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INTRODUCTION___
■    Notices

Discrimination is Against the Law

Cigna complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability or sex. Cigna does not exclude people or treat them differently because of race,
color, national origin, age, disability or sex.

Cigna:
Provides free aids and services to people with disabilities to communicate effectively with us, such as:
-  Qualified sign language interpreters
-  Written information in other formats (large print, audio, accessible electronic formats, other formats)
Provides free language services to people whose primary language is not English, such as:
-  Qualified interpreters
-  Information written in other languages

If you need these services, contact customer service at the toll-free phone number shown on your ID card, and
ask a Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability or sex, you can file a grievance by sending an email to
ACAGrievance@cigna.com or by writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator

P.O. Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number on the back of your ID card, or send an
email to ACAGrievance@cigna.com. You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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INTRODUCTION___

Proficiency of Language Assistance Services

 
English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna
customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).
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■    About This Plan

Big Red F Management Company, LLC (the Employer) has established an Employee Welfare Benefit Plan
within the meaning of the Employee Retirement Income Security Act of 1974 (ERISA). As of January 1, 2024,
the vision benefits described in this booklet form a part of the Employee Welfare Benefit Plan and are referred to
collectively in this booklet as the Plan. The Employee Welfare Benefit Plan will be maintained pursuant to the
vision benefit terms described in this booklet. The Plan may be amended from time to time.

This booklet takes the place of any other issued to you on a prior date.

Defined terms are capitalized and have specific meaning with respect to vision benefits, see GLOSSARY.

The vision benefits described in this booklet are self-funded by the Employer. The Employer is fully responsible
for the self-funded benefits. Cigna Health and Life Insurance Company (Cigna) processes claims and provides
other services to the Employer related to the self-funded benefits. Cigna does not insure or guarantee the self-
funded benefits.
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INTRODUCTION___

Discretionary Authority

The Plan Administrator delegates to Cigna the discretionary authority to interpret and apply Plan terms and to
make factual determinations in connection with its review of claims under the Plan. Such discretionary authority
is intended to include, but is not limited to, determination of whether a person is entitled to benefits under the
Plan and computation of any and all benefit payments. The Plan Administrator also delegates to Cigna the
discretionary authority to perform a full and fair review, as required by ERISA, of each claim denial which has
been appealed by the claimant or claimants duly authorized representative.

Plan Modification, Amendment and Termination

The Employer reserves the right to, at any time, change or terminate benefits under the Plan, to change or
terminate the eligibility of classes of employees to be covered by the Plan, to amend or eliminate any other Plan
term or condition, and to terminate the whole Plan or any part of it. Contact the Employer for the procedure by
which benefits may be changed or terminated, by which the eligibility of classes of employees may be changed
or terminated, or by which part or all of the Plan may be terminated. No consent of any Plan Member is required
to terminate, modify, amend or change the Plan.

Rescission

A Member's health coverage may not be rescinded (retroactively terminated) by Cigna, the Employer or Plan
sponsor unless:

the Employer or Plan sponsor or a Member (or a person seeking coverage on behalf of the individual)
performs an act, practice or omission that constitutes fraud; or
the Employer or Plan sponsor or a Member (or a person seeking coverage on behalf of the individual) makes
an intentional misrepresentation of material fact.
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VISION BENEFITS SCHEDULE___
This Schedule provides a general description of vision benefits. It does not list all benefits. The Plan contains
limitations and restrictions that could reduce the benefits payable under the Plan. Please read the entire booklet
for details about your benefits.

Note: In-network coverage may vary at participating discount retail and membership club optical locations,
please contact Customer Service for specific coverage information.
Examinations - One eye exam
per Calendar Year
- Network Plan pays 100% after Member pays $10.00
- Non-network Plan pays 100% up to $45.00
Lenses and Frames - When the
provider is a network provider,
the Member pays $25.00
This copay does not apply to
Contact Lenses.
Lenses - One pair per Calendar
Year
- Single Vision Lenses

* Network Plan pays 100% after Member pays Lenses and Frames copay
* Non-network Plan pays up to $32.00

- Bifocal Lined Lenses
* Network Plan pays 100% after Member pays Lenses and Frames copay
* Non-network Plan pays up to $55.00

- Trifocal Lined Lenses
* Network Plan pays 100% after Member pays Lenses and Frames copay
* Non-network Plan pays up to $65.00

- Lenticular Lenses
* Network Plan pays 100% after Member pays Lenses and Frames copay
* Non-network Plan pays up to $80.00

Contact Lenses and
Professional Services - One pair
or a single purchase of a supply
per Calendar Year
- Elective

* Network Plan pays up to $130.00
* Non-network Plan pays up to $105.00

- Therapeutic
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VISION BENEFITS SCHEDULE___
* Network Plan pays 100% after Member pays Lenses and Frames copay
* Non-network Plan pays up to $210.00

Frames - One pair per 2
Consecutive Calendar Years
- Network Plan pays up to $130.00 after Member pays Lenses and Frames copay
- Non-network Plan pays up to $71.00
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ELIGIBILITY___
■    Eligible Employees

For the purpose of vision benefits, an eligible Employee, as determined by your Employer, is a person who is in
the Service of the Employer and is a resident of the United States.

Service

“Service” means work with the Employer on an active basis, as determined by your Employer.

■    Eligible Dependents

If you and your spouse or Domestic Partner are eligible to be covered as Employees: A person who is eligible
as an Employee will not be considered as an eligible Dependent. An eligible Dependent child may be considered
as a Dependent of only one Employee.

If you are eligible to be covered as an Employee and as a Dependent child of another Employee:

Anyone who is eligible as an Employee will not be considered as an eligible Dependent or Dependent spouse
unless the Dependent or Dependent spouse declines Employee coverage. A child under age 26 may be covered
as either an Employee or as a Dependent child. You cannot be covered as an Employee while also covered as a
Dependent of an Employee.

It is your responsibility to notify the Employer when a covered Dependent is no longer eligible for coverage.

Your Dependents must live in the United States to be eligible for coverage.

Eligible Dependents are:
your legal spouse; or
your Domestic Partner.
a child under age 26.

Domestic Partner

“Domestic Partner” means the person, regardless of gender, named in the Affidavit of Domestic Partnership that
you have submitted to and has been approved by the Employer.

Child

“Child” means:
your natural child.
your stepchild.
your adopted child. This includes a child placed with you for adoption.
“Placed for adoption” means the assumption and retention of a legal obligation for the total or partial support
of a child in anticipation of the adoption of such child. The child's placement is considered terminated upon
the termination of such legal obligation.
a child who is recognized under a medical child support order as having a right to enrollment under the Plan.
a foster child.
a child of your covered Domestic Partner.

Handicapped/Disabled Child
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The age limit does not apply to a child who becomes disabled, or became disabled, before reaching the age limit
and who: cannot hold a self-supporting job due to a permanent physical handicap or intellectual disability; and
depends on you for financial support.

“Physical handicap/intellectual disability” means permanent physical or mental impairment that is a result of
either a congenital or acquired illness or injury leading to the individual being incapable of independent living.

“Permanent physical or mental impairment” means:
a physiological condition, skeletal or motor deficit; or
intellectual disabilities or organic brain syndrome.

A non-permanent total disability where medical improvement is possible is not considered to be a “handicap”
for the purpose of this provision. This includes substance abuse and non-permanent mental impairments.

At reasonable intervals, but not more often than annually, the Plan may require a Doctor's certificate as proof of
the child's disability.

Medical Child Support Order

A medical child support order is a qualified medical child support order (QMCSO) or a qualified national
medical support notice issued by a state court or administrative agency that requires the Plan to cover a child of
an Employee, if the Employee is eligible for benefits under the Plan.

When the Employer receives a medical support order, the Employer will determine whether the order is
“qualified”.

