’s records.

Policyholder: CSWR, LLC
Group Policy Number: 00787860

The Guardian Life Insurance Company of America

Senior Vice President, Group and Worksite Markets

B400.5163
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If You are not satisfied for any reason, You may return this Certificate
to Us within ten days from the date You receive it. If You return it
within the ten day period, this Certificate will be void from the
beginning. We will refund any premium paid.

B400.5165
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All Options

GENERAL PROVISIONS

Applicable Benefits

This Certificate may include multiple benefit options and types of benefits.
You will only be covered for benefits if:

They were previously selected in an acceptable manner and
mode, such as an enrollment form or other required form; and

We have received any required premium.

If Proof of Insurability is required, You will not be covered unless You satisfy
the Proof of Insurability requirements stated in the Certificate and Schedule
of Benefits.

B400.0342

All Options

Limitation of Authority

Only the President, a Vice President or a Secretary of Guardian, has the
authority to act for Us in a written and signed statement to:

Determine whether any contract, Policy or Certificate is to be
issued;

Waive or alter any contract or Policy provisions, or any of Our
requirements;

Bind Us by any statement or promise relating to the contract
issued or to be issued; or

Accept any information or representation which is not in a signed
application.

Agents and brokers do not have the authority to change the contract or
Policy or waive any of its provisions.

B400.0344
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All Options

Incontestability

This Certificate is incontestable after two years from its date of issue, except
for non-payment of premiums.

No statement in any application, except a fraudulent statement, made by You
will be used to contest the validity of Your insurance or to deny a claim for a
loss incurred, or for a disability which starts, after such insurance has been
in force for two years during Your lifetime.

B400.5167

All Options

Examination

We have the right to have a Doctor(s) of Our choice examine the person for
whom a claim is being made under this Certificate as often as We feel
reasonably necessary. We will pay for all such examinations.

B400.5168
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All Options

ELIGIBILITY FOR LONG TERM DISABILITY INCOME COVERAGE

Conditions Of Eligibility

You are eligible for Long Term Disability if You are:

In an eligible class of Employees;

An active Full time Employee;

Legally working in the United States and/or Canada or working
outside of the United States for a United States based Employer in
a country or region approved by Us; and

Working at least the minimum required number of hours of an
Employee in Your eligible class at:

The Employer’s place of business;

Some place where the Employer’s business requires You to
travel; or

Any other place You and the Employer have agreed upon for
the performance of occupational duties.

B400.0349

All Options

You are not eligible for Long Term Disability if You are:

A temporary or seasonal Employee.

B400.0352

All Options

Enrollment Requirement: If You must pay all or part of the cost of Your
coverage, We will not cover You until You enroll and agree to make the
required payments.

B400.0354

All Options

Proof of Insurability: Part or all of Your insurance amounts may be subject
to Proof of Insurability. The Schedule Of Benefits explains if and when We
require proof. You will not be covered for any amount that requires such
proof until You give the proof to Us and We approve that proof in writing.

B400.0355
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All Options

The Waiting Period: If You are in an eligible class, You are eligible for Long
Term Disability under this Certificate after You complete the service waiting
period, if any, established by the Employer.

B400.0356

All Options

Multiple Employment: If You work for both the Employer and a covered
associated company, or for more than one covered associated company, We
will treat You as if only one firm employs You. You will not have multiple
Long Term Disability coverage under this Policy. But, if this Policy uses the
amount of Your Insured Earnings to set the rates, determine class, figure
coverage amounts, or for any other reason, such Insured Earnings will be
figured as the sum of Your Insured Earnings from all covered Employers.

B400.0357

All Options

When Coverage Starts

For coverage to start, You must be fully capable of performing the material
and substantial duties of Your Own Occupation for the Employer and working
the minimum required number of hours of an Employee in Your eligible class
at 12:01 A.M. Standard Time for Your place of residence on Your scheduled
Eligibility Date. And, for coverage to start, You must meet all of the
Conditions of Eligibility described above and the conditions shown below
which apply to You. If You are not fully capable of performing the material
and substantial duties of Your Own Occupation on Your scheduled Eligibility
Date, We will postpone the start of Your coverage until You are so capable
and working the minimum required number of hours of an Employee in Your
eligible class for one full day, with the capacity to do so for one full week.

Your coverage is scheduled to start on Your Eligibility Date.

B400.5171

All Options

Exception to When Coverage Starts

Sometimes a scheduled Eligibility Date is not a regularly scheduled work day.
If the scheduled Eligibility Date falls on:

A holiday;

A vacation day;

A non-scheduled work day;

A day during an approved leave of absence not due to Sickness
or Injury, of 90 days or less; or
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A day during a period of absence that is less than 7 days in
duration;

and if:

You are fully capable of performing the material and substantial
duties of Your Own Occupation for the Employer for the minimum
number of hours of an Employee in Your eligible class at 12:01
AM Standard Time for Your place of residence on the scheduled
Eligibility Date; and

You were performing the material and substantial duties of Your
Own Occupation and working the minimum number of hours of an
Employee in Your eligible class on Your last regularly scheduled
work day.

Your coverage will start on the scheduled Eligibility Date. However, any
coverage or part of coverage for which You must elect and pay all or part of
the cost, will not start if You are on an approved leave, layoff or absence and
such coverage or part of coverage was not previously in force for You under
a prior plan which this Certificate replaced.

Any part of Your coverage which is subject to Proof of Insurability will not
start unless You send such proof to Us, and We approve it in writing. Once
We have approved it, that part of Your coverage is scheduled to start on
Your approved Eligibility Date.

B400.5172

All Options

When Coverage Ends

Your coverage will end on the first of the following dates:

The date Your Active Full-Time Work ends for any reason, except
as shown below under Continuation Of Coverage.

The date You stop being an eligible Employee under this
Certificate.

The date You are no longer working in the United States and/or
Canada, or no longer working outside of the United States for a
United States based Employer in a country or region approved by
Us. Any incidental business or personal travel outside of the
United States and/or Canada, or outside of a country or region
approved by Us, is covered. Such travel will be considered
incidental if it is for a period not to exceed 30 consecutive days.

The date the group Certificate ends, or is discontinued for a class
of Employees to which You belong.

The last day of the period for which required payments are made
for You.

If You are required to pay all or part of the cost of Your coverage,
and You fail to do so, Your coverage ends at the end of the grace
period for the payment of premium.

KY2020-00290_BW_0599

• 

• 

• 

• 

• 

• 

• 

• 

• 



GC-LTD-16-MO

00787860/00004.0/ /U91748/9999/0001 P. 6

The date You die.

You may have the right to continue certain group benefits for a limited time
after Your coverage would otherwise end. Read this Certificate carefully for
details and discuss with your Employer or administrator. Any provisions that
allow continuation of such group benefits must be offered and administered
on a fair and equitable basis.

B400.5178
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All Options

CONTINUATION OF COVERAGE

Coverage During Disability

You may be Disabled when Your Active Full-Time Work ends In that case,
Your coverage will remain in force during the:

Elimination Period, subject to payment of required premiums; and

The period of time for which benefits are payable by this
Certificate.

But, in order for Your coverage to continue, the Disability:

Must be covered by this Certificate;

And benefits must not be excluded due to this Certificate’s
Pre-Existing Conditions provision, or any other exclusion.

If You’re Disabled when Your Active Full-Time Work ends due to a job-
related Injury or Sickness for which benefits are not payable Your coverage
will remain in force until the earlier of the date:

You are terminated from employment with the Employer; or

You have been Disabled for 6 Months.

B400.0378
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All Options

LONG TERM DISABILITY INCOME COVERAGE

This coverage replaces part of Your income if You become Disabled due to
a covered Sickness or Injury. What We pay is governed by all the terms of
this Policy.

This Certificate includes the Long Term Disability Schedule of Benefits. Your
class and benefit options are shown in the Schedule of Benefits that applies
to You.

Terms with special meanings are defined, and are capitalized. See the
definitions section of this Certificate. Other terms with special meanings are
defined where they are used.

Benefit Provisions

How Payments Start: To start getting payments from this Certificate, You
must meet all of the conditions listed below and elsewhere in this Certificate.

You must:

Become Disabled while covered by this Plan; and

Remain Disabled and covered for this Plan’s Elimination
Period.

You must provide Proof of Loss, as described in Claim Provisions.

Benefits accrue as of the first day after the end of the Elimination Period,
subject to all Certificate terms.

You can satisfy the Elimination Period while working, provided You are
Disabled.

Waiver Of Premium: We waive Your premiums for this coverage while You
are entitled to receive a Monthly Benefit payment from this Certificate.

When Payments End:Your benefits from this Certificate will end on the
earliest of the dates shown below:

The date You are no longer Disabled.

The date You fail to provide Proof of Loss as required by this
Certificate.

The date You earn, or are able to earn, the maximum earnings
allowed while Disabled under this Certificate.

The date You are able to perform the material and substantial
duties of Your Own Occupation on a Full-Time basis with
Reasonable Accommodation.

After the Own Occupation period, the date You are able to
perform the material and substantial duties of any Gainful Work on
a Full- Time basis with Reasonable Accommodation.
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The date You die.

The end of the Maximum Payment Period.

The date no further benefits are payable under any provision in
this Certificate that limits the Maximum Payment Period.

The date You are no longer receiving Regular and Appropriate
Care from a Doctor.

The date payments end in accordance with a Rehabilitation
Agreement.

B400.5195

All Options

Maximum Payment Period: The Maximum Payment Period is shown in the
Schedule Of Benefits. But, it may be less than that shown due to:

The nature of Your Disability;

The date You were first treated for the cause of Your Disability;
and

The length of time You have been covered by this Certificate.

See Disabilities With A Limited Maximum Payment Period and Pre-Existing
Conditions.

Benefits payable during the Maximum Payment Period will not be affected by
the termination of the Certificate, subject to all the terms and conditions of
the Certificate that were in effect on the first date of Your Disability. Any
change to the Certificate with an Effective Date after the first date of Your
Disability will not apply to benefits payable during the Maximum Payment
Period.

B400.0446

All Options

Recurring Disability: Benefits from this Certificate end if You cease to be
Disabled. But, a later Disability may be treated as a Recurring Disability, if all
of the conditions listed below are met:

You must return to Active Work right after Your benefits end.

The Disability recurs less than six Months after You were last
entitled to benefits.

The later Disability must be due to the same or related cause of
Your earlier Disability.

This Certificate must not end during Your return to Active Work.

You must not become covered under any other similar group
income replacement plan during the time You return to Active
Work.
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When You return to Active Work after being Disabled, You must
be covered by this Certificate and all required premium must be
paid.

A subsequent Disability will not be considered a Recurrent
Disability if Your benefits for the prior Disability ended because
Your prior Disability had been paid for the Maximum Payment
Period.

If the later Disability is a Recurring Disability, You will not need to satisfy a
new Elimination Period. The Recurring Disability will be subject to all the
terms of this Certificate in effect on the date the earlier Disability began.

If all of the conditions listed above are not met, the later Disability will be
treated as a new period of Disability. You will be required to satisfy a new
Elimination Period. The new period of Disability will be subject to all the
terms of this Certificate in effect on the date the new period of Disability
starts.

B400.0453

All Options

Calculation of Monthly Benefit: Your benefit is governed by the terms of
this Certificate in effect on the date Disability starts. Any changes to this
Certificate that take place as follows are inapplicable to, and will not affect,
Your benefit:

While You are Disabled; or

During a period of Active Work that occurs between an initial
period of Disability and a Recurring Disability.

We calculate Your Gross Monthly Benefit according to the Schedule of
Benefits. This Certificate includes Proof of Insurability requirements that may
affect the amount of Your Gross Monthly Benefit. The Schedule of Benefits
explains these requirements.

