COMMONWEALTH OF KENTUCKY

BEFORE THE PUBLIC SERVICE COMMISSION

In the Matter of:

THE ELECTRONIC APPLICATION OF BIG )
SANDY RURAL ELECTRIC COOPERATIVE )
CORPORATION FOR A GENERAL )
ADJUSTMENT OF RATES )

CASE NO.
2024-00287

BIG SANDY RURAL ELECTRIC COOPERATIVE CORPORATION’S
VERIFIED RESPONSE TO
COMMISSION STAFF’S FIRST REQUESTS FOR INFORMATION
ENTERED SEPTEMBER 25, 2024

Comes now Big Sandy Rural Electric Cooperative Corporation (Big Sandy), by counsel,
and does hereby tender its Verified Response to Commission Staff’s First Request for

Information entered September 25, 2024.

Filed October 16, 2024



COMMONWEALTH OF KENTUCKY

BEFORE THE PUBLIC SERVICE COMMISSION

In the Matter of:

Electronic Application of Big Sandy Rural )
Electric Cooperative Corporation for a )
General Adjustment of Rates and Other ) Case No. 2024-00287

General Relief )

VERIFICATION OF JEFF PRATER

COMMONWEALTH OF KENTUCKY )

COUNTY OF JOHNSON

N N

Jeff Prater, President and General Manager of Big Sandy Rural Electric Cooperative
Corporation, being duly sworn, states that he has supervised the preparation of certain responses
to Commission Staff’s First Request for Information in the above-referenced case and that the
matters and things set forth therein are true and accurate to the best of his knowledge, information
and belief, formed after reasonable inquiry.

Je

The foregoing Verification was signed, acknowledged and sworn to before me this
day of October, 2024, by Jeff Prater.

Comm



COMMONWEALTH OF KENTUCKY

BEFORE THE PUBLIC SERVICE COMMISSION

In the Matter of:

Electronic Application of Big Sandy Rural )

Electric Cooperative Corporation for a ) Case No. 2024-00287
General Adjustment of Rates and Other )
General Relief

VERIFICATION OF ROBIN SLONE

COMMONWEALTH OF KENTUCKY )

S N’

COUNTY OF JOHNSON

Robin Slone, Accounting Manager for Big Sandy Rural Electric Cooperative Corporation,
being duly sworn, states that she has supervised the preparation of certain responses to
Commission Staff’s First Request for Information in the above-referenced case and that the matters
and things set forth therein are true and accurate to the best of her knowledge, information and
belief, formed after reasonable inquiry.

Kobin Slone

Tha frvacqing Verification was signed, acknowledged and sworn to before me this
day of _, 2024, by Robin Slone.

Comn



COMMONWEALTH OF Kl TUCKY

BEFORE THE PUBLIC SERVICE COMMISSION

In the Matter of:

Electronic Application of Big Sandy Rural )

Electric Cooperative Corporation for a ) Case No. 2024-00287
General Adjustment of Rates and Otl )

General Relief

VERIFICATION OF JONI HAZELRIGG

COMMONWEALTH OF KENTUCKY )

COUNTY OF JOHNSON )

Joni Hazelrigg, Consultant for Big Sandy Rural Electric Cooperative Corporation, being
duly sworn, states that she has supervised the preparation of cer n responses to Commission
Staff’s First Request for Information in the above-referenced case and that the matters andt s
set forth therein are true and accurate to the best of her knowledge, information and belief, formed

after reasonable inquiry.

- £---- -t Verification was signed, acknowledged and sworn to before me this
day of 2024, by Jor Hazelrigg.

Commis



Response 1
Page 1 of 2
Witness: Jeff Prater and Joni Hazelrigg
Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 1: Provide the following expense account data:

a. A schedule, in comparative form showing the operating expense account balance for the
test year and each of the three most recent calendar years for each account or subaccount in Big
Sandy’s annual report. Show the percentage of increase or decrease of each year over the prior
year.

b. A listing, with descriptions, of all activities, initiatives, or programs undertaken by Big
Sandy Energy since its last general rate case for the purpose of minimizing costs or improving

the efficiency of its operations or maintenance activities. Include all quantifiable realized and

projected savings.

Response 1(a): Please see the Excel file uploaded separately.

Response 1(b): Big Sandy provides the following activities, initiatives and programs that were

impactful since our last general rate case in reducing costs or improving the efficiency of
operations and maintenance. These following activities are not all inclusive of our activities, as
Big Sandy continuously looks for cost saving measures. It is not possible to quantify the exact
dollar amount of these actions.

Big Sandy applied for a SBA/PPP loan in 2020 in the amount of $538,970. The loan was

forgiven that enabled it to recover up to eight weeks of payroll costs including benefits.



Response 1
Page 2 of 2
Witness: Jeff Prater

Overall, Big Sandy operates with a lean workforce for both inside and outside employees.
Upgraded Automated Metering Reading infrastructure (AMR) from 2019-2023. This has added a
significant number of Remote-enabled Disconnect meters and reduced operational expenses. It
has also improved voltage monitoring, outage detection, the speed of communication.

Big Sandy has closely evaluated our Vegetation Management Program since the last rate
increase, after experiencing loss of available contract workforce due to Covid 19, Big Sandy
created a subsidiary “Big Sandy Forestry” to provide one crew that currently cuts all capital
projects and mid cycle trees.

In April, 2020, Big Sandy drew down final loan funds in the amount of $7,000,000 at a fixed rate
of 1.118 percent from FFB. Four million of that was invested in CFC Certificates with an annual
return of 5 percent. The interest that is being earned on the certificate is more than enough to

cover the debt service plus some.



ATTACHMENTS
ARE EXCEL
SPREADSHEETS
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SEPARATELY
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Page 1 of 1
Witness: Joni Hazelrigg
Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 2: Provide the capital structure at the end of the five most recent calendar years and

each of the other periods shown in Schedule Al and Schedule A2.

Response 2: Please see the Excel file uploaded separately.
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Response 3
Page 1 of 1
Witness: Joni Hazelrigg
Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 3: Provide the following:
a. A list of all outstanding issues of long-term debt as of the end of the latest calendar year
together with the related information as shown in Schedule B1.

b. An analysis of short-term debt as shown in Schedule B2 as of the end of the latest

calendar year.

Response 3a: Please see the Excel file uploaded separately.

Response 3b: Not Applicable. Big Sandy did not have any outstanding short-term loans as of
end of test year 2023.
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Response 4
Page 1 of 48
Witness: Jeff Prater
Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 4: Provide Big Sandy RECC’s internal accounting manuals, directives, and policies and

procedures.

Response 4: Please see attached RUS Form 1717-b2 “Guide for Preparing Financial and
Statistical Reports for Electric Distribution Borrowers”. Also reference the Audited Financial
Statements provided in Exhibit 17 of the Application for a summary of significant accounting

policies.



Disclaimer: The contents of this guidance document does not have the force and effect of law and is not meant

to bind the public in any way. This document is intended only to provide clarity to the public regarding

existing requirements under the law or agency policies. Att to Response 4
Page 2 of 48
Witness: Jeff Prater

UNITED STATES DEPARTMENT OF AGRICULTURE
Rural Utilities Service

BULLETIN 1717B-2
RD-GD-2002-45

SUBJECT: Guide for Preparing Financial and Statistical Reports for Electric Distribution
Borrowers

TO: All Electric Distribution Borrowers
EFFECTIVE DATE: Date of approval.
OFFICE OF PRIMARY INTEREST: Assistant Administrator, Electric Program.

FILING INSTRUCTIONS: This bulletin replaces RUS Bulletin 1717B-2, "Guide for Preparing
Financial and Statistical Reports for Electric Distribution Borrowers," dated December 31, 1993.
Suggestion to borrowers: Distribute copies of this bulletin to all units responsible for elements
of the report.

This Bulletin is also available on the RUS Data Collection System Website at
http://dcs.usda.gov.

PURPOSE: To provide instructions to all electric distribution borrowers required to submit
operating reports to RUS. These instructions implement reporting requirements in the borrower's
loan contract with RUS and the laws and regulations that authorize RUS to collect this
information. The guidance provided in this bulletin corresponds to the completion of a paper
Form 7 and 7a. The RUS Data Collection System Website contains instructions for completion
of the electronic form.

2/14/02

Blaine D. Stockton Date
Assistant Administrator
Electric Program


http://dcs.usda.gov/
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INSTRUCTIONS FOR THE PREPARATION OF THE Page 3 of 48

FINANCIAL AND STATISTICAL REPORT

TABLE OF CONTENTS

REQUIREMENTS
REPORTS

GENERAL

SPECIFIC INSTRUCTIONS

A WDN PR

LIST OF EXHIBITS:

Exhibit A Specific Instructions for RUS Form 7
Exhibit B Specific Instructions for RUS Form 7a
Exhibit C Investments Under the 15Percent Rule
Exhibit D Investment Descriptions

ATTACHMENTS:

Attachment 1 RUS Form 7
Attachment 2 RUS Form 7a
INDEX:

Financial and Statistical Reports
Financial Statements
Operating Reports

Reports
ACRONYMS
CBO Certificates of Beneficial Ownership
CD Certificate of Deposit
CFC National Rural Utilities Cooperative Finance Corporation
CL Capital Leases
CATS Certificates of Accrual on Treasury Securities
CTC Capital Term Certificates
DCS Data Collection System
ERC Energy Resources Conservation

FCSFAC Farm Credit System Finance Assistance Corporation

FDIC Federal Deposit Insurance Corporation

Witness: Jeff Prater
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FERC
FFB

FICO
FHLB
FHLMC
FmHA
FNMA
G&T
GNMA
GSA
NOW
NRUCFC
REFCORP
REIT
RUS
SBA
Sallie Mae
TIGERS
TVA
WMATA

Bulletin 1717B-2
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Att to Response 4
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Witness: Jeff Prater

ACRONYMS
(continued)

Federal Energy Regulatory Commission

Federal Financing Bank

Financing Corporation

Federal Home Loan Banks

Federal Home Loan Mortgage Corporation or Freddie Mac
Farmers Home Administration

Federal National Mortgage Association or Fannie Mae
Generation and Transmission borrower

Government National Mortgage Association, Ginnie Mae, or Ginnies
General Services Administration

Negotiable Order of Withdrawal

National Rural Utilities Cooperative Finance Corporation
Resolution Funding Corporation

Real Estate Investment Trusts

Rural Utilities Service

Small Business Administration

Student Loan Marketing Association

Training Investment Growth Receipts

Tennessee Valley Authority

Washington Metropolitan Area Transit Authority
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The Rural Utilities Service's (RUS) requirements regarding the submission of financial\agess: Jeff Prater
statistical reports by electric distribution borrowers are contained in the loan contract. Also,
RUS's reporting requirements are codified in 7 CFR Parts 1710 and 1717.

1. REQUIREMENTS

2. REPORTS

2.1 The preparation of a monthly financial and statistical report aids a borrower's management
in effectively operating and controlling the business.

2.2 As an aid to borrowers in developing and submitting operating information on a uniform
basis, RUS furnishes a prescribed report form to be used by electric distribution borrowers. An
original and one copy of RUS Form 7, pages 1 through 5, and Form 7a, Pages 1 and 2, should be
submitted to RUS annually by March 1 for the period ending December 31. Quarterly reports
(RUS Form 7, pages 1 and 2) are requested when a deficit exists in the prior year's operations. In
addition, individual borrowers may be requested by RUS to submit RUS Form 7 (pages 1 and 2)
monthly.

2.3 If after the filing of RUS Form 7 and 7a for December 31, major adjustments in the accounts
are made which significantly affect the operating statement for the year, the balance sheet, or key
financial ratios, revised reports reflecting these adjustments should be submitted to RUS
promptly.

2.4 Sample copies of the revised report forms are attached to this guide. A supply of these
forms will be furnished to borrowers not using the Data Collection System (DCS) system, upon
request.

2.5 Distribution borrowers having generating facilities shall continue to submit reports on the
operation of such facilities in accordance with the current instructions set forth in RUS Bulletin
1717B-3, in addition to the RUS Form 7 and 7a.

2.6 Timely reporting not only permits RUS to fulfill its reporting obligations, but helps the
borrower have data promptly for effective management. It is strongly urged that attention be
given to organizing your operations so that required reports will be submitted on time.

3. GENERAL

The "Financial and Statistical Report" makes available to RUS information for analyses in
connection with the security of Government loan funds. It is believed that this report, when
supplemented by such additional information as may be desired by an individual borrower, will
also be of great assistance to boards of directors and managers of the system in successfully
coping with various management problems.



Att to Response 4
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, Bulletin 1717B-2
Witness: Jeff Prater

Page 5

The report provides RUS with sufficient information to prepare an annual financial and statistical
report of all RUS borrowers' electric operations. RUS provides the Federal Energy Regulatory
Commission (FERC) with a copy of the RUS statistical report. Thus, most borrowers are not
required to submit individual reports to FERC.

The reports prepared by borrowers must accurately reflect the financial data as shown by the
books of account, and should be prepared in accordance with the detailed instructions contained
in this manual. Maximum benefits can be derived from the monthly and annual report only
when they are correctly prepared. Careful preparation of the report also eliminates additional
correspondence. After the report has been prepared and typed, it should be carefully reviewed
and verified for both clerical and/or typographical errors. Accounts referenced: RUS Uniform
System of Accounts - Electric (7 CFR 1767, subpart B, and RUS Bulletin 1767B-1).

These instructions and report forms do not apply to power supply borrowers.
4. SPECIFIC INSTRUCTIONS

4.1 The "Financial and Statistical Report," RUS Form 7, Pages 1 through 5, and Form 7a,
"Investments, Loan Guarantees and Loans - Distribution,” are composed as follows:

Form 7

Part A.  Statement of Operations

Part B. Data on Transmission and Distribution Plant
Part C. Balance Sheet

Part D. Notes to Financial Statements

Part E. Changes in Utility Plant

Part F. Materials and Supplies

Part G.  Service Interruptions

Part H.  Employee - Hour and Payroll Statistics

Part . Patronage Capital

Part J. Due From Consumers for Electric Service

Part K.  kWh Purchased and Total Cost

Part L. Long-Term Leases

Part M.  Annual Meeting and Board Data

Part N.  Long-Term Debt and Debt Service Requirements
Part O.  Power Requirements Data Base — Annual Summary
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Page 6
Att to Response 4
Form 7a Page 7 of 48
Part I. Investments Witness: Jeff Prater
Part II. Loan Guarantees
Part Ill.  Ratio

Part IV. Loans

4.2 The following system is used in this guide for reference to items reported on RUS Forms 7
and 7a:

A capital letter designates the part, a number designates the item or line number, and a lower
case letter designates the column. Example: A15d indicates Part A, Item 15, Column d.

4.3 "Red" (or negative) figures on the report should be indicated by enclosing the amount in
parentheses (--). Do not use parentheses to indicate that an amount is to be deducted when the
format provides for the deduction to be made. Example: The entry for Form 7 - C4 should not
be enclosed with parentheses as Net Utility Plant is to be determined by subtracting line 4 from
line 3.

4.4 A column for "Budget" has been provided on RUS Form 7, Page 1, Part A, "Statement of
Operations," for the convenience of borrowers. When used, this should consist of the cumulative
monthly figures taken from the previously prepared annual budget. A budget is a plan for future
guidance of the business in which probable revenue and expense is estimated and allocated. If
there is a substantial difference between the budget item and the actual, it would be appropriate
to make an analysis of operations to determine if remedial action is needed. While reporting of
the "Budget" information is optional, RUS may require borrowers to report budget information
on a case-by-case basis.

4.5 Much care should be exercised in the insertion of the statistical data required by the report,
particularly that which cannot be verified on the report.

4.6 Borrowers should report all amounts to the "nearest dollar” and eliminate the cents. All
totals and subtotals should be the sums of the rounded figures used.
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FINANCIAL AND STATISTICAL REPORT Witness: Jeff Prater

PART A, STATEMENT OF OPERATIONS

Column

a

Last Year

This column reflects cumulative annual totals through the month covered by the report,
entries for which should be obtained from Column b of this same part (RUS Form 7, Part
A) of the operating report for the corresponding month of the prior year.

This Year

Cumulative annual totals are also reflected in this column, entries for which should be
obtained from the year-to-date totals of the general ledger trial balance for the
corresponding month.

Budget (Optional)
Entries for this column should be obtained from the operating budget using cumulative
annual totals for the corresponding month.

This Month
Entries for this column should be obtained from the monthly totals of the general ledger
trial balance of the appropriate accounts for the month involved.

Item No.

1

Operating Revenue and Patronage Capital
The entry for Column b is obtained by adding Part O, Items 12 and 13 of the "Total Year
to Date" column.

Power Production Expense
Accounts 500 through 554

Cost of Purchased Power
Accounts 555, 556, and 557

Transmission Expense
Accounts 560 through 573

Distribution Expense - Operation
Accounts 580 through 589
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Exhibit A
Page 8
. Att to Response 4
Item No. (continued) Page 9 of 48
6  Distribution Expense - Maintenance Witness: Jeff Prater
Accounts 590 through 598
7 Customer Accounts Expense
Accounts 901 through 905
8 Customer Service and Informational Expense
Accounts 907 through 910
9 Sales Expense
Accounts 911 through 916
10  Administrative and General Expense
Accounts 920 through 931 and 935
11  Total Operation and Maintenance Expense
Total of Items 2 through 10
12 Depreciation and Amortization Expense
Accounts 403.1 through 403.7 and 404 through 407 (including 407.3 & 407.4)
13 Tax Expense - Property and Gross Receipts
Account 408.1 and 408.6. Some States have enacted laws providing for payments in lieu
of property taxes. These taxes should be reported as "Tax Expense - Property and Gross
Receipts.”
14  Tax Expense - Other
All subaccounts of Accounts 408, except 408.1 and 408.6 plus Accounts 409.1, 410.1,
411.1,411.4 and 420
15 Interest on Long-Term Debt
Account 427. Do not include any interest earned on Balance of Advance Payments. It is
non-operating income, item 21.
16 Interest Charged to Construction - Credit
Account 427.3
17 Interest Expense - Other
Account 431
18  Other Deductions

Accounts 409.2, 410.2, 411.2, 411.5, 411.6, 411.7, 411.8, 411.9, 425, 426.1 through
426.5, 428, 428.1, 429, 429.1 and 430
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20

21

22

23

24

25

26

27

28
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Item No. (continued) Att to Response 4
Page 10 of 48
Total Cost of Electric Service Witness: Jeff Prater

Total of Items 11 through 18

Patronage Capital and Operating Margins
Item 1 minus Item 19

Non-Operating Margins - Interest
Account 419 and 432. Include interest earned on Balance of Advance Payments, if any.

Allowance for Funds Used During Construction
Account 419.1

Income (Loss) from Equity Investment
Account 418.1 plus the amounts recorded in Account 421 relating to the income or loss
from investments recorded on the equity method of accounting for investments.

Non-Operating Margins - Other
Net total of Accounts 415, 417, 418, 421, 421.1, less Accounts 416, 417.1, 421.2, and
422

Generation and Transmission Capital Credits
Account 423

Other Capital Credits and Patronage Dividends
Account 424

Extraordinary Items
Net total of Accounts 409.3 plus 434 minus 435 plus or minus 435.1

Patronage Capital or Margins
Total of Items 20 through 27

PART B, DATA ON TRANSMISSION AND DISTRIBUTION PLANT

All entries for Column a should be obtained from Column b of this part of the Operating Report
for the prior year.
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Item No. _ Page 11 of 48
1 New Services Connected Witness: Jeff Prater

In Column b insert the total of all new individual services connected this year to date.
The data should include new construction and exclude connections to new consumers on
previously connected services.

2 Services Retired
In Column b place the number of all individual service installations physically removed
during the year.

3 Total Services in Place
In Column b insert the number of services as of the end of the reporting period. (Report
all services in place whether or not they are in use.)

4 Idle Services (Exclude Seasonals)
The number of idle services in Column b should be the total number of delivery points to
which service wires remain physically in place but for which no bill is being rendered.
Seasonal consumers or patrons paying a nominal sum for the retention in place of idle
facilities should be excluded from the count of idle services.

5 Miles Transmission
Mileage in Column b represents the total pole line miles of transmission line that have
been energized. A transmission line is a line serving as a source of supply to a point
where the voltage is transformed to a voltage used for distribution purposes.

6 Miles Distribution - Overhead
Mileage in Column b represents the present total overhead pole line miles that have been
energized. Distribution lines are those which deliver electric energy from the substation
or metering point to the point of attachment to the consumers' wiring and include
primary, secondary, and service facilities.

7 Miles Distribution - Underground
Mileage in Column b represents the total underground line miles of distribution lines
(primary, secondary, and services) that have been energized.

8 Total Miles Energized
Sum of Items 5, 6, and 7

Note: (1) Underbuild in overhead lines or joint runs in underground installations do not
increase the number of line miles except for distribution underbuild on transmission poles. In
such cases, distribution pole line miles would be increased by the number of underbuild miles
involved.
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Assets and Other Debits Witness: Jeff Prater
Item No.
1 Total Utility Plant in Service

Accounts 101 (total of Accounts 301 through 399), 101.1, 102 through 106, 114, 116,
118, and 120.1 through 120.6

Construction Work in Progress
All subaccounts of Account 107

Total Utility Plant
Sum of Items 1 and 2

Accumulated Provision for Depreciation and Amortization
All subaccounts of Account 108, and Accounts 111, 115, and 119

Net Utility Plant
Item 3 less Item 4

Non-Utility Property (Net)
Account 121 less Account 122

Investments in Subsidiary Companies
Account 123.11

Investments in Associated Organizations - Patronage Capital
Account 123.1

Investments in Associated Organizations - Other - General Funds
The amount of the investments recorded in Accounts 123.22 and 123.23 as provided for
in 7 CFR 1717, Subpart N, Investments, Loans, and Guarantees by Electric Borrowers.
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Witness: Jeff Prater

10 Investments in Associated Organizations - Other - Nongeneral Funds
The amount of the investments in Accounts 123.22 and 123.23. The following are
classified as such investments:

Item No. (continued)

(1) All National Rural Cooperative Finance Corporation (CFC) — Capital Term
Certificates (CTC) except those purchased more than 24 months in advance of their
due date.

(2) Investments which have been specifically excluded by the Administrator or his
designated representative.

(Note: The above investments are nongeneral fund items regardless of the account in
which they are reported. However, the only excludable investments to be reported, for
Item 10 are those which are reported in Accounts 123.22 or 123.23. The sum of the
amounts reported for Items 9 and 10 should equal the sum of the balances in Accounts
123.22 and 123.23.)

11 Investments In Economic Development Projects
Report investments in Economic Development Projects recorded in accounts 123,
Investments in Associated Organizations, and 124, Other Investments. (Note: These
Economic Development investment amounts should not be reported on any other line of
the Balance Sheet.)

12 Other Investments
Report amount in Account 124 not related to Economic Development Projects included
in ltem 11.

13 Special Funds
Accounts 125 through 128

14 Total Other Property and Investments
Total of Items 6 through 13

15  Cash - General Funds
Accounts 131.1, 131.12, 131.13, 131.14, and 135. Item 46, "Accounts Payable," should
be utilized for checks written and not paid as of the date of this report.

16  Cash - Construction Funds - Trustee
Accounts 131.2 and 131.3. Item 46, "Accounts Payable," must be credited for checks
written and not paid as of the date of this report.

17 Special Deposits
Accounts 132 through 134




Item No. (continued)

18

19

20

21

22

23

24

25

26

27

28

Temporary Investments
Account 136

Notes Receivable (Net)
Account 141 and 145 less Account 141.1

Accounts Receivable - Sales of Energy (Net)
Account 142.1 less Account 144.1

Accounts Receivable - Other (Net)
Accounts 142.2, 143 and 146 less Accounts 144.2 through 144.4

Materials and Supplies - Electric and Other
Accounts 151 through 157, 158.1, 158.2 and 163

Prepayments
Accounts 165.1 and 165.2

Other Current and Accrued Assets
Accounts 171 through 174

Total Current and Accrued Assets
Total of Items 15 through 24

Regulatory Assets
Accounts 182.2 and 182.3

Other Deferred Debits
Accounts 181 through 190, except 182.2 and 182.3

Total Assets and Other Debits
Total of Items 5, 14, 25 through 27

Liabilities and Other Credits

Item No.

29

30

Memberships
Accounts 200.1 and 200.2

Patronage Capital
Accounts 201.1 and 201.2

Bulletin 1717B-2
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Witness: Jeff Prater
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31  Operating Margins - Prior Years Witness: Jeff Prater
Account 219.1 and Account 219.4 when it applies to operating margins.
32  QOperating Margins - Current Year
Total of Items 20, 25, 26, and the portion of Line 27 that relates to operating margins of
the current RUS Form 7, Part A, Column b less that portion of current year margins
transferred from Account 219.1 to Account 201.2 and included in the amount reported for
Line 28, "Patronage Capital or Margins."
33 Non-Operating Margins
Total of Account 219.2 plus Account 219.4 when it applies to non-operating margins, and
Items 21, 22, 23, 24, and the portion of Line 27 that relates to non-operating margins, of
the current RUS Form 7, Part A, Column b.
34  Other Margins and Equities
Total of Accounts 208, 211, 215, 216.1, 217, 218, and 219.3
35  Total Margins and Equities
Total of Items 29 through 34.
36  Long-Term Debt - RUS (Net)
Accounts 224.1, 224.3, 224.5, 224.7 and 224.9 less Accounts 224.2, 224.4, 224.6, 224.8,
and 224.10; also enter the amount of Account 224.6 in the space for "Payments-
Unapplied.” Report only the long-term portion of the debt under this item. The current
portion of the debt (due within one year) should be reported on item 48.
37 Long-Term Debt - RUS - Economic Development (Net)
Report amounts recorded in accounts 224.16, Long-Term Debt - Economic Development
Notes Executed, less 224.17, RUS Notes Executed - Economic Development - Debit.
Report only the long-term portion of the debt under this item. The current portion of the
debt (due within one year) should be reported on item 49.
38  Long-Term Debt — FFB — RUS Guaranteed
Report amounts recorded in accounts 224.14 less 224.15 that relate to FFB loans. Report
only the long-term portion of the debt under this item. The current portion of the debt
(due within one year) should be reported on item 48.
39  Long-Term Debt - Other - RUS Guaranteed

Report amounts recorded in accounts 224.11, 224.12, 224.14, 225, 226 less Accounts
123.21, 224.13 and 224.15 pertaining to Non-FFB debt whose repayment is guaranteed
by RUS. Report only the long-term portion of the debt under this item. The current
portion of the debt (due within one year) should be reported on item 48.
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40

41

42

43

44

45

46

47

48

49

50
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Long-Term Debt - Other (Net)

Report amounts in Accounts 221, 222, 223, 224.11, 224.12, 224.14, 225, 226 less 123.21,
224.13 and 224.15 pertaining to debt whose repayment is NOT guaranteed by RUS.
Report only the long-term portion of the debt under this item. The current portion of the
debt (due within one year) should be reported on item 48.

Total Long-Term Debt
Total of Items 36 through 40.

Obligations Under Capital Leases - Noncurrent
Account 227

Accumulated Operating Provisions

Accounts 228.1 through 228.4, and 229. Note: If the cumulative amount recorded in
Account 228 is a debit balance, the amount should be reported on Line 12, Other
Investments.

Total Other Noncurrent Liabilities
Sum of items 42 and 43

Notes Payable
Accounts 231 and 233

Accounts Payable
Accounts 232.1, 232.2, 232.3 and 234.

Consumers Deposits
Account 235

Current Maturities Long-Term Debt
Report amounts due within one year of the obligations reported on items 36, 38, 39 and
40.

Current Maturities Long-Term Debt — Economic Development
Report amounts due within one year of the obligations reported on item 37.

Current Maturities — Capital Leases
Account 243

Other Current and Accrued Liabilities
Accounts 236.1 through 236.7, 237, 238.1, 238.2, 239, 240, 241, and 242.1 through 242.5
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Total Current and Accrued Liabilities
Total of Items 45 through 51

Requlatory Liabilities
Account 254

Other Deferred Credits
Accounts 252, 253, 253.1, 255, 256, 257, 281, 282, and 283

Total Liabilities and Other Credits
Total of Items 35, 41, 44, and 52 through 54

PARTS D, NOTES TO FINANCIAL STATEMENTS

Part D provides space for important disclosure notes to the financial statements not included in
other parts of this form.

A partial checklist of these disclosure notes is as follows:

Prepaid or deferred charges that are being amortized for a
period exceeding 12 months.

Capital leases for lessee; sales or financing leases for
lessor.

Unbilled revenue -- Report of the amount not billed to
consumers for which kWhs have been consumed. Please state
if this amount is or is not included in Part C, line 20.

Accounting changes.

Contingent Assets and Liabilities

Deferred compensation\Pension plans -- employers.
Deferred Debits or Credits, and Extraordinary Items.
Margin Stabilization Plans.

Short-term obligations expected to be refinanced.

Deferred credits that are being amortized for a period
exceeding 12 months.

Related party transactions.
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PART E, CHANGES IN UTILITY PLANT

Item No.

1  Distribution Plant
Accounts 360 through 373

2  General Plant
Accounts 391 through 399.

3  Headqguarters Plant
Accounts 389 through 390.

4 Intangibles
Accounts 301, 302, and 303

5  Transmission Plant
Accounts 350 through 359

6  All Other Utility Plant
Accounts 101.1, 102 through 106, 114, 116, 118, 120.1 through 120.6, and 310 through
346.

7  Total Utility Plant in Service
Total of Items 1 through 6. Amount in column e should agree with Part C,
Item 1.

8  Construction Work in Progress
Account 107. Amount in column e should agree with Part C, ltem 2.

9 TOTAL UTILITYPLANT
Total of Items 7 and 8. Amount in column e should agree with Part C, Item 3.

Column

a Balance Beginning of Year
The balances in this column for each item should be the same as shown in "Balance End
of Year" column of the previous years' report.
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b Additions
This column should show the additions to plant during the year including any corrections
for additions for the current or preceding year for each item. The amount of the additions
should be net cost (gross cost less contributions in aid of construction credited to the
plant accounts). Include in this column transfers involving Account 103, "Experimental
Electric Plant Unclassified," Account 106, "Completed Construction Not Classified -
Electric,” and Account 107,"Construction Work in Progress - Electric," made to close the
record for items in these accounts. A credit will be shown in this column for Accounts
103, 106, and 107 if the "Balance End of Year" in either Accounts 103, 106, or 107 is
less than "Balance Beginning of Year." Any amount paid for electric plant purchased
during the year should be shown in Column b.

c Retirements
This column should show the value of physical retirements for each item of plant made
during the year including any corrections for retirements for the current or preceding
year. Any amount received during the year for electric plant sold should be shown in
Column c. Do not include contributions in aid of construction in this account. See
instructions for Column b above.

d Adjustments and Transfers
Include in this column:

1. Transfers between utility plant purchased or sold and the utility plant in
service accounts.

2. Transfers between utility plant in service accounts and utility plant leased to
others.

3. Transfers between utility plant in service accounts and utility plant held for
future use.

4, Reclassifications or transfers within the utility plant in service accounts.

Do not include corrections of additions and retirements for the current or preceding year
in this column. (These should be shown in Column b or Column c, respectively.) Do not
include transfers from Account 107 to 106, or 106 to the electric plant in service
accounts. (These are to be shown in Column b.)

Ordinarily, this column should total to zero. However, when utility plant purchased is
transferred to the utility plant in service accounts, a difference will occur because of the
accumulated provision for depreciation. When the utility plant in service accounts are
credited with utility plant sold, a difference will develop. This is because of the
adjustment to the accumulated provision for depreciation and the gain or loss.
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e Balance End of Year
These balances should be determined at year-end directly from the accounts. Each item
and column total should be verified to see that "Balance Beginning of Year" plus
"Additions™ minus "Retirements™ and plus or minus "Adjustments and Transfers" equal
"Balance End of Year." The amount for Item 8 should agree with RUS Form 7, Part C,
Item 2. The amount for Item 9 should agree with RUS Form 7, Part C, Item 3.

PART F, MATERIALS AND SUPPLIES
Item No.
1 Electric

Column a: Enter the total of the balances in Accounts 151 through 154 and 163 at the
end of the previous year.

Column b: Enter the total of materials purchased during the year and recorded in
Accounts 151, 152, and 154, plus net additions to Accounts 153 and 163 excluding
inventory adjustments which are to be reported in Column f.

Column c: Enter the amount of the materials returned to stores from retirement of plant
during the year.

Column d: Enter the net amount of materials used during the year (materials charged out
less materials returned to stores). Include stores expense assigned to those materials. Do
not include credits for inventory adjustments that are to be reported in Column f.

Column e: Enter the amount of all materials and supplies sold during the year.

Column f: Enter the net amount of inventory adjustments (shortages, overages, and
breakage) made during the year.

Column g: Enter the total of the balances in Accounts 151 through 154 and 163 as of the
end of the year.

2 Other
Enter in Column a the total of Accounts 155, 156, 157, 158.1, and 158.2 at the end of the
previous year. Enter in Column b the amount of other purchases (at cost) for the year.
Enter in Column c any trade-in merchandise or other material put into stock. Enter in
Column d any merchandise or other materials taken from stock for the cooperative's use.
Enter in Column e all merchandise and other material sold during the year. Enter in
Column f any adjustments (net) for shortages, overages, breakage, etc. Enter in
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Column g the total of the balances in Accounts 155, 156, 157, 158.1, and 158.2 on
December 31 (Note: Columns a plus b and c, less d and e, plus or minus f, as
appropriate, equal Column g).

G, SERVICE INTERRUPTIONS

The importance and manner of measuring and reporting continuity of service is described in
RUS Bulletin 161-1. This bulletin provides for coding of causes that fit the four classifications
shown in this part.

Average hours interruptions per consumer are obtained by multiplying the time of each
interruption by the number of consumers affected and dividing by the average number of
consumers receiving service.

Column

a

c

e

Power Supplier
Enter in this column the average interruption hours per consumer resulting from failure of
the power supplier's facilities.

Extreme Storm

It is intended that this column exclude common or expected weather conditions and
include extreme weather conditions resulting in extraordinary interruption time and
equipment damage. Usually there is a series of concurrent interruptions resulting from
conditions that exceed design assumptions.

Prearranged
This column includes service interruptions caused by a decision to de-energize all or part

of the system.

All Other
Include in this column all service interruptions not included in Columns a, b, and c.

Total

This column represents the sum of all causes, and represents either the average
interruption hours per consumer for the current year (Item 1), or the average for 5 years
(Item 2).

No

Item .

Present Year
Enter data for the current year in the appropriate column.

Five Year Average
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Enter data for the most recent 5 years including the current year. In the event that
statistics are not available for a full previous 5 years, use the best estimate possible until
actual figures become available

PART H, EMPLOYEE - HOUR AND PAYROLL STATISTICS

The object of this part is to obtain statistics on all work performed for the borrower by the
cooperative's employees based on payroll records.

Item No.

1

Number of Full-Time Employees

The number reported should be the number of employees hired full-time for normal
operations of the system. It should not include employees added to do emergency work,
employees added for seasonal employment, or for special assignments. If an employee
works for the first 6 months of the year, quits in July, and is replaced immediately or later
by another employee, these two employees should be reported as one full-time employee.

Employee-Hours Worked - Regular Time

Report the total number of employee-hours worked for which the employees received a
regular rate of pay. Include all employees both salaried and those paid by the hour. All
leave with pay is to be counted as hours worked. All leave without pay is not to be
counted.

Employee-Hours Worked - Overtime
Report the total number of employee-hours worked for which a premium rate of pay was
received by the employee.

Payroll - Expensed
Enter the amount of payroll that was charged to the operation and maintenance expense
accounts (Accounts 500 through 598 and 901 through 931 and 935) during the year.

Payroll - Capitalized

Enter the amount of payroll that was used in construction and retirement work (all payroll
charged to Accounts 107.1 through 107.3, 108.8, plus all payroll directly charged to the
plant Accounts 301 through 399).

Payroll - Other

Enter the amount of payroll that was not included in Items 4 and 5.
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1 Capital Credits Distributions

a. General Retirements
Column (a) - This Year
Enter the total of those retirements made during the current year that covered a specific
period or a specific percentage of a period. See Item 1b(a) for additional instructions.

Column (b) - Cumulative

This entry should be determined in accordance with the instructions from Item la except
that the period covered is from inception through and including the current year. It also
may be determined by using the balance for this item for the prior year and adding the
entry in Item l1a(a) for the current year.

b.  Special Retirements
Column (a) - This Year
Enter the total of those retirements made during the current (reported) year, such as estate
settlements (Note: The total of the entries in Items 1 and 2 in column a should equal total
patronage capital retirements for the year).

Column (b) - Cumulative

The entry should be determined in accordance with the instructions for Item 2a except the
period covered is from inception through and including the current year. It also may be
determined by using the balances for this item for the prior year and adding the entry in
Item 2a for the current year.

C. Total Retirements
Column (a) - This Year
Enter total of 1a and 2a

Column (b) - Cumulative
Enter total of 1b and 2b

2 Capital Credits Received

a. Cash Received From Retirement of Patronage Capital by Suppliers of Electric
Power
Column (a) - This Year
Self-explanatory
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b. Cash Received From Retirement of Patronage Capital by Lenders for Credit
Extended to the Electric System
Column (a) - This Year
Self-explanatory

c. Total Cash Received
Column (a) - This Year
Enter total of 2a and 2b

PART J, DUE FROM CONSUMERS FOR ELECTRIC SERVICE

Item No.

1 Amount Due Over 60 Days
Include both connected and disconnected consumers.

2 Amount Written Off During Year
Include total charges during the current year to Account 144.1 representing the write-off
of uncollectible accounts.

PART K, kWh PURCHASED AND TOTAL COST

Enter in Column a the name of each wholesale power supplier from which power was purchased
for resale. Column b is for RUS use only. Enter in Column c the total kWh purchased from each
supplier. Enter in Column d the total cost of power from each supplier. This shall include
energy, demand, wheeling and other charges associated with the power purchased from each
supplier. Enter in Column e the average cost per KWh purchased (in cents). This calculation is
made by dividing Column d by Column c.

When the power bill includes charges or credits for items other than charges for demand and
energy, such as fuel cost adjustments, wheeling, equipment rentals, taxes, etc., the amounts
thereof should be determined and entered in Column f or g as appropriate.

PART L, LONG-TERM LEASES

Report in this part by lessor, the type of property, and the amount of rental for the year (accrued
or paid) on all restricted property that the borrower holds under long-term lease from other
parties.

Restricted Rentals as defined in 7 CFR Part 1718, Subpart B, “Mortgage for Distribution
Borrowers,” shall mean all rentals required to be paid under finance leases and charged to
income, exclusive of any amounts paid under any such lease (whether or not designated therein
as rental or additional rental) for maintenance or repairs, insurance, taxes, assessments, water
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rates or similar charges. For the purpose of this definition the term “*finance lease’’ shall mean
any lease having a rental term (including the term for which such lease may be renewed or
extended at the option of the lessee) in excess of 3 years and covering property having an initial
cost in excess of $250,000 other than aircraft, ships, barges, automobiles, trucks, trailers, rolling
stock and vehicles; office, garage and warehouse space; office equipment and computers. Long-
Term Lease as defined in 7 CFR Part 1718, Subpart B, “Mortgage for Distribution Borrowers,”
shall mean a lease having an unexpired term (taking into account terms of renewal at the option
of the lessor, whether or not such lease has previously been renewed) of more than 12 months.

General plant is not to be included in the data to be reported in this part. Leases accounted for as
capital leases (CL), the cost of which is included in utility (or non-utility) plant, should also be
disclosed here with proper additional information included in Part D, "Notes to Financial
Statements,” and Part N, "Long-Term Debt and Debt Service Requirements.”" Identify these
leases by placing "(CL)" following the name of the lessor.

PART M, ANNUAL MEETING AND BOARD DATA

Item No.

1 Date of Last Annual Meeting
Use date scheduled even if no legal meeting was held. If such is the case, so state.

2 Total Number of Members
The number of members in the cooperative that are eligible to vote is to be reported in
this block. This number is to be determined on the basis of one vote to one member. It
will customarily be less than the number of billed consumers as usually some members
are billed for more than one account. If exact figures are not available, enter best
estimate and use asterisk (*) to show the figure is an estimate.

3 Number of Members Present at Meeting
Report number of members present in person as determined by registration or votes cast.
Only report persons eligible to vote. Do not report total number of persons in attendance.

4 Was Quorum Present?
A "yes" or "no" answer is sufficient.

5 Number of Members Voting by Proxy or Malil
Report the number of absentee ballots cast. Include both proxy votes and absentee votes.
If none, so state.

6 Total Number of Board Members
List number on board when all vacancies are filled.
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Item No._(continued)

7 Total Amount of Fees and Expenses for Board Members
Include all fees, expenses, and per diem paid to board members for all purposes during
the current year, including attendance at board meetings, training seminars, delegated
board business, association meetings, amounts paid for insurance, and other expenses
directly associated with individual board members.

8 Does Manager Have Written Contract?
A "yes" or "no" answer is requested.

PART N, LONG-TERM DEBT AND DEBT SERVICE REQUIREMENTS

This section is to be prepared by all borrowers that list an amount on line 36 through 40 plus line
42 of Part C, RUS Form 7. Report all loans made to the utility system here. Loans made by the
reporting utility system to others (e.g., economic development loans to finance local projects)
should not be reported in this part of the report. Part N, line 12a, Total, should match the sum of
the amount reported on line 41, "Total Long-Term Debt,” plus the sum of the amount reported on
line 42, “Obligations Under Capital Leases - Noncurrent, Part C, Balance Sheet.

Item No.

1-11 Enter required data for each lender. List each lender separately. Include all types of
long-term obligations including long-term lease obligations (capital) as reported on lines
36, 37, 38, 39, 40, and 42, Part C, Balance Sheet.

12 Enter the total of Items 1 through 11 for each column.
Column

a Balance End of Year
Enter the outstanding long-term debt balance for each lender.

b Interest
Enter the sum of the amount for current interest billed during the year by each lender.
This amount includes interest charged to construction as well as interest charged to
expense. Do not deduct the interest earned on Balance of Advance Payments accounts.

c Principal
Enter the sum of the amounts billed for principal during the year by each lender. If a
portion of the principal amount is being refinanced (e.g., the proceeds from a RUS or
RUS-guaranteed loan are used to pay off a CFC intermediate-term construction loan),
that amount should not be included in this column as part of the principal billed. The
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principal amount being refinanced, however, should be asterisked and the refinanced
portion should be shown under Part D, "Notes to Financial Statements."

Do not include in Columns b and ¢ amounts billed that are applicable to another year's
transaction such as billings for past due accounts, note assumptions, etc.

Amounts reported in Columns b and ¢ should include billings due for payment by the end
of the year. If a billing was not received for such a payment, the amount that will be
billed should be estimated and included as part of the amounts reported in these columns.

d Total
Enter the total of amounts in Columns b and ¢ for each lender.

PART O, POWER REQUIREMENTS DATA BASE — ANNUAL SUMMARY

All revenue from operating electric plant including kWh sales, penalties, income from utility
property, and miscellaneous items is to be reported in this part. Please note that if unbilled
revenue is estimated (accrued) and reported in Form 7, Part A, Item 1, then the unbilled revenue
must be included in the applicable classes on this form in Part O, also. It must be added to the
billed revenue for Residential Sales, Residential Sales - Seasonal, etc. It should not be reported
as Sales for Resales - Other.

1tem No.

1-9 Linea
Number Consumers Served
Enter the number of consumers, by classification, having a current service connection in
December in Column a. Enter the average number of consumers served based on the
number of months that revenue is reported in Column b.

Special Circumstances for Number Consumers Served

Residential consumers (seasonal and non-seasonal) should be counted on the basis of the
number of residences served. If one meter serves two residences, then two consumers
should be counted. If a water heater is metered separately from other appliances on the
same premises, do not count the water heater load as a separate consumer.

Security or safety lights, billed to a residential customer, should not be counted as an
additional consumer, nor should they be included in the Public Street and Highway
Lighting Classification.

Seasonal consumers expected to resume service during the next seasonal period should be
counted during off-season periods as well.
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A residence and commercial establishment on the same premises, receiving service
through the same meter and being billed under the same rate schedule, would be
classified as one consumer based on the rate schedule. If the same rate schedule applies
to both the residential and the commercial class, the consumer should be classified
according to principal use.