If the order is determined to be qualified, and if you are eligible to receive benefits under this Plan, then your
Dependent child will be covered, subject to any applicable contribution requirements. Your Employer will
provide your Dependent child with necessary information which includes, but is not limited to, a description of
coverages and ID cards, if any. Upon request, your Employer will provide at no charge, a description of
procedures governing medical child support orders.
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WHEN COVERAGE BEGINS & ENDS___
■    When Will Coverage Begin?

The definition of Employee or Dependent in ELIGIBILITY will determine who is eligible for coverage under
the Plan.

Coverage will begin on the first day of the month coinciding with or next following the date you satisfy any
eligibility waiting period(s) as determined by your Employer, if you meet the Service definition in
ELIGIBILITY on that day, or if due to your health status you do not meet the Service definition on that day.

Before coverage can start, you must:
Submit an application within 30 days after becoming eligible;
Pay any required contribution.

Coverage for a newly acquired Dependent will begin on the date you acquire the Dependent if you are covered
and if you apply for coverage within 30 days after acquiring the new Dependent.

If the Dependent is an adoptive child, coverage will start:
For an adoptive newborn, from the moment of birth if the child's date of placement is within 30 days after the
birth; and
For any other adoptive child, from the date of placement.

■    What If I Don't Apply On Time?

You are a late applicant under the Plan if you don't apply for coverage within 30 days of the date you become
eligible for coverage.

Your Dependent is a late applicant if you elect not to cover a Dependent and then later want coverage for that
Dependent.

A late applicant may apply for coverage only during an open enrollment period. The Plan Administrator can tell
you when the open enrollment period begins and ends. Coverage for a late applicant who applies during the
open enrollment period will begin on the first day of the month following the close of the open enrollment
period.

Your eligible Dependent is not a late applicant if you did not apply to cover the Dependent within 30 days of the
date you became eligible to do so and later are required by a qualified court order to provide coverage under this
Plan for that Dependent. If you apply within 30 days of the date the court order is issued, coverage will start on
the court ordered date.

■    Will My Coverage Change?

If the Employer amends the benefits or amounts provided under the Plan, a Member's coverage will change on
the effective date of the amendment. If a Member changes classes, coverage will begin under the new class the
first day of the month coinciding with or next following the date the Member's class status changes.

All claims will be based on the benefits in effect on the date the claim was incurred.

■    When Will My Coverage End?

Your coverage will end on the earliest of the following dates:
The date the Employer terminates the benefits described in this booklet.
The last day of the calendar month in which your Service ends.
The date you are no longer eligible for reasons other than end of your Service.
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WHEN COVERAGE BEGINS & ENDS___
The due date of the first contribution toward your coverage that you or the Employer fails to make.

Your Dependent coverage will end on the earliest of the following dates:
The date your coverage ends.
The date you cease to be eligible for Dependent coverage.
The date your Dependent ceases to be an eligible Dependent.
For your covered Dependent child who reaches the limiting age (see ELIGIBILITY), this is the last day of the
calendar month in which the limiting age is reached.
The due date of the first contribution toward Dependent coverage that you or the Employer fails to make.

Continuation of Coverage under Federal Laws and Regulations

If coverage would otherwise terminate under this Plan, you and your Dependents may be eligible to continue
coverage under certain federal laws and regulations. See USERRA RIGHTS AND RESPONSIBILITIES,
CONTINUATION OF COVERAGE - FMLA and CONTINUATION OF COVERAGE - COBRA.

■    Can Coverage Be Reinstated?

If your coverage ended because of termination of your Service, you may be eligible for reinstatement of
coverage if you return to Service within 30 days after the date your coverage ended.

On the date you return to Service, coverage for you and your eligible Dependents will be on the same basis as
that provided for any other active Employee and his or her Dependents as of that date. However, any restrictions
on your coverage that were in effect before your reinstatement will still apply.

See USERRA RIGHTS AND RESPONSIBILITIES for information about reinstatement of coverage upon
return from leave for military service.
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VISION BENEFITS*___
■    What's Covered for You and Your Dependents ? (Covered Expenses)

Please be aware that the Vision network is different from the network of your medical benefits.

All providers, including any facilities, must be licensed in accordance with the laws of the appropriate legally
authorized agency, and acting within the scope of such license.

Examinations

The Plan covers one vision and eye health evaluation, including but not limited to eye health examination,
dilation, refraction and prescription for glasses.

This includes polycarbonate lenses for children under 19 years of age and oversize lenses;
Rose #1 and #2 solid tints;

Lenses (Glasses)

The Plan covers one pair of prescription plastic or glass lenses, all ranges of prescriptions (powers and prisms).

Frames

The Plan covers one frame up to the frame allowance shown in the VISION SCHEDULE.

Contact Lenses

The Plan covers one pair or a single purchase of a supply of contact lenses in lieu of the above glasses and frame
benefit. The Plan does not cover contact lenses in the same benefit year as glasses and frames. The contact lens
retail allowance may be applied to contact lens materials, as well as to the cost of supplemental contact lens
professional services including fitting and evaluation, up to the contact lens allowance shown in the VISION
SCHEDULE.

Coverage is available for therapeutic contact lenses when visual acuity cannot be corrected to 20/70 in the
better eye with eyeglasses and the fitting of contact lenses would obtain this level of visual acuity; and in certain
cases of anisometropia, keratoconus or aphakis; as determined and documented by your Vision Provider.
Contact lenses fitted for other therapeutic purposes or the narrowing of visual fields due to high minus or plus
correction will be covered according to the elective contact lens benefit shown in the VISION SCHEDULE.

* coverage may vary at participating discount retail and membership club optical locations, please contact
Customer Service for specific coverage information.
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BENEFIT LIMITATIONS___

General Limitations and Exclusions

No amount will be payable for:
any charge not included as a covered expense under the Plan.
charges which would not have been made if the Member did not have coverage.
treatment of an Injury or Sickness which is due to war, declared or undeclared, riot or insurrection.
services, drugs and supplies that are not Medically Necessary.
charges for or in connection with experimental or non-conventional procedures or treatment methods not
approved by the American Optometric Association or the appropriate vision specialty society.
care for health conditions required by state or local law to be treated in a public facility.
care required by state or federal law to be supplied by a public school system or school district.
care for military service disabilities treatable through governmental services if the Member is legally entitled
to such treatment and facilities are reasonably available.
charges made by a Hospital owned or operated by or which provides care or performs services for, the United
States Government, if such charges are directly related to a military-service-connected condition.
expenses for care provided through or by a public program, to the extent that a Member is in any way paid or
entitled to payment for those expenses by or through a public program, other than Medicaid.
to the extent that payment is unlawful where the person resides when the expenses are incurred.
expenses incurred outside the United States.
charges made by any covered provider who is a member of your family or your Dependent's family.
for or in connection with an Injury or Sickness arising out of, or in the course of, any employment for wage or
profit.
charges made by a provider for broken appointments, phone calls, email or internet evaluations unless
otherwise specified as covered under the Plan.
court-ordered treatment, unless such treatment is prescribed and listed as covered in this Plan.
vision care expenses for the infant child of a Dependent, unless the infant child is otherwise eligible under this
Plan.
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BENEFIT LIMITATIONS___

Vision Benefit Limitations and Exclusions

No amount will be payable for:
charges in excess of the usual and customary charge for the service or materials.
medical or surgical treatment of the eyes.
orthoptic or vision training and any associated supplemental testing.
magnification or low vision aids not shown as covered in the Vision Schedule.
VDT (video display terminal) computer eyeglass benefit.
any eye examination, or any corrective eyewear required by an employer as a condition of employment.
safety glasses or lenses required for employment.
spectacle lens treatments or “add-ons” or lens coatings, except as described in the Plan.
two pairs of glasses, in lieu of bifocals or trifocals.
high index lenses of any material type.
prescription sunglasses.
any non-prescription (minimum RX required) eyeglasses, lenses or contact lenses.
charges incurred after the Plan terminates or after the Member's coverage ends, except as stated in the Plan.
experimental or non-conventional treatment or device.
for or in connection with experimental procedures or treatment methods not approved by the American
Optometric Association or the appropriate vision specialty society.
any injury or illness when paid or payable by Workers' Compensation or similar law, or which is work-related.
claims submitted and received in excess of 12 months from the original date of service.
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CLAIMS & LEGAL ACTION___
■    How To File Claims

As used in this provision, any reference to “you” or “your” refers to the covered Member, and also refers to a
representative or provider designated by you to act on your behalf.