From Your Gross Monthly Benefit, subtract the amount of any income listed
in Other Income Benefits that You receive or are entitled to receive. The
result is Your Monthly Benefit.

B400.0454

All Options

Redetermination: This Certificate redetermines Your Insured Earnings on
the date a change in Your Insured Earnings occurs. The Employer must
report updates to all Employees’ Insured Earnings as they occur. Changes to
Your Insured Earnings are subject to any Proof of Insurability requirements
that may apply to this Certificate. As of this Certificate’s redetermination
date, We use Your Insured Earnings on record with Us to:

set rates;
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project benefit amounts and limits; and

calculate premium payable under this Certificate.

You must be actively-at-work on a Full-Time basis on that date. If You are
not, We do not do this until the date You return to Active Work on a
Full-Time basis. But, changes in earnings will not apply to a Recurring
Disability.

B400.0473

All Options

Other Income Benefits: You may receive, or be entitled to receive, income
shown in the list below.

We will reduce Your Gross Monthly Benefit by such other income benefits to
determine Your Monthly Benefit from this Certificate.

Commissions or monies received, payable but deferred, or paid after
Disability benefits start.

This includes:

Vested and nonvested renewal commissions;

Bonuses;

Royalties; and

Other distributions.

Disability benefits from any mandated benefit act or law. This includes
all temporary disability or state disability benefits required by law.

Disability benefits from all group policies or plans of the Employer. This
includes payments made by a group life insurance plan due to Your
Disability. This does not include payments made from a group life
insurance plan’s:

Accelerated death benefit; or

Like provision that allows payment of such plan’s proceeds due to
terminal illness.

Disability benefits from any other group policy or plan; but, if the other
group plan was in force prior to this Certificate, and the other group
plan also deducts for disability benefits from any other group plan, We
will not deduct these other group disability benefits.

Income from sick leave, salary continuance or paid time off, exclusive
of vacation time accrued prior to Disability, but only to the extent that
such income plus the amount of Your Gross Monthly Benefit is more
than 100% of Your Indexed Insured Earnings. This applies whether
such benefits are sponsored on a formal or informal basis. This
includes:

Donated;

Lump sum; and
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Recurrent payments of accrued sick leave benefits.

But, if You are working while Disabled, We will account for such
income as described in Adjustment of Monthly Benefit for
Disability Earnings.

Income received from partnership distributions but only to the extent
that such income plus the amount of Your Gross Monthly Benefit is
more than 100% of Your Indexed Insured Earnings.

Benefits from: The United States Social Security Act; The Railroad
Retirement Act; or any other like U.S. or Canadian plan or act.

This includes:

(a) All disability benefits for which: (i) You are entitled; and (ii) Your
spouse and children are entitled due to Your Disability;

(b) All unreduced retirement benefits for which: (i) You are entitled
and awarded; and (ii) Your spouse and children are entitled and
awarded due to Your entitlement; and

(c) All reduced retirement benefits paid to: (i) You; and (ii) Your
spouse and children due to Your receipt of such benefits.

We do not reduce Your Gross Monthly Benefit by the retirement
benefits described in (b) and (c) above, to the extent that You and Your
dependents were entitled and awarded such income prior to the start of
Disability. We will reduce the Gross Monthly Benefit by marginal
increases in such income You and Your dependents were entitled and
awarded after Disability begins.

We will reduce Your Gross Monthly Benefit by Your dependents’
benefits described in (a), (b) and (c) above if: (i) the dependents’
benefits are provided to You by the Social Security Administration; (ii) at
the time that the Social Security Administration makes its first payment
of the dependent benefits described in (a), (b), and (c) above, the
dependent child remains a minor dependent or an adult Disabled
dependent, and (iii) the dependent benefits You are entitled to are
greater than any dependent benefit being received by another person.
Under these circumstances, We will reduce Your Gross Monthly Benefit
by the difference between the amount the dependent was awarded
under the prior recipient and the amount awarded the dependent under
Your benefits.

We do not reduce Your Gross Monthly Benefit by the benefits to which
You are entitled, as described in (a), (b), and (c) above unless such
benefits are greater than any widow/widower benefit You are receiving.
And then We reduce Your Gross Monthly Benefit by the difference.

Income of the type that is included in Your Insured Earnings for
purposes of determining Your Gross Monthly Benefit under this
Certificate.

That portion of Retirement Plan retirement benefits which the Employer
funds.

That portion of Retirement Plan disability benefits which the Employer
funds.
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Retirement benefits or Retirement Plan disability benefits, due to Your
Disability, from any Government Plan other than those shown above.

Disability benefits from any:

No-Fault Motor Vehicle Coverage;

Motor vehicle financial responsibility act; or

Like law.

Payment or settlement, with or without admission of liability, from: A
Workers’ Compensation law; an occupational disease law; or any other
act or law of like intent.

This includes:

The Jones’ Act;

The Longshoreman’s and Harbor Workers’ Compensation Act; or

Any Maritime doctrine of Maintenance, Wages or Cure.

If You receive a payment net of attorney fees approved by the Workers’
Compensation Board or similar authority, We reduce Our benefit by the
net payment.

Disability benefits from any third party when Your Disability is the result
of the negligence or intentional tort liability of that third party.

Unemployment compensation benefits.

Payment from Your Employer as part of a termination or severance
agreement.

We reduce Your Gross Monthly Benefit with income shown above that You
are entitled to receive without regard to the reason You are entitled to
receive it.

Our right to reduce Your benefit by such income shall not be negated by a
transfer of claim liability to a third party. Payment by such third party by law,
settlement, judgment, waiver or otherwise shall not negate Our right.

B400.0480

All Options

Other Income Not Subject To Deduction: We will not reduce Your Gross
Monthly Benefit by any income You receive or are entitled to receive from
the list below.

Deferred compensation arrangements such as 401(k), 403(b) or
457 plans;

Profit sharing plans;

Thrift plans;

Tax sheltered annuities;

Stock ownership plans;

KY2020-00290_BW_0607

• 

• 

• 

• 

• 
• 

• 
• 
• 

• 
• 
• 

• 

• 
• 
• 
• 



GC-LTD-16-MO

00787860/00004.0/ /U91748/9999/0001 P. 14

Individual Retirement Accounts (IRA);

Individual disability income policies;

Credit disability insurance;

Non qualified plans of deferred compensation;

Pension plans for partners;

Retirement plans of another Employer not affiliated with this
Certificate;

Military pension and disability plans;

Critical Illness insurance, unless the benefit is paid out as a wage
replacement benefit;

Accident Insurance, unless the benefit is paid out as a wage
replacement benefit;

Specified Disease insurance, unless the benefit is paid out as a
wage replacement benefit;

Cancer insurance, unless the benefit is paid out as a wage
replacement benefit.

B400.0484

All Options

Lump Sum Payments of Other Income: Income with which We integrate
may be paid in a lump sum. In this case, We take the equivalent Monthly
rate stated in the award into account when We determine Your Monthly
Benefit.

If no Monthly rate is given, We pro-rate the lump sum over the lesser
of:

60 months; or

The expected remaining number of Months for which You would
be entitled to benefits from this Certificate based on the proof of
loss submitted to Us.

B400.0486

All Options

Cost of Living Freeze:You may receive a cost of living increase in other
income with which We integrate. In this case, We do not further reduce Your
Monthly Benefit by the amount of such increase.

B400.0487

All Options

Application For Other Income: You must apply for other income benefits to
which You may be entitled. If these benefits are denied, You must appeal
until:

All reasonable appeals have been made; or
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We notify You that no further appeals are required.

If We determine that You are entitled to receive such other income benefits,
We will estimate the amount due to You and Your spouse and children. We
will take this estimated amount into account when We determine Your
Monthly Benefit.

But, We will not estimate the amount due to You if You and We agree in
writing in an agreement provided to You by Us that You will:

Apply for any benefits for which You may be eligible;

Appeal any denial of such benefits until all reasonable appeals
have been made; and

Repay any amount We overpaid due to an award of such benefits.

If We do reduce Your Gross Monthly Benefit by an estimated amount, We
will adjust Your Monthly Benefit when We receive written proof:

Of the amount awarded; or

That the other income benefits have been denied; and no further
appeals are possible.

If We underpay You, We will pay the full amount of the underpayment in a
lump sum.

We will assist You in applying for other income benefits.

B400.0488

All Options

Adjustment of Monthly Benefit For Disability Earnings: We adjust the
Monthly Benefit for Disability Earnings as follows:

For each of the first 12 Months after the date You first have Disability
Earnings, add Your Gross Monthly Benefit and Your Disability Earnings.

If the sum is not more than 100% of Your Indexed Insured
Earnings, We do not reduce Your Monthly Benefit.

If the sum is more than 100% of Your Indexed Insured Earnings,
We reduce Your Monthly Benefit by the amount over 100% of
Your Indexed Insured Earnings.

For each Month after that, We pay the greater of the amount calculated
under Method 1 or Method 2.

Method 1:

If Your Disability Earnings are less than 20% of Your Indexed
Insured Earnings, We do not reduce Your Monthly Benefit.

If Your Disability Earnings are 20% or more of Your Indexed
Insured Earnings, We reduce Your Monthly Benefit by 50% of
Your Disability Earnings.

Method 2:

(1) Subtract Your Disability Earnings from Your Indexed Insured Earnings.
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(2) Divide the result in (1) above by Your Indexed Insured Earnings.

(3) Multiply the result in (2) above by Your Monthly Benefit. This is the
amount We pay.

If Your Disability Earnings fluctuate widely from Month to Month, We may
adjust Your Monthly Benefit using an average Disability Earnings amount.
The average Disability Earnings amount will be computed using Your most
current Month’s Disability Earnings and the prior two Months Disability
Earnings.

B400.0491

All Options

Maximum Allowable Disability Earnings: This Certificate limits the amount
of income You may earn, or may be able to earn, and still be considered
Disabled.

If Your Disability Earnings are more than the limit shown below, payments
from this Certificate will end. Payments from this Certificate will also end if
You are able to earn more than the limit shown below:

During the Own Occupation period, the limit is 80% of Your
Indexed Insured Earnings.

After this Certificate has paid benefits for 24 Months in a row, the
limit is 80% of Your Indexed Insured Earnings if You are Working
While Disabled, or 80% of Your Indexed Insured Earnings if You
are not Working While Disabled.

B400.0495

All Options

Indexing: We apply an indexing factor to Your Insured Earnings on the date
You have received 12 Monthly payments in a row and each anniversary after
that. This factor increases the amount of income You may earn and still be
considered Disabled. This adjustment does not increase Your Gross Monthly
Benefit, Monthly Benefit, or any other benefit under this Certificate.

To make the first adjustment, We multiply Your Insured Earnings by the
indexing factor for that year. To make adjustments in each later year, We
multiply the amount of Your last indexed Insured Earnings by the indexing
factor.

The indexing factor is the lesser of:

10%; or

One-half of the average CPI-W from the prior calendar year.

B400.0497

All Options

Minimum Payment: The minimum Monthly payment for Disability under this
Certificate is the larger of: (1) 15% of Your Gross Monthly Benefit; or (b)
$100.00.

B400.0502
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All Options

Limitations And Exclusions

Disabilities With A Limited Maximum Payment Period: We limit the
Maximum Payment Period, if You are Disabled due to: a Mental Illness; drug
or alcohol abuse. If You have a coexistent condition(s), which is not subject
to the limits in this section, and constitutes a Disability in and of itself, We
will not limit benefits as described below.

The Maximum Payment Period for all periods of Disability due to: a Mental
Illness; drug or alcohol abuse; is 24 Months. This is a combined lifetime
maximum for all such conditions and all periods of Disability.