Consumers for Public Street and Highway Lighting should be counted by the number of
billings, regardless of the number of lights per billing.

Installations erected for billboards or advertising purposes should be counted by billing
and included in the appropriate commercial classification.

Line b

kWh Sold

Enter the number of kWh sold during the year for each consumer classification in
Column c, Total Year to Date.

Linec

Revenue

Enter the dollar value of billings for the year for each consumer classification in
Column c, Total Year to Date.

Total Number of Consumers
Enter the total of Lines 1a through 9a, Column a, December, and Column b, Average No.
Consumers Served.

Total kwWh Sold
Enter the total of Lines 1b through 9b, Column c, Total Year to Date.

Total Revenue Received from Sales of Electric Energy
Enter the total of Lines 1c through 9c, Column c, Total Year to Date.

Other Electric Revenue

Report amounts in accounts 412, 414, 449.1, 450, 451, and 453 through 456 less account
413. Enter the total in column c, Total Year to Date. Check: Line 12 total plus Line 13
total must agree with Part A, Line 1, Column b.

kWh - Own Use

Enter the total of the kwWh consumed for corporate purposes in Column c, Total Year to
Date. Show only kWh purchases under wholesale power contract for resale or self-
generated and used for this purpose. Do not report energy purchased directly from a
supplier solely for corporate purposes.
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Total kWh Purchased

Enter the total of the kwWh delivered by the power suppliers in the Column c, Total Year
to Date. Transformer loss adjustments for low or high side delivery, if any, should be
reported as KWh delivered.

Total kWh Generated
Enter the total of the net generation in Column c, Total Year to Date. Check: These
figures should agree with those reported in RUS Form 12d, 12e, 12f, and 12g.

Cost of Purchases and Generation
Enter the total of Part A, Column b, Lines 2, 3, and 4, in Column c, Total Year to Date.

Interchange - KWh - Net
Energy flow between two electric systems, but not included in power billings is to be

entered on this line. Energy received into the systems should be reported as a positive
figure and energy delivered out of the system should be reported as a negative number.
When the flow is both "in" and "out", the difference should be reported. Enter the total in
Column c, Total Year to Date.

Peak - Sum All KW Input (Metered)

Please check the appropriate box indicating coincident or non-coincident peak.
Enter the highest monthly demand reported in Column c, Total Year to Date.

Include both generated and purchased power. For purchased power, use metered demand
plus adjustments for transformer losses. Do not include adjustments made for billing
purposes.
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EXHIBIT B

SPECIFIC INSTRUCTIONS FOR RUS FORM 7a
INVESTMENTS, LOAN GUARANTEES AND LOANS - DISTRIBUTION

This form implements the reporting requirements placed on RUS borrowers in 7 CFR 1717,
Subpart N.

General Instructions

1. RUS Form 7a, Investments, correspond to those reported in the Balance Sheet (RUS Form 7,
Page 2, Part C, Balance Sheet). Also, all investment items summarized on the Balance Sheet are
also reported here and classified as either included, that is subject to the 15% Rule*, or excluded.

*The 15 percent Rule states: "A Borrower in compliance with all provisions of its RUS
mortgage, RUS loan contract, and any other agreements with RUS may, without prior written
approval of the Administrator, invest its own funds or make loans or guarantees not in excess of
15 percent of its total utility plant without regard to any provisions contained in any RUS
mortgage or RUS loan contract to the effect that the borrower must obtain prior approval from
RUS, ..." [Reference 7 CFR 1717.654, "Transactions below the 15 percent level,” 1717.655,
"Exclusion of certain investments, loans, and guarantees,” and 1717.656, "Exemption of certain
borrowers from controls."]

2. Please cross check each item listed in PART I. INVESTMENTS, to ensure that the total of
each category on the Form 7a (e.g., 1. Non-Utility Property (Net)) matches the balance sheet
amount on Form 7.

3. Exhibit C of this bulletin classifies most investments as either Included or Excluded. In
developing our guidelines, we referred to 7 CFR 1717.655, "Exclusion of certain investments,
loans, and guarantees.” If you need further clarification, contact your RUS Regional Division
office for assistance. Exhibit D of this bulletin describes each type of investment in greater
detail and classifies it as included or excluded.

4. Almost all investments must be reported separately, however, there are exceptions: Energy
Resources Conservation (ERC) loans, and Loans to Employees, Officers, and Directors, each of
these types of investments should be combined and reported as a total. A full description of each
investment is needed by RUS to verify its proper classification as included or excluded.

5. Loan guarantees that a RUS borrower makes (e.g. member guarantees of its power supplier's
loan from RUS) in conformance with the terms of a formal agreement with RUS are excludable.

6. If you need more space than the printed forms provide, please show the remainder of your
investments, separately, on a continuation page with headings like the Form 7a, keyed to the
report name, item name, and number. A continuation form is enclosed.

Please review the following material carefully.
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ITEMS INCLUDED IN 15% RULE CALCULATION:

All items properly reported in the Balance Sheet, RUS Form 7, Part C. Balance Sheet, items: 6
through 13, 15, 17 through 19, plus 21 must be reported as Included, or Excluded items, as
defined below. The sum of the Included items, plus the sum of the borrower's commitments to
invest in the 12 months following the reporting period, plus the sum of loans (the balances of
loans outstanding) which the borrower has guaranteed, except those amounts excluded, added
together, may not exceed 15% of Total Utility Plant to comply with the 15% Rule. [Reference 7
CFR 1717.655, "Exclusion of certain investments, loans, and guarantees."]

EXCLUDED INVESTMENTS:
The following list includes nearly all Approved Exclusions [Reference 7 CFR 1717.655]

1. Patronage Capital allocated from a power supply cooperative of which the borrower is a
member.

2. Loans, investments, security, obligations entered into prior to the date of the borrower's initial
RUS Mortgage.

3. Securities or deposits issued, guaranteed or fully insured as to payment by the U.S.
Government or any agency thereof. Though not an exhaustive list, this includes:

(@) U.S. Savings Bonds

(b) U.S. Treasury Bonds, Notes, Bills, Certificates

(c) Checking, Savings, and Certificates of Deposit, up to the limit of the amount insured by
an instrumentality of the U.S. Government. [However, the amount exceeding $100,000
(in any single institution) insured by the Federal Deposit Insurance Corporation (FDIC)
should be reported on Form 7a, Part I, as an Included item.]

(d) Securities issued by the following Federal agencies and guaranteed as to payment by the
full faith and credit of the U.S. Government (payable from the U.S. Treasury):

Farm Credit System Financial Assistance Corporation (FCSFAC),

Farmers Home Administration (FmHA),

Federal Financing Bank (FFB),

General Services Administration (GSA),

Government National Mortgage Assoc. (GNMA),

Maritime Administration Guaranteed Ship Financing Bonds issued after 1972,
Small Business Administration (SBA),

Washington Metropolitan Area Transmit Authority (WMATA) Bonds.

(e) Other securities or deposits issued, guaranteed or fully insured as to payment by any
agency of the United States Government. Unlike those listed above, these instruments
may not be guaranteed by the full faith and credit of the U.S. Government, but are
excludable.
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Capital term certificates, bank stock, or similar securities of the supplemental lender which
have been purchased as a condition of membership in the supplemental lender, or as a
condition of receiving financial assistance from such lender, i.e., subscription or loan related
capital term certificates from CFC, or stock from CoBank or Banks for Cooperatives.

. Capital Credits issued by the supplemental lender received as an outcome of receiving

financial assistance from that lender.

. CFC Commercial Paper, CoBank Cash Investment Service, and Surplus Funds Program

(St. Paul Bank for Cooperatives).

. Any other investment that has been given formal written approval by the Administrator of

RUS as an exclusion from the 15% Rule should be shown in Excluded column. For clarity,
footnote such investments, and explain their special exemptions, otherwise the reviewer will
assume they are classified improperly.

Investments funding post-retirement benefits are an excluded investment. [Reference
Financial Accounting Standards Board Statement 106]

. Reserves, if required by Revenue Bond Agreement; or amounts set aside to ensure prompt

payment of loans made, guaranteed, or secured by a lien accommodated by RUS are
excluded. However, only funds required for payments due within a three-month period after
the report date may be excluded unless the "Agreement” requires a larger fund.

PART I. INVESTMENTS

Report all items in the following Balance Sheet categories on Form 7, Part C:

1.

Non-Utility Property (Net):
Report items summarized as Balance Sheet item 6.

Investments in Associated Organizations:
Report items summarized as Balance Sheet items 7, 8, 9 and 10.

Investments in Economic Development Projects:
Report items summarized as Balance Sheet item 11.

Other Investments:
Report items summarized as Balance Sheet item 12.

Special Funds:
Report items summarized as Balance Sheet item 13.
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6. Cash-General:
Report items summarized as Balance Sheet item 15.

7. Special Deposits:
Report items summarized as Balance Sheet item 17.

8. Temporary Investments:
Report items summarized as Balance Sheet item 18.

9. Notes and Accounts Receivable (Net):
Report items summarized as Balance Sheet item 19 and 21.

10. Commitments To Invest Within 12 Months:
These items do not appear on the RUS Form 7, Part C, Balance Sheet. Report any legally
binding commitments to invest within the 12 months following the reporting period.

Column headings:

Column (a), Investment Description, giving issuer's name e.g. C.D. 1st National Bank, Omaha
NE, or US Treasury Certificates, other investments, giving the name, the city and state of their
address, type of investment.

Column (b), Included Amount: See Exhibit C of this bulletin.
Column (c), Excluded Amount: See Exhibit C of this bulletin.

Column (d), Income or Loss: For each investment that is accounted for under the equity method
of accounting and reported in Section 2, Investments in Associated Organizations, 3, Investments
in Economic Development Projects, and 4, Other Investments, indicate the amount of income or
loss recognized during the reporting period. If there were no investments to account for under
the equity method of accounting, please enter zero. For each receivable reported in section 9,
Accounts & Notes Receivable (Net), indicate the amounts, if any, charged to the provision for
uncollectible notes receivable. If there were no charges for uncollectible notes receivable, please
enter zero.

Column (e), Rural Development: Identify investments in rural economic development by
placing an "X" in column e. Include investments in any/all types of projects or products that
were made to improve the economy and/or quality of life in your area.

Examples of Rural Economic Development Investments include (but are not limited to): energy
resources and conservation loans, rural development loans/grants, water/wastewater,
satellite/cable TV, natural/propane gas, telephone/Internet, power quality, load management,
agricultural services, housing, industrial parks/organizations, incubator buildings, public
health/safety, financing/revolving loan funds, security services, etc.
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PART Il. LOAN GUARANTEES

In this part, the reporting RUS borrower should list each loan guarantee they have given. They
should not list those they receive from RUS or any other source. For example, a reporting
borrower's guarantee of a bank's loan to a local rural development project should be reported
here. By contrast, a Federal Financing Bank loan to your organization, the reporting RUS
borrower, the repayment of which is guaranteed by RUS, should not be reported here.

List each loan your organization has guaranteed. This includes but is not limited to guarantees of
loans to rural development projects, subsidiary organizations, associated/nonassociated
organizations, power supply organizations.

Excluded Guarantees: Guarantees that a borrower makes in conformance with the terms of a
formal agreement with RUS are excludable. For example, if a reporting RUS borrower
guarantees the repayment of a loan made by a bank to a subsidiary of the power supplier, but the
terms of that loan were not specifically agreed to by RUS, the guarantee is Includable. By
contrast, a member's guarantee of its power supplier's loan, made as required by RUS, is
Excludable.

Column (a), Organization: Identify the legal person, or entity whose loan is guaranteed, giving
the name, the city and state of their address.

Column (b), Maturity Date: This is the date when the final payment on the loan guarantee by
your organization is payable. If the final date has been extended, the new final date payment
should be furnished here.

Column (c), Original Amount: The original loan amount owed upon execution of the note,
usually the face amount, or a portion thereof, if it is a partial guarantee.

Column (d), Loan Balance: The remaining balance of the original loan amount that is
outstanding, or portion thereof if it is a partial guarantee.

Column (e), Rural Development: Identify loan guarantees in rural economic development by
placing an "X" in column e. Include loan guarantees in any/all types of projects or products that
were made to improve the economy and/or quality of life in your area.

Examples of Rural Economic Development Investments include (but are not limited to): energy
resources and conservation loans, rural development loans/grants, water/wastewater,
satellite/cable TV, natural/propane gas, telephone/Internet, power quality, load management,
agricultural services, housing, industrial parks/organizations, incubator buildings, public
health/safety, financing/revolving loan funds, security services, etc.

Line 4, Totals, report the totals of Original Amounts and Loan Balances for all guarantees.

Line 5, Total - Included Loan Guarantees, report the sums of the Original Amounts and
remaining Loan Balances or portion of the loan balances (shown in column d) that your
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organization guaranteed, which are not excludable, that is, those which are subject to the 15%
Rule limitation.

PART 111, RATIO OF INVESTMENTS AND LOAN GUARANTEES TO TOTAL
UTILITY PLANT

Divide the sum of the Included Investments (Part I, item 11, Total of Investments, column (b))
plus Included Loan Guarantees (Part 1l, Totals, Column (d)) by the Total Utility Plant (Form 7,
Part C, Balance Sheet, item 3). This percentage should be expressed as a whole number with one
decimal digit, e.g. 12.9%. Note: the balance of the "Loans" Part IV is not included.

PART IV, LOANS

List each note receivable, draft, demand loan, time loan, and similar evidence of indebtedness for
each loan made by your organization. However, loans to your Employees, Officers, and
Directors, and Energy Resources Conservation Loans (both items printed on the form) should be
reported as totals.

Column (a) Name of the debtor organization

Column (b) Final maturity date

Column (¢) Original loan amount

Column (d) Outstanding loan balance, or carrying value

Column (e) "X" for loans made for Rural Development purposes
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INVESTMENTS UNDER THE 15 PERCENT RULE
Investments to be INCLUDED in the 15 Percent Calculation

Annuity-type investments
Asset management accounts
Brokerage Accounts (non-FDIC)
Cash and CD's* (uninsured part)
Commercial paper (except NRUCFC)
Common stock
Convertible certificates (bonds,
debentures, preference stock)
Corporate bonds
Energy resources conservation loans
Futures contracts
Lines of credit (to others,
including G&T's)
Loan guarantees NOT required by RUS
Loans - personal
Membership certificates

Money market mutual funds

Mortgage-backed securities (unless
backed by full faith and credit
of a U.S. Government Agency)

Municipal bonds

Mutual funds

Options (stock)

Patronage capital, other than that
from power suppliers
and supplemental lenders

Preferred stock

Real Estate Investment Trusts

Repurchase agreements

Unit investment trusts

Warrants

Zero coupon bonds

Investments to be EXCLUDED from 15 Percent Calculation

Capital term certificates, bank
stocks, etc., purchases as
condition of supplemental lender
membership or financing

CoBank cash investment services
certificates

Commercial paper issued by NRUCFC

Deferred compensation (including
MINT)

Loan guarantees required by RUS

Mortgage backed securities backed
by full faith and credit of a
U.S. Government agency
(e.g., Ginnies, FCSFAC,

FmHA CBO's, Frannies, FFB,
GSA, and TVA)
NRUCFC membership certificates
NRUCFC securities (debt)

Patronage capital,
from power supply cooperative
from supplemental lenders

Post Retirement Benefits - Funded

Revenue Bond (Debt Service) Reserves

Surplus Funds Program (St. Paul
Bank for Cooperatives)

U.S. Savings Bonds

U.S. Treasury Bills

U.S. Treasury Bonds

U.S. Treasury Notes

U.S. Governments backed by full
faith and credit, U.S. Treasury:
e.g., Maritime Administration
Guaranteed Ship Financing Bonds
(issued after 1972)
Farm Credit System Financial
Assistance Corporation
FmHA, SBA, and WMATA
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Investments Which May Be EXCLUDED Within Certain Limits

* Several forms of investment may be excluded from the 15 percent calculation to the extent that
they are insured by U.S. Government agencies, such as FDIC, etc. However, any such

investments in excess of the insured amount (typically $100,000) are Included in the 15 percent
calculation.



Type of Investment

Annuity

Asset Management
Account

Brokerage Accounts

Capital term
certificates,

bank stock, or
similar securities

Cash, Uninsured

Certificate of
Deposit (CD)

(Less than $100,000)
In FDIC Bank

CoBank Cash
Investment Services

EXHIBITD
INVESTMENT DESCRI
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PTIONS

Description

Provides regular,
guaranteed income payments
for life or set time period.

One-stop financial plan
that included brokerage
account, checking, debit
and credit card, money
market fund.

Stock Brokers, banks, other

agents providing investment services

Securities of the
supplemental lender which
have been purchased as a
condition of membership

in the supplemental lender,
or as a condition of
receiving financial
assistance from such lender.

See U.S. Government issued,
guaranteed, or fully insured
securities or deposits.

Receipt for set sum of
money left in bank for

set period of time at an
agreed-upon interest rate; at
end of period, bank pays
deposit plus interest.

Short-term unsecured
notes sold by the CoBank.

Bulletin 1717B-2
Exhibit D
Page 37

Includable
or

Excludable

Includable

Includable

Includable

Excludable

Includable

Excludable

Excludable



Type of Investment

Commercial Paper

Commercial Paper,
NRUCFC

Common Stock

Convertible

Corporate Bond

Debt Service Reserve

Deferred
Compensation
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INVESTMENT DESCRIPTIONS

Description

Short-term unsecured
notes sold by large
corporations.

Short-term unsecured
notes sold by NRUCFC.

Security that represents
ownership in a company.

Bond, debenture, or
preferred share of stock
which may be exchanged
by owner for common
stock, usually of same
company.

Debt obligation of
corporation.

Cash set aside to ensure

prompt payment of

(1) Revenue Bonds, or (2)

RUS: Loans, Guarantees, or
RUS Lien Accommodated Loans

Periodic payments made to
an employee after retire-
ment, either for the
employee's life or for

a specified number of
years, for specific duties
performed during periods
of active employment.

Bulletin 1717B-2
Exhibit D
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Includable
or
Excludable

Includable

Excludable

Includable

Includable

Includable

Excludable:
AMT. DUE IN
THE 3 MONTHS
FOLLOWING
REPORT DATE

Excludable



Type of Investment

Energy Resources
Conservation (ERC)
Loans

Futures contracts

Line of Credit
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INVESTMENT DESCRIPTIONS

Description

Loans made by RUS borrower
to its consumers for the
cost of labor and materials
for the following energy
conservation measures:

1. Caulking

2. Weather-stripping

3. Ceiling insulation

4. Wall insulation

5. Floor insulation

6. Duct insulation

7. Pipe insulation

8. Water heater insulation
9. Storm windows

10. Thermal windows

11. Storm or thermal doors
12. Clock thermostats

13. Attic ventilation fans

Contracts covering sale

of financial instruments

or physical commodities

for future delivery;

includes agricultural

products, metals, Treasury
bills, foreign currencies,

and stock index futures

(i.e., Standard and Poor's 500).

Bank's moral commitment to
make loans to a company for

a specific maximum amount

for a given period of time,
typically 1-year. There is
usually no commitment fee
charged on the unused line.
However, a compensating
balance requirement often exists.

Bulletin 1717B-2
Exhibit D

Includable
or

Excludable

Includable

Includable

Includable
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Type of Investment

Loan Guarantee

Loans - Employees,
Directors, Officers,
and Others

Membership
Certificate
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INVESTMENT DESCRIPTIONS

Description

Guarantees for the payment
of debt obligations of
others; i.e., including

but not limited to rural
development projects,
subsidiary organizations,
associated/nonassociated
organizations, power supply
organizations, etc.

Agreement by which an owner
of property (the lender)

allows another party (the
borrower) to use the property
for a specified time period,
and in return the borrower
will pay the lender a payment
(usually interest), and

return the property (usually
cash) at the end of the time
period. A loan is usually
evidenced by a Promissory
Note. Loans to a power supply
cooperative, G&T, of which
the cooperative is a member,
are excludable, if these loans
have been given specific RUS
approval for exclusion or are
required by RUS.

Security that represents
ownership in a company.

Bulletin 1717B-2
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Includable
or

Excludable

Includable
Excludable

if formally
approved by
RUS/ or
required by
RUS loan
contract.

Includable

Includable



Type of Investment

Money market
deposit account

(if FDIC insured and
Under $100,000)

Money market
mutual fund

Mortgage-backed
securities

Mortgage-Backed
securities

Municipal bond

Municipal bond
Public Utility
Cooperative
(Municipalities)

Mutual fund
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INVESTMENT DESCRIPTIONS

Description

A type of money market
fund at a bank or savings
and loan association with
limited checking privileges.

An investment company
which buys short-term
money market instruments.

Securities representing a
share ownership of mortgages
guaranteed as to payment by
an Agency of the Federal
governments; includes
Ginnie Maes, Fannie Maes,
Freddie Macs, etc.

Not guaranteed as to payment
by an agency of the Federal
Government.

Debt obligation of state,
city, town or their agencies.

Debt obligation of public
utility cooperative that is
required by law to obtain
financing through bonds.

Investment trust in which
your dollars are pooled
with those of hundreds of
others and invested by
professional managers in
stocks or bonds.
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Includable
or

Excludable

Excludable

Includable

Excludable

Includable

Includable

Includable

Includable
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Type of Investment

National Rural
Utilities Coopera-
tive Finance

Corporation (NRUCFC)

membership
certificate

NRUCFC
Patronage Capital

NRUCFC
Securities, Other

Negotiable order
of withdrawal
(NOW) account

Options
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INVESTMENT DESCRIPTIONS

Description

Security that represents
ownership in NRUCFC.

Amounts paid or payable by
NRUCFC arising from its
furnishing credit services

to member cooperatives, i.e., the
refund of excess of its charges
over its actual cost of service.

All securities issued
by NRUCFC, except
patronage capital,
are excludable
investments.

NOW interest-bearing
checking account.

The right to buy (call) or
sell (put) a stock at a
given price (strike price)
for a given period of time.
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Includable
or
Excludable

Excludable

Excludable

Excludable

Excludable
if FDIC &
under
$100,000

Includable



Type of Investment

Patronage Capital,
other than

power suppliers
and supplemental
lenders

Patronage Capital,
G&T Power Suppliers

Preferred stock

Real estate
investment trusts
(REIT)
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INVESTMENT DESCRIPTIONS

o Includable
Description or

Excludable

Amounts paid or payable Includable
by the other associated
companies in connection
with the furnishing of
supplies, etc., which are

in excess of the cost of
service and all other

amounts which the associated
companies are obligated to
credit to the cooperative

as patronage capital.

Amounts paid or payable Excludable
by the cooperative in

connection with the

furnishing of electric

energy which are in excess

of the cost of service

and all other amounts

which the G&T power supplier

is obligated to credit to the

cooperative as patronage capital.

Stock sold with a fixed Includable
dividend; if company is

liquidated, has priority

over common stock.

Corporation or trust Includable
that invests in or finances

real estate: offices,

shopping centers, apartments,

hotels, etc.; sold as

securities.



Type of Investment

Repurchase
Agreement

Savings account

SuperNOW account

Surplus Funds
Program, (St. Paul
Bank for Cooperatives)

Treasury bills

Description
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INVESTMENT DESCRIPTIONS

Short-term buy/sell deal
involving any money market
instruments (but usually
Treasury bills, notes, and
bonds) in which there is an
agreement that securities

will be resold to the seller

on an agreed-upon date, often
the next day. The money

market fund holds the

securities as collateral and
charges interest for the loan.

Account in which money
deposited earns interest.

Interest-bearing bank

account.

Short-term unsecured

notes sold by the Banks of
Cooperatives. (St. Paul,
Springfield, and CoBank).

Short-term U.S. Treasury

securities; maturities:
13, 26, 52 weeks.

Bulletin 1717B-2
Exhibit D

Includable
or
Excludable

Includable

Excludable
if FDIC
insured &
less than
$100,000

Excludable
if FDIC
insured &
less than
$100,000

Excludable

Excludable



Type of Investment

Treasury bonds

Treasury notes

Unit investment
trust

U.S. Savings Bonds

U.S. Government
issued, guaranteed,
or fully insured,
securities or
deposits
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INVESTMENT DESCRIPTIONS

Description

Long-term U.S. Treasury
securities; maturities:
10 years or more.

Medium-term securities
of U.S. Treasury,
maturities: not less than
1 year and not more
than 10 years.

Fixed portfolio of
securities deposited with a
trustee; offered to public

in units; categories include
municipal bonds, corporate
bonds, public utility
common stocks, etc.

Debt obligations of U.S.
Treasury designed for small
investor.

Securities or deposits
issued, guaranteed, or

fully insured, as to
payment by the U.S.
Government, or any agency
thereof.

Deposits are fully insured,

up to a $100,000 limit,

by the following agencies:

1. Federal Deposit Insurance
Corporation (FDIC)

2. National Credit Union Share
Insurance Fund
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Includable
or

Excludable

Excludable

Excludable

Includable

Excludable

Excludable

Excludable



Type of Investment

U.S. Government
issued, guaranteed,
or fully insured,
securities or
deposits
(continued)
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INVESTMENT DESCRIPTIONS

Description

Securities fully backed

with the full faith and

credit of the U.S. Government

are as follows:

1. Farm Credit System
Financial Assistance
Corporation (FCSFAC)

2. Farmers Home Administration
(FmHA) Certificates of
Beneficial Ownership (CBO)

. Federal Financing Bank (FFB)

4. General Services
Administration (GSA)

5. Government National
Mortgage Association
(GNMA), also known
as Ginnie Mae

6. Maritime Administration
Guaranteed Ship Financing
Bonds, issued after 1972

7. Small Business
Administration (SBA)

8. Washington Metropolitan
Area Transit Authority
(WMATA) Bonds

The following investments

are securities backed by the

full faith and credit of

U.S. Government agencies and

are Excludable Investments:

1. Farm Credit System

2. Federal Home Loan Banks
(FHLB)

3. Federal Home Loan
Mortgage Corporation
(FHLMC) (Freddie Mac)

w
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Includable
or

Excludable

Excludable

Excludable
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U.S. Government
issued, guaranteed,
or fully insured,
securities or deposits
(continued)

Warrant

Zero coupon bond
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4. Federal National Mortgage
Association (FNMA)
(Fannie Mae)
5. Financing Corporation
(FICO)
6. Resolution Funding
Corporation (REFCORP)
7. Student Loan Marketing
Association (Sallie Mae)
8. Tennessee Valley Authority
(TVA)
9. United States Postal
Service

Gives holder right to Includable
purchase a given stock at

a stipulated price over

a fixed number of years.

Debt instruments; sold at Includable
discount from face value

with no annual interest

paid out; capital appreciation

realized upon maturity;

includes Training Investment

Growth Receipts (TIGERS),

and Certificates of Accrual

on Treasury Securities (CATYS).
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information

Request 5: Provide Big Sandy RECC’s long-term construction planning program.

Response 5: Please see the attached Construction Work Plan.
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2021-2024
CONSTRUCTION WORK PLAN

BI1G SANDY RECC
KENTUCKY 58 FLOYD

Final Report
September 2020

Copyright © 2020 Power Centric Solutions, LLC All rights reserved



September 18, 2020
Jeff Prater
Vice President Operations
Big Sandy RECC
504 11th Street
Paintsville, KY 41240

Subject: 2021-2024 Construction Work Plan

Dear Mr. Prater,

Power Centric Solutions (PCS) is pleased to submit the final 2021-2024 Construction Work Plan (CWP) to Big
Sandy RECC. We thank you for the opportunity to support you on this project and wish to acknowledge the
cooperation and assistance received from the management and staff of Big Sandy RECC in the preparation
of the CWP report.

The Executive Summary in Section summarizes the findings and recommendations to serve the anticipated
needs of your members based on the evaluation of the distribution system. The system information and
results of the analysis are described in detail in subsequent sections of the CWP report, supporting the
conclusions and recommendations. | hereby certify that this 2021-2024 Construction Work Plan was
prepared by me or under my direct supervision and that | am a duly registered professional engineer under
the laws of the State of Kentucky.

POWER CENTRIC SOLUTIONS, LLC

Paul Keith Mullen, Jr., P.E.

Principal & Vice President

Date: September 18, 2020

PO Box 247 / Gallatin, TN 37066 / powercentricsolutions.com
Att to Response 5
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Section 1: Executive Summary

Purpose of Report

This report identifies the 2021-2024 Construction Work Plan (CWP) system
improvements recommended for Big Sandy Rural Electric Cooperative Corporation (Big
Sandy RECC) to provide reasonable and reliable service to its members at the anticipated
design load. Power Centric Solutions (PCS) has prepared this document in accordance
with the Rural Utilities Services (RUS) Bulletin 1724D-101B to receive approval of
proposed construction items and potential loan funding, and to support the preparation of
the financial forecast.

System Statistics

Big Sandy RECC provides service to approximately 12,729 members located in Breathitt,
Floyd, Johnson, Knott, Lawrence, Magoffin, Martin, and Morgan counties in Kentucky.
Big Sandy RECC distributes power to its members through thirty-six 13.2 kV circuits
served by nine substations. Big Sandy RECC purchases power under an all-requirements
contract from East Kentucky Power Cooperative (EKPC) at nine 13.2 kV delivery points
with a total winter capacity of 179.9 MVA. EKPX constructs, owns, and operates the
transmission lines and substations. Table 1.1 presents a two-year history of the system
operating statistics.

Table 1.1: Historical System Statistics

Members Served 12,822 12,729
Overhead Line Miles 1,010 1,011
Underground Line Miles 25 25
Members per Mile 12.4 12.3
Energy Purchases 238,929 MWh 227,583 MWh
Energy Sales 225,779 MWh 215,043 MWh
System Losses 5.5% 5.5%
Annual Peak 74,438 kW 67,439 kW
System Load Factor 36.6% 38.5%

1) Based on Form 7 data provided
2) Energy losses expressed as a percentage of the total energy purchases

Recommendations

The system expansion to service 12,893 new members and the recommended projects
identified in Section 3 of this report were designed to serve a projected system peak
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demand of 78 MW. Table 1.2 lists the estimated cost for the 2021-2024 Construction
Work Plan per RUS funding code, which includes 3% inflation on equipment.

Table 1.2: CWP Program Cost Summary

100 New Lines $1,468,875
200 Tie Lines $0
300 Conversions/Line Changes $372,774
400 New Substations $0
500 Substation Changes $0
600 Miscellaneous Distribution Equipment $6,909,937
700 Other Distribution Items $1,481,468

TOTAL $10,233,054

Summary of System Impacts

System deficiencies at the existing and projected peak loads were identified for the
following categories based on the Big Sandy RECC’s planning and operating criteria, the
available system information, and engineering analysis performed in the distribution
system model.

= Substation & Feeder Capacity
= Distribution Circuit Performance

The system deficiencies at the projected CWP design load as a percent of each facility
asset are summarized in Figure 1.1. With the construction of the recommended
improvements, all system deficiencies were corrected to meet the planning and operating
criteria.

1.2 2021-2024 Construction Work Plan
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Figure 1.1: Projected Load Impact Summary

General Basis of Study

PCS has prepared this plan based on available information related to the performance and
condition of the existing electric system, and assumptions of future loads and their
impacts. PCS believes the recommendations contained herein are reasonable, considering
the information provided by others and the analysis performed. However, future
performance and the actual field condition of electric facilities may differ from those
assumed, resulting in a variance in the projected outcomes and design/construction costs.
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Section 2: Basis of Proposed Construction

Introduction

This section contains the basis for evaluating the Big Sandy RECC’s electric system
performance at existing and projected peak loading conditions to determine where
upgrades are required to maintain reasonable and reliable service to its members. The
criteria and assumptions listed are based on RUS approved planning and operating
standards. The supporting system information, engineering models, and condition of
assets were provided by the Big Sandy RECC.

Planning & Operating Criteria

The following criteria were used to assess the electric system’s performance for the CWP
planning period:

1. The minimum voltage on primary distribution lines is 118 volts (120 Volt base)
after regulation with 124 Volt setpoint and 2 Volt bandwidth.

2. Primary conductors are not to be loaded over 75% of their thermal rating. Major
tie lines will be limited to 75% of their thermal ratings.

3. The following equipment will not be thermally loaded by more than the
percentage shown of its nameplate rating at a 55-degree rise with 90% power
factor:

a. 100% - Power Transformers (OA/FA)
b. 80% - Voltage Regulators

c. 70% - Reclosers

d. 70% - Line Fuses

4. Loading on single phase lines will be flagged at 40 amperes. If a single-phase line
exceeds this amount, it will be considered for multi-phasing.

5. Poles and/or crossarms are to be replaced if found to be physically deteriorated by
visual inspection and/or tests.

6. Aged conductors are considered for replacement as needed.

7. New primary conductor sizes are to be determined on a case by case basis using
the Economic Conductor Analysis method.

Distribution Line & Equipment Costs

The planning-level costs estimates presented in Table 2.1 were used to determine the cost
of proposed construction in 2020 dollars. The estimates are based on the inflated 2017
estimates from the 2014-2017 CWP.
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Table 2.1: Unit Construction Costs

New Distribution Line

3-ph 336 ACSR $144,980/mi.
3-ph 3/0 ACSR $134,980/mi.
1-ph 1/0 ACSR $76,490/mi.
1-ph 2 ACSR $65,240/mi.
Distribution Line Reconductor

3-ph 336 ACSR $163,110/mi.
3-ph 3/0 ACSR $151,860/mi.
3-ph 1/0 ACSR $112,500/mi.
3-ph 2 ACSR $100,000/mi.
1-ph 1/0 ACSR $98,990/mi.
1-ph 2 ACSR $87,740/mi.
Distribution Line Regulators

3-ph Regulator — 150 amp $45,000/¢a.
3-ph Regulator — 219 amp $60,800/¢ca.
Distribution Protective Devices

3-phase Recloser $25,000/ea.
1-phase Recloser $7,000/ea.

Status of Previous CWP Items

The construction items proposed in the 2014-2017 CWP were reviewed to determine if
the projects were completed, postponed or were still in-progress during the preparation
of this report. The projects that have been postponed were evaluated as part of the
development of recommendations for this study to determine if the projects should be
cancelled or included as a carry-over. Big Sandy RECC has completed all of the Code
300 projects from the 2014-2017 CWP, resulting in no carry-over projects for this report.

Historical & Projected System

The performance of the existing electric system was evaluated at the historical and
projected conditions based on the configuration and capacity of the installed assets and
the planning and operating criteria outlined at the beginning of this section. This section
presents the system load scenarios assessed and the resulting impacts that will form the
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basis of the recommendations in Section 3 for the proposed construction items.

Load Forecast

The 2018 Load Forecast (LF) report was prepared by EKPC to determine the projections
for the number of members, energy purchases and sales, and peak demands on the system
through 2038 based on various economic and weather conditions. The historical and
projected system non-coincident peak demands from the LF are compared to the existing
system capacity in Figure 2.1. Based on Big Sandy RECC’s present knowledge of
potential developments and anticipated growth in the service territory, the extreme
projection in the LF was selected to represent the system peak loading during the CWP
planning period. As a result, a CWP design load of 78 MW was assumed for the system
analysis, which represents 46% of the EKPC calculated winter substation transformer
capacity of 179.9 MVA.

Figure 2.1: Historical & Projected System NCP

Growth for each substation and feeder were identified by Big Sandy RECC as equal
across the system. No additional spot loads are anticipated during the planning period
outside of the basis for the LF. The resulting substation and feeder forecast is presented in
Appendix A. The load milestones represented in each year of the substation and feeder
forecast are referred to as a Load Level (LL) to identify in-service targets of each
recommended facility upgrade or improvement instead of specific years.

Annual Energy, Load & Member Data
Based on the information presented the 2018 LF report prepared by EKPC, the
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anticipated growth for energy sales and new members is -0.7% and -0.1%, respectively.
The historical and projected growth was used as a basis for the forecast of new member
connections during the CWP planning period.

Substation Loading

The Big Sandy RECC substation facilities and ratings are shown in Table 2.2 with the
existing and projected CWP loading. The projected loading presented is based on the
highest projection in the planning period, which is LL1 of the 4-year CWP. Based on the
existing configuration and ratings of the substation facilities, the projected load will not
exceed the EKPC calculated winter substation transformer capacity. EKPC substation
equipment ratings are presented in Appendix B of this report.

Table 2.2: Substation Loading

Bill Wells 20.0 24.8 10.6 10.6 42.7%
Bonanza 20.0 24.8 6.8 6.8 27.4%
Jenny Wiley 14.0 18.1 7.6 7.6 42.1%
Martin County 14.0 18.1 12.0 11.9 66.1%
Middle Creek 20.0 24.8 8.5 8.5 34.4%
Redbush 6.4 8.3 4.3 4.3 52.2%
Salt Lick 14.0 18.1 55 5.5 30.2%
Thelma 14.0 18.1 9.9 9.9 54.7%
Volga 20.0 24.8 17.3 17.3 69.8%
TOTALS 142.4 134.1 82.5 82.6 45.8%

1) Above Planning Capacity in RED

Circuit Loading & Voltage

Load flows of the Big Sandy RECC distribution facilities were evaluated at the existing
and projected LL1 CWP design loads against the loading and voltage planning criteria
identified at the beginning of this section. A summary the feeders with one or more
violations is given in Table 2.3, with the maximum calculated values at the projected
CWP design load for each feeder. The summary also identifies if the condition was
present at the existing peak. Based on the existing configuration and installed distribution
facilities, the projected load for 14 feeders will exceed the planning criteria, excluding the
violations for device loading.

Table 2.3: Distribution Facilities Violation Summary

2.4 2021-2024 Construction Work Plan



Arkansas - CKT 655-144
Cow Creek - Ckt 992-124
Abbott Feeder Top 346-124
Denver-Feed Bottom 708-134
Mt Parkway - Ckt 608-114
Cir# 211 - Middle Creek-134
Cir# 417 Hospital-124

Cir# 416- Beech Fork-144
White House - Ckt 550-124
Calloway - Ckt 756-114
Milo - Ckt 551-134

Tiger Mart - Ckt 287-144
Spurlock - Ckt 311-114
Volga - Ckt 225-114

Hargus Circuit - 256-124 @
Oil Field - Ckt 34-134
NC90-Middle Creek-104
NC679-Rock Fork-114
Decoy Ckt #1173 Sub Switch
River - Ckt 62-124

Boones Camp - Ckt 63-114
Volga - Ckt 95-134

Thelma Ckt #392-114

Flat Gap Ckt #661-124
Denver Ckt #466-144

St Hwy Ckt #497-134

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

1) Above Planning Capacity in RED
2) The distribution model reflects the transfer from Hargus Circuit - 256-124 out of Redbush to Volga’s Denver Ckt
#466-144 feeder, which resulted in a mis-allocation of the peak loads. The deficiencies identified for both feeders

above are not as severe once the allocation was corrected in the model.

55%
45%
35%
31%
21%
42%
15%
35%
32%
42%
22%
16%
22%
15%
40%
7%
31%
27%
27%
43%
21%
40%
72%
49%
59%
14%
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81%
109%
41%
37%
21%
49%
18%
40%
71%
76%
104%
21%
27%
18%
97%
15%
37%
17%
29%
172%
73%
133%
78%
73%
181%
25%
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117.2
119.2
121.9
118.7
119.9
120.3
1233
41.2

114.6
118.1
118.0
122.8
121.6
119.5
118.0
121.4
1194
121.6
117.2
118.2
122.9
118.8
113.1
115.3
117.0
121.7

26.4
24.4
17.5
384
18.3
19.2
29.5
39.6
25.3
38.6
49.1
30.7
24.4
29.1
153.9
235
30.9
24.4
81.0
39.2
34.5
39.9
54.0
49.4
32.0
40.5

96%
172%
119%
77%
77%
161%
109%
167%
112%
117%
196%
113%
87%
129%
440%
104%
114%
90%
81%
111%
95%
149%
198%
111%
56%
107%

2.5

97%
135%
86%
0%
0%
0%
0%
24%
76%
73%
0%
0%
0%
0%
0%
0%
35%
0%
44%
138%
0%
0%
0%
0%
34%
0%
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System Outages & Reliability

RUS guidelines for a “Satisfactory” service reliability rating requires the borrower to
limit the annual average outage per member to 200 minutes or less. Borrowers are
required to maintain service interruption statistics for the categories listed in RUS
Bulletin_1730A-119, which includes areas that are controllable by the individual
borrower and those that are not. A summary of the average outage minutes per member
for the last five years is shown in Table 2.4, as listed in the Big Sandy RECC 2019 RUS
Form 300. RUS recommends that the averages for each category be considered when
determining or modifying operating and design practices and criteria. The power supplier
should be consulted if power supply interruptions are excessive.

Based on the 5-year average, the average outage minutes per member has exceeded 200
minutes for Big Sandy RECC for the past 5 years. The outages from major events and
other events were the leading causes of the high numbers. Based on outage management
data provided, overgrown vegetation is a large factor of the outages. Big Sandy RECC
has identified worst performing feeders to develop recommended system improvements
to address this issue.

Table 2.4: Average Service Interruption Minutes / Member

2015 0.0 1,258.0 0.0 284.0 1,542.0
2016 0.0 104.0 45.0 278.0 427.0
2017 0.0 156.9 38.4 3354 530.7
2018 20.2 331.3 28.9 399.6 780.0
2019 13.2 109.9 41.7 397.3 562.1
5-Year Averages 6.7 392.0 30.8 338.9 768.4

1) Annual minutes recorded per member as listed in 2019 RUS Form 300 for 2015-2018, and
from BSRECC Form 7 for 2019.

2) BSRECC has identified worst performing feeders to develop recommended system
improvements to improve reliability.

Analysis of Other System Studies

The evaluation of additional studies relevant to the preparation of this CWP is
summarized below. The inclusion of these studies provides a comprehensive assessment
of the system performance and needs, as well as promoting alignment with Big Sandy
RECC’s present goals and objectives.

Long-Range Plan

The current Long-Range Plan (LRP) was prepared in 1995 to serve a 20-year design load
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of 100 MW. The CWP design load is within the LRP design load. At the maximum LRP
design load, there are eight new substations planned. With the current and projected
design load in this CWP considerably less than the LRP 20-year design load, additional
planned substations are not required at this time.

O&M Survey

A periodic evaluation of a borrower’s operation and maintenance (O&M) practices of is
recommended by RUS. This review is documented in RUS Form 300 and is generally
prepared every three years by the borrower and the assigned RUS field representative.
The borrower receives ratings for the construction and condition of system facilities,
O&M procedures and system performance, as well as engineering and O&M funding. For
any items rated unsatisfactory a corrective action plan (CAP) is required to outline the
steps the borrower will take to improve to an acceptable rating. The ratings are based on
the following:

= 3 = Satisfactory - No additional action required at this time
= 2= Acceptable, but should be improved

= 1 =Corrective action needed

= NA = Not Applicable

The most recent Form 300 was prepared in 2019, and NONE of the ratings were below 2,
which is “Acceptable”.

Sectionalizing Studies

A sectionalizing study defines protective device schemes and standardization,
coordination objectives, and sectionalizing goals. Periodic reviews are recommended as
reliability objectives change, new equipment and standards are introduced, or to respond
to changes implemented by the power supplier or on Big Sandy RECC’s distribution
system. To maintain alignment with the existing sectionalizing goals, Big Sandy RECC
routinely cycles through the entire system by evaluating the existing distribution
protection on each substation. In addition, each CWP project includes sectionalizing
recommendations to keep, replace or remove existing protective devices, or add new
devices if required.
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Section 3: Required Construction Items

Introduction

Impacts on system performance at the existing and projected loads were evaluated based
on the selected planning criteria, and recommended solutions were developed to address
requirements for the planning period. The purpose of this section is to detail the
improvements recommended to expand and upgrade the system to adequately serve the
members and align with the approved Preferred Expansion Plan from the approved Long-
Range Plan. Recommended projects should be reviewed prior to construction to
determine the overall feasibility of each project.

The cost of each project presented in this section is based on estimated 2020 costs and
3% annual inflation of material and labor at the proposed year of construction.
Recommended timing of construction was based on projected criteria violations. and does
not specifically consider resource or budget limitations. It is likely that such limitations
will result in modifications to the scope and schedule of recommended projects.

Code 100: Service to New Members

The overhead and underground line construction required to serve new members was
estimated based on the requirements of the previous two years as shown in Appendix C,
and no member growth. Estimated new service construction includes poles, primary,
secondary, and service conductor. Transformers and meters required for the new services
are listed under RUS Code 601. A summary of the anticipated requirements for service
to new members is provided in Table 3.1.

Table 3.1: Service to New Members

101 Underground Members 92 9.7 $211,025
102 Overhead Members 440 43.0 $1,257,850
100 Service to New Members 532 52.7 $1,468,875

Code 300: Line Changes

The following projects represent the recommended upgrades of existing overhead and
underground distribution lines, including replacing conductors, multi-phasing, line
relocations, and voltage conversion. Poles involved in the project construction are
included. Each project includes a detailed description of the proposed improvements,
estimated cost, justification, and year of construction. Available options considered in the
development of the proposed projects are also presented, should an alternative be
required.
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Project Name: Kizer Road Reconductor
Substation/Feeder: Bill Wells-Arkansas 655
Estimated Cost: $84,002

Description: Reconductor 0.50 miles of three-phase 1/0 ACSR to 336 ACSR from
model line section OH12181 to OH12190. The overhead line exceeds
conductor loading criteria at the existing peak, and voltage drops below
criteria near the end of the feeder.

Justification: Line Capacity and Voltage
Options: No load transfer options available
Figure 3.1: Project 301
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Project Name:
Substation/Feeder:
Estimated Cost:

Description:

Justification:

Options:

Figure 3.2: Project 302
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Required Construction Items

Wooten Road Multi-phase
Martin County-Milo 551
$81,599

Multi-phase 0.52 miles from single-phase 1/0 ACSR to three-phase 1/0
ACSR from model line section OH14342 to OH14350 due to single-
phase loading greater than criteria. Project also requires the addition of
two 25L reclosers at the beginning of the tap at R 27896.

Single-phase loading

No load transfer options available
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Project Name: Stonecoal Road Multi-phase
Substation/Feeder:  Volga-Denver 466
Estimated Cost: $69,489

Description: Reconductor and multi-phase 0.49 miles of 6 CU to two-phase 1/0
ACSR from model line section OH1542 to OH1549 due to single-phase
loading greater than criteria. Also requires the addition of a 100L
recloser at the beginning of the tap at R _06420.

Justification: Single-phase loading
Options: No load transfer options available
Figure 3.3: Project 303
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Project Name:
Substation/Feeder:
Estimated Cost:

Description:

Justification:

Options:

Figure 3.4: Project 304
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Required Construction Items

Big Branch Abbott Reliability
Middle Creek-Tiger Mart 287
$137,684

Multi-phase 1.19 miles from model line section OH9492 to OH9520 and
section OH9506 from two-phase 2 ACSR to three-phase 2ACSR.
Church served by this line with an existing open wye/delta transformer
bank is expanding and increasing load. Tap also currently serves a lift
station and more than 80 customers. Project also requires the addition of
a 50L reclosers at the beginning of the tap at R 09203, and is
recommended to serve additional load and improve reliability.

Load Expansion and Reliability

No options available
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Substation/Feeder:

Estimated Cost:

Description:

Justification:

Options:
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Route 689 Load Transfer
Volga-Flat Gap 661
$0

Transfer load from Volga-Flat Gap 661 to Redbush-Qil Field 34 by
opening at recloser R_07780 and closing at switch SB_11257 due to
single-phase loading greater than criteria.

Single-phase loading

Multi-phasing the tap was not selected to minimize cost.

Figure 3.5: Route 689 Load Transfer
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Project Name:

Substation/Feeder:

Estimated Cost:

Description:

Justification:

Options:
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Required Construction Items

Route 1559 Load Transfer
Volga-Thelma 392
$0

Transfer load from Volga — Thelma 392 to Thelma-Volga 95 by opening
switch SB_01327 and closing switch SB_03045. Capacity of the
backbone of this feeder conductor loading criteria and voltage is below
criteria on the feeder. Cost of the new regulator bank is included in Code
604.

Line Capacity and Voltage

A new feeder out of Volga Substation was considered, but was not
selected to minimize cost.

Figure 3.6: Route 1559 Load Transfer
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Project Name: Sitko Road Load Transfer
Substation/Feeder:  Volga-Thelma 392
Estimated Cost: $0

Description: Transfer load from Volga — Thelma 392 to Volga — St Hwy 497 to
address single-phase loading greater than criteria. Transfer requires
moving the open point by installing a new normally-open solid blade at
model line section OH671 and closing at SB_06831.

Justification: Single-phase loading

Options: Multi-phasing the tap was not selected to minimize cost.

Figure 3.7: Sitko Road Load Transfer
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Project Name:

Substation/Feeder:

Estimated Cost:

Description:

Justification:

Options:

Response 5
Page 27 of 44 Witness: Jeff Prater

Required Construction Items

Route 3387 Load Transfer
Volga-Thelma 392
$0

Transfer load from Volga — Thelma 392 to Volga — Thelma 392 by
moving the open point with a new, open solid blade at model line
section OH2432 and closing at SB_05081. This tap has single-phase
loading greater than criteria.

Single-phase loading

Multi-phasing the tap was not selected to minimize cost.

Figure 3.8: Route 3387 Load Transfer
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Code 600: Miscellaneous Distribution Equipment

The miscellaneous distribution equipment needed for the CWP period was estimated
based on the system analysis detailed herein and the requirements of the previous two
years as shown in Appendix C. Miscellaneous distribution equipment includes service
transformers and meters, sectionalizing equipment, capacitors and regulators, as well as
the pole and conductor replacements required due to age or condition. The estimates
detailed below include no equipment growth.

Transformers & Meters

Transformers and meters required during the CWP period for new members or for
existing member upgrades (increased capacity) are presented in Table 3.2 and Table 3.3,
respectively. Estimates were based on the requirements of the previous two years. New,
retrofit or replacement AMI meters are also included in Table 3.3. Other associated costs
for AMI systems are listed under RUS Code 705.

Table 3.2: Service Transformers

601 New Services
Pad-Mounted 24 $35,796
Pole-Mounted 204 $225,369
SUBTOTALS 228 $261,165
601 Service Upgrades
Pad-Mounted 0 $0
Pole-Mounted 24 $39,816
SUBTOTALS 24 $39,816
601 Service Transformers 252 $300,981
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Required Construction Items

Table 3.3: New Meters

601 New Services
Underground 24 $35,796
Overhead 204 $225,369
SUBTOTALS 228 $261,165
601 Service Upgrades
Underground 0 $0
Overhead 24 $39,816
SUBTOTALS 24 $39,816
601 AMI
AMR/Collar Combo 3,160 $609,620
3-Wire TWACS 2,655 $385,580
SUBTOTALS 5,815 $995,200
601 New Meters 6,067 $1,296,181

Service changes to existing members

The service changes needed for existing members during the CWP period are presented
in Table 3.4, and were estimated based on the requirements of the previous two years.
Service changes include poles, primary, secondary, and service conductor for upgrades to
increase capacity or replacements due to age or condition.

Table 3.4: Service Changes

602 Underground 0 $0
602 Overhead 44 $226,336
602 Service Changes 44 $226,336

Sectionalizing equipment

The distribution line breakers, reclosers, cutouts, fuses, and associated equipment needed
during the CWP period are presented in Table 3.5, and are estimated based on the
requirements of the previous two years. Sectionalizing equipment additions, upgrades or
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relocations proposed with recommended tie lines and line changes are included in RUS
Code 200 and RUS Code 300 projects presented herein.

Table 3.5: Sectionalizing Equipment

Salt Lick-Decoy Sub Switch 1 $25,750

Single-phase feeder recloser serving
approximately 20 miles of overhead line has
no load or outage monitoring capabilities. A
new recloser is recommended to add this
functionality to improve load planning and
reliability. (Decoy Sub Switch Recloser)

General 16 $344,732
Add or upgrade protective devices
603 Sectionalizing Equipment 17 $370,482

Line regulators

The distribution line regulators (or auto-boosters) and associated equipment needed
during the CWP period are presented in Table 3.6. The regulators are recommended to
maintain feeder voltage within the planning criteria based on the system analysis detailed
herein.

Table 3.6: Line Regulators

Martin County-White House 550 1 $62,624
Install a bank of 219 A regulators at OH10625

to correct low voltage less than 118 V.

Volga-Flat Gap 661 1 $62,624
Install a bank of 219 A regulators at OH6251

to correct low voltage less than 118 V.

Volga-Thelma 392 1 $62,624

Install a bank of 219 A regulators at OH7756
to correct low voltage less than 118 V. See
Route 1559 Load Transfer.

604 Line Regulators $187,872
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Required Construction Items

Pole replacement

Pole replacement needed during the CWP period due to condition, added height or
strength are presented in Table 3.7. Estimates are based on the requirements of the
previous two years. Poles required for new member services, service upgrades, and
recommended tie lines and line changes are included in RUS Code 100, RUS Code 602,
RUS Code 200 and RUS Code 300 projects presented herein.

Table 3.7: Pole Replacement

606 Pole Replacement 736 $2,906,648

Conductor Replacement

Overhead or underground conductor replacement needed during the CWP period due to
age or condition are presented in Table 3.8. Estimates include associated poles and
hardware, and are based on the requirements of the previous two years.

Table 3.8: Conductor Replacements

608 Conductor Replacement 16.4 $1,621,437

3.13
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Code 700 — Other Distribution Items

Additional distribution equipment includes Outdoor Lighting, Load Management /
SCADA, AMI Equipment and GIS. Estimates for the CWP period are based on
requirements of the previous two years as shown in Appendix C, and budgeting provided
by Big Sandy RECC. The estimates detailed below include no equipment growth.

Outdoor Lights

New outdoor lights needed during the CWP period, as well as upgrades or replacements
are presented in Table 3.9. Big Sandy RECC is replacing all mercury vapor and metal
halide lights with LED as the fixtures or bulbs fails. The projections for this CWP are
expected to complete the replacement program. Estimates include associated poles and
hardware, and are based on the requirements of the previous two years.

Table 3.9: Outdoor Lights

701 Outdoor Lights 3,088 $1,481,468

3.14 2021-2024 Construction Work Plan
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Appendix A: Substation & Feeder Forecast
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Projected Peaks (MW)

Extreme  Winter 2018 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 2031 2032 2033 2034 2035 2036 2037 2038 2039 2040

System Non-Coincident Peak w/ Power Supplier 179.9 99.6% 74.3 78.0 78.0 77.0 77.0 77.0 77.0 77.0 77.0 77.0 77.0 77.0 77.0 77.0 78.0 78.0 78.0 79.0 79.0 79.0 79.0 0.07%

Total Substation Non-Coincident Peak --- 82.1 82.1 82.1 81.1 81.1 81.1 81.1 81.1 81.1 81.1 81.1 81.1 81.1 81.1 82.1 82.1 82.1 83.2 83.2 83.2 83.2

Coincident Factor --- 90.5% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0% 95.0%
Bill Wells 1.0 24.8 99.8% 10.6 10.6 10.6 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.6 10.6 10.6 10.7 10.7 10.7 10.7 0.07%
Town Branch - Ckt 656-134 1.0 7.8 99.8% 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.07%
Katy Friend- Ckt 658-114 1.0 7.8 99.8% 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.07%
Arkansas - CKT 655-144 1.0 7.8 99.8% 43 4.3 43 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 43 4.3 43 4.3 43 4.3 43 0.07%
Cow Creek - Ckt 992-124 1.0 11.9 99.8% 5.4 53 53 53 53 53 53 53 53 53 53 53 53 53 53 53 53 5.4 5.4 5.4 5.4 0.07%

Total Feeder Non-Coincident Peak --- 10.7 10.6 10.6 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.6 10.6 10.6 10.7 10.7 10.7 10.7

Bill Wells Coincident Factor --- 99.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Bonanza 1.0 24.8 99.8% 6.8 6.8 6.8 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.8 6.8 6.8 6.9 6.9 6.9 6.9 0.07%
Mt Parkway - Ckt 608-114 1.0 7.8 99.8% 1.7 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 0.07%
Denver-Feed Bottom 708-134 1.0 7.8 99.8% 25 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.5 25 2.5 25 0.07%
Abbott Feeder Top 346-124 1.0 7.8 99.8% 2.8 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 0.07%

Total Feeder Non-Coincident Peak --- 7.0 6.8 6.8 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.7 6.8 6.8 6.8 6.9 6.9 6.9 6.9

Bonanza Coincident Factor --- 97.4% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Jenny Wiley 1.0 18.1 99.4% 7.6 7.6 7.6 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.6 7.6 7.6 7.7 7.7 7.7 7.7 0.07%
Cir#t 417 hospital-124 1.0 7.8 99.4% 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 0.07%
Cir#t 211 - Middle Creek-134 1.0 7.8 99.4% 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 33 33 33 33 0.07%
Cir#t 416- Beech Fork-144 1.0 9.1 99.4% 3.2 3.2 3.2 3.1 3.1 3.1 3.1 3.1 3.1 3.1 3.1 3.1 3.1 3.1 3.2 3.2 3.2 3.2 3.2 3.2 3.2 0.07%

Total Feeder Non-Coincident Peak - — 7.6 7.6 7.6 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.5 7.6 7.6 7.6 7.7 7.7 7.7 7.7 -

Jenny Wiley Coincident Factor --- 99.1% 100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Martin County 1.0 18.1 99.7% 11.9 11.9 11.9 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.9 11.9 11.9 12.1 12.1 12.1 12.1 0.07%
Boones Camp - Ckt 552-144 1.0 11.0 99.7% 2.0 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 0.07%
Milo - Ckt 551-134 1.0 11.0 99.7% 2.2 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 2.4 0.07%
White House - Ckt 550-124 1.0 11.0 99.7% 3.2 35 35 35 35 35 35 35 35 35 35 35 3.5 35 35 35 35 3.6 3.6 3.6 3.6 0.07%
Calloway - Ckt 756-114 1.0 9.1 99.7% 3.5 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.9 3.9 3.9 3.9 0.07%

Total Feeder Non-Coincident Peak --- 10.9 11.9 11.9 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.8 11.9 11.9 11.9 12.1 12.1 12.1 12.1

Martin County Coincident Factor --- 109.3% 100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Middle Creek 1.0 24.8 99.8% 8.5 8.5 8.5 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.5 8.5 8.5 8.6 8.6 8.6 8.6 0.07%
Walmart - Ckt 591-124 1.0 7.8 99.8% 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.07%
GlynView - Ckt 234-104 1.0 5.5 99.8% 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.07%
Spurlock - Ckt 311-114 1.0 7.8 99.8% 1.8 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.8 1.8 1.8 1.8 0.07%
Salt Lick CKT 308-134 1.0 12.8 99.8% 45 4.3 43 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 43 43 43 4.3 43 4.3 43 0.07%
Tiger Mart - Ckt 287-144 1.0 9.1 99.8% 1.5 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 1.4 0.07%

Total Feeder Non-Coincident Peak --- 9.0 8.5 8.5 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.4 8.5 8.5 8.5 8.6 8.6 8.6 8.6

Middle Creek Coincident Factor --- 95.2% 100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Redbush 1.0 8.3 99.0% 43 4.3 43 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 43 43 43 4.3 43 4.3 43 0.07%
Keaton - Ckt 720-144 1.0 5.5 99.0% 0.7 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.07%
Volga - Ckt 225-114 1.0 7.8 99.0% 13 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 0.07%
Hargus Circuit - 256-124 1.0 5.5 99.0% 2.4 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 2.2 0.07%
Qil Field - Ckt 34-134 1.0 5.5 99.0% 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.07%

Total Feeder Non-Coincident Peak --- 4.8 4.3 43 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 43 4.3 43 4.3 43 4.3 43

Redbush Coincident Factor --- 89.5% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Salt Lick 1.0 18.1 98.6% 5.4 5.4 5.4 53 53 53 53 53 53 53 53 53 53 53 5.4 5.4 5.4 5.4 5.4 5.4 5.4 0.07%
NC90-Middle Creek-104 1.0 7.8 98.6% 25 2.4 2.4 2.3 23 2.3 23 2.3 23 2.3 23 2.3 23 2.3 2.4 2.4 2.4 2.4 2.4 2.4 2.4 0.08%
NC679-Rock Fork-114 1.0 6.4 98.6% 1.8 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 1.7 0.08%
NC169-RT 7 Mine-124 1.0 9.1 98.6% 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.4 0.08%
SportsPlex 678-134 1.0 11.0 98.6% 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.3 0.08%
Decoy Ckt #1173 Sub Switch 1.0 2.3 98.6% 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.08%

Total Feeder Non-Coincident Peak --- 5.6 5.4 5.4 53 53 53 53 53 53 53 53 53 53 53 5.4 5.4 5.4 5.5 5.4 5.4 5.4

Salt Lick Coincident Factor --- 95.5% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0% 100.0% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Thelma 1.0 18.1 99.5% 9.9 9.9 9.9 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.9 9.9 9.9 10.0 10.0 10.0 10.0 0.07%
Volga - Ckt 95-134 1.0 7.8 98.6% 2.8 3.1 3.1 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.0 3.1 3.1 3.1 3.1 3.1 3.1 3.1 0.07%
River - Ckt 62-124 1.0 9.1 99.5% 3.5 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 4.0 4.0 4.0 4.0 0.07%
Boones Camp - Ckt 63-114 1.0 7.8 99.5% 1.5 1.7 1.7 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.6 1.7 1.7 1.7 1.7 1.7 1.7 1.7 0.07%
Rehab - Ckt 107-104 1.0 7.8 99.5% 11 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 1.2 0.07%

Total Feeder Non-Coincident Peak --- 9.0 9.9 9.9 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.7 9.9 9.9 9.9 10.0 10.0 10.0 10.0

Thelma Coincident Factor --- 110.1% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0% 100.0%  100.0%  100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0% 100.0%  100.0%
Volga 1.0 24.8 99.5% 17.2 17.2 17.2 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.2 17.2 17.2 17.4 17.4 17.4 17.4 0.07%
St Hwy Ckt #497-134 1.0 7.8 99.5% 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 1.1 11 0.07%
Denver Ckt #466-144 1.0 7.8 99.5% 45 4.5 45 4.5 45 4.5 4.5 4.5 45 4.5 4.5 4.5 45 4.5 45 4.5 4.5 4.6 4.6 4.6 4.6 0.07%
Thelma Ckt #392-114 1.0 11.0 99.5% 7.8 7.8 7.8 7.7 7.7 7.7 7.7 7.7 7.7 7.7 7.7 7.7 7.7 7.7 7.8 7.8 7.8 7.9 7.9 7.9 7.9 0.07%
Flat Gap Ckt #661-124 1.0 7.8 99.5% 3.7 3.8 3.8 3.7 3.7 3.7 3.7 3.7 3.7 3.7 3.7 3.7 3.7 3.7 3.8 3.8 3.8 3.8 3.8 3.8 3.8 0.07%

Total Feeder Non-Coincident Peak --- 17.0 17.2 17.2 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.0 17.2 17.2 17.2 17.4 17.4 17.4 17.4

Volga Coincident Factor - --- 101.1% 100.0%  100.0%  100.0%  100.0%  100.0%  100.0%  100.0% 100.0% 100.0% 100.0%  100.0%  100.0%  100.0%  100.0% 100.0%  100.0%  100.0%  100.0% 100.0%  100.0% -
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Appendix B: EKPC Substation Equipment Ratings
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234 17.9

13.90

16.7

16.7

BILL WELLS 58E070 13.2 OA/FA/FA-65C 19.2 13.2 466 0OA-65C 612.00 122.00) SMD1A | 153-1 13.9 | TC| 13.9 | TC
BONANZA 58E117 69.0 13.2 20 20 OA/FA/FA-65C 24.8 19.2 24.8 19.2 13.2 466 OA-65C| 23.4 17.9 | 612.00/ 13.90 | 13.90|125.00f SMD1A|119-1| 17.1 17.1 | 13.9 | TC| 13.9 | TC
JENNY WILEY 58E057 69.0 13.2 14 14 OA/FA-65C 18.1 | 13.62 18.1 13.6 13.2 466 OA-65C| 234 I 17.9 | 612.00| 13.90 | 13.90|126.00| SMD1A|119-1| 17.3 173|136 | T| 13.9|TC
MARTIN COUNTY 58E069 69.0 13.2 14 14 OA/FA-65C 18.1 | 13.62 18.1 13.6 13.2 466 OA-65C| 234 17.9 | 612.00/ 13.90 | 13.90|126.00| SMD1A|153-1| 17.3 173 | 136 | T| 139 |TC
MIDDLE CREEK 58E081 69.0 13.2 12 20 OA-65C 16.8 | 11.86 24.8 19.2 13.2 466 OA-65C| 234 | 17.9 | 612.00| 13.90 | 13.90|125.00| SMD2B| 153-1| 17.1 171|119 | T| 13.9|TC
REDBUSH 58E030 69.0 | 12.47 5.601 6.44 OA-65C 7.9 5.53 8.3 6.3 13.2 167 0OA-55C 7.5 4.9 |219.00| 5.00 5.00 | 120.00| SMD1A| 119-1| 16.4 164 | 49 | R 5 |TC
SALT LICK 58E082 43.8 13.2 11.2 14 OA-65C 15.7 | 11.07 18.1 13.6 13.2 833 OA-55C| 15.1 | 9.8 |438.00/ 10.00 | 10.00|125.00| SMD2B|119-1| 10.9 109 | 98 | R| 10 |TC
THELMA 58E038 69.0 13.2 11.2 14 OA-65C 15.7 | 11.07 18.1 13.6 13.2 333 OA-55C| 15.1 9.8 |438.00/ 10.00 | 10.00|125.00f SMD1A|119-1| 17.1 17.1| 98 | R| 10 |TC
VOLGA 58E060 69.0 13.2 20 20 OA/FA/FA-65C | 24.8 19.2 24.8 19.2 13 466 OA-65C| 23.4 | 17.9 | 612.00, 13.90 | 13.90|125.00| SMD1A|153-1| 17.1 17.1 | 139 |TC| 139 | TC
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Appendix C: Historical Data
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KY 58 - Big Sandy RECC

Environmental Report
September 2020

Code 200

The proposed construction includes N\A miles of overhead tie-lines that will be sited in
existing utility right-of-way (ROW) and/or parallel public road ROW. The cooperative
understands that new lines sited outside of utility or road ROW require a site-specific
environmental report (ER).

Code 300

The proposed construction will consist of approximately 2.73 miles of overhead line
conversions. Line conversions include line re-conductors and phase changes. All line
conversions will be performed within existing utility ROW (which is 40 feet in width).
Access would be from public and private roads and through utility ROW. No additional
easements or tree clearing is needed to perform this work. The attached 740c
environmental worksheet provides more site-specific information about each project.

Environmental Commitments

If streams and/or wetlands are located in the right-of-way of new lines, relocations, or
line conversions, appropriate best management practices (such as establishing a 25-
foot buffer around these water features) will be implemented. Unless authorized by state
and/or federal permits or licenses, vehicles will not traverse these water features. If it is
determined that poles need to be sited in protected streams or wetlands or that culverts
need to be built over these features, the cooperative will acquire the appropriate permits
from the U.S. Army Corps of Engineers and/or the applicable state agency.

The cooperative has reviewed the most recent species list from the U.S. Fish and
Wildlife Service, covering Breathitt, Floyd, Johnson, Knott, Lawrence, Magoffin, Martin,
and Morgan counties. Species on this list include: Indiana bat, etc. The proposed
project areas (i.e., utility and road ROW) are not suitable habitat for the other listed
species; therefore, no effects to listed species are expected.
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Big Sandy Rural Electric Cooperative Corporation

Case No. 2024-00287

Commission Staff’s First Request for Information
Request 6: Concerning Big Sandy RECC’s construction projects, for each project started during
the last five calendar years, provide the information requested in the format contained in

Schedule C. For each project, include the amount of any cost variance and delay encountered,

and explain in detail the reasons for such variances and delays.

Request 6: Please see the Excel spreadsheet uploaded separately.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request _7: Provide the information shown in Schedule D for each construction project in

progress, or planned to be in progress, during the 12 months preceding the test year.

Response 7: All planned projects were completed during the 12 months preceding the historical

test year.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 8: Provide, in the format provided in Schedule E, an analysis of Big Sandy RECC’s

Construction Work in Progress (CWP) as defined in the Uniform System of Accounts for each

project identified in Schedule D.

Response 8: Please see Response 7. There were no active projects during the 12 months

preceding the test year.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 9: Provide a calculation of the rate or rates used to capitalize interest during

construction for the three most recent calendar years. Explain each component entering into the

calculation of the rate(s).

Response 9: Big Sandy does not typically record capitalized interest as projects are typically

short-term in nature.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 10: Provide the following monthly account balances for the test year for the total
company and Kentucky jurisdiction operations:
a. Plant in service (Account No. 101);
b. Plant purchased or sold (Account No. 102);
c. Property held for future use (Account No. 105);
d. Completed construction not classified (Account No. 106);
e. Construction work in progress (Account No. 107);
f. Depreciation reserve (Account No. 108);
g. Materials and supplies (include all accounts and subaccounts);
h. Computation and development of minimum cash requirements;
i. Balance in accounts payable applicable to amounts included in utility plant in service;
j. Balance in accounts payable applicable to amounts included in plant under construction;

and:

k. Balance in accounts payable applicable to prepayments by major category or subaccount.

Response 10 : Please see the Excel file uploaded separately.
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Big Sandy Rural Electric Cooperative Corporation

Case No. 2024-00287

Commission Staff’s First Request for Information
Request 11: Provide the journal entries relating to the purchase of utility plant acquired as an
operating unit or system by purchase, merger, consolidation, liquidation, or otherwise currently
included in rate base. Also provide a schedule showing the calculation of the acquisition

adjustment at the date of purchase or each item of utility plant, the amortization period, and the

unamortized balance at the end of the test year.

Response 11: There have been no acquisitions of an operating unit or system since Big

Sandy's last general rate case.
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Big Sandy Rural Electric Cooperative Corporation

Case No. 2024-00287

Commission Staff’s First Request for Information
Request 12: Provide a copy of Big Sandy RECC’s most recent depreciation study. If no such
study exists, provide a copy of Big Sandy RECC’s most recent depreciation schedule. The
schedule should include a list of all facilities by account number, service life, and accrual rate for

each plant item, the methodology that supports the schedule, and the date of schedule was last

updated.

Response 12: Please see the Application, Exhibit 20. Big Sandy RECC is not proposing to
adjust its depreciation rates in this proceeding. Big Sandy RECC’s last depreciation study was
completed December 31, 2007, which is attached at Application, Exhibit 20. Big Sandy’s
current depreciation rates were approved by the Commission in Case No. 2008-00401,
Application of Big Sandy Rural Electric Cooperative Corporation for an Adjustment in Rates for

an Historical Test Period.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 13: Provide Big Sandy RECC’s cash account balances at the beginning of the test year

and at the end of each month during the test year for total company and Kentucky jurisdictional

operations.

Response 13: Please see the Excel file uploaded separately.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information

Request 14: Provide the average number of customers on Big Sandy RECC’s system by rate

schedule for the test year and two most recent calendar years.

Response 14: Please see the Excel file uploaded separately.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 15: Provide a schedule, in the format provided in Schedule F, of electric operations net

income, per kWh sold, per company books for the test year and three calendar years preceding

the test year.

Response 15: Please see the Excel file uploaded separately.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information

Request 16: Provide the comparative operating statistics as shown in Schedule G.

Response 16: Please see the Excel file uploaded separately.
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Big Sandy Rural Electric Cooperative Corporation

Case No. 2024-00287

Commission Staff’s First Request for Information
Request 17: Provide the information requested in Schedule H1 for budgeted and actual numbers
of full- and part-time employees by employee group, by month, and by year; and regular wages,
overtime wages, and total wages by employee group, by month, for the test year and three most

recent calendar years preceding the test year. Explain any variance exceeding 5 percent.

Complete the information requested in Schedule H1.

Response 17: Please see the Excel file uploaded separately.
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information

Request 18: State whether Big Sandy RECC, through an outside consultant or otherwise,
performed a study or survey to compare its wages, salaries, benefits, and other compensation to
those of other utilities in the region, or to other local or regional enterprises since Big Sandy’s
last base rate case.

a. If comparisons were performed, provide the results of the study or survey, including all
workpapers and discuss the results of such comparisons. State whether any adjustments to
wages, salaries, benefits, and other compensation in the rate application are consistent with the
results of such comparisons.

b. If comparisons were not performed, explain why not.

Response 18(a): No outside consultant studies or surveys were conducted.

Response 18(b): Big Sandy has not performed an official wage and salary study, however, Big

Sandy has informally collaborated with our sister cooperatives, and a comparison of wages based
on job duties to ensure the compensation package is comparable to other cooperatives in the
region. In addition to this, Big Sandy also monitors local businesses in the area to evaluate

the pay scale in comparison to other local businesses.
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Witness: Jeff Prater
Big Sandy Rural Electric Cooperative Corporation

Case No. 2024-00287
Commission Staff’s First Request for Information

Request 19: Provide the most recent wage, compensation, and employee benefits studies,
analyses, or surveys conducted since Big Sandy RECC’s last base rate case or that are currently

utilized by Big Sandy RECC.

Response 19: Please see the response to Item 18(Db).
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Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 20: For each employee group, state the amount, percentage increase, and effective

dates for general wage increases and, separately, for merit increases granted in the past three

calendar years.

Response 20: Big Sandy’s Board of Directors voted to give raises to non-bargaining employees
up to the amount of the percentage shown in the table below for the past three calendar years as
well as a COLA in September of 2022. These percentages were the “up to” percentages that each
employee could receive, based on the results of each employee’s evaluation. Non-bargaining
employees received a COLA increase in September of 2022. Bargaining employees received

raises based on union contracts for the past three calendar years.

Employee Group Amount of Increase Effective
Date

Bargaining Group 6.00% (of hourly wage or salary) 1/1/2021
Non-Bargaining Group 5.00% (of hourly wage or salary) 1/1/2021
Bargaining Group 3.00% (of hourly wage or salary) 1/1/2022
Non-Bargaining Group 3.00% (of hourly wage or salary) 1/1/2022
Non-Bargaining Group 3.00% (of hourly wage or salary) 9/14/2022
Bargaining Group 3.00% (of hourly wage or salary) 1/1/2023

Non-Bargaining Group 7.00% (of hourly wage or salary) 1/1/2023
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Witness: Robin Slone

Big Sandy Rural Electric Cooperative Corporation

Case No. 2024-00287

Commission Staff’s First Request for Information
Request 21: Provide a schedule reflecting the salaries and other compensation of each executive
officer for the test year and three most recent calendar years. Include the percentage annual
increase and the effective date of each increase, the job title, duty and responsibility of each
officer, the number of employees who report to each officer, and to whom each officer reports.

For employees elected to executive office status since the test year in Big Sandy RECC’s most

recent rate case, provide the salaries for the persons they replaced.

Response 21: Please see the Excel file provided separately.
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Big Sandy Rural Electric Cooperative Corporation

Case No. 2024-00287

Commission Staff’s First Request for Information
Request 22: Provide a listing of all health care plan categories, dental plan categories, and
vision plan categories available to corporate officers individually and to groups defined as
Directors, Managers, Supervisors, Exempt, Non-Exempt, Union, and Non-Union Hourly
employees (e.g., single, family). Include the associated employee contribution rates and

employer contribution rates of the total premium cost for each category, and each plan’s

deductible(s) amounts.

Response 22:

Big Sandy offers health insurance through Anthem BCBS for all active employees, one retiree's
spouse who is non-Medicare, and one retiree survivor who is non-Medicare.

Categories of health insurance include: Employee only, Employee/Spouse, Employee/Children,
Family and Retiree Spouse, and Survivor non-Medicare.

Active Employees pay 10% of a base amount. The 2023 Deductible is $600 Single, $1800
Family.

Big Sandy offers, and pays, 100% of premium to Humana Medicare for its Retirees. The cost is
$253.71 each, no deductible, no copays.

Big Sandy offers its active employees Dental and Vision insurance through Guardian, and the

employee pays 100% of those premiums.
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Witness: Jeff Prater
Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information
Request 23: Provide all current labor contracts and the most recent labor contracts previously in

effect.

Response 23: Please see the attached contract.
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AGREEMENT BETWEEN
BIG SANDY RURAL ELECTRIC COOPERATIVE CORPORATION
AND |
~ LOCAL UNION NO. 317
OF THE INTERNATIONAL BROTHERHOOD
OF ELECTRICAL WORKERS

EFFECTIVE: JANUARY 1, 2021 THROUGH DECEMBER 31, 2025
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AGREEMENT
EFFECTIVE: JANUARY 1, 2021 Through December 31, 2025

THIS AGREEMENT, made and entered into this date /, [ / /! / < 0«}10 ,

by and between the BIG SANDY RURAL ELECTRIC COOPERATIVE CORPORATION of
Paintsville, Kentucky, hereinafter referred to as the COOPERATIVE and LOCAL UNION NO,
317 of the INTERNATIONAL BROTHERHOOD OF ELECTRICAT., WORKERS, hereinafter
referred to as the UNION, as the collective bargaining representatives for the employees of the
COOPERATIVE in the classifications listed in Auticle V, Section 1, of this Agreerhent.

WITNESSETH

WHEREAS, the COOPERATIVE and the UNION have a common and sympathetic
interest in the electrical industry, and together with the Public, will benefit from harmonious
working arrangements for the adjustments of differences by rational and common sense methods,
and therefore, for the purpose of facilitating the peaceful adjustments of differences that may
arise from time to time, and to promote harmony and efficiency to the end that the
COOPERATIVE, the UNION and the GENERAL PUBLIC may be benefitted the parties hereto

contract and agree with each other as follows:

TO WIT; ARTICLE 1, Recogsition

Section 1. The UNION is hereby recognized as the sole exclusive bargaining agent for
the collective bargaining purposes covering wages, hours and conditions of employment for all
employees within the bargaining unit in view of the UNION’S certification by the N.L.R.B on
the second day of June, 1950, in Case No. 9-RC-822,

Section 2. The UNION shall bave the right to refer to the grievance procedure therein
any complaint that the hiring policies of the EMPLOYER are discriminatory or unfair.

Section 3. The operation, control and management of the Company’s facilitics and
operations, and all business and activities of the Company in connection therewith which are
covered or affected by this Agreement, including the supervision and direction of the working
forces at such facilities, operations and business, the right from time to time to make and enforcc
such reasonable rules applicable to employees covered by this Agreement, including rules
concerning alcohol and substance abuse, and to enforce, change, abolish or modify existing rules
applicable to employees covered by this Agreement, as it may from time to time deem necessary
or advisable, are and shall continue to be solely and exclusively the functions and prerogatives of
the management of the Cooperative, including the right to discipline or discharge for just cause
(including violation of rules issiied by the COOPERATIVE.)
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Section 3 (a), All new employees shall be hired on a temporary basis, not to exceed
ninety (90) working days actually worked.

. During such ninety (90) working days probationary period, the COOPERATIVE may
discharge or otherwise discipline, lay-off, transfer or assign such employees with or without
cause, and such actions shall not be subject to the Grievance Procedure.

Section 4. The parties recognize that Kentucky statute KRS 336.130 (3) (a) prohibits a
nnion or agency shop agreement, Consequently, for as long as laws prohibiting a union or
agency shop are in effect, the provisions of subsection 4 (a) below shall not be effective.
However, if during the life of this Agreement, federal or state slatutes are changed by act of a
legislative body or by popular vote, such that union or agency shop provisions are no longer
prohibited, or if laws prohibiting union or agency shop provisions are declared unlawful, then the
provisions of subsection 4 (a) will become effective where so permitted.

Section 4(a). All employees who are members of the UNION on the effective date of this
Agreement shall be required to remain members of the UNION in good standing as a condition
of employment within ninety (90) working days following dates of their employment or effective
date of the Agreement, whichever is later. Any such workmen shall receive at least the
minimum wages and work under the terms and conditions of this Agreement, with the exception

of being covered under the fringe benefits of the Agreement.

Section 5. New employee shall be eligible for the following fringe benefits at these
specific times:

Health Insurance and Hospitalization coverage and Dental coverage — ninety (90) days
from date of hire; Sick leave, vacation, holidays and funeral leave - six (6) months from date of
hire; Retirement — one (1) year from date of hire and minimum age of twenty-one (21) years old.
Semority shall begin or commence at the date of hiring. The COOPERATIVE shall be required
to make all payments required by law.

ARTICLE II. Grievance Procedure

Section 1. Any compldint, grievance or dispute that may arise with respect to the application or
performance of this Agreement between the COOPERATIVE and the UNION or any employee
(s) shall be taken up for settlement in the simplest and most direct manner. Except whereby
mutual consent another procedure is agreed upon such matters shall be handled in accordance

with the following:

1. Between the employee or employees concerned, together with the UNION’S steward
if so desired, and the foreman or immediate supervisor of the aggrieved employee.

2. Should any matter not be adjusted in the 1* step above within forty-eight (48) hours,
exclusive of Sundays and holidays, it shall be reduced to writing and rcferred to the Manager of

the EMPLOYER and the Business Manager of the UNION.
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. 3. All questions or disputes which are not adjusted as a result of the above procedure
shall then be referted to a Joint Conference Committee of three (3) representatives of the UNION
and three (3) representatives of the EMPLOYER. Each party shall have the privilege of
changing representatives upan the proper notice to the other party. The Joint Conference
Committee shall meet within forty-cight (48) hours after such notice is given either party. It

shall select its own secretary and chairman.

4. If not satisfactorily adjusted afler exhausting all of the above steps, the grievance or
complaint shall be referred to arbitration provided such grievance involves an interpretation of
the meaning or application of the terms of the Agreement, according to the following procedures;
within five (5) days, the parties shall jointly request the Federal Mediation and Conciliation
Service to appoint a third raember, both parties to be bound by such appointment. Fach party
shall defray the expenses of its own member of the Board of Arbitration and the fee and
expenses of the third member shall be born equally by the parties, togettier with any incidental or
general expenses in connection with the arbitration mutually agreed upon in advance. The
majority decision of the Board shall be final and binding on both parties.

Section 2. In any discharge or disciplinary suspension case where the Arbitrator decides
that the aggrieved employee should be awarded any back pay, the COOPERATIVE shall be
entitled to full credit on such awards for the employee’s gross interim eamings, unemployment
compensation benefits, workers’ compensation benefits received or receivable and any other
compensation he receives from any form of employment during the pertod he was not working

for the COOPERATIVE. Subject to the foregoing qualifications and limitations, the Arbitrator’s
award shall be final and binding upon the COOPERATIVE, the UNION and the aggrieved

employee or employees.

Section 3. The UNION and the employees agree that during the term of the Agreement
neither the UNION, it’s officers, agents or members shall authorize, instigate, aid, condone or
engage in any work stoppage, strike of any kind or description, including so-cailed sympathy
strikes, or otherwise interrupt, impede or restrict services of the COOPERATIVE or engage in
any activity which would tend to cause an interruption or delay in the accomplishment of the

work and business of the COOPERATIVE.

The UNION and the employees further agree that during the term of this Agreement, the
UNION, it’s officers, agents or members will not honor or recognize any picket lines, or
picketing in any form, including picket lines or picketing out of so-called sympathy, except
picketing at the COOPERATIVE’S Eleventh Sireet, Paintsville, Kentucky location which results
from an {awful labor dispute between the COOPERATIVE and the UNION after this Agreement
has expired. No employee will be required to cross a picket line which would put him in
physical jeopardy or the property of the COOPERATIVE in jeopardy, such contention having to

be proved by the employee.

Any employee who engages in any conduct prohibitéd by this Section, or who fails or
refuses to comply with any provision of this Section, shall be subject to appropriate dlsmplme

including discharge, without warning, by the COOPERATIVE,
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The COOPERATIVE agrees not to lock-out employees during the term of this
Agreement.

ARTICLE ITE. Vacation

Section 1. All employees within the bargaining unit shall be entitled to and shall receive
vacations each year. The vacation for all those employees who have been regularly employed by
the BIG SANDY RURAL ELECTRIC COOPERATIVE CORPORATION for one year shall
receive one (1) week or forty (40) hours vacation with pay and for those employees employed
two (2) years to ten (10) years, three (3) weeks or one hundred twenty (120) hours. After ten
(10) years employees shall receive an additional day of vacation for each year of employment
with the COOPERATIVE, up to a maximum of four (4) weeks or one hundred and sixty (160)
hours, except for employees hired before January 1, 1987, which may accumulate up to five (5)

weeks or two hundred (200) hours.

Section 2. The vacation period of each employee shall be set by the EMPLOYER with
due respect to the desire, seniority and preference of the employee consistent with the efficient
operation of the BIG SANDY RURAL ELECTRIC COOPERATIVE. Employee will enter
request to Management for vacation thirty (30) days prior to the date vacation is to start, when
possible and practical. Employees will make every effort to provide Management thirty (30)
days® notice for vacation that last for one (1) week or longer.

Section 3, If a vacation day falls on a holiday, another day shall be granted in lieu
thereof. Employees who leave the service of the COOPERATIVE and have a vacation due
them, shall be compensated in pay the amount that has accrued up to the date of severance.

Section 4. Crew Leaders, with eighteen (18) months seniority, as crew leaders, shall be
paid his appropriate rate while on vacation or sick leave.

ARTICLE IV, Howrs and Overiime

Section 1. No shift (whether an eight (8) hour shift or ten (10} hour shift), will start after
8:30 am, The COOPERATIVE will give one (1) week notice of any change in the shift hours
and such changed schedule will run for at least one (1) work week. During such shifts,
employees will be entitled to not more than thirty (30) minutes for a lunch period. Employees
working ten (10) hour shifts will only receive over-time at time and one-half (1 %) after ten (10)
hours actually worked in a work day or after forty (40) hours actually worked in a worlcweek.
Hours taken as holidays, vacation aud fineral leave under this Agreement will count as hours

worked for purposes of overtime.

When employee or employees are cailed out before or after the regularly schedunled
working hours they shall receive not less than two (2) hours’ time at the rate of time and one-
haif, except that if they worked longer than two (2) hours they shall receive time and one-half for
the entire time worked until the regular scheduled work day begins, after which time the regular

&
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rate of pay will become effective. Overtime to begin at the time the employee is called out and
ends when he reports back. When called out on Sunday and legal holidays, they shall receive not
less than two (2) hours’ time at the rate of time and one-half except that if they work longer than
two (2) hours, they shall receive time and one-half for the entire time worked. Overtime to begin
at the time of ealling the employees out and ends when he reports back. All employees used
shall be reimbursed for room and board occurring on all emergency work. It shail be the
responsibility of the Manager of the COOPERATIVE to keep an accurate, overtime list, and to
distribute the overtime among the qualified employees in their classification as equal as possible,
and to post said overtime list on the bulletin board before the tenth of each month, for the

previous month.

Section 2. For all employees covered by this Agreement, kept as later provider, the
regular work week shall be Monday through Friday. The regular work week shall not exceed
forty (40} hours, and the regnlar work day shall not exceed ten (10) hours. All worlk in the
excess of regularly scheduled hours in any one day or in any one week shall be paid at the rate of
time and one-half (1 ). The COOPERATIVE shall give the employee three days prior notice

for Saturday work except for breakdowns.

Section 3. The following days shall be recognized as paid holidays at the employee’s
straight time rate of pay, provided the holiday falls on a regular work day, or the holiday is
recognized to fall on a regularly scheduled work day: New Year’s Day, Good Friday, Memorial
Day, Independence Day, Labor Day, Thanksgiving Day, Day after Thanksgiving, Christmas Eve
and Christmas Day. Holidays falling on Saturday or Sunday will be observed as the Nation
observes them. Time and one-half to be paid in addition for all work peiformed on such

holidays.

Section 4. Employees shall not be required to work outside during inclement weather
except to restore service because of emergency conditions. Employees shall be assigned to work
inside or under shelter during such weather. Such assignments shall not be for more than the
regular work day or work week. Thus, the employee is assured of a full week’s pay.
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Effective January 1, 2021, all employees covered by this agreement will receive the following
pay increases: $ 2.00 per hour, effective January 1, 2021; $ 1.00 per hour, effective January 1,
2022; $ 1.00 per hour, effective January 1, 2023; $ 1.00 per hour, effective Jannary 1, 2024 and

then $ 1.00 per hour, effective January 1, 2025.

