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This Summary Plan Description (“SPD”) summarizes the major features of the benefits program for eligible
Retirees as of January 1, 2026. You should also refer to any applicable cover letter accompanying this SPD for
changes and additions to the SPD.

As of January 1, 2026, this SPD applies to eligible Retirees at the following companies (“Participating
Employers”) or their successor contractor that adopts the Plan:

¢ United Cleanup Oak Ridge LLC (“UCOR”)
e Southern Ohio Cleanup Company LLC

e Four Rivers Nuclear Partnership, LLC

¢ North Wind Dynamics, LLC

e Mission Conversion Services Alliance, LLC.

Participants and beneficiaries may receive from the plan administrator, upon written request, information as to
whether a particular employer is a sponsor of the Plan and, if the employer is a plan sponsor, the sponsor’s
address.

You should not rely on the information in this SPD other than as a general summary of the features of the Oak
Ridge Reservation Cleanup Contract Retiree Medical Benefit Plan (the “Plan”).

While every effort has been made to give you correct and complete information about your benefits, in the
event of any conflict or inconsistency between this SPD and relevant legal documents with respect to benefits
payable, the terms of the legal documents will control. The SPD will govern if the conflict or inconsistency
relates to eligibility, except as described in the “State Insurance Mandates and Dependent Coverage” section in
the Participation chapter. From time to time, there may be changes in the benefits and/or procedures under the
benefit options contained in this Plan. In the case of a material change, you will be notified in writing of the
change. Notices and announcements will normally be sent directly to you at the address that appears on your
employer’s records. For this reason, it is important that you notify your employer when you have a change of
address. You should also keep announcements and notices with this booklet for your future reference.

The Plan, as amended and restated, is effective January 1, 2023 and was thereafter amended. As of the
effective date, the amended and restated Plan entirely supersedes and replaces all prior governing documents.
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Introduction

WHAT’S INSIDE

This SPD contains important information on many of the benefit programs offered under the Oak Ridge
Reservation Cleanup Contract Retiree Medical Benefit Plan (the “Plan”). Please read it carefully and
maintain in your records.

AN OVERVIEW OF YOUR MEDICAL BENEFITS

The Plan offers you medical benefits if you meet certain eligibility criteria. References to the medical benefits
throughout this SPD apply only to eligible Retirees and their eligible dependents. You should refer to the
Appendices for more information about your medical benefits.

THIRD PARTY ADMINISTRATORS

For purposes of administrating the medical benefits under the Plan, the Plan Administrator has retained the
services of certain independent third party administrators and/or insurance companies. Generally the third
party administrator does not assume liability for benefits payable under this Plan; some third party
administrators, however, may be designated as a “named fiduciary,” as that term is defined by the Employee
Retirement Income Security Act (“ERISA”), for purposes of processing claims.

MORE INFORMATION

We encourage you to retain this SPD for future reference. If you have questions about your medical benefits,
please contact the Benefits Administrator whose contact information is included at the end of this SPD.

The role of your prior employer's benefits department along with the Plan’s insurers and third party
administrators is to assist you with questions you may have about this Plan. However, statements made by
such representatives do not have a binding effect on the Plan. If you need to bring or appeal a claim under this
Plan, you should follow the formal claims and appeals procedures described in this SPD.

This SPD is based on legal documents currently in effect (such as plan documents, applicable insurance
contracts, applicable certificates of coverage, and summary booklets). These documents provide further detail
on coverage benefits as well as important exclusions, limitations, and requirements applicable to receive
medical benefits. You may obtain a copy of any of the official legal documents for your coverages by
contacting the Plan Administrator at the contact information listed in the “General Information” at the end of this
SPD.

RIGHT TO AMEND

UCOR as the Plan Sponsor, and the Benefits and Investments Committee (BIC), as the Plan Administrator,
reserve the sole discretionary right to modify, amend, suspend, or terminate the Plan, in any respect, at any
time and from time to time, retroactively or otherwise, by a written instrument adopted by the Amendment
Committee, UCOR’s Board of Managers, UCOR’s President and Project Manager, or its designee.

UCOR’s decision to change or terminate the Plan could result from:

e Changes in federal or state laws governing employee benefits;

e Changes in an insurance contract or policy involving an insurance company;

e Changes in a collective bargaining agreement; or

e Any other reason.
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If the Plan is modified, amended or terminated, you will be notified of the effect of such change to your Plan
benefits or coverage. However, the modification, amendment or termination may be effective before you are
notified, to the extent permitted by law. Subject to the terms of any collective bargaining agreement or
applicable law, no consent of any retiree, employee or any other person will be necessary to modify, amend,
suspend, or terminate the Plan described in this SPD.
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Participation

YOUR ELIGIBILITY

Generally, you are eligible for medical benefits if you are described as an eligible Retiree below who retires
after attaining age 65 or after attaining age 50 with at least 10 years of service.

Independent contractors, casual employees, and leased employees who retire are not eligible to participate in

the Plan. In addition, Four River Nuclear Partnership Non-Grandfathered Bargaining Unit employees retiring
after January 1, 2020 are not eligible for any benefits under this Plan.

Grandfathered Employees who are Retirees Under Age 65
Generally, Retirees who were Grandfathered Employees who are under age 65 shall be eligible for non-

Medicare-related medical benefits (including prescription drug coverage) with premiums that are subsidized,
as described in Appendix A.

Grandfathered Employees who are Retirees Over Age 65

Retirees who were Grandfathered Employees who are age 65 or over shall be eligible to participate in the
retiree reimbursement arrangement (“RRA”) as described in Appendix B.

Non-Grandfathered Non-Bargaining Unit Employees who are Retirees Over Age 65
Non-Grandfathered Non-Bargaining Unit Retirees are not eligible for benefits under this Plan.
Non-Grandfathered Non-Bargaining Unit Employees who are Retirees Under Age 65
Non-Grandfathered Non-Bargaining Unit Retirees are not eligible for benefits under this Plan.

Non-Grandfathered Bargaining Unit Employees who are Retirees Under Age 65 and/or
Over Age 65

Certain Non-Grandfathered Bargaining Unit Retirees may be eligible for medical benefits under the Plan
pursuant to the terms of the collective bargaining agreement (or related written documentation, such as
memoranda of understanding), which may also further limit the participation or eligibility of a Retiree who was
formerly represented by the union.

Definitions:

The following definitions apply to the above eligibility criteria for retirees:

“Bargaining Unit Employee” means an Employee represented by: (i) the United Steel, Paper and Forestry,
Rubber, Manufacturing, Energy, Allied Industrial and Service Workers International Union (USW) at the Oak
Ridge Reservation Cleanup Contract, Portsmouth Gaseous Diffusion Plant, or Paducah Gaseous Diffusion Plant;
or (ii) the Atomic, Trades and Labor Council (ATLC) at the Oak Ridge National Laboratory or Y-12 Plant. In the
context of this SPD, this definition only applies to Retirees who were formerly represented by the specific unions
listed above, as applicable, during their employment.

“Contractor” means United Cleanup Oak Ridge LLC (or UCOR)
“Covered Employment” means regular and permanent, full- or part-time employment which is, with respect

to (a) the Contractor, work performed under the DOE Contract; (b) a Subcontractor, work performed in a
Staffing Plan Position; (c) a New Prime Contractor, work performed under the New Contract for which the New
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Prime Contractor is the prime contractor as designated by the U.S. Department of Energy; and (d) a New
Subcontractor, work performed under the New Contract by an employee who is a member of the class of
employees with respect to whom the New Subcontractor has properly adopted the Oak Ridge Reservation
Cleanup Contract Pension Plan for Grandfathered Employees (previously known as the East Tennessee
Technology Park Pension Plan for Grandfathered Employees or the Bechtel Jacobs Company LLC Pension
Plan for Grandfathered Employees); and (e) a DOE-ORO, DOE-PPPO or NNSA Y-12 prime contractor, work
performed under the DOE Contract or the New Contract by an employee for whom pension assets have been
transferred from the Oak Ridge Reservation Cleanup Contract Pension Plan for Grandfathered Employees
(previously known as East Tennessee Technology Park Pension Plan for Grandfathered Employees or the
Bechtel Jacobs Company LLC Pension Plan for Grandfathered Employees) to a pension plan sponsored by a
DOE-ORO, DOE-PPPO, or NNSA Y-12 prime contractor, provided however that the credit for Years of Benefit
Service, as defined in the Pension Plan, for such period of Covered Employment has also been transferred
from the Pension Plan to the pension plan sponsored by such DOE-ORO, DOE-PPPO or NNSA Y-12 prime
contractor.