No benefits will be paid for Disability due to a Mental Illness or drug or
alcohol abuse if You are not receiving treatment for the cause of the
Disability from a provider, or a facility that is:

Licensed by the state to provide treatment for such condition; and

Accredited or approved by the Joint Commission on the
Accreditation of Health Care Facilities or Medicare.

If payments under this Certificate would otherwise end due to the limits in
this section, We may extend such payments if You meet all of the following
conditions:

You must be Disabled due to a condition named above;

You must be an inpatient in a qualified institution because of Your
Disability; and

You must have been treated as an inpatient for at least 14 days in
a row.

In such case, We will extend payments, if You are Disabled and otherwise
remain entitled to payments under the Certificate, until the earliest of:

90 days from the date of Your discharge, following the date
benefits would otherwise have ended;

The end of this Certificate’s Maximum Payment Period; or

The date Your Disability ends.

As used here, "qualified institution" means a legally operated hospital or
other public or private facility licensed to provide inpatient medical care and
treatment for the cause of Your Disability.

B400.0512

All Options

Pre-Existing Conditions: A Pre-Existing Condition is an Injury or Sickness
for which, in the look back period, You:

Receive advice or treatment from a Doctor;
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Underwent diagnostic procedures other than routine screening in
the absence of symptoms or suspicion of disease process by a
Doctor;

Were prescribed or took prescription drugs; or

Received other medical care or treatment, including consulting
with a Doctor.

The look back period is the twelve Months before the latest of:

Your Eligibility Date for coverage under this Certificate;

The Effective Date of a change that increases the benefits payable
by this Certificate; and

The Eligibility Date of a change in Your benefit election that
increases the benefit payable by this Certificate.

No benefits are payable for Disability caused by, contributed to, by, or
resulting from a Pre-Existing Condition; unless the Disability starts after You
complete at least one full day of Active Work after the date You have been
covered under this Certificate for 12 Months in a row.

Your Disability caused by, contributed to, by, or resulting from a Pre-Existing
Condition may begin after:

A change which provides for an increase in the benefits payable
by this Certificate; or

A change in Your benefit election which increases the benefit
payable by this Certificate.

In this case, Your benefit will be limited to the amount that would have been
payable had the change not taken place. But, this limit does not apply if Your
Disability starts after You complete at least one full day of Active Work after
the date the change has been in force for 12 Months in a row.

We do not cover any Disability that starts before Your Eligibility Date for
coverage under this Certificate.

B401.2778

All Options

Prior Coverage Credit: If this Certificate replaces a similar disability income
replacement plan the Employer had with another insurer, the Pre-Existing
Condition provision may not apply to You, if coverage under this Certificate
starts immediately after the termination of coverage under the prior disability
income replacement plan. This Certificate must start right after the prior plan
ends.

The Pre-Existing Condition provision will be waived for You if You:

Are Actively Working on the Your Eligibility Date for coverage
under this Certificate; and

Have fulfilled the requirements of any Pre-Existing Condition
provision of the prior plan provided by the Employer.
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You may have been covered under the prior plan when it ended, but have
not met the requirements of any Pre-Existing Condition provision of the prior
plan. In that case, We credit any time used to meet the prior plan’s Pre-
Existing Condition provision toward meeting this Certificate’s Pre-Existing
Conditions provision. You must:

Enroll for coverage under this Certificate on or before this
Certificate’s Effective Date; and

Be Actively Working on Your Eligibility Date for coverage under
this Certificate.

But, We limit Your maximum Monthly Benefit under this Certificate if:

It is more than the maximum Monthly Benefit for which You were
covered under the prior plan provided by the Employer;

You become Disabled due to a Pre-Existing Condition; and

This Certificate pays benefits for such Disability because We
credit time as explained above.

In this case, We limit the maximum Monthly Benefit to the amount to which
You would have been entitled under the prior plan.

We deduct all payments made by the prior plan under an extension
provision.

B400.0520

All Options

Exclusions: This Certificate does not pay benefits for Disability caused by,
or related to:

Declared or undeclared war, act of war, or armed aggression;

Service in the armed forces, National Guard, or military reserves
of any state or country;

Your taking part in a riot or civil disorder;

Your commission of, or attempt to commit a felony. A felony
means either:

A crime as defined as such under the laws in the jurisdiction
in which the crime was committed or attempted; or

In states where the law does not define crimes in terms of
felonies and misdemeanors, felony means any crime
punishable for a minimum of one year term of incarceration
in a jail or prison, as determined by the law of the jurisdiction
where the crime was committed or attempted; or

A crime as defined as such under federal law;

The intentional or voluntary inhalation or ingestion of gas,
chemical, solvent, poison or other substances not intended for
internal consumption, irrespective of any pre-existing or co-morbid
condition;
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Intentional self-inflicted injuries while sane;

This Certificate does not pay any benefits for any period of Disability:

During which You are confined to a jail, prison or other facility as a
result of Your conviction of a crime;

During which You are receiving medical treatment or care outside
the United States or Canada unless expressly authorized by Us;

Which starts before You are covered by this Certificate;

After the date You have been outside the United States and/or
Canada and/or a country or region approved by Us for more than
2 Months in a 12 Month period. If You return to the United States
and/or a country or region approved by Us within 6 Months of the
end of payments, payments may be resumed, provided You have
remained continuously Disabled, subject to all the terms and
conditions of this Certificate; or

During which Your loss of earnings is not solely due to Your
Disability.

This Certificate does not pay benefits due solely to a risk of relapse or
exacerbation of a prior injury or illness in the absence of a current
impairment and Disability.

B400.5238
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All Options

Services

Social Security Assistance: If You are Disabled, We require You to apply
for Social Security benefits. See Application for Other Income. If We believe
You are eligible for such benefits, We may offer to assist You in applying for
them. Receiving Social Security benefits will protect Your earnings record for
retirement and enable You to qualify for Medicare coverage after 24 Months.

Services We can provide include:

Help in completing Your application for such benefits, and any
related forms;

Assistance finding suitable legal counsel; and

Copies of medical and vocational data needed to file Your claim.

We may also provide these and other services if Your benefits are under
review for possible termination by the Social Security Administration.

You must apply for all income benefits for which You may be eligible,
whether or not You use Our help. Using Our help does not cancel Your
duties shown in Application for Other Income.

Rehabilitation And Case Management: We will review Your Disability to
see if certain services are likely to help You return to Gainful Work. If
needed, We may ask for more medical or vocational information.

When Our review is complete, We may offer You a Rehabilitation Program.

The Rehabilitation Program will start when a written Rehabilitation Agreement
is signed by:

You;

Us; and

Your Employer, if needed.

The program may include, but is not limited to:

Vocational assessment of Your work potential;

Coordination and transition planning with an Employer for Your
return to work;

Consulting with Your Doctor on Your return to work and need for
accommodations;

Training in job seeking skills and resume preparation; and

Retraining.

We have the right to determine which services are appropriate.
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If You accept the Rehabilitation Agreement, We will pay an enhanced benefit.
The enhanced benefit will be 110% of the Monthly Benefit that would
otherwise be paid. This enhanced benefit will be payable as of the first
Monthly Benefit after the Rehabilitation Program starts.

We stop paying the enhanced benefit on the earliest of:

The date Your benefits from this Certificate end;

The date You violate the terms of the Rehabilitation Agreement;

The date You end the Rehabilitation Program; or

The date the Rehabilitation Agreement ends.

If You end a Rehabilitation Program without Our consent, You must repay
any enhanced benefits paid.

Dependent Care Expenses: While You are participating in a Rehabilitation
Program, We will pay a dependent care expense benefit, when all of the
following conditions are met:

You incur expense to provide care for a qualified dependent; and

The care is provided by a licensed provider other than a family
member by blood or marriage.

The dependent care expense benefit will be the lesser of:

$350.00 per Month per qualified dependent; not to exceed
$1,000.00 per Month for all qualified dependents combined; and

The actual Monthly day care expense incurred by You.

We will stop paying the dependent care expense benefit on the earlier of the
date You are no longer:

Incurring dependent care expenses for a qualified dependent;

Participating in a Rehabilitation Program; or

Entitled to receive a Monthly Benefit from this Certificate.

As used here, "qualified dependent" means a person who is:

Dependent upon You for main support and maintenance; and

Under the age of 25; and

Your biological child, lawfully adopted child, stepchild or any other
child who is living with You in a regular parent-child relationship.

The term also means a family member, related by blood or marriage, age 25
or over who is physically or mentally incapable of caring for him or herself
and is dependent upon You for main support and maintenance.

B400.5266
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All Options

Worksite Modification: In order to accommodate Your Disability, an
Employer may incur a cost to modify his or her worksite. We may reimburse
the Employer, up to $2,500.00 for the cost of the worksite modification. We
make this payment if We agree that the modification will enable You to:

Return to work; or

Remain at work.

B400.0553

All Options

Early Intervention Services: This Certificate includes early intervention
services as part of Our disability management program. The intent of these
services is to:

Assist Disabled persons in achieving higher levels of functionality;
and

Support the Employer’s absence management goals by promoting
stay-at work and return-to work agendas where possible.

When You are Disabled from one of the conditions listed below, a Long Term
Disability claim form should be completed as soon as possible following the
date of Disability. To facilitate an immediate intervention, the form should be
submitted to Us within 20 days of the date the Injury occurs or the Sickness
starts.

Chronic fatigue conditions, including Epstein-Barr syndrome.

Mental Illness.

Repetitive motion syndromes or injuries.

Fibromyalgia.

Back pain or strain.

Neck pain or strain.

Chronic pain.

Diabetes.

Cardiovascular conditions.

On receipt of the completed claim form, We will determine whether the claim
is appropriate for early intervention services. You will be notified of Our
decision. Examples of services, which We may provide, at Our discretion,
include, but are not limited to:
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Job accommodation;

Ergonomic adjustments to workstations; or

Proactive case management consultations with Your Doctor or
other providers of medical care.

B400.5239

All Options

Claim Provisions

Authority: We have the authority to:

Interpret the terms of this Certificate; and

Determine Your eligibility for coverage and benefits under this
Certificate.

All such determinations are conclusive and binding, except that they may be
modified or reversed by a court or regulatory agency with appropriate
jurisdiction.

Notice: You must send Us written notice of Your intent to file a claim under
this Certificate within 20 days of the date the Injury occurs or the Sickness
starts. This Notice should include Your name and the Policy number. For
details, You can call Us at 1-800-538-4583. Failure to give Notice within such
time shall not invalidate nor reduce any claim if it shall be shown not to have
been reasonably possible to give such Notice and that notice was given as
soon as was reasonably possible.

Proof Of Loss: When We receive Your Notice, We will provide You with a
claim form within 15 days for filing Proof of Loss. Proof of Loss must be
given to Us within 90 days of the loss. If You do not receive a claim form
within 15 days of the date You sent Your Notice, You shall be deemed to
have complied with the requirements of the Certificate as to Proof of Loss
upon submitting written proof covering the occurrence, character, and extent
of the loss for which the claim is made. We will not void or reduce Your
claim if You cannot send Us Notice of claim and Proof of Loss within the
required time. In that case, You must send Us Notice of claim and Proof of
Loss as soon as reasonably possible. However, under no circumstances will
We pay benefits if written Proof of Loss is delayed for more than one year,
unless your inability to provide Proof of Loss is because you are not legally
competent or You lack legal capacity.

You are required to cooperate with Guardian in its evaluation of any claim for
benefits. You must provide Proof of Loss at Your expense, consisting of the
following listed below. Failure to provide this information may prevent, delay,
suspend, reduce or terminate Your eligibility for benefits.

The date Disability began.

Your last day of Active Work.

The cause of Disability.
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The extent of Disability, including limitations and restrictions
preventing You from performing the material and substantial duties
of Your Own Occupation and any Gainful Occupation.

