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BAWAC, INC. 

SECTION 125 CAFETERIA PREMIUM ONLY PLAN 

EFFECTIVE July 1, 2022 

Bawac, Inc. reserves the right to amend this Plan from time-to-time without the consent of, and without 
prior notice to, any employee or participant, to the extent permitted by law.  Although Bawac, Inc. 
expects to continue the §125 Plan indefinitely, it is not legally bound to do so, and it reserves the right 
to terminate the Plan any time without liability. 
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BAWAC, INC. 

Section 125 Cafeteria Premium Only Plan 

EFFECTIVE ______________, 2022 

SECTION 1  

INTRODUCTION 

The purpose of the Plan is to provide Participants with a choice between cash and certain qualified 
nontaxable benefits as defined in Section 125 of the Internal Revenue Code of 1986 (“Code”).  The Plan is 
intended to qualify as a “Cafeteria Plan” under Section 125 of the Code and allows a Participant to elect 
to make contributions for his/her share of the premiums for the Group Major Medical Plan and Dental 
Plan (collectively “Group Medical Insurance Plans”) and the group Short-Term and Long-Term Disability 
Plans (collectively “Group Disability Plans”).  Moreover, if the Participant’s Group Major Medical Insurance 
Plan is a High Deductible Health Plan (“HDHP”), then he/she may make pretax contributions to a Health 
Savings Account (“HSA”) established by the Participant through the Plan.  Only Qualified Employees shall 
be eligible to participate in the Plan.  Plan provisions shall apply uniformly to all Participants 

SECTION 2 

DEFINITIONS 

Section 2.1 “Change in Status Event” 

Change in Status Event means one of the following events: 

(i) Change of a Participant’s legal marital status - - e.g., marriage; death of spouse; divorce;
legal separation; or annulment.

(ii) Change in the number of dependents - - e.g., birth; death; adoption; and placement for
adoption.

(iii) Change in the employment status of the Participant, the Participant’s Spouse, the
Participant’s Dependents, or the Participant’s Eligible Children - - e.g., a termination or
commencement of employment; a strike or a lockout; a commencement of or return from 
an unpaid leave of absence; a change of worksite; and any other change of employment
status which may affect an individual’s eligibility for benefits under the Group Medical
Insurance Plans.

(iv) Change which may cause a Participant’s Dependent to satisfy or cease to satisfy eligibility
requirements for coverage under the Group Medical Insurance Plans on account of
attainment of age, student status, or any similar circumstance.

(v) Change in the place of residence of the Participant or his/her Spouse, Dependent, or
Eligible Child which may affect coverage under the Group Medical Insurance Plans.

July 1
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Section 2.2 “COBRA” 

 COBRA means the group health plan continuation coverage requirements of the Consolidated 
Omnibus Budget Reconciliation Act of 1985, as amended from time to time. 

Section 2.3 “Code” 

 The Internal Revenue Code of 1986, as amended from time to time.  Reference to any section or 
subsection of the Code includes reference to any comparable or succeeding provisions of any legislation, 
which amends, supplements or replaces such section. 

Section 2.4 “Compensation” 

 Compensation means a Participant’s total salary or wages paid by the Employer and includable 
on the Participant’s W-2 for federal income tax purposes, including all bonuses, overtime, commissions, 
taxable benefits or otherwise, paid during the Plan Year. 

Section 2.5 “Dependent” 

 For purposes of this Plan, Dependent means any individual who is a Spouse or an Eligible 
Dependent Child of the Participant. 

Section 2.6 “Effective Date” 

 The original Effective Date of this Plan is July 1, 2022.   

Section 2.7 “Election” 

 Election shall mean the designation by the Participant of elective contributions to be made on the 
Participant’s behalf on a pretax basis to pay for the Participant’s share of the premiums for coverage under 
the Group Medical Insurance Plans or the Disability Plans. 

Section 2.8 “Eligible Dependent Child” 

 Eligible Dependent Child means an individual who: 

(i) Is a son, daughter, stepson or stepdaughter of the Participant (including an Eligible Foster 
Child, as defined in Section 152 (f)(1)(C)  of the Code, or an Adopted Child, as defined in 
Section 152 (f)(1)(B) of the Code);  

(ii) Any child for whom the Participant(or his/her Spouse) has legal guardianship; and 
(iii) Has not attained age 26.   

