&

GUARDIAN’

The Guardian Lifo Insurance
Company of Amarica
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Reason for Loss of Coverage (Check onej Date Coverage Will Terminate Due
[ Termination of Employment [ Legat Separation [ Child Losing Dependent Status to Qualifying Event
Reduction of Work H Di Death of Empl
[ Reduction of Work Hours {7 Divorce [1 Death of Employee For Guardian Use Only

Explanation fif necessans}

This notice contains important information about your right to continue your Guardlan group dental and/or vislon coverage. It also
advises you that other health coverage alternatives may be available to you through your state’s Health Insurance Marketplace.
Please read the information contained in this notice very carefully.

Faderal law permits continuation of Guardian group dental and visfon coverage for certain qualifying events. Each person (“qualified
beneficiary”) who has one of the qualifying events below is entitted to elect COBRA continuation coverage. This election will continue your
group dental andfor vision coverage under the Plan for the period of time listed in the corresponding coverage peried, Anindividual’s Life,
Accidental Death and Dismemberment, and Short Term or Long Term Disability coverage may not be continued.

There may be other coverage options for you and your family. With the opening of the individual healih care exchanges, you are abie to buy
coverage through your state’s Health Insurance Marketplace. n the Marketplace, you could be eligible for a new kind of tax credit that lowers
your monthly premiums right away, and you can see what your sremium, deductibles, and oul-of-pocket costs wilt be before you inake a
decision to enroll, Being eligibie for COBRA dees not limit your eligiifity for coverage for a tax credit through the Marketplace. Addilionaty,
you may qualify for a special enrcliment opportunity for another group health plan for wisich you are eligible (such as a spouse's plan), even if
the plan generally does nel accept kate enroflees, if you request enrollment within 30 days.

Qualifying Events Qualified Beneficiary Coverape Perod
FTermination {olher than gross misconduct) Employee, Spouse, Dependent Child 18 months
Reduced Hours Employee, Spouse, Dependent Child 18 months
Employee Enrofled in Medicare Spouse, Dependent Child 36 months
Divarce or legal separation Spouse, Dependent Child 36 months
Death of covered employee Spouse, Dependent Child 36 months
Loss of "depandent child" stalus Dependent Chitd 36 months

Note:

An individual who is determined to be totally disabled under the Sccial Security Act at any time during the first 60 days of continued coverage,
or a family member of the individual, may exlend ceverage frem 18 to 29 months if the determination is provided before the end of the 18
month period. When it is determined under the Social Security Act that the individual is no fonger disabied, continuation beyond 18 manths will
end in the month that begins more than 30 days after the determination.

COBRA continuation will cost: § . You do not have to send any payment with this Election Form. Important additional
infarration aboul payment for COBRA cantinuation coverage is included in a packet of information, which is included in the pages following
this election form.

NOTE: This is an election form only. It Is not intended to constitute complete notice of your COBRA continuation rights. If you have
any guestions about this notice or your rights to COBRA continuation coverage, you should contact your employeriplan
adminisirator.

Instructions:

To elect COBRA centinuation coverage, complete this Election Form and return it to your employerfplan administrater. Under federal law, you
must have 80 days after the date of this nofice to decide whether you want 1o elect COBRA continuation coverage under the Plan, This
election form must be completed and returned to your employer/plan administrator within 80 days of notification,

i you do not submit a completed Election Form to your employerfglan administrator within 80 days of notification, you wili lose your 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 compieted Election Form before the due date, However, if you change your mind after first refecting COBRA continuation
coverage, your COBRA continuation coverage will begir on the date you furnish the completed Election Form,

PLEASE READ THE CERTIFICATE BOOKLET FOR ADDITIONAL INFORMATION

1 go not elect to centinue my medical/dentalfvisiondprescription drug coverage under the Group Plan,

{ elect to centinue my medicalidentalvision/ prescription drug coverage under the Group Plan and agree to the conditions and
requireiments cutiined above. {Nole: In most inslances Medicare benefits will be primary for individuals entitfed to COBRA.)
Piease continue coverage for:

[
O

{1 Employes: [J Medical [} Dental (2] vision [} Stand Alone RX

{1 Employee & Eligible Dependents: ] Medical {3 Dental (] vision 3 Stand Alane RX

{] Spouse: [} Medical {3 Dental [7] vision {3 Stand Alone RX

7] Spouse & Children): [7 Medical {1 Dental [ Vision [ Stand Alone RX

{71 Childiren): [} Medical 3 Dental [] vision [ Stand Alone RX
You must advisa the planhoider, in writing, in the event you are na longer efigible for continualion or you no longer wish 1o conlinue coverage,
Signature of Person Electing/Refusing Continuation Date
Certified for Planholder 8y (Name and Title) Date

KEEP A COPY FOR YOUR RECORDS AND S8END A COPY TO THE PERSON MAKING THE ELECTION.
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IMPORTANT INFORMATION
ABOUT YOUR COBRA CONTINUATION COVERAGE RIGHTS

What is continuation coverage?