If Your occupation requires that You carry liability or malpractice
insurance, information including, but not limited to: the policy, any
applications for such coverage, and any changes to the terms and
conditions of such policies prior to or after the first date of
Disability.

Objective Medical Evidence in support of Your limitations and
restrictions, beginning with the date Disability began.

Objective Proof of Your Restrictions and Limitations, beginning
with the date Disability began.

The prognosis of Disability.

The name and address of all Doctors, hospitals and health care
facilities where You have been treated for Your Disability since the
date Disability began.

Proof that You are currently receiving Regular and Appropriate
Care from a Doctor.

Proof that You have been receiving Regular and Appropriate Care
from a Doctor, from the date Disability began.

Proof of Insured Earnings.

Proof of Disability Earnings.

Payroll or absence data from the Employer for the three Months
prior to the date Disability began, or other period We specify.

Proof of application for all other sources of income to which You
may be entitled, that may affect Your payment from this
Certificate.

Proof of receipt of other income that may affect Your payment
from this Certificate.

Proof of identity and residency, including, but not limited to, a
current government issued photo identification.

Documentation of travel outside the United States.

Any other information We may reasonably require to determine if
You are Disabled and eligible for benefits and coverage under this
Certificate.

You must provide Objective Medical Evidence from a Doctor who is not
Yourself, or a relative by blood or marriage, or who is a business associate.

Proof of Insured Earnings and Disability Earnings may consist of:

Copies of Your W-2 forms;

Payroll records from Your Employer(s);

Copies of Your U.S. individual income tax returns;
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Copies of the U.S. income tax returns from any business in which
You hold an ownership or shareholder interest;

A statement from a certified public accountant;

Copies of any income records accepted or required by the IRS; or

Any other records We deem necessary.

Proof of loss and other claim data should be submitted to:

The Guardian Life Insurance Company of America
Group Long Term Disability Claims Department

P.O. Box 14333
Lexington, KY 40512.

Authorization Required: You must provide Us with written, unaltered
authorizations in a form provided by Us to obtain medical, financial,
vocational, occupational, and governmental information required to determine
Our liability under this Certificate. We may agree to obtain such authorization
by use of voice or other electronic means. You must provide Us with such
authorizations as often as We may require, in order that they remain current.
Failure to provide such authorizations may prevent, delay, suspend or
terminate Your eligibility for benefits.

Right To Request Medical, Financial Or Vocational Assessment: We
may ask You to take part in a medical, financial, vocational or other
assessment that We feel is necessary to determine whether the terms of this
Certificate are met.

Medical assessment may include, but not be limited to:

Independent medical examination (IMEs),

Functional capacity examinations (FCEs) or

Neuropsychological evaluations.

We may require medical, financial or vocational assessment(s) as often as
We feel is reasonably necessary. We will pay for all such assessments. But,
if You postpone a scheduled assessment without Our approval, You will be
responsible for any rescheduling fees. If You do not take part in or cooperate
with the assessment, We have the right to stop or suspend Your payments
under this Certificate.

Ongoing Proof of Loss: To continue to receive payments from this
Certificate, You must give Us current Proof of Loss as often as We may
reasonably require. Ongoing Proof of Loss must be provided to Us within 30
days of the date We request it.

Payment of Benefits: We pay benefits to You, if You are legally competent.
If You are not, We pay benefits to your lawful guardian, conservator, legal
representative, or any person or fiduciary with the lawful authority to act on
Your behalf or handle Your affairs. Benefits are paid in United States
currency.

We pay benefits once each Month at the end of the period for which they
are payable.

No benefits are payable for this Certificate’s Elimination Period.
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Benefits to which You are entitled may remain unpaid at Your death. Such
benefits may be paid to:

Your estate; or

Your spouse, parents, children, or brothers and sisters.

Partial Month Payment: You may be Disabled for only part of a Month. In
this case, We compute Your payment as 1/30th of the benefit to which You
would be entitled for the full Month times the number of days You are
Disabled. Payment will not be made for more than 30 days in any Month.

Overpayment Recovery: If We overpaid You, You must repay Us in full.
We have the right to reduce Your payment or apply any benefits payable,
including the minimum payment, toward recovery of the overpayment.

Legal Actions: No legal action against Guardian related to claim for benefits
under this Certificate may be brought until 60 days from the date Proof of
Loss has been given as shown above. No legal action may be brought
against Guardian related to claims for benefits under this Certificate after
three years from the date of the final benefit determination.

Workers’ Compensation: The Long Term Disability benefits provided by this
Certificate are not in place of and do not affect requirements for coverage by
Workers’ Compensation.

B400.5243
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All Options

SUBROGATION AND RIGHT OF RECOVERY

Purpose: When You have the right to recover amounts paid by this
Certificate, We also have certain rights. These are explained below.

Subrogation: When this Certificate pays a benefit, We will immediately be
subrogated to Your rights of recovery from any third party to the full extent of
benefits paid.

Recovery: If You receive a payment from any third party or insurance
coverage due to an Injury, Sickness or condition, We have the right to
recover from, and be repaid by, You for all amounts this Certificate has paid
due to that Injury, Sickness or condition, up to and including the full amount
You receive from any third party or insurance coverage.

Constructive Trust: You must serve as a constructive trustee over the
funds that constitute payment from any third party or insurance coverage due
to Your Injury, Sickness or condition. If You fail to hold such funds in trust, it
will be deemed a breach of Your fiduciary duty to Us.

Lien Rights: We will have a lien to the extent of benefits We paid due to
Your Injury, Sickness or condition for which the third party is liable. The lien
will be imposed on any recovery, whether by settlement, judgment, or
otherwise, including from any insurance coverage, that You receive due to
Your Injury, Sickness or condition. The lien may be enforced against any
party who holds funds or proceeds which represent the amount of benefits
paid by Us. This includes, but is not limited to:

You;

Your representative or agent;

The third party;

The third party’s insurer, representative or agent; and

Any other source who holds such funds.

First Priority Claim: This Certificate’s recovery rights are a first priority claim
against all third parties and are to be paid to Us before any other claim for
Your damages. This Certificate will be entitled to full repayment on a first
dollar basis from any third party’s payments, even if such payment to the
plan will result in a recovery to You which is not sufficient:

To make You whole; or

To compensate You in part or in whole for the damages
sustained.

This Certificate is not required to participate in or pay court costs or attorney
fees to the attorney hired by You to pursue Your damage claim.

Applicable To All Settlements And Judgments: We are entitled to full
recovery regardless of whether:

Any liability for payment is admitted by a third party; or
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The settlement or judgment received by You identifies the benefits
the Certificate paid.

This Certificate is entitled to recover from any and all settlements or
judgments, even those designated as pain and suffering or non-economic
damages only.

Cooperation: You must fully cooperate with Our efforts to recover the
benefits paid under this Certificate. You must notify Us within 30 days of the
date when any notice is given to any party, including an insurance company
or attorney, of Your intention to pursue or investigate a claim to recover
damages or obtain compensation due to Injury, Sickness or condition
sustained by You. You and Your agents, must provide all information
requested by Us or Our representative. This includes, but is not limited to,
completing and submitting any applications or other forms or statements as
We may reasonably request. Failure to do this may result in the termination
of benefits or the instigation of legal action against You.

You must do nothing:

To prejudice Our rights as described in this section; or

To prejudice Our ability to enforce the terms of this section.

This includes, but is not limited to, refraining from making any settlement or
recovery that attempts to reduce or exclude the full amount of all benefits
paid by this Certificate.

We have the right to conduct an investigation regarding the Injury, Sickness
or condition to identify any third party. We reserve the right to notify the third
party and his or her agents of Our lien. Agents include, but are not limited to:

Insurance companies; and

Attorneys.

Interpretation: In the event that any claim is made that any part of this
section is ambiguous, or questions arise as to the meaning or intent of any
of its terms, We have the authority to resolve all disputes regarding the
interpretation of this section.

Jurisdiction: Any legal action or proceeding with respect to this section may
be brought in any court of competent jurisdiction as We may choose. You
must submit to each such jurisdiction and waive whatever rights may
correspond to You by reason of Your present or future domicile.

Definitions: As used in this section, the terms listed below have the
meanings shown below:

Legal Guardian: This term means a person who has the care or the
legal or fiduciary responsibility to manage the affairs or property of
another.

Insurance Coverage: This term means any insurance which provides
coverage for:

Medical expense payments; or

Liability.
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This includes, but is not limited to:

Uninsured motorist coverage;

Underinsured motorist coverage;

Personal umbrella coverage;

Medical payments coverage;

Workers compensation coverage;

No-fault automobile insurance coverage; or

Any first party insurance.

Third Party: This term means any party actually, possibly, or potentially
responsible for making any payment to You due to Your Injury,
Sickness or condition. This term also means such party’s:

Liability insurer; or

Any insurance coverage.

But, this term does not mean:

Us; or

You.

You: This term means the covered Employee. It also includes Your
parent or Legal Guardian if You are a minor or incompetent.

B400.5245
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All Options

DEFINITIONS

This section defines certain terms appearing in Your Certificate.

Active Work or Actively At Work or Actively Working: These terms mean
You are able to perform, and are performing, all of the regular duties of Your
work for the Employer, on a Full-Time basis at:

One of the Employer’s usual places of business;

Some place where the Employer’s business requires You to travel;
or

Any other place You and the Employer have agreed on for Your
work.

B400.0563

All Options

Certificate: This term means this Certificate of Coverage, including the
Schedule of Benefits and any riders and enrollment forms that may be
attached to this Certificate.

B400.0565

All Options

CPI-W: This term means that part of the United States Department of Labor
Consumer Price Index that measures the relative value of the cost of a
typical urban wage earner’s purchase of certain goods and services. If the
Department of Labor stops publishing the CPI-W, We have the right to use
some other similar standard.

B400.0567

All Options

Disability or Disabled:

These terms mean that a current Sickness or Injury causes impairment to
such a degree that You are:

Not able to perform, on a Full-Time basis, the material and
substantial duties of Your Own Occupation during the Elimination
Period and the Own Occupation period.

Not able to perform, on a Full-Time basis, the material and
substantial duties of any Gainful Work after the end of the Own
Occupation period.
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You are not Disabled if You earn, or are able to earn, more than this
Certificate’s maximum allowed Disability Earnings.

If, prior to Your Disability, You are required to work more than 40 hours per
week on average, You will not be considered Disabled if You can work for 40
hours per week.

Neither loss of a professional or occupational license due to misconduct or
unlawful activity, nor receipt of, or entitlement to, Social Security disability
benefits in and of themselves constitutes Disability under this Certificate.

B400.5247

All Options

Disability Earnings: This term means the Monthly income You earn from
Working While Disabled. It includes salaries, wages, commissions, bonuses
and any other compensation earned or accrued while working including
pension, profit sharing contributions, sick pay, paid time off, holiday and
vacation pay. When You have an ownership interest in the business,
Disability Earnings also includes business profits, attributable to You, whether
received or not. It includes any income You earn while Disabled and return to
the Employer, partnership, or any other similar business arrangement to
cover any business or overhead expenses. If You have the ability to work on
a Part-Time or Full-Time basis, Disability Earnings also includes Maximum
Capacity Earnings beginning with the earlier of the date You:

Have been terminated from employment with the Employer;

Have been Disabled for 12 Months in a row; or

Have been offered a job or workplace modification by the
Employer and You do not return to work.

You may have held a job with an employer other than Your Employer,
immediately prior to the start of Your Disability. While benefits are payable
during the Own Occupation period and Working While Disabled, Disability
Earnings will not include earnings from a job with an employer other than
Your Employer, if such job was held immediately prior to the start of Your
Disability. If Working While Disabled and the income from the job with the
other employer exceeds Your average amount of earnings for that other
employer for the six months immediately prior to the start of Your Disability,
We will include such excess as Disability Earnings.