‘DOE Contract” means the current contract between the U.S. Department of Energy and United Cleanup Oak
Ridge LLC.

“Eligible Subcontractor’ means a Subcontractor who employs at least one Grandfathered Employee at the
time the Subcontractor commences work under the DOE Contract.

“Grandfathered Employee” has the meaning as set forth in the Oak Ridge Reservation Cleanup Contract
Pension Plan for Grandfathered Employees.

“Retiree” means an employee of a Participating Employer who meets one of the following conditions when he
or she retires:
(a) The employee retires or terminates from UCOR and:
1. Is a Grandfathered Employee who is entitled to a Normal or Early Retirement Benefit pursuant to
the terms of the Pension Plan;
2. Is a Grandfathered Employee who received benefits under the Bechtel Jacobs Company LLC
1998 Voluntary Reduction in Force program Plan for Grandfathered Employees and is entitled to
retiree welfare benefits under such plan;
3. Is a Non-Grandfathered Bargaining Unit Employee who retires from employment with UCOR after
attaining age 65 or attaining age 50 and completing at least ten years of service; or
4. Is a Non-Grandfathered Non-Bargaining Unit Employee who retires from employment with UCOR
after attaining age 65 or attaining age 50 and completing at least ten years of service. (As noted
above, Non-Grandfathered Non-Bargaining Unit Employees are not eligible for benefits under this
Plan upon retirement.)
5. Was not represented by the Affiliated Unions of Knoxville Building and Construction Trades
Council.

(b) The employee retires from employment with an Eligible Subcontractor and:

1. Was employed in a Staffing Plan Position immediately prior to retirement and is a Grandfathered
Employee who is entitled to a Normal or Early Retirement Benefit pursuant to the terms of the
Pension Plan;

2. Was employed in a Staffing Plan Position immediately prior to retirement and is a Non-
Grandfathered Bargaining Unit Employee who retires after attaining age 65 or after attaining age
50 and completing at least ten years of service;

3. Was not employed in a Staffing Plan Position immediately prior to retirement but was employed in
a Staffing Plan Position sometime prior to retirement and transferred to a non-Staffing Plan
Position, and is a Grandfathered Employee who would have been entitled to a Normal or Early
Retirement Benefit pursuant to the terms of the Pension Plan had he retired at the time of his
transfer to the non-Staffing Plan Position; or

4. Was not employed in a Staffing Plan Position immediately prior to retirement but was employed in
a Staffing Plan Position sometime prior to retirement and transferred to a non-Staffing Plan
Position, is a Non-Grandfathered Bargaining Unit Employee, and had attained age 65 or had
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attained age 50 and completed at least ten years of service at the time of transfer to the non-
Staffing Plan Position.

(c) The employee retires from Covered Employment with a Participating Employer with respect to the New
Contract and:

1. Is a Grandfathered Employee who is entitled to a Normal or Early Retirement Benefit pursuant to
the terms of the Pension Plan; or

2. Is a Non-Grandfathered Bargaining Unit Employee who retires from Covered Employment with the
Participating Employer after attaining age 65 or attaining age 50 and completing at least ten years
of service.

3. Was not represented by the Affiliated Unions of Knoxville Building and Construction Trades
Council.

“New Contract’ means any U.S. Department of Energy Contract or Task Order whose Participating Employer
adopted this Plan pursuant to an Adoption Agreement to provide benefits for its eligible employees.

“New Prime Contractor” means a prime contractor under the DOE Contract as designated by the U.S.
Department of Energy, but only with respect to its employees performing work under the DOE Contract for
which it is a prime contractor.

“New Subcontractor” means a first-tier or second-tier subcontractor of a New Prime Contractor, but only with
respect to its employees performing work under the New Contract for which that New Prime Contractor is the
prime contractor. In order to be a New Subcontractor, the first-tier or second-tier subcontractor must employ at
least one Grandfathered Employee who is working under the applicable New Contract for that New
Subcontractor on the applicable Transition Date. Only those first-tier and second-tier subcontractors listed in
the Appendix of the Oak Ridge Reservation Cleanup Contract Pension Plan for Grandfathered Employees
(formerly the East Tennessee Technology Park Pension Plan for Grandfathered Employees or the Bechtel
Jacobs Company LLC Pension Plan for Grandfathered Employees) will be considered New Subcontractors.

“Participating Employer” means UCOR and any eligible Subcontractor (and any organization that is a
successor) who adopts the Plan by executing the appropriate agreement.

“Pension Plan” means Oak Ridge Reservation Cleanup Contract Pension Plan for Grandfathered Employees
(formerly titled the East Tennessee Technology Park Pension Plan for Grandfathered Employees and the
Bechtel Jacobs Company LLC Pension Plan for Grandfathered Employees).

“Staffing Plan Position” (for historical purposes under this plan) means a regular and permanent, full- or part-
time position identified on a first-tier or second-tier Subcontractor's Staffing Plan, as approved by UCOR. For
purposes of Bargaining Unit Employees, the terms of the applicable collective bargaining agreement govern
whether a position is considered regular and permanent.

“Subcontractor’ means a 15t or 2™ tier subcontractor of Contractor as provided in the DOE Contract.
YOUR ENROLLMENT

Beginning of Coverage

Participation in the Plan begins on the date you become an eligible Retiree, provided that you do the following:

e You request coverage under the Plan within thirty-one (31) days prior to becoming an eligible Retiree
under age 65 or within sixty (60) days of becoming an eligible Retiree at age 65 or over. You may request
coverage by contacting your employer's human resource department to complete the applicable
paperwork.
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e You make any required premium payments for the requested coverage of group medical insurance.

e You satisfy any additional conditions for participation specified in the Appendices or, if applicable, the
insurance contracts which constitute part of the Plan. You may request a copy of the insurance contracts
from the Benefits Administrator listed at the end of this SPD.

If you are an eligible Retiree who has deferred enroliment in the Plan because you are covered as a dependent
of an active employee under the Oak Ridge Reservation Cleanup Contract Health and Welfare Plan or another
employer plan, you shall become covered under this Plan effective as of the day following the day you cease to
be covered as a dependent, provided you request coverage under this Plan within thirty-one (31) days of such
date.

If you have questions about when your coverage begins, you can contact the Benefits Administrator at the
contact information listed at the end of this SPD.

Changes in Coverage

If you made an election as an eligible Retiree who was under age 65, your election will remain in effect until
you change your election during the annual enroliment period offered under the Plan (or as a result of another
event permitting a change in elections as described in the insurance contracts). Election changes made during
an annual enroliment period will become effective as of the following January 1%,

If you made an election as an eligible Retiree age 65 or older, your election will remain in effect until it is
changed during a later annual enroliment period, you experience a qualifying event, or your coverage is
terminated, whichever occurs first. However, if you declined coverage under this Plan because you were
covered by another employer’s group Medicare supplemental plan, you may elect to be covered under this
Plan by providing proof of loss of the prior coverage within thirty (30) days of the loss of that coverage. In
addition, if you were an eligible Retiree who was over age 65 and you declined coverage, you may change your
election and elect to be covered under this Plan at any time by providing documents satisfactory to the insurer.

If you are an eligible Retiree under age 65 and you are enrolled in this Plan to receive non-Medicare-related
medical benefits, you shall cease to receive the non-Medicare-related medical benefits and shall begin
receiving Medicare-related medical benefits as of the first day of the month for the month containing your 65t
birthday, provided you requested coverage under this Plan providing the Medicare-related medical benefits
within sixty (60) days after the date of eligibility, in a form acceptable to the Plan Administrator, you make the
required premium payment for the coverage, and you enrolled in Medicare Parts A and B. You should contact
the Benefits Administrator for the appropriate forms to change your coverage due to attaining age 65.

