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Fort Dearborn Life Insurance Company

Group Certificate

Fort Dearborn Life Insurance Company
(A stock life insurance company)
Administrative Office: 1020 31% Street, Downers Grove, IL. 60515-5591

This Certificate replaces any Long Term Disability Certificate previously issued to you by Fort Dearborn Life
Insurance Company (referred to herein as"we," "our" and "us").

Fort Dearborn Life Insurance Company Certifies that the Holder of this Certificate, while entitled to the benefits
described in this Certificate if eligible for insurance under the provisions of the Policy and according to the records
of the policyholder, isinsured subject to all the terms and conditions contained in the Policy.

THIS CERTIFICATE OF INSURANCE ISNOT AN INSURANCE POLICY. It does not form a part of the Policy,
nor does it amend, extend or alter the coverage provided by the Policy. Y our coverage may be terminated or

modified in whole or in part under the terms and provisions of the Policy. In case of dispute, you should refer to the
language contained in the Policy.

President Secretary

Group Long Term Disability
Income I nsurance Certificate

2-LTD-86-1.0
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SECTION I: SCHEDULE OF BENEFITS

POLICYHOLDER: ROOSEVELT UNIVERSITY

POLICY NUMBER: F007370-0001

EFFECTIVE DATE: Asdefined inthe Application

CLASSOF

INSUREDS DEFINITION

1-01 All active full time Administrative Staff or Faculty working a minimum of 35
regularly scheduled hours per week and has at least one year of service as of
October 1% of any year.

1-02 All active full time Clerical Union Employees working a minimum of 35 hours

per week and has at least two years of service.
Amount of Insurance: 60% of Basic Monthly Earnings, not to exceed the Maximum Monthly Benefit, less Other
Income Benefits.
The Maximum Monthly Benefit is $ 6,000.
The Minimum Monthly Benefit is$ 100 or 10% of gross Monthly Benefit, whichever is greater.

Elimination Period: 180 Days.

MAXIMUM BENEFIT PERIOD FOR DISABILITY

AGE AT DISABILITY BENEFIT DURATION
Less than age 60 ToAge 65
60 —64 5Years
65—69 To Age 70 but Not Less Than 1 Y ear
70 and Over 1VYear
2-LTD-89-3.1 Schedule of Benefits



SECTION 11
TERMSYOU SHOULD KNOW

Many terms used in your certificate of coverage have special meanings. A list of these terms and meanings follows:

ACTIVE EMPLOYMENT means you must be working:

1 for your employer on a permanent full-time basis and paid regular earnings;
2. at least the minimum number of hours shown in the Application and either:
a at your employer’s usual place of business; or
b. at alocation to which your employer’ s business requires you to travel.

ANNUAL SALARY means your gross annual income in effect from the employer just prior to the date of loss.
Annual Salary includes total income before taxes prior to any deductions made for pre-tax contributionsto a
qualified deferred compensation plan, Section 125 plan, or flexible spending account. It does not include income
received from commissions, bonuses, overtime pay, any other extra compensation or income received from sources
other than the employer.

BASIC MONTHLY EARNINGS or PREDISABILITY INCOME means your monthly rate of earnings from your
employer just prior to the date of loss. Monthly Earnings includes the total monthly income earnings before taxes
prior to any deductions made for pre-tax contributions to a qualified deferred compensation plan, Section 125 plan,
or flexible spending account. It does not include income received from commissions, bonuses, overtime pay, any
other extra compensation or income received from sources other than your employer.

COMPANY means Fort Dearborn Life Insurance Company.

DISABILITY BENEFIT - when used with the term retirement plan means money which:

1 is payable under aretirement plan due to disability as defined in the plan; and

2. does not reduce the amount of money which would have been paid as retirement benefits at the
normal retirement age under the plan if the disability had not occurred. (If the payment does cause
such areduction, it will be deemed a retirement benefit as explained in this certificate of
coverage.)

ELIGIBILITY DATE means the date you become eligible for insurance after completing the waiting period shown
in the Application.

ELIMINATION PERIOD means a period of consecutive days of disability for which no benefit is payable. The
elimination period is shown in the Schedule of Benefits and begins on the first day of disability.

Exception: If you return to work for any 14 or less days during the elimination period and cannot continue, we
will count only those days you are disabled to satisfy the elimination period.

EMPLOY ER means the policyholder and includes any division, any subsidiary or any affiliated company named in
the palicy.

EVIDENCE OF INSURABILITY means a statement or proof of your medical history upon which we will
determine your acceptance for insurance.

HOME OFFICE means Fort Dearborn Life Insurance Company, 300 E. Randolph Street, Chicago, I1linois 60601-
5099.

2-LTD-89-4.0 Definitions



SICKNESS meansillness or disease. It includes pregnancy unless excluded in the General Exclusion section of this
certificate of coverage. Disability must begin while you are insured under this policy.

GROSS MONTHLY BENEFIT means your monthly benefit before any reduction for other income benefits and
earnings.

INJURY means bodily injury resulting directly from an accident and independently of all other causes. Theinjury
must occur and disability must begin while you are insured under the policy.

(Exception: Any disability which begins more than 60 days after an injury will be considered a
sickness for the purpose of determining benefits under the policy.)

MONTHLY BENEFIT means the amount we will pay you when you are disabled.

PHY SICIAN means a person who:

1 islicensed to practice medicine and prescribe and administer drugs or to perform surgery; or
2. islegally qualified as amedical practitioner operating within the scope of hislicense; and
3. is not an employee or his spouse, daughter, son, father, mother, sister, or brother.

