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The following provisions are applicable to residents of North Carolina.

PRE-EXISTING LIMITATION
READ CAREFULLY

NO BENEFITS WILL BE PAYABLE UNDER THIS PLAN FOR PRE-EXISTING CONDITIONS WHICH
ARE NOT COVERED UNDER THE PRIOR PLAN. PLEASE READ THE LIMITATIONS IN THIS
CERTIFICATE.

TERMINATION INFORMATION
YOUR INSURANCE MAY BE CANCELLED BY THE COMPANY. PLEASE READ THE TERMINATION
PROVISION IN THIS CERTIFICATE.

READ YOUR CERTIFICATE CAREFULLY.
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HARTFORD

HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY
Hartford, Connecticut
(Herein called Hartford Life)

CERTIFICATE OF INSURANCE
Under
The Group Insurance Palicy
as of the Effective Date
I ssued by
HARTFORD LIFE
to
The Policyholder

Thisisto certify that Hartford Life has issued and delivered the Group Insurance Policy to The Policyholder.

The Group Insurance Policy insures the employees of the Policyholder who:
are eligible for the insurance;
become insured; and
continue to be insured;

according to the terms of the Policy.

The terms of the Group Insurance Policy which affect an employee's insurance are contained in the following pages.
This Certificate of Insurance and the following pages will become your Booklet-certificate. The Booklet-certificateis
apart of the Group Insurance Policy.

This Booklet-certificate replaces any other which Hartford Life may have issued to the Policyholder to give to you
under the Group Insurance Policy specified herein.

Ml jy Lot fﬁ C. Waste

Richard G. Costello, Secretary John C. Walters, President




SCHEDULE OF INSURANCE

Final interpretation of al provisions and coverages will be governed by the Group Insurance Policy on file with
Hartford Life at its home office.

Policyholder: UNIVERSITY HOSPITALSHEALTH SYSTEM
Group Insurance Policy: GLT-044252
Plan Effective Date: January 1, 2006

THE BENEFITSDESCRIBED HEREIN ARE THOSE IN EFFECT ASOF SEPTEMBER 1, 2009.

This plan of Disability Insurance provides you with loss of income protection if you become disabled from a covered
accidental bodily injury, sickness or pregnancy.

Must you contribute toward the cost of coverage?
Y ou do not contribute toward the cost of coverage under Option 1.

Y ou must contribute toward the cost of coverage under Option 2.

Who is€ligiblefor coverage?

Eligible Class(es): All Active Full-time Employees including University Hospitals Case
Medical Center, University Hospitals Compcare, UHHS, Inc.,
University Hospitals Health Care Enterprises, Inc., University
Hospitals Extended Care Campus, University Hospitals Richmond
Medical Center, University Hospitals Geauga Medical Center,
University Hospitals Conneaut Medical Center, University Hospitals
Bedford Medical Center, University Hospitals Home Care Services,
Non-union Employees of University Hospitals Geneva Medical Center
and Non-physician Employees of University Hospitals Medical Group,
Inc., who are U.S. citizens or U.S. residents, excluding temporary and
seasonal employees

Full-time Employees: Regularly scheduled to work at least 35 hours per week

Maximum Monthly Benefit:
Option1:  $2,500
Option2:  $15,000

The Minimum M onthly Benefit will be the greater of:
$100; or
10% of the benefit based on Monthly Income Loss before the deduction of Other Income Benefits.

Benefit Percentage:
Option1:  60%
Option2:  60%

Annual Enrollment Period: Determined by your Employer on ayearly basis
When will You become dligible? (Eligibility Waiting Period)

You will be eligible for coverage on the date on which Y ou complete awaiting period of 90 days of continuous active
service.
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The waiting period will be reduced by the period of time Y ou were an Active Full-time Employee with the Employer
under the Prior Plan or by a period of time, granted as seniority, within the University Hospitals system.

The Elimination Period isthe period of time you must be Disabled before benefits become payable. It isthe last to

be satisfied of the following:

1. thefirst 180 consecutive day(s) of any one period of Disability; or

2. with the exception of benefits required by state law, the expiration of any Employer sponsored short term
disability or salary continuation program.

MAXIMUM DURATION OF BENEFITSTABLE

Age When Disabled Benefits Payable

Prior to Age 63 To Normal Retirement Age
or 42 months, if greater

Age 63 To Normal Retirement Age
or 36 months, if greater

Age 64 30 months

Age 65 24 months

Age 66 21 months

Age 67 18 months

Age 68 15 months

Age 69 and over 12 months

Normal Retirement Age means the Social Security Normal Retirement Age as stated in the 1983 revision of the
United States Social Security Act. It is determined by Y our date of birth as follows:

Year of Birth Normal Retirement Age
1937 or before 65

1938 65 + 2 months
1939 65 + 4 months
1940 65 + 6 months
1941 65 + 8 months
1942 65 + 10 months
1943 thru 1954 66

1955 66 + 2 months
1956 66 + 4 months
1957 66 + 6 months
1958 66 + 8 months
1959 66 + 10 months
1960 or after 67

The above table shows the maximum duration for which benefits may be paid. All other limitations of the plan will
apply.

ELIGIBILITY AND ENROLLMENT

Who ar e Eligible Persons?
All personsin the class or classes shown in the Schedule of Insurance will be considered Eligible Persons.




When will you become eligible?

Y ou will become eligible for coverage on either:

1. the Plan Effective Date, if you have completed the Eligibility Waiting Period; or if not
2. thedate on which you complete the Eligibility Waiting Period.

See the Schedule of Insurance for the Eligibility Waiting Period.

How do you enroll?
Eligible Persons will be enrolled automatically by the Employer for Option 1.

Eligible Persons have the option to enroll electronically for Option 2. Y our Employer will provide instructions.

If You do not enroll within 30 days after becoming eligible, the following limitations will apply to alater enrollment:
Y ou may not enroll until:

1) an Annual Enrollment Period; or

2) You have a Change in Family Status.

Any such enrollment must be made during the Annual Enrollment Period or within 30 days of the Change in Family
Status.

With regard to new hires, Y ou must enroll within 30 days of the date Y ou have completed the Employer's orientation
program.

The dates of the Annual Enrollment Period are shown in the Schedul e of Insurance.

What congtitutes a Change in Family Status?

A Change in Family Status means:

1. Your marriage, or the birth or adoption of a child, or becoming the legal guardian of a child; or
2. thedeath of or divorce from your spouse;

3. thedeath of or emancipation of a child; or

4. changein classification from part-time to full-time or from full-time to part-time.

WHEN COVERAGE STARTS

When does Your coverage start?
If you are not required to contribute toward the plan's cost, your coverage will start on the date you become eligible.

If you must contribute towards the plan's cost, your coverage will start on the date determined below:

1. thedate you become eligible, if you enroll or have enrolled by then;

2. thedate on which you enrall, if you do so within 30 days after the date you are eligible; or

3. thefirst day of January following the Annual Enrollment Period if you enroll during an Annua Enrollment
Period.

DEFERRED EFFECTIVE DATE

When will cover age become effective if a disabling condition causes Y ou to be absent from work on the date it
isto start?

If You are absent from work due to:

accidental bodily injury;

sickness;

pregnancy;

Mental IlIness; or

Substance Abuse,
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on the date Y our insurance or increase in coverage would otherwise have become effective, Y our effective date will
be deferred. Y our insurance, or increase in coverage will not become effective until Y ou are Actively at Work for one
full day.

CHANGESIN COVERAGE

Can you change benefit options?

Y ou may change to an option providing increased or decreased benefits only:
1. during an Annua Enrollment Period; or

2. within 30 days of a Change in Family Status.

When will arequested changein benefit options take effect?
If you enroll for a change in benefit option during an Annual Enrollment Period, the change will take effect on the
first day of January following the Annua Enrollment Period.

If you enroll for a change in benefit option within 30 days following a Change in Family Status, the change will take
effect on the date you enroll for the change.

Any such increase in coverage is subject to the following limitations:
1. the Deferred Effective Date Provision; and
2. Pre-existing Conditions Limitations.

Any such increase in coverage is subject to the following limitations:
1. the Deferred Effective Date Provision; and
2. Pre-existing Conditions Limitations.

Do cover age amounts change if thereisa changein Your classor Your rate of pay?

Y our coverage may increase or decrease on the date thereis achangein Y our class or Monthly Rate of Basic
Earnings. However, no increase in coverage will be effective unless on that date Y ou:

1. arean Active Full-time Employee; and

2. arenot absent from work due to being Disabled.

If You were so absent from work, the effective date of such increase will be deferred until Y ou are Actively at Work
for one full day.

No change in Your Rate of Basic Earnings will become effective until the date we receive notice of the change.

What happensif the Employer changesthe plan?

Any increase or decrease in coverage because of a change in the Schedule of Insurance will become effective on the
date of the change, subject to the following limitations on an increase:

1. the Deferred Effective Date provision; and

2. Pre-existing Conditions Limitations.

BENEFITS

When do benefits become payable?

You will be paid a monthly benefit if:

Y ou become Disabled while insured under this plan;

Y ou are Disabled throughout the Elimination Period;

Y ou remain Disabled beyond the Elimination Period;

Y ou are, and have been during the Elimination Period, under the Regular Care of a Physician; and
Y ou submit Proof of Loss satisfactory to us.
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Benefits accrue as of the first day after the Elimination Period and are paid monthly.




When will benefit payments ter minate?
We will terminate benefit payment on the first to occur of:
1. thedate You are no longer Disabled as defined;
2. thedate You fail to furnish Proof of Loss, when requested by us;
3. thedate You are no longer under the Regular Care of a Physician, or refuse our request that Y ou submit to an
examination by a Physician;
4. thedateYoudig
5. thedate Your Current Monthly Earnings exceed:
a) 80% of Your Indexed Pre-disability Earningsif Y ou are receiving benefits for being Disabled from Y our
Occupation;
b) anamount that isequal to the product of Y our Indexed Pre-disability Earnings and the Benefit Percentage for
which You enrolled if You are receiving benefits for being Disabled from Any Occupation;
6. the date determined from the Maximum Duration of Benefits Table shown in the Schedule of Insurance;
7. thedate no further benefits are payable under any provision in this plan that limits benefit duration; or
8. thedate You refuse to participate in a Rehabilitation program or, refuse to cooperate with or try:
a) modifications made to the work site or job process to accommodate Y our identified medical limitationsto
enable Y ou to perform the Essential Duties of Y our Occupation;
b) adaptive equipment or devices designed to accommodate Y our identified medical limitations to enable Y ou
to perform the Essential Duties of Y our Occupation;
¢) modifications made to the work site or job process to accommodate Y our identified medical limitations to
enable Y ou to perform the Essential Duties of Any Occupation, if Y ou were receiving benefits for being
disabled from Any Occupation; or
d) adaptive equipment or devices designed to accommodate Y our identified medical limitations to enable Y ou
to perform the Essential Duties of Any Occupation, if Y ou were receiving benefits for being disabled from
Any Occupation,

provided a qualified Physician agrees that such modifications, Rehabilitation program or adaptive equipment
accommodate Y our medical limitation; or

9. thedate You refuse to receive recommended treatment that is generally acknowledged by physiciansto cure,
correct or limit the disabling condition.

MENTAL ILLNESS AND SUBSTANCE ABUSE BENEFITS

Arebenefitslimited for Mental IlInessor Substance Abuse?

If You are Disabled because of:

1. Mental llinessthat results from any cause;

2. any condition that may result from Mental 1lIness;

3. acohalism; or

4. thenon-medical use of narcotics, sedatives, stimulants, hallucinogens, or any other such substance,

then, subject to al other Policy provisions, benefits will be payable:

1. onlyfor solong asY ou are confined in a hospital or other place licensed to provide medical care for the disabling
condition; or

2. when You are not so confined, atotal of 12 months for all such Disabilities during Y our lifetime.

RECURRENT DISABILITY
What happensif You Recover during the Elimination Period but become Disabled again?
Periods of Recovery during the Elimination Period will not interrupt the Elimination Period, provided the number of

days Y ou return to work as an Active Full-time Employee are no more than 30 days.

Any day of aperiod of Recovery will not count towards the Elimination Period.




After the Elimination Period, when areturn to work as an Active Full-time Employee is followed by arecurrent
Disability, and such Disabhility is:

1. due to the same cause; or

2. dueto arelated cause; and

3. within 6 month(s) of the return to work,

the Period of Disability prior to Y our return to work and the recurrent Disability will be considered one Period of
Disahility, provided the Group Insurance Policy remainsin force.

If You return to work as an Active Full-time Employee for 6 month(s) or more, any recurrence of a Disability will be
treated as a new Disability. A new Disability is subject to a new Elimination Period and a new Maximum Duration of
Benefits. The Elimination Period and Maximum Duration of Benefits Table are in the Schedule of Insurance.

The term "Period of Disability" as used in this provision means a continuous length of time during which Y ou are
Disabled under this plan.

CALCULATION OF MONTHLY BENEFIT

How are Disability benefits calculated?

Return to Work I ncentive

If Y ou remain Disabled after the Elimination Period, but work while Y ou are Disabled, we will determine Y our
Monthly Benefit for a period of up to 12 consecutive months as follows:

1. multiply Your Pre-Disability Earnings by the Benefit Percentage for which Y ou enrolled;

2. compare the result with the Maximum Benefit for which Y ou enrolled; and

3. from the lesser amount, deduct Other Income Benefits.

Current Monthly Earnings will not be used to reduce Y our Monthly Benefit. However, if the sum of Y our Monthly
Benefit and Y our Current Monthly Earnings exceeds 100% of Y our Pre-disability Earnings, we will reduce Y our
Monthly Benefit by the amount of excess.

The 12 consecutive month period will start on the last to occur of:
1. theday You first start such work; or
2. theend of the Elimination Period.

If You are Disabled and not receiving benefits under the Return to Work Incentive, we will calculate Y our Monthly
Benefit as follows:

1. multiply Your Monthly Income Loss by the Benefit Percentage for which Y ou enrolled;

2. compare the result with the Maximum Benefit for which Y ou enrolled; and

3. from thelesser amount, deduct Other Income Benefits.

Theresult is Y our Monthly Benefit.

What happensif the sum of the M onthly Benefit, Current Monthly Earnings and Other Income Benefits
exceeds 100% of Pre-disability Earnings?

We will reduce Y our Monthly Benefit by the amount of the excess. However, Y our Monthly Benefit will not be less
than the Minimum Monthly Benefit shown in the Schedule of Insurance.

If an overpayment occurs, we may recover al or any portion of an overpayment by reducing or withholding future
benefit payments, including the Minimum Monthly Benefit.

How isthe benefit calculated for a period of lessthan a month?
If aMonthly Benefit is payable for less than a month, we will pay 1/30 of the Monthly Benefit for each day Y ou were
Disabled.

Benefit Percentages and Maximum Benefits are shown in the Schedule of Insurance.




REHABILITATION

What is Rehabilitation?
Rehabilitation is a process of working together to plan, adapt, and put into use options and services to meet Y our
return to work needs.

A Rehabilitation program may include, when we consider it to be appropriate, any necessary and feasible:
1. vocationa testing;

2. vocational training;

3. aternative treatment plans such as:

a) support groups;

b) physica therapy;

c) occupationa therapy; and

d) speechtherapy;

work-place modification to the extent not otherwise provided;
job placement; and

transitional work, and

similar services.
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FAMILY CARE CREDIT BENEFIT

What if You must incur expensesfor Family Care Servicesin order to participate in a Rehabilitative program?

If You are working as part of a program of Rehabilitative Employment, we will, for the purpose of calculating Y our

benefit, deduct the cost of Family Care from earnings received from a Rehabilitative program, subject to the following

limitations:

1. Family Care means the care or supervision of:
a) Your children under age 13; or
b) amember of Your household who is mentally or physically handicapped and dependent upon Y ou for

support and maintenance;

2. the maximum monthly deduction allowed for each qualifying child or family member is:

a) $350 during the first 12 months of Rehabilitative Employment; and

b) $175 thereafter,

but in no event may the deduction exceed the amount of Y our monthly earnings;

Family Care Credits may not exceed atotal of $2,500 during a calendar yesr;

the deduction will be reduced proportionally for periods of less than a month;

the charges for Family Care must be documented by a receipt from the caregiver;

the credit will cease on the first to occur of the following:

a) You areno longer in a Rehabilitative program; or

b) Family Care Credits for 24 months have been deducted during Y our Disability; and

7. no Family Care provided by an immediate relative of the family member receiving the care will be eligible as a
deduction under this provision. Animmediate relative is a spouse, sibling, parent, step-parent, grandparent, aunt,
uncle, niece, nephew, son, daughter or grandchild.
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Your Current Monthly Earnings after the deduction of Y our Family Care Credit will be used to determine Y our
Monthly Income Loss. In no event will Y ou be eligible to receive a Monthly Benefit under the plan if Y our Current
Monthly Earnings before the deduction of the Family Care Credit exceed 80% of Y our Indexed Pre-disability
Earnings.

SURVIVOR INCOME BENEFIT

Will Your survivorsreceive a benefit if You should die while receiving Disability Benefits?
If You die while receiving benefits under this plan, a Survivor Benefit will be payable to:

1. Your surviving Spouse; or

2. Your surviving Child(ren), in equal shares, if there is no surviving Spouse.




If aminor Child is entitled to benefits, we may, at our option, make benefit payments to the person caring for and
supporting the Child until alegal guardian is appointed.

The Benefit is one payment of an amount that is 3 times the lesser of:
1. Your Monthly Income Loss multiplied by the Benefit Percentage; or
2. the Maximum Monthly Benefit shown in the Schedule of Insurance for which Y ou enrolled.

If there is no surviving Spouse or Child(ren), payment will be made to Y our estate, unless there is none. In this case,
no payment will be made.

However, we will first apply the Survivor Benefit to any overpayment which may exist on Your claim.

The following terms apply to this Benefit:

“Spouse” means Y our wife or husband who:

1. ismentally competent; and

2. wasnot legally separated from Y ou at the time of Y our death.

“Child” means Y our son or daughter under age 23 who is dependent on Y ou for financial support.

WORKPLACE MODIFICATION BENEFIT

Will our Rehabilitation program provide for modifications to the workplace to accommodate a Disabled

employee'sreturn to work?

We will reimburse Y our Employer for the expense of reasonable modifications to Y our workplace to accommodate

Y our Disability and enable Y ou to return to work as an Active Full-time Employee. To qualify for this benefit:

1. Your Disability must be covered by this plan;

2. the Employer must agree to make modifications to the workplace in order to reasonably accommaodate Y our
return to work and the performance of the essential duties of Y our job; and

3. any proposed modifications must be approved in writing by us.

Benefits paid for such workplace modification shall not exceed the amount equal to Y our Pre-disability Earnings
multiplied by the Benefit Percentage for which Y ou enrolled.

We have theright, at our expense, to have Y ou examined or evaluated by:
1. aphysician or other health care professional; or
2. avocationa expert or rehabilitation specialist,

of our choice so that we may evaluate the appropriateness of any proposed modification.

The Employer's costs for approved modifications will be reimbursed after:

1. the proposed modifications made on Y our behalf are complete;

2. we have been provided written proof of the expenses incurred to provide such modification; and
3. You have returned to work as an Active Full-time Employee.

This Workplace Modification benefit will not be payable if:

1. the Employer does not incur any cost in making the modification;

2. we have not given written approval of the modification prior to expenses being incurred; or
3. You become self-employed, or return to work for another employer.

Workplace M odification means change in Y our work environment, or in the way ajob is performed, to allow You to
perform, while Disabled, the Essential Duties of Y our job. Payment of this benefit will not reduce or deny any benefit
You are eligible to receive under the terms of this plan.
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PRE-EXISTING CONDITIONSLIMITATIONS

Arethereany other limitations on cover age?

No benefit will be payable under the plan for any Disability that is due to, contributed to by, or results from aPre-
existing Condition, unless such Disability begins after the last day of 12 consecutive month(s) which you have been
continuously insured under this plan.

The amount of a benefit increase, which results from a change in benefit options, a change of class or achangein the
plan, will not be paid for any Disability that is due to, contributed to by, or results from a Pre-existing condition,
unless such Disability begins after the last day of 12 consecutive month(s) during which you have been continuously
insured for the increased benefit amount.

Pre-existing Condition means:

1. any accidental bodily injury, sickness, Mental 1lIness, pregnancy, or episode of Substance Abuse; or

2. any manifestations, symptoms, findings, or aggravations related to or resulting from such accidenta bodily injury,
sickness, Mental 1llness, pregnancy, or Substance Abuse;

for which you received Medical Care during the 3 month period that ends the day before:
1. your effective date of coverage; or
2. theeffective date of a Changein Coverage.

Medical Careisreceived when:
1. aPhysicianis consulted or medical adviceis given; or
2. treatment is recommended, prescribed by, or received from a Physician.

Treatment includes but is not limited to:
1. medical examinations, tests, attendance or observation; and
2. useof drugs, medicines, medical services, supplies or equipment.

CONTINUITY FROM A PRIOR PLAN

I sthere continuity of coverage from a Prior Plan?

If you were:

1. insured under the Prior Plan;

2. Actively at Work; and

3. not eligible to receive benefits under the Prior Plan,

on the day before the Plan Effective Date, the Deferred Effective Date provision will not apply to you.

For purposes of this continuity of coverage provision only, you shall be considered actively at work while on any
scheduled leave of absence for reasons other than your own Disability or any regularly scheduled vacation day,
holiday or weekend day, or any unscheduled absence for reasons other than your own Disability otherwise permitted
by Employer normal leave or absence policies.
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If you become insured under the Group Insurance Policy on the Plan Effective Date and were covered under the Prior

Plan on the day before the Plan Effective Date, the Pre-existing Conditions Limitation will cease to apply on the first

to occur of the following dates:

1. the Plan Effective Date, if your coverage for the Disability was not limited by a pre-existing condition restriction
under the Prior Plan; or

2. if your coverage was limited by a pre-existing condition restriction under the Prior Plan, the date the restriction
would have ceased to apply had the Prior Plan remained in force.

However, the Pre-existing Conditions Limitation will apply after the Plan Effective Date to the amount of a benefit
increase which results from a change in benefit options, a change of class or a change in the Plan.

The amount of the Monthly Benefit payable for a Pre-existing Condition in accordance with the above paragraph will
be the lesser of:

1. the Monthly Benefit which was paid by the Prior Plan; or

2. the Monthly Benefit provided by this plan.

No payment shall be made after the earlier to occur of:
1. the date payments would have ceased under the Prior Plan; or
2. the date payments cease under this plan.

If you received Monthly Benefits for Disability under the Prior Plan, and:

1. you returned to work as an Active Full-time Employee before the Effective Date of this plan;

2. within 6 months of the return to work, you have a recurrence of the same Disability under this plan; and
3. there are no benefits available for the recurrence under the Prior Plan,

the Elimination Period of this plan, which would otherwise apply to the recurrence, will be waived if the recurrence
would have been covered without any further Elimination Period under the Prior Plan had it remained in force.

Prior Plan means the long term disability insurance carried by the Policyholder on the day before the Plan Effective
Date.

EXCLUSIONS

What Disabilities are not covered?

The plan does not cover, and no benefit shall be paid for any Disability:

1. unless You are under the Regular Care of a Physician;

2. that iscaused or contributed to by war or act of war (declared or not);

3. caused by Your commission of or attempt to commit afelony, or to which a contributing cause was Y our being
engaged in anillegal occupation; or

4. caused or contributed to by an intentionally self-inflicted injury.

If You arereceiving or are eligible for benefits for a Disability under a prior disability plan that:
1. was sponsored by the Employer; and
2. wasterminated before the Effective Date of this plan,

no benefits will be payable for the Disability under this plan.
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TERMINATION

When does Your coverage terminate?