If you are an eligible Retiree under age 65, you will not be eligible to participate in the Plan for the following
year or to make enroliment election during annual enroliment if your premiums are not paid in full as of the first
day of the annual enroliment period (unless the payment is subject to the grace period applicable at the time).
If you are an eligible Retiree who is over age 65 and who attained age 65 during the year, you will not be
eligible to participate in the Retiree Reimbursement Arrangement and ORRCC Exchange Program when you
initially become eligible or annually thereafter if your premiums have not been paid in full as of the date you
attain age 65 or the first day of the Plan Year, whichever is applicable.

As a reminder, this Plan may be modified, amended, suspended, or terminated at any time, which means your
retiree medical benefits may change or cease at a different time than those described above.

YOUR ELIGIBILE DEPENDENTS
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Subject to certain limitations, you may also enroll your eligible dependents in the medical benefits provided
under this Plan depending on your age and the age of your dependents.

Your eligible dependents generally include your:

o Legal Spouse where “Spouse” means the individual who is your legal husband or your legal wife in a
marriage (whether an opposite-sex or same-sex spouse).

e Children to age 26, which can include:
v" Your natural children;
v" Your stepchildren;
v" Your legally adopted children (including children placed with you for adoption);

v A child age 26 or older who, because of a mental or physical disability, lives with you and depends on
you for financial support if the child’s disability occurred before the child attained age 26 and were
covered under this Plan prior to attaining age 26 (or another limiting age under applicable state laws).

v A child pursuant to the terms of a Qualified Medical Child Support Order (QMCSO) (excluding child life
and Accidental Death & Dismemberment (AD&D) coverage);

v' A foster child placed with you through a legally accredited agency or by the courts; and

v As required under applicable state law for participants who live in Louisiana, your grandchildren who are
in your legal custody and have not reached age 26.

If you are an eligible Retiree who is under age 65, your dependent spouse who is under age 65 shall be eligible
for non-Medicare-related medical benefits through the retiree group medical insurance coverage, as described
in Appendix A, as long as the eligible Retiree is enrolled in the Plan.

If you are an eligible Retiree who is under age 65, your dependent spouse who is over age 65 shall be eligible
for the Retiree Exchange as long as the eligible Retiree is enrolled in the Plan.

If you are an eligible Retiree who is age 65 or over, your dependent spouse who is under age 65 shall be
eligible for non-Medicare-related medical benefits through the retiree group medical insurance coverage, as
described in Appendix A, as long as the eligible Retiree is enrolled in the Plan.

If you are an eligible Retiree who is age 65 or over, your dependent spouse who is age 65 or over shall be
eligible for the RRA described in Appendix B. Both Retiree and Spouse must be enrolled in Medicare Parts A
and B, and as long as the eligible Retiree is enrolled in the Plan.

If you are an eligible Retiree who is under age 65, your dependent children shall be eligible for non-Medicare-
related medical benefits through the retiree group medical insurance coverage described in Appendix A as long
as the eligible Retiree is enrolled in the Plan.

If you are an eligible Retiree who has a covered dependent spouse who is under age 65, your dependent
children shall be eligible for non-Medicare-related medical benefits through the retiree group medical insurance
coverage described in Appendix A as long as the eligible Retiree is enrolled in the Plan.

If you are age 65 or over and you do not have a covered dependent spouse who is under age 65, your
dependent children are not eligible for benefits under this Plan.

11
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Coverage Beginning for Dependents

You may enroll your dependents on the same date that you enroll in the Plan, provided you request coverage
for each dependent within thirty-one (31) days after your become eligible, in a form acceptable to the Plan
Administrator. You should contact the Benefits Administrator for the enroliment documents. You must make
the required premium payments.

If you acquire a dependent who is eligible under this Plan, you may enroll your dependent in the Plan, provided
you request coverage for each dependent within thirty-one (31) days after the dependent becomes eligible, in a
form acceptable to the Plan Administrator. You should contact the Benefits Administrator for the enroliment
documents. You must make the required premium payments.

If you are under age 65 and you do not enroll your dependents when they are first eligible, you may be
permitted to add your dependents during annual enroliment or as a result of another event permitting a change
in elections under the insurance contracts. Any dependent added during an annual enrollment period will
become covered as of the following January 15,

If both spouses are eligible Retirees in this Plan, only one spouse may enroll each dependent child for
coverage.

A dependent spouse who is under age 65 and is enrolled in the Plan providing non-Medicare-related medical
benefits shall cease to be provided such benefits and the eligible spouse shall instead be provided the RRA as
of the first day of the month containing the dependent spouse’s 65" birthday, provided that you request
coverage for the dependent spouse within sixty (60) days after the date of the dependent spouse’s eligibility.
The benefits and eligibility provisions are more fully described in Appendices. You should contact the Benefits
Administrator to enroll the dependent spouse.

State Insurance Mandates and Dependent Coverage

A number of states have laws requiring insurance companies to extend eligibility for coverage to a certain class
of dependents that may not be reflected in the eligibility rules above. Those laws, if any, generally will be
reflected in the applicable Certificate of Coverage, if any, issued to you by the insurance company. If you
believe that an insurance company in your state is required by law to make insurance coverage available for
your dependent(s), you should contact the Benefits Administrator using the contact information at the end of
this SPD and request such coverage.

Proof of Dependent/Disabled Status

From time to time you may be required to provide documentation as proof of your spouse or dependent’s
eligibility status, including such items as a marriage certificate, birth certificate, or adoption papers. Failure to
provide adequate documentation, upon request, may result in termination of coverage for the affected
individual(s) without any coverage extension under COBRA. In addition, coverage of ineligible dependents is in
violation of the Plan’s terms. If you are identified as covering ineligible dependents, you may be subject to legal
action and discontinued from Plan coverage.

A disabled child that is continuing coverage beyond any limiting age while he or she is disabled will be required
to provide proof of a mental or physical disability, including the Social Security Administration Disability Award
Notice, to continue coverage.

Qualified Medical Child Support Order (“QMCSO”)

12
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The Plan also provides medical coverage for your child pursuant to the terms of a Qualified Medical Child
Support Order (“QMCSO”). A QMCSO is either a National Medical Child Support Notice issued by a state child
support agency or an order or a judgment from a state court or administrative body directing your employer to
cover a child as your dependent under the Plan for medical coverage. Federal law provides that a QMCSO
must meet certain form and content requirements in order to be valid.

If the Plan receives a valid QMCSO and you do not enroll the dependent child, the custodial parent or
state agency may enroll the affected child. If you have any questions or you would like to receive, free of
charge, a copy of the written procedures for determining whether a QMCSO is valid, please contact the
Plan Administrator.

Affordable Care Act (“ACA”) Marketplace Enroliment

You may prospectively revoke your election for medical coverage under the Plan if you are eligible for and
intend to enroll in new health coverage through the Affordable Care Act (“ACA”) Marketplace (during its special
enrolliment period or annual enroliment period) that is effective beginning no later than the day immediately
following the last day of the Plan medical coverage that is revoked.

Medicaid Assistance Under Medicaid and the Children’s Health Insurance Program
(“CHIP”)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your
employer, your state may have premium assistance programs that can help pay for coverage, using funds from
their Medicaid or CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won'’t be
eligible for these premium assistance programs but you may be able to buy individual insurance coverage
through the Health Insurance Marketplace. For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a state that provides
assistance, you can contact your State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, you can contact your State Medicaid or CHIP office
or dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to apply. If you qualify, you can ask the
State if it has a program that might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under
your employer’s plan, your employer must allow you to enroll in your employer plan if you aren’t already
enrolled. This is called a “special enroliment” opportunity, and you must request coverage within 60 days of
being determined eligible for premium assistance.

For more information on special enroliment rights, you can contact either of the following entities:

U.S. Department of Labor

Employee Benefits Security Administration
www.dol.gov/ebsa

1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1-877-267-2323, Ext. 61565

13
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COST OF COVERAGE

Information about the amount that a participating employer will provide to subsidize the cost of your medical
coverage, or that the participating employer will contribute to an RRA, will be provided to you when you first
become eligible for the Plan and each year thereafter during the annual enrollment period by the Plan
Administrator (or a participating employer). You should make sure the Plan Administrator has your correct
address and contact information so you will receive timely information about benefits under this Plan. You can
contact the Benefits Administrator at the number listed at the end of this SPD to change your address.