Federal law requires that most group health plans (including this Pian) give employees and their families the opportunity to
continue their health care coverage when there is a "qualifying event” that would result in a loss of coverage under an
employer's plan. Depending on the type of qualifying evert, “qualified beneficiaries” can include the employee (or retired
employee) covered under the group health plan, the covered employee's spouse, and the dependent children of the covered
employee,

Conlinuation coverage is the same caverage that the Plan gives to other participants or beneficiaries under the Plan who is not
receiving continuaticn coverage. Each qualified beneficiary who elects conlinuation coverage wi# have the same rights under
the Plan as other participants or beneficiaries covered under the Plan, including open enrollment (if applicable) andfor special
enrollment rights.

How long wili continuation coverage last?

In the case of a loss of coverage due o end of employment or reduction: in hours of employment, coverage generally may be
continued only for up to a total of 18 months. In the case of losses of coverage due to an employee's death, divorce or legal
separation, the employee's becoming entitled to Medicare benefits or a dependent child ceasing to be a dependent under the
terms of the plan, coverage may be continued for up to a fotal of 36 months, When the qualifying event is the end of
employment or reduction of the employee's hours of employment, and the employee became entitied to Medicare benefits less
than 18 months before the gualifying event, COBRA continuation coverage for qualified beneficiaries other than the employee
fasts until 36 months after the date of Medicare entilement. This nofice shows the maximum period of continuation coverage
avallable to the qualified beneficianies.

Continuation coverage will be terminated before the end of the maximum period if;

* any required premium is not paid in full or time,

*  aqualified beneficiary becomes covered, after electing continuation coverage, under another group heaith plan that
does not impose any pre-existing condition exclusion for a pre-existing condition of the qualified beneficiary,

« acovered employee becomes entitled 1o Medicare benefits (under Part A, Part B, or both} after electing continuation
coverage, or

¢ the emplioyer ceases to provide any group health plan for its employees.

Cantinuation coverage neay also be terminated for any reasen the Plan would terminate coverage of a participant or
beneficiary not receiving continuation coverage (such as fraud).

How can you extend the length of COBRA continuation coverage?

If you elect continuation coverage, an extension of the maximum period of coverage may be available if a qualified beneficiary
is disabled or & second qualifying event ocours. You must notify your employer/plan administrator of a disability or a second
qualifying evert in order to extend the period of continuation coverage. Failure to provide nofica of a disability or second
qualifying event may affect the right to extend the period of continuation coverage.

Disability

An 11-month extension of coverage may be avaifabie if any of the qualified beneficiaries is determined by the Social Security
Administration (S$A) to be disabled. The disability has to have started at some time before the §0th day of COBRA
continuation coverage and must last at feast until the end of the 18-month period of continuation coverage, Each gualified
beneficiary who has elected cantinuation coverage will be entitled to the 11-month disability extensian if one of them quafifies.
If the qualified beneficiary is defermined by S8A to no longer be disabled, you must notify the Plan of that fact within 3¢ days
after SSA’s determination,

Second Qualifying Event

An 18-month extension of coverage will be available to spouses and dependent children who elect continuation coverage i a
second qualifying event occurs during the first 18 months of continuation coverage. The maximum amount of continuation
coverage available wher a second qualifying event occurs is 36 months. Such second qualifying events may include the death
of a covered employee, divorce or separation from the coverad employes, the covered employee’s becoming entitled to
Medicare benefits {under Part A, Part B, or both}, or a dependent child’s ceasing to be eligible for coverage as a dependent
under the Plan. These evenis can be a second qualifying event only if they would have caused the guafified beneficiary to lose
coversge under the Plan if the first qualifying event had not occurred. You must notify the Plan within 60 days after a second
gualifying event occurs if you want 1o extend your cantinuatien coverage.

How can you elect COBRA continuation coverage?

To elect continuation coverage, you must complete the Edection Form and furnish it according to the directions on the form.
Each qualified beneficiary has a separate right 1o eect continuation coverage. For example, the empioyee's speuse may efect
continuation coverage even if the employee dees not. Continuation coverage may be elected for only one, severai, or for all
dependent children who are qualified beneficiaries. A parent may elect to continue coverage on behalf of any dependent
chifdren. The employee or the employee's spouse can elect continuation coverage on behalf of all of the gualified
beneficiaries.