Employees will be paid hiweekly, which is every two weeks (1.c. every other Friday). Ifthe
payday falls on a holiday, the employee will be paid on the day before the holiday.,

Jan, 1, 2024
$ 1.00 per hr.

CLASSTRICATION
EFFECTIVE: 1/1/2021 thrua 12/31/2025
Jan, 1, 2021, Jan. 1,2022 Jan. 1, 2023
$ 2.00 per hr, $ 1,00 per hr. $ 1.00 per hr.

Lineman, 1% Class
{w/less than 1 yr. experience w/ the company)
§3521 $36.21 §37.21
Serviceman, Journeyman/Lineman
$3625 | $37.25 538325
Lineman, 1% Class {w/1 yr. or lonper experience w/ the company)
$36.00 $37.00 $38.00
Transformer, Meterman Serviceman Joumeyman w/license
$37.35 $3835 $39.35

Assistant Transformer Meterman Serviceman

$3641 $3741 %3841
Asst. Staking Engineer

B364d41 $37.41 $38.41
Agsst, Staking Eng, Helper

$35.50 $36.50 $37.50
Warehouseman

$3543 $364s $37.45
Crew Leader

$38.48 $39.48 $ 4048
Mechanic

53471 k3571 $36.71

$3821

$39.25

$39.00

$ 4035

F39.41

-$39.41

$ 38.50

33845

$41.48

$37.71

Jan, 1, 2025

$ 1.00 per hr.

$39.21

54025

$ 40.00

$41.35

54041

4041

$39.50

%3045

54248

F3871
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APPRENTICES
(Lineman, Serviceman and Meterman)
1% 6 months /
$30.65 $ 31.6§ $32.635 $ 33, $34.65
2°! 6 months
$31.50 §32.50 $33.50 $35.50
2™ year
532,51 $133.51 $ 34,51 $36.51
3" year
$33.18 $34.18 $35.18 §36.18 $37.18
4!t year
$ 34.42 $ 3542 $36.42 $37.42 $38.42
Therefore
$36.00 $37.00 $38.00 $ 39,00 # 40.00
GROUNDSMAN
1% 6 months
52461 $25.61 $26.61 § 2761 $28.61
2" 3 months
' $2516 $26.16 $27.16 $28.16 $29.16
2" 6 months
$26.10 $27.10 52810 $2910 $30.10
2™ year
$27.09 £28.09 $29.09 $30.09 $31.09
3" year .
$27.53 $28.53 $29.53 - £30.353 $31.53
4% year
32832 $29.32 $30.32 $31.32 $3232
Therefore
$30.71 $31.71 §32.71

52871 - Feel
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A mechanic may be hired at a rate established by the COOPERATIVE, under the
following conditions: The employer may set the starting and quitting time. The regular work
weck shall not exceed forty (40) hours, and the regular work day shall not exceed ten (10) houts.
All work in the excess of regularly scheduled hours in any one day or in any one week shall be
paid at the rate of time and one-half (1 }2). All other overtime and fringe benefit payments
afforded other employees under the terms of this Agreement will apply to the mechanic. It is the
understanding between both parties Local 317 and BIG SANDY RECC, that a mechanic is not to

infringe on any other classifications worlc.

It is understood by Local 317 that BIG SANDY RECC will retain the right to employ temporary
right of way employees.

Apprentices shall mean either Apprentice Lineman or Apprentice Meterman. Apprentice
Lineman shall be advanced enly on a basis of the time served, ability and completion of studies in
a Lineman Eduvcational Curriculum. Recommendations for advancement shall be initialed by the
UNION Labor Committee and submnitted to Committee representing the EMPLOYER for
approval. It is understood that if a Groundsman is advanced to an apprentice, that the time served
as Groundsman up to and including two (2) years shall apply to his apprenticeship rating.

Tt is mutually understood between both parties that the EMPLOYER will contribute an
amount equal to ten percent {10%) of the employees monthly base salary, toward purchasing a
retirement plan for the employee with a reputable insurance company. This ten (10%) contribution
will continue throughout this Union Contract dated January 1, 2021 to December 31, 2025.

ARTICLE V1. Apprentices

Section 1. An apprentice lineman is one who is learning line work and must serve as such
for four (4) years before becoming a journeyman lineman. An apprentice working voltage in
excess of 600 volts must be under the direct supervision of a journeyman.

Section 1. (a) An apprentice promoted from a lower rating to a higher rating, prior to
promotion shall be required to take the LB.E.W. test before promotion is put in effect and the
COOPERATIVE Manager shall be advised by the UNION of such test.

Section 2. The ratio of apprentices to journeyman shall not be more than two (2)
apprentices to one (1) journeyman or fraction thereof. Foreman is to be counted as jowneyman.

No jowrneyman shall be displaced by an apprentice.

10
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ARTICLE VII. Seniority

Section 1, Seniority of an employee coming within this Agreement shall accumulate from
the first day of employment with the COOPERATIVE. Illness, injury or military service in time
of national emergency shall not be considered as a break in seniority.

Section 2. Promotions to positions in the bargaining unit, demotion, lay-offs, however,
that employees have sufficient ability and qualifications to perform the work required. Employees
who have been laid off shall be called back to work and placed on jobs which they can perform in
accordance with their previous seniority. Employees so recalled must report to work within five
(5) working days after being notified of such recall and advise the COOPERATIVE immediately
of their infentions to report. In case of lay-offs, seniority need not be carried over twelve (12)
months. This paragraph shall cover employees working with the COOPERATIVE at the time this

Agreement goes into effect and all employees that become regular employces.

Section 3. In the event it becomes necessary to lay off one (1) employee and there ate two
(2) employees having relatively equal ability and seniority, one of whom must be laid off, the
decision as to which of the two (2) employees shall be affected, the lay-off shall be made by the.

Tob Steward and the Manager. COOPERATIVE shall give employee to be laid off a minimum of

one-week notification prior to lay off.

A seniority list shall be made up by the COOPERATIVE within sixty (60) days after the
date of this Agreement. A copy shall be furnished to the Secretary of the UNION and a copy
posted on the bulletin board. This list shall be open for correction for a period of thirty (30) days
thereafter, and if any employee does not make a protest in writing to the COOPERATIVE, with a
copy to the UNION, within such thirty (30) day period after posting of such list, his seniority shall
be as shown on list. The seniority list shall be brought up to date once each six (6) months

thereafter.

Section 4, Through the representation of the UNION, employees shall have the right to
hearing on any differences of opinion as to the competency of any emnployee to 1ill a new position
of vacancy, or promotion or demotion, of discipline administered or lay-offs, or discharge or of
discrimination. Such hearing shall follow the established grievance procedure. This patagraph is
not to be interpreted as meaning the Local UNION has the right to a hearing on the competency
of new cmployees hired by the COOPERATIVE. New cruployees shall mean those employees

who have worked for less than ninety (90) days.

ARTICLE VIII Sick Leave
Section 1. Employces compelied to be absent from regular duties because of illness or
accident shall bc compensated at the regular straight time rate of pay as follows:

On January 1* of each year, each employee then having completed one (1) years prior

11
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service, with the COOPERATIVE, shall be compensated for the first twelve (12) days of such
illness ocourring during the prospective year. On January 1% of each year, each employee then
having completed one (1) years prior service with the COOPERATIVE, shall be compensated for
the first twelve (12) days of such iflness and can accumulate up to sixty (60) days sick leave with

applicable rate of pay.

Should the employee become ill in the first months after this agreement is executed, the
employee shall receive the maximum credit of twelve (12) days — should he have been employed
for at least one year, During the prospective year, employees with less than one (1) year of service
on January 1% of each year shall be compensated based on the number of months prior service with
the COOPERATIVE at the rate of ane (1) day each month’s prior service. If an employee is off
work due to illness, he shall contact the COOPERATIVE, if possible, and if the 1 :
Supervisor required a doctor’s certificate, it shall be at the expense of the COOPER_ATIVE

Any LB.E.W. employee, employed by BIG SANDY RECC for 10 years or longer is to be
paid at his regular hourly rate of pay for all sick leave due him up to thirty (30) days if he is laid
off because of lack of work; or, under the same conditions, will be paid at his regular houtly rate
of pay for sick leave due him, up to a maximum of forty-five (45) days, only if he retires at age 62

or above.

Personal Days — Full days only, for personal use.

Year # of Personal Days

2021 3 days
2022 3 days
2023 3 days
2024 3 days
2025 3 days

The number of personal days each employee has accumulated as of January 1, 2008, will
be the maxiomnn that will be accumulated. Such days and all days earned subsequent to January
1, 2008, must be used before an employee retires or leaves the employee of the COOPERATIVE.

Section 2. The COOPERATIVE agrees to continue in effect for the term of this Agreement
its present group insurance programs so as to make available to all regular full-time employees
who have completed their probationary period, the COOPERATIVE’s basic group insurance

plans, as modified below:

The COOPERATIVE shall have the right to change insurance carriers for any of the group
insurance programs as set forth in this Article at any time so long as the group insurance coverage

is substantially equivalent.

12
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The contracts between the COOPERATIVE and insurance carriers will govern in all
matters related to the insurance plans provided herein. The exact coverage and the conditions for
coverage of the aforesaid insurance will be determined by the terms and conditions of the policy
or contract, and the COOPERATIVE will not under any circumstances be liable as an insurer of

any of the benefits to employees.

The COOPERATIVE agrees to pay the cost of hospitalization insurance now in existence
for its employees and family; (as modified below regarding the rising health care cost and

reparding spouses.)

REGARDING cost of hospitalization insurance; the COOPERATIVE will pay all costs tor

hospitalization insurance with the exception as follows:

THE EMPLOYEE will pay:

2021 — 12% of Monthly Base Cost for Hospitalization Insurance.
2022 — 12% of Monthly Base Cost for Hospitalization Insurance.
2023 - 12% of Monthly Base Cost for Hospitalization Insurance.
2024 — 12% of Monthly Base Cost for Hospitalization Insurance,
2025 — 12% of Monthly Base Cost for Hospitalization Insurance.

In each year of this Contract, The Employee will pay 12% of monthly base cost of hospitalization
insurance. Notwithstanding the above, any annual premium increase shall be capped at 5% based

upon previous year's cost to employee.

For example, if Employee's monthly cost is $100 in 2021, Employee's monthly cost could not
exceed $105 m 2022,

(This cost will be payroll deducted (biweckly) as with any other benefit costing the employee)

The COOPERATIVE and the UNION belicve rising health care costs must be addressed in the
interest of the COOPERATIVE members. Effective upon ratification of this Agreement,

COOPERATIVE bargaining unit employees are required to notify the COOPERATIVE
about healih care coverage available to their spouse through their employer. If an employee’s
spouse has a health care plan available through their employer, they will be required to obtain such

insurance provided if such coverage is reasonably comparable.

13
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The COOPERATIVE will augment additional cost of this provision up to $200.00 per
month per employee for employee-only coverage wpon proof of such additional cost. This
provision will terminate upon the date the employee of the coop retires. But, a dependerit of the
employee will continue to be covered by the COOPERATIVE’s healthcare plan,

Additionally, the COOPERATIVE will be provided an incentive program that may be
adjusted from time fo time as determined by the COOPERATIVE with the understanding the
employees may opt back in to the COOPERATIVE plan when they desire subject to the

enrollment procedures of the existing health care plan.

Nothing herein will require employees to provide health care coverage to dependents in
conflict with court ordered requirements.

A spouse who loses insurance from their employer will be added to the COOPERATIV E’s

health insurance program within thirty (30) days of notice of termination of such coverage. An
employee who has a spouse covered by the COOPERATIVE's health insurance program shall

certify in writing yearly, during the month of January, that the spoiise continues to be unemployed
or is not eligible for health insurance from their employer.

Employees hired on and after January 1, 2008 will, at the time of retirement receive employee-
only health insurance from the COOPERATIVE until they become eligible for Medicare or the

Medicare-type program in effect at that time.

Section 3. Any employee will be granted a leave of absence with pay at his base houtly
rate for up to three (3) consecutive scheduled workdays upon presentation of evidence satisfactory
to the COOPERATIVE for attending the funeral of a member of his immediate family. Immediate
family shall mean spouse, children, mother, father, sister, brother, mother-in-law or father-in-law,

grandparents and grandchildren,

Section 4. An employee will be granted a leave of absence with pay at his base hourly rate
for any three (3) consecutive scheduled workdays upon presentation of evidence satisfactory to the
COOPERATIVE for admittance of a member of his immediate household to the hospital, or one
day leave of absence for emergency room treatment or outpatient surgery at the hospital.
Household shall mean: spouse, children, parents and grandparents,

ARTICLT IX. General Provisions

Section 1. This Agreement sets out the entire understanding between the
COOPERATIVE and the UNION with respect to the unit of employees described in this
Agreement, Neither party intends to be bound or obligated except to the extent that it has _

expressly so agreed herein and this Agreement shall be strictly construed. Neither the UNION

14
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nor the COOPERATIVE shall use or attempt to sue in any arbitration or in any legal proceeding
of any kind under this Agreement or which involves this Agreement any concession or change in
language or position which the COOPERATIVE made or agreed to in the course of the
negotiations for this Agreement, and evidence of any such concession or change in language
opposition on the COOPERATIVE’s part shall be inadmissible. This Agreement applies only to
the collective bargaining unit defined in this Agreement. None of the benefits, rights or
privileges accorded by this Agreement to the UNION or t9 any employee covered by this

Agreement shall survive the expiration or termination of this Agreement.

It is distinctly understood and agreed to by the UNION that the COOPERATIVE shall

not be obligated, contractually or otherwise, fo continue in effect any custom, practice or benefit

unless it has contractually obligated itself to do.

Section 2, The EMPLOYER shall furnish adequate safety appliances and Personal
Protective Equipment (which includes belts, climbers and body taols) in accordance with OSHA
29 CFR 1910.132 (H). Employer is not obligated to replace such P. P. E. if employee loses or
negligently abunses such P.P.E, Members of the UNION shall cooperate in every way to

minimize accidents aud shall at all times use every effort for the preservation of the safety

appliances and tools and shall use them when necded.

Section 3. No less than five (5) men will be used when erecting poles of greater length

than twenty-five (25) feet by hand. This does not include poles erected by mechanized

equipment.

Section 4. When higher than 600 volts are to be worked the journeyman assigned to
the job shall exercise his judgment in determining the need of jowrneyman helpers. When an

employee is assigned to a service truck and is called out before or afier the employee’s regular

wotk time, on call out work, the employee assigned to the service truck and the

15
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employer, shall exercise their judgment in determining assistance, the employee might need.
Section 5. Ttis agreed that should any job classification be omitted from Article V,

Section 1, or created after the signing of this Agreement the parties hereto shall meet and amend

this Agreement to include such classification.

Section 6. The COOPERATIVE acknowledges receipt of a copy of the Constitution of

the International Brotherhood of Electrical Worlkers.

Section 7. Promotions to positions within the bargaining unit, demotions, lay-offs, or
transfers shall be based on seniority and classification provided, however, that employees must

have sufficient ability to perform the work required within the classifications.

Section 8. No employee within the bargaining unit will be requested to take time off in
lieu of overtime pay. The COOPERATIVE shall be the sole judge as to the necessity of
overtime work, and the employee shall be obligated to work overtime when requested to do so.
When possible, this request shall be made two (2) days prior to scheduled overtime. Scheduled
overtime shall be divided equally among the employees in.the district who perform the

classification of the work required to be done on overtime.

Section 9. The COOPERATIVE shall provide exclusive bulletin space for the UNION

and shall be located in the storeroom where employees will see same when entering or leaving

storeroom,

Section 10. When an employec (Journeyman) is designated by the COOPERATIVE
Superintendent, Manager or General Foreman to fill the vacancy of foreman and/or crew leader

for eight (8) consecutive hours (full day) such acting foreman and/or crew leader shall be paid at

the higher rate of the one whose place he fills.
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Section 11, The COOPERATIVE agrees that if and when it contracts with private
contractors to do any of its work, that said private contractor will be informed that there is an
existing contract between the COOPERATIVE and the INTERNATIONAL BROTHERHOOD
OF ELECTRICAL WORKERS (Local UNION No. 317) and it is the understanding that no
contracts will be let to private contractors while Local 317 employees are laid off, if so, the
employees laid off will be re~called and placed to work in the classification they were last
employed. This coniract applies to maintenance employees. Any new construction of ten (10)

miles or more shall be called construction and a new contract shall be agreed to for these

consiriiction works.

Section 12. The COOPERATIVE agrees to purchase five (5) work uniforms, and one
work jacket, or seven (7) pants and seven (7) shirts, no jacket, per year for its employees.
However, employee may elect to receive boots or a combination of uniforms and boots. The

amount of money allocated to each employee, will be the average cost of uniforms per employee,

computed each year.

Section 13. Negotiations shall be held during the regular working day between the hours
of 7:30 A.M. and 4:00 P. M. at no lost time to the Local UNION’s negotiating committee. The
COOPERATIVE and the UNION will alternate paying for such lost time by the local UNION
negotiating committee, with the COOPERATIVE paying for such lost time in the first

negotiating session, the UNION paying for such lost time in the second negotiating session, and

alternatively, the COOPERATIVE and the UNION thereafter.

Section 14. The Employer agrees that it will make deductions from the pay of each
member within the bargaining unit on the basis of individually signed payroll deduction
authorization forms and will pay over the aggregate of such deductions to the Financial Secretary

of the Local UNION designated against his receipt therefore in the name of the Local UNION.
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The Employer agrees to make this deduction monthly, as designated in the individually signed
payroll deductioﬁ authorization, and to send a check for the total amount, together with a list of
the individual’s names from whom the deductions were made designating the amount deducted
on each form, plus a list of names of the employees removed from or added to the payroll during

the current month to the Financial Secretary designated by the UNION on or before the last day

of each month in which deductions are made.

The UNTON agrees to save the EMPLOYER harmless from any action growing out of
these deductions and commenced by any employee against the EMPLOYER and assumes full

responsibility for the disposition of the funds so deducted once they have been turned over to the

Financial Secretary of the UNION,

ARTICLE X. Termination
Section 1. The COOPERATIVE and the UNION each acknowledge that this Agreement

has been reached as a result of collective bargaining in good faith by both parties hereto, and that

both partics hereto have had the unlimited opportunity during negotiations to submit and discuss
proposals on all subjects which are bargainable matters. While it is the intent and purpose of the
parties hereto that each of them shall fully perform all obligations by them to be performed in
accordance with the terms of this Agreement, the UNION and the COOPERATIVE agree that
the COOPERATIVE shall not be obligated to bargain collectively with the UNION during the
term of this Agreement on any matter pertaining to rates of pay, wages, hours of employment, or
other conditions of employment, and the UNION and the COOPERATIVE hereby specifically
waive any right which it might otherwise have to request or demand such bargaining and
acknowledges that the COOPERATIVE’s obligations during the term of this Agreement shall be

limited to the performance and discharge of its obligations under this Agreerment.
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IN WITNESS WHEREQF, the parties have hereunto set their hands on quintuplicate

copies this date: _ £ %’L?%L/‘P@ o? 9(}92 L2 0
4, 42V ] ‘QA L § A4/ Jra,u@ﬁ-’\ D&Eu.;
B.E.W. Business Manager President & General Manager of Coop

fo) AL

Mivz Bl

Vice Chairmanh of the Board
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Witness: Jeff
Prater
Big Sandy Rural Electric Cooperative Corporation
Case No. 2024-00287
Commission Staff’s First Request for Information

Request 24: Provide each medical insurance policy that Big Sandy RECC currently maintains.

Response 24: Please see attached.
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Kentucky Rural Electric Cooperative
Kentucky Rural Electric Cooperative Employers Benefit Plan
Big Sandy Rural Electric Cooperative Corporation
Summary Plan Description
Amendment No. 1

For the Summary Plan Description, which is effective January 1, 2023, Kentucky Rural Electric Cooperative Employers
Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description hereby amends such document

as of July 1, 2023 as follows:

Under SECTION V—SCHEDULE OF BENEFITS, K. Schedule of Medical Benefits - PPQ Option, DELETE:

Diabetic supplies are cavered under bath
the medical and pharmacy benefits of
this Plan.

: s . 90% co-insurance after | 70% co-insurance after
Diabetic Supplies deductible deductible

Under SECTION VI—MEDICAL BENEFITS, A. Covered Medical Charges, DELETE:

18. Diabetic. Insulin, lancets, calibration liguid, insulin needles, and other diabetic supplies when prescribed by a
physician. Diabetic supplies are covered under both the medical and pharmacy benefits of this Plan.

Visit https://www.irs.gov/pub/firs-drop/n-19-45.pdf for a current listing of diabetic supplies related
preventive care benefits.

Under SECTION VI-MEDICAL BENEFITS, A. Covered Medical Charges, DELETE:

21. Durable Medical Equipment (DME). Rental of durable medical equipment {DME) if deemed medically
necessary. The total rental fee for durable medical equipment will not exceed the purchase price of the
equipment. If the purchase price is not available, rental is allowed for the lifetime of the equipment. Repair of
DME is not covered. Delivery, set-up, and education charges pertaining to DME are covered.

Pre-certification is required when the purchase and/or rental price is expected to exceed $500.

Replacement of purchased equipment if either:
a. the replacement is needed because of a change in your physical condition
b. it is likely to cost less to replace the item than to repair the existing item or rent a similar item

The following items will be considered under the DME benefit:

a. Diabetic Equipment. Includes insulin pumps and related supplies, continuous blood glucose monitors
and related supplies, and glucometers. For additional diabetic supplies, refer to the applicable
Schedule of Medical Benefits or refer to the Prescription Drug Benefits section of this Plan.

Visit https://www.irs.gov/pub/irs-drop/n-19-45.pdf for a current listing of diabetic equipment and
supplies retated preventive care benefits.

b. Oxygen. Oxygen and its administration, including oxygen concentrators. Oxygen concentrators are not
subject to purchase price requirements.

And REPLACE with:

21. Durable Medical Equipment (DME)}. Rental of durable medical equipment (DME) if deemed medically
necessary. The total rental fee for durable medical equipment will not exceed the purchase price of the
equipment. If the purchase price is not available, rental is allowed for the lifetime of the equipment. Repair of
DME is not covered. Delivery, set-up, and education charges pertaining to DME are covered.

Pre-certification is required when the purchase and/or rental price is expected to exceed $500.
Replacement of purchased equipment if either:
a. the replacement is needed because of a change in your physical condition
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b. it is likely to cost less to replace the item than to repair the existing item or rent a similar item
The following items will be considered under the DME benefit:

a, Tobotts Pordieeeoes besbedes feslis amps and related suppli
For additional diabetic st
the Prescription Drug

Visit hitps://WWW.1rs.gov/pub/irs-drop/n-19-45.pdf for a current listing of diabetic equipment and
supplies related preventive care benefits.

b. Oxygen. Oxygen and its administration, including oxygen concentrators. Oxygen concentratars are not
subject to purchase price requirements.

Under SECTION VI—-MEDICAL BENEFITS, B. Medical Plan Exclusions, ADD:

16. Diabetic Supplies. Diabetic supplies are cavered through the Prescription Drug Benefits program. Please refer
to the section entitled Prescription Drug Benefits.

Visit https://www.irs.gov/pub/irs-drop/n-19-45.pdf for a current listing of diabetic equipment and supplies
related preventive care benefits,

Under SECTION IX—PRESCRIPTION DRUG BENEFITS, K. Covered Prescription Drug Charges, DELETE:

3. Diabetic. Insulin, lancets, calibration liquid, insulin needles, continuous blood glucose monitor, glucometer,
and other diabetic supplies when prescribed by a physician. Diabetic supplies are covered under both the
medical and pharmacy benefits of this Plan.

Visit https://www.irs.gov/pub/irs-drop/n-19-45.pdf for a current listing of diabetic supplies related
preventive care benefits.

And REPLACE with:

3. Diabeti
calibrat
monitar
physicia
Visit htips: / /www.irs.gov/pub/irs-drop/n-13-45.pdf for a current listing of diabetic supplies related preventive
care benefits.

Under SECTION IX—PRESCRIPTION DRUG BENEFITS, K. Covered Prescription Drug Charges, ADD:

9. Weight Loss Drugs, Pre-certification is required,

All other terms and conditions of this Kentucky Rural Electric Cooperative Employers Benefit Plan Big Sandy Rural
Electric Cooperative Corporation Summary Plan Description which are not affected by this amendment remain
unchanged.

Kentucky Rural Electric Cooperative hereby adopts the provisions of this amendment of the Kentucky Rural Electric
Cooperative Employers Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description, and its
duly authorized officer has executed this amendment.

—DocuSigned by:

Jovcliy. 7t 2o 411512024

. D
B’ \—TysFITRFFeTIET
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Title: Executive Assistant & HR Diractor
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Kentucky Rural Electric Cooperative
Kentucky Rural Electric Cooperative Employers Benefit Plan
Big Sandy Rural Electric Cooperative Corporation
Summary Plan Description
Amendment No. 2

For the Summary Plan Description, which is effective January 1, 2023, Kentucky Rural Electric Cooperative Employers
Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description hereby amends such document

as of January 1, 2023 as follows:

1. The Plan will provide treatment for the condition related to the current public health emergency at the
applicable benefit level.

2. The Plan wilt provide telemedicine and virtual visit services related to the pubtic health emergency at the
applicable benefit level,

3. The Plan will cover treatments for COVID-19 as approved by the U.S. Food and Drug Administration (FDA) under
Emergency Use Authorizations (EUA), Coverage includes the administration and services necessary to receive
the treatment. While both this amendment and the EUA for the specific treatment are in effect, the services
will not be considered experimental/investigational under the Plan.

Limited to the services outlined herein, this provision shall override any potentially conflicting, specific
exclusions, defined terms, or other plan provisions for these services.

4. The Plan will cover the cost of at-home COVID-19 tests through the Prescription Drug Benefits only. At-home
COVID-19 tests are excluded under the medical plan.

Administrative/return to worl testing is not covered.

6. The Plan will cover the approved and CDC recommended COVID-19 vaccine(s), following the CDC’s
specifications. Coverage includes the vaccine’s administration and services necessary to receive the vaccine,

COVID-19 Vaccination Benefit level:

I

10U%, deductible waved |

7. In accordance with the federal guidance for the extensian of certain timeframes during the COVID-19 National
Emergency, the Plan will disregard the period from March 1, 2020 until sixty (60) days after the announced end
of the National Emergency, or such other date announced by the agencies in a future notification for all ptan
participants, beneficiaries, qualified beneficiaries, or claimants wherever located in determining the following

periods and dates:
a. the time period to request special enrollment under ERISA

b. the election period for COBRA continuation coverage under ERISA
the date for making COBRA premium payments pursuant to ERISA

d. the date for individuals to notify the Plan of a qualifying event or determination of disability under
ERISA

e. the date within which plan participants may file a benefit claim under the Plan's claims procedure
the date within which claimants may file an appeat of an adverse benefit determination under the
Plan’s claims procedure

g. the date within which claimants may file a request for an extermnal review after receipt of an adverse
benefit determination or a final internal adverse benefit determination

h. the date within which a claimant may file information to perfect a request for external review upon a
finding that the request was not complete
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Limited to the services outlined herein, this provision shall override any potentially conflicting, specific exclusions for
these services.

This shall remain in effect until the public health emergency, as declared by the Secretary of Health and Human
Services {(HHS), has ended,

All other terms and conditions of this Kentucky Rural Electric Cooperative Employers Benefit Plan Big Sandy Rural
Electric Cooperative Corporation Summary Plan Description which are not affected by this amendment remain
unchanged,

Kentucky Rural Electric Cooperative hereby adopts the provisions of this amendment of the Kentucky Rural Electric
Cooperative Employers Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description, and its

duly authorized officer has executed this amendment,

Title
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Kentucky Rural Electric Cooperative
Kentucky Rural Electric Cooperative Employers Benefit Plan
Big Sandy Rural Electric Cooperative Corporation
Surmmmary Plan Description
Amendment No, 3

For the Summary Plan Description, which is effective January 1, 2023, Kentucky Rural Electric Cooperative Employers
Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description hereby amends such document

as of May 12, 2023 as follows:

Under SECTION VI-MEDICAL BENEFITS, A. Covered Medical Charges, ADD, alphabetically:

COVID-19 Services. The Plan provides coverage for diagnostic testing (except over-the-counter), treatment, and
experimental/investigational treatment,

Under SECTION Vi—MEDICAL BENEFITS, B. Medical Plan Exclusions, ADD, alphabetically:

COVID-19 Services. Dental personal protection equipment {PPE}. At-home {over-the-counter) COYID-19 tests are
excluded under the medical plan. Refer to the Prescription Drug Benefits section of this plan document for coverage

information.

Examinations. Administrative/return-to-work testing related to COVID-19, except as required under applicable federal
law.

Under SECTION IX—PRESCRIPTION DRUG BENEFITS, K. Covered Prescription Drug Charges, ADD, alphabetically:

COVID-19 Home Tests, The Plan will cover the cost of at-home COVID-19 tests through the Prescription Drug Benefits
only,

All other terms and conditions of this Kentucky Rural Electric Cooperative Employers Benefit Plan Big Sandy Rural
Electric Cooperative Corporation Summary Plan Description which are not affected by this amendment remain

unchanged.

Kentucky Rural Electric Cooperative hereby adopts the provisions of this amendment of the Kentucky Rural Electric
Cooperative Employers Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description, and its
duly authorized officer has executed this amendment.

ocuSigned by

g e Date: 5/15/2024

=3BISIECI4 28

By

Title: Executive Assistant & HR Director




Att to Response 24
8 of 198

Kentucky Rural Electric Cooperative
Kentucky Rural Electric Cooperative Employers Benefit Plan
Big Sandy Rural Electric Cooperative Corporation
Summary Plan Description
Amendment No, 4

For the Summary Plan Description, which is effective January 1, 2023, Kentucky Rural Electric Cooperative Emplayers
Benefit Plan Big Sandy Rural Electric Cooperative Corporation Surmmary Plan Description hereby amends such document

as of January 1, 2024 as follows:

Under SECTION 11l—CONSOLIDATED APPROPRIATIONS ACT OF 2021 AND TRANSPARENCY [N COVERAGE
REGULATIONS, DELETE entire section and REPLACE with:

The Consolidated Apprapriations Act of 2021 (CAA) is a federal law that includes the No Surprises Billing Act. In
addition, the Transparency in Coverage (TIC) regulations contain transparency requirements. Portions of the CAA and
TIC are described briefly below. Enforcement dates, standards for implementation, coordination with other entities,
legal developments, and updates offered by federal and/or state entities directly impact actions and availability of the
items described. In addition, some plan types are not subject to the CAA and/or TIC, or certain provisions of either,

A. Surprise Billing Claims
Surprise billing claims are claims that are subject to the No Surprises Billing Act requirements. These are:

1. omaraonr~u caryice,

ovide _ _, . ., ,
2. services provided by a non-network provider at a network facility

3. non-network air ambulance services
Tha cartinn halmae raptains further information about how these clairn categories apply to your Pla

B. No Surprises Billing Act Requirements

Emergency Services

As required by the CAA, emergency services are covered under your Plam:
1. without the need for pre-certification
2, whether the provider is network or non-network

1€t v e s e sieng vl recet
IE PrOVIEL ) o vrcer et e ot c ey o o m o ey at the
fie vt i merien e o1 we s @CCOFdance with the CAA,

Note that if you receive emergency services from a non-network provider or facility, your out-of-pocket costs will be
limited to amounts that would apply if the covered services had been furnished by a network provider or facility.
However, non-network cost-sharing amounts (i.e., co-payments, deduictibles, and/or co-insurance) will apply to your
claim if the treating non-network provider or facility determines you are stable and the non-network provider satisfies

all of the following requirements:
1. determines that you are able to travel to a network facility by non-emergency or non-medical transport to an
available network provider or facility within a reasonable distance based on your condition
2. complies with the notice and consent requirement
3. determines that you are in condition to receive the information and provide informed consent
If you continue to receive services from the non-network provider after you are stabilized, you will be responsible for

the non-network cost-sharing amounts, and the non-network provider will also be able to charge you any difference
between the maximum alfowable amount and the non-network provider’s billed charges.
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Non-Network Services Provided at a Network Facility

When you receive covered services from a non-network provider at a network facility, your claims will be paid at the
non-network benefit level if the non-network provider gives you proper natice of its charges, and you give written
consent to such charges, This means you will be responsible for non-network cost-sharing amounts for those services
and the non-netwark provider can also charge you any difference between the maximum allowable amount and the
non-network provider’s billed charges.

This requirement does not apply to ancillary services, Ancillary services are defined as:

1. items and services related to emergency medicine, anesthesiology, pathology, radiology, and hecnatology,
whether provided by a physician or non-physician practitioner

2. items and services provided by assistant surgeons, hospitalists, and intensivists
3. diagnostic services, including radiology and laboratory services

4, items and services provided by a non-participating provider if there is no participating provider who can
furnish such item or service at such facility

This notice and consent exception also does not apply if the covered services furnished by a non-network provider
result from unforeseen and urgent medical needs arising at the time of service.

Non-network providers satisfy the notice and consent requirement by cne (1) of the following:

1. by obtaining your consent and offering the required notice no later than seventy-two (72) hours prior to the
delivery of services

2. the notice is given and consent is obtained on the date of the service, if you make an appointment within
seventy-two (72) hours of the services being delivered

Ta help you determine whether a provider is non-network, the netwaork is required to confirm the (ist of network
providers in its provider directory every ninety (90) days. If you can show that you received inaccurate information
from the network that a provider was in-network on a particular claim, then you will only be liable for network cost
sharing amounts (i.e., co-payments, deductibles, and/or co-insurance) for that claim, Your network cost-sharing
amount will be calculated based upon the maximum allowed amount. In addition to your network cost-share, the non-
network provider can also charge you for the difference between the maximum allowed amount and their billed

charges.

C. How Cost-Shares Are Calculated
Vrsir rack charinn amarmmte far amarnaoncog c.nr\rice:

ere facility
sl -act rate

haL wWo Fuy TITLYYULI A PAUVIUCTD Tl OIS BOUBT O O Sl YWl I.r]e

criteria does not apply. Any out-of-pocket cast you pay to a non-
srvices or for covered cenrirac rravidad b o nan_natuwnrel nenvidar ot o

k out-of-pocket limit

D. Appeals

DILLIHS AL, yULI Hayo uig IIEIIL L1V GP}JCCI.( Uilay LELiifd. 1) yUUI CllJ'JCGl. vl a .')LM'JI OO LATLITI LAY 1D UTIITW, U]l yUu [igyvo a
right to appeal the adverse decision to an independent review organization as set out in the Claims and Appeals
section of this «'mmary plan description. A pravider can dispute the payment they received from the Plan by utilizing a
process sel U 1e CAA, or if applicable, state law. The CAA process inctudes Open Negotiation, and if unresolved,
Independent L ..~ -:e Resolution, Importantly, this process does not include the plan participant, and you are not
required to participate, To learn more about the CAA, you can visit_https://www.cms.gov/nosurprises.
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E. Transparency Requirements

Under your Plan, the following are provided as required by the CAA ar TIC. Depending on how the Plan interacts
with other entities, these may be provided fram the Third Party Administraror, the network, Pharmacy Benefit
Manager, and/or other stakeholders (ex. Customer Care or Member Services):

1. protections with respect to surprise billing claims by providers
2. estimates on what non-network providers may charge for a particular service

3. information on contacting state and federal agencies in case you believe a provider has violated the No
Surprise Billing Act's requirements
When asked, a paper copy of the type of information you request from the above list can be provided.

Through the price comparison/shoppable services tool(s) associated with your Plan or through Member Services at the
phone number on the back of your [D card, you can receive the following:

1. cost sharing information that you would be responsible for, for a service from a specific network provider

2. alist of all network providers

3. cost sharing information on non-network provider's services based ol 1ay non-netwaork praviders
for the service

As applicable, under machine readable requirements from the TIC, the network, Pharmacy Benefit Manager, Third
Party Administrator, and/or entities assaciated with your Plan will provide access through separate publicly accessible

websites that contain the following information:
1. network negotiated rates
2. historical non-network allowed amounts

3. drug pricing information

F. Continuity of Care

If a network provider leaves the network for any reason other than termination for failure to meet applicable quality
standards, fraud, or otherwise defined by the CAA, you may be able to continue seeing that provider for a limited
period of time and still receive network benefits, The CAA permits you to request and decide to continue to have
henefits provided under the same terms and conditions as you would have had under the plan document had the
provider not moved to non-network status. If authorized, contintity of care ends ninety (90) days after you are notified
by the Plan or its delegate of the right to request continuity of care or the date you are no longer under care of the

provider, whichever of these is earliet.
Continuity of care under the CAA is permitted for a plan participant who, with respect to a provider, qualifies based on
any of the following circumstances;

1. isundergoing a course of treatment for a serious and complex condition from the provider or facility

2. is undergoing a course of institutional or inpatient care from the provider or facility

3. is scheduled to undergo nonelective surgery from the provider, including receipt of postoperative care from
such provider or facility with respect to such a surgery

. is pregnant and undergoing a course of treatment for the pregnancy from the provider or facility

5. is or was determined to be terminally ill {(as determined under section 1861(dd){3){A) of the Social Security
Act) and is receiving treatment for such illness from such provider or facility

Under the CAA, the term ‘serious and complex condition’ means, with respect to a participant, beneficiaty, or enrollee
under a group health plan or group or individual health insurance coverage, one (1) of the following:

1. in the case of an acute iilness, a condition that is serious enough to require specialized medical treatment to
avoid the reasonable possibility of death or permanent harm

2. in the case of a chronic il{lness or candition, a condition that satisfies both of the following criteria:
a. is life-threatening, degenerative, potentially disabling, or congenital
b. requires specialized medical care over a prolonged period of time
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If you wish to continue seeing the same provider/facitity and you believe continuity of care under the CAA applies, you
or your provider/facility should contact the entity responsible for Merber Services on back of your card for how to
apply for continuity of care.

Under SECTION V—SCHEDULE OF BENEFITS, B. Schedule of Benefits, Pre-Certification, DELETE:
7. durable medical equipment (DME) in excess of $500 (purchase/rental price)

And REPLACE with:
7. durable medical equipment (DME) in excess ¢ purchase/rental price)

Under SECTION Y—SCHEDULE OF BENEFITS, B. Schedule of Benefits, Pre-Certification, DELETE:

14. autpatient rehabilitation/ habilitation services (physical therapy, occupational therapy, and speech therapy) in
excess of ten (10) visits per calendar year per therapy type

And REPLACE with:

14, outpatjent rah=hilitatinn  hahijlitation services (physical therapy, occupational therapy, and speech therapy) in
excess o fisits per calendar year per therapy type

Under SECTION VI~MEDICAL BENEFITS, A. Covered Medical Benefits, DELETE:

25. Hearing Aids and Implantable Hearing Devices, Charges for services, supplies, and hearing exams in
connection with hearing aids and implantable hearing devices, including, but not limited to, cochlear implants
and exams for their fitting. Batteries for related hearing devices are excluded. Benefits include aural therapy
in connection with covered implantable hearing devices and apply ta the Speech Therapy benefit level. See the
Speech Therapy benefit in the applicable Schedule of Medical Benefits subsection for any applicable benefit

maximum.

And REPLACE with:

25. Hearing Aids and Implantable Hearing Devices. Charges for services, supplies, and hearing exams in
connecbon with hearing aids and imptantable hearing devices, in-l1idina hut nat limitnd tn cachlane imnlante
and exams for their fitting. Batteries for related hearing device:
are excluded, Benefits include aural therapy in connection with « . . .o C il
to the Speech Therapy benefit level. See the Speech Therapy benefit in the appllcable ‘schedule of Medical
Benefits subsection for any applicable benefit maximum,

Under SECTION Vi—MEDICAL BENEFITS, B. Medical Plan Exclusions, DELETE:

12. Court-Ordered Treatment. Any treatment of a plan participant in a public or private institution as the result
of a court arder or commitment.

And REPLACE with:

12, Court-Ordered Tr a plan participant in a public or private institution as the result
of a court order o

Under SECTION VI—MEDICAL BENEFITS, B. Medical Plan Exclusions, DELETE:

29. Hair Loss. Care and treatment for hair loss including wigs, hair transplants, or any drug that promises hair
growth, whether or not prescribed by a physician, except for wigs as shown in the applicable Schedule of
Medical Benefits.



Att to Response 24
12 of 198

And REPLACE with:
29. Hair Loss, Care and treatment for hair loss including wigs, hair transplants, or any drug that promises hair
growm’ Whethe.. | i T P e e e o Y T e N N P o N IR N
Medical Benefit

Under SECTION VI—MEDICAL BENEFITS, B. Medical Plan Exclusions, ADD alphabetically:

60. Residential Accommodations. Residential accommadations to treat medical or behavioral health conditions,
except when provided in a hospital, hospice unit, skilled nursing facility, inpatient rehabilitation hospital, or
residential treotment facility licensed and regulated by a state or federal agency and is acting within the scope

of their license.

Under SECTION VII—HEALTH CARE MANAGEMENT PROGRAM, B, Utilization Review, What Services Must Be Pre-
Certified {(Approved Before they are Provided), DELETE:

7. durable medical equipment (DME} in excess of $500 (purchase/rental price)

And REPLACE with:
7. durable medical equipment (DME} in excess o: ‘purchase/rental price)

Under SECTION VIIFHEALTH CARE MANAGEMENT PROGRAM, B. Utilization Review, What Services Must Be Pre-
Certified (Approved Before they are Provided), DELETE:
14, outpatient rehabilitation/ habilitation services (physical therapy, occupational therapy, and speech therapy) in
excess of ten (10) visits per calendar year per therapy type

And REPLACE with:
14. outpatien+ rah~hilitatian ! hahjlitation services (physical therapy, occupational therapy, and speech therapy) in
EXCEss O risits per calendar year per therapy type

All other terms and conditions of this Kentucky Rural Electric Cooperative Employers Benefit Plan Big Sandy Rural
Electric Cooperative Corporation Summary Plan Description which are not affected by this amendment remain

unchanged.

Kentucky Rural Etectric Cooperative hereby adopts the provisions of this amendment of the Kentucky Rural Electric
Cooperative Employers Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description, and its
duly authorized officer has executed this amendment,

By: _

Title
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Kentucky Rural Electric Cooperative
Kentucky Rural Electric Cooperative Employers Benefit Plan
Big Sandy Rural Electric Cooperative Corporation
Summary Plan Description
Amendment No. 5

For the Summary Plan Description, which is effective January 1, 2023, Kentucky Rural Electric Cooperative Employers
Benefit Plar }ig Sandy Rural Electric Cooperative Corporation Summary Plan Description hereby amends such

document as v wanuary 1, 2024 as follows:

Under SECTION V—SCHEDULE OF BENEFITS, K. Schedule of Medical Benefits - PPO Option, DELETE:

— NON-NETWORK | ‘
IDEKS PROVID N

PREVENTIVE CAKE

IF the service is listed as A or B rated on the U.S, Preventive Service Task Force list, Health Resources and Services
Administration (HRSA), the {RS Safe Harbor preventive services list, or preventive care for children under Bright Future
guidelines, then the service is covered at 100% when performed by a network provider at a Routine Wellness Care visit, For
maore information about preventive services please refer to the following websites:

https://www.healthcare.gov/coverage/preventive-care-benefits/

httgs:/fwww.usQreventiveservicestaskfcrce.org/uspstf/recommendatlon-topicsluspstf—a-and-b-recommendations
www.hrsa.goy

Safe Harbor Services:

https://www.irs.gov/publ/irs-drop/n-(t4-23, pdf

https:/fwww.irs.gov/pub/irs-drop/n-19-45.pdf

The Plan does not limik all federally mandated preventive care services to age/frequency/gender guidelines as outlined by the
USPSTF.

Services include routine physical exam,
screening and wellness labs and x-rays,
immunizations, gynecological exam, pap
Up to 5500 per year: |smear, PSA test, 211 and 3D mammogram,
100%, deductible waived| colorectal cancer screening, blood work,

Routine Wellness Care No charge Charges In excess of 5:23 :eeﬂsitv testing, and shingles

5500:
70%, deductible waived |Please refer to the Medical Benefits
section, Covered Medical Charges,
Preventive Care, for a further description
and limitations of this benefit.