A claim form can be requested from the Plan Administrator, through the website address or by calling Member
Services at the phone number shown on your ID card. Complete and accurate claim information is necessary to
avoid claim processing delays.

Timely Filing of Claims

Cigna will consider claims for coverage, other than Network coverage, under the Plan when proof of loss (a
claim) is submitted within 180 days after expenses are incurred. If expenses are incurred on consecutive days,
the limit will be counted from the last date expenses are incurred. If the claim is not submitted within the
specified time period, it will not be considered valid and will be denied.

Vision Benefits

To find a Cigna Vision Provider, or to get a claim form, visit myCigna.com and use the line on the vision
coverage page, or call Member Services at the phone number on your ID card.

Reimbursement/Filing a Claim

When you have an exam or purchase vision materials from a Cigna Vision Provider, you pay any applicable
deductible, copay or coinsurance shown in the Schedule at the time of purchase. You do not need to file a claim
form.

If you have an exam or purchase materials from a provider who is not a Cigna Vision Provider, you pay the full
cost at the time of purchase. You must submit a claim form to be reimbursed. Send a completed Cigna vision
claim form and itemized receipt to: Cigna Vision, Claims Department, c/o FAA, P.O. Box 8504, Mason, OH
45040-7111. Cigna Vision will pay for covered expenses within 10 business days of receiving the completed
claim form and itemized receipt.

■    Claim Determinations and Appeal Procedures

As used in this provision, any reference to “you” or “your” refers to the covered Member, and also refers to a
representative or provider designated by you to act on your behalf, unless otherwise noted.

You may appoint an authorized representative to assist you in submitting a claim or appealing a claim denial.
However, Cigna in its role as benefits administrator, may require you to designate your authorized representative
in writing using a form approved by Cigna. At all times, the appointment of an authorized representative is
revocable by you. To ensure that a prior appointment remains valid, Cigna may require you to re-appoint your
authorized representative, from time to time.

Cigna reserves the right to refuse to honor the appointment of a representative if Cigna reasonably determines
that the signature on an authorized representative form may not be yours; or the authorized representative may
not have disclosed to you all of the relevant facts and circumstances relating to the overpayment or
underpayment of any claim, including, for example, that the billing practices of the provider of services may
have jeopardized your coverage through the waiver of the cost-sharing amounts that you are required to pay
under the Plan.
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If your designation of an authorized representative is revoked, or Cigna does not honor your designation, you
may appoint a new authorized representative at any time, in writing, using a form approved by Cigna.

Medical Necessity Determinations

In general, health services and benefits must be Medically Necessary to be covered under the Plan. The
procedures for determining Medical Necessity vary, according to the type of service or benefit requested and the
type of health plan.

When services or benefits are determined to be not covered, you or your representative will receive a written
description of the adverse determination, and may appeal the determination. Appeal procedures are described in
this Plan booklet, in the provider's network participation documents as applicable, and in the determination
notices.

Note: An oral statement made to you by a representative of Cigna or its designee that indicates, for example, a
particular service is a covered expense, is authorized for coverage by the Plan, or that you are eligible for
coverage is not a guarantee that you will receive benefits for services under this Plan. Cigna will make a benefit
determination after a claim is received from you or your authorized representative, and the benefit determination
will be based on your eligibility as of the date services were rendered to you and the terms and conditions of the
Plan in effective as of the date services were rendered to you.

Pre-Service Determinations

When you or your representative request a required prior authorization, Cigna will notify you or your
representative of the determination within 15 days after receiving the request. However, if more time is needed
to make a determination due to matters beyond Cigna's control, Cigna will notify you or your representative
within 15 days after receiving your request. This notice will include the date a determination can be expected,
which will be no more than 30 days after receipt of the request. If more time is needed because necessary
information is missing from the request, the notice will also specify what information is needed, and you or your
representative must provide the specified information to Cigna within 45 days after receiving the notice. The
determination period will be suspended on the date Cigna sends such a notice of missing information, and the
determination period will resume on the date you or your representative respond to the notice.

If the determination periods above would seriously jeopardize your life or health, ability to regain maximum
function; or in the opinion of a health care provider with knowledge of your health condition, cause you severe
pain which cannot be managed without the requested care; then Cigna will make the pre-service determination
on an expedited basis. Cigna will notify you or your representative of an expedited determination within 72
hours after receiving the request.

However, if necessary information is missing from the request, Cigna will notify you or your representative
within 24 hours after receiving the request to specify what information is needed. You or your representative
must provide the specified information within 48 hours after receiving the notice. Cigna will notify you or your
representative of the expedited benefit determination within 48 hours after you or your representative responds
to the notice. Expedited determinations may be provided orally, followed within 3 days by written or electronic
notification.
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If you or your representative attempts to request a pre-service determination, but fails to follow Cigna's
procedures for requesting a required pre-service determination, Cigna will notify you or your representative of
the failure within 5 days (or 24 hours, if an expedited determination is required, as described above) after
receiving the request and describe the proper filing procedures. This notice may be provided orally, unless
written notice is requested.

Post-Service Determinations

When you or your representative requests a coverage determination or claim payment determination after care
has been provided, Cigna will notify you or your representative of the determination within 30 days after
receiving the request. However, if more time is needed to make a determination due to matters beyond Cigna's
control, Cigna will notify you within 30 days after receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45 days after receipt of the request. If more time is
needed because necessary information is missing from the request, the notice will also specify what information
is needed, and you or your representative must provide the specified information to Cigna within 45 days after
receiving the notice. The determination period will be suspended on the date Cigna sends such a notice of
missing information, and the determination period will resume on the date you or your representative responds
to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be provided in writing or electronically, and will include
all of the following that apply to the determination: the specific reason or reasons for the adverse determination;
reference to the specific Plan provisions on which the determination is based; a description of any additional
material or information necessary to perfect the claim and an explanation of why such material or information is
necessary; a description of the Plan's review procedures and the applicable time limits, including a statement of
the claimant's right to bring a civil action under ERISA Section 502(a) following an adverse benefit
determination on appeal, if applicable; upon request and free of charge, a copy of any internal rule, guideline,
protocol or other similar criterion that was relied upon in making the adverse determination regarding your
claim, and an explanation of the scientific or clinical judgment for a determination that is based on Medical
Necessity, experimental treatment or other similar exclusion or limit; in the case of a claim involving urgent
care, a description of the expedited review process applicable to such claim.

COMPLAINTS and APPEALS - Cigna has a process for addressing your concerns.

Start with Customer Service

If you have a concern regarding a person, a service, the quality of care, contractual benefits you may call
Customer Service at the phone number shown on your ID card, explanation of benefits or claim form and
explain your concern to a Customer Service representative. You may also express that concern in writing.

Customer Service will make every effort to resolve the matter on your initial contact. If more time is needed to
review or investigate your concern, a response will be provided to you as soon as possible, but in any case
within 30 days. If you are not satisfied with the results of a coverage decision, you may start the appeals
procedure.

Internal Appeals Procedure
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To initiate an appeal of an adverse benefit determination, you must submit a request for an appeal to Cigna
within 180 days of receipt of a denial notice. If you appeal a reduction or termination in coverage for an ongoing
course of treatment that Cigna previously approved, you will receive, as required by applicable law, continued
coverage pending the outcome of an appeal.

You should state the reason why you feel your appeal should be approved and include any information
supporting your appeal. If you are unable or choose not to write, you may ask Cigna to register your appeal by
telephone. Call Customer Service at the phone number shown on your ID card, explanation of benefits or claim
form.

Your appeal will be reviewed and the decision made by someone not involved in the initial decision. Appeals
involving Medical Necessity or clinical appropriateness will be considered by a health care professional.

Cigna will respond within 60 calendar days after receipt of an appeal for a postservice coverage determination.
If more time or information is needed to make the determination, Cigna will notify you in writing to request an
extension of up to 15 calendar days and to specify any additional information needed to complete the review.

External Review Procedure

If you are not fully satisfied with the decision of Cigna's internal appeal review regarding your clinical
appropriateness issue, you may request that your appeal be referred to an Independent Review Organization
(IRO). The IRO is composed of persons who are not employed by Cigna or any of its affiliates. A decision to
request an external review to an IRO will not affect the claimant's rights to any other benefits under the Plan.
There is no charge for you to initiate an external review. Cigna and your benefit plan will abide by the decision
of the IRO.

To request a review, you must notify Cigna's Appeals Coordinator within 4 months of receipt of Cigna's appeal
review denial. Cigna will then forward the file to a randomly selected IRO. The IRO will render a decision
within 45 days.

Notice of Benefit Determination on Appeal

Every notice of a determination on appeal will be provided in writing or electronically and, if an adverse
determination, will include: the specific reason or reasons for the adverse determination; reference to the
specific Plan provisions on which the determination is based; a statement that the claimant is entitled to receive,
upon request and free of charge, reasonable access to and copies of all documents, records, and other Relevant
Information as defined below; a statement describing any voluntary appeal procedures offered by the Plan and
the claimant's right to bring a civil action under ERISA Section 502(a), if applicable; upon request and free of
charge, a copy of any internal rule, guideline, protocol or other similar criterion that was relied upon in making
the adverse determination regarding your appeal, and an explanation of the scientific or clinical judgment for a
determination that was based on Medical Necessity, experimental treatment or other similar exclusion or limit.

“Relevant Information” means any document, record or other information that: was relied upon in making the
benefit determination; was submitted, considered or generated in the course of making the benefit determination,
without regard to whether such document, record, or other information was relied upon in making the benefit
determination; demonstrates compliance with the administrative processes and safeguards required by federal
law in making the benefit determination; constitutes a statement of policy or guidance with respect to the Plan
concerning the denied treatment option or benefit for the claimant's diagnosis, without regard to whether such
advice or statement was relied upon in making the benefit determination.
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Legal Action

If your Plan is governed by ERISA, you have the right to bring a civil action under ERISA Section 502(a) if you
are not satisfied with the outcome of the Appeals Procedure. In most instances, you may not initiate a legal
action against Cigna until you have completed the appeal processes, as applicable. Legal action must be taken
for network expenses within 3 years after a claim is submitted, and for expenses other than network expenses
within 3 years after proof of claim is required under the Plan.

■    What If a Member Has Other Coverage? (Coordination of Benefits)

This Coordination of Benefits provision applies if you or any one of your Dependents is covered under more
than one Plan, and determines how benefits payable from all Plans will be coordinated. Claims should be filed
with each Plan.

As used in this provision, references to “you” or “your” refers to each covered Member.

Under this provision, total payments from the Primary and Secondary Plans will never be more than the
expenses actually incurred.

Definitions

For the purpose of this provision, the following terms have the meanings described here:
“Plan” means any of the following that provides health care benefits, services or treatment:
-  this Plan.
-  group insurance and/or group-type coverage, whether insured or self-insured which neither can be purchased

by the general public, nor is individually underwritten, including Closed Panel coverage.
-  non-group insurance and subscriber contracts.
-  coverage under Medicare and other governmental benefits as permitted by law, except Medicaid and

Medicare supplement policies.
-  health care benefits coverage of group, group-type and individual automobile contracts.
Each Plan or part of a Plan which has the right to coordinate benefits will be considered a separate Plan.
“Closed Panel Plan” means a Plan that provides health care benefits primarily in the form of services or
supplies through a panel of employed or contracted providers, and that limits or excludes benefits provided
outside of the panel, except in the case of emergency or if referred by a provider within the panel.
“Primary Plan” means the Plan that determines and provides or pays benefits without taking into consideration
the existence of any other Plan.
“Secondary Plan” means a Plan that determines, and may reduce its benefits after taking into consideration,
the benefits provided or paid by the Primary Plan. A Secondary Plan may also recover from the Primary Plan
the Reasonable Cash Value of any services it provided to you.
“Allowable Expense” means the amount of charges considered for payment under the Plan for a covered
service prior to any reductions due to deductible, copay or coinsurance amount(s). If Cigna contracts with an
entity to arrange for the provision of covered services through that entity's contracted network of health care
providers, the amount that Cigna has agreed to pay that entity is the allowable amount used to determine your
deductible, copay or coinsurance payment(s). If the Plan provides benefits in the form of services, the
Reasonable Cash Value of each service is the Allowable Expense and is a paid benefit.
Examples of expenses or services that are not Allowable Expenses include, but are not limited to, the
following:

January 1, 2024 18

 - Continued



   

CLAIMS & LEGAL ACTION___
-  An expense or service or a portion of an expense or service that is not covered by any of the Plans is not an

Allowable Expense.
-  If you are covered by two or more Plans that provide services or supplies on the basis of reasonable and

customary fees, any amount in excess of the highest reasonable and customary fee is not an Allowable
Expense.

-  If you are covered by one Plan that provides services or supplies on the basis of reasonable and customary
fees and one Plan that provides services and supplies on the basis of negotiated fees, the Primary Plan's fee
arrangement is the Allowable Expense.

-  If your benefits are reduced under the Primary Plan (through imposition of a higher copayment amount,
higher coinsurance percentage, a deductible and/or a penalty) because you did not comply with Plan
provisions or because you did not use a preferred provider, the amount of the reduction is not an Allowable
Expense. Such Plan provisions include second surgical opinions and precertification of admissions or
services.

“Claim Determination Period” means a calendar year, but does not include any part of a year during which you
are not covered under this Plan or any date before this provision or any similar provision takes effect.
“Reasonable Cash Value” means an amount which a duly licensed provider of health care services or supplies
usually charges patients and which is within the range of fees usually charged for the same service or supply
by other health care providers located within the immediate geographic area where the health care service or
supply is rendered under similar or comparable circumstances.

Order of Benefit Determination Rules

A Plan that does not have a coordination of benefits rule consistent with this provision will always be the
Primary Plan.

If the Plan has a coordination of benefits rule consistent with this provision, the first of the following rules that
applies to the situation is the one to use:

The Plan that covers you as an enrollee or an employee is the Primary Plan and the Plan that covers you as a
dependent is the Secondary Plan.
If you are a dependent child whose parents are not divorced or legally separated, the Primary Plan is the Plan
that covers the parent whose birthday falls first in the calendar year as an enrollee or employee.
If you are the dependent of divorced or separated parents, benefits for the Dependent are determined in the
following order:
-  first, if a court decree states that one parent is responsible for the child's health care expenses or health

coverage and the Plan for that parent has actual knowledge of the terms of the order, but only from the time
of actual knowledge;

-  then, the Plan of the parent with custody of the child;
-  then, the Plan of the spouse of the parent with custody of the child;
-  then, the Plan of the parent not having custody of the child; and
-  finally, the Plan of the spouse of the parent not having custody of the child.
The Plan that covers you as an active employee (or as that employee's dependent) is the Primary Plan and the
Plan that covers you as a laid-off or retired employee (or as that employee's dependent) is the Secondary Plan.
If the other Plan does not have a similar provision and, as a result, the Plans cannot agree on the order of
benefit determination, this paragraph does not apply.
The Plan that covers you under a right of continuation provided by federal or state law is the Secondary Plan
and the Plan that covers you as an active employee or retiree (or as that employee's dependent) is the Primary
Plan. If the other Plan does not have a similar provision and, as a result, the Plans cannot agree on the order of
benefit determination, this paragraph does not apply.
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If one of the Plans determines the order of benefits based on the gender of a parent, and as a result, the Plans
do not agree on the order of benefit determination, the Plan with the gender rule determines the order of
benefits.