In considering whether to elect continuation coverage, you should take into account that & failure to continue your group heaith
coverage will affect your future rights under federal law. First, you can lose the right to avoid having pre-existing condition
exclusions applied to you by other group health plans if you have more than a 63-day gap in health caverage, and election of
continuation coverage may help you net have such a gap. Second, you will lose the guaranteed right to purchase individual
health insurance poficies that do not impose such pre-existing condition exclusions if you do not get continuation coverage for
the maximum time available to you. Finally, you should take into account that you have special enroliment rights under federal
law. You have the right o request speciaf enroliment in another greup health plan for which you are ctherwise efigible (such as
a plan sponsored by your spouse’s employer) within 30 days after your group heaith coverage ends because of the qualifying
event listed above, You will also have the same special enroliment right af the end of continuation coverage if you get
continuation coverage for the maximum time availabte o you,



How much does COBRA continuation coverage cost?

Generally, each qualified beneficiary may be required to pay the entire cost of continualion coverage. The amount a qualified
beneficiary may be required to pay may not exceed 192 percent (or, in the case of an extension of continuation coverage due
{c a disability, 150 percent) of the cost 1o the group health plan (including both employer and employee confributions) for
coverage of a similarly siluated plan: participant or beneficiary who is not receiving continuation coverage. The required
payment for each continuation coverage period for each option is described in this notice.

The Trade Act of 2002 created a new tax credit for certain individuals who become eligible for trade adjustment assistance and
for certain retired employees who are receiving pension payments from the Pension Benefit Guaranty Corporation (PBGG)
(eligible individuals). Under the new tax provisions, eligible individuals can gither take a tax credit or get advance payment of
55% of premiums paid for qualified health insurance, including continuation coverage. If you have questions ahout these new
tax provisions, you may call the Health Coverage Tax Credit Customer Contact Genter toll-free at 1-866-628-4282, TTD/TTY
callers may call toll-free at 1-866-626-4282. More information about the Trade Act is also available at
www.doleta.govitradeact/2002act_index.asp.

When and how must payment for COBRA ¢ontinuation coverage be made?

First payment for continuation coverage

If you elect continuation coverage, you do not have to send any paymend with the Election Form. However, you must make
your first payment for continuation coverage not Fater than 45 days afier the date of your election. {This is the date the Election
Notice is post-marked, if mailed.) If you do not make your first payment for continuation coverage in full not later than 45 days
after the date of your election, you will fose all centinuation coverage rights under the Plan. You are responsible for making
sure that the amount of your first payment is correct. You may contact employer/plan administrator to confirm the sorrect
amount of your first payment.

Periodic payments for continuation coverage

After you make your first payment for continuation coverage, you will be required to make periodic payments for each
subsequent coverage period, The amount due for each coverage peried for each gualified beneficiary is shown on the Election
Form, The periodic payments can be made on & monthly basis.

Grace periods for perfodic payments

You will be given & grace period of 30 days after the first day of the coverage period to make each periodic payment, Your
continuation 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 you pay a periodic payment later than the first day of the coverage
period to which it applies, but before the end of the grace period for the coverage period, your coverage under the Plan may
he suspended as of the first day of the coverage period and then retroactively reinstated (going back to the first day of the
coverage period) when the pericdic payment is received. This means that any claim you submit for benefits while your
coverage is suspended may be denied and may have to be resubmitted once your coverage is reinstated,

If you fail to make a periodic payment before the end of the grace period for that coverage period, you will lose all rights to
continuation coverage under the Plan.

Your first payment and all periodic payments for continuation coverage should be sent to your employer/plan administrator,
For more information

This notice does not fully describe continuation coverage or other rights under the Plan. More information about continuation
coverage and your rights under the Plan is available in your summary plan descripticn or from your employer/plan
administrator.

if you have any guastions concerning the information in this nolice, your rights to coverage, or if you want a copy of your
summary plan description, you should contact your employer/plan administrator.

For mare infarmation about your rights under ERISA, including COBRA, the Health Insurance Portability and Accountability
Act {HIPAA), and other laws affecting group health plans, contact the 15,5, Department of Labor's Employee Benefits Security
Administration (EBSA) in your area or visit the EBSA website at www.dol.goviebsa. (Addresses and phone numbers of
Regional and District EBSA Offices are available through EBSA’s website.)

Keep Your Pian informed of Address Changes

in order to protect your and your family's rights, you should keep the Plan Administrater informed of any changes in your
address and the addresses of family members. You should also keep a copy, for your records, of any notices you send to the
Flan Administrator,

Name and Address of the party responsible for administration of COBRA benefits:




