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INTERPRETERS

The employer has established an Employer-Funded Medical Reimbursement Plan to cover eligible expenses not covered by the employer's group healln
plan or any other health care plan. A participant will file claims with the employer's group health plan and then with any other health care plan under which
he or she may have elected coverage. Aflerthese plans have processad the claims, the participant's Employer-Funded Medical Reimbursement Plan will
reimburse a participant for unpaid eligible expenses as follows!

s In any Benefit Year, the Plan will reimburse a participant enrolled in employae-only coverage up to $1,200 for amounts applied loward the
satisfaction of the in- or out-of-network deductible.

o In any Benefit Year, the Flan will reimburse members of a family enrolled in family coverage up to $2,200 for amounts applied loward the
satisfaction of the in- or out-of-network deductible.

A participant must follow these steps to file a claim under the Employer-Funded Medical Reimbursement Plan:
1. Eile a claim for health care expenses with the employer’s group health plan,
2 Obtain documentation from the employer’s group healih plan that eligible charges were applicd toweard that plan's deductibic (¢.g., an

Explanation of Benefits [EOB]). NOTE: If the participant does not have othier heaith plan coverage, the participant can proceed
to step 5. i the participant has other coverage, he or she must continue with steps 3-6.

3. File a claim for heaith care expenses with any other heallh plan under which coverage was ulacted.

4. Obtain documentation from the other health plan that cligible charges were applied toward that plan's deductible (e.g., an EOR).

8. Obtain an Employer-Funded Medical Reimbursement Plan Claim Form and complete it accurately and completely. The Employer-
Funded Madical Reimbursement Plan Claim Form is available from the employer or from the Claim Administrator, ASRE. Youmay
contact ASE by writing to the address below, calling (616) 957-1751 or (300) 068-2449, or visiting www.asrhealihbenefils.com.

G. Sign and date the claim form where indicated, altach te EOB from the employer's group mealth plan (2nd tha EOR from the olher

health plan, if any), and mail all to ASR at the following address:

P.0. Box 6382
Grand Rapids, Michigan 48516-6392

Complete and proper claims for benefiis made by covered persons will be promptly procassed. Allinformation will e revieved promplly. The employer or
ASR may request missing or additional data if noeded. The employer or ASR reserves the right Lo require an original claim fornr or Lilling sialemerl,

ASR shall examine each claim for reimbursement and determine whether the claim is for expenses covered by [his plan. The Claim Administrator will
automatically reimburse the approved portion direclly to the participant. The Plan shall not recognize an assignmant of penefits. The participant should
keep a copy of the claim form and EOB statement(s) for each reimbursement request for his or her own records. Any guestions can be directed to the
employer or ASR.

Renefit Percentage
Type | - Preventive Dental Services 50%
Type - Minor Reslorative Dental Sarvices 504%
Type 1 - Major Restorative Dental Services 50%
Type IV - Orthodontic Services (for all Coverad Persons) 50%

Maximum Benefit Paid per Covered Person per Calendar Year for Types | 1l $1.000

& 11l Dental Services

Lifetime Maximum Benefit Paid per Covered Persen for Type IV Orthodontic $1,500

Services

Fliis sanuiiny represents only o sumimacy of the Employer-Funded Medical Heimbursement Pl ;:m:. b Deatal Benelits Plan 1 applies fo ail eligine en
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The employer has established an Employer-Funded Medical Reimbursement Plan to cover eligible expenses not covered by the employer's group heaith
plan or any other health care plan. A participant will file claims with the employer’s group health plan and then with any other health care plan under which
he or she may have elected coverage. After these plans have processed the claims, the participant's Employer-Funded Medical Reimbursement Plan will
reimburse a participant for unpaid eligible expenses as follows:

s In any Benefit Year, the Plan will reimburse a participant enrolled in employee-only coverage up to $1,200 for amounts applied toward the
satisfaction of the in- or out-of-network deductible.

e In any Benefit Year, the Plan will reimburse members of a family enrolled in family coverage up to $2,400 for amounts applied toward the
satisfaction of the in- or out-of-network deductible.

A participant must follow these steps to file a claim under the Employer-Funded Medical Reimbursement Plan:
i File a claim for health care expenses with the employer’s group health plan.
2. Obtain documentation from the employer's group health plan that eligible charges were applied foward that plan’s deductible (e.g., an
Explanation of Benefits [EOB]). NOTE: If the participant does not have other health plan coverage, the participant can proceed
to step 5. If the participant has other coverage, he or she must continue with steps 3-6.
3. File a claim for health care expenses with any other health plan under which coverage was elected.
4. Obtain documentation from the other health plan that eligible charges were applied toward that plan’s deductible (e.g., an EOB).
Obtain an Employer-Funded Medical Reimbursement Plan Claim Form and complete it accurately and completely. The Employer-

Funded Medical Reimbursement Plan Claim Form is available from the employer or from the Claim Administrator, ASR. You may
contact ASR by writing to the address below, calling (616) 957-1751 or (800) 968-2449, or visiting www.asrhealthbenefits.com.

&

6. Sign and date the claim form where indicated, attach the EOB from the employer’s group health plan (and the EOB from the other
health plan, if any), and mail all to ASR at the following address:

P.O. Box 6392
Grand Rapids, Michigan 49516-6392

Complete and proper claims for benefits made by covered persons will be promptly processed. All information will be reviewed promptly. The employer or
ASR may request missing or additional data if needed. The employer or ASR reserves the right fo require an original claim form or billing statement.

ASR shall examine each claim for reimbursement and determine whether the claim is for expenses covered by this plan. The Claim Administrator will
automatically reimburse the approved portion directly to the participant. The Plan shall not recognize an assignment of benefits. The participant should
keep a copy of the claim form and EOB statement(s) for each reimbursement request for his or her own records. Any questions can be directed to the
employer or ASR.

Limits
Benefit Percentage
Type | - Preventive Dental Services 80%
Type Il - Minor Restorative Dental Services 50%
Type Il - Major Restorative Dental Services 50%
Type IV - Orthodontic Services (for all Covered Persons) 50%
Maximum Benefit Paid per Covered Person per Calendar Year for Types |, Il $1,000
& |l Dental Services
Lifetime Maximum Benefit Paid per Covered Person for Type IV Orthodontic $1,500
Services

This summary represents only a summary of the Employer-Funded Medical Reimbursement Plan and the Dental Benefits Plan as it applies to all eligible employees and dependents. This summary is not the plan
docwnent or the summary plan description and shall not be relied upen te establish or determine cligibility, benefits, f dures, or the content or validity of any section or provision of the plan. Please refer to the plan

document for specific information regarding plan provisions,
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The employer has established an Employer-Funded Medical Reimbursement Plan to cover eligible expenses not covered by the employer's group health
plan or any other health care plan. A participant will file claims with the employer's group health plan and then with any other haalth care plan under which
he or she may have elected coverage. After these plans have processed the claims, the participant's Employer-Funded Medical Reimbursement Plan will
reimburse a participant for unpaid eligible expenses as follows:

° In any Banefit Year, the Plan will reimburse a participant enrolled in employee-only coverage up to 51,200 for amounts applied loward the
satisfaction of the in- or out-of-network deduclible,

o Inany Benefit Year, the Plan will reimburse members of a family enrolled in family coverage up to 52,400 for amounts anplicd loward the
satisfaction of the in- or out-of-network deductible.

A participant must follow these steps to file a claim under the Employer-Funded Moedical Reimbursement Plan:

i File a claim for health care expenses with the employer's group health plan.
2 Obtain documentation from the employer's group healih plan that eligible charges were apalicd toward tha: plan's dedudtibic (¢.g., &0

Explanation of Benefits [EOB]). NOTE: If the participant does not have other health plan coverage, the particinant can proceed
to step 5. If the participant has other coverage, e of she must continue with steps 3-5.