And REPLACE with:

: NON-NETWORK o
IVERED SERVICES NETWORK PROVIDERS DROVIDERS SCIAlL AAMMENTS

PREVENTIVE CAREL

If the service is listed as A or B rated on the U.S. Preventive Service Task Force list, Health Resources and Services
Administration {HRSA), the IRS Safe Harbor preventive services list, or preventive care for children under Bright Future
guldelines, then the seyvice is covered at 100% when performed by a network provider at a Routtine Wellness Care visit. For
more information about preventive services please refer to the following websites;

https://www.healthcare.gov/coverage/preventive-care-benefits/

https://www.uspreventiveservicestaskforce.orgfuspstf/recommendation-topics/uspstf-a-and-b-recommendations

www.hrsa,gov

Safe Harbor Services:
https://www.irs,gov/pub/irs-drop/n-04-23,pdf
https://www.irs.gov/pub/irs-drop/n-19-45.pdf

The Plan does not limit all federally mandated preventive care services to age/frequency/gender guidelines as outlined by the
USPSTF.
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Services include routine physical exam,

screening and wellness fabs and x-rays,

immunizations, ——--'- ' o oo
Up to $500 per year: [smear, PSA test

100%, deductible waived|colorectal CanCe. oo ceuiiig;y meva vrnieg

Routine Wellness Care No charge Charges In excess of bone density testing, and shingles
$500: vaccine,

70%, deductible waived |Please refer tothe | Benefits
section, Cc  ed Meuwa vharges,
Preventive care, for a further description
and limitations of this benefit.

All other terms and conditions of this Kentucky Rural Electric Cooperative Employers Benefit Plan Big Sandy Rural
Electric Cooperative Corporation Summary Plan Description which are not affected by this amendment remain
unchanged.

Kentucky Rural Electric Cooperative hereby adopts the provisions of this amendment of the Kentucky Rural Electric
Cooperative Employers Benefit Plan Big Sandy Rural Electric Cooperative Corporation Summary Plan Description, and its
duly authorized officer has executed this amendment.
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Yes

Ith insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
UMIF, | RIVARE, @110 UGEHBIN Ol Luveraye. 1 you are eugible for certain fypes ¢t i Monmmtinl Moremen e , you may not be eligible for the premium tax
credit.

fes
Il YOUE pidll GUESTEUITIEEL UIE MINNIIUI Vdiue Snuaius, you may be eligible for a premium tax credit to help you pay for a plan through the Markefplace.

g e+ e —mnes 2 @SISEENCIA €N Espafiol, llame af 1-844-209-0071.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagaleg tumawag sa 1-844-209-0071.

Chinese (1 30): R FE F ICAAERD, IEHRFIX 515 1-844-209-0071.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-209-0071.

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays
a valid OMB control number. The valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is
estimated to average 0.08 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Atn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

* For more information about limitations and exceptions, see the plan or policy document at www.MyAmeriBen.com
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SECTION I-INTRODUCTION

This document is a description of The Kentucky Rural Electric Cooperative Employers Benefit Plan (Plan). No oral
interpretations can change this Plan. The Plan described is designed to protect plan participants against certain
catastrophic heatth expenses. Terms which have special meanings when used in this Plan will be italicized. For a list of
these terms and their meanings, please see the Defined Terms section of the summary plan description. The failure of
a term to appear in italics does not waive the special meaning given to that term, unless the context requires
otherwise.

The employer fully intends to maintain this Plan indefinitely. However, it reserves the right to terminate, suspend,
discontinue, or amend the Plon at any time and for any reason.

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, deductibles, maximums, co-
payments, exclusions, limitations, defined terms, eligibility, and the like.

This Plan is not a ‘grandfathered health plan’ under the Patient Protection and Affordable Care Act (PPACA}), also
known as Health Care Reform. Questions regarding the Plan's status can be directed to the Plan Administrator. You
may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272, or visit
www.dol,gov/ebsa/healthreform,

Failure to follow the eligibility or enrollment requirements of this Plan may result in delay of coverage or no coverage
at all. Reimbursement from the Plan can be reduced or denied because of certain provisions in the Plan, such as
coordination of benefits, subrogation, exclusions, timeliness of Consolidated Omnibus Budget Reconciliation Act of
1985, as amended (COBRA) elections, utilization review or other cost management requirements, lack of medical
necessity, lack of timely filing of claims, or lack of coverage. These provisions are explained in summary fashion in this
document. Additional information is available from the Plan Administrator at no extra cost.

Read your benefit materials carefully. Before you receive any services, you need to understand what is covered and
excluded under your benefit Plan, your cost sharing obligations, and the steps you can take to minimize your out-of-
pocket costs, For complete terms of the Plan and information about benefits which are not outlined in this summary
plan description, refer to your Plan’s wrap document, which can be obtained from your Human Resources
representative. If there is any conflict between this summary plan description and the Plan’s wrap document, this plan
document will control, unless otherwise specified.

This plan document does not determine rights under the Plan; the collective bargaining agreement always will remain
the final authority. In the case of a dispute, the information in the union plan documents or coll ective bargaining
agreement will confrol to the extent permitted by law. If you are a union employee covered under a collective
bargaining agreement that provides benefits with the employer, you should contact your local Human Resources
Representative to obtain a copy of the summary plan description that applies to you.

Review your Explanation of Benefits (EOB) forms, other ctaim related information, and available claims history. Notify
the Third Party Administrator of any discrepancies or inconsistencies between amounts shown and amounts you
actually paid.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are payable for
expenses incurred before coverage began or after coverage terminates. An expense for a service or supply is incurred
on the date the service or supply is furnished.

No action at law or in equity shall he brought to recover under any section of this Plan until the appeal rights provided
have been exercised and the Plan benefits requested in such appeals have been denied in whole or in part.

If the Plan is terminated or amended, or if benefits are eliminated, the rights of plan participants are limited to
covered charges incurred before termination, amendment, or elimination.

A plan participant should contact the Plan Administrator to obtain additional information, free of charge, about Plan
coverage of a specific benefit, particular drug, treatment, test, or any other aspect of Plan benefits or requirements.
Refer to the Quick Reference Information Chart for contact information.
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The Plan Administrator shall administer this Plan in accordance with its terms and establish its policies,
interpretations, practices, and procedures, |t is the express intent of this Plan that the Plan Administrator shall have
maximum legal discretionary autharity to construe and interpret the terms and provisions of the Plan, to make
determinations regarding issues which relate to eligibility for benefits (including the determination of what services,
supplies, care, and treatments are experimental/investigational), to decide disputes which may arise relative 1o a plan
participant’s rights, and to decide questions of Plan interpretation and those of fact relating to the Plan, The decisions
of the Plan Administrator as to the facts related to any claim for benefits and the meaning and intent of any provision
of the Plan, orits application to any claim, shall receive the maximum deference provided by law and will be final and
binding on all interested parties. Benefits under this Plan will be paid only if the Plan Administrotor decides, in its
discretion, that the plan participant is entitled to them.

Service of legal process may be made upon the Plan Administrator.

D. Duties of the Plan Administrator
The duties of the Plan Administrator are to:
1. administer the Plan in accordance with its terms
interpret the Plan, including the right to remedy possible ambiguities, inconsistencies, or omissions
decide disputes that may arise relative to a plan participant’s rights
prescribe procedures for filing a claim for benefits and to review claim denials
keep and maintain the plan documents and all other records pertaining to the Plan
appoint a Third Party Administrator to pay claims
perform all necessary reporting as required by ERISA

establish and communicate procedures to determine whether a Medical Child Support Order is qualified under
ERISA Sec. 609

9. delegate to any person or entity such powers, duties, and responsibilities as it deems appropriate

E. Amending and Terminating the Plan

The Plan Sponsor expects to maintain this Plan indefinitely; however, as the settlor of the Plan, the Plan Sponsor,
through its directors and officers, may, in its sole discretion, at any time, amend, suspend, or terminate the Plan in
whole or in part. This includes amending the benefits under the Plan or the Trust Agreement (if any).

Any such amendment, suspension, or termination shall be enacted, if the Plan Sponsor is a corporation, by resolution
of the Plon Sponsor’s directors and officers, which shall be acted upon as provided in the Plon Sponsor’s Articles of
incorporation or Bylaws, as applicable, and in accordance with applicable federal and state law. Notice shall be
provided as reguired by ERISA. In the event that either:

1. the Plan Sponsor is a different type of entity, then such amendment, suspension, or termination shall be taken
and enacted in accordance with applicable federal and state law and any applicable governing documents

2. the Plan Sponsor is a sole proprietorship, then such action shall be aken by the sole proprietor, in their own
discretion

If the Plan is terminated, the rights of the plan participant are limited to expenses incurred before termination. All
amendments to this Plan shall become effective as of a date established by the Plan Sponsor.

F. Plan Administrator Compensation

The Plan Administrator serves without compensation; however, all expenses for Plan administration, including
compensation for hired services, will be paid by the Plan.

G. Fiduciary Duties

A fiduciary must carry out their duties and responsibilities for the purpose of providing benefits to the employees and
their dependent(s) and defraying reasonable expenses of administering the Plan. These are duties which must be
carried out:
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1. with care, skill, prudence, and diligence under the given circumstances that a prudent person, acting in a like
capacity and familiar with such matters, would use in a similar situation

2. by diversifying the investments of the Plan so as to minimize the risk of large losses, unless under the
circumstances it is clearly prudent not to do so

3. in accordance with the plan documents to the extent that they agree with ERISA

H. Type of Administration

The Plan is a setf-funded group health plan, and the claims administration is provided through a Third Party
Administrator. The Plan is not insured.

I. Employer Information
The employer’s legal name, address, telephone number, and federal Employer Identification Number are:

Kentucky Rural Electric Cooperative
4775 Lexington Road

Winchester, KY 40391
1-859-745-9672

EIN 61-0461919

J. Plan Name
The name of the Plan is the Kentucky Rural Electric Cooperative Employers Benefit Plan.

K. Plan Number
501

L. Type of Plan

The Plan is commonly known as an employee health benefit plan. The Plan has been adopted to provide plan
participants certain benefits as described in this document. The Kentucky Rural Electric Cooperative Employers Benefit
Plan is to be administered by the Plan Administrator in accordance with the provisions of ERISA Section 4(a).

M. Plan Year
The plan year is the twelve (12) month period beginning January 1 and ending December 31.

N. Plan Effective Date
January 1, 2023

0. Plan Sponsor

The employer is the Plan Sponsor.

P. Third Party Administrator

The Plan Administrator has contracted with a Third Party Administrator {TPA) to assist the Plan Administrator with
claims adjudication. The TPA’s name, address, and telephone number are:

AmeriBen

P.O. Box 7186
Boise, ID 83707
1-844-209-0071
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A Third Party Administrator is not a fiduciary under the Plan, exceptto the extent otherwise agreed upon in writing or
as required under ERISA.

Q. Employer’s Right to Terminate

The emplover reserves the right to amend or terminate this Plan at any time. Although the employer currently intends
to cantinue this Plan, the employer is under absolutely no obligation to maintain the Plan for any given length of time.
If the Plan is amended or terminated, an authorized officer of the employer will sign the documents with respect to
such amendment or termination.

R. Agent for Service of Legal Process

The name of the person designated as agent for service of legal process and the address where a processor may serve
legal process upon the Plan are:

Kentucky Rural Electric Cooperative Employers Benefit Plan
East Kentucky Power Cooperative

4775 Lexington Road

Winchester, KY 40391

1-859-744-4812
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SECTION lI—ELIGIBILITY, EFFECTIVE DATE, AND TERMINATION PROVISIONS

A, Eligibility
Eligible Classes of Employees
All active and retired employees of the employer.

Eligibility Requirements for Employee Coverage
A person is eligible for employee coverage from the first day that the employee:

1. is a full-time, active employee of the employer

An employee is considered to be full-time if they normally work at least thirty (30) hours per week and are on
the regular payroll of the employer for that work.

2. isin a class eligible for coverage, as shown above
completes the employment waiting period of ninety (90) consecutive days as an active employee
A waiting period is the time between the first day of active employment and the first day of coverage under
the Plan.
Effective Date of Employee Coverage
An employee will be covered under this Plan the date that the employee satisfies all of the following:

1. the eligibility requirement
2. the active employee requirement
3. the enrollment requirements of the Plan, as shown in the Enrollment subsection

Active Employee Requirement
An employee must be an active employee (as defined by this Plan) for this coverage to take effect.

Eligible Classes of Dependents
A dependent is any of the following persons:

1. a covered employee’s spouse

The term ‘spouse’ shatl mean the person recognized as the covered employee’s legally married hushand or wife
and does not include common law marriages. The Plan Administrator may require documentation proving a

legal marital relationship.
2. a covered employee's child(ren)
For the purposes of the Plan, an employee’s child includes their:
a. natural child or stepchild
b. adopted child or a child placed with the employee for adoption
c. lawfully placed foster child for whom health coverage is not provided by the state

Unless otherwise specified, an employee's child will be an eligible dependent until reaching the limiting age of
twenty-six (26}, without regard to student status, marital status, financial dependency, or residency status
with the employee or any other person. To determine when coverage will end for a child who reaches the
applicable limiting age, please refer to the When Dependent Coverage Terminates subsection.

The phrase ‘placed for adoption’ refers to a child whom a person intends to adopt, whether or not the
adoption has become final, and who has not attained the age of eighteen {18) as of the date of such placement
for adoption. The term ‘placed’ means the assumption and retention by such person of a legal obligation for
total or partial support of the child in anticipation of adoption of the child. The child must be available for
adoption, and the legal process must have commenced.

3. a covered employee’s qualified dependents

The term *qualified dependents' shall include chitdren for whom the employee is a {egal guardian. To be
eligible for dependent coverage under the Plan, a qualified dependent must be under the limiting age as
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described herein. To determine when coverage will end for a qualified dependent who reaches the applicable
limiting age, please refer to the When Dependent Coverage Terminates subsection.

Any child of a plan participant who is an alternate recipient under a Qualified Medical Child Support Order
(QMCSO) or National Medical Support Notice shall be considered as having a right to dependent coverage under
this Plan.

A participant of this Plan may obtain, without charge, a copy of the procedures governing QMCS0
determinations from the Plan Administrator.

The Plan Administrator may require documentation proving eligibility for dependent coverage, including birth
certificates, tax records, or initiation of legal proceedings severing parental rights.

4. acovered dependent child or covered qualified dependent who reaches the limiting age and is totally disabled,
incapable of self-sustaining employment by reason of mental or physical disability, primarily dependent upon
the covered employee for support and maintenance, and is unmarried

The Plan Administrator may require, at reasonable intervals, continuing proof of the total disability and
dependency.

The Plan Adminisirator reserves the right to have such dependent examined by a physician of the Plan
Administrator’s choice, at the Plan’s expense, to determine the existence of such incapacity.
Effective Date of Dependent Coverage

A dependent’s coverage will take effect on the day that the eligibility requirements are met, the employee is covered
under the Plan, and all enrollment requirements are met.

Ineligible Dependent(s)

Unless otherwise provided in this plan document, the following are not considered eligible dependents:
1. other individuals living in the covered employee’s home, but who are not eligible as defined
2. the legally separated or divorced former spouse of the employee
3. any person who is on active duty in any mititary service of any country
4. a person who is covered as an employee under the Plan

5. any other person not defined above in the subsection entitled Eligible Classes of Dependents

Restrictions on Elections

If a plan participant changes status from employee to dependent or dependent to employee, and the person is covered
continuously under this Plan before, during, and after the change in status, credit will be given for deductibles, and all
amounts will be applied to maximums.

If two (2) employees (spouses) are covered under the Plan, and the employee who is covering the dependent children
terminates coverage, the dependent coverage may be continued by the other covered employee with no waiting period
as long as coverage has been continuous,

Accumulators will transfer if a dependent changes from coverage under one (1) parent employee to coverage under
another parent employee.

Eligibility Requirements for Dependent Coverage

A dependent of an employee will become eligible for dependent coverage on the first day that the employee is eligible
for employee coverage and the family member satisfies the requirements for dependent coverage.

At any time, the Plan may require proof that a spouse, qualified dependent, or a child qualifies or continues to qualify
as a dependent as defined by this Plan.

B. Enrollment

Enrollment Requirements

An employee must enroll for coverage for themselves and/or their dependents by completing the enrotlment process
along with the appropriate payroll deduction authorization.
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Enrallment Requirements for Newborn Children

A newborn child will be automatically enrolled for thirty-one {31) days from birth. In order for coverage to continue, a
covered employee must complete an enroliment application as shown in the Qualifying Events Chart subsection.

If the newborn child (and mother/covered parent) is not enrolled in this Plan on a timely basis, there will be no
payment from the Plan beyond the initial thirty-one (31) days from birth. The covered parent will be responsible for all
further costs and will have to wait until the next open enrollment period to add the child as a dependent.

C. Timely Enrollment

The enrollment will be timely if the completed form is received by the Plan Administrator no later than two (2) weeks
after the person initially becomes eligible for coverage, or as shown in the Qualifying Events Chart subsection for each
type of special enrollment period.

Late Enrollment

An enroliment is late if it is not made on a timely basis or during a special enrollment period. Late enrollees and their
dependents who are not eligible to join the Plan during the special enrollment period may join only during the open
enroliment period.

The time between the date a late enrollee first becomes eligible for enrollment under the Plan and the first day of
coverage is not treated as a waiting period. Coverage begins January 1.

D. Special Enrollment Rights

Federal law provides special enrollment provisions under some circumstances. |f an employee is declining enrollment
for themselves or their dependents (including a spouse) because of other health insurance or group health plan
coverage, there may be a right to enroll in this Plan if there is a loss of eligibility for that other coverage (or if the
employer stops contributing towards the other coverage). However, a reguest for enrollment must be made as shown
in the Qualifying Events Chart subsection after the coverage ends (or after the employer stops contributing towards the
other coverage).

In addition, in the case of a birth, marriage, adoption, or placement for adoption or foster care, there may be a right
to enroll in this Plan. However, a request for enrollment must be made as shown in the Qualifying Events Chart
subsection.

The special enrollment rules are described in more detail below. To requestspecial enrollment or abtain more detailed
information of these portability provisions, contact the Plan Administrator as outlined in the Quick Reference
Information Chart.

E. Special Enrollment Periods

The enrollment date for anyone who enrolls under a special enrollment period is the first date of coverage. Thus, the
time between the date a special enrollee first becomes eligible for enroliment under the Plan and the first day of
coverage is not treated as a waiting period.

Individuals Losing Other Coverage, Creating a Special Enrollment Right

An employee or dependent who is eligible, but not enrolled in this Plan, may enroll if loss of eligibility for coverage
meets any of the following conditions:

1. The employee or dependent was covered under a group health plan or had health insurance coverage at the
time coverage under this Plan was previously offered to the individual.

2. If required by the Plan Administrator, the employee stated in writing at the time that coverage was offered
that the other health coverage was the reason for declining enrollment.

3. The coverage of the employee or dependent who had lost the coverage was under COBRA and the COBRA
coverage was exhausted or was notunder COBRA and either the coverage was terminated as a result of loss of
eligibility for the coverage or because employer contributions towards the coverage were terminated.

4. The employee or dependent requests enrollment in this Plan no later than as shown in the Qualifying Events
Chart subsection after the date of exhaustion of COBRA coverage or the termination of non-COBRA coverage
due to loss of eligibility or termination of employer contributions, described above.
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Your dependent child reaches
maximum age for coverage

Date of event

thirty-one (31) days of
loss af eligibility

Caverage will terminate for the child
who lost eligibility from your health
coverage

Death ofyour spouse or
dependent child

Date ofevent

thirty-one {31) days of
spouse’s ar dependent’s
death

Coverage will terminate for the
dependent from your health coverage

Significant change in or

cost of your, ar your spouse’s,
health coverage due to
spouse’s employment,
including open enrollment

Date of event

thirty-one (31) days of
effective date ofchange
in coverage

Enroll yourselfand other eligible
dependents

A change in the place of
residence of the employee,
spause, or dependent

Date ofevent

thirty-one (31) days of
effective date of change
in coverage

Enroll ar drop coverage for yourself,
your spouse, or covered dependent
children

Special requirements relating
to the Family and Medical
Leave Act

Date of event

thirty-one (31) days of
effective date ofchange
in coverage

Enrall or drop coverage for yourself,
your spouse, or covered dependent
children

Spouse or covered dependent
obtains coverage in another
group health plan

Date ofevent

thirty-one (31) days of
gain of coverage

Drop coverage for yourself, your
spolse, or covered dependent children

Loss of other coverage,
including COBRA coverage

Date ofevent

thirty-ane (31) days of
the date of loss of
coverage

Enroll yourself, your spouse and
eligible dependent children

Spouse’s loss of coverage,
including COBRA coverage

Date ofevent

thirty-one (31) days of
the date ofloss of
coverage

Enroll your spouse and eligible
dependent children

Enroll yourselfin a health plan if
previously not enrolled because you
were covered underyourspouse’s plan

Eligibility for government-
sponsored plan, such as
Medicare (excluding the
government-sponsored
Marketplace)

Date of event

thirty-one (31) days of
eligibility date

Drop coverage for the person who
became entitled to Medicare,
Medicaid, or ather eligible coverage

CHIP Special Enrollment - loss
of eligibility for coverage
under a state Medicaid or
CHIP program, or eligibility
for state premium assistance
under Medicaid or CHIP

Date of event

sixty (40) days of loss of
eligibility or eligibility
date

Enroll yourself, if applicable

Add the person who lost entitlementto
CHIP

Drop coverage forthe person entitled
to CHIP coverage

Qualified Medical Support
Order affecting a dependent
child’s coverage

Date listed on the
notice

thirty-one (31) days of
order

Enroll yourself, if applicable

Enroll the eligible child named on
QMCSO

G. Termination of Coverage

Rescission of Coverage

The employer or Plan has the right to rescind any coverage of the employee and/or dependents for cause, making a

fraudulent claim, or an intentional material misrepresentation in applying for or obtaining coverage, or obtaining

benefits under the Plan. The employer or Plan may either void coverage for the employee and/or covered dependents

for the period of time coverage was in effect, may terminate coverage as of a date to be determined at the Plan’s

discretion, or may immediately terminate coverage. If coverage is to be terminated or voided retroactively for fraud or

misrepresentation, the Plan will provide at least thirty (30) days’ advance written notice of such action.

When Employee Coverage Terminates

Employee coverage will terminate on the earliest of these dates {except in certain circumstances, a covered employee
may be eligible for COBRA continuation coverage):

10
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1. the date the Plan is terminated

2. the last day of the calendar month in which the covered employee ceases to be in one (1) of the eligible
classes

This includes termination of active employment of the covered employee, an employee on disability, leave of
absence, or other leave of absence, unless the Plan specifically provides for continuation during these periods.

3. the date of the covered employee’s death

4, the end of the period for which the required contribution has been paid if the charge for the next period is not
paid when due

For a complete explanation of when COBRA continuation coverage is available, what conditions apply, and how to
select it, see the section entitled Continuation Coverage Rights Under COBRA.

When Dependent Coverage Terminates

A dependent’s coverage will terminate on the earliest of these dates (except in certain circumstances, a covered
dependent may be eligible for COBRA continuation coverage):

1. the date the Plan or dependent coverage under the Plan is terminated

2. the date that the employee’s coverage under the Plan terminates for any reason, including death

3. the date a covered spouse loses coverage due ta loss of dependency

4, the first date that a person ceases to be a dependent as defined by the Plan

5. the date that a dependent child ceases o be a dependent as defined by the Plan due to age as listed in the
Eligible Classes of Dependents provisions

6. the date of the covered dependent’s death

the end of the period for which the reguired contribution has been paid if the charge for the next period is not
paid when due

For a complete explanation of when COBRA continuation coverage is available, what conditions apply, and how to
select it, see the section entitled Continuation Coverage Rights Under COBRA.

H. Continuation During Periods of Employer-Certified Disability, Leave of Absence, or Layoff

A person may remain eligible for a limited time if active, full-time work ceases due to disability, leave of absence, or
layoff. This continuance will end as follows:

1. for disability leave only: the date the employer ends the continuance
2. for leave of absence or layoff only: the date the employer ends the continuance

While continued, coverage will be that which was in force on the last day worked as an active employee. However, if
benefits are reduced for others in the class, they will also be reduced for the continued person.

I. Continuation During Family and Medical Leave

Regardless of the established leave policies mentioned above, this Plan shall at all times comply with the Family and
Medical Leave Act of 1993 (FMLA} as promulgated in regulations issued by the Department of Labor.

During any leave taken under FMLA, the employer will maintain coverage under this Plan on the same conditions as
coverage would have been provided if the covered employee had been continuously employed during the entire leave
period.

If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the employee and their covered
dependents if the employee returns to work in accordance with the terms of the FMLA leave. Coverage will be
reinstated only if the person(s) had coverage under this Plan when the FMLA leave started and will be reinstated to the
same extent that it was in force when that coverage terminated.

11
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J. Rehiring a Terminated Employee

A terminated employee who is rehired will be treated as a new hire and required to satisfy all eligibility and
enrollment requirements to the extent permitted by the terms of the Plan and applicable law.

K. Open Enrollment

Every year during the annual open enrollment period, covered employees and their covered dependents will be able to
change some of their benefit decisions based on which benefits and coverages are right for them.

Every year during the annual open enroliment period, employees and their dependents who are late enrollees will be
able to enroll in the Plan.

Benefit choices made during the open enrotiment period will become effective January 1 and remain in effect until the
next January 1 unless there is a special enrollment event ar change in family status during the year (birth, death,
marriage, divorce, adoption, placement for foster care) or loss of coverage due to loss of a spouse’s employment. To
the extent previously satisfied, coverage waiting periods will be considered satisfied when changing from one benefit
option under the Plan to another benefit option under the Plan.

A plan participant who fails to make an election during an active open enroliment period will no longer be covered
under this Plan. A plan participant will automatically retain their present coverages during a passive open enroltment
period. However, if an employee is enrolled in an FSA, they are required to actively elect these benefits during the
open enroliment period each year in order to retain their present coverage. Plan participants will receive detailed
information regarding open enrollment from their employer.

12
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SECTION II—CONSOLIDATED APPROPRIATIONS ACT OF 2021 AND TRANSPARENCY
IN COVERAGE REGULATIONS

The Consolidated Appropriations Act of 2021 (CAA) is a federal law that includes the No Surprises Billing Act. In
addition, the Transparency in Coverage (TIC) regulations contain transparency requirements. Portions of the CAA and
TIC are described briefly below. Enforcement dates, standards for implementation, coordination with other entities,
legal developments, and updates offered by federal and/or state entities directly impact actions and availability of the
items described. in addition, some plan types are not subject to the CAA and/or TIC, or certain provisions of either.

A. Surprise Billing Claims

Surprise billing claims are claims that are subject to the No Surprises Billing Act requirements. These are:
1. emergency services provided by non-network providers or facility
2. covered services provided by a non-network pravider at a network facility
3. non-network air ambulance services

The section below contains further information about how these claim categories apply to your Plan,

B. No Surprises Billing Act Requirements

Emergency Services

As required by the CAA, emergency services are covered under your Plan:
1. without the need for pre-certification
2. whether the provider is network or non-network

If the emergency services you receive are provided by a non-network provider or facility, covered services will be
processed at the network benefit level in accordance with the CAA.

Note that if you receive emergency services from a non-network provider or facility, your out-of-pocket costs will be
limited to amounts that would apply if the covered services had been furnished by a network provider or facility.
However, non-network cost-sharing amounts (i.e., co-payments, deductibles, and/or co-insurance) will apply to your
claim if the treating non-network provider or facility determines you are stable and the non-network provider satisfies
all of the following requirements:

1. determines that you are able to travel to a network facility by non-emergency or non-medical transport to an
available network provider or facility within a reasanable distance based on your condition

2. complies with the notice and consent requirement
3. determines that you are in condition to receive the information and provide informed consent

If you continue to receive services from the non-network provider after you are stabilized, you will be responsible for
the non-network cost-sharing amounts, and the non-network provider will also be able to charge you any difference
between the maximum allowable amount and the non-network provider’s billed charges.

Non-Network Services Provided at a Network Facility

When you receive covered services from a non-network provider at a network facility, your claims will be paid at the
non-network benefit level if the non-network provider gives you proper notice of its charges, and you give written
consent to such charges. This means you will be responsible for non-network cost-sharing amounts for those services
and the non-network provider can also charge you any difference between the maximum allowable amount and the
non-network provider’s billed charges.

This requirement does not apply to ancillary services. Ancillary services are defined as:

1. items and services related to emergency medicine, anesthesiology, pathology, radiology, and neanatology,
whether provided by a physician or non-physician practitioner

2. items and services provided by assistant surgeons, hospitalists, and intensivists

3. diagnostic services, including radiology and laboratory services

13
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4, ftems and services provided by a non-participating provider if there is no participating provider who can
furnish such item or service at such facility

This notice and consent exception also does not apply if the covered services furnished by a non-network provider
result from unforeseen and urgent medical needs arising at the time of service.

Non-network providers satisfy the notice and consent requirement by one (1) of the following:

1. by obtaining your consent and offering the required notice not later than seventy-two (72) hours prior to the
delivery of services

2. the notice is given and consent is abtained on the date of the service, if you make an appointment within
seventy-two {72) hours of the services being delivered

To help you determine whether a provider is non-network, the network is required to confirm the list of network
providers in its provider directory every ninety {90) days. If you can show that you received inaccurate information
from the network that a provider was in-network on a particular claim, then you will only be liable for network cost
sharing amounts (i.e., co-payments, deductibles, and/or co-insurance) for that claim. Your network cost-sharing
amount will be calculated based upon the maximum allowed amount. In addition to your network cost-share, the non-
network provider can also charge you for the difference between the maximum allowed amount and their billed

charges.

C. How Cost-Shares Are Calculated

Your cost sharing amounts for emergency services or for covered services received by a non-network provider at a
network facility will be calculated as defined by the CAA, such as the median plan network contract rate that we pay
network providers for the geographic area where the covered service is provided if other calculation criteria does not
apply. Any out-of -pocket cost you pay to a non-network provider for either emergency services or for covered services
provided by a non-network provider at a network facility will be applied to your network out-of-pocket {imit.

D. Appeals

If you receive emergency services from a non-network provider or covered services from a non-network provider at a
network facility and believe those services are cavered by the No Surprise Billing Act, you have the right to appeal that
claim, If your appeal of a surprise billing claim is denied, then you have a right to appeal the adverse decision to an
independent review organization as set out in the Claims and Appeals section of this summary plan description. A
provider can dispute the payment they received from the Plan by utilizing a process set up the CAA, or if applicable,
state law. The CAA process includes Open Negotiation, and if unresolved, Independent Dispute Resolution. Importantly,
this process does not include the plan participant, and you are not required to participate. To learn more about the
CAA, you can visit https://www.cms.gov/nosurprises.

E. Transparency Reguirements

Under your Plan, the following are provided as required by the CAA and TIC. Depending on how the Plan interacts with
other entities, these may be provided from the Third Party Administrator, the network, Pharmacy Benefit Manager,
and/or other stakeholders {ex. Customer Care or Member Services):

1. protections with respect to surprise billing claims by providers
2. estimates on what non-network providers may charge for a particular service

3. information on contacting state and federal agencies in case you believe a provider has violated the No
Surprise Billing Act’s requirements

When asked, a paper copy of the type of infarmation you request from the above list can be provided.

Through the price comparison/shoppable services tool(s) associated with your Plan or through Member Services at the
phone number on the back of your 1D card, you can receive the following:

1. cost sharing information that you would be respansible for, for a service from a specific network provider

2. alistof all network providers

3. cost sharing information on a non-network provider’s services based on the network’s reasonable estimate
based on what the netwark would pay a non-network provider for the service
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As applicable, under machine readable requirements from the TIC, the network, Pharmacy Benefit Manager, Third
Party Administrator, and/or entities associated with your Plan wilt provide access through separate publicly accessible
webhsites that contain the following information:

1. network negotiated rates
2. historical non-network allowed amounts

3. drug pricing information

F. Continuity of Care

If a network provider leaves the network for any reason other than termination for failure to meet applicable quality
standards, fraud, or otherwise defined by the CAA, you may be able to continue seeing that provider for a limited
period of time and still receive network benefits. The CAA permits you to request and decide to continue to have
benefits provided under the same terms and conditions as you would have had under the plan document had the
provider not moved to non-network status. If authorized, continuity of care ends ninety (90) days after you are notified
by the Plan or its delegate of the right to request continuity of care or the date you are no longer under care of the
provider, whichever of these is earlier.

Continuity of care under the CAA is permitted for a plan participant who, with respect to a provider, qualifies based on
any of the following circumstances:

1. is undergoing a course of treatment for a serious and complex condition from the provider or facility
2. is undergoing a course of institutional or inpatient care from the provider or facility

3, is scheduled to undergo nonelective surgery from the provider, including receipt of postoperative care from
such provider or facility with respect to such a surgery

4. is pregnant and undergoing a course of treatment for the pregnancy from the provider or facility

5. is or was determined to be terminally ill (as determined under section 1861(dd){3){A) of the Social Security
Act) and is receiving treatment for such illness from such provider ar facility

Under the CAA, the term ‘serious and complex condition’ means, with respect to a participant, beneficiary, or enrolles
under a group health plan or group or individual health insurance coverage, one (1) of the following:

1. in the case of an acute iliness, a condition that is sericus enough to require specialized medical treatment to
avoid the reasonable possibility of death or permanent harm

2. in the case of a chronic iltness or condition, a condition that satisfies both of the following criteria:
a. is life-threatening, degenerative, potentially disabling, or congenital
b. requires spedalized medical care over a prolonged period of time

If you wish to continue seeing the same provider /facility and you believe continuity of care under the CAA applies, you
or your provider/facility shoutd contact the entity responsible for Member Services on back of your card for how to
apply for continuity of care.
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SECTION IV—MEDICAL NETWORK INFORMATION

A. Network and Non-Network Services

Network Provider Information

The Plan has entered into an agreement with a medical network that maintains contractual agreements with certain
hospitals, physicians, and other health care providers which are called network providers. Because these network
providers have agreed to charge reduced fees to persons covered under the Plan, the Plan can afford to reimburse a

higher percentage of their fees.

Therefore, when a plan participant uses a network provider, that plan participant will receive better benefits from the
Plan than when a non-network provider is used. It is the plan participant’s choice as to which provider to use.

Non-Network Provider Information

Non-network providers have no agreements with the Plan or the Plan’s medical network and are generally free to set
their own charges for the services or supplies they provide. The Pian will reimburse for the atlowable charges for any
medically necessary services or supplies, subject to the Plan’s deductibles, co-insurance, co-payments, limitations, and
exclusions. Plan participants must submit proof of claim before any such reimbursement will be made.

Before you obtain services or supplies from a non-network provider, you can find out whether the Plan will provide
network or non-network benefits for those services or supplies by contacting the Third Party Administrator as outlined

in the Quick Reference Information Chart.

Refer to the Consolidated Appropriations Act of 2021 and Transparency in Coverage Regulations section for
additional provisions pertaining to non-network services and billing.

Provider Non-Discrimination

To the extent that an item or service is a covered charge under the Plan, the terms of the Plan shall be applied in a
manner that does not discriminate against a health care provider who is acting within the scope of the provider’s
license or other required credentials under applicable state law. This provision does not preclude the Plan from setting
limits on benefits, including cost sharing provisions, frequency limits, or restricdons on the methods or settings in
which treatments are provided, and does not require the Plan to accept all types of providers as a network provider.

B. Choosing a Physician - Patient Protection Notice

The Pian does not require you to select a primary care physician (PCP) to coordinate your care, and you do not have to
obtain a referral to see a specialist.

You do not need prior authorization from the Plan or Third Party Administrator, or from any other person (including
your PCP) in order to obtain access to obstetrical or gynecological care from a health care professional in the network
who specializes in obstetrics or gynecology. The health care provider, however, may be required to comply with
certain procedures, including obtaining pre-certification for certain services, following a pre-approved treatment plan,

or procedures for making referrals.

C. Special Reimbursement Provisions
Under the following circumstances, the higher network payment will be made for certain non-network services:

1. Medical Emergency. In a medical emergency, a plan participant should try to access a network provider for
treatment. However, if immediate treatment is required and this is not possible, the services of non-network
providers will be covered until the plan participant's condition has stabilized to the extent that they can be
safely transferred to a network provider’s care, At that point, if the transfer does not take place, non-network
services will be covered at non-network benefit levels. Charges that meet this definition will be paid based on
the maximum allowable charges. The plan participant will be responsible for notifying the Third Party
Administrator for a review of any claim that meets this definition.

2. No Choice of Provider. If, while receiving treatment at a network facility and provider {(other than from a
surgeon in a non-emergency situation), a plan participant receives ancillary services or supplies from a non-
network provider in a situation in which they have no control over provider selection (such as in the selection
of an ambulance, emergency room physician, anesthesiologist, assistant surgeon, or a provider for diagnostic
services), such non-network services or supplies will be covered at network benefit levels. Charges that meet
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this definition will be paid based an the maximum allowable charges. The plan participant will be respansible
far natifying the Third Party Administrator for a review of any claim that meets this definition.

3. Providers Qutside of Network Area. If non-network primary care physicians or specialists are used because
the necessary service is not in the network or is not reasonably accessible to the plan participant due to
geographic constraints [over thirty (30) miles from home or wark], such non-network care will be covered at
network benefit levels. Charges that meet this definition will be paid based on the maximum atlowable
charges. The plan participant will be responsible for notifying the Third Party Administrator for a review of
any claim that meets this definition.

Additional information about this option, as well as a list of network providers, will be given to plan participants, at no
cost, and updated as needed. This list will include praviders who specialize in obstetrics or gynecalogy.

Refer to the Consolidated Appropriations Act of 2021 and Transparency in Coverage Regulaticns section for
additionat provisions pertaining to non-network services and billing.

D. Blue Cross Blue Shield Global Core® Program

if you plan to travel outside the United States, call the Claims Administrator to find out Your Blue Cross Blue Shield
Global Core benefits. Benefits for services received outside of the United States may be different from services
received in the United States. Remember to take an up-to-date health |dentification Card with you.

When you are traveling abroad and need medical care, you can call the Blue Cross Blue Shield Global Caore Service
Center any time. They are available twenty-four {24) hours a day, seven (7) days a week. The toll free number is 1-
800-810-2583. Or you can calt them collect at 1-804-673-1177.

If you need inpatient hospital care, you or someone on your behalf should contact the Claims Administrator for pre-
certification as outlined in the Quick Reference information Chart. Keep in mind, if you need emergency medical care,
go to the nearest hospital. There is no need to call before you receive care.

Please refer to the Health Care Management Program pre-certification provisions in this booklet for further
information. You can learn how to get pre-certification when you need to be admitted to the hospital for emergency
or non-emergency care.

How Claims are Paid with Blue Cross Blue Shield Global Core

in most cases, when you arrange inpatient hospital care with Blue Cross Blue Shield Global Core, claims will be filed
for you. The only amounts that you may need fo pay up front are any co-payment, co-insurance, ar deductible amounts
that may apply.

You will typically need to pay for the following services up front:
1. doctor services
2. inpatient hospital care not arranged through Blue Cross Blue Shield Glabal Core
3. outpatient services

You will need to file a claim form for any payments made up front.

When you need Blue Cross Blue Shield Global Core claim forms, you can get international claims forms in the following
ways:

1. call the Blue Cross Blue Shield Global Core Service Center at the numbers above

2. online at www.bcbseglobalcore.com or MyAmeriBen.com

You will find the address for mailing the claim on the form.
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E. Network Information

You may obtain more information about the providers in the network by contacting the network by phone or by visiting
their website.

Anthem
1-833-835-2714

www.,anthem.com

All locations
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SECTION V-SCHEDULE OF BENEFITS

A. Verification of Eligibility: 1-844-209-0071

Call this number to verify eligibility for Plan benefits before charges are incurred. Please note that oral or written
communications with the Third Party Administrator regarding a plan participant’s or beneficiary’'s eligibility or
coverage under the Plan are not claims for benefits, and the information provided by the Third Party Administrator or
other Plan representative in such communications does not constitute a certification of benefits or a guarantee that
any particular claim will be paid. Benefits are determined by the Plan at the time a formal claim for benefits is
submitted according to the procedures outlined within the Claims and Appeals section of this plan document.

B. Schedule of Benefits

All benefits described in the Schedule of Benefits are subject to the exclusfons and limitations described more fully
herein, including, but not limited to, the Plan Administrator’s determination that care and treatment is medically
necessary; those charges are in accordance with the maximum allowable charge; and that services, supplies, and care
are not experimentat/investigational.

This document is intended to describe the benefits provided under the Plan, but due to the number and wide variety of
different medical procedures and rapid changes in treatment standards, it is impossible to describe all covered charges
and/or exclusions with specificity. If you have questions about specific supplies, treatments, or procedures, please
contact the Plan Administrator as outlined in the Quick Reference Information Chart.

The Plan Administrator retains the right to audit claims to identify treatment(s) that are, or were, not medically
necessary, experimental, investigational, or not in accordance with the maximum allowable charges.

Pre-Certification

The following services must be pre-certified, or reimbursement from the Plan will be reduced:
1. inpatient pre-admission certification and continued stay reviews (all ages, all diagnoses)
a. surgical and non-surgical {excluding routine vaginal or cesarean deliveries)
b. long term acute care facility (LTAC), not custodial care
c. skilled nursing facility/rehabilitation facitity

inpatient mental health/substance use disorder treatment (includes residential treatment facitity
services)

The attending physician does not have to obtain pre-certification from the Plan for prescribing a maternity
length of stay that is forty-eight (48) hours or less for a vaginal delivery or ninety-six (96) hours or less for a
cesarean delivery.

2. inpatient and outpatient surgery, including surgical pain management injections

Pre-certification is not required for office surgeries, all colonoscopies/sigmoidoscopies {screening and
diagnostic), and intra-articular hyaluronic acid injections.

adoptive cell therapy
cardiac catheterization
chemotherapy drugs/infusions and radiation treatments for oncology diagnoses

clinical trial that is conducted in relation to the prevention, detection, or treatment of cancer or other life-
threatening disease or condition

(o WIS | R N VS

This Plan does not cover clinical trials related to other diseases or conditions. Refer to the Medical Benefits
section of this document for a further description and limitations of this benefit.

7. durable medical equipment (DME) in excess of $500 (purchase/rental price)
8. gene therapy

9. genetic/genomic testing {excluding amniocentesis)

10. home health care

11. lung perfusion study
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12. non-emergent air ambulance and chartered air flights
13. outpatient advanced imaging (excluding services rendered in an emergency room setting)

a, computed tomographic (CT) studies

o

coronary CT angiography

. MRI/MRA

d. nuclear cardiology

e. nuclear medicine {including SPECT scans)
f. PET scans

14. outpatient rehabilitation/ habilitation services (physical therapy, occupational therapy, and speech therapy) in
excess of ten {10) visits per calendar year per therapy type

15. specialty infusion/injectable medications over $3,000 per infusion/injection which are covered under the
medical benefits and not obtained through the Prescription Drug Benefits {i.e. provided in an outpatient
facility, physician's office, or home infusion)

Pre-certification is not required for intra-articular hyaluronic acid injections.

16. transplant (other than cornea), including, but not limited to, kidney, liver, heart, lung, pancreas, and bone
marrow replacement to stem cell transfer after high-dose chemotherapy

Services rendered in an emergency room or urgent care setting do not require pre-certification,

Please see the Health Care Management Program section in this document for details.

C. Deductible Amount

Deductibles are dollar amounts that the plan participant must pay before the Plan pays. Before benefits can be paid in
a calendar year, a plan participant must meet the deductible shown in the applicable Schedule of Medical Benefits.

This amount will accrue toward the 100% maximum out-of-pocket limit.

D. Common Accident Deductible

When two (2) or more plan participants who are covered under the same benefit plan are involved in an accident, only
the individual deductible amount will be required to be met before benefits will be paid for covered charges that
directly result from the accident when the following conditions are met:
1. atleast two (2) of the plan participants involved in the accident receive covered charges directly resulting
from the accident
2. the combined allowed amount for all covered charges for all plan participants involved in the accident is equal
to or greater than the individual deductible amount

Claims will be credited to the deductible of the employee during the calendar year in which the accident occurred.