If none of the above rules determine the order of benefits, the Plan that has covered you for a longer period of
time is the Primary Plan.

When coordinating benefits with Medicare, this Plan is the Secondary Plan and determines benefits after
Medicare, where permitted by the Social Security Act of 1965, as amended. However, when more than one Plan
is secondary to Medicare, the benefit determination rules identified above are used to determine how benefits
will be coordinated.

Effect on the Benefits of This Plan

The Coordination of Benefits provision is applied throughout each Claim Determination Period.

If this Plan is the Secondary Plan, this Plan may reduce benefits so that the total benefits paid by all Plans during
a Claim Determination Period are not more than 100% of the total of all Allowable Expenses.

If this Plan is the Secondary Plan, it pays the lesser of:
the Allowable Expenses that were not reimbursed under the other Plan; or
the amount this Plan would have paid if there were no other coverage.

When the benefits of a government Plan are taken into consideration, the Allowable Expense is limited to the
benefits provided by that Plan.

When the Coordination of Benefits provision reduces the benefits payable under this Plan, each benefit will be
reduced proportionately and only the reduced amount will be charged against any benefit limits under this Plan.

Recovery of Excess Benefits

If this Plan pays charges for benefits that should have been paid by the Primary Plan, or if this Plan pays charges
in excess of those for which this Plan is obligated to pay, this Plan has the right to recover the actual payment
made or the Reasonable Cash Value of any services.

This Plan may seek recovery from any person to, or for whom, or with respect to whom, such services or
supplies were provided or such payments made by any insurance company, health care plan or other
organization. If requested, you must execute and deliver to this Plan any such instruments and documents as
determined necessary to secure the right of recovery.

Right to Receive and Release Information

Without consent or notice to you, information may be obtained from you, and information may be released to
any other Plan with respect to you, in order to coordinate your benefits pursuant to this provision. You must
provide any information requested in order to coordinate your benefits pursuant to this provision. This request
may occur in connection with a submitted claim; if so you will be advised that the “other coverage” information,
including an explanation of benefits paid under another Plan, is required before the claim will be processed for
payment. If no response is received within 55 days of the request, the claim will be closed. If the requested
information is subsequently received, the claim will be processed.

■    Payment of Benefits
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As used in this provision, any reference to “you” or “your” refers to the covered Member, and also refers to a
representative or provider designated by you to act on your behalf, unless otherwise noted.

Assignment and Payment of Benefits

You may not assign to any party, including but not limited to, a provider of health care services/items, your right
to benefits under this Plan, nor may you assign any administrative, statutory, or legal rights or causes of action
you may have under ERISA, if ERISA is applicable, including but not limited to, any right to make a claim for
Plan benefits, to request Plan or other documents, to file appeals of denied claims or grievances, or to file
lawsuits under ERISA, if ERISA is applicable. Any attempt to assign such rights shall be void and
unenforceable under all circumstances.

You may, however, authorize payment of any health care benefits under this Plan to a Participating Provider or a
provider who is not a Participating Provider. When you authorize the payment of your health care benefits to a
Participating Provider or a provider who is not a Participating Provider, you authorize payment of the entire
amount of the benefits due on that claim. If a provider is overpaid because of accepting duplicate payments from
you and Cigna, it is the provider's responsibility to reimburse the overpayment to you. Cigna may pay all health
care benefits for Covered Expenses directly to a Participating Provider without your authorization. You may not
interpret or rely upon this discrete authorization or permission to pay any health care benefits to a Participating
Provider or a provider who is not a Participating Provider as the authority to assign any other rights under this
Plan to any party, including but not limited to, a provider of health care service/items.

Even if the payment of health care benefits to a provider who is not a Participating Provider has been authorized
by you, Cigna may, at its option, make payment of benefits to you. When benefits are paid to you or your
Dependents, you or your Dependents are responsible for reimbursing the provider who is not a Participating
Provider.

If any person to whom benefits are payable is a minor or, in the opinion of Cigna, is not able to give a valid
receipt for any payment due him, such payment may be made to his legal guardian. If no request for payment
has been made by his legal guardian, Cigna may, at its option, make payment to the person appearing to have
assumed his custody and support.

When a Plan participant passes away, Cigna may receive notice that an executor of the estate has been
established. The executor has the same rights as the participant and benefit payments for unassigned claims
should be made payable to the executor.

Payment as described above will release Cigna from all liability to the extent of any payment made.

Recovery of Overpayment

When an overpayment has been made by Cigna, Cigna will have the right at any time to: recover that
overpayment from the person to whom or on whose behalf it was made; or offset the amount of that
overpayment from a future claim payment. In addition, your acceptance of benefits under this Plan and/or
assignment of benefits separately creates an equitable lien by agreement pursuant to which Cigna may seek
recovery of any overpayment. You agree that Cigna, in seeking recovery of any overpayment as a contractual
right or as an equitable line by agreement, may pursue the general assets of the person or entity to whom or on
whose behalf the overpayment was made.

Calculation of Covered Expenses
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Cigna in its discretion, will calculate Covered Expenses following evaluation and validation of all provider
billings in accordance with:

the methodologies in the most recent edition of the Current Procedural terminology.
the methodologies as reported by generally recognized professionals or publications.

■    Other Information a Member Needs to Know

Legal Actions

A Member may bring a legal action to recover under the Plan. For legal actions not related to the Plan's Appeals
Procedure, such legal action may be brought no sooner than 60 days, and no later than 3 years, after the time
written proof of loss is required to be given under the terms of the Plan.

Relationship Between Cigna and Network Providers

Providers under contract with Cigna are independent contractors. Network providers are neither agents nor
employees of Cigna, nor is Cigna, or any employee of Cigna, an agent or employee of Network providers. Cigna
will not be responsible for any claim or demand on account of damages arising out of, or in any way connected
with, any injuries suffered by the Member while receiving care from any Network provider or in any Network
provider's facilities.
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Ambulance

Licensed ambulance transportation services involve the use of specially designed and equipped vehicles for
transporting ill or injured patients. It includes ground, air, or sea transportation when Medically Necessary and
clinically appropriate.

Dependent

See ELIGIBILITY.

Employee

See ELIGIBILITY.

Employer

Big Red F Management Company, LLC; and
Any affiliated companies listed in the application of the Employer whose employees are covered under this
plan. The Employer may add an affiliated company after the effective date of the Plan. For that company only,
the effective date of the Plan will be considered to be the effective date of the amendment that adds that
company.

A Free-Standing Surgical Facility, unless specifically noted otherwise, is covered with the same cost share as an
Outpatient Facility.

Injury

An accidental bodily injury.

Medically Necessary/Medical Necessity

Health care services, supplies and medications provided for the purpose of preventing, evaluating, diagnosing or
treating an Illness, Injury, condition, disease or its symptoms, that are all of the following as determined by a
Medical Director or Review Organization:

required to diagnose or treat an Illness, Injury, disease or its symptoms; and
in accordance with generally accepted standards of medical practice; and
clinically appropriate in terms of type, frequency, extent, site and duration; and
not primarily for the convenience of the patient, Doctor or Other Health Professional; and
not more costly than an alternative service(s), medication(s) or supply(ies) that is at least as likely to produce
equivalent therapeutic or diagnostic results with the same safety profile as to the prevention, evaluation,
diagnosis or treatment of the Illness, Injury, condition, disease or its symptoms; and
rendered in the least intensive setting that is appropriate for the delivery of the services, supplies or
medications. Where applicable, the Medical Director or Review Organization may compare the cost-
effectiveness of alternative services, supplies, medications or settings when determining the least intensive
setting.