 
Notwithstanding the foregoing, such individual shall be an Eligible Dependent Child only if he or she is 
covered as the Participant’s Dependent under the Group Medical Insurance Plans offered by the 
Employer.  
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Section 2.9 “Employee” 

 Employee means an individual that the Employer classifies as a common law employee and who 
is on the Employer’s W-2 payroll.  The term Employee does not include: 

(i) Any employee who is a nonresident alien who does not receive any U.S. source income; 
(ii) Any individual hired by the Employer as an independent contractor or consultant; 
(iii) Any employee hired as a Seasonal Employee to work for a limited period of time or on a 

particular project; 
(iv) Any employee regularly scheduled to work less than thirty (30) hours per week; and 
(v) Any employee covered under a collective bargaining agreement. 

Section 2.10 “Employer” 

 Employer shall mean Bawac, Inc. and any other employer which succeeds to its business and 
elects to continue this Plan. 

Section 2.11 “ERISA” 

 ERISA means the Employee Retirement Income Security Act of 1974, as amended from time to 
time. 

Section 2.12 “FMLA” 

 FMLA means the Family Medical Leave Act of 1993, and any other similar state law to the extent 
applicable, as amended from time to time. 

Section 2.13 “Group Disability Plans”  

 Group Disability Plans mean the group Short-Term and Long-Term Disability Plans selected by the 
Employer from time to time to provide disability benefits to the Employer’s Employees.   

Section 2.14 “Group Medical Insurance Plan” 

 Group Medical Insurance Plans means the Major Medical Plan and/or Dental Plan selected by the 
Employer from time to time to provide medical benefits to the Employer’s Employees and their 
Dependents.  

Section 2.15 “Health Savings Account” or “HSA”   

 A Health Saving Account is established under Section 223(d)(1) of the Code by an eligible 
individual to set-aside money on a pre-tax basis to pay for qualified medical expenses (Code §233(d)(2).  
Such arrangements are individual trusts or custodial accounts established by Participants to receive pretax 
contributions to pay for the deductible and other medical expenses incurred under the High Deductible 
Health Plan.  

Section 2.16 “High Deductible Health Plan” or HDHP” 

 A High Deductible Health Plan (“HDHP”) a health insurance plan with a sizable deductible for 
medical expenses.  The HDHP has larger annual deductibles and out of pocket expenses than typical health 
insurance, but charges lower monthly premiums.  For 2022, the minimum deductible is $1,400 for 
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individuals and $2,800 for family coverage.  The maximum amount of out-of-pocket expenses that 
individuals will have to pay in 2022 is $7,050 per individual and $14,100 for families.  The monthly 
premiums for the HDHP are not included in the limits.  

Section 2.17 “HSA Eligible Individual” 

HSA Eligible Individual  means an individual who has elected qualifying High Deductible Health Plan 
coverage offered by the Employer and is eligible to contribute to an HSA under Code §223.  The HSA 
Eligible Individual cannot be covered by any health plan which is not a High Deductible Health Plan and 
provides coverage for any Benefit which is covered under the High Deductible Health Plan.  Moreover, 
he/she must not be enrolled in Medicare or TRICARE or be claimed as a Dependent on another individual’s 
tax return. 

Section 2.18 “Highly Compensated Participant” 

 A Highly Compensated Participant is a Participant who is: 

(i) An officer; 
(ii) A shareholder owning more than 5% of the voting power or value of all classes of stock of 

the Employer; 
(iii) An Employer receiving more than $130,000 (for 2022) in Compensation from the 

Employer; or 
(iv) A Spouse or Dependent of a Participant described in (i), (ii), or (iii). 

 

Section 2.19 “Participant” 

 Participant is any Qualified Employee (or former Employee if COBRA coverage is elected) who 
participates in the Plan in accordance with Section 3 hereof. 

Section 2.20 “Period of Coverage” 

 Period of Coverage means the Plan Year except for:  

(i) A new Qualified Employee who first satisfies the participation requirements in the Group 
Medical Insurance Plan after the beginning of any Plan Year; or 

(ii) A Participant who incurs a Change in Status Event during a Plan Year or other events 
permitting Election Changes as described in Section 4 of the Plan. 
 