Please note that coverage under the Plan is subject to payment of any required premium payments by you or
your employer unless, in the case of a child who is eligible for coverage pursuant to a QMCSO, payment of the
required payment is made by a state agency.

ENROLLMENT
Enrollment Opportunities
The Plan has three types of enroliment opportunities:

¢ Initial enrollment—You must enroll within 31 days of becoming an eligible Retiree under age 65 or within 60
days of becoming an eligible Retiree age 65 or over. (Eligibility for Medicare-related medical benefits or the
RRA, as applicable, is contingent upon enrollment in Medicare Parts A and B).

e During annual enrollment—You must enroll during the enroliment period designated in the enrollment
materials.

e After a qualifying event that occurs mid-year — You must enroll within 31 days after experiencing a
qualifying event (or 60 days for a loss of eligibility for Medicaid or State Child Health Plan or a gain of
eligibility for premium assistance under Medicaid or State Child Health Plan) as described on the next page
under the heading “Allowable Mid-Year Change Events.”

Enrolling

Upon becoming initially eligible and before each annual enrollment, you should contact the Benefits
Administrator at the contact information listed at the end of this SPD to receive enrollment information that will
let you know how and when to enroll for coverage. To obtain medical coverage, you will be required to provide
a valid Social Security number for yourself and each eligible dependent that you wish to cover, as well as the
date of birth for each covered person. A Social Security number will not be required for a child until the child’s
first birthday.

The elections you make will stay in effect for the entire Plan year (January 1 — December 31) unless you change them
upon an event permitting a mid-year change in elections or during a subsequent annual enrollment period.

Annual Enroliment

Each fall, the Plan Administrator (or your prior employer) has an enrollment period for benefits for the
following Plan year (January 1 — December 31). You must review your annual enroliment materials to know
whether you need to take action or not. Every year can be different. Most annual enroliments are “active,”
requiring you to take action and make elections in order to have coverage. Some annual enrollments are
“passive,” meaning some or all of your previous benefit elections will remain in effect and you will not be
required to make elections in order to have coverage.

14
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The elections you make during annual enroliment generally take effect on the following January 1, the start
of the new Plan year. During annual enrollment, you may have the opportunity to switch from one medical
option to a different medical option (if several options are offered in your location), add or drop dependents, or
decline or add medical coverage (including prescription drug).

Notwithstanding the above, if your premiums for benefits under this Plan have not been paid in full as of the
first day of the annual enroliment period (occurring in the fall), you may not be eligible to participant in the plan
for the next plan year beginning on January 15,

You should make sure the Plan Administrator has your correct address and contact information so you will
receive timely information about benefits under this Plan. You can contact the Benefits Administrator at the
number listed at the end of this SPD to change your address.

Election Period for Changing Coverages and Effective Date of Coverage

If you experience an event permitting you to change any of your health and welfare coverages, you must
notify the Benefits Administrator at the contact information listed at the end of this SPD and make your election
changes within 31 days after the event (or 60 days for a loss of eligibility for Medicaid or State Child Health Plan
or a gain of eligibility for premium assistance under Medicaid or State Child Health Plan), or any longer period
specified below. If timely made, coverage changes made due to a mid-year event are generally effective on the
first of the month following a timely election change.

If you do not make a timely election, you will not be able to make a mid-year election and will have to wait until
annual enrollment (or a subsequent election change event) to make any election changes.

The Plan Administrator reserves the right to require, at any time, appropriate documentation of your
change in status or other event.

Allowable Mid-Year Change Events
Election changes may be allowed if you or your eligible dependent experiences certain events. The election
change must be on account of and correspond with a change-in-status event, as determined by the Plan

Administrator (or its designee), and it must affect eligibility for coverage. Generally, the change-in-status
events are:

¢ Change in Legal Marital Status (such as a marriage, death of a spouse, divorce, legal separation, or
annulment);

¢ Change in the Number of Dependents (such as a birth of a child, the adoption or placement for adoption of
a dependent, or death of a dependent); or

¢ Dependent Eligibility Requirement (such as attaining a specific age).

This is only a summary of some of the permitted change-in-status events and is not all inclusive. Further, the
Plan Administrator has discretion to determine that a change in coverage is allowed mid-year due to a certain
event you experience and based on the terms of the Plan.

WHEN COVERAGE ENDS

Your Coverages End

Your coverages end upon the first of the following to occur:

e Youdie;
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You are no longer eligible to participate;
You fail to timely pay your required contributions;
You elect to terminate coverage;

You knowingly make, or cause or permit to be made, false statements in order for you or another person
to obtain Plan services or payment to which you or the other person are not entitled;

The Plan Sponsor, UCOR, terminates the benefit program in whole or in part;
Coverage is terminated for the eligible class to which you belong; or

You cease to satisfy any additional conditions of the insurance contracts providing the medical benefits.

Termination of your medical coverage will be effective on the last day of the month in which the triggering
event occurs, unless your coverage ends immediately due to your death or another reason.

Your Dependent’s Coverages End

Your dependent’s coverage ends upon the first of the following to occur:

You fail to submit requested documentation of dependent status in connection with a dependent
coverage verification;

When your coverage ends;
Your dependent no longer meets the eligibility requirements; or

You cease to be a participant in this Plan.

Termination of medical coverage for your child due to your child attaining age 26 is effective on the last day of
the month that includes the child’s 26" birthday.
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HEALTH CARE COVERAGE CONTINUATION RIGHTS (COBRA)

A federal law known as COBRA (Consolidated Omnibus Budget Reconciliation Act of 1985) allows you and your
covered dependent (including your covered spouse or child) to continue your medical care in certain situations
when existing coverage would otherwise end. Upon a qualifying event (described below), you and your covered
dependents may be able to continue these coverages. If otherwise eligible, you and each of your covered
dependents have an independent right to elect COBRA continuation coverage.

Electing COBRA

If you and/or your dependents choose continuation coverage through COBRA, you and your covered
dependents are offered coverage on the same basis as other participants, except you or your affected
dependents pay the entire cost plus a 2% administrative fee (or a 50% administrative fee in the case of an 11-
month extension due to disability). COBRA coverage is intended to extend the coverage that is in effect for you
and your covered dependents on the day before your qualifying event. COBRA coverage does not create new
classes of covered individuals. To be eligible for continuation of coverage, your employer-provided health care
coverage must be in effect on the date before the qualifying event. For your dependents to be eligible for
continuation of coverage, they must also be enrolled for coverage on the day before the qualifying event.

As noted above, if you elect COBRA coverage, you will receive the same coverage that was in effect on the day
before the qualifying event. However, you may change your coverage choices during the annual enroliment
period that falls during your COBRA continuation coverage period. If your covered dependents elect COBRA,
these same rights apply.

COBRA coverage takes effect on the date coverage is lost on account of the qualifying event if a timely election
is made. While your employer will notify its COBRA Administrator of your qualifying event in the case of your
termination from employment (or service, as applicable), reduction in hours or death, it is your (or your covered
dependent’s) responsibility to notify the COBRA administrator of any other qualifying event (e.g., divorce, child
reaching age 26). In addition, you may add a newborn or an adopted child during the COBRA continuation
period in accordance with the HIPAA “special enroliment” rules outlined earlier. Your newborn or adopted child’s
coverage begins immediately.

Reporting a Qualifying Event

You or your affected covered dependent must notify the Benefits Administrator either in writing or orally within 60
days after the date on which coverage is lost on account of any of the following qualifying events:

e You divorce or become legally separated;

¢ Your child no longer meets the definition of a dependent (e.g., due to age limit); or

¢ You (or your covered dependent) are determined to have been disabled under the Social Security Act when
coverage ended or at any time during the first 60 days of receiving COBRA continuation coverage.

When you or your affected covered dependent contact the Benefits Administrator, be sure to inform them of the
specific event, the date of the event and who is affected. Please note that you may be required to provide
documentation concerning the qualifying event.

The COBRA Administrator sends you and/or your affected covered dependent a notice and election form,
including the cost of coverage, within 14 days of receiving this notification.

Your employer informs the COBRA Administrator within 30 days of the loss of your coverage on account of any of
the following qualifying events:

e You become entitled to Medicare; or

e Your death.
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The COBRA Administrator sends you and/or your affected covered dependents a notice and election form,
including the cost of coverage, within 44 days after one of these qualifying events occur.

Snapshot of COBRA Coverage

Here is a snapshot of who is eligible for COBRA continuation coverage, under what circumstances, and how long
COBRA continuation coverage continues for health care coverage. If one of the events listed in the chart occurs,
you and your enrolled dependents may apply for COBRA coverage.

Maximum
Qualifying Event Who Is Eligible for COBRA COBRA Period*
You or your covered dependent You and your enrolled dependents 18 months up to 29 months™***
become disabled
Your death Your enrolled dependents 36 months
Divorce or legal separation (unless a  Your enrolled dependents 36 months
QMCSO provides otherwise)
Your child no longer meets the Your covered dependent 36 months
definition of dependent under the
Plan

*The maximum COBRA period is measured from the date you lose coverage on account of the qualifying event. If your qualifying
event is termination of employment or reduction in hours of employment and you became entitled to Medicare less than 18 months
before the date coverage ended, the maximum COBRA period for your enrolled dependents lasts until 36 months after the date you
became entitled to Medicare.

***See “COBRA Coverage for Disabilities” below for details.

Deciding Whether or Not to Continue Coverage

You have 60 days from the day coverage would otherwise end (or from the day the notice is sent to you, if later)
to choose continuation coverage.

In order to continue your health care coverage, you and/or your covered dependents must pay the full cost of
coverage, plus a 2% fee for administrative costs (or a 50% administrative fee in the case of an 11-month
extension due to disability).

Your first payment (due within 45 days of your election) must include your COBRA contribution for the entire
period from the date coverage ended through the month of the payment. Subsequent contributions are due on
the first of the month, whether or not you receive a bill. If the COBRA Administrator does not receive your monthly
contribution within 30 days of the first of the month, coverage is canceled as of the last day of the month in which
you paid a contribution. If you do not choose to continue coverage, you should make the appropriate election on

the election form and return it to the COBRA Administrator. In that case, your health care coverage ends on the
day on which the qualifying event occurred.

Ending Continuation Coverage

Continuation coverage ends when any of the following events occurs:

¢ You (or a covered dependent) reach the end of the applicable maximum COBRA period for coverage;
e You (or a covered dependent) do not pay a monthly contribution within 30 days of its due date;

e Upon your or your covered dependent’s written request to cancel coverage;

¢ You (or a covered dependent) become entitled to Medicare after the COBRA event;
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e You (or a covered dependent) subsequently become covered under another group medical plan that does
not contain a preexisting condition rule; or

e Your employer ceases to provide any group health plan coverage.

Please inform the Benefits Administrator of any changes in address or in personal circumstances so that you and
your covered dependents can receive the necessary information concerning your rights to continuation of
coverage. However, if you are already receiving COBRA, please contact the COBRA Administrator to update any
changes in address or in personal circumstances.

COBRA Coverage for Disabilities

COBRA coverage can be extended from 18 months up to 29 months if you (or another qualified beneficiary) are
totally disabled when you (or the other qualified beneficiary) become eligible for COBRA coverage or become
disabled during the first 60 days of COBRA coverage. Monthly contributions for continuation coverage increase to
150% (from 102%) of the monthly amount for each of the 11 additional months of continuation coverage. (Any
covered dependents can also continue their COBRA coverage during this extension period.)

To be eligible for this extension, the individual must:

¢ Receive a determination of disability from the Social Security Administration (SSA) that the individual was disabled
on the date coverage ended, or became disabled during the first 60 days of COBRA coverage; and

¢ Notify the Benefits Administrator prior to expiration of the original 18 month coverage period and within 60
days after the later of:

v' The date of the SSA’s determination of disability; or

v" The date of the qualifying event.

If the SSA determines that the individual is no longer totally disabled, continuation of coverage will cease. The
individual must notify the COBRA Administrator listed at the end of this SPD within 30 days of any such finding.
Coverage will terminate on the earlier of the first day of the month that is at least 30 days after the SSA’s findings
or at the end of the 29-month period.

Administration of COBRA

If you have any questions about COBRA or if you are required to notify your employer of any event to trigger
COBRA obligations, please contact the Benefits Administrator. Upon any required notification by you, the
Benefits Administrator will contact the COBRA Administrator to send you any necessary paperwork. The Plan
Administrator has engaged a COBRA Administrator to assist with the sending and receiving of COBRA
information, including the collection of COBRA premiums if elected by participants.

State Continuation Coverage
Certain states, such as California, provide for continuation coverage extending beyond the date your federal

COBRA coverage ends. You should contact your insurer at the address listed in the coverage booklet provided
by the insurer for more information.

Other Coverage Options Besides COBRA

Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your
family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as
a spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost less than
COBRA continuation coverage. You can learn more about many of these options at www.healthcare.gov.
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CLAIMS AND APPEALS

This section reviews what you need to do to file claims for medical benefits in the Plan. If you have any
questions about filing claims, please call the appropriate administrator as listed in the General Information
section at the end of this SPD. You may also contact the insurance company for more information about the
claim procedures. If your initial claim for benefits is denied, you should follow the claims and appeals
procedures described in the applicable insurance documents for that Benefit Option. If there is no such
procedure under the applicable insurance documents that governs the disposition of a claim or dispute, or such
procedure violates applicable law, then the claims procedure described in these procedures shall govern.

The claims procedures contain administrative processes and safeguards designed to ensure and to verify that
benefit 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 participants. You and your
Plan may have other voluntary dispute resolution options, such as mediation. One way to find out what may be
available is to contact your local U.S. Department of Labor Office and your State insurance regulatory agency.

What Is a Claim?

There are two general types of claims: a claim regarding eligibility or enroliment, and a claim for benefits.

Claim Regarding Eligibility or Enroliment. This is a claim involving eligibility under a benefit program or enroliment
in a benefit program. The Plan Administrator, generally determines these types of claims

Claim for Benefits. A claim for benefits is the more common type of claim and is a request that benefits be paid
under the applicable program a request that expenses be reimbursed.

Do You Need to File a Claim?

You may or may not need to file a claim to receive benefits. For medical coverage with a network provider, if you
receive in-network services, you do not need to file a claim—the provider should do that for you. However, if
you receive non-network medical services you will be responsible for filing your own claims.

For more information regarding the claims filing process, see the insurance documents and certificate of
coverage for your medical benefits.

Timely Filing of All Claims

You should make every reasonable effort to file claims promptly after you incur services. In most cases you
have up to 12 months from the date of service to file your claim. Claims filed or received after 12 months are
not generally eligible for payment.

IF A CLAIM IS DENIED

If your claim for benefits under the Plan is denied, you may have it reviewed in accordance with the following
claims review procedures. The procedures will vary depending on the type of benefit claim it is. It is important
to follow the procedures explained below. If you do not follow these procedures, you may be giving up
important legal rights, such as the ability to file a claim in a court of law. If the procedures below are exhausted
and you are not satisfied with the decision that has been made, you have the right to file a lawsuit.

These review and appeal procedures are governed by federal regulations. If anything described below is
contrary to what federal regulations and other federal guidance would require, the federal information will
control. The procedures are different depending on the type of benefit that is involved, which is explained
below and in the applicable insurance documents for your medical benefits.
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Denial of Claims by the Insurance Company who is a Claims Administrator

If your claim for an insured or third-party benefit is denied under the Plan, you should refer to the applicable
policy or Certificate of Coverage provided by the carrier, or contact the insurance carrier (see the General
information section) for more information on the applicable claims procedures for the insurance company. The
claim or dispute shall first be disposed of in accordance with the insurance documents governing the medical
benefits, including all time limitations thereunder. The insurance company providing the medical benefits is the
“named fiduciary” for purposes of the medical benefits. If there is no such procedure under the applicable
insurance documents that governs the disposition of a claim or dispute, or such procedure violates applicable
law, then the claims procedure described in these procedures shall govern.