3. File a clzim for health care expenses wilh any ether heallh plan under which coverage was clacted.

4. Obtain documentation from the other health plan that eligible charges were applied toward thal plan’s deductible (e.g., an EOL).

i Obtain an Employer-Funded Medical Reimbursement Plan Clzim Farm and complele it accuralely and completely. The Employer-
Funded Medical Reimbursement Plan Claim Form is available from the employer or fram the Claim Administrator, ASK. You may
contact ASR by writing to the address below, caliing (616) 857-1751 or (800) 868-2449, or visiting wywr.asrhealihbenefils.com.

6. Sign and date the claim form where indicated, attach the EOB from the employer's group healih plan (and the ROB from the olher

health plan, if any), and mail all to ASR at the following address:

P.O. Box 6342
Grand Rapids, Michigan 49516-8392

Complete and proper claims for benefits made by cavered persons will be promptly processed. Allinformation will be reviewed promptly, The cinployer or
ASR may reguest missing or additional data if needad. The employer or ASR reserves the right lo reguire an original clzim form or Lilling sialament,

ASR shall examine each claim for reimbursement and detarmine whether the ¢laim is for expenses covered by this plan. The Claim Administrator will
sutomatically reimburse the approved portion direclly to the participart. The Plan shall not recognize an assignment of benefts, The participant should
keep a copy of the claim form and EOR statement(s) for each reimbursement request for his or her own records. Any questions can be directed to the
employer or ASR.
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Benefit Percentage
Type | - Preventive Dental Services 90%
" Type Il - Minor Reslorative Dental Services 50%
Fype 1l - Major Restorative Dentel Sevices 50%
Type IV - Orthodontic Services (for all Covered Persons) 50%
Maximum Benefit Paid per Covered Person per Calendar Year for Types |11 $1.000
& Il Dental Services
Lifetime Maximum Benefit Paid por Covered Person for Type IV Orthodontic 51,500

Services
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Professional Support

The employer has established an Employer-Funded Medical Reimbursement Plan to cover eligible expenses not covered by the employer's group health
plan or any other health care plan. A participant will file claims with the employer’s group health plan and then with any other health care plan under which
he or she may have elected coverage. After these plans have processed the claims, the participant’s Employer-Funded Medical Reimbursement Plan will
reimburse a participant for unpaid eligible expenses as follows:

= Inany Benefit Year, after a Participant enrolled in employee-only coverage has satisfied the first $150 of the In- or Out-of-Network Deductible,
the Plan shall reimburse the next $1,000 of amounts applied toward the satisfaction of the In- or Out-of-Network Deductible.

s Inany Benefit Year, after a family has satisfied the first $300 of the In- or Out-of-Network Deductible, the Plan shall reimburse the next $2,000 of
amounts applied toward the satisfaction of the In- or Qut-of-Network Deductible.

A participant must follow these steps to file a claim under the Employer-Funded Medical Reimbursement Plan:

1.

2.

File a claim for health care expenses with the employer's group health plan.

Obtain documentation from the employer’s group health plan that eligible charges were applied toward that plan’s deductible (e.g., an
Explanation of Benefits [EOB]). NOTE: If the participant does not have other health plan coverage, the participant can proceed
to step 5. If the participant has other coverage, he or she must continue with steps 3-6.

File a claim for health care expenses with any other health plan under which coverage was elected.

Obtain documentation from the other health plan that eligible charges were applied toward that plan's deductible (e.g., an EOB).
Obtain an Employer-Funded Medical Reimbursement Plan Claim Form and complete it accurately and completely. The Employer-

Funded Medical Reimbursement Plan Claim Form is available from the employer or from the Claim Administrator, ASR. You may
contact ASR by writing to the address below, calling (616) 957-1751 or (800) 968-2449, or visiting www.asrhealthbenefits.com.

Sign and date the claim form where indicated, attach the EOB from the employer’s group health plan (and the EOB from the other
health plan, if any), and mail all to ASR at the following address:

P.O. Box 6352
Grand Rapids, Michigan 49516-6392

Complete and proper claims for benefits made by covered persons will be promptly processed. Allinformation will be reviewed promptly. The employer or
ASR may request missing or additional data if needed. The employer or ASR reserves the right to require an original claim form or billing statement.

ASR shall examine each claim for reimbursement and determine whether the claim is for expenses covered by this plan. The Claim Administrator will
automatically reimburse the approved portion directly to the participant. The Plan shall not recognize an assignment of benefits. The participant should
keep a copy of the claim form and EOB statement(s) for each reimbursement request for his or her own records. Any questions can be directed to the

employer or ASR.
Limits
Benefit Percentage
Type | - Preventive Dental Services 100%
Type Il - Minor Restorative Dental Services 90%
Type Il - Major Restorative Dental Services 70%
Type IV - Orthodontic Services (for all Covered Persons) 70%
Maximum Benefit Paid per Covered Person per Calendar Year for Types |, I $1,000
& |l Dental Services
Lifetime Maximum Benefit Paid per Covered Person for Type IV Orthodontic $1,500
Services
This ¥ rep onlya y of the Employer-Funded Medical Raimbqrsem_epl_PLan and Dental Benefits Plan as it applies to all eligible employees and dependents. This summary is not the plan document

or the summary plan description and shall not be relied uponto
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The employer has established an Em ployer-Funded Medical Reimbursement Plan to cover eligible expenses not covered by the employer’s group health
plan or any other health care plan. A participant will fite claims with the employer's group health plan and then with any other health care plan under which
he or she may have elected coverage. Afterthese plans have processed the claims, the participant's Employer-Funded Medical Reimbursement Plan will
reimburse a participant for unpaid eligible expenses as follows:

o InanyBenefit Year, after a Participant enrolled in employee-only coverage has satisfied the first $150 of the In- or Out-cf-Network Deductible,
the Plan shall reimburse the next $1,100 of amounts applied toward the satisfaction of the In- or Out-of-Network Deductible.

= InanyBenefit Year, after a family has satisfied the first $300 of the In- or Out-of-Network Deductible, the Plan shall reimburse the next $3,000 of
amounts applied toward the satisfaction of the In- or Qut-of-Network Deductible.

A participant must follow these steps to file a claim under the Employer-Funded Medical Reimbursement Plan:
1 File a claim for health care expenses with the employer’s group health plan.
2. Obtain documentation from the employer’s group health plan that eligible charges were applied toward that plan’s deductible (2.g., an
Explanation of Benefits [EOR]). MOTE: If the participant does not have other health plan coverage, the participantcan procecd
to step 5. If the participant has other coverage, he or she must continue with steps 3-6.
3. File a claim for health care expenses with any other health plan under which coverage was elecled.

4. Obtain decumentation from the other health plan that eligible charges were applied toward that plan’s deductible (2.g.. an EOB).

bain an Employer-Funded Medical Reimbursement Plan Claim Form and complete it accurately and completely. The Employer-

-
a2
Funded Medical Reimbursement Plan Claim Form is available from the employer or from the Claim Administrator, ASR. You may
contact ASR by writing to the address below, calling (616) 857-1751 or (800) 968-2449, or visiting www.asrhealthbenefils.com.
6. Sign and date the claim form where indicated, attach the EOB from the employer’s group health plan (and the EOB from the other

health plan, if any), and mail all to ASR at the following address:

P.O. Box 6382
Grand Rapids, Michigan 49516-8382

Complete and proper claims for benefits made by covered persons will be promptly pracessed. Allinformationwill be reviewed promptly. The employer or
ASR may request missing or additional data if needed. The employer or ASR reserves the right to require an original claim form or billing statement.

ASR shall examine each claim for reimbursement and determine whether the claim is for expenses coverad by this plan. The Claim Administrator will
automatically reimburse the approved portion directly to the participant. The Plan shall not recognize an assignment of benefits. The participant should
keep a copy of the claim form and EOB statemeni(s) for each reimbursement request for his or her awn records. Any queslions can be diracted to the

employer or ASR.