  In which case the Period of Coverage shall be the time period commencing on the first day of the 
payroll period following receipt by the Plan Administrator of an Election or change in Election by the 
Participant and ending on the last day of the Plan Year. 

Section 2.21 “Plan”  

 Plan means the Bawac, Inc. Section 125 Cafeteria Premium Only Plan, as set forth herein and as 
amended from time to time. 
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Section 2.22 “Plan Administrator” 

 The Plan Administrator means the Employer or such other person or entity as designated in 
writing by the Employer as the Plan Administrator to supervise the management and operation of the 
Plan. 

Section 2.23 “Plan Year” 

 The Plan Year means the period of time beginning July 1st and ending on June 30th. 

Section 2.24 “QMCSO” 

 QMCSO means a Qualified Medical Child Support Order (as defined in Section 609 (a) of ERISA).  
It is a court order or an order issued by a state administrative agency in accordance with federal or state 
laws that require a child to be covered by the Participant’s Group Medical Insurance Plan. 

Section 2.25 “Qualified Employee” 

 Qualified Employee means an Employee of the Employer who: (i) has been employed by the 
Employer during the Waiting Period; (ii) works at least thirty (30) hours per week; (iii) has elected to be 
covered under the Group Medical Insurance Plans and/or the Group Disability Plans; and (iv) receives 
Compensation from the Employer. 

Section 2.26 “Salary Redirection Agreement” 

 “Salary Redirection Agreement” means a written agreement signed by the Participant voluntarily 
agreeing to reduce his/her Compensation for the purpose of paying premiums for the Group Medical 
Insurance Plans and/or the Group Disability Plans. 

Section 2.27 “Spouse” 

 Spouse means a person to whom the Participant is legally married (including same sex spouses)   
under the laws of a state or country, but shall not include a person legally separated from the Participant 
under a decree of divorce or separate maintenance. 

Section 2.28 “USERRA” 

 USERRA means the Uniformed Service Employment Rights Act of 1994, as amended from time to 
time (38 U.S.C. §§ 4301-4335). 

 

SECTION 3 

PARTICIPATION 

 

Section 3.1 Commencement of Participation 

 For any Plan Year, a Qualified Employee may elect to participate in the Plan by filing written 
Election with the Plan Administrator described in Section 3.2, if the Participant desires coverage for 
his/her Spouse and Eligible Child(ren) under the Group Medical Insurance Plans or Disability Plans.  The 



7 
 

annual Election shall be irrevocable during the Plan Year, unless there is a Change in Status Event or other 
events permitting Election Changes as described in Section 4 of the Plan which allow him/her to terminate 
or change his/her Election mid-year. 

Section 3.2 Initial Filing of the Election to Pay Employee Premiums on a Pretax Basis and a Salary 
Redirection Agreement 

 A Qualified Employee must execute and file a Benefits Enrollment Form and a Salary Redirection 
Agreement with the Plan Administrator in order to begin participation in the Plan and pay the Employee’s 
share of premiums on a pretax basis for the Group Medical Insurance Plans and the Group Disability Plans. 

 The Participant will be provided with informational materials about this Plan, the Group Medical 
Insurance Plans, the Group Disability Plans, and the enrollment process.  The Participant will also be 
provided with a Benefits Enrollment Form for electing Benefits, along with a Salary Redirection 
Agreement, which must be returned to the Plan Administrator on or before the date specified in 
informational materials.  If the Participant fail’s to enroll in the Plan by the specified date, he/she will be 
denied coverage for the Plan Year, except if federal law requires a special enrollment, such special 
enrollment shall apply. 

Section 3.3 Subsequent Election to Pay Employee Premiums on a Pretax Basis 

 Once a Qualified Employee has been covered by this Plan by executing a Benefits Enrollment Form 
and Salary Redirection Agreement, the Employer shall conduct an annual Open Enrollment Period before 
each new Plan Year.  During the Open Enrollment Period, the Participant may elect to continue to 
participate in this Plan by completing a New Benefits Enrollment Form for electing Benefits and entering 
into a new Salary Redirection Agreement.  The Participant’s new Election and Salary Redirection 
Agreement will apply to the next following Plan Year.  If the Participant fails to submit a new Benefits 
Enrollment Form and Salary Redirection Agreement, the Participant will be deemed to have elected not 
to participate in the Plan for the next Plan Year.  No further Salary Redirections shall be authorized for the 
subsequent Plan Year. 

Section 3.3 Termination of Participation 

 A Participant shall cease to be a Participant in the Plan upon the earliest of the following events: 

(i) The termination of the Plan; 
(ii) The date on which the Participant ceases to be a Qualified Employee (or, if later, the date 

on which COBRA coverage under the Group Medical Insurance Plan terminates); or 
(iii) The date on which the Participant revokes his/her Election to participate in the Plan. 

 
Section 3.4 Rehire Following Termination 

 If during a Plan Year, a Participant’s employment with the Employer is terminated, but within 30 
days of termination (and within the same Plan Year) the Participant is rehired by the Employer, then the 
Participant shall be treated for the purposes of the Plan as if his/her employment had never been 
terminated, with a reinstatement of the Election that had been in effect for him/her at the time of 
termination.  If instead, such a terminated Participant is rehired by the Employer more than 30 days after 
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termination or in a succeeding Plan Year, then he/she shall be treated as a new Employee and will begin 
to participate in the Plan on becoming a Qualified Employee. 

Section 3.5 FMLA 

Notwithstanding any contrary provision in this Plan, if a Participant is on FMLA leave, then to the 
extent required by FMLA, the Employer shall continue to maintain the coverage under the Group Medical 
Insurance Plans (and pay the Employer’s share of the premiums) on the same terms and conditions as if 
the Participant was still an active Employee.  If the Participant elects to continue such coverage while on 
leave, the Participant (as mutually agreed upon between the Employer and the Participant) shall pay 
his/her share of the premiums in one of the following ways: 

(i) With after-tax dollars, by sending monthly payments to the Employer;
(ii) By pre-paying all or a portion of the premiums for the expected duration of the leave on

a pre-tax salary reduction basis out of pre-leave Compensation (by making a Special
Election to that effect prior to the date that such Compensation would normally be made
available); or

(iii) Under an arrangement whereby the Employer fully pays for the coverage while the
Participant is on FMLA leave and the Participant agrees to pay back his/her share of the
premiums for the Group Medical Insurance Plan coverage by agreeing to allow the
Employer to withhold “catch-up” amounts under this Plan upon his/her return.

 If a Participant’s coverage ceases while on FMLA leave, then, upon return from such leave, the Participant 
shall be entitled to re-enter the Plan on the same basis on which the Participant had been participating 
prior to the leave, or as otherwise required by the FMLA. 

Section 3.6 Non-FMLA Leave 

When a Participant goes on a non-FMLA, unpaid leave of absence, the leave constitutes a change 
in Employment Status which, if it affects coverage under the Group Medical Insurance Plan, would be a 
Change in Status event, as described in Sections 2.1 and 4.2. 

Section 3.7 Qualified Military Service 

Notwithstanding any other provision of the Plan, a Participant who incurs a leave of absence for 
active military duty has rights protected by USERRA.  If a Participant has rights to continue his/her 
coverage (or the coverage for the Participant’s Spouse or Eligible Dependent Child), the Participant may 
continue to participate in this Plan by making contributions for his/her share in a manner (as mutually 
agreed upon between the Participant and the Employer) as described in Section 3.5. 

SECTION 4 

EVENTS PERMITTING ELECTION CHANGES 

Section 4.1 Irrevocability of Elections 

Except as described in Section 4, a Participant’s Election and Salary Redirection Agreement under 
the Plan is irrevocable for the duration of the applicable Plan Year. 
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Section 4.2 Change in Status Event 

 A Participant may change or terminate his/her Election under the Plan after the Plan Year has 
commenced as described in Treasury Regulation Section 1.125-4 (c) if the Plan Administrator determines 
(based on Treasury regulation and rulings) that a Change in Status Event (see Section 2.1) has occurred 
and the Participant’s Change in Status Event satisfied the Consistency Rule as described below.  All Election 
Changes must be requested by the Participant to the Plan Administrator within 30 days of the occurrence 
of the Change in Status Event. 

 The Consistency Rule is set forth in Treasury Regulations Section 1.125-4 (c)(3), and requires that 
any Election Change the Participant may make to be on account of and correspond with a Change in Status 
Event that affects coverage eligibility for the Participant, and his/her Spouse, Dependent or Eligible  
Dependent Child. 

(i) Change in Marital Status, Loss of Dependent Status.  If the Change in Status Event is the 
Participant’s divorce, annulment or legal separation from a Spouse, the death of a Spouse, 
or Eligible Dependent Child, or an Eligible Dependent Child’s ceasing to satisfy the 
eligibility requirements for coverage, then the Participant may not elect to cancel the 
Group Medical Insurance Plan coverage for anyone other than the Spouse, or Eligible 
Dependent Child who ceased to satisfy the eligibility requirements.  Notwithstanding the 
foregoing, if the Participant, the Participant’s Spouse (but not ex-spouse), the 
Participant’s Eligible Dependent Child becomes eligible for COBRA coverage (or similar 
health plan continuation coverage under state law) under the Group Medical Insurance 
Plan, then the Participant may increase his/her election to pay for such coverage. 

(ii) Gain of Coverage Eligibility under Another Employer’s Plan.  If, as a result of a change in 
marital status or employment status, a Participant (or his/her Spouse, or Eligible 
Dependent Child) gains eligibility for coverage under a group health plan sponsored by 
another Employer that provides medical benefits, then the Participant may decrease or 
cancel coverage under the Group Medical Insurance Plan, but only if the other coverage 
becomes applicable or is increased under the other group health plan. 

Section 4.3 HIPAA Special Enrollment Rights 

 Participants may also make an Election Change after a Plan Year has commenced as provided by 
Treasury Regulation Section 1.125-4(b), if a Participant (or his/her Spouse, or Eligible Dependent Child) is 
entitled to HIPAA Special Enrollment Rights under the Group Medical Insurance Plan as required by 
Section 9801(f) of the Code.  The Participant may revoke a prior Election for coverage under the Group 
Medical Insurance Plan and make an Election Change, provided that the new Election corresponds with 
such HIPAA Special Enrollment Rights.  A Special Enrollment Election might arise if: (i) coverage of the 
Participant (or his/her Spouse or Eligible Dependent Child) under the Group Medical Insurance Plan had 
been denied because of other coverage, but such other coverage was later lost due to divorce, death, 
termination of employment, reduction in hours, or exhaustion of the maximum COBRA period; (ii) or if a 
new Eligible Dependent Child is acquired as a result of marriage, birth or adoption; or (iii) the Participant 
(and/or Eligible Dependent Child) loses eligibility under the Children’s Health Insurance Program (“CHIP”) 
or Medicaid programs, or becomes eligible for premium assistance under CHIP or Medicaid.  For purposes 
of this provision, the Participant must inform the Plan Administrator within 30 days (within 60 days for 
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CHIP or Medicaid related events) of the event creating the HIPAA Special Enrollment Right.  Failure to do 
so will result in the Participant losing his/her right to change his/her Election. 

Section 4.4 Certain Judgments, Decrees and Orders 

 As provided by Treasury Regulation Section 1.125-4(d), if a judgment, decree or order (“Order”) 
resulting from a divorce, legal separation, annulment, or change in legal custody (including a Qualified 
Medical Support Order) requires Group Medical Insurance Plan coverage for the Participant’s Eligible 
Dependent Child, then a Participant may: 

(i) Change his/her Election to provide coverage for the Dependent or Eligible Child; or 
(ii) Change his/her Election to revoke coverage for the Dependent or Eligible Child if the 

Order requires another individual (e.g., the Participant’s Spouse or former Spouse) to 
provide coverage under that individual’s plan and coverage is, in fact, provided. 

Section 4.5 Medicare and/or Medicaid Eligibility 

 As provided in Treasury Regulations Section 1.125-4(e),  if a Participant (or his/her Spouse, or 
Eligible Dependent Child) who is covered by the Group Medical Insurance Plan becomes entitled to 
coverage under Part A or Part B of Title XVIII (Medicare) or Title XIX (Medicaid) of the Social Security Act 
(other than coverage consisting solely of benefits under the pediatric vaccine program), then the 
Participant may prospectively reduce or cancel the Group Medical Insurance Plan coverage of the person 
becoming entitled to Medicare or Medicaid.  Further, if a Participant, his/her Spouse, or Eligible 
Dependent Child who has been entitled to Medicare or Medicaid coverage loses eligibility for such 
coverage, then the Participant may prospectively elect to commence or increase the coverage of that 
person under the Group Medical Insurance Plan. 