Medicare
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Title 18 of the United States Social Security Act of 1965 as amended from time to time and the coverage
provided under it. This includes coverage provided under Medicare Advantage plans.

Member

An Employee and any covered Dependent.

Ophthalmologist

A person practicing ophthalmology within the scope of his or her license. This includes a Doctor operating
within the scope of his or her license when the Ophthalmologist performs any of the Vision Benefit Covered
Expenses.

Optician

A fabricator and dispenser of eyeglasses and/or contact lenses. An Optician fills prescriptions for glasses and
other optical aids, as specified by an Optometrist or Ophthalmologist. The state in which an Optician practices
may or may not require licensure for rendering these services.

Optometrist

A person practicing optometry within the scope of his or her license. This includes a Doctor operating within the
scope of his or her license when the Optometrist performs any of the Vision Benefit Covered Expenses.

Plan

The vision benefits described in this booklet.

Review Organization

The term Review Organization refers to an affiliate of Cigna or another entity to which Cigna has delegated
responsibility for performing utilization review services. The Review Organization is an organization with a
staff of clinicians which may include Doctors, registered graduate nurses, licensed mental health and substance
use disorder professionals, and other trained staff members who perform utilization review services.

Service

See ELIGIBILITY.

Sickness

A physical illness.

Vision Provider
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An Optometrist, Ophthalmologist, Optician or a group partnership or other legally recognized aggregation of
such professionals; duly licensed and in good standing with the relevant public licensing bodies to provide
covered vision services within the scope of the Vision Providers' respective licenses.

You and Your

An Employee.
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The federal Uniformed Services Employment and Reemployment Rights Act (USERRA), establishes
requirements for Employers and certain Employees who terminate Service with the Employer for the purpose of
Uniformed Service. This includes the right to continue the vision coverage that you (the Employee) had in effect
for yourself and your Dependents.

“Uniformed Service” means the performance of active duty in the Uniformed Services under competent
authority which includes training, full-time National Guard duty and the time necessary for a person to be absent
from employment for an examination to determine the fitness of the person to perform any of the assigned
duties.

You must notify your Employer verbally or in writing of your intent to leave employment and terminate your
Service with the Employer for the purpose of Uniformed Service. The notice must be provided at least 30 days
prior to the start of your leave, unless it is unreasonable or impossible for you to provide advance notice due to
reasons such as military necessity.

Continued Vision Coverage

Under USERRA, you are eligible to elect continued vision coverage for yourself and your Dependents when you
terminate Service with the Employer for the purpose of Uniformed Service.

The Employer should establish reasonable procedures for electing continued vision coverage and for payment of
contributions. See the Plan Administrator for details.

If you do not provide advance notice of your leave and you do not elect continued coverage prior to your leave

Coverage for you and your Dependents will terminate on the date that coverage would otherwise terminate due
to termination of your Service.

However, if you are excused from giving advance notice because it was unreasonable or impossible for you to
provide advance notice due to reasons such as military necessity, then coverage will be retroactively reinstated if
you elect coverage for yourself and your Dependents and pay all unpaid contributions within the period
specified in the Employer's reasonable procedures.

If you provide advance notice of your leave but you do not elect continued coverage prior to your leave

Coverage for you and your Dependents will terminate on the date that coverage would otherwise terminate due
to termination of your Service, when the duration of Uniformed Service is at least 30 days.

However, coverage will be retroactively reinstated if the Employer has established reasonable procedures for
election of continued coverage after the period of Uniformed Service begins, and you elect coverage for yourself
and your Dependents and pay all unpaid contributions within the time period specified in the procedures.

If the Employer has not established reasonable procedures, then the Employer must permit you to elect
continued coverage for yourself and your Dependents and pay all required contributions at any time during the
period of continued coverage, and the Employer must retroactively reinstate coverage.

If you elect continued coverage but do not make timely payments for the cost of coverage

If the Employer has established reasonable payment procedures and you do not make payments according to the
procedures, then coverage for you and your covered Dependents will terminate as described in the procedures.

January 1, 2024 26



   

USERRA RIGHTS AND RESPONSIBILITIES___
Period of Continued Coverage

During a leave for Uniformed Service, the period of continued coverage begins immediately following the date
you and your covered Dependents lose coverage under the Plan, and it continues for a maximum period of up to
24 months.

Cost of Continued Coverage

If the period of Uniformed Service is less than 31 days, you are not required to pay more than the amount that
you paid as an active Employee for that coverage for continued coverage.

If the period of Uniformed Service is 31 days or longer, then you will be required to pay up to 102% of the
applicable group rate for continued coverage.

COBRA Coverage

If you are eligible for COBRA continuation coverage, then the COBRA coverage period runs concurrently with
the USERRA coverage period. In some instances, COBRA coverage may continue longer than USERRA
coverage.

Reinstatement of Coverage

Coverage for an Employee who returns to Service with the Employer following Uniformed Service will be
reinstated upon request from the Employee and in accordance with USERRA.

Reinstated coverage will not be subject to any exclusion or waiting period, if such exclusion and/or waiting
period would not have been imposed had coverage not terminated as a result of Uniformed Service.

CONTINUATION OF COVERAGE - FMLA___
This provision applies if the Employer is subject to the Family and Medical Leave Act of 1993 (FMLA), as
amended. If you are eligible for FMLA leave and if the Employer approves your FMLA leave, coverage under
the Plan will continue during your leave. Contributions must be paid by you and/or the Employer. If
contributions are not paid, your coverage will cease. If you return to work on your scheduled date, coverage will
be on the same basis as that provided for any active Member on that date. If your coverage ends during FMLA
leave, a COBRA qualifying event occurs if you do not return to work on the date you are scheduled to return
from your FMLA leave. See the Plan Administrator with questions about FMLA leave.

CONTINUATION RIGHTS UNDER FEDERAL LAW - COBRA___
COBRA continuation coverage is a temporary extension of coverage under the Plan, and was created by federal
law, the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Under this federal law, you and/or your covered Dependents (a covered Member) if a COBRA qualified
beneficiary, must be given the opportunity to continue Plan coverage when there is a “qualifying event” that
would result in loss of coverage under the Plan. The law permits continuation of the same Plan coverage under
which the qualified beneficiary was covered on the day before the qualifying event, unless the qualified
beneficiary moves out of the Plan's coverage area or the Plan is no longer available. If coverage options are
available, a qualified beneficiary has the same options to change coverage as others who are covered under the
Plan.
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COBRA continuation coverage is available for you and your covered Dependents for up to 18 months from the
date of the following qualifying events if the event would result in a loss of coverage under the Plan:

your termination of employment for any reason, other than gross misconduct.
your reduction in work hours.

For your Dependents, COBRA continuation coverage is available for up to 36 months from the date of the
following qualifying events if the event would result in loss of coverage under the Plan:

your death.
your divorce or legal separation.
for a Dependent child, failure to continue to qualify as a Dependent under the Plan.

Only a qualified beneficiary, as defined by federal law, may elect COBRA continuation coverage. A qualified
beneficiary may include the following individuals who were covered under the Plan on the day the qualifying
event occurred: you, your spouse, and your Dependent children. Each qualified beneficiary has an independent
right to elect or decline COBRA continuation coverage, even if you decline or are not eligible for COBRA
continuation coverage.

The following individuals are not qualified beneficiaries for the purposes of COBRA continuation coverage:
domestic partners (including Domestic Partners as defined in the Plan), spouses who do not meet the definition
of spouse under federal law, and children (such as stepchildren, grandchildren) who have not been legally
adopted by you. Although these individuals do not have an independent right to elect COBRA continuation
coverage, if you elect COBRA continuation coverage for yourself you may also cover your Dependents even if
they are not considered qualified beneficiaries under COBRA. However, such individuals' coverage will
terminate when your COBRA continuation coverage terminates. The provisions “Secondary Qualifying Events”
and “Medicare Extension for Dependents” are not applicable to these individuals.