Denial of Non-Insured Benefit Claims

If your claim for a non-insured benefit is denied under the Plan, you should follow the claim procedures
described below.

Claims Process
Filing an Eligibility Claim

If you believe that you or your dependent is eligible or entitled to enroll under the Plan, you may file a claim in
writing with the Plan Administrator. You must submit claims for all benefits to the Plan Administrator (or its
designee) within one year from the date service was provided. You will be entitled to a review of your claim file
and to present evidence and testimony as part of the claim and appeal process. If you do not submit claims for
benefits within one year from the date service was provided, you will be ineligible to receive reimbursement for
any expenses incurred, and you will be responsible for payment of all expenses incurred.

Initial Benefit Claim
Benefit Claims that are Not Medical Claims: When a claim is received that is not a medical claim, the Plan

Administrator must notify you of its benefit determination within 90 days of the receipt of the claim. An
extension of 90 days will be allowed for processing the claim if special circumstances are involved.

Benefit Claims for Medical: When a medical claim is received that is a Pre-Service claim (as defined below)
that are not Urgent Care claims (as defined below), an initial decision will be made within 15 days of the receipt
of the claim. An extension of 15 days will be allowed for processing the claim if special circumstances are
involved. If the extension is necessary because you did not submit the information necessary to decide the
claim, the notice will describe the required information, you will be given at least 45 days from the receipt of the
notice to provide information, and the period of time for deciding your claim will stop during that 45-day period.
Pre-Service claims for Urgent Care will be treated as Urgent Care claims. In the case of a failure to follow the
Claim Procedures for filing a Pre-Service Claim, you (or your authorized representative) will be notified of the
failure and the proper procedures to be followed in filing a claim for benefits as soon as possible but no later
than 5 days following the failure. This notification may be oral, unless you (or your authorized representative)
request written notification.

When a medical claim is received that is an Urgent Care claim (including Pre-Service claims for Urgent Claim),
an initial decision will be made as soon as possible, but no later than 72 hours after your claim is filed. If
insufficient information is received, you will be notified as soon as possible, but not later than 24 hours after
receipt, of the specific information necessary for the Plan Administrator or its designee to make a decision on
your claim. You must provide the requested information within a reasonable time, but no less than 48 hours
after notification. You will be provided a determination within 48 hours after the earlier of receipt of the
requested information or the end of the period within which you were requested to provide such additional
information.
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When a medical claim is received that is a Post-Service claim, an initial determination will be made on your
claim within 30 days of the receipt of the claim, unless an extension of up to 15 days is necessary due to
matters beyond the control of the Plan. The initial time period may be extended for up to 30 additional days if
special circumstances are involved. If the extension is necessary because you did not submit the information
necessary to decide the claim, the notice will describe the required information, you will be given at least 45
days from the receipt of the notice to provide information, and the period of time for deciding your claim will
stop during that 45-day period.

When a medical claim is received that is a Concurrent Care claim, it will be treated as a Pre-Service claim
described above. If you request to extend the course of treatment beyond the time period or number of
treatments and such claim involves Urgent Care, your claim shall be decided as soon as possible, taking into
account the medical exigencies. You will be notified of the benefit determination, whether adverse or not,
within 24 hours after receipt of the claim by the Plan, provided that any such claim is made to the Plan at least
24 hours prior to the expiration of the prescribed period of time or number of treatments. The appeal of such
determination shall be governed as an Urgent Care claim, a Pre-Service claim, or a Post-Service claims, as
applicable.

Types of medical benefit claims:

e A “Pre-Service” claim is any claim for a benefit that requires you to obtain approval in advance of receiving
the medical care.

e An “Urgent Care” claim is any claim for medical care under a group health plan with respect to which the
applicable time periods for the Plan Administrator (or its designee) to make a non-urgent service claim
determination could either seriously jeopardize your life or health or your ability to regain maximum
function or, in the opinion of a physician with knowledge of your medical condition, would subject you to
severe pain that cannot be adequately managed without urgent care or treatment. The Plan Administrator
(or its designee) will defer to the attending provider as to whether a claim is an Urgent Care claim.

e A “Post-Service” claim is any claim for a benefit for medical care previously rendered to you.

e A “Concurrent Care” claim is a claim for which the Plan Administrator (or its designee) approves ongoing
treatment to be provided over a period of time.

Extensions: You will be given notice of any such extension within the time periods described above. The
notice will state the special circumstances involved and the date a decision is expected. If an extension is
necessary because of your failure to submit information necessary to make a decision, the period for making
the decision will stop beginning on the date on which the notice of extension is sent until the date you respond
to the request for additional information. If the information requested is not provided with the extension period,
your claim will be decided without the necessary information.

Determination of Initial Claim (for both Eligibility Claims and Benefit Claims)

The Plan Administrator (or its designee) will send you a written notice of how the claim was decided, such as
an adverse determination. For purposes of the claim and appeal processes, an “adverse determination”
includes a denial, reduction, termination of, failure to provide or make payment (in whole or in part) for a
benefit, including any such denial, reduction, termination, or failure to provide or make a payment that is based
on a determination of your eligibility to participate in the Plan, a determination that a benefit is not a covered
benefit, the imposition of a limitation on otherwise covered benefits (such as a network exclusion), or a
determination that a benefit is experimental, investigational, or not medically-necessary or appropriate. An
“adverse determination” also includes rescission of the coverage, which is a cancellation or discontinuance of
coverage that has a retroactive effect, but does not include a rescission if the cancellation or discontinuance of
coverage has only prospective effect or the cancellation or discontinuance of coverage is effective retroactively
to the extent it is attributable to a failure to timely pay required premiums or contributions towards the cost of
coverage.
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An adverse determination for denial of a claim will include:
o The reason(s) for the denial;
¢ References to the specific plan provisions on which the decision was based;

e A description of any additional material or information you should supply in support of your claim and an
explanation of why it is necessary, if any;

e A description of the plan’s appeal procedures and the time limits applicable to the appeal process;

e A statement of your right to bring a civil action under Section 502(a) of ERISA following an adverse
determination on appeal;

¢ You will be notified of or given a statement of any internal rule, guideline, protocol, or other similar criteria
that was relied upon in making the adverse determination and that a copy of such criteria will be provided
free of charge upon request;

¢ In the case of a medical claim that was based on a medical necessity or experimental treatment or similar
exclusion or limit, you will be given either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances, or a statement that such
explanation will be provided free of charge upon request;

¢ In the case of a medical claim, information sufficient to identify the claim involved (including the date of
service, the health care provider, the claim amount, the diagnosis code, the treatment code, and the
meaning of such codes);

¢ Inthe case of a medical claim, available external review processes and the time limits;

¢ In the case of a medical claim, the contact information for any applicable consumer assistance office
established under Section 2793 of the Public Health Service Act to assist you; and

¢ In the case of a medical claim that is an Urgent Care claim, a description of the expedited review process.
Further, in the case of a medical claim that is an Urgent Care claim, the information may be provided to
you orally within the appropriate time frame followed by a written or electronic notification within 3 days
after the oral notification.

You may request and receive, free of charge, reasonable access to and copies of relevant documents, records,
and other information in the Plan’s possession. Relevant documents, records, and other information are those
that were relied on in making the benefit determination, were submitted/considered/generated in the course of
making the benefit determination, demonstrate compliance with the Plan’s administrative processes or
safeguards, or in the case of a group health plan claim, constitute a statement of the Plan’s policy or guideline
regarding the benefits for your diagnosis, whether or not relied upon.

Appealing an Eligibility or Enroliment Adverse Determination or Claim Denial

Appeals that are Not Medical Denial Appeals: If you (or your duly authorized representative) believe that a
denial is incorrect, you may request a full review by the Plan Administrator (or its designee) in writing within 60
days after your receipt of denial of your claim. In connection with your appeal, you or your representative may
submit written comments, documents, records and other information relating to the claim. The Plan
Administrator decision on appeal usually will be made within 60 days after receiving your appeal, unless special
circumstances require an extension of an additional 60 days. If the period is extended, the Plan Administrator
will notify you in writing of the extension within 60 days of receiving your appeal.