E. Benefit Payment

Each calendar year, benefils will be paid for the covered charges of a plan participant that are in excess of the
deductible, any co-payments, and any amounts paid for the same services. Payment will be made at the rate shown
under the reimbursement rate in the applicable Schedule of Medical Benefits. No benefits will be paid in excess of the

maximum benefit amount or any listed limit of the Plan.

Services rendered may have professional, facility, and other components for which physicians and facilities may bill
separately.

F. Out-of-Pocket Limit

Covered charges are payable at the percentages shown each calendar year until the out-of-pocket {imit shown in the
applicable Schedule of Medical Benefils is reached. Then, covered charges incurred by a plan participant will be
payable at 100% (except for the charges excluded) for the remainder of the calendar year.
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The out-of-pocket limit inctudes applicable amounts paid for deductibles, co-payments, and co-insurance.

G. Diagnosis Related Grouping (DRG)

Diagnosis related grouping (DRG) is a method for reimbursing hospitals for inpatient services, This is when a provider
bills for services that go together in a group, or bundle, instead of the individual services that make up the group
separately. The provider has agreed to a set DRG rate with the network. When a service is rendered, regardless of
what the provider bills, the DRG amount has already been set for that specific group of services. A DRG amount can be
higher or lower than the actual billed charge because it is based on an average cost for the services rendered.

In the case where the DRG amount on an eligible claim is higher than the actual billed charges, the following will
determine how each party's cost sharing will be determined:

1. the Plan will base their portion of the charge on the network allawed amount
2. the plan participant’s portion of the charge will be based on the billed charges

3. the difference in the network allowed amount versus the actual billed charges will be the responsibility of the
Plan

H. Co-Insurance

For covered charges incurred with a network provider, the Plan pays a specified percentage of the negotiated rate.
This percentage varies, depending on the type of covered charge, and is specified in the applicable Schedule of Medical
Benefits. You are responsible for the difference between the percentage the Plan pays and 100% of the negotiated
rate.

For cavered charges incurred with a non-network provider, the Plan pays a specified percentage of covered charges at
the maximum allowable charge. In those circumstances, you are responsible for the difference between the
percentage the Plan pays and 100% of the billed amount, unless your claim is a surprise billing claim.

These amounts for which you are responsible are known as co-insurance. Unless noted otherwise in the Special
Comments column of the applicable Schedule of Medical Benefits, your co-insurance applies towards satisfaction of the
out-of-pocket limit.

I. Co-Payments

In certain cases, instead of paying co-insurance, you must pay a specific dotlar amaount, as specified in the applicable
Schedule of Medical Benefits. This amount far which you are responsible is known as a co-payment and is typically
payable to the health care provider at the time services or supplies are rendered.

Unless otherwise stated in the applicable Schedule of Medical Benefits, ca-payments are applied per provider per day.

Unless noted otherwise in the Special Comments column of the applicable Schedule of Medical Benefits, your co-
payments apply toward satisfaction of the out-of-pocket limit.

J. Balance Bill

The balance bill refers to the amount you may be charged for the difference between a non-network provider’s billed
charges and the allfowabie charge.

Network providers will accept the allowable charge for covered charges. They will not charge you far the difference
between their billed charges and the allowable charge.

Non-network providers have no obligation to accept the allowable charge. You are responsible to pay a non-network
provider’s billed charges, even though reimbursement is based on the atlowable charge. Depending on what billing
arrangements you make with a non-network pravider, the provider may charge you for full billed charges at the time of
service or seek to halance bill you for the difference between billed charges and the amount that is reimbursed on a
claim,

Any amounts paid for balance bills do not count toward the deductible, co-insurance, or out-of-pocket limit.

Refer to the Consolidated Appropriations Act of 2021 and Transparency in Coverage Regulations section for
additional provisions pertaining to halance billing/surprise billing.
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Refer to the Prescription Drug Benefits section of this plan document for additional information on prescription drug
coverage.
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SECTION VI-MEDICAL BENEFITS

Medical benefits apply when covered charges are incurred for care of an injury or iltness while a plan participant is
covered for these benefits under the Plan.

A. Covered Medical Charges

Covered charges are the maximum allowable charges that are incurred for the following items of service and supply.
These charges are subject to the benefit limits, exclusions, and other provisions of this Plan. A charge is incurred on
the date that the service or supply is performed or furnished.

1.
i.
3.

11.

12.
13,

14.

13.

3D Mammaogram.
Accidental Injuries. Services and supplies to treat accidental injuries.

Adoptive Cell Therapy/Gene Therapy. For FDA approved adoptive cell therapy along with associated services
and supplies. Pre-certification is required. Refer to the Travel Expenses provision in the Covered Medical
Charges for applicable travel benefits.

Advanced Imaging. Charges for advanced imaging, including Computed Tomographic {CT) studies, Coronary CT
angiography, MRI/MRA, nuclear cardiology, nuclear medicine (including SPECT scans), and PET scans. Charges
include the readings of these medical tests/scans. Pre-certification is required. Covered charges will be
payable as shown in the applicable Schedule of Medical Benefits.

Allergy Services. Charges for allergy testing and the cost of the resultant serum preparation (antigen) and its
administration, when rendered by a physician or in the physician’s office.

Ambulance. Benefits will be provided for licensed ground and air ambulance services used to transport you
from the place where you are injured or stricken by iliness, or for inter-facility transport, as deemed medically
necessary, to the nearest accredited general hospital with adequate facilities for treatment. Charges for
services requested for a Llicensed ground or air ambulance service, when the patient is not transported, will not
be covered by the Plan. Services for chartered flights will be covered by the Plan. Pre-certification is
required for chartered air flights and non-emergent air ambulance.

Anesthetics. Includes anesthetic, oxygen, intravenous injections/solutions, and the administration of these
items.

Attention Deficit Disorders and Attention Deficit Hyperactivity Disorders (ADD/ADHD).
Blood. Non-replaced blood, blood plasma, blood derivatives, and their administration and processing.

. Cardiac Rehabilitation. Cardiac rehabilitation as deemed medically necessary, provided services are rendered

in a medicat care facility as defined by this Plan.

Chemotherapy/Radiation. Radiation or chemotherapy and treatment with radicactive substances, including
materials and services of technicians for applicable diagnoses. Pre-certification is required.

Chiropractic. Refer to the applicable Schedule of Medical Benefits for any limitations that may apply.

Circumcision, Circumcision for newborns from birth to six (6) months. After six {6) months, only medically
necessary circumcisions will be covered.

Clinical Trials. This Plan will cover routine patient costs for a qualified individual participating in an approved
clinical trial that is conducted in connection with the prevention, detection, or treatment of cancer or other
life-threatening disease or condition and is federally funded through a variety of entities or departments of
the federal government, is conducted in connection with an investigational new drug application reviewed by
the Food and Drug Administration, or is exemptfrom investigaticnal new drug application requirements, Refer
to the Medical Plan Exclusions subsection for a further description and limitations of this benefit. Pre-
certification is required.

Convalescent Nursing Home Benefit. Charges for room and board and nursing care are payable as shown in the
applicable Schedule of Medical Benefits. Benefits for a private or single room are limited to the charge for a
semi-private room in the facility, Custodial care is not a covered expense.

Benefits are only payable for a confinement that:

a. begins within fifteen (15) days of discharge from a hospital or prior convalescent nursing home
confinement of at least three {3) consecutive days
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b. is necessary faor care of the same injury or sickness which caused the prior confinement

¢. occurs while the plan participant is under the care of a qualified physician who ordered the
confinement

Dental Injuries, Injury to or care of the mouth, teeth, gums, and alveolar processes will be covered charges
under this Plan only if that care is completed within twelve {12) months following the injury and is for the
following oral surgical procedures:

a. emergency repair due to injury
h. surgery needed to correct accidental injuries to the jaws, cheeks, lips, tongue, floor, and roof of the
mauth

NOTE: No charge will be covered under this Plan for dental and oral surgical procedures involving orthadontic
care of teeth, periodontal disease, and preparing the mouth for fitting of or continued use of dentures.
Diabetic Education. Services and supplies used in otitpatient diabetes self-management programs are covered
under this Plan when they are provided by a physician. This is different from nutritional counseling /nutritional
therapy.
Diabetic. Insulin, lancets, calibration liquid, insulin needles, and other diabetic supplies when prescribed by a
physician. Diabetic supplies are covered under both the medical and pharmacy benefits of this Plan.
Visit https://www.irs.gov/pub/irs-drop/n-19-45.pdf for a current listing of diabetic supplies related
preventive care benefits,

Diagnostic Testing,

Dialysis. If you are diagnosed with a condition requiring dialysis, you may be able to enroll in Medicare. Upon
beginning dialysis treatments, Medicare, if applicable, will coordinate benefits with the Plan as the secondary
payer for months four (4) through thirty-three (33) of the coordination period while you are receiving dialysis
treatments. The Plan will not enroll you in Medicare; it is your decision and your respansibility to enroll in
Medicare, if applicable.

Durable Medical Equipment (DME). Rental of durable medical equipment (DME) if deemed medically
necessary. The total rental fee for durable medical equipment will not exceed the purchase price of the
equipment. If the purchase price is not available, rental is allowed for the lifetime of the equipment. Repair of
DME is not covered. Delivery, set-up, and education charges pertaining to DME are covered.

Pre-certification is required when the purchase and/or rental price is expected to exceed $500.

Replacement of purchased equipment if either:
a. the replacement is needed because of a change in your physical condition
b. it is likely to cost less to replace the item than to repair the existing item or rent a similar item

The following items will be considered under the DME benefit:

a. Diabetic Equipment, Includes insulin pumps and related supplies, continuous blood glucose monitors
and related supplies, and glucometers. For additional diabetic supplies, refer to the applicable
Schedule of Medical Benefits or refer to the Prescription Drug Benefits section of this Plan.

Visit https://www.irs.gov/pub/irs-drop/n-19-45.pdf for a current listing of diabetic equipment and
supplies related preventive care benefits.
b. Oxygen. Oxygen and its administration, including oxygen concentrators. Oxygen concentrators are not
subject to purchase price reguirements.
Family History. Charges related to services provided with a diagnosis of family history, including as covered
under applicable federal law.

Foot Care. Treatment for metabolic or peripheral-vascular disease, plantar fasciitis, neuromas, nail bed
removal, or cutting/surgical procedures when medically necessary and not otherwise excluded.

Genetic/Genomic Testing and Counseling, Genetic and genomic testing to identify the potential for, or
existence of, a medical condition and/or to examine abnormalities in groups of genes to aid in desighing
specific treatment options for an individual’s condition, such as cancer. Pre-certification is required.

Refer to the Federal Notices section for the statement of rights under the Genetic Information
Nondiscrimination Act of 2008 {GINA).
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Hearing Aids and Implantable Hearing Devices. Charges for services, supplies, and hearing exams in
connection with hearing aids and implantable hearing devices, including, but nat limited to, cochlear implants
and exams for their fitting. Batterfes for related hearing devices are excluded, Benefits include aural therapy
in connection with covered implantable hearing devices and apply to the Speech Therapy benefit level. See the
Speech Therapy benefit in the applicable Schedule of Medical Benefits subsection for any applicable benefit
maximum.

Hearing Exams. Charges for routine and diagnostic hearing exams.

Home Health Care. Charges for home health care services and supplies are covered only for care and
treatment of an illness or injury when haspital or skilled nursing facility confinement would otherwise be
required. The diagnosis, care, and treatment must be certified by the attending physician and be contained in
a home health care plan. A home health care visit will be considered a periodic visit by a physician acting
within the scope of their license and/or as defined under home health care services.

Covered charges will be payable as shown in the applicabte Schedule of Medical Benefits. Pre-certification is
required.

Home Infusion Therapy.

Home Visits. When a provider visits the home for covered services, commonly known as a ‘house call.” This is
separate from home health care and therapy done in the home.

Hospice Care. Hospice care services and supplies for plan participants. Services must be rendered by a state-
licensed hospice care agency and included in a written hospice care plan established and periadically reviewed
by the attending physician. The physician must certify the plan participant is terminally ilf and that hospital
confinement would be required in the absence of the hospice care. The haspice care plan shall also describe
the services and supplies for palliative care and medically necessary treatment to be provided ta the plan
participant by the hospice care agency. Benefits are provided for:

a. medical supplies
b. visits by a physician

c. bereavement counseling services for the hospice patient’s immediate family (covered spouse and/or
other covered dependents)

A licensed pastoral counselor will be considered a covered provider for purposes of bereavement
counseling, subject to all other Plan provisions.

Covered charges will be payable as shown in the applicable Schedule of Medical Benefits.

Hospital Care. The medical services and supplies furnished by a hospital, ambulatory surgical facility, ar a
birthing center. Covered charges for room and board will be payable as shown in the applicable Schedule of
Medical Benefits. Pre-certification is required for inpatient admissions.

a. Room and board charges made by a hospital having only private rooms will be paid at the semi-private
room rate when such semi-private room rate is available, unless necessary due to a sickness ar injury
or in the case that the hospital has private or single-bed rooms only.

b. Charges for an intensive care unit stay do not apply to the semi-private room rate.

¢. Services for general anesthesia and related hospital ar ambulatary surgical center services are covered
for dental procedures if medically necessary and if any of the following conditions apply:

i. They are a plan participant

fi. The plan participant is disabled physically or developmentally and has a dental condition that
cannot be safely and effectively treated in a dental office.

iii. The plan participant has a medical condition besides the dental condition needing treatment
that the attending provider finds would create an undue medical risk if the treatment were not
done in a hospital or ambulatory surgical center.

This benefit does not cover the dentist’s services.
Infertility. Services include office visits and initial diagnostic testing.
Labaratory Studies. Covered charges for diagnostic lab testing and services.

34. Lenses. The initial purchase of eyeglasses, contact lenses, or intraocular lenses for the following conditions:
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following cataract surgery

IS

damaged lens due to eye tfrauma
congenital cataract

congenital aphakia

lens subluxation/displacement

anisometropia of two (2) diopters or greater, and uncorrectable vision with the use of glasses or
contacts

g. replacementof a previously implanted, medically necessary intraocular lens due to anatomical change,
inflammatory response, or mechanical failure

DN

A clear lens extraction intraocular lens implant for the correction of refractive error is not considered
medically necessary. Intraocular lenses used to correct presbyopia and astigmatism are not considered

medically necessary.
Refer to the applicable Schedule of Medical Benefits for any limitations that may apply.

Mastectomy Bras and Camisoles. Mastectomy bra and camisole purchases will be limited to two (2) total items
per plan participant per calendar year.

Maternity. Pregnancy and complications of pregnancy shall be covered as any other iliness for the employee or
spouse. Benefits include pre-and past-natal care, obstetrical delivery, caesarean section, miscarriage, and
complications resulting from the pregnancy. Charges for a planned home birth will be considered a covered

benefit.

NOTE: Breastfeeding support, counseling, maintenance, breast milk storage supplies, pump parts, and other
supplies are also available without cost sharing when services are received from a network or non-network

pravider.

The care and treatment of pregnancy for a dependent child is limited to certain preventive care services.
Pregnancy tests are not considered preventive care even when performed in conjunction with covered birth
control services. Visit https://www.healthcare.gov/coverage /preventive-care-benefits/ or
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation -topics/uspstf-a-and-b-
recommendations for a current listing of required pregnancy related preventive care benefits.

Delivery and hospitalization stay may be subject to pre-certification if over the standards set forth in the
Newhorns' and Mothers’ Health Protection Act. Refer to the Federal Notices section for the statement of
rights under the Newborns’ and Mothers’ Health Protection Act for certain protections mothers and newborns

have regarding hospital stays.

Medical Foods. Medical foods are considered a covered charge if intravenous therapy (IV) or tube feedings are
medically necessary. Medicat foods taken orally are not covered under the Plan, except for PKU formula when
medically necessary.

Medical Supplies. Charges for surgical dressings, splints, casts, and other devices used in the reduction of
fractures and dislocations. Also included are supplies and dressings when medically necessary for surgical
wounds, cancer, burns, diabetic ulcers, colostomy bags and catheters, ostomy supplies, and surgical and
orthopedic braces, unless covered under the Prescription Drug Benefits section. Jobst/compression stockings

are limited to two (2) pair or four {4) units.

Mental Disorders and Substance Use Disorder. Coverage for mental health treatments are considered the
same as benefits provided for other medical conditions. Inpatient and outpatient treatment for mental
disorders, including counseling done in a group setting and family counseling when hilled with a covered
diagnosis, will be eligible when rendered by a licensed psychiatrist or licensed psychologist or when rendered
by a physician as defined. Includes applied behavioral analysis (ABA) therapy, psychiatric day treatment,
residential treatment, partial hospitalization, and intensive outpatient programs. Covered charges will be
payable as shown in the applicable Schedule of Medical Benefits.

Pre-certification is required for inpatient admissions.

Refer to the Federal Notices section for the statement of rights under the Mental Health Parity and Addiction
Equity Act of 2008.

Midwife Services. Benefits far midwife services performed by a certified nurse midwife (CNM) who is licensed

as such and acting within the scape of their license. This Plan will not provide benefits for lay midwives or
other individuals who become midwives by virtue of their experience in performing deliveries,

34



41,

42,

43,
44,

45,

46.
47.

48,

Att to Response 24
63 of 198

National Health Emergency. In the event of a declared National Health Emergency, the Plan will offer
coverage as mandated for the condition(s) as outlined in the National Health emergency, as required by federal
regulation. This provision shall override any potentially conflicting, specific exclusions, defined terms, or other
Plan provisions as necessary to provide, and limited to, any mandated services as outlined in the public health
emergency, and corresponding regulation(s). Such coverage shall remain in effect until the public health
emergency, as declared by the governing federal agency, has ended.

Neuropsychological Testing. Tests used to evaluate patients who have experienced a traumatic brain injury,
brain damage, or organic neurological problems (e.g., dementia}. May also be used to evaluate the progress of
a patient who has undergone treatment or rehabilitation for a neurological injury or iliness.

Nutritional Counseling/Nutritional Therapy.

Obesity/Morbid Obesity. Charges for the care and treatment of morbid obesity. Includes charges for bariatric
surgery, such as gastric bypass, stapling and intestinal bypass, and lap band surgery. Reversals of obesity
surgical services are covered.

Oral Surgery. Care of the mouth, teeth, gums, and alveolar processes will be a covered charge under this Plan
only if that care is for the following oral surgical procedures:

a. excision of unerupted, impacted teeth

b. excision of tumors and cysts of the jaw, cheeks, lips, tongue, roof, and floor of the mouth when
pathological examination is required

incision and drainage of an ahscess or cyst

d. charges for hospital confinement or treatment in a free-standing surgical center for dental treatment,
which must be documented by a letter of necessity from the attending gualified practitioner or dentist
for the claim to be considered

e. charges for the extraction of seven {7} or more teeth at the same time
repair of or initial replacement of natural teeth damaged due to injury

To be a covered expense under the Plan, the replacement expense must be incurred within one (1)
year of the injury. Damage resulting from biting or chewing will not be considered an injury.

g. removal of impacted teeth

NOTE: No charge will be covered under this Plan for dental and oral surgical procedures involving orthodontic
care of teeth, periodontal disease, and preparing the mouth for fitting of or continued use of dentures.

Orthognathic Surgery/LeFort Procedures. Surgery to correct malposition in the bones of the jaw.

Orthotic Appliances. The initial purchase, fitting, and repair of orthotic appliances such as braces, splints,
cranial helmets, or other appliances which are required for support for an injured or deformed part of the body
as a result of a disabling congenital condition or an injury or iliness. Benefits for repair or replacement of an
orthotic appliance due to normal use, adolescent growth, or pathological changes will be provided.

Physician Care. The professional services of a physician for medical services. If an assistant surgeon is
required, the assistant surgeon’s covered charge will not exceed the surgeon’s maximum atlowable charge.

Charges for multiple surgical procedures will be a covered charge subject to the following provisions:

a. If bilateral or multiple surgical procedures are performed by one {1) surgeon, benefits will be
determined based on the maximum aflowable charge that is allowed for the primary procedures; the
maximum allowable charge will be allowed for each additional procedure performed through the same
incision. Any procedure that would not be an integral part of the primary procedure or is unrelated to
the diagnosis will be considered incidental, and no benefits will be provided for such procedures.

b. If multiple unrelated surgical procedures are performed by two (2) or more surgeons on separate
operative fields, benefits will be based on the maximum allowable charge for each surgeon’s primary
procedure. If two (2) or more surgeons perform a procedure that is normally performed by one (1)
surgeon, benefits for all surgeons will not exceed the maximum allowable charge allowed for that
procedure.

c. [fa co-surgeon is required, meaning skills of both surgeons are necessary to perform distinct parts of a
specific operative procedure, payment is based for each physician on dividing the payment equally
between the two (2) surgeons. Surgeries performed by co-surgeons that have the same specialty are
not covered under the Plan, unless medically necessary.
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49, Pre-Admission Testing. Includes diagnostic [abs, x-rays, and EKGs that you obtain on an ouipatient basis prior
to your scheduled admission to the hospital. You should make sure your hospital will accept the results of

these tests.
50. Preventive Care. Benefits will be provided for preventive care, including, but not limited to:

51.

52.

LS I R B = B

Adult Physical Examination, Well-Baby, and Well-Child Examinations.

Colorectal Cancer Screening.

Contraceptives. Injections, implants, devices, and associated physician charges are covered under the
medical benefits of this Plan. Self-administered contraceptives are covered under the Prescription Drug

Benefits.

Gynecological Exam.

Mammogram.

Pap Smear.

Prostate Specific Antigen Test.

Immunizations. Pediatric and adult preventive vaccinations, inoculations, and immunizations, as
recommended by the Centers for Disease Control and Prevention (CDC), including, but not limited to:

i. HPV Vaccine,
ii. Influenza Vaccine.

iii. Shingles Vaccine.

The Plan contributes to at least one (1) state-funded vaccination program, which covers the provider's
costs associated with immunization serum for eligible, minor children up to the age of nineteen {19).
Should a provider bill a vaccine charge for a child who is covered by that state’s immunization
program, regardless of their eligibility under the Plan, the Plan will consider its financial obligation of
that claim satisfied through its contribution to the state funded immunization program and will not
remit payment for that claim, except as may be required by applicable federal law. The administration
of immunizations is covered.

Preventive Lab and X-Ray. Screening and wellness laboratory and x-ray services related to routine
examinations.

Sterilization. Services for tubal ligation or other voluntary sterilization procedures for female plan
participants.

Tobacco Cessation. Education, counseling, and behavioral intervention services provided by a
physician for smoking/vaping cessation up to two (2) attempts per calendar year, consisting of four (4)
visits lasting ten {10) minutes each.

NOTE: Additional preventive care shall be covered as required by applicable law if provided by a network
provider. A current listing of required preventive care can be accessed at the following websites:

a.
b.

c.
d.

https://www.healthcare.gov/coverage/preventive-care-benefits/

https://www.uspreventiveservicestaskforce.org/uspstf/recommendation -topics/uspstf-a-and-b-
recommendations

https://www.irs.gov/pub/firs-drop/n-04-23.pdf

https;//www.irs.gov/pub/irs-drop/n-19-45.pdf

Private Duty Nursing. Charges in connection with care, treatment, and services of a private duty nurse. Refer
to the applicable Schedule of Medical Benefits for any limitations that may apply.

Prosthetic Devices. The initial purchase of artificial limbs, eyes, and breast prostheses, including service and
repair of an artificial limb, eye, or breast prosthesis, and replacement when the attending physician indicates
medical necessity due to a change in the body condition, and the artificial limb or eye cannot be repaired or

made serviceable.
The following devices will be considered under the prosthetic benefit:

a.

Sleep Apnea Oral Devices.

h. TMJ Oral Devices.
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53. Reconstructive Surgery. Reconstructive surgery expenses are covered in the following circumstances:

a. when needed to correct damage caused by a birth defect resulting in the malformation or absence of a
body part

b. to correct damage caused by an accidental injury
c. for breast reconstruction following a total or partial mastectomy, as follows:
i. reconstruction of the breast an which the mastectomy has been performed
ii. surgery and reconstruction of the other breast to produce a symmetrical appearance

iti. prosthesis and treatment of physical complications of all stages of mastectomy, including
lymphedemas

All other reconstructive surgeries will be covered under the Plan when medically necessary, except as
otherwise excluded herein.

Refer to the Federal Notices section for the statement of rights to surgery and prostheses following a covered
mastectomy under the Women’s Health and Cancer Rights Act of 1998 (WHCRA).

54, Routine Newborn Care. Routine well-baby care is care while the newborn is hospital-confined after birth and
includes room and board and other normal care for which a hospital makes a charge.

This coverage is only provided if the newborn child is an eligible dependent and a parent either:
a. is a plan participant who was covered under the Plan at the time of the birth

b. enrolls {as well as the newborn child if required) in accordance with the Special Enrollment Periods
provisions with coverage effective as of the date of birth

The benefit is limited to allowable charges for well-baby care after birth while the newborn child is hospital
confined as a result of the child’s birth.

55, School and Sports Physicals. A health examination required for school admissions, including sports physicals.
Refer to the applicable Schedule of Medical Benefits for any limitations that may apply.

56, Second Surgical Opinion. If your doctor recommends surgery or other medical treatment, it is often in your
best interest to obtain a second opinion with a specialist regarding the necessity of the procedure. In many
cases an alternative method of reatment is available that would save yourself the discomfort of surgery or
other medical treatment as well as the time and extra expenses.

57, Skilted Nursing Facility. The room and board and nursing care furnished by a skilled nursing facitity will be
payable if and when:

a. The patientis confined as a bed patient in the facility.

b. The attending physician certifies that the confinement is needed for further care of the condition that
caused the hospital confinement.

c. The attending physician completes a treatment plan which includes a diagnosis, the proposed course of
treatment, and the projected date of discharge from the skilted nursing facility.

Pre-certification is required for inpatient admissions. Covered charges will be payable as shown in the
applicable Schedule of Medical Benefits.

58. Sleep Disorders/Sleep Studies. Care and weatment for sleep disorders, including sleep studies performed in
the home.

59, Sterilization. Services for vasectomy or other voluntary sterilization procedures for male plan participants.
Female sterilization and family planning counseling s covered under the Preventive Care provision of this Plan.
The Plan does not cover the reversal of voluntary sterilization procedures, including related follow-up care.

60. Surgery. Benefits for the treatment of ilinesses and injuries, including fractures and dislocations, are covered
for the surgeon, assistant surgeon, anesthesiologist, and surgical supplies. Pre-certification is required for
outpatient surgical procedures (other than office surgeries, cotonoscopies, sigmoidoscopies, and intra-articular
hyaluronic acid injections).

61. Temporomandibular Joint Syndrome (TMJ). Benefits for medical or dental services for treatment of
temporomandibular joint disorders.

62. Therapy Services. Services include the following therapy types rendered on an inpatient or outpatient basis:
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a. Physical Therapy. Benefits include aquatic therapy.

b. Occupational Therapy.
c. Speech Therapy. Benefits include aural therapy following a covered implantable hearing device.

Therapy in the home applies to the outpatient Therapy Services maximum unless rendered as part of a home
health care plan. Pre-certification is required for outpatient rehabilitation/ hobititation services (physical

therapy, occupational therapy, and speech therapy) in excess of ten (10) visits per calendar year per therapy
type.

Rehabilitation Services. The Plan covers rehabilitation services to help a plan participant achieve a previous
level of functon, independence, and quality of life. Maintenance therapy is not covered for

habilitative/ rehabilitative services.

Habilitation Services. The Plan covers habilitation services that help a plan participant learn to improve skills
and functions for daily living that they may not be developing as expected for their age range.

Transplants. Under the Transplant benefit, the Plan reimburses you for covered services and supplies that are
limited to the following criteria:

a. pre-certification must be obtained
b. the recipient is a participant under the Plan

Whether the donar of an argan or tissue is, or is not, a plan participant, the donor's hospital, surgical,
and medical expenses will be eligible on the basis of a claim made by the plan participant.

the transplant procedure is not experimental/investigational in nature

medical and surgical treatment or devices must be approved by the U.S. Food and Drug Administration
{FDA)

e. donated human organs or tissue
f. medically necessary human organ and tissue transplants

The Plan reserves the right to make final judgment regarding coverage of experimental, investigational, and
unproven procedures and treatments. Medically necessary means those transplant-related services which are
determined by the Plan to be medically appropriate for the diagnosis and clinical status of the plan
participants and their dependents, rendered in an appropriate setting, and of demonstrated medical value.
The fact that a physician has performed or prescribed a transplant-related service, or the fact that it may be
the only treatment for a disease, does not mean that is medically necessary.

Benefits include organ acquisition charges and tissue typing donor search charges.
Benefits are available for donors, limited to organ procurement surgery and paost-transplant follow-up care.

Transplant-related services and supplies are covered up to one (1) year following the transplant when they are
related to transplantation, recommended by a physician, provided at or arranged by a transplant hospital, and
determined to be medically necessary. Such services and supplies include but are not limited to hespital
charges, physician charges, and ancillary services.

Refer to the Travel Expenses provision in the Covered Medical Charges for applicable travel benefits.

Travel Expenses. Covered travel and lodging expenses are only covered for services related to transplants and
adoptive cell therapy.

Eligible expenses for travel, lodging, and meals up to a combined maximum of $10,000 for the plan participant
(while not a hospital inpatient) and companion(s) who are traveling on the same day(s) to and/or from the site
of treatment for the purposes of an evaluation, the procedure, and/or necessary post-discharge follow-up.
Benefits are paid at a per diem (per day) rate of up to $50 per day for the plan participant or up to $100 per
day for the plan participant plus companion(s). If the plan participant is an enrolled dependent and minor
child, the transportation expenses of companions will be covered and lodging expenses will be reimbursed at a

per diem rate up to $100 per day.

Travel and lodging expenses are only available if the plan participant and/or the donor lives more than fifty
(50) miles from the designated network facility. These benefits will be reimbursed upon the submission to the
Plan of dated receipts showing the service provided, the cost of the service, and the name, address, and phone
number of the service provider. Refer to the Claims and Appeals section for instructions on how to submit a
claim for reimbursement. The listed expenses must be incurred within five (5) days prior to the procedure and
one hundred twenty (120) days after the procedure. Applicable travel expenses will also be covered during the
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transplant evaluation pericd. The Plan Administrator reserves the right not to reimburse any such expenses
that it, in its sole discretion, deems inappropriate, excessive, or not in keeping with the intent of this
provision. Examples of eligible travel expenses may include airfare (at coach rate), taxi or ground
transportation, or mileage reimbursement at the IRS rate for the most direct route between the plan
participant’s home and the designated network facility. Refer to the Medical Plan Exclusions subsection for a
further description and limitations of eligible travel expenses for reimbursement.

Virtual Visits. Services rendered telephonically or electronically, performed by providers other than the Plan's
telemedicine vendor, when performed for otherwise covered services.

Vision Services. Benefits are available for vision examinations, including refraction and contact lens fitting,
when performed in conjunction with a medical diagnosis.

Wigs., Covered charges will be payable as shown in the applicable Schedule of Medical Benefits.

X-Rays. Diagnostic x-rays.

39



Att to Response 24
68 of 198

B. Medical Plan Exclusions

The following list is intended to give you a general description of expenses for services and suppties that are not
covered by the Plan. Items that are not listed as excluded may be considered based on medical necessity, standard of
care, and medical appropriateness. This list is not exhaustive.

NOTE: Atl exclusions related to prescription drugs are shown in the Prescription Drug Benefits section.

1.

Nowmos

1.

12.

13.
14.

15.
16.

Abortion. Services, supplies, care, treatment, or drugs in connection with an abortion unless the life of the
mother is endangered by the continued pregnancy. Complications from a non-covered abortion are covered.
The abortion pill is covered.

Alternative Medicine. Charges for the following, including related drugs, are excluded under this Plan: holistic
or homeopathic treatment, naturopathic services, thermography, acupuncture, acupressure, aromatherapy,
hypnotism, massage therapy, rolfing {holistic tissue massage), art therapy, music therapy, dance therapy,
horseback therapy, mechanotherapy, and other forms of alternative treatment as defined by the National
Center for Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health.

Armed Forces. Services or supplies furnished, paid for, or for which benefits are provided or required by
reason of past or present service of any plan participant in the armed forces of a government.

Athletic Training.

Biofeedback.

Chelation Therapy. Except for lead poisoning.

Clinical Trials. The following items are excluded from approved clinical trial coverage under this Plan:

a. the investigational item, device, or service, itself

b. items and services that are provided solely to satisfy data collection and analysis needs and are not
used in the direct clinical management of the patient

c. a service that is clearly inconsistent with widely accepted and established standards of care for a
particutar diagnosis

If one (1) or mare participating providers do participate in the approved clinical trial, the qualified plan
participant must participate in the approved clinical trial through a participating network provider, if the
provider will accept the plan participant into the trial.

The Plan does not cover routine patient care services that are provided outside of this Plan’s health care
provider network unless non-network benefits are otherwise provided under this Plan.

Complications from a Non-Covered Service. Care, services, or treatment required as a result of complications
from a treatment not covered under the Plan. Complications from a non-caovered abortion and dependent

daughter pregnancy/births are covered.
Cord Blood. Harvesting and storage of umbilical cord blood.

. Cosmetic. Cosmetic or reconstructive procedures and attendant hospitalization, except for newborn children

or due to trauma or disease, done for aesthetic purposes and not to restore an impaired function of the body.
Cosmetic procedures will not be covered regardless of the fact that the lack of correction causes emotional or
psychological effects. Complications or subsequent surgery related in any way to any previous cosmetic
procedure shall not be covered, regardless of medical necessity.

Counseling. Benefits for counseling in the absence of illness or injury, including, but not limited to, premarital
or maritat counseling; education, social, behavioral, or recreational therapy; sex or interpersonal relationship
counseling; or counseling provided by plan participant’s friends, employer, school counselor, or schoolteacher.

Court-Ordered Treatment. Any treatment of a plan participant in a public or private institution as the result
of a court order or commitment.

Custodial Care. Services or supplies provided mainly as a rest cure, maintenance, or custodial care.

Dental Care. Normal dental care benefits, including any dental, gum treatments, or oral surgery except as
otherwise specifically provided herein.

Diabetic Shoes.

Educational or Vocational Testing, Services for educational or vocational testing or training. Educational
services such as asthma self-management education and Lamaze, except as listed herein.
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Error. Any charge for care, supplies, treatment, and/or services that are required to treat injuries that are
sustained, or an illness that is contracted, including infections and complications, while the plan participant
was under, and due to, the care of a provider wherein such iliness, injury, infection, or complication is not
reasonably expected to occur. This exclusion will apply to expenses directly or indirectly resulting from the
circumstances of the course of treatment that, in the opinion of the Plan Administrator, in its sole discretion,
unreasonably gave rise to the expense.

Examinations, Any health examination required by any law of a government to secure insurance or professional
or other licenses, except as required under applicable federal law.

Excess Charges. Any charge for care, supplies, treatment, and/or services that are not payable under the Plan
due to application of any Plan maximum or limit, charges which are in excess of the maximum allowable
charge, or services not deemed to be reasonable or medically necessary, based upon the Plan Administrator’s
determination as set forth by and within the terms of this document.

Exercise Programs. Exercise programs for treatment of any condition, except for physician supervised cardiac
rehabilitation, occupational, or physical therapy, if covered by this Plan.

Experimental/lnvestigational. Care and treatment that is experimental/investigational. This exclusion shall
not apply if the charge is for routine patient care for costs incurred by a qualified individual who is a
participant in an approved clinical trial. Charges will be covered only to the extent specifically set forth in this
ptan document.

Foot Care. Services for routine, palliative, or cosmetic foot care including flat foot conditions, supportive
devices for the foot (orthotics), treatment of subluxation of the foot, care of corns, bunions (except capsular
or bone surgery), callouses, toenails, fallen arches, weak feet, chronic foot strain, or symptomatic complaints
of the feet.

Foot Orthotics. Custom molded or non-custom molded orthotics are not covered under the Plan.

Foreign Travel. Expenses for planned and/or routine services received or supplies purchased outside the
United States, including those rendered on a cruise ship, are excluded under this Plan. Services in the case of a
medical emergency or provided through the Global Core Program are a covered charge.

Gender,

Government Coverage. Care, treatment, or supplies furnished by a program or agency funded by any
government, except as stated herein. This exclusion does not apply to Medicaid, a Veteran’s Administration
facility, or when otherwise prohibited by applicable law. If a plan parficipant receives services in a U.S.
Department of Veterans Affairs Hospital or Military Medical Facility on account of a military service -related
illness or injury, benefits are not covered by this Plan. If a plan participant receives servicesin a U.5.
Department of Veterans Affairs Hospital or Military Medical Facility on account of any other condition that is
not a military service-related illness or injury, benefits are covered by the Plan to the extent those services
are medically necessary and the charges are within this Plan’s maximum allowable charge.

Growth Hormones. Growth hormones are covered through the Prescription Drug Benefits program. Please refer
to the section entitled Prescription Drug Benefits.

Gynecomastia. Any treatment of enlargement of the breast tissue in males.

Hair Loss. Care and treatment for hair loss including wigs, hair transplants, or any drug that promises hair
growth, whether or not prescribed by a physician, except for wigs as shown in the applicable Schedule of
Medical Benefits.

Hospice Care. Services for spiritual counseling; services performed by a family member or volunteer workers,
homemaker, or housekeeping services; food services (such as Meals on Wheels); legal and financial counseling
services; respite care; and services or supplies not included in the hospice care plan or not specifically set
forth as a hospice benefit.

Hospital Employees. Professional services billed by a physician or nurse who is an employee of a hospital or
skilled nursing facility and paid by the hospital or facilily for the service.

Hospital Services. Hospital services when hospitalization is primarily for diagnostic testing /studies or physical
therapy when such procedures could have been done adequately and safely on an outpatient basis.

Hyperhidrosis, Any treatment of excessive sweating.

immediate Family Member. Any charge for care, supplies, treatment, and/or services that are rendered by a
provider who is related to the plan participant by blood or marriage or who ordinarily dwells in the plan
participant’s household.
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Immunizations. Immunizations and vaccinations for the purpose of travel outside of the United States.

Impotence, Care, treatment, services, supplies, or medication in connection with treatment for impotence,
unless considered organic in nature.

Infertility. Care, supplies, services, and treatment for infertility, including, but not limited to, artificial
insemination, in vitro fertilization, or any assisted reproductive technology (ART) procedure, except for
diagnostic services rendered for infertility evaluation.

Long Term Care,

Maternity. Care and treatment of pregnancy for a dependent daughter only (please refer to Covered Medical
Charges, Maternity, for further information). Charges for services related to surrogate pregnancy.

Medicare. Any charge for benefits that are provided, or which would have been provided had the plan
participant enrolled, applied for, or maintained eligibility for such care and service benefits, under Title XVIII
of the Federal Social Security Act of 1965 (Medicare), including any amendments thereto, or under any federal
law or regulation, except as provided in the sections entitled Coordination of Benefits and Medicare.

Milieu Therapy. A treatment program based on manipulation of the plan participant’s environment for their
benefit.

Negligence. Care and treatment of an injury or illness that results from activity where the plan participant is
found by a court of competent jurisdiction and/or a jury of their peers to have been negligent in their actions,
as negligence is defined by the jurisdiction where the activity occurred.

No Charge. Care and treatment for which there would not have been a charge if no coverage had been in
force.

No Legal Obligation. Any charge for care, supplies, treatment, and/or services that are provided to a plan

participant for which the provider of a service customarily makes no direct charge, for which the plan
participant is not legally obligated to pay, or for which no charges would be made in the absence of this
coverage, including, but not limited to, fees, care, supplies, or services for which a person, company, or any
other entity except the plan participant or this benefit Plan, may be liable for necessitating the fees, care,
supplies, or services.

No Physician Recommendation. Care, treatment, services, or supplies not recammended and approved by a
physician. Treatment, services, or supplies when the plan participant is not under the regular care of a
physician. Regular care means ongoing medical supervision or treatment which is appropriate care for the
injury or iliness.

MNon-Emergency Hospital Admissions. Care and treatment billed by a hospital for medical non-emergency care
admissions on a Friday or a Saturday. This does not apply if surgery is performed within twenty-four (24) hours
of admission.

Non-Medical Expenses. Expenses including, but not limited to, those for preparing medical reports or itemized
bills, completion of claim forms or medical records unless otherwise required by law, calling a patient to
provide their test results, sales tax, shipping and handling, expenses for failure to keep a scheduled visit or
appointment, physician or hospital stand-by services, holiday or overtime rates, membership or access fees,
educational brochures, or reports prepared in connection with litigation.

Non-Prescription Medication, Drugs and supplies not requiring a prescription order (unless required under
applicable federal law), including, but not limited to, aspirin, antacid, benzyl peroxide preparations,
cosmetics, medicated soaps, syringes, bandages, Methadone, or Rogaine hair preparations, special foods or
diets, vitamins, minerals, dietary and nutritional supplements, experimental drugs, including those labeled
“Caution: Federal law prohibits dispensing without prescription,” and prescription medications related to
health care services which are not covered under this Plan.

Not Actually Rendered. Any charge for care, supplies, treatment, and/or services that are not actually
rendered.

Not Medically Necessary. Any charge for care, supplies, treatment, and/or services that are not medically
necessary, unless specifically stated as covered herein.

Occupational or Workers’ Compensation. Charges for care, supplies, treatment, and/or services for any
condition, illness, injury, or complication thereof arising out of or in the course of employment {including self-
employment), or an activity for wage or profit. If you are covered as a dependent under this Plan and you are
self-employed or employed by an employer that does not provide health benefits, make sure that you have
other medical benefits to provide for your medical care in the event that you are hurt on the job. In most cases
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workers' compensation insurance will cover your costs, but if you do not have such coverage, fail to file, or
receive a denial for failure to file timely, you may end up with no coverage at all.

Orthopedic Shoes,

Other than Attending Physician. Any charge for care, supplies, treatment, and/or services by a provider who
did not render an actual service to the participant. Covered charges are limited to thase certified by a
physician who is attending the plan participant as required for the treatment of injury or disease and
performed by an appropriate provider. This exclusion does not apply to interdisciplinary team conferences to
coordinate patient care.

Personal Comfort Items. Personal comfort items or other equipment, such as, but not limited to, air
conditioners, air-purification units, humidifiers, electric heating units, orthopedic mattresses, blood pressure
instruments, scales, elastic bandages, non-medical grade stockings, ear plugs, non-prescription drugs and
medicines, first-aid supplies, seat risers, and non-hospital adjustable beds.

Personal Injury Insurance. Expenses in connection with an automobile accident for which benefits payable
hereunder are, or would be otherwise covered by, mandatory no-fault automobile insurance or any other
similar type of personal injury insurance required by state or federal law, without regard to whether or not the
plan participant actually had such mandatory coverage. This exclusion does not apply if the injured person is a
passenger in a non-family-owned vehicle or a pedestrian.

Prescription Drugs. Prescription drugs charges covered under the Prescription Drug Benefits, ather than those
covered in a physician’s office or inpatient admission.

Prior to Effective Date or After Termination Date. Services, supplies, or accommodations provided prior to
the plan participant’s effective date or after the termination of coverage. In the event coverage is terminated
during a hospital admission, the Plan will only consider covered charges as those incurred before coverage was

terminated, unless extension of benefits applies.

Prohibited by Law. Any charge for care, supplies, treatment, and/or services to the extent that payment
under this Plan is prohibited by law.

Repair of Purchased Equipment. Maintenance and repairs needed due to misuse or abuse are not covered.

School. Services perfarmed in a school setting. This exclusion also applies to services that are salely
educational in nature or otherwise paid under state or federal law for purely educational purposes. Tuition for
or services that are school-based for children and adolescents required to be provided by, or paid for by, the
school.

Self-Inflicted. Any loss due to an intentionally self-inflicted injury. This exclusion does not apply in either of
the following circumstances:

a. to an injury resulting from being the victim of an act of domestic violence
b. to an injury resulting from a medical {including both physical and mental health) condition

Smoking/Vaping Cessation. Care and treatment for tobacco cessation programs shall be covered to the extent
required under applicable federal law. Tobacco cessation care and treatment is otherwise excluded under the
medical benefits

Sterilization Reversal, Care and treatment for reversal of surgical sterilization.