You will cease to be covered on the earliest to occur of the following dates:

1. thedate the Group Insurance Policy terminates;

2. thedate the Group Insurance Policy no longer insures Y our class;

3. thedate premium payment is due but not paid by the Employer;

4. thelast day of the period for which Y ou make any required premium contribution, if You fail to make any further
required contribution;

5. thedate You ceaseto be an Active Full-time Employeein an eligible class including:
a) temporary layoff;
b) leave of absence; or
c) agenera work stoppage (including a strike or lockout); or

6. thedate Your Employer ceases to be a Participant Employer, if applicable.

Does Your coverage continueif Your employment terminates because Y ou ar e Disabled?

If You are Disabled and Y ou cease to be an Active Full-time Employee, Y our insurance will be continued:
1. during the Elimination Period while Y ou remain Disabled by the same Disability; and

2. dfter the Elimination Period for aslong as Y ou are entitled to benefits under the Policy.

Must premiums be paid during a Disability?
No premium will be due for Y ou:

1. after the Elimination Period; and

2. for aslong as benefits are payable.

Do benefits continue if the plan ter minates?

If You are entitled to benefits while Disabled and the Group Insurance Policy terminates, benefits:

1. will continue aslong as Y ou remain Disabled by the same Disability; but

2. will not be provided beyond the date we would have ceased to pay benefits had the insurance remained in force.

Termination for any reason of the Group Insurance Policy will have no effect on our liability under this provision.

May cover age be continued during a family or medical leave?
If You are granted aleave of absence according to the Family and Medical Leave Act of 1993, Y our Employer may
continue Y our insurance for up to 12 weeks, or 26 weeksif You qualify for Family Military Leave, or longer if
required by state law, following the date Y our coverage would have terminated, subject to the following:
1. theleave authorization must be in writing;
2. therequired premium for Y ou must be paid;
3. Your benefit level, or the amount of earnings upon which Y our benefit may be based, will be that in effect on the
day before said leave commenced; and
4. such continuation will cease immediately if one of the following events should occur:
a) theleave terminates prior to the agreed upon date;
b) the termination of the Group Insurance Policy;
¢) non-payment of premium when due by the Policyholder or You;
d) the Group Insurance Policy no longer insures Y our class; or
€) Your Employer ceases to be a Participant Employer, if applicable.
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GENERAL PROVISIONS

What happensif facts are misstated?

If material facts about Y ou were not stated accurately:

1. Your premium may be adjusted; and

2. thetruefactswill be used to determine if, and for what amount, coverage should have been in force.

No statement made by Y ou relating to Y our insurability will be used to contest the insurance for which the statement
was made after the insurance has been in force for two years during Y our lifetime. In order to be used, the statement
must be in writing and signed by Y ou.

When should we be notified of a claim?

Y ou must give us written notice of a claim within 30 days after Disability starts. If notice cannot be given within that
time, it must be given as soon as possible. Such notice must include Y our name, Y our address and the Group
Insurance Policy humber.

Are special formsrequired to filea claim?

When we receive a notice of claim, Y ou will be sent forms for providing us with Proof of Loss. We will send these
forms within 15 days after receiving a notice of claim. If we do not send the forms within 15 days, Y ou may submit
any other written proof which fully describes the nature and extent of Y our claim.

What is Proof of Loss?
Proof of Loss may include but is not limited to the following:
1. documentation of:
a) thedate Your Disahility began;
b) the cause of Your Disahility;
c) theprognosisof Your Disahility;
d) Your Earnings or income, including but not limited to copies of Y our filed and signed federal and state tax
returns; and
€) evidencethat You are under the Regular Care of a Physician;
2. any and all medical information, including x-ray films and photocopies of medical records, including histories,
physical, mental or diagnostic examinations and treatment notes;
3. the names and addresses of all:
a) Physiciansand practitioners of healing arts Y ou have seen or consulted;
b) hospitals or other medical facilitiesin which Y ou have been seen or treated; and
¢) pharmacies which have filled Y our prescriptions within the past three years;
4. Your signed authorization for us to obtain and release:
a) medical, employment and financial information; and
b) any other information we may reasonably require;
5. Your signed statement identifying all Other Income Benefits; and
6. proof that You and Y our dependents have applied for al Other Income Benefits which are available. Y ou will
not be required to claim any retirement benefits which Y ou may only get on areduced basis.

All proof submitted must be satisfactory to us.

When must Proof of L oss be given?

Written Proof of Loss must be sent to us within 90 days after the start of the period for which we owe payment. |If
proof is not given by thetimeit is due, it will not affect the claim if:

1. itwasnot possible to give proof within the required time; and

2. proof is given as soon as possible; but

3. not later than 1 year after it is due, unless Y ou are not legally competent.

We may request Proof of Loss throughout Y our Disability. 1n such cases, we must receive the proof within 30 days of
the request.
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What additional Proof of Lossis Hartford Life entitled to?

To assist usin determining if You are Disabled, or to determineif Y ou meet any other term or condition of the policy,

we have the right to require Y ou to:

1. meet and interview with our representative; and

2. beexamined by a doctor, vocational expert, functional expert, or other medical or vocationa professional of our
choice.

Any such interview, meeting or examination will be:
1. at our expense; and
2. asreasonably required by us.

We reserve the right to determine if Y our Proof of Lossis satisfactory. Unless we determine Y ou have a valid reason
for refusal, we may deny, suspend or terminate Y our benefitsif Y ou refuse to be examined, or meet to be interviewed.

When must one apply for Social Security Benefits?

Upon Hartford Life' s request, Y ou must apply for Social Security disability benefits. Y ou must apply within 45 days

from the date of Hartford Life' srequest. If the Social Security Administration denies Y our claim for benefits, You

will be required to follow the process established by the Social Security Administration to:

1. request areconsideration of the denial; and

2. if denied again, to request a hearing before an Administrative Law Judge of the Office of Hearing and Appeals on
Your claim for Social Security benefits.

How doesHartford Life estimate disability benefits under the United States Social Security Act?
We reserve the right to reduce Y our Monthly Benefit by estimating the Social Security disability benefits Y ou or Y our
Dependent may be eligible to receive.

When we determine that Y ou or Y our Dependent may be eligible for benefits, we may estimate the amount of these
benefits. We may reduce Y our Monthly Benefit by the estimated amount.

Y our Monthly Benefit will not be reduced by estimated Social Security disability benefits if:

1. You apply for Social Security disability benefits and pursue al required appeals in accordance with the provision
entitled “When must one apply for Social Security Benefits?’; and

2. You have signed aform authorizing the Social Security Administration to release information about awards
directly to us; and

3. You have signed and returned Hartford Life’ s reimbursement agreement, which confirms that Y ou agree to repay
all overpayments.

If we have reduced Y our Monthly Benefit by an estimated amount and:

1. Youor Your Dependent are later awarded Socia Security disability benefits, we will adjust Y our Monthly
Benefit when we receive proof of the amount awarded; or

2. Your application for Social Security disability benefits has been denied, we will adjust Y our Monthly Benefit
when Y ou provide us proof of final denial from which Y ou cannot appeal from an Administrative Law Judge of
the Office of Hearing and Appeals.

If we have not reduced Y our Monthly Benefit by an estimated Social Security disability benefit, we will adjust Y our
Monthly Benefit upon receipt of proof of the amount of Social Security disability benefits awarded.

If we owe You arefund, we will make such refund in alump sum. If Your Monthly Benefit has been overpaid, You
must make alump sum refund to us equal to all overpayments, in accordance with the provision entitled “How does
Hartford Life exercise the right to recover overpayments?’

When does an over payment occur ?

An overpayment occurs:

1. when we determine that the total amount we have paid in benefits is more than the amount that was due to You
under the plan; or

2. when payment is made by us that should have been made under another group plan.
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Thisincludes, but is not limited to, overpayments resulting from:

retroactive awards received from sources listed in the Other Income Benefits definition;
failure to report, or late notification to us of any Other Income Benefit(s) or earned income;
mi sstatement;

fraud; or

any error we may make.

gkrowdhE

In case of an overpayment, we have the right to recover the payment from one or more of the following:
You,

2. any other organization;

3. any other insurance company; and

4. any other person to or for whom payment was made.

=

How does Hartford Life exercise theright to recover over payments?

We have the right to recover from Y ou any amount that we determine to be an overpayment. Y ou have the obligation
to refund to us any such amount. Our rights and Y our obligationsin this regard may also be set forth in the
reimbursement agreement Y ou will be required to sign when Y ou become eligible for benefits under this Plan.

If benefits are overpaid on any claim, Y ou must reimburse Hartford Life within 30 days.

If reimbursement is not made in atimely manner, Hartford Life has the right to:

1. recover such overpayments from Y our estate;

2. reduce or offset against any future benefits payable to Y ou or Y our survivors, including the Minimum Monthly
Benefit, until full reimbursement is made. Payments may continue when the overpayment has been recovered;

3. refer Your unpaid balance to a collection agency; and

4. pursue and enforce all itslegal and equitable rightsin court.

Who getsthe benefit payments?

All payments are payable to Y ou. Any payments owed at Y our death may be paid to Y our estate. If any payment is
owed to Y our estate, a person who isaminor or a person who is not legally competent, then we may pay up to $1,000
to any of Your relativeswho is entitled to it in our opinion. Any such payment shall fulfill our responsibility for the
amount paid.

When are payment checksissued?

When we determine that Y ou are Disabled and eligible to receive benefits, we will pay accrued benefits at the end of
each month that Y ou are Disabled. We may, at our option, make an advance benefit payment based on our estimated
duration of Your Disability. If any payment is due after aclaim isterminated, it will be paid as soon as satisfactory
Proof of Lossis received.

What natification will You receiveif Your claim isdenied?

If aclaim for benefitsis wholly or partly denied, Y ou will be furnished with written notification of the decision. This

written decision will:

1. give the specific reason(s) for the denidl;

2. make specific reference to the Policy provisions on which the denial is based;

3. provide adescription of any additional information necessary to prepare a claim and an explanation of why it is
necessary; and

4. provide an explanation of the review procedure.

What recoursedo You haveif Your claim isdenied?
On any claim, the claimant or His representative must appeal to Usfor afull and fair review.
1. You must request areview upon written application within:
a) 180 days of receipt of claim denial if the claim requires a determination of disability, or
b) 60 days of receipt of claim denia for all other claims; and
2. You may request copies of all documents, records, and other information relevant to Y our claim; and
3. You may submit written comments, documents, records, and other information relating to Y our claim.

We will respond to Y ou in writing with our final decision on Y our claim.
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When can legal action be started?

Legal action cannot be taken against us:

1. sooner than 60 days after due Proof of Loss has been furnished; or

2. threeyears after the time written Proof of Lossis required to be furnished according to the terms of the Policy
(five yearsin Kansas; six yearsin South Carolina).

What are our subrogation rights?

If an Insured Person:

1. suffersaDisahility because of the act or omission of athird party;

2. becomes entitled to and is paid benefits under the Group Insurance Policy in compensation for lost wages; and
3. doesnot initiate legal action for the recovery of such benefits from the third party in areasonable period of time,

then we will be subrogated to any rights the Insured Person may have against the third party and may, at our option,
bring legal action to recover any payments made by us in connection with the Disability.

How do we deal with fraud?

Insurance Fraud occurs when Y ou and/or Y our Employer, with the intent to injure, defraud or deceive us, provides us
with false information or files a claim for benefits that contains any false, incomplete or miseading information. Itis
acrimeif You and/or Y our Employer commit Insurance Fraud. We will use all means available to us to detect,
investigate, deter and prosecute those who commit Insurance Fraud. We will pursue al available legal remedies if
You and/or Y our Employer perpetrates I nsurance Fraud.

Who interprets policy terms and conditions?
We have full discretion and authority to determine eligibility for benefits and to construe and interpret all terms and
provisions of the Group Insurance Policy.

DEFINITIONS

The terms listed will have these meanings.

Actively at Work

You will be considered to be actively at work with your Employer on a day which is one of your Employer's
scheduled work days if you are performing, in the usual way, al of the regular duties of your job on a Full-time basis
on that day. Y ou will be deemed to be actively at work on a day which is not one of your Employer's scheduled work
days only if you were actively at work on the preceding scheduled work day.

Active Full-time Employee means an employee who works for the Employer on aregular basis in the usual course of
the Employer's business. The employee must work the number of hours in the Employer's normal work week. This
must be at least the number of hours indicated in the Schedule of Insurance.

Any Occupation means an occupation for which you are qualified by education, training or experience, and that has
an earnings potential greater than an amount equal to the lesser of the product of your Indexed Pre-disability Earnings
and the Benefit Percentage for which you enrolled and the Maximum Monthly Benefit shown in the Schedule of
Insurance.

Current Monthly Ear nings means the monthly earnings you receive from:
1. the Employer while Disabled;
2. other employment.

However, if the other employment is ajob you held in addition to Active Full-time Employment with the Employer,

then:

1. during the Elimination Period, and while eligible to receive benefits for being Disabled from Y our Occupation;

2. any earnings from this other employment will be Current Monthly Earnings only to the extent that such earnings
exceed the average monthly earnings you were receiving from this other job during the 6 month period
immediately prior to becoming Disabled.
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Current Monthly Earnings will also include the amount of pay for another or modified job position, which may be
offered to you by the Employer or other employer, if you refuse the offer. The requirements of such position must be
within your capabilities as described by your Physician, and consistent with your education, training and experience.

Disability or Disabled means:

1. during the Elimination Period, you are prevented from performing one or more of the Essential Duties of Y our
Occupation;

2. for the 12 months following the Elimination Period, you are prevented from performing one or more of the
Essential Duties of Y our Occupation, and as a result your Current Monthly Earnings are less than 80% of your
Indexed Pre-disability Earnings,

3. dfter that, you are prevented from performing one or more of the Essential Duties of Any Occupation.

If at the end of the Elimination Period, you are prevented from performing one or more of the Essential Dulties of
Y our Occupation, but your Current Monthly Earnings are greater than 80% of your Pre-disability Earnings, your
Elimination Period will be extended for atotal period of 12 months from the original Date of Disability, or until such
time as your Current Monthly Earnings are less than 80% of your Pre-disability Earnings, whichever occursfirst.

Y our Disability must be the result of:
accidental bodily injury;
sickness;

Mental IlIness;

Substance Abuse; or

pregnancy.
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Y our failure to pass a physical examination required to maintain a license to perform the duties of Y our Occupation,
alone, does not mean that you are Disabled.

Employer means the Policyholder.

Essential Duty means a duty that:

1. issubstantial, not incidental;

2. isfundamental or inherent to the occupation; and
3. can not be reasonably omitted or changed.

To be a work for the number of hours in your regularly scheduled workweek is also an Essential Duty.

Indexed Pre-disability Ear nings when used in this policy means your Pre-disability Earnings adjusted annually by
adding the lesser of:

1. 10%; or

2. the percentage change in the Consumer Price Index (CPI-W).

The adjustment is made January 1st each year after Y ou have been Disabled for 12 consecutive months, and if You
are receiving benefits at the time the adjustment is made.

The term Consumer Price Index (CPI-W) means the index for Urban Wage Earners and Clerical Workers published
by the United States Department of Labor. 1t measures on a periodic (usually monthly) basis the change in the cost of
typical urban wage earners and clerical workers purchase of certain goods and services. If the index is discontinued
or changed, we may use another nationally published index that is comparable to the CPI-W.

For the purposes of this benefit, the percentage change in the CPI-W means the difference between the current year's
CPI-W as of July 31st, and the prior year's CPI-W as of July 314, divided by the prior year's CPI-W.

Mental 11lness means any psychological, behavioral or emotional disorder or ailment of the mind, including physical
manifestations of psychological, behavioral or emotional disorders, but excluding demonstrable, structural brain
damage.
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Monthly Benefit means a monthly sum payable to you while you are Disabled, subject to the terms of the Group
Insurance Policy.

Monthly Income Loss is the difference of your Pre-disability Earnings less your Current Monthly Earnings.

Monthly Rate of Basic Ear nings means your regular monthly rate of pay from the Employer just prior to the date
you become Disabled:
1. including contributions you make through a salary reduction agreement with the Employer to:
a) an Internal Revenue Code (IRC) Section 401(k), 403(b) or 457 deferred compensation arrangement;
b) an executive non qualified deferred compensation arrangement; or
¢) asdary reduction arrangement under an IRC Section 125 plan; and
2. not including bonuses, commissions, overtime pay or expense reimbursements for the same period as above.

Other Income Benefits mean the amount of any benefit for loss of income, provided to you or to your family, asa
result of the period of Disability for which you are claiming benefits under this plan. This includes any such benefits
for which you or your family are eligible or that are paid to you, to your family or to athird party on your behalf,
pursuant to any:

1. temporary disability benefits under a Workers Compensation Law, the Jones Act, occupational disease law,
similar law or substitutes or exchanges for such benefits;

2. governmental law or program that provides disability or unemployment benefits as a result of your job with the
Employer;

3. plan or arrangement of coverage, whether insured or not, as a result of employment by or association with the
Employer or as aresult of membership in or association with any group, association, union or other organization,
including benefits required by state law, under an Employer sponsored short term disability program or under a
salary continuation program;

4. mandatory "no-fault" automobile insurance plan;

5. disability benefits under:

a) the United States Socia Security Act or aternative plan offered by a state or municipal government;

b) the Railroad Retirement Act;

¢) the Canada Pension Plan, the Canada Old Age Security Act, the Quebec Pension Plan or any provincial
pension or disability plan; or

d) similar plan or act,

that you, your spouse and children are eligible to receive because of your Disability; or

6. disability benefit from the Veteran's Administration, or any other foreign or domestic governmental agency:

a) that begins after you become Disabled; or

b) if you were receiving the benefit before becoming Disabled, the amount of any increase in the benefit that is
attributed to your Disability.

Other Income Benefits also mean any payments that are made to you, your family, or to a third party on your behalf,
pursuant to any:
1. disability benefit under the Employer's Retirement Plan;
2. permanent disability or impairment benefits under a Workers Compensation Law, the Jones Act, occupational
disease law, similar law or substitutes or exchanges of such benefits;
3. portion of a settlement or judgment, minus associated costs, of alawsuit that represents or compensates for your
loss of earnings;
4. retirement benefit from a Retirement Plan that is wholly or partially funded by employer contributions, unless:
a) Yyou were receiving it prior to becoming Disabled; or
b) youimmediately transfer the payment to another plan qualified by the United States Internal Revenue
Service for the funding of afuture retirement.
Other Income Benefits will not include the portion, if any, of such retirement benefit that was funded by your
after-tax contributions; or
5. retirement benefits under:
a) the United States Social Security Act or aternative plan offered by a state or municipal government;
b) the Railroad Retirement Act;
¢) the Canada Pension Plan, the Canada Old Age Security Act; the Quebec Pension Plan or any provincial
pension or disability plan; or
d) similar plan or act,
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that you, your spouse and children receive because of your retirement, unless you were receiving them prior to
becoming Disabled.

If you are paid Other Income Benefitsin alump sum or settlement, you must provide proof satisfactory to us of:
1. theamount attributed to loss of income; and
2. theperiod of time covered by the lump sum or settlement.

We will pro-rate the lump sum or settlement over this period of time. If you cannot or do not provide this
information, we will assume the entire sum to be for loss of income, and the time period to be 24 months. We may
make aretroactive allocation of any retroactive Other Income Benefit. A retroactive allocation may result in an
overpayment of your claim. Please see the provision entitled, "What happens if benefits are overpaid?'

The amount of any increase in Other Income Benefits will not be included as Other Income Benefits if such increase:
1. takeseffect after the date benefits become payable under this plan; and
2. isageneral increase which applies to all persons who are entitled to such benefits.

Physician means a person who is:

1. adoctor of medicine, osteopathy, psychology or other healing art recognized by us;
2. licensed to practice in the state or jurisdiction where care is being given; and

3. practicing within the scope of that license.

Pre-disability Ear nings means your Monthly Rate of Basic Earningsin effect on the day before you became
Disabled.

Prior Plan means the long term disability insurance carried by the Employer on the day before the Plan Effective
Date.

Recover or Recovery means that you are no longer Disabled and have returned to work with the Employer and
premiums are being paid for you.

Regular Care of a Physician means you are attended by a Physician, who is not related to you:

1. with medical training and clinical experience suitable to treat your disabling condition; and

2. whosetreatment is:
a) consistent with the diagnosis of the disabling condition;
b) according to guidelines established by medical, research and rehabilitative organizations; and
c) administered as often as needed,

to achieve the maximum medical improvement.

Retirement Plan means a defined benefit or defined contribution plan that provides benefits for your retirement and
which is not funded wholly by your contributions. 1t does not include:

1. aprofit sharing plan;

2. thrift, savings or stock ownership plans;

3. anon-qualified deferred compensation plan; or

4. anindividua retirement account (IRA), atax sheltered annuity (TSA), Keogh Plan, 401(k) plan or 403(b) plan.

Substance Abuse means the pattern of pathological use of acohol or other psychoactive drugs and substances
characterized by:

. impairmentsin social and/or occupational functioning;

2. debilitating physical condition;

3. inability to abstain from or reduce consumption of the substance; or

4. the need for daily substance use to maintain adequate functioning.

[

Substance includes alcohol and drugs but excludes tobacco and caffeine.

We, us or our means the Hartford Life and Accident Insurance Company.
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You, your, Insured Person means the Insured Person to whom this Booklet-certificate is issued.

Your Occupation, if used in this Booklet-certificate, means your occupation asit is recognized in the general
workplace. Y our Occupation does not mean the specific job you are performing for a specific employer or at a
specific location.

With respect to Physicians:

Your Occupation - If You are aPhysician or dentist, Y our Occupation means the general or sub-specialty in which
Y ou are practicing for which there is a specialty or sub-specialty recognized by the American Board of Medica
Specialties. If the sub-specialty in which You are practicing is not recognized by the American Board of Medical
Specialties, You will be considered practicing in the general specialty category.
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STATUTORY PROVISIONS

CALIFORNIA

LONG TERM DISABILITY

Benefits

The definition section of the Survivor Income Benefit is amended as below:

"Spouse" means Y our wife or husband who:

1. ismentally competent; and

2. wasnot legally separated from Y ou at the time of Y our death.

"Spouse" will include an individual who isin aregistered domestic partnership with the employee in accordance with
Cdlifornialaw. Reference in this form to an employee's marriage or divorce shall include his or her registered
domestic partnership or dissolution of his or her registered domestic partnership.

Surviving Child(ren) includes children or Y our Californiaregistered domestic partner.

NEW YORK

LONG TERM DISABILITY

The following provisions are applicable to residents of New Y ork and are included to bring your Booklet-certificate
into conformity with New Y ork state law.

1. Pre-existing Conditions Limitations

The following provision is added to the paragraph entitled “ Are there any other limitations on coverage?’ in the
Pre-existing Conditions Limitations section appearing in your booklet.

However, if you become insured under the Group Insurance Policy and were covered under a group or blanket
disability insurance plan or employer-provided disability benefit arrangement within 60 days of your effective date of
coverage under this plan, any:

1. treatment-free period requirements; or

2. period of coverage requirements,

which were satisfied or partially satisfied under your previous coverage will be credited toward satisfaction of similar
periods under this plan.

2. Continuity From a Prior Plan
The section entitled “ Continuity From a Prior Plan” is amended to read as follows:

I sthere continuity of coverage from a Prior Plan?
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If you were:

1. insured under the Prior Plan;

2. Actively at Work; and

3. not eligible to receive benefits under the Prior Plan,

on the day before the Plan Effective Date, the Deferred Effective Date provision will not apply to you.

If you were covered under a Prior Plan within 60 days prior to the date your coverage under this plan takes effect, the

Pre-Existing Conditions Limitation will cease to apply on the first to occur of the following dates:

1. thedate your coverage under the plan takes effect, if your coverage for the Disability was not limited by a
pre-existing condition restriction under the Prior Plan; or

2. if your coverage was limited by a pre-existing condition restriction under the Prior Plan, the date the restriction
would have ceased to apply had the Prior Plan remained in force.

The amount of the Monthly Benefit payable for a Pre-existing Condition in accordance with the previous paragraph
will bethe lesser of:

1. the Monthly Benefit which was paid by the Prior Plan; or

2. the Monthly Benefit provided by this plan.

No payment shall be made after the earlier to occur of:
1. the date payments would have ceased under the Prior Plan; or
2. thedate payments cease under this plan.

If you received Monthly Benefits for Disability under the Prior Plan, and:

1. you returned to work as an Active Full-time employee before the Effective Date of this plan;

2. within 6 months of the return to work, you have a recurrence of the same Disability under this plan; and
3. there are no benefits available for the recurrence under the Prior Plan,

the Elimination Period of this plan, which would otherwise apply to the recurrence, will be waived if the recurrence
would have been covered without any further Elimination Period under the Prior Plan had it remained in force.

Prior Plan, for the purpose of this provision, means an employer-provided disability benefit arrangement or group or
blanket long term disability insurance carried by the Employer on the day before the Plan Effective Date.

NORTH CAROLINA

LONG TERM DISABILITY

The following provisions are applicable to residents of North Carolina and are included to bring your Booklet-
certificate into conformity with North Carolina state law.

1. Other Income Benefits Definition

With respect to the definition of Other Income Benefits which appears in the Definitions section of your Booklet-
certificate, the following two items do not apply to you.

Theitem in the first paragraph of the definition of Other Income Benefits which reads we will offset with a"no-fault”
automobile insurance plan does not apply to you.

Theitem in the second paragraph of the definition of Other Income Benefits which reads we will offset with a
"portion of a settlement or judgement, minus associated costs, of alawsuit that represents or compensates for your loss
of earnings’ does not apply to you.
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2. Regular Careand Attendance by a Physician

The following paragraph is added to the provision entitled "When do benefits become payabl€e" appearing in the
Disability Benefits section of your Booklet-certificate.

Regular care by a physician will cease to be required, if in the opinion of qualified medical professionals, further
medical care and treatment would be of no benefit to you.

3. Subrogation

The provision entitled "What are our subrogation rights" appearing in the General Provisions section of your
Booklet-certificate does not apply to you.

4. Notification

The following provision replaces the provision of the same title appearing in the General Provisions section of your
Booklet-certificate.

When should we be notified of a claim?

Y ou must give us written notice of a claim within 30 days after Disability starts. If notice cannot be given within that
time, it must be given as soon as possible. Such notice must include your name, your address and the Group Insurance
Policy number. The notice should be sent to the Hartford Life and Accident Insurance Company, Hartford Plaza,
Hartford, Connecticut 06115, or to the Employer, or an authorized agent of Hartford Life.
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CAFETERIA PLAN ELECTION RESTRICTION

This Policy is apart of a Cafeteria Plan sponsored by your employer and governed by the requirements of Section 125
of the Internal Revenue Code. The rules of the Cafeteria Plan will supersede any provisions of the Policy which arein
conflict with them.

By law, Cafeteria Plans are subject to the following restriction:

The benefits you elect during the enrollment period will remain in effect until the next enrollment period. Section 125
allows exception to thisrule only in specified situations, including change in family status and commencement or
termination of employment.
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ERISA INFORMATION

THE FOLLOWING NOTICE
CONTAINSIMPORTANT INFORMATION

This employee welfare benefit plan (Plan) is subject to certain requirements of the Employee Retirement Income
Security Act of 1974 (ERISA), as amended. ERISA requires that you receive a Statement of ERISA Rights, a
description of Claim Procedures, and other specific information about the Plan. This document serves to meet ERISA
requirements and provides important information about the Plan.

The benefits described in your booklet-certificate (Booklet) are provided under a group insurance policy (Policy)
issued by the Hartford Life and Accident Insurance Company (Insurance Company) and are subject to the Policy’s
terms and conditions. The Policy isincorporated into, and forms a part of, the Plan. The Plan has designated and
named the Insurance Company as the claims fiduciary for benefits provided under the Policy. The Plan has granted
the Insurance Company full discretion and authority to determine eligibility for benefits and to construe and interpret
all terms and provisions of the Policy.

A copy of the Plan is available for your review during normal working hours in the office of the Plan Administrator.

1. Plan Name

UNIVERSITY HOSPITALSHEALTH SYSTEM GROUP BENEFIT PLAN

2. Plan Number

LTD - 560

3. Employer/Plan Sponsor

UNIVERSITY HOSPITALSHEALTH SYSTEM
3605 Warrensville Center Road
Shaker Heights, OH 44122-5203

4. Employer Identification Number

34-0714775

5. Typeof Plan

Welfare Benefit Plan providing Group Short Term Disability, Long Term Disability, Life, Supplementa Life
and Accidental Death, Dismemberment and Loss of Sight Benefits.

6. Plan Administrator

UNIVERSITY HOSPITALSHEALTH SYSTEM
3605 Warrensville Center Road
Shaker Heights, OH 44122-5203
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7. Agent for Service of Legal Process
For the Plan
UNIVERSITY HOSPITALS HEALTH SYSTEM

3605 Warrensville Center Road
Shaker Heights, OH 44122-5203

For the Policy:
Hartford Life And Accident Insurance Company
200 Hopmeadow St.
Simsbury, CT 06089

In addition to the above, Service of Lega Process may be made on a plan trustee or the plan administrator.

8. Sourcesof Contributions -- The Employer pays the premium for the insurance, but may allocate part of the cost
to the employee. The Employer determines the portion of the cost to be paid by the employee.

9. Typeof Administration -- The plan is administered by the Plan Administrator with benefits provided in
accordance with the provisions of the applicable group plan.

10. The Plan and its records are kept on a Policy Y ear basis.

11. Labor Organizations

As kept on file by the Employer.

12. Names and Addresses of Trustees

None

13. Plan Amendment Procedure

The Plan Administrator reserves full authority, at its sole discretion, to terminate, suspend, withdraw, reduce,
amend or modify the Plan, in whole or in part, at any time, without prior notice.

The Employer also reserves the right to adjust your share of the cost to continue coverage by the same
procedures.

STATEMENT OF ERISA RIGHTS

Asaparticipant in the Plan you are entitled to certain rights and protections under the Employee Retirement Income
Security Act of 1974 (ERISA), as amended. ERISA providesthat all Plan participants shall be entitled to:
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Receive Information About Your Plan and Benefits

a) 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.

b) Obtain, upon written request to the Plan Administrator, copies of documents governing the
operation of the Plan, including insurance contracts and collective bargaining agreements, and
copies of the latest annual report (Form 5500 Series) and updated summary Plan description. The
administrator may make a reasonable charge for the copies.

c) Receive a summary of the Plan's annual financia report. The Plan Administrator is required by law
to furnish each participant with a copy of this summary annual report.

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 your Flan, 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 your 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 awelfare benefit is denied or ignored, in whole or in part, you have aright to know why this
was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all
within certain time schedules. Under ERISA, there are steps you can take to enforce the above rights. For
instance, if you request a copy of Plan documents or the latest annual report from the Plan and do not receive
them within 30 days, you may file suit in a Federal court. In such a case, the court may require the Plan
Administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless
the materials were not sent because of reasons beyond the control of the administrator. If you have aclaim
for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court. If
the Plan requires you to complete administrative appeals prior to filing in court, your right to file suit in state
or Federal court may be affected if you do not complete the required appeals. 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.
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Assistance with Your Questions

If you have any questions about your Plan, you should contact the Plan Administrator. If you have any
guestions 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 (formerly known as the Pension and Welfare Benefits 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. Y ou 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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CLAIM PROCEDURES

The Plan has designated and named the Insurance Company as the claims fiduciary for benefits provided under the
Policy. The Plan has granted the Insurance Company full discretion and authority to determine eligibility for benefits
and to construe and interpret all terms and provisions of the Policy.

Claim Proceduresfor Claims Requiring a Deter mination of Disability

Claimsfor Benefits

If you or your authorized representative would like to file a claim for benefits for yourself or your insured dependents,
you or your authorized representative should obtain a claim form(s) from your Employer or Plan Administrator. The
applicable section of such form(s) must be completed by (1) you, (2) the Employer or Plan Administrator and (3) the
attending physician or hospital. Following completion, the claim form(s) must be forwarded to the Insurance
Company’s claim representative. The Insurance Company will evaluate your claim and determine if benefits are

payable.

The Insurance Company will make a decision no more than 45 days after receipt of your properly filed claim. The
time for decision may be extended for two additional 30 day periods provided that, prior to any extension period, the
Insurance Company notifies you in writing that an extension is necessary due to matters beyond the control of the
Plan, identifies those matters and gives the date by which it expects to render its decision. If your claim is extended
due to your failure to submit information necessary to decide your claim, the time for decision may be tolled from the
date on which the notification of the extension is sent to you until the date we receive your response to our request. If
the Insurance Company approves your claim, the decision will contain information sufficient to reasonably inform
you of that decision.

Any adverse benefit determination will be in writing and include: 1) specific reasons for the decision, 2) specific
references to the Policy provisions on which the decision is based, 3) a description of any additional material or
information necessary for you to perfect the claim and an explanation of why such material or information is
necessary, 4) a description of the review procedures and time limits applicable to such procedures, 5) a statement that
you have theright to bring a civil action under section 502(a) of ERISA after you appeal our decision and after you
receive awritten denial on appeal, and 6) (A) if aninternal rule, guideline, protocol, or other similar criterion was
relied upon in making the denial, either (i) the specific rule, guideline, protocol or other similar criterion, or (ii) a
statement that such arule, guideline, protocol or other similar criterion was relied upon in making the denial and that a
copy will be provided free of charge to you upon request, or (B) if denial is based on medical judgment, either (i) an
explanation of the scientific or clinical judgment for the determination, applying the terms of the Policy to your
medical circumstances, or (ii) a statement that such explanation will be provided to you free of charge upon request.

Appealing Denials of Claims for Benefits

On any wholly or partially denied claim, you or your representative must appeal once to the Insurance Company for a
full and fair review. You must complete this claim appeal process before you file an action in court. Y our appeal
request must be in writing and be received by the Insurance Company no later than the expiration of 180 days from
the date you received your claim denial. As part of your appeal:

1 you may request, free of charge, copies of all documents, records, and other information relevant to your
claim; and
2. you may submit written comments, documents, records and other information relating to your claim.

The Insurance Company’s review on appeal shall take into account all comments, documents, records and other
information submitted by you relating to the claim, without regard to whether such information was submitted or
considered in the initial benefit determination.
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The Insurance Company will make afina decision no more than 45 days after it receives your timely appeal. The
time for final decision may be extended for one additional 45 day period provided that, prior to the extension, the
Insurance Company notifies you in writing that an extension is necessary due to special circumstances, identifies those
circumstances and gives the date by which it expects to render its decision. If your claim is extended due to your
failure to submit information necessary to decide your claim on apped, the time for decision shall be tolled from the
date on which the notification of the extension is sent to you until the date we receive your response to the request.

Theindividual reviewing your appeal shall give no deference to the initial benefit decision and shall be an individual
who is neither the individual who made the initial benefit decision, nor the subordinate of such individual. The review
process provides for the identification of the medical or vocational experts whose advice was obtained in connection
with an initial adverse decision, without regard to whether that advice was relied upon in making that decision. When
deciding an appeal that is based in whole or part on medical judgment, we will consult with amedical professional
having the appropriate training and experience in the field of medicine involved in the medical judgment and who is
neither an individual consulted in connection with the initial benefit decision, nor a subordinate of such individual. If
the Insurance Company grants your claim appeal, the decision will contain information sufficient to reasonably inform
you of that decision.

However, any final adverse benefit determination on review will be in writing and include: 1) specific reasons for the
decision, 2) specific references to the Policy provisions on which the decision is based, 3) a statement that you have
theright to bring a civil action under section 502(a) of ERISA, 4) a statement that you may request, free of charge,
copies of all documents, records, and other information relevant to your claim; 5) (A) if an internal rule, guideline,
protocol, or other similar criterion was relied upon in making the decision on appeal, either (i) the specific rule,
guideline, protocol or other similar criterion, or (ii) a statement that such arule, guideline, protocol or other similar
criterion was relied upon in making the decision on appeal and that a copy will be provided free of charge to you upon
request, or (B) if the decision on appeal is based on medical judgment, either (i) an explanation of the scientific or
clinical judgment for the decision on appeal, applying the terms of the Policy to your medical circumstances, or (ii) a
statement that such explanation will be provided to you free of charge upon request, and 6) any other notice(s),
statement(s) or information required by applicable law.

Claim Proceduresfor Claims Not Requiring a Deter mination of Disability
Claims for Benefits

If you or your authorized representative would like to file a claim for benefits for yourself or your insured dependents,
you or your authorized representative should obtain a claim form(s) from your Employer or Plan Administrator. The
applicable section of such form(s) must be completed by (1) you, (2) the Employer or Plan Administrator and (3) the
attending physician or hospital. Following completion, the claim form(s) must be forwarded to the Insurance
Company’s claim representative. The Insurance Company will evaluate your claim and determine if benefits are

payable.

The Insurance Company will make a decision no more than 90 days after receipt of your properly filed claim.
However, if the Insurance Company determines that special circumstances require an extension, the time for its
decision will be extended for an additional 90 days, provided that, prior to the beginning of the extension period, the
Insurance Company notifies you in writing of the special circumstances and gives the date by which it expects to
render its decision. If extended, a decision shall be made no more than 180 days after your claim was received. If the
Insurance Company approves your claim, the decision will contain information sufficient to reasonably inform you of
that decision.

However, any adverse benefit determination will be in writing and include: 1) specific reasons for the decision; 2)
specific references to Policy provisions on which the decision is based; 3) a description of any additional material or
information necessary for you to perfect the claim and an explanation of why such material or informationis
necessary; 4) adescription of the review procedures and time limits applicable to such, and 5) a statement that you
have the right to bring a civil action under section 502(a) of ERISA after you appeal our decision and after you receive
awritten denial on appeal.
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Appealing Denials of Claims for Benefits

On any wholly or partially denied claim, you or your representative must appeal once to the Insurance Company for a
full and fair review. You must complete this claim appeal process before you file an action in court. Y our appeal
request must be in writing and be received by the Insurance Company no later than the expiration of 60 days from the
date you received your claim denial. As part of your appeal:

1 you may request, free of charge, copies of all documents, records, and other information relevant to your
claim; and
2. you may submit written comments, documents, records and other information relating to your claim.

The Insurance Company’ s review on appeal shall take into account all comments, documents, records and other
information submitted by you relating to the claim, without regard to whether such information was submitted or
considered in the initial benefit determination.

The Insurance Company will make a fina decision no more than 60 days after it receives your timely appeal .
However, if the Insurance Company determines that special circumstances require an extension, the time for its
decision will be extended for an additional 60 days, provided that, prior to the beginning of the extension period, the
Insurance Company notifies you in writing of the special circumstances and gives the date by which it expects to
render its decision. If extended, a decision shall be made no more than 120 days after your appeal was received. If the
Insurance Company grants your claim appeal, the decision will contain information sufficient to reasonably inform
you of that decision.

However, any final adverse benefit determination on review will be in writing and include: 1) specific reasons for the
decision and specific references to the Policy provisions on which the decision is based, 2) a statement that you are
entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records and
other information relevant to the claim, 3) a statement of your right to bring a civil action under section 502(a) of
ERISA, and 4) any other notice(s), statement(s) or information required by applicable law.
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The Plan Described in this Booklet
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Hartford Life and Accident I nsurance Company
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Member of The Hartford Insurance Group
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