Secondary Qualifying Events

If, as a result of your termination of employment or reduction in work hours, your Dependent(s) elected COBRA
continuation coverage and one or more Dependents experience another COBRA qualifying event, the affected
Dependent(s) may elect to extend COBRA continuation coverage for an additional 18 months (7 months if the
secondary event occurs within the disability extension period) for a maximum of 36 months from the initial
qualifying event. The second qualifying event must occur before the end of the initial 18 months of COBRA
continuation coverage, or within the disability extension period. Under no circumstances with COBRA
continuation coverage be available for more than 36 months from the initial qualifying event. Secondary
qualifying events are: your death; your divorce or legal separation; or, for a Dependent child, failure to continue
to qualify as a Dependent under the Plan.

Disability Extension

If, after electing COBRA continuation coverage due to your termination of employment or reduction in work
hours, you or one of your Dependents is determined by the Social Security Administration (SSA) to be totally
disabled under Title II or XVI of the SSA, you and all of your Dependents who have elected COBRA
continuation may extend such continuation for an additional 11 months, for a maximum of 29 months from the
initial qualifying event.

To qualify for the disability extension, both of the following requirements must be satisfied:
SSA must determine that the disability occurred prior to or within 60 days after the disabled individual elected
COBRA continuation coverage; and
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a copy of the written SSA determination must be provided to the Plan Administrator within 60 calendar days
after the date the SSA determination is made AND before the end of the initial 18-month continuation period.

If the SSA later determines that the individual is no longer disabled, you must notify the Plan Administrator
within 30 days after the date the final determination is made by SSA. The 11-month disability extension will
terminate, for all individuals covered under the extension, on the first day of the month that is more than 30 days
after the date the SSA makes a final determination that the disabled individual is no longer disabled.

All causes for “Termination of COBRA Continuation Coverage” will also apply to the disability extension
period.

Medicare Extension

When the qualifying event is your termination of employment or reduction in work hours, and you became
covered under Medicare (Part A, Part B or both) within the 18 months before the qualifying event, the maximum
COBRA continuation period for you is 18 months from the date of your termination of employment or reduction
in work hours, and for your Dependents the maximum continuation period is 36 months from the date you
became covered under Medicare.

Termination of COBRA Continuation Coverage

COBRA continuation coverage will terminate when any of the following occurs:
the end of the COBRA continuation period of 18, 29 or 36 months; as applicable.
failure to pay the required cost of coverage as described in “COBRA Premiums”.
cancellation of the Employer's Plan.
after electing COBRA continuation coverage, a qualified beneficiary becomes covered under Medicare (Part
A, Part B or both).
after electing COBRA continuation coverage, a qualified beneficiary becomes covered under another group
health plan, unless the qualified beneficiary has a condition for which the new plan limits or excludes
coverage. In such a situation, COBRA continuation coverage will continue until the earlier of: the date the
condition becomes covered under the other plan or the occurrence of any of the events listed above.
after the date the qualified beneficiary qualifies as described in “Disability Extension”, the beneficiary is no
longer disabled.
any reason the Plan would terminate coverage of a participant or beneficiary who is not receiving COBRA
continuation (e.g., fraud).

Employer Notice Requirements

The Employer is required to provide the following notices:
Initial Notice - An initial notice of COBRA continuation rights must be provided within 90 days after Plan
coverage begins (or the Plan first becomes subject to COBRA continuation requirements, if later). If you
and/or your Dependents experience a qualifying event before the end of that 90-day period, the initial notice
must be provided within the time frame required for the COBRA election notice.
Election Notice - COBRA continuation coverage will be offered to qualified beneficiaries only after the
Employer's representative or Plan Administrator has been timely notified that a qualifying event has occurred,
and must be provided to you and/or your Dependents within the timeframe required by COBRA.
When the qualifying event is termination of employment, reduction of employment hours or the Employee's
death, a COBRA continuation election notice must be provided to you and/or your Dependents:
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-  if the Plan provides that the COBRA continuation coverage period starts upon the loss of coverage, within

44 days after loss of coverage under the Plan.
-  if the Plan provides that the COBRA continuation coverage period starts upon the occurrence of a qualifying

event, within 44 days after the qualifying event occurs.

Electing COBRA Continuation Coverage

The COBRA continuation election notice will list the individuals who are eligible for COBRA continuation
coverage, and provide information about the applicable cost of coverage. The notice will also include
instructions for electing COBRA continuation coverage. You must notify the Plan Administrator of your
election in writing no later than the due date stated in the election notice. If written notice is mailed, it must be
post-marked no later than the due date stated in the election notice. If you do not make proper notification by the
due date stated in the election notice, you and your Dependents will lose the right to elect COBRA continuation
coverage. If you reject COBRA continuation coverage before the due date, you may change your mind as long
as you furnish a completed election form before the due date.

Each qualified beneficiary has an independent right to elect COBRA continuation coverage. COBRA
continuation coverage may be elected for only one, several, or for all Dependents who are qualified
beneficiaries. Parents may elect to continue coverage on behalf of their Dependent children. You or your spouse
may elect COBRA continuation on behalf of all the qualified beneficiaries. You are not required to elect
COBRA continuation coverage in order for your Dependents to elect COBRA continuation coverage.

Cost of COBRA Continuation Coverage

Each qualified beneficiary may be required to pay the entire cost of COBRA continuation coverage. The amount
may not exceed 102% of the cost to the group health plan (including both Employer and Employee
contributions) for coverage of a similarly situated active Employee or family member. The cost during the 11-
month disability extension may not exceed 150% of the cost to the group health plan (including both Employer
and Employee contributions) for coverage of a similarly situated active Employee or family member.

For example: If the Employee alone elects COBRA continuation, the Employee or family member will be
charged 102% (or 150%, if applicable) of the active Employee cost of coverage. If the spouse or one Dependent
child alone elects COBRA continuation coverage, the individual will be charged 102% (or 150%, if applicable)
of the active Employee cost of coverage. If more than one qualified beneficiary elects COBRA continuation
coverage, they will be charged 102% (or 150%, if applicable) of the applicable family cost of coverage.

The first COBRA continuation coverage payment must be made no later than 45 calendar days after the date of
your election (if mailed, this is the date the election notice is postmarked). The qualified beneficiary is
responsible for making sure that the amount of the first payment is enough to cover the entire initial period from
the date coverage would have otherwise terminated, up to the date the qualified beneficiary makes the first
payment. If the first payment is not made within the 45-day period, all COBRA continuation rights under the
Plan will be lost. Claims incurred during the period covered by the initial payment period will not be processed
until the payment is made.

After the first payment is made, the qualified beneficiary is required to pay for each subsequent period of
coverage. If payment is made on or before its due date, coverage under the Plan will continue for that coverage
period without any break.
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CONTINUATION RIGHTS UNDER FEDERAL LAW - COBRA___
A grace period of 30 days after the first day of the coverage period will be given to make each periodic payment.
Coverage will be provided for each coverage period as long as payment for that coverage period is made before
the end of the grace period for that payment. However, if payment is received after the due date, coverage under
the Plan may be suspended during this time. Any providers who contact the Plan to confirm coverage during this
time may be informed that coverage has been suspended. If required payment is received before the end of the
grace period, coverage will be reinstated back to the beginning of the coverage period. This means that any
claim(s) submitted while coverage is suspended may be denied and may have to be resubmitted once coverage is
reinstated. If payment is not made before the end of the grace period for that coverage period, all rights to
COBRA continuation under the Plan will be lost.