Section 4.6 Change in Costs 

 As provided in Treasury Regulation Section 1.125-4(f)(2), if the Participant’s share of the premium 
increases or decreases during a Plan Year, then the Participant’s salary  reduction amounts may 
automatically increase or decrease, as the case may be.  Notwithstanding the foregoing, if the Participant’s 
share of the premium increases significantly (more than 25%) during the Plan Year, the Plan Administrator 
shall permit the Participant to revoke his/her Election and drop coverage prospectively. 

Section 4.7 Change in Coverage Under Group Medical Insurance Plan 

 As provided in Treasury Regulations Section 1.125-4(f)(2), if coverage is significantly curtailed 
(e.g., a 25% increase in the deductible, co-pay, or out-of-pocket cost sharing limit under the Group Medical 
Insurance Plan) or is eliminated during the Plan Year, the Participant may revoke his/her Election 
altogether on a prospective basis and/or make an Election Change to allow coverage under another Group 
Medical Insurance Plan offered by the Employer. 

 If another medical benefit plan is offered by the Employer, or if coverage under the existing Group 
Medical Insurance Plan is significantly improved during the Plan Year, the Participant may make a 
corresponding Election Change with respect to the new or improved Group Medical Insurance Plan.  In 
addition, an Employee who is not participating in the Plan may opt to become a new Participant mid-year 
and may elect to have his/her salary reduced to contribute the Employee’s share of the premiums for the 
new or improved Group Medical Insurance Plan. 
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Section 4.8 Change in Coverage Under Another Plan 

 As provided in Treasury Regulation Section 1.125-4(f)(4), a Participant may make a prospective 
Election Change that is on account of and corresponds with a change made under another Employer’s 
medical plan, so long as (i) the other plan permits its participants to make an Election Change that would 
be permitted under Treasury Regulation Section 1.125-4; or (ii) the new Election is for a Plan Year that is 
different from the Plan Year under the other Plan.  The Plan Administrator (in its sole discretion) shall 
decide, in accordance with prevailing IRS guidance, whether the requested change is on account of and 
corresponds with a change made under such other medical plan. 

Section 4.9 Loss of Coverage Under Plan of Governmental or Educational Institution 

 As provided in Treasury Regulations Section 1.125-4(f)(5), an Eligible Employee may make an 
Election on a prospective basis to add coverage under the Plan for the Employee (or his/her Spouse, or 
Eligible Dependent Child), if the Employee (or Spouse, or Eligible Dependent Child) loses coverage under 
any group medical plan maintained by a governmental or educational institution, including CHIP 
maintained by a state under Title XXI of the Social Security Act, a medical care program of an Indian tribal 
organization, a State health benefits risk pool or a foreign government group health plan. 

Section 4.10 Election Changes to Amounts to Be Contributed to the HSA 

An Eligible Employee’s Salary Redirection Agreement directing pretax contributions to the Employee’s 
HSA established by a Trustee or custodian may be changed (i.e., increased, decreased or revoked) 
prospectively at any time during the Plan Year.  The Election Change will occur as soon as administratively 
feasible after it is received by the Plan Administrator.  

 

SECTION 5 

NONDISCRIMINATION 

 

Section 5.1 Applicable Non-Discrimination Rules for Premium Only Plans 

 The Plan is a Premium only Cafeteria Plan, which offers as its sole benefit an Election between 
cash (e.g., salary) and payment of the Participant’s share of the premium for the Group Medical Insurance 
Plan on a pre-tax basis (ie, excludable from the Participant’s gross income under Code Section 106).  The 
Plan shall satisfy the Code Section 125 rules if, for the Plan Year, the Plan satisfies the safe harbor 
percentage test for eligibility as described in Proposed Treasury Regulations Section 1.125-7 (b)(3).  The 
safe harbor percentage test is that the ratio of Non-Highly Compensated Employees participating in the 
Plan compared to the ratio of Highly Compensated Employees participating in the Plan is 50% or greater. 