Appeals that are Medical Claim Denial Appeals: If you (or your duly authorized representative) believe that a
denial is incorrect, you may request a full review by the Plan Administrator (or its designee) in writing within 180
days after your receipt of denial of your claim. In connection with your appeal, you or your representative may
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submit written comments, documents, records and other information relating to the claim. The review given to
your appeal will not afford deference to the initial adverse determination and will be conducted by an
appropriate fiduciary who is not the same individual who made the initial adverse determination that is the
subject of the appeal, nor the subordinate of that individual. If your appeals involves an adverse determination
that is based in whole or in part on a medical judgment, including determinations of whether a particular
treatment, drug, or other item is experimental, investigational, or not medically necessary or appropriate, the
fiduciary will consult with a health care professional who has appropriate training and experience in the field of
medicine involved or in medical judgment. This professional will be an individual who was not consulted in
connection with the initial adverse determination that is the subject of your appeal nor a subordinate of that
individual. The Plan will provide for the identification of medical or vocational experts whose advice was
obtained on behalf of the Plan in connection with the initial adverse determination, without regard to whether
the advice was relied upon in making the determination. You will be entitled to continue coverage pending the
outcome of your appeal to the extent mandated by the ACA, which generally provides that benefits for an
ongoing course of treatment cannot be reduced or terminated without providing advance notice and an
opportunity for advance review. Before issuing a final determination based on a new or additional rationale,
you shall be provided, free of charge, with the rationale as soon as possible and sufficiently in advance of the
date on which the decision is required to be provided, as described below, to give you a reasonable opportunity
to respond prior to that date.

e Decisions on appeals of Pre-Service claims must be made within 30 calendar days following receipt of the
appeal of the adverse determination.

e Decisions on appeals of Urgent Care claims must be made within 72 hours following receipt of the appeal
of the adverse determination. If your appeal relates to a medical claim involving Urgent Care, you will have
the opportunity to expedite your appeal and the review procedure. In the case of Urgent Care, your appeal
may be submitted orally or in writing, and necessary information, including the decision that is made with
respect to the appeal, may be given by telephone, facsimile, or other similar expeditious method.

e Decisions on appeals of Post-Service claims must be made within 60 calendar days following receipt of
your appeal of the adverse determination.

e Decisions on appeals of Concurrent Care claims are treated as Pre-Service claims, Urgent Care claims, or
Post-Service claims, depending on the facts of the appeal and claim. If your appeal relates to a medical
claim in which Concurrent Care has been reduced or terminated, you will not necessarily be given 180
days to submit an appeal depending on the facts of the appeal and claim and whether it is treated as a
Pre-Service claim, Urgent Care claim, or Post-Service claim. Rather, based on the particular
circumstances, you will be given a reasonable period of time to appeal before the benefit is reduced or
terminated.

Extensions: You will be given notice of any such extension within the time periods described above. The
notice will state the special circumstances involved and the date a decision is expected. If an extension is
necessary because of your failure to submit information necessary to make a decision, the period for making
the decision will stop beginning on the date on which the notice of extension is sent until the date you respond
to the request for additional information. If the information requested is not provided with the extension period,
your claim will be decided without the necessary information.

Appeals Decision

The Plan Administrator will furnish you with a written decision providing the final determination of the claim.
The Plan Administrator’s review will take into account all comments, documents, records and other information
related to the claim, regardless of whether such items were considered in the initial claim decision. The Plan
Administrator’s decision on review will be final and binding on you, your dependents and any other interested
party. Your appeal notice will include:

e The specific reason or reasons for the appeal decision;

e Reference to the specific Plan provisions on which the determination is based;
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e A statement that you have the right to request access to and copies of all relevant documents free of
charge;

e A statement that you have the right to bring a civil action under Section 502(a) of ERISA following an
adverse determination on appeal;

e A description of the Plan’s appeal procedures and the time limits applicable to the appeal process;

¢ You will be notified of or given a statement of any internal rule, guideline, protocol, or other similar criteria
that was relied upon in making the adverse determination and that a copy of such criteria will be provided
free of charge upon request;

¢ In the case of a medical claim that was based on a medical necessity or experimental treatment or similar
exclusion or limit, you will be given either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances, or a statement that such
explanation will be provided free of charge upon request;

¢ In the case of a medical claim, information sufficient to identify the claim involved (including the date of
service, the health care provider, the claim amount, the diagnosis code, the treatment code, and the
meaning of such codes);

¢ In the case of a medical claim, available external review processes and the time limits; and

e In the case of a medical claim, the contact information for any applicable consumer assistance office
established under Section 2793 of the Public Health Service Act to assist you.

You may request and receive, free of charge, reasonable access to and copies of relevant documents, records,
and other information in the Plan’s possession. Relevant documents, records, and other information are those
that were relied on in making the benefit determination, were submitted/considered/generated in the course of
making the benefit determination, demonstrate compliance with the Plan’s administrative processes or
safeguards, or in the case of a group health plan claim, constitute a statement of the Plan’s policy or guideline
regarding the benefits for your diagnosis, whether or not relied upon.

External Review of Appeals Decision

Following a denial of a claim relating to you or your beneficiary’s eligibility for benefits, you may also be entitled
to initiate a claim for an external review under either state or federal external review procedures. This Plan
intends to comply with the state and federal external review procedures, as applicable, and you will be
provided with information describing your rights to file a request for an external review of a claim denial in
accordance with these procedures, as applicable.

Finality of Review on Appeal

You will not be entitled to challenge the Plan Administrator’s (or its designee’s) determinations in judicial or
administrative proceedings without first complying with these claims procedures. The decisions made pursuant
to these procedures are final and binding on you, your beneficiaries, and any other party; provided, however,
that if you have exhausted the claims procedures set forth in the Plan, you may seek review of your claim
before a court of competent jurisdiction within twelve (12) months after the date your claim is finally denied.
Notwithstanding any other provisions herein, any suit for benefits must be brought within twenty-four (24)
months after the date the service or treatment was rendered.
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Medical Coverage

MEDICAL COVERAGE BENEFIT OPTION

The medical coverage for insured group medical under this Plan is described online at
http://www.ucor.com/benefitsRMP.html. You may also request a paper copy of the medical certificate of
coverage by contacting the Benefits Administrator or the Plan Administrator at the contact information listed at
the end of this SPD.
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General Information

PLAN ADMINISTRATION

The Plan Administrator has the sole and complete discretionary authority to determine eligibility for Plan
benefits and to construe the terms of the Plan, including the making of factual determinations. The Plan
Administrator shall have the discretionary authority to grant or deny benefits under the Plan. Benefits under the
Plan will be paid only if the Plan Administrator decides in its discretion that the applicant is entitled to them.
The decisions of the Plan Administrator shall be final and conclusive with respect to all questions relating to the
Plan. If a Claims Administrator has the only review authority, the Claims Administrator’s decision will be final
and conclusive with respect to all questions.

The Plan Administrator may delegate certain of its Plan duties to other persons and may seek such expert
advice as the Plan Administrator deems reasonably necessary with respect to the Plan. The Plan
Administrator shall be entitled to rely on the information and advice furnished by such delegates and experts,
unless actually knowing such information and advice to be inaccurate or unlawful.

The Plan Administrator may adopt uniform rules for the administration of the Plan from time to time, as it deems
necessary or appropriate.

Amendment and Termination

UCOR, as the Plan Sponsor, and the Benefits and Investments Committee (BIC), as Plan Administrator,
reserve the sole discretionary right to modify, amend or terminate the Plan, in any respect, at any time and from
time to time, retroactively or otherwise, by a written instrument adopted by the Amendment Committee,
UCOR'’s Board of Directors, UCOR’s Board of Managers, UCOR'’s President and Project Manager, or its
designee.

UCOR’s decision to change or terminate the Plan could result from:

e Changes in federal or state laws governing employee benefits;

e Changes in an insurance contract or policy involving an insurance company;

e Changes in a collective bargaining agreement; or

e Any other reason.