You Must Give Notice of Certain Qualifying Events

If you or your Dependent(s) experience any of the following qualifying events, you or your Dependent(s) must
notify the Plan Administrator within 60 calendar days after the later of the date the qualifying event occurs or
the date coverage would end as a result of the qualifying event:

your divorce or legal separation.
your child no longer qualifies as a Dependent under the Plan.
the occurrence of a secondary qualifying event as described in “Secondary Qualifying Events” (this notice
must be received prior to the end of the initial 18-month or 29-month COBRA period). See “Disability
Extension” for additional notice requirements.

Notice must be made in writing and must include: the name of the Plan; name and address of the Employee
covered under the Plan; name and address(es) of the qualified beneficiaries affected by the qualifying event; the
qualifying event; the date the qualifying event occurred; and supporting documentation (e.g. divorce decree,
birth certificate, disability determination, etc.).

Newly Acquired Dependents

If you acquire a new Dependent through marriage, birth, adoption or placement for adoption while your
coverage is being continued, you may cover such Dependent under your COBRA continuation coverage.
Coverage is subject to the Plan's notice and/or application process for active Employees adding a new
Dependent. Only your newborn or adopted Dependent child is a qualified beneficiary for the purpose of
continuing COBRA coverage for the remainder of the coverage period following your early termination of
COBRA coverage or due to a secondary qualifying event. Any other Dependent added while your coverage is
being continued is not a qualified beneficiary for the purpose of continuing COBRA coverage for the remainder
of the coverage period following your early termination of COBRA coverage or due to a secondary qualifying
event.

Health FSA

The maximum COBRA coverage period for a health flexible spending arrangement (Health FSA), if maintained
by your Employer, ends on the last day of the Flexible Benefits Plan Year in which the qualifying event
occurred.

EFFECT OF SECTION 125 TAX REGULATIONS ON THIS PLAN___
Your Employer has chosen to administer this Plan in accordance with Section 125 regulations of the Internal
Revenue Code. Per this regulation, you may agree to a pretax salary reduction put toward the cost of your
benefits. Otherwise, you will receive your taxable earnings as cash (salary).
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EFFECT OF SECTION 125 TAX REGULATIONS ON THIS PLAN___

Coverage Elections

Per Section 125 regulations, you are generally allowed to enroll for or change coverage only before each annual
benefit period. However, exceptions are allowed .

Change of Status

A change in status is defined as:
a change in legal marital status due to marriage, death of a spouse, divorce, annulment or legal separation; or
a change in number of Dependents due to birth, adoption, placement for adoption, or death of a Dependent; or
a change in employment status of Employee, spouse or Dependent child due to termination or start of
employment, strike, lockout, beginning or end of unpaid leave of absence, including under the Family and
Medical Leave Act (FMLA), or change in worksite; or
changes in employment status of Employee, spouse or Dependent child resulting in eligibility or ineligibility
for coverage; or
a change in residence of Employee, spouse or Dependent child to a location outside of the Employer's network
service area; or
changes which cause a Dependent child to become eligible or ineligible for coverage.

Court Order

A change in coverage due to, and consistent with, a court order of the Employee or other person to cover a
Dependent.

Medicare or Medicaid Eligibility/Entitlement

The Employee, spouse or Dependent child cancels or reduces coverage due to entitlement to Medicare or
Medicaid, or enrolls or increases coverage due to loss of Medicare or Medicaid eligibility.

Change in Cost of Coverage

If the cost of benefits increases or decreases during a benefit period, your Employer may, in accordance with
Plan terms, automatically change your elective contribution.

When the change in cost is significant, you may either increase your contribution or elect less costly coverage.
When a significant overall reduction is made to the benefit option you have elected, you may elect another
available benefit option. When a new benefit option is added, you may change your election to the new benefit
option.

Changes in Coverage of a Spouse or Dependent Child Under Another Employer's Plan

You may make a coverage election change if the plan of your spouse or Dependent child:
incurs a change such as adding or deleting a benefit option; or
allows election changes due to Change in Status, Court Order, Medicare or Medicaid Eligibility/Entitlement;
or
this Plan and the other plan have different periods of coverage or open enrollment periods.

ERISA GENERAL INFORMATION___
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ERISA GENERAL INFORMATION___
The following information is required by the Employee Retirement Income Security Act of 1974 (ERISA).

The name of the Plan is: Big Red F Management Company, LLC

The name, address, ZIP code and business telephone number of the Employer is:

Big Red F Management Company, LLC

950 Pearl St.

Boulder, CO  80302

303-570-9803

The Employer Identification Number (EIN) is: 26-2717908

The Plan Number assigned by the Employer is: 501

The name, address, ZIP code and business telephone number of the Plan Administrator is: Employer named
above

The name, address and ZIP code of the designated agent for service of legal process is: Employer named above

The cost of the Plan is shared by the Employer and the Employee.

Contributions are determined by the Employer. Employee contributions, if any, for a time period for which the
Employee is not covered under the Plan may be refunded by the Employer. Please see your Plan Administrator
for details.

The health benefits described in this booklet are self-funded by the Employer. The Employer is fully responsible
for the self-funded benefits. Cigna provides contract administration by processing claims and provides other
services to the Employer related to the self-funded benefits. Cigna does not insure nor guarantee the self-funded
benefits.

The fiscal records of the Plan are maintained on the basis of Plan years ending December 31.

The preceding pages set forth the Plan's eligibility requirements, termination provisions and a description of the
circumstances that may result in disqualification, ineligibility, or denial or loss of benefits.

Procedures to be followed in presenting claims for benefits and what to do when claims are denied in whole or
in part are described in CLAIMS & LEGAL ACTION.

Plan Type

The Plan is a health care benefit plan.

Plan Trustee(s)

A list of the Trustee(s) of the Plan, if any, including name, title and address, is available upon request to the Plan
Administrator.
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ERISA GENERAL INFORMATION___

Collective Bargaining Agreement(s)

You may contact the Plan Administrator to determine whether the Plan is maintained pursuant to one or more
collective bargaining agreements and whether a particular employer or employee organization is a sponsor. A
copy of the agreement, if any, is available for examination upon written request to the Plan Administrator.

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 all plan participants shall be entitled to the following:

Receive Information About Your Plan and Benefits

You may examine, without charge, at the Plan Administrator's office and at other specified locations, such as
worksites and union halls, all documents governing the plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest Annual Report (Form 5500 Series) filed by the plan with the
U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security
Administration.
You may obtain, upon written request to the Plan Administrator, copies of documents governing the operation
of the plan, including insurance contracts and collective bargaining agreements, copies of the latest annual
report (Form 5500 Series) and an updated summary plan description. The Plan Administrator may make a
reasonable charge for the copies.
You may receive a summary of the plan's annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary annual report.
However, employers with fewer than 100 plan participants at the beginning of the plan year are not required
to: furnish statements of the plan's assets and liabilities and receipts and disbursements or allow examination
of the Annual Report, or furnish copies of the Annual Report or any Terminal Report.

Continue Group Health Plan Coverage

If a group health plan is subject to COBRA, you may be eligible to continue health care coverage for yourself or
your Dependents if there is a loss of coverage under the plan as a result of a COBRA qualifying event. You or
your Dependents may have to pay for such coverage. You may review the documents governing the plan or the
rules governing 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 employee benefit plan. The people who operate the plan, called “fiduciaries” of the plan,
have a duty to do so prudently and in the interest of you and other plan participants and beneficiaries. No one,
including the employer, your union, or any other person, may fire you or otherwise discriminate against you in
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this
was done, to obtain without charge copies of documents relating to the decision and to appeal any denial, all
within certain time schedules.
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STATEMENT OF ERISA RIGHTS___
Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of
documents governing the plan or the latest annual report from the plan and do not receive them within 30 days,
you may file suit in 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 Administrator. If you have a claim for benefits which 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, for example, if it finds your claim is frivolous.

Assistance With Your Questions

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