Section 5.2 Failure to Pass Nondiscrimination Test 

 In the event the Plan is determined to be discriminatory in eligibility for any Plan Year, the 
contributions made under the Plan by the Highly Compensated Employees shall be taken into the Highly 
Compensated Employees’ income in the Plan Year. 
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SECTION 6 

ADMINISTRATION 

 

Section 6.1 Plan Administrator 

 The Employer is hereby designated as the Plan Administrator.  The Employer may delegate in 
writing all or some of its duties under the Plan to one or more of its officers or Employees or to individuals 
or entities independent of the Employer. 

Section 6.2 Powers of the Plan Administrator 

 The Plan Administrator shall have the power and duty to do all things necessary or appropriate to 
discharge its duties under the Plan and to effect the intent and purposes of this Plan.  The Plan 
Administrator’s powers shall include, but not be limited to the following: 

(i) To interpret and construe the provisions of the Plan. 
(ii) To establish rules and prescribe any forms necessary or desirable for the administration 

of the Plan. 
(iii) To engage a third party administrator or other service provider to perform certain 

administrative functions under the Plan. 
(iv) To determine and/or approve any Participant Elections (both Deemed and Actual). 
(v) To determine whether a Participant may revoke and/or change his/her Election in 

accordance with Section 4 herein. 
(vi) To answer any and all questions that Participants and Beneficiaries may have with respect 

to the terms and operations of the Plan. 
(vii) To correct any defect, supply any omission, or reconcile any inconsistency in the Plan in 

such a manner and to such extent as it shall be deemed expedient to carry the Plan into 
effect. 

Section 6.3 Actions of the Plan Administrator 

 All determinations, interpretations, rules and decisions of the Plan Administrator shall be 
conclusive and binding upon all persons having or claiming to have an interest or right under the Plan.  No 
individual or entity, other than the Plan Administrator or its delegates under Section 6.1, shall exercise 
any discretion, authority or control respecting management of the Plan, or have any discretionary 
authority or responsibility in the administration of the Plan. 

Section 6.4 Information to be Furnished by Participant 

 Participants shall provide the Plan Administrator with such information and evidence and shall 
sign such forms and documents as may be reasonably requested from time to time for the purpose of the 
administration of the Plan.  The Plan Administrator may, to the extent provided by law, rely on information 
provided by Participants. 
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Section 6.5 Plan Records 

The Plan Administrator shall keep such records on Employees, Participants, former Employees, 
Highly Compensated Employees and the Plan as are necessary to show compliance with Section 125 of 
the Code or for the administration of the Plan. 

Section 6.6 Notice to Participants 

The Plan Administrator will notify all Qualified Employees of the availability of the Plan for their 
review.  Upon request by a Qualified Employee, the Plan Administrator shall provide him/her a copy of 
this Plan. 

SECTION 7 

AMENDMENT AND TERMINATION OF THE PLAN 

Section 7.1 Plan Amendment 

The Employer shall retain the right, in its sole discretion, to amend the Plan at any time from time 
to time to the extent deemed advisable or desirable, but in no event shall any amendment to the Plan 
result in discrimination in favor of a Participant who is a Highly Compensated Employee.  A copy of the 
Resolution of the Employer’s governing body making such amendment shall be delivered to the Plan 
Administrator.  Notwithstanding the foregoing, no amendment will affect the pre-tax benefits of the 
Participants on a retroactive basis. 

Section 7.2 Plan Termination 

The Employer shall have the right, in its sole and final discretion, to terminate the Plan at any 
time.  Upon such termination, benefits shall cease.  A copy of the Resolution of the Employer’s governing 
body deciding to terminate the Plan shall be delivered to the Plan Administrator and the Plan shall be 
terminated as of the date specified in the Resolution.  

SECTION 8 

MISCELLANEOUS AND GENERAL PROVISIONS 

Section 8.1 Funding the Plan 

A Participant’s Salary Redirection Amounts shall be applied by the Employer to pay for the 
Participant’s share of the premiums for the Group Medical Insurance Plans and/or Group Disability Plans 
on a pretax basis and are considered to be Employer contributions.  All the amounts for premiums payable 
under the Plan shall be paid from the general assets of the Employer.  No funds are required to be set 
aside in a separate account or a trust by either the Employer or the Plan Administrator.  Funds that may 
be held by a third party administrator or other service provider for payment to the insurance company 
shall be assets of the Employer and subject to claims of general creditors of the Employer. 