If the Plan is modified, amended or terminated, you will be notified of the effect of such change to your Plan
benefits or coverage. However, the modification, amendment or termination may be effective before you are
notified, to the extent permitted by law. Subject to the terms of any collective bargaining agreement or
applicable law, no consent of any employee, retiree, or any other person will be necessary for UCOR to modify,
amend or terminate the Plan described in this SPD.

Representations Contrary to the Plan

No employee, retiree, director or officer of UCOR, or Participating Employer has the authority to alter, vary or
modify the terms of the Plan except by means of a duly authorized written amendment to the Plan. No verbal
or written representations contrary to the terms of the Plan are binding upon the Plan, the Plan Administrator or
your employer.

No Assignment
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To the extent permitted by law, and except as specified under the terms of the Plan, no benefits will be subject
to alienation, sale, transfer, assignment, garnishment, execution or encumbrance of any kind, and any attempt
to do so will be void. However, benefits under the Plan may be subject to a Qualified Medical Child Support
Order (QMCSO).

Recovery of Benefit Payments Made by Mistake

You will be required to return to the Plan any benefits, or portion thereof, paid under the Plan by a mistake of
fact or law. If you do not return benefits paid under the Plan by a mistake of fact or law, the Plan may offset
your future benefits up to the amount you owe the Plan.

Recovery of Premiums in Arrears

You may be required to remit payment of premiums, if any, that are in arrears for time periods in which you
received benefits under this Plan.

Responsibility for Tax Implication of Benefits

You will be responsible for the tax implications of and determination of imputed income with respect to any
benefits you elect for eligible dependents who are not entitled to tax-free benefits under current federal law.

No Contract of Service

Your participation in the Plan does not assure you of continued rights to benefits except as specified under the
terms of the Plan.

Severability

If a court of competent jurisdiction finds, holds or deems any provision of the Plan described in this SPD to be
void, unlawful or unenforceable under any applicable statute or other controlling law, the remainder of the Plan
shall continue in full force and effect.

Plan Funding

Benefits offered under the Plan are provided on either a self-insured basis by the Participating Employer or are
fully insured through an insurance policy. Please see the “Plan Information” chart at the end of this section for
more details on which third-party administrators and insurance companies provide services and benefits.

Applicable Law

The Plan described in this SPD shall be governed and construed in accordance with the laws of the state of
Tennessee to the extent not preempted by the laws of the United States.

Governmental Benefits Exclusion

If services or benefits are reasonably available under any plan or program established by any government or
under any plan or program in which any government participates (other than as an employer), benefits under
the Plan are not payable for such services or benefits unless payment is legally required. In the case of any
person who is not enrolled for all coverage for which he or she has become eligible under any such plan or
program, services and benefits available shall nevertheless include all benefits to which he or she would be
entitled if he or she were enrolled for such coverage. The term “any government” includes the federal, state,
provincial or local government or any political subdivision thereof of the United States or any country. This
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provision is subject to any provision or regulation of such plan or program that requires that benefits be utilized
before benefits are available thereunder.

Interpretive Authority

If the Plan document does not clearly dictate whether an expense is eligible under the Plan and/or what
percentage of the eligible charge is covered, the Claims Administrator or insurer will make a determination and
pay benefits accordingly. Except as provided above, if a question arises as to the interpretation of the terms of
the Plan document, the Plan Administrator has discretionary authority to interpret, construe and apply the terms
of the Plan document and to decide any such question, including but not limited to a question as to an eligible
Retiree’s eligibility to participate in the Plan.

Statement of ERISA Rights

As a Plan participant, you are entitled to certain rights and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA provides that you are entitled to:

Receive Information About Your Plan and Benefits

e Examine without charge at the Plan Administrator's location all Plan documents, including insurance
contracts, and copies of all documents filed by the Plan with the U.S. Department of Labor and available at
the Public Disclosure Room of the Employee Benefits Security Administration, such as annual financial
reports (Form 5500 Series).

e Obtain copies of documents governing the operation of the Plan, including insurance contracts, and copies
of the latest annual report (Form 5500 Series) and updated SPD upon written request to the Plan
Administrator (at the address above). The Plan Administrator may make a reasonable charge for the
copies.

e Obtain copies of any of the collective bargaining agreements pursuant to which this Plan is maintained
upon written request, as well as examine the collective bargaining agreements in the principal office of the
participating employer. You can request a written copy of the collective bargaining agreement that was in
effect when you retired from the participating employer where you retired, and you may be charged a
reasonable copying fee for the copies.

e Receive summaries of the Plan’s annual financial reports. These summaries are prepared and distributed
to Plan participants each year. The Plan Administrator is required by law to furnish each participant a copy
of the summary annual report.

Continue Group Health Plan Coverage

You are entitled to continue health care coverage for yourself, spouse or dependents if there is a loss of
coverage under the group health plan as a result of a qualifying event. You and your dependents may have to
pay for such coverage. Review this SPD and the documents governing the Plan regarding the rules governing
your COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible
for the operation of the Plan. The people who operate the Plan, called “fiduciaries,” have a duty to do so
prudently and in the interest of you and other Plan participants and beneficiaries.

No one, including your employer or any other person, may discharge you or otherwise discriminate against you
in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.
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Enforce Your Rights

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

Under ERISA there are steps you can take to enforce the above rights. For instance, if you request a copy of
Plan documents or the latest annual report from the Plan and do not receive them within 30 days, you may file
suit in a federal court. In such a case, the court may require the Plan Administrator to provide the materials
and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of
reasons beyond the control of the Plan Administrator.

If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state or
federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status
of a medical child support order, you may file suit in federal court. If it should happen that Plan fiduciaries
misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance
from the U.S. Department of Labor, or you may file suit in a federal court. The court will decide who should pay
court costs and legal fees. If you are successful, the court may order the person you have sued to pay these
costs and fees. If you lose, the court may order you to pay these costs and fees if, for example, it finds your
claim is frivolous.

Assistance With Your Questions

If you have any questions about the Plan, you should contact the Plan Administrator (at the address below). If
you have any questions about this statement or about your rights under ERISA, or if you need assistance
obtaining documents from the Plan Administrator, you should contact the nearest office of the Employee
Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory, or the Division of
Technical Assistance and Inquires, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, DC 20210. You may also obtain certain publications about your
rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security
Administration.
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GENERAL INFORMATION

Plan Sponsor

UCOR

P.O. Box 4699

MS 7402

Oak Ridge, TN 37831

865-576-9206

Employer Identification Number: 85-2867528

Plan Administrator

Benefits and Investments Committee

P.O. Box 4699

MS 7402

Oak Ridge, TN 37831

865-576-9206

You may obtain a copy of any of the official legal documents from the Plan
Administrator at the above address.

Agent for Legal Service

Service of legal process may be made on the Plan Administrator.

Plan Name Oak Ridge Reservation Cleanup Contract Retiree Medical Benefit Plan

Plan Number Plan No. 505

Plan Year January 1 — December 31

Plan Type This Plan is an employee welfare benefit plan offering group medical coverages

to certain eligible Retirees and their eligible dependents of Participating
Employers as well as a Retiree Reimbursement Arrangement offered to certain
eligible Retirees and their eligible dependents of Participating Employers.

Type of Administration

The group medical coverage is insured and administered by the insurer while
the Retiree Reimbursement Arrangements are self-insured and administered by
the Plan Administrator.

Named Fiduciary (for
Benefit Claims)

The Plan Administrator is hereby designated as the “named fiduciary,” within
the meaning of ERISA Section 402(a), with respect to the operation and
administration of the Plan and is responsible, except to the extent provided
hereof, for administering the Plan in accordance with its terms. The insurance
company is a “named fiduciary” with respect to decisions regarding whether a
claim for benefits will be paid under the insurance contract.

Benefits Administrator
(third party administrator
delegated by the Plan
Administrator)

Empyrean
1-800-451-8964

Questions regarding your benefits or this SPD should be addressed to the Benefits Administrator.

Questions regarding COBRA should be addressed to WEX at 1-866-451-3399. .
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