Subrogation, Reimbursement, and/or Third-Party Responsibility. Any charges for care, supplies, treatment,
and/or services of an injury or iliness not payable by virtue of the Plan’s subrogation, reimbursement, and/or
third-party responsibility provisions. Refer to the Reimbursement and Recavery Pravisions section.

Transplants. The following transplant and/or adoptive cell therapy-related expenses are not covered by the
Plan:

when the recipient is not an eligible plan participant
charges for any artificial or mechanical organ
This exclusion does not apply to cardiac assist devices such as LVADs.

c. services for a condition that is not directly related, or a direct result, of the transplant or adoptive cell
therapy

d. any of the following or similar items associated with travel:
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entertainment items such as alcohol, cigarettes, toys, books, mavies, theater tickets, theme
park tickets, flowers, greeting cards, stationary, stamps, postage, gifts, internet service, tips,
coupans, vauchers, or travel tickets, frequent flyer miles

convenience items such as toiletries, paper products, maid service, laundry/dry cleaning,
kennel fees, babysitter/childcare, valet parking, faxing, cell phones, phone calls, newspapers

mortgage, rent, security deposit, furniture, utility bills, appliances, utensils,
vacation/apartment rentals

vehicle maintenance, automobile mileage, taxifares, parking, moving trucks/vehicles, mileage
within the medical transplant facility city

cash advances/ lost wages

rental cars, buses, taxis, or shuttle service, except as specifically approved by the Claims
Administrator

prepayments or deposits
taxes

66, Vertebral Axial Decompression (Vax-D).
67. Vision Care Exclusions. Expenses for the following:

a. surgical correction of refractive errors and refractive keratoplasty procedures, including, but not
limited to, Radial Keratotomy (RK), Automated Lamellar Keratoplasty (ALK), or Laser In-Situ

Keratomileusis (LASIK)

b. routine eye examinations, purchase, fitting, and repair of eyeglasses or lenses and associated supplies,
except one (1) pair of eyeglasses or contact lenses is payable as following ocular surgery when the lens
of the eye has been removed such as with a cataract extraction

orthoptics {eye muscle exercises), orthoptic therapy, vision training, or subnormal vision aids
d. orthokeratology lenses for reshaping the cornea of the eye to improve vision
68. War. Any loss that s due to a declared or undeclared act of war.

69. Weight Loss. Weight loss or dietary control programs.
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SECTION VIII-HEALTH CARE MANAGEMENT PROGRAM

A. Introduction

The health care management program consists of several components to assist plan participants in staying well:
providing optimal management of chronic conditions, provisions of support, and service coordination during times of
acute or new anset of a medical condition.

The scope of the health care management program consists of the following components {each of which will be further
discussed in this section}):

1. utilization review
concurrent review and discharge planning
case management

wellness program

|5, B N R N

maternal health program

B, Utilization Review

The utilization review program is designed to help ensure all plan participants receive medically necessary and
appropriate health care while avoiding unnecessary expenses.

The purpose of the program is to determine what services are medically necessary and eligible for payment by the
Plan. This program is not designed to be the practice of medicine or to be a substitute for the medical judgment of the
attending physician or other health care provider.

If a particular course of treatment or medical service is not pre-certified, it means that either the Plan will not pay for
the charges, or the Plan will not consider that course of treatment as medically necessary and appropriate for the
maximum reimbursementunder the Plan. The patient is urged to review why there is a discrepancy between what was
requested and what was certified before incurring charges.

Your employer has contracted with the Medical Management Administrator in order to assist you in determining
whether or not proposed services are appropriate for reimbursement under the Plan. The program is not intended to
diagnose or treat medical conditions, guarantee benefits, or validate eligibility.

Elements of the Utilization Review Program

The program consists of:

1. Pre-Certification. Review of the medical necessity for non-emergency services before medical and/or surgical
services are provided.

2. Retrospective Review. Review of the medical necessity of the health care services provided on an emergency
basis, after they have been provided,

3. Concurrent Review. Ongoing assessment of the health care as it is being provided, especially, but not limited
to, inpatient confinement in a hospital or covered medical care facility {based on the admitting diagnosis and
the listed services requested by the attending physician).

4. Discharge Planning. Certification of services and planning for discharge from a medical care facility or
cessation of medical treatment.
What Services Must Be Pre-Certified {(Approved Before they are Provided)

The provider, patient, or family member must call the Medical Management Administrator to receive certification of
certain health care managementservices. This call must be made at least forty-eight (48) hours in advance of services
being rendered or within forty-eight {48) hours after an emergency.

Any reduced reimbursement due to failure to follow cost management procedures will not accrue toward the out-
of-pocket limit.

The following services must be pre-certified before the services are provided:
1. inpatient pre-admission certification and continued stay reviews (all ages, all diagnoses)

a. surgical and non-surgical {(excluding routine vaginal or cesarean deliveries)
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b. long term acute care facility (LTAC), not custodial care
c. skilled nursing facility/ rehabilitation facility

d. inpatient mental health/substance use disorder treatment (includes residential treatment facility
services)

The attending physician does not have to obtain pre-certification from the Plan for prescribing a maternity
length of stay that is forty-eight (48) hours or less for a vaginal delivery or ninety-six (36) hours or less for a
cesarean delivery.

2. Inpatient and outpatient surgery, including surgical pain management injections

Pre-certification is not required for office surgeries, all calonascopies/sigmoidoscopies (screening and
diagnostic), and intra-articular hyaluronic acid injections.

adoptive cell therapy
cardiac catheterization
chemotherapy drugs/infusions and radiation treatments for oncology diagnoses

clinical trial that is conducted in relation to the prevention, detection, or treatment of cancer or other life-
threatening disease or condition

This Plan does not cover clinical trials related to other diseases or conditions. Refer to the Medical Benefits
section of this document for a further description and limitations of this benefit.

7. durable medical equipment (DME) in excess of $500 (purchase/rental price)

_O\U'I-hw

B. gene therapy
9. genetic/genomic testing (excluding amniocentesis)
10. home health care
11. lung perfusion study
12. non-emergent air ambulance and chartered air flights
13, outpatient advanced imaging (excluding services rendered in an emergency room setting)
a. computed tomographic (CT) studies
b. coronary CT angiography
C. MRI/MRA
d. nuclear cardiology
e. nuclear medicine (including SPECT scans)
f. PET scans

14. outpatient rehabilitation/ habilitation services {physical therapy, occupational therapy, and speech therapy) in
excess of ten (10) visits per calendar year per therapy type

15. specialty infusion/injectable medications over $3,000 per infusion/injection which are covered under the
medical benefits and not obtained through the Prescription Drug Benefits (i.e. provided in an outpatient
facility, physician’s office, or home infusion)

Pre-certification is not required for intra-articular hyaluronic acid injections.

16. transplant {other than cornea), including, but not limited to, kidney, liver, heart, lung, pancreas, and bone
marrow replacement to stem cell transfer after high-dose chemotherapy

Services rendered in an emergency room or urgent care setting do not require pre-certification.
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In order to maximize Plan reimbursements, please read the following provisions carefully.

How to Request Pre-Certification

Before a plan participant enters a medical care facility on a non-emergency basis or receives other listed medical
services, the Medical Management Administrator will, in conjunction with the attending physician, certify the care as
medically necessary for Plan reimbursement. A non-emergency stay in a medical care facility is one that can be
scheduled in advance.

The medical management program is set in motion by a telephone call from, or on behalf of, the plan participant.
Contact the Medical Management Administrator at least forty-eight (48) hours before services are scheduled to be
rendered with the following information:

the name of the plan participant and relationship to the covered employee

the name, employee identification number, and address of the cavered employee
the name of the employer

the name and telephone number of the attending physician

the name of the medical care facility

the proposed medical services
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the proposed date(s) of services
8. the proposed length of stay

If there is an emergency admission to the medical care facility, the patient, patient’s family member, medical care
facility, or attending physician must contact the Medical Management Administrator within forty-eight (48) hours of
the first business day after the admission. Refer to the Quick Reference Information Chart for contact information.

The Medical Management Administrator will determine the number of days of medical care facility confinement or use
of ather listed medical services autharized for payment. Failure to follow this procedure will reduce reimbursement
received from the Plan, -

Warning: Obtaining pre-certification of particular services does not guarantee that they will be reimbursed by the
Plan. Benefits are determined by the Plan at the time a formal claim for benefits is submitted according to
the procedures outlined within the Claims and Appeals section of this plan document.

NOTE: If your admission or service is determined to not be medically necessary, you may pursue an appeal by fotlowing
the provisions described in the Claims and Appeals section (First Level Appeal of a Pre-Service Claim subsection) of
this document. The plan participant and provider will be informed of any denial or non-certification in writing.

Appeals of a Denial of Pre-Certification from the Medical Management Administrator

Pre-certification decisions are considered claims decisions that are subject to appeal. Refer to the Claims and Appeals
section (Other Pre-Service Claims subsection) for details on how to appeal and the timeframes for appealing a pre-
service claim decision.

C. Concurrent Review and Discharge Planning

How Concurrent Review Works

Concurrent review of a course of treatment and discharge planning from a medical care facility are part of the medical
management program. The Medical Management Administrator will monitor the plan participant’s medical care
facility stay or use of other medical services and coordinate with the attending physician, medical care facilities, and
plan participant either the scheduled release or an extension of the medical care facility stay or extension or cessation
of the use of other medical services.

If the attending physician feels that it is medically necessary for a plan participant w receive additional services or to
stay in the medical care facility for a greater length of time than has been pre-certified, the attending physician must
request the additional services or days.

How to File a Concurrent Claim for Benefits under this Plan
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Refer to the Claims and Appeals section {Concurrent Care Claims subsection) for details cn how to appeal a denial of a
concurrent review. No benefits will be paid for any charges related to days of confinement to a hospital or other
health care facility that have not been determined to be medically necessary by the Medical Management
Administrator.

D. Case Management

Case management is designed to help manage the care of patients who have special or extended care illnesses or
injuries. Case management is a collaborative process that assesses, plans, implements, coordinates, monitors, and
evaluates the options and services required to meet a plan participant’s health needs, using communication and
available resources to promote quality, cost-effective outcomes. The primary objective of case management is to
identify and coordinate cost-effective medical care, which meets accepted standards of medical practice. Case
management also monitors the care of the patient, offers emotional support to the family, and coordinates
communications among health care providers, patients, and others,

Cases are identified for possible case management involvement based on a request for review or the presence of a
number of parameters, such as, but not limited to:

1. admissions thal exceed the recommended or approved length of stay
2. utitization of health care services that generates ongoing and/or excessively high costs
3. conditions that are known to require extensive and/or long-term follow-up care and/or treatment

The Plan may elect, at its sole discretion, when acting on a basis that precludes individual selection, to provide
alternative benefits that are otherwise excluded under the Plan. The alternative benefits shall be determined on a
case-by-case basis, and the Plan’s determination to provide the benefits in one (1) instance shall not obligate the Plan
to provide the same or similar alternative benefits for the same or any other plan participant, nor shall it be deemed
to waive the right of the Plan to strictly enforce the provisions of the Plan.

The case manager will coordinate and implement the case management program by providing guidance and information
on available resources and suggesting the most appropriate treatment plan. The Plan Administrator, attending
physician, patient, and patient’s family must all agree to the alternate treatment plan.

Once agreement has been reached, the Plan Administrator will direct the Plan to reimburse for medically necessary
expenses as stated in the treatment plan, even if these expenses narmally would not be paid by the Plan. Unless
specifically provided to the contrary in the Plan Administrator’s instructions, reimbursement for expenses incurred in
connection with the treatment plan shall be subject to all Plan limits and cost sharing provisions.

Benefits under case management may be provided if the Medical Management Administrator determines that the
services are medically necessary, appropriate, cost-effective, and feasibie. All decisions made by case management
are based on the individual circumstances of that plan participant’s case. Each case is reviewed on its own merits, and

any benefits provided are under individual consideration.

All case managementis a voluntary service. There are no reductions of benefits or penalties assessed if the patient and
family choose not to participate.

Each treatment plan is individually tailored to a specific patient and should not be seen as appropriate or
recommended for any other patient, even one with the same diagnosis,

E. Courtesy Reviews

The Medical Management Administrator may perform courtesy reviews. Courtesy reviews are a pre-service assessment
of medical necessity only and are not a guarantee of benefits. Courtesy reviews will be made as soon as possible after
the request has been submitted, but no later than thirty (30) days. Completion of a courtesy review is not a
requirement of the Plan and should not be a cause for delay in treatment of medically necessary care. Contact the
Medical Management Administrator for any questions by phone at 1-800-786-7930 or by fax at 1-208-955-1541. Refer to
the Claims and Appeals section for timeframes and other information regarding filing claims.
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SECTION IX—PRESCRIPTION DRUG BENEFITS

A. About Your Prescription Benefits

The prescription drug benefits are separate from the medical benefits and are administered by Navitus and Pillar Rx
(PBM Vendor). This program allows you to use your ID card at a nationwide network of participating pharmacies to
purchase your prescriptions. When purchasing prescription drugs at retail pharmacies or through mail order, using your
ID card at participating pharmacies provides you with the best economic benefit.

Claims for reimbursement of prescription drugs are to be submitted to Navitus and Pillar Rx at:

Navitus Health Solutions, LLC
PO Box 999

Attn: Claims

Appleton, WI 54912

B. Co-Payments

The co-payment is applied to each covered pharmacy drug or mail order drug charge and is shown in the applicable
Schedule of Prescription Drug Benefits. The co-payment amount is not a covered charge under the Medical Plan.

C. Co-Insurance

Once you have met the Medical Plan’s calendar year deductible, your co-insurance is applied to each covered
pharmacy drug or mail order drug charge and is shown in the applicable Schedule of Prescription Drug Benefits.

D. Manufacturer Coupons

Any amounts in the form of manufacturer coupons or drug savings discount cards used for brand name drugs when
there is a generic equivalent available, unless the brand name is medically necessary, do not apply to the deductible or
out-of-pocket fimit.

E. Mail Order Drug Benefit Option

The mail order drug benefit option is available for maintenance medications (those that are taken for long periods of
time, such as drugs sometimes prescribed for heart disease, high blood pressure, asthma, etc.). Because of volume
buying, , the mail order pharmacy, may be able to offer plan participants significant savings on their prescriptions.

F. Tablet Splitting

The tablet splitting program, which is optional for plan participants, has identified medications which are taken once
daily. The price for a low or high dose tablet is on average the same. Because of this flat pricing of dosage strengths,
spliting a tablet of a higher strength to get the desired dose lowers the cost of the medication by up to 50%. Tablet
splitting is only available for certain medications under RxCents through Navitus. For more information visit
WWW.navitus.com.

G. Specialty Pharmacy Program

Lumicera is a specialty pharmacy program offered through a partnership with a specialty pharmacy experience in
handling specialty drugs. The specialty pharmacy program covers some limited drugs, such as specialty injectables,
cancer drugs, and certain respiratory therapies used to treat various chronic conditions. Lumicera also provides
personalized support, education, a proactive refill process, and free delivery, as well as information about healtth care
needs related to the chronic disease.

To start using Lumicera, call toli free at 1-855-847-3553.

H. Prior Authorization

Prescriptions for specialty drug medications or circumstances require clinical approval before they can be filled, even
with a valid prescription. Prescriptions may be limited to quantity, frequency, dosage, or may have age restrictions.
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The authorization process may be initiated by the plan participant, the local pharmacy, or the physician by calling
Navitus and Pillar Rx at 1-866-378-4755.

I. Step Therapy Program

Step therapy is a program where you first try a proven, cost-effective medication (called a ‘prerequisite drug” in this
document) before moving to a more costly drug treatment option. With this proegram, trying one (1) or more
prerequisite drugs is required before a certain prescripion medication will be covered under your pharmacy benefits
plan. Prerequisite drugs are FDA-approved and treat the same condition as the corresponding step therapy drugs. Step
therapy promotes the appropriate use of equally effective but lower-cost drugs first, You, your physician, or the person
you appoint to manage your care can ask for an exception if it is medically necessary for you to use a more expensive
drug on the step therapy list. [f the request is approved, Navitus and Pillar Rx will notify you or your physician. The
medication will then be covered at the applicable co-insurance/co-payment under your Plan. You will also be notified
of approvals where states require it. If the request is denied, Navitus and Pillar Rx will notify you and your physician.
For information on which drugs are part of the step therapy program under your Plan call the Navitus and Pillar Rx
customer service number on your ID card.

J. Medicare Part D Prescription Drug Plans for Medicare Eligible Participants

Plan participants enrolled in either Part A or Part B of Medicare are also eligible for Medicare Part D Prescription Drug
benefits. It has been determined that the prescription drug coverage provided in this Plan is generally better than the
standard Medicare Part D prescription drug benefits. Because this Plan’s prescription drug coverage is considered
creditable coverage, you do not need to enroll in Medicare PartD to avoid a late penalty under Medicare, If you enroll
in Medicare Part D while cavered under this Plan, payment under this Plan may coordinate benefit payment with
Medicare. Refer to the Coordination of Benefits section of the Plan for information on how this Plan will coordinate

benefit payment.

K. Covered Prescription Drug Charges
1. Abortion. Drugs that induce abortion such as Mifepristone (RU-486).

2. Compounded Prescription Drugs. All compounded prescription drugs containing at least one (1) prescription
ingredient in a therapeutic quantty.

3. Diabetic. insulin, lancets, calibration liquid, insulin needles, continuous blood glucose monitor, glucometer,
and other diabetic supplies when prescribed by a physician. Diabetic supplies are covered under both the
medical and pharmacy benefits of this Plan.

Visit https://www.irs.gov/pub/irs-drop/n-19-45.pdf for a current listing of diabetic supplies related
preventive care benefits.

4. Growth Hormones. Covered only as medically necessary. Pre-certification is required.

5. Injectable Drugs. Injectable drugs or any prescription directing administration by injection.

6. Over-the-Counter Drugs. OTC items specifically stated as covered in this Plan will be covered, When OTC
items are provided as a necessary part of a covered expense incurred in a qualified physician’s office, hospital,
or other facility, it will be covered. Otherwise, drugs, food, or nutritional supplements that are available
without a written prescription of a qualified physician are not covered.

7. Prescribed by Physician. All drugs prescribed by a physician that require a prescription either by federal or
state law.

This excludes any drugs stated as not covered under this Plan.

8. Prescription Drugs mandated under PPACA. Certain preventive medications (including contraceptives)
received by a network pharmacy are covered and subject to the following limitations:

a. generic preventive prescription drugs are covered at 100%, and the deductible/co-payment (if
applicable) is waived

b. if no generic drug is available, then the formulary brand will be covered at 100%, and the
deductible/co-payment/ co-insurance (if applicable) is waived

This provision includes, but is not limited to, the following categories of drugs (In order for these medications
to be covered at 100%, a prescription is required from your physician, including over-the-counter drugs.):
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a. Breast Cancer Risk-Reducing Medications. Medications such as tamaoxifen aor raloxifene for women who
are at increased risk for breast cancer and at low risk for adverse medication effects,

b. Contraceptives. Women’s contraceptives including, but not limited to, oral contraceptives,
transdermal contraceptives (i.e., Ortho-Evra), vaginal rings (i.e., Nuvaring), implantable contraceptive
devices, injectable contraceptives, and emergency contraception.

¢. Immunizations. Certain vaccinations are available without cost sharing inctuding vaccines far
influenza, pneumonia, tetanus, hepatitis, shingles, measles, mumps, HPV (human papillomavirus),
pertussis, varicella, and meningitis.

d. Tobacco/Vaping Cessation Products. Such as nicotine gum, smoking deterrent patches, or generic
tobacco cessafion medications. These drugs are payable without cost sharing up to two (2), twelve
(12)-week course of treatment per calendar year, which applies to all products. Thereafter, tobacco
cessation products are not covered under the Plan.

e. Preparation ‘Prep’ Products for a Colon Cancer Screening Test. The Plan covers the over-the-counter
or prescription strength products prescribed as preparation for a payable preventive colon cancer
screening test, such as a colanoscopy.

Please refer to the following wehsite for information on the types of payable preventive medications:
https://www.healthcare.gov/coverage/preventive-care-benefits/ or
https://www.uspreventiveservicestaskforce.org/uspsti/recommendation -topics/uspstf-a-and-b-
recommendations.

L. Limits to This Benefit

This benefit applies only when a plan participant incurs a covered prescription drug charge. The cavered drug charge
for any one (1) prescription will be limited to:

1.
2.
3.

refills only up to the number of times specified by a physician
refills up to one (1) year from the date of order by a physician
a ninety (90) day supply for retail and mail-order prescriptions

M. Prescription Drug Plan Exclusions

This benefit will not cover a charge for any of the following:

1.
2.

10.

11

Administration. Any charge for the administration of a covered prescription drug.

Appetite Suppressants/Dietary Supplements. A charge for appetite suppressants, dietary supplements, ar
vitamin supplements, except for prenatal vitamins requiring a prescription or prescription vitamin supplements
containing fluoride,

Consumed on Premises. Any drug or medicine that is consumed or administered at the place where it is
dispensed.

Devices. Devices of any type, even though such devices may require a prescription. These include (but are not
limited to) therapeutic devices, artificial appliances, braces, support garments, or any similar device,

Drugs Used for Cosmetic Purposes. Charges for drugs used for cosmetic purposes, such as anabolic steroids,
Retin A, or medications for hair growth or removal.

Experimental/lnvestigational. Experimental/investigational drugs and medicines, even thaugh a charge is
made to the plan participant. A drug or medicine labeled: “Caution: Federal law prohibits dispensing without
prescription.”

FDA. Any drug not approved by the Food and Drug Administration.
Immunization. Immunization agents or biological sera.
Impeotence. A charge for impotence medication.

Infertility. A charge for infertility medication.

. Inpatient Medication, A drug or medicine that is to be taken by the plan participant, in whole or in part, while

hospital confined. This includes being confined in any institution that has a facility for the dispensing of drugs
and medicines on its premises,
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Medical Exclusions. A charge excluded under the Medical Plan Exclusions subsection, unless specificatly
covered in this Prescription Drug Benefits section.

No Charge. A charge for prescription drugs which may be property received without charge under local, state,
or federal programs.

Non-Network. Prescription drugs received outside of a network location will not be covered.
Non-Legend Drugs. A charge for FDA-approved drugs that are prescribed for non-FDA-approved uses.

Refills. Any refill that is requested more than one (1) year after the prescription was written or any refill that
is more than the number of refills ordered by the physician.

Tobacco/Smoking Cessation. A charge for prescription drugs, such as nicotine gum or smoking deterrent
patches, for smoking cessation, except as required by law.
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SECTION XI-CLAIMS AND APPEALS

A. Introduction

This section contains the claims and appeals pracedures and requirements for the Kentucky Rural Electric Cooperative
Employers Benefit Plan.

TIME LIMIT FOR FILING CLAIMS

All claims must be received by the Plan within fifteen (15) months from the date of incurring the expense, or in
accordance with applicable federal government regulations. The Plan will accept network adjustments of claims
that are within the network’s established guidelines.

The Plan’s representatives will follow administrative processes and safeguards designed to ensure and to verify
that benefit claim determinations are made in accordance with governing plan documents and that where
appropriate the Plan provisions have been applied consistently with respect to similarly situated claimants.

The following types of claims are covered by the procedures in this section:

1.  Pre-Service Claim. Some Plan benefits are payable without a financial penalty only if the Plan approves
services before services are rendered. These benefits are referred to as pre-service claims (also known as pre-
certification or prior authorization}. The services that require pre-certification are listed in the Health Care
Management Program section of this document,

2, Urgent Care Claim. An urgent care claim is a claim (request) for medical care or treatment in which:

a. applying the time periods for pre-certification could seriously jeopardize the life or health of the
individual or the ability of the individual to regain maximum function

b. in the opinion of a physician with knowledge of the individual’s medical condition, would subject the
individual to severe pain that cannot be adequately managed without the care or treatment that is the
subject of the claim

c. the claim involves urgent care

3. Concurrent Care Claim. A concurrent care claim refers to a Plan decision to reduce or terminate a pre-
approved ongoing course of treatment before the end of the approved treatment. A concurrent care claim also
refers to a request by you to extend a pre-approved course of treatment. Individuals will be given the
opportunity to argue in favor of uninterrupted continuity of care before treatment is cut short.

4. Post-Service Claim. Post-service claims are claims that involve only the payment or reimbursement of the cost
of the care that has already been provided. A standard claim and an electronic bill, submitted for payment
after services have been provided, are examples of post-service claims. A claim regarding rescission of
coverage will be treated as post-service claim.

Following is a description of how the Plan processes claims for benefits and reviews the appeal of any claim that is
denied.

If a clagim is denied, in whole or in part, or if Plan coverage is rescinded retroactively for fraud or misrepresentation,
the denial is known as an adverse benefit determination.

A claimant has the right to request a review of an adverse henefit determination. This requestis an appeal. If the
claim is denied at the end of the appeal process, as described later in this section, the Plan’s final decision is known as
a final internal adverse benefit determination. If the claimant receives notice of a final internal adverse benefit
determination, or if the Plan does not follow the appeal pracedures properly, the claimant then has the right to
request an independent external review. The external review procedures are also described later in this section.

Both the claims and the appeal procedures are intended to provide a full and fair review. This means, among other
things, that claims and appeals will be decided in a manner designed to ensure the independence and impartiality of
the persons involved in making these decisions.

A claimant must follow all claims and appeals procedures, both internal and external, before they can file a lawsuit.
However, this rule may not apply if the Plan Administrator has not complied with the procedures described in this
section. If a lawsuit is brought, it must be filed within two (2) years after the final determination of an appeal.

Any of the authority and responsibilities of the Plan Administrator under the claims and appeals procedures or the
external review process, including the discretionary authority to interpret the terms of the Plan, may be delegated to
a third party. If you have any questions regarding these procedures, please contact the Plan Administrator as autlined
in the Quick Reference Information Chart.
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no less than the timeframe shown in the Timeframes for Claim and Appeal Processes, to pravide the specified
infoermatian.

Notification of Benefit Determination of Urgent Care Claims

Notice of a benefit determination (whether adverse or not) will be provided as soon as possible, taking into account
the medical circumstances, but no later than the deadline shown in the Timeframes for Claim and Appeal Praocesses
subsection. However, if the Plan gives you notice of an incomplete claim, the notice will include a time period of no
less than forty-eight (48) hours for you to respond with the requested specified information. The Plan will then provide
you with the notice of benefit determination within forty-eight (48) hours after the earlier of:

1. receipt of the specified information
2. the end of the period of time given you to provide the information

If the benefit determination is provided orally, it will be followed in writing no later than three (3) days after the oral
notice.

If the urgent care claim involves a concurrent care decision, a notice of the benefit determination (whether adverse or
not) will be provided as soon as possible, but no later than the tmeframe shown in the Timeframes for Claim and
Appeal Processes after receipt of your claim for extension of treatment or care, as long as the claim is made within the
timeframe shown in the Timeframes for Claim and Appeal Processes before the prescribed period of time expires or the
prescribed number of treatments ends.

Notification of Adverse Benefit Determination of Urgent Care Claims

If an urgent care claim is denied in whole or in part, the denial is considered to be an adverse benefit determination.
The Plan Administrator’s notification of an adverse benefit determination may be oral followed by written or
electronic natification within three (3) days of the oral notification. The notice will state in a culturally and
linguistically appropriate manner and in a manner calculated to be understoed by the claimant:

1. identification of the cfaim, including date of service, name of provider, claim amount {if applicable}, and a
statement that the diagnosis code(s) and treatment code(s) and their corresponding meaning(s) will be
pravided to the claimant as soon as feasible upon request

2. the specific reason(s) for the adverse benefit determination, including the denial code(s) and corresponding
meaning(s), and the Plan’s standard, if any, used in denying the claim

3. reference to the specific Plan provisions on which the determination was based

4. a description of any additonal information or material needed from you to complete the claim and an
explanation of why such material or information is hecessary

5. if aninternal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse benefit
determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such
a rule, guideline, protocol, or other similar criterion was relied upon in the adverse benefit determination and
that a copy of the rule, guideline, protocol, or other criterion will be provided free of charge to you, upon
request

6. if the adverse benefit determination is based on the medical necessity or experimental or investigational
treatment or similar exclusion or Limit, 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 an explanation will be provided free of charge, upon request

a description of the expedited review process applicable to the claim

a description of the Plan’s review or appeal procedures, including applicable time limits, and a statement of
your right to bring suit under ERISA §502(a) with respect to any claim denied after an appeal

9, information about the availability of and contact information for any applicable office of health insurance
consumer assistance or ombudsman established under applicable federal law to assist individuals with the
internal claims and appeals and external review process

How to File an Appeal of an Urgent Care Claim

You may appeal any adverse benefit determination to the Plan Administrator. The Plan Administrator is the sole
fiduciary of the Plan and exercises all discretionary authority and control over the administration of the Plan and has
sole discretionary authority to determine eligibility for Plan benefits and to construe the terms of the Plan. Refer to
the timeframe shown in the Timeframes for Claim and Appeal Processes for when a claimant may file a written request
for an appeal of the decision upon notification of an adverse benefit determination. However, for concurrent care
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claims, the claimant must file the appeal prior to the scheduled reduction or termination of treatment. For a claim
based on rescission of coverage, the claimant must file the appeal within the timeframe shown in the Timeframes for
Claim and Appeal Processes. A claimant may submit written comments, documents, records, and other information
relating to the claim.

The Plan Administrator or its designee will conduct a full and fair review of all benefit appeals, independently from
the individual(s) who made the adverse benefit determination or anyone who reports to such individual(s) and without
affording deference to the adverse benefit determination. You will, upon request and free of charge, be given
reasonable access to, and copies of, all documents, records, and other information relevant to your claim for benefits,
including your claim file. You will also have the opportunity to submit to the Plan Administrator or its designee written
comments, documents, records, and other information relating to your claim for benefits. You may also present
evidence and testimony should you choose to do so; however, a formal hearing may not be allowed. The Plan
Administrator ar its designee will take into account all this information regardless of whether it was considered in the

adverse benefit determination.

A document, record, or other information shall be considered relevant to a claim if it:

1. was relied upon in making the benefit determination

2. was submitted, considered, or generated in the course of making the benefit determination, without regard to
whether it was relied upon in making the benefit determination

3. demonstrated compliance with the administrative processes and safeguards designed to ensure and to verify
that benefit determinations are made in accordance with plan documents and Plan provisions have been
applied consistently with respect to all claimants

4, constituted a statement of policy or guidance with respect to the Plan concerning the denied treatment option
or benefit

The period of time within which a benefit determination on appeal is required to be made shall begin at the time of
receipt of a written appeal in accordance with the procedures of the Plan. This timing is without regard to whether all
the necessary information accompanies the filing.

Before the Plan Administrator or its designee issues its final internal adverse benefit determination based on a new or

additional rationale or evidence, the claimant must be provided, free of charge, with a copy of the rationale. The
rationale must be provided as soon as possible and sufficiently in advance of the time within which a final

determination on appeal is required to allow the claimant time to respond.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including determinations
that treatments, drugs, or other services are experimentol/investigational, or not medically necessary or appropriate,
the Plan Administrator or its designee will consult with a health care professional who has appropriate training and
experience in the field of medicine involved in the medical judgment, and who was neither consutted in connection
with the adverse benefit determination nor is a subordinate of any such individual.

Upon request, you will be provided the identification of the medical or vocational expert(s) whose advice was obtained
on behalf of the Plan in connection with the adverse benefit determination, whether or not the advice was relied upon
to make the adverse benefit determination.

Form and Timing of Appeals of Denied Urgent Care Claims

You or your authorized representative must file an appeal of an adverse benefit determination within the timeframe
shown in the Timeframes for Claim and Appeal Processes after receiving notification of the adverse benefit
determination.

Requests for appeal which do not comply with the above requirement will not be considered.

You may appeal an adverse benefit determination of an urgent care claim on an expedited basis, either orally or in
writing. Youmay appeal orally by calling the Medical Management Administrator. All necessary information, including
the Medical Management Administrator’s benefit determination on review, will be transmitted between the Medical
Management Administrator and you by telephone, facsimile, or other available similarly expeditious method.

Time Period for Deciding Appeals of Urgent Care Claims

Appeals of urgent care claims will be decided by the Plan Administrator or its designee as soon as possible, taking into
account the medical emergencies, but no later than the timeframe shown in the Timeframes for Claim and Appeal
Processes after the Plan Administrator or its designee receives the appeal. A decision communicated orally will be

followed-up in writing.
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Notification of Appeal Denials of Urgent Care Claims

The Plan Administrator or its designee shall provide notification of the decision on an urgent care claim orally, but a
follow-up written notification will be provided no later than the timeframe shown in the Timeframes for Claim and
Appeal Processes after the oral notice. The notice will state in a culturally and linguistically appropriate manner and in
a manner calculated to be understood by the claimant:

1. identification of the claim, including date of service, name of provider, claim amount (if applicable}, and a
statement that the diagnosis code(s) and treatment code(s) and their corresponding meaning(s) will be
provided to the claimant as soon as feasible upon request

2. the specific reason(s} for the adverse benefit determination, including the denial code(s) and corresponding
meaning(s), and the Plan’s standard, if any, used in denying the claim

reference to the specific Plan provisions on which the adverse benefit determination was based

4. astatement regarding your right, upon request and free of charge, to access and receive copies of documents,
records, and other information that are relevant to the claim

You and your Plan may have other voluntary alternative dispute resolution options, such as mediation. One (1)
way to find out what may be available is to contact your local U.S. Department of Labor Office.

5. if an internal rule, guideline, protocol, or other similar criterion was relied upon in denying the appeal, either
the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline,
protocol, or other similar criterion was relied upon in denying the gppeal and that a copy of the rule,
guideline, protocol, or other criterion will be provided free of charge to you upon request

6. if the denied appeal was based on a medical necessity, experimental/investigational, or similar exclusion or
limit, either an explanation of the scientific or clinical judgment for the denial, applying the terms of the Plan
to your medical circumstances, or a statement that such an explanation will be provided free of charge upon
request

7. a description of any additional material or information necessary for the claimant to perfect the claim and an
explanation of why suich material or information is necessary

8. a description of the Plan’s internal and external review procedures and the time timits applicable to such
procedures

9. a statement describing any additional appeal procedures offered by the Plan and your right to obtain
information about such procedures, and a statement of your right to bring suit under ERISA §502(a)

10. information about the availability of and contact information for any applicable office of health insurance
consumer assistance or ommbudsman established under applicable federal law to assist individual s with the
internal claims and appeals and external review process

E. Concurrent Care Claims

Your claim for medical care or treatment is a concurrent care claim if your claim has been approved to provide an
ongoing course of treatment over a period of time, which either involves a reduction or termination by the Plan of such
course of treatment (other than by Plan amendmentor terrmination), or a request by you or on your behalf to extend or
expand your treatment,

If your request involves concurrent care (the continuation/reduction of an ongoing course of treatment), you may file
the claim by writing (orally for an expedited review) to the Medical Management Administrator.

1. If a decision is made to reduce or terminate an approved course of treatment, you will be provided notification
of the termination or reduction sufficiently in advance of the reduction or termination to allow you to appeal
and obtain a determination of that adverse benefit determination befare the benefit is reduced or terminated.

2. The Plan will provide you free of charge with any new or additional evidence considered, relied upon, or
generated by the Plan (or at the direction of the Plan) in connection with the denied claim. Such evidence will
be provided as soon as possible (and sufficiently in advance of the date on which the notice of adverse benefit
determination on review is required to be provided) to give you a reasonable opportunity to respond prior to
that date. Additionally, before the Plan issues an adverse benefit determination or review based on a new or
additional rationale, you will be provided, free of charge, with the rationale. The rationale will be provided as
soon as possible {and sufficiently in advance of the date on which the notice of adverse benefit determination
on review is required to be provided) to give you a reasonable opportunity to respond prior to that date.
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3. A concurrent care claim that involves urgent care will be processed according to the initial review and appeals
procedures and timeframes noted under the Urgent Care Claims subsection (above).

4. If a concurrent care claim does not involve urgent care, the request may be treated as a riew benefit claim and
decided within the timeframe appropriate to the type of claim (i.e., as a pre-service claim or a posi-service
claim). Such claims will be processed according to the initial review and appeals procedures and timeframes
applicable to the claim-type, as noted under the Other Pre-Service Claims subsection {below) or the Post-
Service Claims subsection listed later in this section.

5. If the concurrent care claim is approved, you will be notified orally followed by written (or electronic, as
applicable) notice provided after the oral notice no later than the timeframe shown in the Timeframes for
Claim and Appeal Processes

F. Other Pre-Service Claims

Claims that require Plan approval prior to obtaining medical care for the claimant to receive full benefits under the
Plan are considered other pre-service claims {(e.g. a request for pre-certification under the health care management
program). Refer to the Heath Care Management Program section to review the list of services that require pre-

certification.

How to File Other Pre-Service Claims

Typically, other pre-service claims are made on a claimant’s behalf by the treating physician. However, it is the
claimant’s responsibility to ensure that the other pre-service claim has been filed. The claimant can accomplish this by
having their health care provider contact the Medical Management Administrator to file the other pre-service claim on

behalf of the claimant.

Other pre-service claims must include the following information:
1. the name of this Plan
the identity of the claimant (name, address, and date of birth)
the proposed date(s) of service
the name and credentials of the health care provider
an order or request from the health care provider for the requested service
the proposed place of service
a specific diagnosis

a specific proposed service code for which approval or payment is requested [current Healthcare Common
Procedure Coding System {HCPCS) or Current Procedural Terminology (CPT) format]

L

9. clinical information for this Plan to make a medical necessity determination

Under certain circumstances provided by federal law, if you or your authorized representative fail o follow the Plan’s
procedures for filing other pre-service claims, the Plan will provide notice of the failure and the proper procedures to
be followed. This natification will be provided as soon as reasonably possible, but no later than five (5) days after
receipt of the claim. You will then have up to forty-five (45) days from receipt of the nofice to follow the proper

procedures.

Notification of Benefit Determination of Other Pre-Service Claims

Notice of a benefit determination {whether adverse or not) will be provided in writing within a reasonable period
appropriate to the medical circumstances, but no later than the timeframe shown in the Timeframes for Claim and
Appeal Processes after receipt of the claim. However, this perfod may be extended one (1) time by the Plan for up to
the timeframe shown in the Timeframes for Claim and Appeal Processes if the Plan both determines that such an
extension is hecessary due to matters beyond its control and provides you written notice, prior to the end of the
original time period, of the circumstances requiring the extension and the date by which the Plan expects to render a
decision. Refer to the Incomplete Claims subsection if such an extension is necessary due to your failure to submit the

information necessary to decide the claim.
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Notification of Adverse Benefit Determination of Other Pre-Service Claims

If the other pre-service claim is denied in whole or in part, the denial is considered to be an adverse benefit
determination. The Plan Administrator or its designee shall provide written or electronic notification of the adverse
benefit determination. This notice will state in a culturally and linguistically appropriate manner and in a manner
calculated to be understood by the claimant:

1. identification of the claim, including date of service, name of provider, claim amount (if applicable), and a
statement that the diagnosis code(s) and treatment code(s) and their corresponding meaning(s) will be
provided to the claimant as soon as feasible upon request

2. the specific reason(s) for the adverse benefit determination, including the denial code(s) and corresponding
meaning(s), and the Plan’s standard, if any, used in denying the claim

3. reference to the specific Plan provisions on which the determination was based

4, a description of any additional information or material needed from you to complete the claim and an
explanation of why such material or information is necessary

5. if an internal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse henefit
determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such
arule, guideline, protocol, or other similar criterion was relied upon in the adverse benefit determination and
that a copy of the rule, guideline, protocol, or other criterion will be provided free of charge to you, upon
request

6. if the adverse benefit determination is based on the medical necessity or experimental or investigational
treatment or similar exclusion ar limit, 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 an explanation will be provided free of charge, upon request

7. adescription of the Plan’s review or appeal procedures, including applicable time limits, and a statement of
your right to bring suit under ERISA §502(a} with respect to any claim denied after an appeal

8. information about the availability of and contact information for any applicable office of health insurance
consumer assistance or ombudsman established under applicable federal law to assist individuals with the
internal claims and appeals and external review process

How to File an Appeal of Other Pre-Service Claims

You may appeal any adverse benefit determination to the Plan Administrator. The Plan Administrator is the sole
fiduciary of the Plan and exercises all discretionary authority and control over the administration of the Plan and has
sole discretionary authority to determine eligibility for Plan benefits and to construe the terms of the Plan. Refer to
the timeframe shown in the Timeframes for Claim and Appeal Processes in which a claimant may file a written request
for an appeal of the decision after receiving notification of an adverse benefit determination. However, for concurrent
care claims, the claimant must file the appeal prior to the scheduled reduction or termination of treatment. For a
claim based on rescission of coverage, the claimant must file the appeal within the timeframe shown in the
Timeframes for Claim and Appeal Processes. A claimant may submit written comments, documents, records, and other
information relating to the claim.

The Plan Administrator or its designee will conduct a full and fair review of all benefit appeats, independently from
the individual(s) who made the adverse benefit determination or anyone who reports to such individual(s), and without
affording deference to the adverse henefit determination. You will, upon request and free of charge, be given
reasonable access to, and copies of, all documents, records, and other information relevant to your claim for benefits,
including your claim file. You will also have the opportunity to submit to the Plan Administrator or its designee written
comments, documents, records, and other information relating to your claim for benefits. You may also present
evidence and testimony should you choose to do so; however, a formal hearing may not be allowed. The Plan
Administrator or its designee will take into account all this information regardless of whether it was considered in the
adverse benefit determination.

A document, record, ar other information shall be considered relevant to a claim if it:
1. was relied upon in making the benefit determination

2. was submitted, considered, or generated in the course of making the benefit determination, without regard to
whether it was relied upon in making the benefit determination

3. demonstrated compliance with the administrative processes and safeguards designed to ensure and to verify
that benefit determinations are made in accordance with plan documents and Plan provisions have been
applied consistently with respect to all claimants
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4, constituted a statement of policy or guidance with respect to the Plan concerning the denied treatment aption
or benefit

The period of time within which a benefit determination on appeal is required to be made shall begin at the time of
receipt of a written appeal in accordance with the procedures of the Plan. This timing is without regard to whether all
the necessary information accompanies the filing.

Before the Plan Administrator or its designee issues its final internal adverse benefit determination based on a new or
additional rationale or evidence, the claimant must be provided, free of charge, with a copy of the rationale. The
rationale must be provided as soon as possible and sufficiently in advance of the time within which a final
determination on appeal 1s required to allow the claimant time to respond.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including determinations
that treatments, drugs, or other services are experimental/ investigational, or not medically necessary or appropriate,
the Plan Administrator or its designee will consult with a health care professionat who has appropriate training and
experience in the field of medicine involved in the medical judgment, and who was neither cansulted in connection

with the adverse benefit determination nor is a subordinate of any such individual.

Upon request, you will be provided the identification of the medical or vocational expert(s) whose advice was obtained
on behalf of the Planin connection with the adverse benefit determination, whether or not the advice was relied upon

to make the adverse benefit determination.

Form and Timing of Appeals of Denied Other-Pre-Service Claims

You or your authorized representative must file an appeal of an adverse benefit determination within the timeframe
shown in the Timeframes for Claim and Appeal Processes after receiving notification of the adverse benefit

determination.
Requests for appeal which do not comply with the above requirement will not be considered.

All requests for a review of a denied pre-service claim (other than urgent care claim) must be in writing and should
include a copy of the adverse benefit determination, if applicable, and any other pertinent information that you wish
the Medical Management Administrator to review in conjunction with your appeal. Send all information to the Medical
Management Administrator as listed in the Quick Reference Information Chart.

Time Period for Deciding Appeals of Other Pre-Service Claims

Appeals of other pre-service claims will be decided by the Plan Administrator or its designee within a reasonable
period of time appropriate to the medical circumstances, but no later than the timeframe shown in the Timeframes for
Claim and Appeal Processes after the Plan Administrator or its designee receives the appeal. The Plan Administrator or

its designee’s decision will be provided to you in writing.