Limits
Benefit Percentace
Type | - Preventive Dental Services 100%
Iype I - Minor Restorative Dental Services 90%
Type 111 - Major Restorative Dental Services 70%
Type IV - Orthodontic Services (for all Covered Parsons) 70%
Maximum Benefit Paid per Covered Person per Calendar Year for Types |, Il 31,500
& Il Dental Services
Lifelime Maximum Benefit Paid per Covered Person for Type IV Orthodontic $1,800
Services

1 Medical Reimbursement Plan and the Dental Benelits Plan as it applies to all eligible emy foy and depend This ry is not the plan
son fo establish or determing eligibility, benefits, procedures, o the content or validity of any scetion er provision of the plan. Ploase refer ta the plan

Thizs summary represents anly a summuary of the Employer-Fu
facument of the summary plan description and shall net b ol
gorcument far specific information regarding plan provisions,
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Administration, Principals/HVMMAA,
and Administrative Assistants

The employer has established an Employer-Funded Medical Reimbursement Plan to cover eligible expenses not covered by the employer's group health
plan or any other health care plan. A participant will file claims with the employer’s group health plan and then with any other health care plan under which
he or she may have elected coverage. After these plans have processed the claims, the participant's Employer-Funded Medical Reimbursement Plan will
reimburse a participant for unpaid eligible expenses as follows:

= Inany Benefit Year, after a Participant enrolled in employee-only coverage has satisfied the first $150 of the In- or Qut-of-Network Deductible,
the Plan shall reimburse the next $1,100 of amounts applied toward the satisfaction of the In- or Out-of-Network Deductible.

= InanyBenefit Year, after a family has satisfied the first $300 of the In- or Out-of-Network Deductible, the Plan shall reimburse the next $3,000 of
amounts applied toward the satisfaction of the In- or Out-of-Network Deductible.

A participant must follow these steps to file a claim under the Employer-Funded Medical Reimbursement Plan:
5 File a claim for health care expenses with the employer’s group health plan.
2.4 Obtain documentation from the employer’s group health plan that eligible charges were applied toward that plan’s deductible (e.g., an

Explanation of Benefits [EOB]). NOTE: If the participant does not have other health plan coverage, the participant can proceed
to step 5. If the participant has other coverage, he or she must continue with steps 3-6.

3 File a claim for health care expenses with any other health plan under which coverage was elected.
4. Obtain documentation from the other health plan that eligible charges were applied toward that plan’s deductible (e.g., an EOB).
5. Obtain an Employer-Funded Medical Reimbursement Plan Claim Form and complete it accurately and completely. The Employer-

Funded Medical Reimbursement Plan Claim Form is available from the employer or from the Claim Administrator, ASR. You may
contact ASR by writing to the address below, calling (616) 957-1751 or (800) 968-2449, or visiting www.asrhealthbenefits.com.

6. Sign and date the claim form where indicated, attach the EOB from the employer’s group health plan (and the EOB from the other
health plan, if any), and mail all to ASR at the following address:

P.O. Box 6392
Grand Rapids, Michigan 49516-6392

Complete and proper claims for benefits made by covered persons will be promptly processed. All information will be reviewed promptly. The employer or
ASR may request missing or additional data if needed. The employer or ASR reserves the right to require an original claim form or billing statement.

ASR shall examine each claim for reimbursement and determine whether the claim is for expenses covered by this plan. The Claim Administrator will
automatically reimburse the approved portion directly to the participant. The Plan shall notrecognize an assignment of benefits. The participant should
keep a copy of the claim form and EOB statement(s) for each reimbursement request for his or her own records. Any questions can be directed to the
employer or ASR.

Limits
Benefit Percentage
Type | - Preventive Dental Services 100%
Type [l - Minor Restorative Dental Services 90%
Type Il - Major Restorative Dental Services 70%
Type IV - Orthodontic Services (for all Covered Persons) 70%
Maximum Benefit Paid per Covered Person per Calendar Year for Types |, Il $1,500
& Il Dental Services
Lifetime Maximum Benefit Paid per Covered Person for Type IV Orthodontic $1,800
Services
This Y rep only a y of the Employer-Funded Medical Reimbursement Plan and the Dental Benefits Plan as it applies to all eligible employ and depend: This y is not the plan
or the y plan iption and shall not be relied upon to or it igibility, t fits, p d orthe tent or validity of any section or provision of the plan. Please refer to the plan

document for specific information regarding plan provisions.