B400.0605

All Options

Doctor: Any medical practitioner We are required by law to recognize. He or
she must:

Be properly licensed or certified by the laws of the state where he
or she practices; and

Provide services that are within the lawful scope of his or her
practice.

B400.0606
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All Options

Effective Date: The date the Certificate goes into force and effect as stated
on the cover page of the Certificate of Coverage, or any change to the Policy
as requested by the Policyholder and approved by Us and in force and effect
as stated on cover page of the Certificate of Coverage.

B400.0607

All Options

Eligibility Date: This term means the earliest date You are eligible for
coverage under this Certificate, and you have satisfied all requirements for
coverage to begin, as required by this Certificate.

For an Employee in Active Work who has completed any waiting
period required by the Employer as of the Effective Date of this
Certificate, the Eligibility Date means the Effective Date of this
Certificate.

For an Employee in Active Work as of the Effective Date of this
Certificate who has not completed any waiting period required by
the Employer, the Eligibility Date will be the first date following the
completion of the required waiting period.

For an Employee hired on or after the Effective Date of this
Certificate, the Eligibility Date will be the later of the Employee’s
date of hire, or the first date following the completion of any
waiting period required by the Employer.

If this Certificate requires Employees to elect coverage under this
Certificate, the Eligibility Date will be the later of:

The Employee’s date of hire;

The first date following the completion of any waiting period
required by the Employer; or

The date We approve in writing Your application for any
coverage for which You are required to supply Proof of
Insurability.

B400.0608

All Options

Elimination Period: This term means the period of time, as shown in the
Schedule of Benefits, You must be Disabled, due to a covered Disability,
before this Certificate’s benefits are payable.

Any days during which You return to work on a Full-Time basis performing
the material and substantial duties of Your Own Occupation, will not count
toward the Elimination Period.

But You will continue to accumulate days of Disability for days for which You
are working on less than a Full-Time basis during the Elimination Period as
long as You meet the definition of Disability each Month during the
Elimination Period.
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If You are or become eligible under any other similar group income
replacement plan while You are working during the Elimination Period, You
will not be entitled to benefits from this Certificate.

If, at the end of the Elimination Period, You are not able to perform, on a
Full-Time basis, the material and substantial duties of Your Own Occupation,
but You earn or are able to earn 80% or more of Your Indexed Insured
Earnings, the Elimination Period will be extended until the earlier of:

Six Months from the date benefits otherwise would have
commenced; or

Until You are unable to earn 80% or more of Your Indexed Insured
Earnings.

If at the end of this time period, You earn or are able to earn 80% or more of
Your Indexed Insured Earnings, You must start a new Elimination Period.

We do not require You to complete an Elimination Period if:

You were covered under a similar income replacement plan the
Employer had with another carrier on the day before this
Certificate starts; and

Your Disability would have been a Recurring Disability under the
prior plan had it remained in effect.

B400.5258

All Options

Employee: This term means a person who works for the Employer at the
Employer’s place of business and whose income is reported to the United
States Internal Revenue Service, and/or a state for tax purposes. Partners
and proprietors will also be treated as employees if the Conditions of
Eligibility requirements are met.

B400.0611

All Options

Employer: This term means CSWR, LLC

B400.0612

All Options

Full-Time: This term means:

You are not a Part-time Employee as defined by Your Employer and the
average number of hours You worked for the six Months prior to the last full
day worked was at least 30 hours per week at:
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Your Employer’s place of business;

Some place where the Employer’s business requires You to travel;
or

Any other place You and Your Employer have agreed upon for the
performance of occupational duties.

B400.0613

All Options

Gainful Occupation or Gainful Work: These terms mean work for which
You are, or may become, qualified by:

Training;

Education; or

Experience.

When You are able to perform such work, You can be expected to earn at
least 80% of Your Indexed Insured Earnings while Working While Disabled,
within 12 Months of returning to work.

B400.0614

All Options

Government Plan: This term means any of the following:

The United States Social Security Act;

The Railroad Retirement Act;

The Canadian Pension Plan; or

Any other plan provided under the laws of a state, province or any
other political subdivision.

It also includes:

Any public employee Retirement Plan; or

Any plan provided in place of the above named plan or acts.

It does not include:

Any Workers’ Compensation Act or similar law;

The Jones’ Act;

The Longshoreman’s and Harbor Workers’ Compensation Act; or

The Maritime Doctrine of Maintenance, Wages, or Cure.

B400.0616

All Options

Gross Monthly Benefit: This term means this Certificate’s Monthly Benefit
before it is integrated with other income and earnings.

B400.0617
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All Options

Injury: This term means a bodily Injury due to an accident that occurs while
You are covered by this Certificate. Subject to all other requirements, We will
cover a Disability caused by an Injury when the Disability starts within 90
days of the date of such Injury.

B400.0618

All Options

Insured Earnings: Only Your earnings from the Employer will be included as
Insured Earnings.

Your Gross Monthly Benefit may be limited due to Proof of Insurability
requirements. In this case, only the part of Your Insured Earnings that applies
to the amount of Your limited Gross Monthly Benefit is used to calculate
premiums due under this Certificate. We calculate benefit amounts and limits
based on the amount of Your Insured Earnings as of the Redetermination
date immediately prior to the start of Your Disability. See the
"Redetermination" and "Proof of Insurability" sections of this Certificate.

B400.0619

All Options

For Partners And S Corporation Shareholders: Insured Earnings
means the sum of the amounts listed below, divided by 12.

Your compensation as an Employee or S Corporation shareholder,
or guaranteed payments as a Partner, as reported on Your Federal
Income Tax Return(s), Form 1040, for the prior calendar year, less
the gross total of unadjusted Employee business expenses as
included on the corresponding Schedule A- Itemized Deductions.

Your non-passive income (loss) from trade of business as reported
on Schedule E - Part II of Your Federal Income Tax Return(s),
Form 1040, for the prior calendar year, less any expenses incurred
and reported elsewhere on Your Return; and

Your contributions during the prior calendar year, deposited into a:

Cash or deferred compensation plan, or salary reduction
plan, qualified under IRC section 401(k), 403(b), 457 or
similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.

You may not have been a partner or S Corporation shareholder for the
full prior calendar year. In that case, Your earnings are based on the
Monthly average of the sum of the listed amounts averaged for the full
number of Months that You were a partner or S Corporation
shareholder during that calendar year.

For Sole Proprietors: Insured Earnings means the sum of the amounts
listed below.
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Your average Monthly net profit as determined from Schedule C -
Part II of Your Federal Income Tax Return(s), Form 1040 for the
prior two calendar years.

Your average Monthly contribution during the prior two calendar
years deposited into a:

Cash or deferred compensation plan, or salary reduction
plan, qualified under IRC section 401(k), 403(b), 457 or
similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.

Monthly net profit is calculated as gross income less total expenses.

You may not have been a sole proprietor for the prior two calendar
years. In that case, We calculate average Monthly net profit and
average monthly contributions using the full number of Months that You
were a sole proprietor during such time.

For Any Other Employee Who Receives Base Salary Only: Insured
Earnings means Your base Monthly salary from the Employer. Your
base Monthly salary will include shift differential.

The term also includes Your contributions deposited into a:

Cash or deferred compensation plan, or salary reduction plan,
qualified under IRC section 401(k), 403(b), 457 or similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.

Earnings based on excluded income and Employer contributions
deposited into such 401(k), 403(b), 457 or similar plan are not included.

The term also does not include:

Bonuses;

Commissions;

Overtime pay;

Expense accounts;

Stock options; and

Any other extra compensation.

If You are paid hourly, We calculate Monthly earnings based on actual
hours worked or billed in the two Months before the start of Your
Disability. We do not include pay for hours worked or billed over 40 per
week.

For Employees Who Are Compensated On Less Than A 12 Month
Basis: Insured Earnings means Your average rate of Monthly earnings
determined from Your annual contract salary. If You do not have an
annual contract salary, Insured Earnings means Your prior calendar
year salary divided by twelve. Your annual contract salary will include
shift differential.
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The term also includes Your contributions deposited into a:

Cash or deferred compensation plan, or salary reduction plan,
qualified under IRC section 401(k), 403(b), 457 or similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.

Earnings based on excluded income and Employer contributions
deposited into such 401(k), 403(b), 457 or similar plan are not included.

The term also does not include:

Overtime pay;

Expense accounts;

Stock options; and

Any other extra compensation.

If You are paid hourly, We calculate monthly earnings based on actual
hours worked or billed in the eight weeks before the start of Your
Disability. We do not include pay for hours worked or billed over 40 per
week.

For Employees Whose Income Is Reported On An IRS Form 1099:
Insured Earnings means Your average rate of Monthly earnings as
figured from the 1099 form(s) received from the Employer for the prior
calendar year. Earnings are calculated as Your earned income as
reported on the 1099 form(s) minus business expenses as reported on
Schedule C - Part II of Your Federal Income Tax Return(s), Form 1040.
Your average rate of monthly earnings is calculated as such earnings
divided by 12 or the number of Months You worked for the Employer
during such calendar year, if less than 12. The term also includes Your
contributions deposited into a:

Cash or deferred compensation plan, or salary reduction plan,
qualified under IRC section 401(k), 403(b), 457 or similar plan; and

Elective Employee pre-tax deferrals to a Section 125 plan or
flexible spending account.

B400.0621

All Options

Long Term Disability: This term means the Long Term Disability Income
Coverage described in the Policy and this Certificate.

B400.0662
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All Options

Maximum Capacity Earnings: This term means the income You could earn
if working to the fullest extent to which You are able in Your Own Occupation
if during the Own Occupation period or after the Own Occupation period, the
income You could earn if working to the fullest extent to which You are able
in any Gainful Occupation.

We decide the fullest extent of work You are able to do based on objective
data provided by any or all of the following sources:

Your treating Doctor;

Impartial medical or vocational exams;

Peer review specialists;

Functional capacities exams; and

Other medical and vocational specialists whose area of expertise
is appropriate to Your Disability.

B400.0663

All Options

Maximum Payment Period: This term means the longest time that benefits
are paid by this Certificate, subject to all terms, limitations and exclusions.

B400.0666

All Options

Mental Illness: This term means any mental disorder, regardless of cause,
listed in the Diagnostic and Statistical Manual of Mental Disorders (DSM)
currently in use by the American Psychiatric Association (APA). If the APA
stops publishing the DSM, We will use another similar source. A Mental
Illness may be caused or contributed to, by or result in, physical, biological or
chemical factors or symptoms.

For purposes of this Certificate, Mental Illness does not include:

Irreversible dementia caused by Alzheimer’s disease, stroke,
trauma or viral infection; or

Any other condition not typically treated by a psychiatrist, clinical
psychologist or other qualified mental health professional.

B400.0667

All Options

Month or Months or Monthly: These terms mean a consecutive 30 day
period.

B400.0668
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All Options

Monthly Benefit: This term means this Certificate’s Gross Monthly Benefit
reduced by other income. If You are Working While Disabled, Your Monthly
Benefit will be further reduced based on the amount of Your Disability
Earnings.

B400.0669

All Options

No-Fault Motor Vehicle Coverage: This term means a motor vehicle plan
that pays disability or medical benefits no matter who was at fault in an
accident.

B400.0670

All Options

Objective Medical Evidence: This term includes, but is not limited to:

Diagnostic testing;

Laboratory reports; and

Medical records of a Doctor’s exam documenting clinical signs,
presence of symptoms and test results consistent with generally
accepted medical standards supported by nationally recognized
authorities in the health care field.