Notification of Appeal Denials of Other Pre-Service Claims

If your appeal is denied, in whole or in part, the Plan Administrator or its designee will provide written notification of
the adverse benefit determination an appeal. The notice will state in a culturally and linguistically appropriate manner
and in a manner calculated to be understood by the claimant:

1. identification of the claim, including date of service, name of provider, claim amount (if applicable), and a
statement that the diagnosis code(s) and treatment code(s) and their carresponding meaning{(s) will be
provided to the claimant as soon as feasible upon request

2. the specific reason(s) for the adverse benefit determination, including the deniat code(s) and corresponding
meaning (s), and the Plan’s standard, if any, used in denying the claim

reference to the specific Plan provisians on which the adverse benefit determination was based

4, astatement regarding your right, upon request and free of charge, to access and receive copies of documents,
recards, and other information that are relevant to the claim

You and your Plan may have other voluntary alternative dispute resolution options, such as mediation. One way
to find out what may be available is to contact your local LI, S. Department of Labar Office.

5. if aninternal rule, guideline, protocal, or other simitar criterion was relied upon in denying the appeal, either
the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline,
protacal, or other similar criterion was relied upan in denying the appeal and that a copy of the rule,
guideline, protocol, or other criterion will be provided free of charge to you upon request

6. if the denied appeal was based on a medical necessity, experimental/investigational, or similar exclusion or
limit, either an explanation of the scientific ar clinical judgment for the denial, applying the terms of the Plan
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to your medical circumstances, or a statement that such an explanation will be provided free of charge upon
request

7. a description of any additional material or information necessary for the claimant to perfect the claim and an
explanation of why such material or information is necessary

8. a description of the Plan’s internal and external review procedures and the time limits applicable to such
procedures

9. a statement describing any additional appeal procedures offered by the Plan and your right to obtain
information about such procedures, and a statement of your right to bring suit under ERISA 5502(a)

10. information about the availability of and contact information for any applicable office of health insurance
consumer assistance or ombudsman established under applicable federal law to assist individuals with the
internal claims and appeals and external review process

G. Second Level Appeals Process for Urgent Care, Concurrent Care, and Other Pre-Service Claims

If your appeat of a claim is denied, you or your authorized representative may request further review by the Plan
Administrator. This request for a second-level appeal must be made in writing within the timeframe shown in the
Timeframes for Claim and Appeal Processes from the date you are notified of the original appeal decision. For claims,
this second-level review is mandatory; i.e., you are required to undertake this second-level appeal befare you may
pursue civil action under Section 502(a) of ERISA.

The Plan Administratar or its designee will promptly conduct a full and fair review of your appeal, independently from
the individual{s) who considered your first-level appeal or anyone who reports to such individual(s) and without
affording deference ta the initial denial. You will again have access to all relevant records and other information and
the opportunity to submit written comments and other information.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including determinations
that treatments, drugs, or other services are experimental/investigational, or not medically necessary or appropriate,
the Plan Administrator or its designee will consult with a health care professional who has appropriate training and
experience in the field of medicine involved in the medical judgment, and who was consulted neither in connection
with the adverse benefit determination nor the initial appea! denial and who is not a subordinate of any such
individuals.

Second-level appeals of claims will be decided by the Plan Administrator or its designee within a reasonable period of
time, but no later than the timeframe shown in the Timeframes for Claim and Appeal Processes after the Plan
Administrator or its designee receives the appeal. The Plan Administrator or its designee’s decision will be provided to
you in writing, and if the decision is a second denial, the notification will include all of the information described in
the subsection entitled Notification of Appeal Denials above.

H. External Review of Pre-Service Claims

Refer to the External Review of Claims section for the full description of the external review process under the Plan.

. Incomplete Claims

Incomplete pre-service claims and/or post-service claims can be addressed through the extension of time described
herein. (Refer to Clean Claim in the Defined Terms section.) If the reason for the extension is the failure to provide
necessary information and the claimant is appropriately notified, this Plan’s period of time to make a decision is
suspended from the date upon which notification of the missing necessary information is sent until the date upon
which the claimant respands or should have responded.

The notification will include a timeframe of at least forty-five (45) days in which the necessary infarmation must be
provided. Once the necessary information has been provided, this Plan will decide the claim within the extension
described herein.

However, if the time period for the benefit determination is extended due to your failure to submit information
necessary to decide a claim, the time period for making the benefit determination will be suspended from the date
the notice of extension is sent to you until the earlier of:

1. the date on which you respond to the request for additional information
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2. the date established by the Plan for the furnishing of the requested information (shown in the Timeframes for
Claim and Appeal Processes)
If the requested information is not provided within the time specified, the claim may be denied. If your claim is denied
based on your failure to submit information necessary to decide the claim, the Plan may, in its sole discretion, renew
its consideration of the denied claim if the Plan receives the additional information within one hundred eighty (180)
days after original receipt of the claim. In such circumstances, you will be notified of the Plan’s reconsideration and

subsequent benefit determination.

J. Post-Service Claims

The Claims Administrator manages the claims and first-level appeal process of post-service claims. The Plan
Administrator manages the second-level appeal process of post-service claims.

Post-service cloims are claims thatinvolve only the payment or reimbursement of the cost of the care that has already
been provided. A standard claim and an electronic bill, submitted for payment after services have been provided, are
examples of post-service claims. A claim regarding rescission of coverage will be treated as post-service claim.

How to File Post-Service Claims

In order to file a post-service claim, you or your authorized representative must submit the claim in writing on a form
pre-approved by the Plan. Pre-approved claim forms are available from your employer.

All claims must be received by the Plan within the timeframe shown in the Timeframes for Claim and Appeal Processes
from the date of the expense and must include the following information:

1. the plan participant’s name, Social Security Number, and address

the covered employee’s name, Social Security Number, and address if different from the plan participant’s
the provider’s name, tax identification number, address, degree, and signature

date(s) of service

diagnosis

procedure codes (describes the treatment or services rendered)

assignment of henefits, signed (if payment is to be made to the provider)

release of information statement, signed

coardination of benefits (COB) information if another plan is the primary payer

0. sufficient medical information to determine whether and to what extent the expense is a covered benefit
under the Plan

Send complete infoermation to your local Blue Cross/Blue Shield office.

Notification of Benefit Determination of Post-Service Claims

The Plan will notify you or your authorized representative of its benefit determination (whether adverse or not) no
later than the timeframe shown in the Timeframes for Claim and Appeal Processes after receipt of the claim. However,
this period may be extended one (1) time by the Plan for up to the timeframe shown in the Timeframes for Claim and
Appeal Processes if the Plan both determines that such an extension is necessary due to matters beyond its control and
provides you written notice, prior to the end of the original time period, of the circumstances requiring the extension
and the date by which the Plan expects to render a decision.

The applicable time period for the benefit determination begins when your claim is filed in accordance with the

reasonable procedures of the Plan, even if you haven’t submitted all the information necessary to make a benefit
determination. Refer to the Incomplete Claims subsection for information regarding incomplete claims,

Notification of Adverse Benefit Determination of Post-Service Claims

If a post-service claim is denied in whole or in part, the denial is considered to be an adverse benefit determinotion.
The Plan Administrator or its designee shall provide written or electronic notification of the adverse benefit
determination. This notice will state in a culturally and linguistically appropriate manner and in a manner calculated
to be understood by the claimant:
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1. identification of the ciaim, including date of service, name of provider, claim amount (if applicable), and a
statement that the diagnosis code(s) and treatment code(s) and their corresponding meaning(s) will be
provided to the claimant as soon as feasible upon request

2. the specific reason(s) for the adverse benefit determination, including the denial code(s) and corresponding
meaning(s), and the Plan’s standard, if any, used in denying the claim

3. reference to the specific Plan provisions on which the determination was based

4, a description of any additional information or material needed from you to complete the claim and an
explanation of why such material or information is necessary

5. if aninternal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse benefit
determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such
a rule, guidetine, protocol, or other similar criterion was relied upon in the adverse benefit determination and
that a copy of the rule, guideline, protocol, or other criterion will be provided free of charge to you, upon
request

6. if the adverse benefit determination is based on the medical necessity or experimental or investigational
treatment or similar exclusion or limit, an explanation of the scientific or clinical judgment faor the
determination, applying the terms of the Plan to the claimant’s medical circumstances, or a statement that
such an explanation will be provided free of charge, upon request

7. a description of the Plan’s review or appeal procedures, including applicable time limits, and a statement of
your right to bring suit under ERISA §502(a) with respect to any claim denied after an appeat

8. information about the availability of and contact information for any applicable office of health insurance
consumer assistance or ombudsman established under applicable federal law to assist individuals with the
internal claims and appeals and external review process

How to File an Appeal of Post-Service Claims

You may appeal any adverse benefit determination to the Plan Administrator. The Plan Administrator is the sole
fiduciary of the Plan and exercises all discretionary authority and control over the administration of the Plan and has
sole discretionary authority to determine eligibility for Plan benefits and to construe the terms of the Plan. Refer to
the timeframe shown in the Timeframes for Claim and Appeal Processes in which a claimant may fite a written request
for an appeal of the decision after receiving natification of an adverse benefit determination. However, for concurrent
care claims, the claimant must file the appea! prior to the scheduled reduction or termination of treatment. For a
claim based on rescission of coverage, the claimant must file the appeal within the timeframe shown in the
Timeframes for Claim and Appeal Processes. A claimant may submit written comments, documents, records, and other
information relating to the claim,

The Plan Administrator or its designee will conduct a full and fair review of all benefit appeals, independently from
the individual(s) who made the adverse benefit determination or anyone who reports to such individual(s) and without
affording deference t the adverse benefit determination. You will, upon request and free of charge, be given
reasonable access to, and copies of, all documents, records, and other information relevant to your claim for benefits,
including your claim file. You will also have the opportunity to submit to the Plan Administrator or its designee written
comments, documents, records, and other information relating to your claim for benefits. You may also present
evidence and testimony should you choose to do so; however, a formal hearing may not be allowed. The Plan
Administrator or its designee will take into account all this information regardless of whether it was considered in the
adverse benefit determination.

A document, record, or other information shall be considered relevant to a claim if it:

1. was relied upon in making the benefit determination

2. wassubmitted, considered, or generated in the course of making the benefit determination, without regard to
whether it was relied upon in making the benefit determination

3. demonstrated compliance with the administrative processes and safeguards designed to ensure and to verify
that benefit determinations are made in accordance with plan documents and Plan provisions have been
applied consistently with respect to all claimants

4, constituted a statement of policy or guidance with respect to the Plan concerning the denied treatment option
or benefit

The period of time within which a benefit determination on appeal is required to be made shall begin at the time of
receipt of a written appeal in accordance with the procedures of the Plan. This timing is without regard to whether all
the necessary information accompanies the filing.
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Before the Plan Administrator or its designee issues its final internal adverse benefit determination based on a new or
additional rationale or evidence, the claimant must be provided, free of charge, with a copy of the rationale. The
rationale must be provided as soon as possible and sufficiently in advance of the time within which a final
determination on appeal is required to allow the claimant time to respond.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including determinations
that treatments, drugs, or ather services are experimental/investigational, or nct medically necessary or appropriate,
the Plan Administrator or its designee will consult with a health care professional who has appropriate training and
experience in the field of medicine involved in the medical judgment, and who was neither consulted in connection
with the adverse benefit determination nor is a subordinate of any such individual.

Upon request, you will be provided the identification of the medical or vocational expert(s) whose advice was obtained
on behalf of the Plan in connection with the adverse benefit determination, whether or not the advice was relied upon
to make the adverse benefit determination.

Form and Timing of Appeals of Denied Post-Service Claims

You or your authorized representative must file an appeal of an adverse benefit determination within the timeframe
shown in the Timeframes for Claim and Appeal Processes after receiving notification of the adverse benefit
determination,

Requests for appeal which do not comply with the above requirement will not be considered.

All requests for a review of a denied post-service claim must be in writing and should include a copy of the adverse
benefit determination and any other pertinent information that you wish the Third Party Administrator to review in
conjunction with your appeal. Send all information to:

AmeriBen

Attention: Appeals Coordination
P.O. Box 7186

Boise, 1D 83707

Time Period for Deciding Appeals of Post-Service Claims

Appeals of post-service claims will be decided by the Plan Administrator or its designee within a reasonable period of
time, but no later than the timeframe shown in the Timeframes for Claim and Appeal Processes after the Plan
Administrator or its designee receives the appeal. The Plan Administrator or its designee’s decision will be provided to

you in writing.

Notification of Appeal Denials of Post-Service Claims

If your oppeal is denied, in whole or in part, the Plan Administrator or its designee will provide written notification of
the adverse benefit determination on appeal. The notice will state in a culturally and linguistically appropriate manner
and in a manner calculated to be understood by the claimant:

1. identification of the claim, including date of service, name of provider, cfaim amount (if applicable), and a
statement that the diagnosis code(s) and treatment code(s} and their corresponding meaning(s) will be
provided to the clgimant as soon as feasible upon request

2. the specific reason(s) for the adverse benefit determination, including the denial code(s) and corresponding
meaning(s), and the Plan’s standard, if any, used in denying the claim

3, reference to the specific Plan provisions on which the adverse benefit determination was based

4. astatement regarding your right, upon request and free of charge, to access and receive copies of documents,
records, and other information that are relevant to the claim

You and your Plan may have other voluntary alternative dispute resolution options, such as mediation. One (1)
way to find out what may be available is to contact your local U.S. Department of Labor Office.

5. if an internal rule, guideline, protocol, or other similar criterion was relied upon in denying the appeal, either
the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline,
protocol, or other similar criterion was relied upon in denying the appeal and that a copy of the rule,
guideline, protocol, or other criterion will be provided free of charge to you upon request

6. if the denied appeal was based on a medical necessity, experimental/investigational, or similar exclusion or
limit, either an explanation of the scientific or clinical judgment for the denial, applying the terms of the Plan
to your medical circumstances, or a statement that such an explanation will be provided free of charge upon

request
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7. a description of any additional material or information necessary for the claimant to perfect the claim and an
explanation of why such material or information is necessary

8. a description of the Plan’s internal and external review procedures and the time limits applicable to such
procedures

9. a statement describing any additional appeal procedures offered by the Plan and your right to obtain
information about such procedures, and a statement of your right to bring suit under ER15A §50Z(a)

10, information about the availability of and contact information for any applicable office of health insurance
consumer assistance or ombudsman established under applicable federal law to assist individuals with the
internal claims and appeals and external review process

K. Second-Level Appeal Process of Post-Service Claims
The Plan Administrator or its designee manages the second-level appeal process for post-service claim decisions.

The Plan Administrator or its designee will be identified in the notification of denial of your first-level appeal and will
not be the individual who made the original decision regarding the denial of your first-level appeal or a subordinate of
such individual,

If your appeal of a post-service claim is denied, you or your authorized representative may request further review by
the Plan Administrator or its designee. This request for a second-level appeal must be made in writing within the
timeframe shown in the Timeframes for Claim and Appeal Processes. For claims, this second-level review is mandatory;
i.e., you are required to undertake this second-level appeal before you may pursue civil action under Section 502(a} of
ERISA.

The Plan Administrator or its designee will promptly conduct a full and fair review of your appeal, independently from
the individual(s) who considered your first-level appeal or anyone who reports to such individual(s) and without
affording deference to the initial denial. You will again have access to all relevant records and other information and
the opportunity to submit written comments and other information, as described in more detail under the subsection
entitled Post-Service Claims above.

If the adverse benefit determination was based, in whole or in part, on a medical judgment, including determinaticns
that treatments, drugs, or other services are experimental/ investigational, or not medically necessary or appropriate,
the Plan Administrator or its designee will consult with a health care professional who has appropriate training and
experience in the field of medicine involved in the medical judgment, and who was consulted neither in connection
with the adverse benefit determination nor the initial appeal denial and who is not a subordinate of any such
individuals.

Second-level appeals of post-service claims will be decided by the Plan Administrator or its designee within a
reasonable period of time, but no tater than the timeframe shown in the Timeframes for Claim and Appeal Processes
after the Plan Administrator or its designee receives the appeal. The Plan Administrator or its designee’s decision will
be provided to you in writing, and if the decision is a second denial, the notification will include all of the information
described in the provision entitled Notification of Appeal Denials of Post-Service Claims above.

L. External Review Rights

If your final appeal for a claim is denied, you will be notified in writing that your claim is eligible for an external
review, and you will be informed of the time frames and the steps necessary to request an external review. You must
complete all levels of the internal claimsand appeals procedures before you can request a voluntary exfernal review.

If you decide to seek external review, an independent review organization (IRO) will be assigned your claim, and the
IRO will work with a neutral, independent clinical reviewer with appropriate medical expertise. The RO does not have
to give deference to any earlier claims and appeals decisions, but it must observe the written terms of the plan
document. In other words, the /RO is not bound by any previous decision made on your claim. The ultimate decision of
the 1RO will be binding on you, the Third Party Administrator, and the Plan.

M. External Review of Claims

The external review process is available only where the final internal adverse benefit determination is denied on the
basis of any of the following:

1. a medical judgment {which includes but is not limited to Plan requirements for medical necessity,
appropriateness, health care setting, level of care, or effectiveness of a covered benefit}
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2. a determination that a treatment is experimental or investigational

3. arescission of coverage

If your appeal is denied, you or your authorized representative may request further review by an independent review
organization (IRO). This request for external review must be made, in writing, within the timeframe shown in the
Timeframes for Claim and Appeal Processes beginning the date you are notified of an adverse benefit determination or
final internal adverse benefit determination. This external review is mandatory; i.e., you are required to undertake
this external review before you may pursue civil action under Section 502(a) of ERISA,

The Plan will complete a preliminary review of the request within the timeframe shown in the Timeframes for Claim
and Appeal Processes following the date of receipt of the external review request to determine whether:

1. the claimant is or was covered under the Plan at the time the health care item or service was requested or, in
the case of a retrospective review, was covered under the Plan at the time the health care item or service was
provided

2, the adverse benefit determination or the final internal adverse benefit determination does not relate to the
claimant’s failure to meet the requirements for eligibility under the terms of the group health plan (e.g.,
worker classification or similar determination)

3. the claimant has exhausted the Plan’s internal appeal process
4, the claimant has provided all the information and forms required to process an external review

The Plan will notify the claimant within the timeframe shown in the Timeframes for Claim and Appeal Processes
following completion of its preliminary review if either:

1. the request is complete but not eligible for external review, in which case the notice will include the reasons
for its ineligibility, and contact information for the Employee Benefits Security Administration [toll-free

number 1-866-444-EBSA (3272)]

2. the request is not complete, in which case the notice will describe the information or materials needed to
make the request complete, and allow the claimant to perfect the request for external review within the
timeframe shown in the Timeframes for Claim and Appeal Processes or within the forty-eight (48} hour period
following receipt of the notification, whichever is later

NOTE: If the adverse benefit determination or final internal adverse benefit determination relates to a plan
participant’s or beneficiary’s failure to meet the requirements for eligibility under the terms of the Plan, itis not
within the scope of the external review process, and no external review may be taken.

If the request is complete and eligible, the Plan Administrator or its designee will assign the request to an /RO. Once
that assignment is made, the following procedure will apply:

1. The assigned /RO will utilize legal experts where appropriate to make coverage determinations under the Plan.

2. The assigned IRO will imely notify the claimant in writing of the request’s eligibility and acceptance for
external review, This notice will include a statemenl that the claimant may submit in writing to the assigned
{RO, within the timeframe shown in the Timeframes for Claim and Appeal Processes following the date of
receipt of the notice, additional information that the /RO must consider when conducting the external review.
The IRO is not required to, but may, accept and consider additional information submitted after ten (10)

business days.

3. Within the timeframe shown in the Timeframes for Claim and Appeal Processes after the date of assighment of
the IRO, the Plan must provide to the assigned /RO the documents and any information considered in making
the adverse benefit determination or final internal adverse benefit determination. Failure by the Plan to
timely provide the documents and information must not delay the conduct of the external review. If the Plan
fails to timely provide the documents and information, the assighed /RO may terminate the external review
and make a decision to the adverse benefit determination or final internal adverse benefit determination. The
IRO must notify the claimant and the Plan within the timeframe shown in the Timeframes for Claim and Appeal

Processes after making the decision.

4, Upon receipt of any information submitted by the claimant, the assigned /RO must forward the information to
the Plan within the timeframe shown in the Timeframes for laim and Appeal Processes. Upon receipt of any
such information, the Plan may reconsider its adverse benefit determination or final internal adverse benefit
determination that is the subject of the external review. Reconsideration by the Plan must not delay the
external review. The external review may be terminated as a resutt of the reconsideration only if the Plan
decides, upon completion of its reconsideration, to reverse its adverse benefit determination or final internal
adverse benefit determination and provide coverage or payment. The Plan must provide written notice of its
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decision to the claimant and the assigned /RO within the timeframe shown in the Timeframes for Claim and
Appeal Processes. The assigned RO must terminate the external review upaon receipt of the notice from the
Plan,

5. The IRO will review all of the information and documents timely received. In reaching a decision, the assighed
IRO will review the claim de novo and not be bound by any decisions or conclusions reached during the Plan’s
internal claims and appeals process. In addition to the documents and information provided, the assigned 1RO,
to the extent the infarmation or documents are available and the IRO considers them appropriate, will consider
the following in reaching a decision:

a. the claimant’s medical records
b. the attending health care professional’s recommendation

¢. reports from appropriate health care professionals and other documents submitted by the Plan,
claimant, or the claimant's treating provider

d. the terms of the claimant's Plan to ensure that the IRO’s decision is not contrary to the terms of the
Plan, unless the terms are inconsistent with applicable law

e. appropriate practice guidelines, which must include applicable evidence-based standards and may
include any other practice guidelines developed by the federal government, national or professional
medical societies, boards, and associations

f. any applicable clinical review criteria developed and used by the Plan, unless the criteria are
inconsistent with the terms of the Plan or with applicable law

g. the opinion of the IRO’s clinical reviewer or reviewers after considering the information described in
this notice to the extent the information or documents are available

6. The assigned /RO must provide written notice of the final external review decision within the timeframe shown
in the Timeframes for Claim and Appeal Processes after the IRO receives the request for the external review.
The [RO must deliver the notice of final external review decision to the claimant and the Plan.

7. The assigned IRO's decision notice will contain:

a, ageneral description of the reason for the request for external review, including information sufficient
to identify the claim [including the date or dates of service, the health care provider, the claim
amount (if applicabte), the diagnosis code and its corresponding meaning, the treatment code and its
corresponding meaning, and the reason for the previous denial]

b. the date the IRO received the assighment to conduct the external review and the date of the IRO
decision

c. the references to the evidence or documentation, including the specific coverage provisions and
evidence-based standards, considered in reaching its decision

d. a discussion of the principal reason(s) for its decision, including the rationale for its decision and any
evidence-based standards that were relied on in making its decision

e. a statement that the determination is binding except to the extent that other remedies may be
available under state or federal law to either the group health Plan or to the claimant

f. a statement that judicial review may be available to the claimant

g. current contact information, including phone number, for any applicable office of health insurance
consumer assistance or ombudsman

If you remain dissatisfied with the outcome of the external review, you may pursue civil action under Section 502(a) of
ERISA.

Generally, a claimant must exhaust the Plan’s claims and appeals procedures in order to be eligible for the external
review process. However, in some cases the Plan provides for an expedited externat review if either:

1. The claimant receives an adverse benefit determination that involves a medical condition for which the time
for completion of the Plan’sinternal claims and appeals procedures would seriously jeopardize the claimant’s
life, health, or ability to regain maximum function, and the claimant has filed a request for an expedited
internal review.

2. The claimant receives a final internal adverse benefit determination that involves a medical condition where
the time for completion of a standard external review process would seriously jeopardize the claimant’s life or
health or the claimant’s ability fo regain maximum function, or if the final internal adverse benefit
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determination concerns an admission, availability of care, continued stay, or health care item or service for
which the claimant received emergency services, but has not been discharged from a facility.

Immediately upon receipt of a request for expedited external review, the Plan must determine and notify the claimant
whether the request satisfies the requirements for expedited review, including the eligibitity requirements for externat
review listed above. If the request qualifies for expedited review, it will be assigned to an /RO. The IRO must make its
determination and provide a notice of the decision as expeditiously as the claimant’s medical condition or
circumstances require, but in no event more than the timeframe shown in the Timeframes for Claim and Appeal
Processes after the /RO receives the request for an expedited external review. If the original notice of its decision is
not in writing, the IRC must provide written confirmation of the decision within the timeframe shown in the
Timeframes for Claim and Appeal Processes to both the claimant and the Plan.

N. Designation of Authorized Representative

A plan participant is permitted to appoint an authorized representative to act on behalf of the plan participant with
respect to a benefit cfaim or appeal of a denial. In connection with a claim involving urgent care, the Plan will permit
a health care professional with knowledge of the plan participant’s medical condition to act as the plan participant’s
authorized representative. In the event a plan participant designates an authorized representative, all future
communications from the Plan will be with the representative, rather than the plan participant, unless the plan
participant directs the Plan Administrator, in writing, to the contrary. If you wish to change/alter your authorized
representative, or the time frame, you will need to submit these changes in writing.

0. Physical Examinations

The Plan reserves the right to have a physician of its own choosing examine any plan participant whose condition,
iliness, or injury is the basis of a claim. All such examinations shall be at the expense of the Plan. This right may be
exercised when and as often as the Plan may reasonably require during the pendency of a claim. The plan participant
must comply with this requirement as a necessary condition to coverage,

P. Autopsy

The Plan reserves the right to have an autopsy performed upon any deceased plan participant whose condition, iliness,
or injury is the basis of a claim. This right may be exercised only where not prohibited by law.

Q. Payment of Benefits

All benefits under this Plan are payable, in U.S. dollars, to the plan participant whose itlness or injury, or whose
covered dependent’s itlness or injury, is the basis of a claim. In the event of the death or incapacity of a plan
participant, and in the absence of written evidence to this Plan of the qualification of a guardian for their estate, this
Ptan may, in its sole discretion, make any and all such payments to the individual or institution which, in the opinion of
this Plan, is or was providing the care and support of such employee.

R. Assignments

Benefits for medical expenses covered under this Plan may be assigned by a plan participant to the provider as
consideration in full for services rendered; however, if those benefits are paid directly to the employee, the Plan shall
be deemed to have fulfilled its obligations with respect to such benefits. The Plan will not be respansible for
determining whether any such assignment is valid. Paymentof benefits which have been assigned will be made directly
to the assignee unless a written request not to honor the assignment, signed by the plan participant and the assignee,
has been received before the proof of loss is submitted.

No plan participant shall at any time, either during the time in which they are a plan participant in the Pian, or
following their termination as a plan participant, in any manner, have any right to assign their right to sue to recover
benefits under the Plan, to enforce rights due under the Plan, or to any other causes of action which they may have
against the Plan or its fiduciaries.

A provider which accepts an assignment of benefits, in accordance with this Plan as consideration in full for services
rendered, is bound by the rules and provisions set forth within the terms of this document.
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S. Recovery of Payments

Occasionally, benefits are paid more than once; are paid based upon improper billing or a misstatement in a proof of
loss or enrollment information; are not paid according to the Plan’s terms, conditions, limitations, or exclusions; or
should ctherwise not have been paid by the Plan, As such, this Plan may pay benefits that are later found to be greater
than the maximum allowable charge. In this case, this Plan may recover the amount of the overpayment from the
source to which it was paid, primary payers, or from the party on whose behalf the charge(s) were paid. As such,
whenever the Plan pays benefits exceeding the amount of benefits payable under the terms of the Plan, the Pian
Administrator has the right to recover any such erroneous payment directly from the person or entity who received
such paymentand/or from other payers and/or the plan participant or dependent on whose behalf such payment was
made.

A plan participant, dependent, provider, another benefit plan, insurer, or any other person or entity who receives a

payment exceeding the amountof benefits payable under the terms of the Plan or on whose behalf such payment was
made, shall return or refund the amount of such erroneous payment to the Plan within thirty (30) days of discovery or
demand. The Plan Administrator shall have no obligation to secure payment for the expense for which the erroneous

payment was made or to which it was applied.

The person or entity receiving an erroneous payment may not apply such payment to another expense. The Plan
Administrator shall have the sole discretion to choose who will repay the Plan for an erroneous payment and whether
such payment shall be reimbursed in a lump sum. When a plan participant or other entity does not comply with the
provisions of this section, the Plan Administrator shall have the authority, in its sole discretion, to deny payment of
any claims for benefits by the plan participant and to deny or reduce future benefits payable {including payment of
future benefits for other injuries or illnesses) under the Plan by the amount due as reimbursement to the Plan. The
Plan Administrator may also, in its sole discretion, deny or reduce future benefits {including future benefits for other
injuries or ilinesses) under any other group henefits plan maintained by the Plan Sponsor. The reductions will equal the
amount of the required reimbursement,

Providers and any other person or entity accepting payment from the Plan or to whom a right to benefits has been
assigned, in consideration of services rendered, payments, and/or rights, agrees to be bound by the terms of this Plan
and agree to submit claims for reimbursement in strict accordance with their state’s health care practice acts, 1CD-10
or CPT standards, Medicare guidelines, HCPCS standards, or other standards approved by the Plan Administrator or
insurer. Any payments made on claims for reimbursement not in accordance with the above provisions shall be repaid
to the Plan within thirty (30) days of discovery or demand or incur prejudgment interest of 1.5% per month. If the Plan
must bring an action against a plan participant, provider, or other person or entity to enforce the provisions of this
section, then that plan participant, provider, or other person or entity agrees to pay the Plan’s attorneys’ fees and
costs, regardless of the action’s outcome.

Further, plan participants and/or their dependents, beneficiaries, estate, heirs, guardian, personal representative, ar
assigns {plan participant) shall assign or be deemed to have assigned to the Plan their right to recover said payments
made by the Plan, from any other party and/or recovery for which the plan participant(s) are entitled, for or in
relation to facility-acquired condition(s), provider error(s), or damages arising from another party’s act or omission for
which the Plan has not already been refunded.

The Plan reserves the right to deduct from any benefits properly payable under this Plan the amount of any payment
which has been made:

1. in error
2. pursuant to a misstatement contained in a proof of loss or a fraudulent act

3. pursuant to a misstatement made to obtain coverage under this Plan within two (2) years after the date such
coverage comimences

4. with respect to an ineligible person

in anticipation of obtaining a recovery if a plan participant fails to comply with the Plan’s Reimbursement And
Recovery Provisions

6. pursuant to a claim for which benefits are recoverable under any policy or act of law providing for coverage for
accupational injury or disease to the extent that such benefits are recovered

This provision (6) shall not be deemed to require the Plan to pay benefits under this Plan in any such instance.

The deduction may be made against any claim faor benefits under this Plan by a plan participant or by any of their
covered dependents if such payment is made with respect to the plan participant or any person covered or asserting
coverage as a dependent of the plan participant.
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If the Plan seeks to recoup funds from a provider due to a claim being made in error, a claim being fraudulent on the

part of the provider, and/or a claim that is the result of the pravider’s misstatement, said provider shall, as part of its
assignment of benefits from the Plan, abstain from billing the plan participant for any outstanding amount.
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SECTION XII--COORDINATION OF BENEFITS

A. Coordination of the Benefit Plans

Coordination of benefits sets out rules for the order of payment of covered charges when two (2) or more plans,
including Medicare, are paying. When a plan participant is cavered by this Plan and another plan, or the plan
participant’s spouse is covered by this Plan and by anather plan, or the couple’s cavered children are covered under
two (2) or more plans, the plans will coordinate benefits when a claim is received.

Standard Coordination of Benefits (COB)

The plan that pays first according to the rules will pay as if there were no other plan involved. The secondary and
subsequent ptans will pay the balance due up to 100% of the total allowable charges.

Example: Assume all deductibles are met, billed services are considered covered charges under both plans, the
primary plan pays 80% of the allowable amount, and the secondary plan pays 90% of the allowable amount. A plan
participant incurs a claim with a network provider in which the allowable amount is 51,000.

Primary Plan $800
Secondary Plan $200
Patient 50

Responsibility

Total Amount Paid $1,000

PPQ Plan Option: When this Plan is secondary to other insurance, the resulting claims will have the deducible waived
for all covered services. Once a coordination of benefits form is received by the Claims Administrator, the plan
participant will receive a 5600 credit.

B. Excess Insurance

If at the time of injury, iltness, disease, or disability there is available, or potentially available, any coverage
{including, but not limited to, coverage resulting from a judgment at law or settlements), the benefits under this Plan
shall apply only as an excess over such other sources of coverage.

The Plan’s benefits will be excess to, whenever possible:
any primary payer besides the Plan

2. any first-party insurance through medical payment coverage, personal injury protection, no-fault auto
insurance coverage, uninsured or underinsured motorist coverage

3. any policy of insurance from any insurance company or guarantor of a third party
workers’ compensation or other liability insurance company

any other source, including, but not limited to, crime victim restitution funds, medical, disability, school
insurance coverage, or other benefit payment

C. Allowable Charge

For a charge to be allowable it must be within the Plan's maximum amount and at least part of it must be covered
under this Plan.

In the case of HMO (health maintenance organization) or other network only plans, this Plan will not consider any
charges in excess of whatan HMO ot network provider has agreed to accept as payment in full. Also, when an HMO or
network plan is primary and the plan participant does not use an HMO or network provider, this Plan will not consider
as an allowable charge any charge that would have been covered by the HMO or network plan had the plan participant
used the services of an HMO or network provider.

In the case of service type plans where services are provided as benefits, the reasonable cash value of each service will
be the allowable charge.
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D. General Limitations

When medical payments are available under any other insurance source, the Plan shall atways be considered the
secondary carrier.

E. Application to Benefit Determinations

The Pfan shall be secondary in coverage to any medical payments provision, no-fault automobile insurance policy, or
personal injury protection policy regardless of any election made by anyone to the contrary. The Plan shall also be
secondary to any excess insurance policy, including, but not limited to, school and/or athletic policies. This provision
applies notwithstanding any coordination of benefits term to the contrary.

F. Benefit Plan Payment Order

When two (2) or more plans provide benefits for the same allowable charge, benefit payment will adhere to these rutes
in the following order:
1. Plans that do not have a coordination provision, or one like this, will pay first. Plans with such a provision will
be considered after those without one.

2. Plans with a coordination provision will pay their benefits up to the allowable charge:

a,

The benefits of the plan which covers the person directly (that is, as an employee, member, or
subscriber) are determined before those of the plan which covers the person as a dependent.

The benefits of a benefit plan which covers a person as an employee who is neither laid off nor retired
are determined before those of a benefit plan which covers that person as a laid-off or retired
employee. The benefits of a benefit plan which covers a person as a dependent of an employee who is
neither laid off nor retired are determined before those of a henefit plan which covers a person as a
dependent of a laid off or retired employee. If the other benefit plan does not have this rule, and if, as
a result, the plans do not agree on the order of benefits, this rule does not apply.

The benefits of a benefit plan which covers a person as an employee who is neither taid off nor retired
or a dependent of an employee who is neither laid off nor retired are determined before those of a

plan which covers the person as a COBRA beneficiary.

When a child is covered as a dependent and the parents are not separated or divorced, these rules will

apply:

i, The benefits of the benefit plan of the parent whose birthday falls earlier in a year are
determined before those of the benefit plan of the parent whose birthday falls later in that
year.

ii. If both parents have the same birthday, the benefits of the benefit plan which has covered the
patient for the longer time are determined before those of the benefit plan which covers the
other parent.

When a child’s parents are divorced or legally separated, these rules will apply:

i.  This rule applies when the parent with custody of the child has not remarried. The benefit plan
of the parent with custody will be considered before the benefit plan of the parent without

custody.

ii. This rule applies when the parent with custody of the child has remarried. The benefit plan of
the parent with custody will be considered first. The benefit plan of the stepparent that covers
the child as a dependent will be considered next. The benefit plan of the parent without
custody will be considered last.

iii. This rule will be in place of items (i.) and (ii.) immediately above when it applies. A court
decree may state which parent is financially responsible for medical and dental benefits of the
child. In this case, the benefit plan of that parent will be considered before other plans that
cover the child as a dependent.

iv. If the specific terms of the court decree state that the parents shall share joint custody,
without stating that one (1) of the parents is responsible for the health care expenses of the
child, the plans covering the child shall follow the order of benefit determination rules
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outlined above when a child is covered as a dependent and the parents are not. separated or
divorced.

v. For parents who were never married to each other, the rules apply as set out above, as long as
paternity has been established.

f. If there is still a conflict after these rules have been applied, the benefit plan which has covered the
patient for the longer time will be considered first. When there is a conflict in coordination of benefit
rules, the Plan will never pay more than 50% of allowable charges when paying secondary.

g. When a married dependent child is covered as a dependent on both a spouse’s plan and a parent’s
plan, and the policies are both effective on the same day, the benefits of the policy holder whose
birthday falls earlier in a year are determined before those of the policy holder whose birthday falls
later in that year.

Medicare will pay primary, secondary, or last to the extent stated in federal law. Refer to the Medicare
publication Your Guide to Who Pays First at https://www.medicare.gov/supplements-other-insurance/how-
medicare-works-with-other-insurance/which-insurance-pays-first. When Medicare would be the primary
payer if the person had enrolled in Medicare, this Plan will base its payment upon henefits that would have
been paid by Medicare under Parts A and B, regardless of whether or not the person was enrolled under any of
these parts. The Plan reserves the right to coordinate benefits with respect to Medicare Part D. The Plan
Administrator will make this determination based on the information available through Centers for Medicare &
Medicaid Services (CMS). If CMS does not provide sufficient information to determine the amount Medicare
would pay, the Plan Administrator will make reasonable assumptions based on published Medicare fee
schedules.

tf a plan participant is under a disability extension from a previous henefit plan, that benefit plan will pay
first, and this Plan will pay second.

When an adult dependent is covered by their spouse’s plan and is also covered by a parent’s plan, the benefits
of the benefit plan which has covered the patient for the longest time are determined before those of the
other plan.

When an adult dependent is covered by multiple parents’ plans, the benefits of the benefit plan of the parent
whose birthday falls earlier in the year are determined before those of the benefit plan of the parent whose
birthday falls later in that year. Should both/all parents have the same birthday, the benefits of the benefit
plan which has covered the patient the longest shalt be determined first,

The Plan will pay primary to Tricare and a state Children’s Health insurance Plan to the extent required by
federal law.

G. Coordination with Government Programs

1.

Medicaid/IHS. If a plan participant is covered by both this Plan and Medicaid or Indian Health Services (IHS),
this Plan pays first and Medicaid or 1HS pays second.

Veterans Affairs or Military Medical Facility Services. If a plan participant receives services in a U.S.
Department of Veterans Affairs Hospital or Military Medical Facility on account of a military-service-related
iliness or injury, benefits are not covered by this Plan. If a plan participant receives services in a LS.
Department of Veterans Affairs Hospital or Military Medical Facility on account of any other condition that is
not a military-service-related itlness or injury, benefits are covered by the Plan to the extent those services
are medically necessary and the charges are within this Plan’s maximum allowable charge.

Other Coverage Provided by State or Federal Law. If you are covered by both this Plan and any other
coverage (not already mentioned ahove) that is provided by any other state or federal law, the coverage
provided by any other state or federal law pays first and this Plan pays second, unless applicable [aw dictates
otherwise.

H. Claims Determination Period

Benefits will be coordinated on a calendar year basis. This is called the claims determination period.
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I. Right to Receive or Release Necessary Information

For the purpose of determining the applicability of and implementing the terms of this provision or any provision of
similar purpose of any other plan, this Plan may, without the consent of or notice to any person, release to or obtain
from any insurance company, or other organization or individual, any information with respect to any person, which
the Plan deems to be necessary for such purposes. Any person claiming benefits under this Pfan shall furnish to the Plan

such information as may be necessary to implement this provision.

J. Facility of Payment

Whenever payments which should have been made under this Plan in accordance with this provision have been made
under any other plans, the Plan Administrator may, in its sole discretion, pay any organizations making such other
payments any amounts it shall determine to be warranted in order to satisfy the intent of this provision, and amounts
so paid shall be deemed to be benefits paid under this Plan and, to the extent of such payments, this Plan shall be fully
discharged from liability. This Plan may repay other plans for benefits paid that the Plan Administrator determines it
should have paid. That repayment will count as a valid payment under this Plan.

K. Right of Recavery

In accordance with the Claims and Appeals section, Recovery of Payments subsection, whenever payments have been
made by this Plan with respect to allowable charges in a total amount, at any time, in excess of the maximum amount
of payment necessary at that time to satisfy the intent of this article, the Plan shall have the right to recover such
payments, to the extent of such excess, from any one (1) or more of the following as this Plan shall determine: any
person to or with respect to whom such payments were made, or such person's legal representative, any insurance
companies, or any other individuals or organizations which the Plan determines are responsible for payment of such
allowable charges, and any future benefits payable to the plan participant or their dependents. Please see the
Recovery of Payments subsection for more details.

L. Exception to Medicaid

In accordance with ERISA, the Plan shall not take into consideration the fact that an individual is eligible for or is
provided medical assistance through Medicaid when enrolling an individual in the Plan or making a determination about
the payments for benefits received by a pfan participant under the Plan.
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SECTION XIH—MEDICARE

A, Application to Active Employees and Their Spouses

An active employee and their spouse (when eligible for Medicare) may, at the option of such employee, elect or reject
coverage under this Plan. If such employee elects coverage under this Plan, the benefits of this Plan shall be
determined before any benefits provided by Medicare. If coverage under this Plan is rejected by such employee,
benefits listed herein will not be payable even as secondary coverage to Medicare.

B. Applicable to All Other Participants Eligible for Medicare Benefits

To the extent required by federal regulations, this Plan will pay before any Medicare benefits. There are some
circumstances under which Medicare would be required to pay its benefits first. In these cases, benefits under this Plan
would be calculated as the secondary payer {as described under the section entiled Coordination of Benefits). The
plan participant will be assumed to have full Medicare coverage (that is, both Parts A & B) whether or not the plan
participant has enrolled for the full coverage. If the provider accepts assighment with Medicare, covered charges will
not exceed the Medicare approved expenses.
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SECTION XIV—SUBROGATION AND REIMBURSEMENT PROVISIONS

These Subrogation and Reimbursement Provisions apply when the Plan pays benefits as a result of injuries or
illnesses the plan participant sustained, and the plan participant has a right to a recovery or have received a recovery

from any source.

A. Definitions

As used in these Subrogation and Reimbursement Provisions, ‘plan participant’ includes anyone on whase behalf the
Plan pays benefits. These Subrogation and Reimbur sement Provisions apply to atl current or former plan participants
and Plan beneficiaries. The provisions also apply to the parents, guardian, or other representative of a dependent child
who incurs claims and is or has been covered by the Plan. The Plan’s rights under these provisions shall also apply to
the personal representative or administrator of the plan participant’s estate, the plan participant’s heirs or
beneficiaries, minors, and legally incompetent or disabled persons. If the covered person is a minor, any amount
recovered by the minor, the minor's trustee, guardian, parent, or other representative shall be subject to these
Subrogation and Reimbursement Provisions. Likewise, if the covered person’s relatives, heirs, and/or assignees make
any recovery because of injuries sustained by the covered person, or because of the death of the covered person, that
recovery shall be subject to this provision, regardless of how any recovery is allocated or characterized.

As used in these Subrogation and Reimbursement Provisions, ‘recovery’ includes, but is not limited to, monies
received from any person or party; any person’s or party’s liability insurance coverage, uninsured motorist coverage,
underinsured motorist coverage, personal umbrella coverage, workers' compensation insurance or fund, premises
medical payments coverage, restitution, or “no-fault” or personal injury protection insurance and/or automobile
medical payments coverage; or any other first- or third-party insurance coverage, whether by lawsuit, settlement, or
otherwise. Regardless of how the plan participant or the plan participant’s representative or any agreements allocate
or characterize the money the plan participant receives as a recovery, it shall be subject to these provisions.

B. Subrogation

Immediately upon paying or providing any benefit under the Plan, the Plan shall be subrogated to, or stand in the place
of, all of the plan participant’s rights of recovery with respect to any claim or potential claim againstany party, due to
an injury, illness, or condition to the full extent of benefits provided or to be provided by the Plan. The Plan has the
right to recover payments it makes on the pl