B400.0671

All Options

Objective Proof of Your Restrictions and Limitations: During the Own
Occupation period this term means objective proof of Your inability to
perform the duties of Your Own Occupation, and including all restrictions and
limitations relating to Your inability to work. After the Own Occupation period,
this term means objective proof of Your inability to perform the duties of any
Gainful Work and including all restrictions and limitations relating to Your
inability to work.

B400.0672

All Options

Own Occupation: This term means:

The occupation(s) You are routinely performing for Your Employer
immediately prior to the first date of Disability, and is further
defined as follows. Own Occupation:

Includes any employment, trade, or profession that is
substantially similar in terms of tasks, functions, skills,
abilities, knowledge, training and experience, required by
Employers from those engaged in a particular occupation in
the general labor market in the national economy; and
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Is not defined with reference to a specific Employer or
specific location or particular work environment; and

Only includes the occupation or occupations for which You
are covered under this Certificate, and

Generates the Insured Earnings covered by this Certificate.

B400.5261

All Options

Part-Time: This term means:

With respect to eligibility for benefits, the ability to work and earn between
40% and 80% of Indexed Insured Earnings during the Own Occupation
period, and between 40% and 80% of Indexed Insured Earnings after the
Own Occupation period.

B400.0682

All Options

Policy: This term means the group Long Term Disability Income Coverage
described in the Policy and this Certificate.

B400.0683

All Options

Proof Of Insurability: This term means the completion of a form,
acceptable to Us, which shows that a person is insurable. Any applicant
required to submit Proof of Insurability is required to complete and submit to
Us an Enrollment/Change form and such additional forms as we may require.
Upon receipt of any required forms, We will review the applicant’s responses
to determine if the applicant is insurable under our underwriting rules then in
place and, for the amount and type of coverage selected. In order to
determine if the applicant is insurable, We may need to obtain and review the
applicant’s:

Medical history, prescription history, and records relating to
treatment, diagnostic testing, hospitalization and the like;

Financial records and information; and

Records pertaining to the applicant’s driving and motor vehicle
history.

No coverage requiring Proof of Insurability will become effective unless and
until it is approved by Us in writing. Our receipt of any premiums associated
with coverage requiring Proof of Insurability does not waive or modify any
requirement that must be satisfied for coverage to begin, including but not
limited to the requirement that the Applicant submit Proof of Insurability. In
the event that any premiums are overpaid, Our only obligation is to return the
amount of overpaid premiums.

B400.5262
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All Options

Reasonable Accommodation:This term means any modification or
adjustment that the Employer willingly provides to:

A job;

An employment practice;

A work process; or

The work place.

The modification or adjustment must make it possible for a Disabled person
to:

Reach the same level of performance as a similarly situated
non-disabled person; or

Enjoy equal benefits and privileges of employment as are available
to a similarly situated non-disabled person.

The modification or adjustment must not place an undue hardship on the
Employer.

B400.0685

All Options

Recurring Disability: This term means a later Disability that:

Is related to an earlier Disability for which this Certificate paid
benefits; and

Meets the conditions described in the Recurring Disability section
of this Certificate.

B400.0686

All Options

Regular and Appropriate Care: This term means, with respect to Your
disabling condition(s) and any other condition(s) which, if left untreated,
would adversely affect Your disabling condition, You:

Visit a Doctor as frequently as medically required, according to
generally accepted medical standards, to effectively manage these
conditions; and

Are receiving the most appropriate treatment, according to
generally accepted medical standards, designed to achieve
maximum medical improvement in these conditions.

Treatment must be provided by a Doctor or Doctors whose specialty is most
appropriate according to generally accepted medical standards for Your:

Disability; and

Any other conditions which left untreated would adversely affect
Your disabling condition.
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Generally accepted medical standards are those supported by nationally
recognized authorities in the health care field including:

The American Medical Association (AMA);

The AMA Board of Medical Specialties;

The Food and Drug Administration;

The Centers for Disease Control;

The National Cancer Institute;

The National Institutes of Health;

The Department of Health and Human Services; and

Any other agency of similar repute.

B400.0687

All Options

Rehabilitation Agreement: This term means a formal agreement between:

You;

Us; and

Your Employer, if needed

It outlines the Rehabilitation Program in which You agree to take part.

B400.0688

All Options

Rehabilitation Program: This term means a program of work or job-related
training for You that We approve in writing. Its aim is to restore Your wage
earning abilities.

B400.0689

All Options

Retirement Plan: This term means a defined benefit or defined contribution
plan funded wholly or in part by the Employer’s deposits for Your benefit.
The term does not include:

Profit sharing plans;

Thrift plans;

Non-qualified deferred compensation plans;

Individual retirement accounts;

Tax sheltered annuities;
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401(k), 403(b), 457 or similar plans; or

Stock ownership plans.

Retirement Plan "retirement benefits" are lump sum or periodic payments
at normal or early retirement. Some Retirement Plans make payments for
Disability (as defined by those plans) that start before normal retirement age.
When such payments reduce the amount that would have been paid at
normal retirement age, they are retirement benefits. When such payments do
not reduce the normal retirement amount, they are "disability benefits."

B400.0690

All Options

Sickness: This term means an illness or disease. Pregnancy is treated as a
Sickness under this Certificate.

B400.0691

All Options

Spouse: This term means the person to whom You are legally married, as
recognized and allowed by federal law, or state law in Your state of
residence or the state in which the marriage, was recorded.

B400.0693

All Options

We, Us and Our: These terms mean The Guardian Life Insurance Company
of America.

B400.0696

All Options

Working While Disabled: This term means You are working and earning a
gross Monthly income of 20% or more of Indexed Insured Earnings.

B400.0697

All Options

You or Your: These terms mean the Employee.

B400.0698
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All Options

LONG TERM DISABILITY INCOME COVERAGE SCHEDULE OF BENEFITS

Effective March 1, 2018, this Schedule of Benefits is attached to the
Certificate. This Schedule of Benefits replaces any previously issued
Schedule of Benefits.

B400.0707

All Options

Own Occupation
Period

The first 24 months of benefit payments from this Certificate.

B400.0710

All Options

Elimination Period For Disability due to Injury the later of: (1) the end of the maximum. . . . . . .
period for which benefits are payable under the Employer’s Short Term

Disability Income Coverage plan; or (2) 90 days.

For Disability due to Sickness the later of: (1) the end of the. . . . . . . . . . .
maximum period for which benefits are payable under the Employer’s Short

Term Disability Income Coverage plan; or (2) 90 days.

B400.0718

All Options

Maximum Payment
Period

Social Security Normal Retirement Age Table

Your Social Security
Year of Birth Normal Retirement Age

Before 1938 65. . . . . . . . . . . . . . . . . . . . . . . . . .
1938 65 and 2 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1939 65 and 4 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1940 65 and 6 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1941 65 and 8 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1942 65 and 10 months. . . . . . . . . . . . . . . . . . . . . . . . . .

1943-1954 66. . . . . . . . . . . . . . . . . . . . . . . . . .
1955 66 and 2 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1956 66 and 4 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1957 66 and 6 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1958 66 and 8 months. . . . . . . . . . . . . . . . . . . . . . . . . .
1959 66 and 10 months. . . . . . . . . . . . . . . . . . . . . . . . . .

After 1959 67. . . . . . . . . . . . . . . . . . . . . . . . . .

For a disability starting on or after the employee reaches age 60, the
maximum payment period will be determined according to the following table:

Age When Maximum
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Disability Starts Payment Period

Age 60 5.00 years. . . . . . . . . . . . . . . . . . . . . .
Age 61 4.00 years. . . . . . . . . . . . . . . . . . . . . .
Age 62 3.50 years. . . . . . . . . . . . . . . . . . . . . .
Age 63 3.00 years. . . . . . . . . . . . . . . . . . . . . .
Age 64 2.50 years. . . . . . . . . . . . . . . . . . . . . .
Age 65 2.00 years. . . . . . . . . . . . . . . . . . . . . .
Age 66 1.75 years. . . . . . . . . . . . . . . . . . . . . .
Age 67 1.50 years. . . . . . . . . . . . . . . . . . . . . .
Age 68 1.25 years. . . . . . . . . . . . . . . . . . . . . .

Age 69 or older 1.00 year. . . . . . . . . . . . . . . . . . . . . .

But, if Your Disability starts after age 60, and reach the end of the Maximum
Payment Period shown in the table, and You have not reached your Social
Security Normal Retirement Age, we will extend Your Maximum Payment
Period until You reach Social Security Normal Retirement Age.

B400.0723

All Options

Gross Monthly
Benefit

60% of Your Insured Earnings to a maximum benefit of $6,000.00.

The benefit will be rounded to the nearest $1.00, if not already a multiple of
that amount.

Note: We integrate Your Gross Monthly Benefit with certain other income
You may receive. Read all of the terms of this Certificate to see:

The other income with which We integrate; and

How We integrate.

B400.0730

All Options

Proof of Insurability
Requirements

Depending on the coverage sought, You may be required to supply proof
that the person applying for coverage is insurable for the type and amount of
coverage selected. This requirement is called Proof of Insurability. For
purposes of this section, any person applying for coverage requiring Proof of
Insurability is referred to as an "applicant."

To determine if the applicant is required to submit Proof of Insurability for the
type and amount of coverage sought, please see below.

Any Applicant required to submit Proof of Insurability must complete and
submit to Us an acceptable Enrollment/Change form. We may also require
the completion of additional forms so that we may determine whether the
applicant is insurable, according to Our underwriting standards for the type
and amount of insurance for which the applicant applied. To determine if the
applicant is insurable, We may also need to obtain and review the
applicant’s:

Health and medical history;

Prescription history;

KY2020-00290_BW_0640

• 
• 

• 
• 



GC-SCH-LTD-19-MO

00787860/00004.0/ /U91748/9999/0001 P. 47

Records relating to treatment;

Diagnostic testing;

Hospitalization and the like; and

Records pertaining to the applicant’s driving and motor vehicle
history.

No coverage requiring Proof of Insurability will become effective unless and
until it is approved in writing by Us in writing. Our receipt of any premiums
associated with coverage requiring Proof of Insurability does not waive or
modify any requirement that must be satisfied for coverage to begin,
including but not limited to the requirement that the applicant submit Proof of
Insurability. In the event that any premiums are overpaid, Our only obligation
is to return the amount of overpaid premiums.

The Employer, or its designee, must give Us complete and accurate
information so that we may determine:

Who is insured;

The type and amount of coverage for which someone is insured;
and

Any other information required so that Guardian may meet its
obligations under the Certificate.

We require Proof of Insurability as follows:

If You:

Do not meet this Certificate’s enrollment requirement within 30
days after You first become eligible; or

Enroll after You previously had coverage which ended because
You failed to make a required payment.

We will ask for Proof of Insurability and You will not be covered until We
approve that proof in writing.

If Your active Full-Time work ends before You meet any Proof of Insurability
requirements that apply You will still have to meet those requirements if You
are later re-employed by the Employer or an associated company within 30
days.

You must give Us Proof of Insurability before You can be covered for this
Certificate.

Any level of coverage that requires Proof of Insurability takes effect on the
date We approve tahe that proof in writing. But, You must be
Actively-At-Work on a Full-Time basis on that date. If You are not, the new
level of coverage will take effect on the date You return to Active Work on a
Full-Time basis. In any case, the new level of coverage will not apply to a
Recurring Disability.

B400.0751
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All Options

Changes To Coverage

Changes In
Coverage Amounts

If You are not Actively At Work on a Full-Time basis, any change in Your
amount of coverage will not become effective prior to the date You return to
Active Work on a Full-Time basis.

Changes In
Insurance

Classification

If Your classification changes, coverage will not be changed to the new
amount until the first day on which You are: (1) Actively At Work on a Full-
Time basis; and (2) make a contribution, if required, for the new
classification.

If a contribution is required for the new classification for which a larger
amount of coverage is provided, You must make the required contribution for
the new amount within 31 days of the change. If You do not make the
required contribution within 31 days of the change or within 31 days of
becoming Actively At Work on a Full-Time basis, if You are not Actively At
Work on a Full-Time basis, when Your classification changes, no increase
will be allowed due to such change or any later change. In that case, in order
to become covered for the larger amount, You must:

Make the required contribution for the new amount; and

Furnish Proof of Insurability to Us, which We approve in writing.

If the coverage amount was previously reduced because of age or
retirement, it will be retained at the reduced amount.

B400.0955
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All Options

SUPPLEMENTAL RIDERS

B400.1169
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All Options

CERTIFICATE RIDER

This Rider is effective as of the effective date of the Employee’s Certificate.
If this Rider is added to an inforce Certificate, the Rider becomes effective
on its issue date. This Rider amends the Certificate by the addition of the
following:

Income Recovery Benefit Rider

This Rider may pay an Income Recovery Benefit, if Monthly Benefits cease
because You are no longer Disabled.

To be eligible for the Income Recovery Benefit, You must be:

Able to perform the material and substantial duties of Your Own
Occupation or, if the Certificate has paid all benefits for the Own
Occupation period, able to perform the material and substantial
duties of any Gainful Occupation;

Working in Your Own Occupation or, if the Certificate has paid all
benefits for the Own Occupation period, Your Gainful Occupation,
the same number of hours as You did prior to Disability;

Unable to earn the Certificate’s maximum allowable Disability
Earnings, due to the Sickness or Injury which caused the prior
Disability.

We pay this benefit Monthly, in arrears. We determine the amount We pay in
two steps.

In step one, We compute the following: (1) Your Gross Monthly Benefit as of
the last month You were Disabled under the terms of the Certificate; less (2)
Other Income Benefits.

In step two, We make a current earnings adjustment.

We add:

Your Gross Monthly Benefit as of the last month You were
Disabled under the terms of the Certificate; and

Your current Disability Earnings.

If such sum exceeds 100% of Your Insured Earnings, We pay the amount in
step one less the excess over 100%. If such sum does not exceed 100%,
We pay the amount in step one.

We stop paying this benefit on the earliest of:

The date You are able to earn the Certificate’s maximum allowable
Disability Earnings;

The date You become Disabled;

The date You stop working;
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The date 12 months in a row after the first Income Recovery
Benefit is paid; or

The end of the Maximum Payment Period.

We will not pay more than 12 monthly Income Recovery Benefit payments
following any one period of Disability, including any Recurring Disability.

This Rider is a part of the Certificate. Except as stated in this Rider, nothing
contained in this Rider changes or affects any other terms of the Certificate.

The Guardian Life Insurance Company of America

Senior Vice President, Group and Worksite Markets

B400.5341
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All Options

CERTIFICATE RIDER

This Rider is effective as of the effective date of the Employee’s Certificate.
If this Rider is added to an inforce Certificate, the Rider becomes effective
on its issue date. This Rider amends the Certificate by the addition of the
following:

Survivor Benefit Rider

This Rider may pay a Survivor Benefit, according to the terms below.

What We Pay: We may pay a Survivor Benefit if You die after You:

Had been Disabled for at least six months in a row; and

Were entitled to receive at least one full Monthly Benefit prior to
Your death.

When We receive proof of Your death, We pay Your Eligible Survivor a lump
sum benefit.

But, We first apply such benefit to reduce any overpayment You may owe
Us.

If You have no Eligible Survivor, no Survivor Benefit is paid.

Accelerated Survivor Benefit

If You have a terminal illness, We may accelerate payment of this Rider’s
Survivor Benefit.

For purposes of the accelerated Survivor Benefit, a terminal illness means a
medical condition that is expected to result in Your death within 6 months.

To receive an accelerated Survivor Benefit, You must:

Be entitled to receive a Monthly Benefit from the Certificate;

Request this benefit in writing; and

Provide written proof of terminal illness from a Doctor.

But, We will not pay an accelerated Survivor Benefit if there are less than 6
months remaining in the maximum benefit period.

If You choose to receive an accelerated Survivor Benefit, no Survivor Benefit
is payable on Your death.

Definitions

This section defines certain terms appearing in this Rider. Additional terms,
not listed here, are defined in the Certificate.

Eligible Survivor: This term means Your Spouse, if living. If Your Spouse is
not living, Your Eligible Survivor is Your:

Unmarried child under age 20; and
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Unmarried child under age 26 who is enrolled as a full-time
student at an accredited school.

If there is more than one such child when You die, this benefit will be paid to
each child in equal shares.

Survivor Benefit: This term means an amount equal to 3 times the amount
of Your last Monthly Benefit after it is reduced by Disability Earnings.

This Rider is a part of the Certificate. Except as stated in this Rider, nothing
contained in this Rider changes or affects any other terms of the Certificate.

The Guardian Life Insurance Company of America

Senior Vice President, Group and Worksite Markets

B400.5381
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All Options

CERTIFICATE AMENDATORY RIDER

This Rider is effective on the Policy Date. If this Rider is added after the
Policy Date, the Rider becomes effective on its issue date.

This Rider amends the Certificate by the replacement of the following Benefit
Provisions:

Other Income Benefits: You may receive, or be entitled to receive, income
shown in the list below.

We will reduce Your Gross Monthly Benefit by such other income benefits to
determine Your Monthly Benefit from this Certificate.

Commissions or monies received, payable but deferred, or paid after
Disability benefits start.

This includes:

Vested and nonvested renewal commissions;

Bonuses;

Royalties; and

Other distributions.

Disability benefits from any mandated benefit act or law. This includes
all temporary disability or state disability benefits required by law.

Disability benefits from all group policies or plans of the Employer. This
includes payments made by a group life insurance plan due to Your
Disability. This does not include payments made from a group life
insurance plan’s:

Accelerated death benefit; or

Like provision that allows payment of such plan’s proceeds due to
terminal illness.

Disability benefits from any other group policy or plan; but, if the other
group plan was in force prior to this Certificate, and the other group
plan also deducts for disability benefits from any other group plan, We
will not deduct these other group disability benefits.

Income from sick leave, salary continuance or paid time off, exclusive
of vacation time accrued prior to Disability, but only to the extent that
such income plus the amount of Your Gross Monthly Benefit is more
than 100% of Your Indexed Insured Earnings. This applies whether
such benefits are sponsored on a formal or informal basis. This
includes:

Donated;

Lump sum; and

Recurrent payments of accrued sick leave benefits.
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But, if You are working while Disabled, We will account for such
income as described in Adjustment of Monthly Benefit for
Disability Earnings.

Income received from partnership distributions but only to the extent
that such income plus the amount of Your Gross Monthly Benefit is
more than 100% of Your Indexed Insured Earnings.

Benefits from: The United States Social Security Act; The Railroad
Retirement Act; or any other like U.S. or Canadian plan or act.

This includes:

(a) All disability benefits for which: (i) You are entitled; and (ii) Your
spouse and children are entitled due to Your Disability;

(b) All unreduced retirement benefits for which: (i) You are entitled
and awarded; and (ii) Your spouse and children are entitled and
awarded due to Your entitlement; and

(c) All reduced retirement benefits paid to: (i) You; and (ii) Your
spouse and children due to Your receipt of such benefits.

We do not reduce Your Gross Monthly Benefit by the retirement
benefits described in (b) and (c) above, to the extent that You and Your
dependents were entitled and awarded such income prior to the start of
Disability. We will reduce the Gross Monthly Benefit by marginal
increases in such income You and Your dependents were entitled and
awarded after Disability begins.

We will reduce Your Gross Monthly Benefit by Your dependents’
benefits described in (a), (b) and (c) above if: (i) the dependents’
benefits are provided to You by the Social Security Administration; (ii) at
the time that the Social Security Administration makes its first payment
of the dependent benefits described in (a), (b), and (c) above, the
dependent child remains a minor dependent or an adult Disabled
dependent, and (iii) the dependent benefits You are entitled to are
greater than any dependent benefit being received by another person.
Under these circumstances, We will reduce Your Gross Monthly Benefit
by the difference between the amount the dependent was awarded
under the prior recipient and the amount awarded the dependent under
Your benefits.

We do not reduce Your Gross Monthly Benefit by the benefits to which
You are entitled, as described in (a), (b), and (c) above unless such
benefits are greater than any widow/widower benefit You are receiving.
And then We reduce Your Gross Monthly Benefit by the difference.

Income of the type that is included in Your Insured Earnings for
purposes of determining Your Gross Monthly Benefit under this
Certificate.

That portion of Retirement Plan retirement benefits which the Employer
funds.

That portion of Retirement Plan disability benefits which the Employer
funds.
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Retirement benefits or Retirement Plan disability benefits, due to Your
Disability, from any Government Plan other than those shown above.

Disability benefits from any:

No-Fault Motor Vehicle Coverage;

Motor vehicle financial responsibility act; or

Like law.

Payment or settlement, with or without admission of liability, from: A
Workers’ Compensation law; an occupational disease law; or any other
act or law of like intent.

This includes:

The Jones’ Act;

The Longshoreman’s and Harbor Workers’ Compensation Act; or

Any Maritime doctrine of Maintenance, Wages or Cure.

If You receive a payment net of attorney fees approved by the Workers’
Compensation Board or similar authority, We reduce Our benefit by the
net payment.

Disability benefits from any third party when Your Disability is the result
of the negligence or intentional tort liability of that third party.

Unemployment compensation benefits.

Payment from Your Employer as part of a termination or severance
agreement.

Payments from a paid leave, or a similar plan that pays for an approved
leave, but only to the extent that such income plus the amount of Your
Gross Monthly Benefit is more than 100% of Your Insured Earnings.

We reduce Your Gross Monthly Benefit with income shown above that You
are entitled to receive without regard to the reason You are entitled to
receive it.

Our right to reduce Your benefit by such income shall not be negated by a
transfer of claim liability to a third party. Payment by such third party by law,
settlement, judgment, waiver or otherwise shall not negate Our right.

B441.0307

All Options

Other Income Not Subject To Deduction: We will not reduce Your Gross
Monthly Benefit by any income You receive or are entitled to receive from
the list below.

Deferred compensation arrangements such as 401(k), 403(b) or
457 plans;

Profit sharing plans;

Thrift plans;
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Tax sheltered annuities;

Stock ownership plans;

Individual Retirement Accounts (IRA);

Individual disability income policies;

Credit disability insurance;

Non qualified plans of deferred compensation;

Pension plans for partners;

Retirement plans of another Employer not affiliated with this
Certificate;

Military pension and disability plans;

Critical Illness insurance, unless the benefit is paid out as a wage
replacement benefit;

Accident Insurance, unless the benefit is paid out as a wage
replacement benefit;

Specified Disease insurance, unless the benefit is paid out as a
wage replacement benefit;

Cancer insurance, unless the benefit is paid out as a wage
replacement benefit.

The Guardian Life Insurance Company of America

Senior Vice President, Group and Worksite Markets

B441.0311
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All Options

STATEMENT OF ERISA RIGHTS

The Guardian Life Insurance Company of America
10 Hudson Yards

New York, New York 10001
(212) 598-8000

Your group Short Term and/or Long Term Disability Income benefits may be
covered by the Employee Retirement Income Security Act of 1974 (ERISA).
If so, you are entitled to certain rights and protections under ERISA.

ERISA provides that all plan participants shall be entitled to:

Receive Information
about Your Plan and

Benefits

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

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

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

Prudent Actions by
Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon
the people who are responsible for the operation of the employee benefit
plan. The people who operate the plan, called "fiduciaries" of the plan, have
a duty to do so prudently and in the interest of plan participants and
beneficiaries. No one, including your employer, your union, or any other
person may fire you or otherwise discriminate against you in any way to
prevent you from obtaining a welfare benefit or exercising your rights under
ERISA.

Enforcement of
Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part,
you have a right to know why this was done, to obtain copies of documents
relating to the decision without charge, and to appeal any denial, all within
certain time schedules (see Claims Procedures below).
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Under ERISA, there are steps you can take to enforce the above rights. For
instance, if you request a copy of plan documents or the latest annual report
from the plan and do not receive them within 30 days, you may file suit in a
state or Federal court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110.00 a day until
you receive the material, unless the materials were not sent because of
reasons beyond the control of the administrator. If you have a claim for
benefits which is denied or ignored, in whole or in part, you may file suit in a
federal court. If it should happen that plan fiduciaries misuse the plan’s
money or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a
Federal court. The court will decide who should pay court costs and legal
fees. If you are successful, the court may order the person you sued to pay
these costs and fees. If you lose, the court may order you to pay these costs
and fees, for example, if it finds that your claim is frivolous.

Assistance with
Questions

If you have questions about the plan, you should contact the plan
administrator. If you have questions about this statement or about your rights
under ERISA, or if you need assistance in obtaining documents from the plan
administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor listed in your telephone
directory or the Employee Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue N.W., Washington D.C. 20210. You may
also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security
Administration.

Disability Benefits
Claims Procedure

If you seek benefits under the plan you should complete, execute and submit
a claim form. Claim forms and instructions for filing claims may be obtained
from The Guardian Life Insurance Company of America (hereinafter
referenced as Guardian).

Guardian is the Claims Fiduciary with discretionary authority to interpret and
construe the terms of the Policy, the Certificate, the Schedule of Benefits,
and any riders, or other documents or forms that may be attached to the
Certificate or the Policy, and any other plan documents. Guardian has
discretionary authority to determine eligibility for benefits and coverage under
those documents. Guardian has the right to secure independent professional
healthcare advice and to require such other evidence as needed to decide
your claim.

In addition to the basic claim procedure explained in your certificate,
Guardian will also observe the procedures listed below. These procedures
are the minimum requirements for benefit claims procedures of employee
benefit plans covered by Title 1 of ERISA.

Definitions "Adverse determination" means any denial, reduction or termination of a
benefit or failure to provide or make payment (in whole or in part) for a
benefit.

Timing for Initial
Benefit

Determination

The benefit determination period begins when a claim is received. Guardian
will make a benefit determination and notify a claimant within a reasonable
period of time, but not later than the maximum time period shown below. A
written or electronic notification of any adverse benefit determination must be
provided.
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Guardian will provide a benefit determination not later than 45 days from the
date of receipt of a claim. This period may be extended by up to 30 days if
Guardian determines that an extension is necessary due to matters beyond
the control of the plan, and so notifies the claimant before the end of the
initial 45-day period. Such notification will include the reason for the
extension and a date by which the determination will be made. If prior to the
end of the 30-day period Guardian determines that an additional extension is
necessary due to matters beyond the control of the plan, and so notifies the
claimant, the time period for making a benefit determination may be extended
for up to an additional period of up to 30 days. Such notification will include
the special circumstances requiring the extension and a date by which the
final determination will be made.

A notification of an extension to the time period in which a benefit
determination will be made will include an explanation of the standards upon
which entitlement to a benefit is based, any unresolved issues that prevent a
decision of the claim, and the additional information needed to resolve those
issues.

If Guardian extends the time period for making a benefit determination due to
a claimant’s failure to submit information necessary to decide the claim, the
claimant will be given at least 45 days to provide the requested information.
The extension period will begin on the date on which the claimant responds
to the request for additional information.

B997.0232

Adverse Benefit
Determination

If a claim is denied, Guardian will provide a notice that will set forth:

The specific reason(s) for the adverse determination;

References to the specific provisions in the Policy, Certificate, plan or
other documents, on which the determination is based;

A description of any additional material or information necessary to
perfect the claim and an explanation of why such material or
information is necessary;

A description of the plan’s claim review procedures which a claimant
may follow to have a claim for benefits reviewed and the time limits
applicable to such procedures;

A statement disclosing any internal rule, guideline, protocol or similar
criterion relied on in making the adverse benefit determination (or a
statement that such information will be provided free of charge upon
request); or a statement that no internal rule, guideline, protocol or
similar criterion was relied upon in making the adverse benefit
determination;

If applicable, an explanation of the basis of disagreement with or not
following the views presented by you, of health care professionals who
treated you and vocational professionals who evaluated you;
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If applicable, an explanation of the basis for disagreeing with or not
following the views of any medical or vocational expert whose advice
was obtained on our behalf in connection with the adverse benefit
determination, without regard to whether the advice was relied upon in
making the determination;

If applicable, an explanation of the basis for disagreeing with or not
following a disability determination made by the Social Security
Administration that you present to us;

A description of the plan’s review procedures and the time limits
applicable to such procedures, including a statement of the claimant’s
right to bring a civil action under ERISA Section 502(a) following an
adverse benefit determination on appeal, and;

In the case of an adverse benefit determination based on medical
necessity or experimental treatment, notice will either include an
explanation of the scientific or clinical basis for the determination, or a
statement that such explanation will be provided free of charge upon
request.

Appeal of Adverse
Benefit

Determinations

If a claim is wholly or partially denied, the claimant will have up to 180 days
to make an appeal. Guardian will conduct a full and fair review of an appeal
which includes providing to claimants the following:

The opportunity to submit written comments, documents, records and
other information relating to the claim;

The opportunity, upon request and free of charge, for reasonable
access to, and copies of, all documents, records and other information
relevant to the claim; and

A review that takes into account all comments, documents, records
and other information submitted by the claimant relating to the claim,
without regard to whether such information was submitted or
considered in the initial benefit determination.

In reviewing an appeal, Guardian will:

Provide for a review conducted by a named fiduciary who is neither
the person who made the initial adverse determination nor that
person’s subordinate;

In deciding an appeal based upon a medical judgment, consult with a
health care professional who has appropriate training and experience
in the field of medicine involved in the medical judgment;

Identify medical or vocational experts whose advice was obtained in
connection with an adverse benefit determination; and

Ensure that a health care professional engaged for consultation
regarding an appeal based upon a medical judgment shall be neither
the person who was consulted in connection with the adverse benefit
determination, nor that person’s subordinate.
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Guardian will notify the claimant of its decision not later than 45 days after
receipt of the request for review of the adverse determination. This period
may be extended by an additional period of up to 45 days if Guardian
determines that special circumstances require an extension of the time
period for processing and so notifies the claimant before the end of the initial
45-day period.

A notification with respect to an extension will indicate the special
circumstances requiring an extension of the time period for review, and the
date by which the final determination will be made.

In the event Guardian denies the appeal of an adverse benefit determination,
it will:

Provide the specific reason or reasons why the appeal was denied;

Refer to the specific provisions in the Policy, Certificate, plan, or other
documents on which the benefit determination is based;

Provide a statement that the claimant is entitled to receive, upon
request and free of charge, reasonably access to, and copies of all
documents, records, and other information relevant to the claimant’s
claim for benefits;

Provide a statement disclosing any internal rule, guideline, protocol or
similar criterion relied on in making the adverse benefit determination
(or a statement that such information will be provided free of charge
upon request); or a statement that no internal rule, guideline, protocol
or similar criterion was relied upon in making the adverse benefit
determination;

If applicable, provide an explanation of the basis of disagreement with
or not following the views presented by you, of health care
professionals who treated you, and vocational professionals who
evaluated you;

If applicable, provide an explanation of the basis for disagreeing with
or not following the views of any medical or vocational expert whose
advice was obtained on our behalf in connection with the adverse
benefit determination, without regard to whether the advice was relied
upon in making the determination;

If applicable, provide an explanation of the basis for disagreeing with
or not following a disability determination made by the Social Security
Administration that you present to us;

Provide a statement describing the claimant’s right to bring a civil suit
under Section 502(a) of the Employee Retirement Income Security Act
of 1974 which shall also describe any applicable contractual limitations
period that applies the claimant’s right to bring such an action,
including the calendar date on which the contractual limitations period
expires for the claim, and;
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In the event the adverse benefit determination is based on a medical
necessity or experimental treatment or similar exclusion or limit,
provide either an explanation of the scientific or clinical judgment for
the determination, applying the terms of the plan to the claimant’s
medical circumstances, or a statement that such explanation will be
provided free of charge upon request.

Alternative Dispute
Options

The claimant and the plan may have other voluntary alternative dispute
resolution options, such as mediation. One way to find out what may be
available is to contact the local U.S Department of Labor Office and the
State insurance regulatory agency.

In addition to any legal rights you may have under section 502(a), if you
believe that we have violated ERISA’s procedural requirements, you may
request that we review any claimed violation(s) and we will respond to you
within ten days.

B997.0233
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YOUR BENEFITS INFORMATION - ANYTIME, ANYWHERE

www.GuardianAnytime.com

Insured employees and their dependents can access helpful, secure
information about their Guardian benefits(s) online at:

GuardianAnytime.com - 24 hours a day, 7 days a week.

Anytime, anywhere you have an internet connection you will be able to:

Review your benefits

Look up coverage amounts

Check the status of a claim

Print forms and plan materials

And so much more!

To register, go to www.GuardianAnytime.com
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The Guardian Life Insurance
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Ky. PSC No. 2020-00290 
Response to 2 AG 14 
Witness: M. Duncan 

Page 1 of 1 

 

 
 

Request 

14. Confirm that a lead-lag analysis could demonstrate that cash working capital could be set 
to an amount less than that provided by the 1/8 method.  If you cannot confirm this, discuss 
why.   

 
Response 

Bluegrass Water does not believe a lead-lag analysis for the Company would demonstrate 

that cash working capital would differ materially from the amount derived using the 1/8 

method.  That belief cannot be confirmed or disproven because no lead-lag study has been 

performed. 
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Request 

15. Confirm that a lead-lag analysis could demonstrate that cash working capital could be set 
at an amount below $0.  If you cannot confirm this, discuss why.   

 
Response 

Bluegrass Water does not believe a lead-lag analysis for the Company would demonstrate 

that cash working capital could be set at an amount below $0.  That belief cannot be 

confirmed or disproven because no lead-lag study has been performed. 
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Request 

16. Describe in detail the basis for the determination of “average service life” for each of the 
NARUC Acct. Nos. found at BGUOC2020RateCase-RateBase_(Sewer).xlsx and 
BGUOC2020RateCase-RateBase_(Water).xlsx at tabs Dep. – BY B3.1 for both the base 
and forecasted years.   

 
Response 

Please refer to the Company's response to 2 PSC 02 for a description of the rationale for 

adopting the depreciation rates proposed in this case.  The average service life and rate of 

depreciation are effectively the same except that average service life is expressed in years 

and depreciation rates can be expressed in annual percentages.   
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Request 

17. Is CSWR, LLC or any of its affiliates a member of any industry advocacy associations or 
other groups? 

a. If so, list each of those entities, detail the amount spent by CSWR, LLC or the affiliate 
to belong to that group(s), and confirm whether those funds are including in rate base. 

b. Does CSWR, LLC, Bluegrass, or any other affiliate pay dues to any such organization? 
If so, provide the annual amount that the industry advocacy association spends on 
lobbying.  

 
Response 

Yes. 

a. National Association of Water Companies (NAWC) – $15,000 of which $787.50 is 

allocated to Bluegrass Water. 

 Kentucky Rural Water Association (KRWA) - $550 per year. 

 No portion of the amounts listed above is included in rate base. 

b. CSWR/Bluegrass does not know what portion, if any, of the annual dues paid to NAWC 

or KRWA is spent for lobbying. 
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