PRE-DISABILITY EARNINGS - See definition of Basic Monthly Earnings.

RETIREMENT BENEFIT, when used with the term retirement plan, means money which:

1 is payable under aretirement plan either in alump sum or in the form of periodic payments;

2. does not represent contributions made by you (payments which represent your contributions are
deemed to be received over your expected remaining life regardless of when such payments are
actually received); and

3. is payable upon:
a early or normal retirement; or
b. disability if the payment does reduce the amount of money which would have been paid

at the normal retirement age under the plan if the disability had not occurred.

RETIREMENT PLAN means a plan which provides your retirement benefits and which is not funded wholly by
your contributions. Theterm shall not include: a401(K), profit-sharing plan, thrift plan, informal salary
continuation plan, individual retirement account (IRA), tax sheltered annuity (TSA), stock ownership plan, or anon-
qualified plan of deferred compensation.

2-LTD-89-5.0 Definitions
(Continued)

WAITING PERIOD as shown in the Application, means the continuous length of time you must servein an eligible
classto reach your digibility date. Credit will be given for any portion of your Waiting Period satisfied prior to an
approved family or medical |eave of absence.

2-LTD-90-5.0a FAM. LEAVE Definitions
(Continued



SECTION I1
DEFINITIONS
If you are a full-time active employee, you are eligible for the 24 month own occupation benefit.

TOTAL DISABILITY or TOTALLY DISABLED meansthat during the elimination period and the next 24 months
of disability you are:

1 unable to perform all of the material and substantial duties of your occupation on a full-time basis because
of adisability:
a caused by injury or sickness,
b. that started while you are insured under this coverage; and

2. after 24 months of benefits have been paid, you are unable to perform with reasonable continuity all of the

material and substantial duties of your own or any other occupation for which you are or become
reasonably fitted by training, education, experience, age and physical and mental capacity.

2-LTD-89-6.1a Total Disability 24 Month Own Occupation
With respect to insureds employed as pilots, co-pilots and crew of aircraft:
"Total disability" or "totally disabled" means because of injury or sickness you cannot perform the material
duties of any gainful occupation for which you are or become reasonably fitted by training, education or

experience. Theloss of apilot’s license for any reason does not, in itself, congtitute total disability.

2-LTD-86-6.2a Tota Disability For Pilots



SECTION I11

ENROLLMENT AND DATE INSURANCE STARTS

WHEN CAN YOU ENROLL?

You can enroll if you are:
1 in active employment with your employer; and
2. inaclass eligible for insurance.

WHEN DOES INSURANCE START?

Insurance will start at 12:01 a.m. on the day determined as follows, but only if you enroll for insurance with
us through your employer on aform satisfactory to us.

If you do not contribute toward the plan’s cost, your insurance will start on your eligibility date.
But, noinitial, increased or additional insurance will apply to you if you are not in active employment because of a
disability on the date such insurance otherwise would become effective. Such insurance will start for you on the day

you return to active full-time employment.

If you enter another eligible class, you will not be eligible for any additional benefits until you have completed a 30-
day waiting period, and have been actively at work one full day in the new class.

2-LTD-86-7.1 Combination Contributory and Non-Contributory



SECTION IV - BENEFITS

PROOF OF DISABILITY

WHEN DO DISABILITY BENEFITSBECOME PAYABLE?

We will pay your benefit a month after the end of the elimination period when we have proof that you:

1 are disabled due to sickness or injury; and
2. reguire the regular attendance of a physician.

WHAT CONDITIONS MUST BE MET FOR BENEFIT PAYMENTS TO CONTINUE?

We will pay you as long as you remain disabled and require the regular attendance of a physician. But we will not
pay a benefit any greater than your amount of insurance or any longer than the maximum benefit period shownin
the Schedule of Benefits.

Also, you must give us proof of these facts at your own expense, when we ask for it.

HOW ISTHE BENEFIT FIGURED?

To figure the amount of your monthly benefit:

1 Take the amount of monthly benefit elected.
2. Take the lesser of:

a the amount figured in step (1) above; or

b. the maximum monthly benefit shown in the Schedule of Benefits; and then
3. Deduct other income benefits, shown on the next page from this amount.

Thisisthe total disability benefit which you may receive.
Y our monthly benefit will never be less than the minimum benefit shown in your Schedule of Benefits.

2-LTD-89-8.3 Standard Integration



WHAT ARE "OTHER INCOME BENEFITS'?

Other income benefits means those benefits shown below:

1.

The amount for which you are eligible under:

a Workers or Workmen's Compensation Law;
b. occupational disease law; or
C. any other act or law of like intent.

The amount of any disability income benefits for which you are eligible under any
compulsory benefit act or law.

The amount of any disability income benefits for which you are eligible under:

a any other group insurance plan of your employer;
b. any governmental retirement system as a result of your job with your employer.

The amount of benefits you receive under your employer’s retirement plan as follows:

a any disability benefits;
b. any retirement benefits.

The amount of disability or retirement benefits under the United States Social Security
Act, the Canada Pension Plan, or the Quebec Pension Plan, or any similar plan or act, as
follows:

a disability or unreduced retirement benefit for which:

i. you are eligible; and

ii. your spouse, child or children are eligible because of your disability for
unreduced retirement benefits; or

iii. your spouse, child, or children are eligible because of your €eligibility
for unreduced retirement benefits; or

b. reduced retirement benefits received by:

i. you; and
ii. your spouse, child and children because of your receipt of the reduced
retirement benefits.
The amount of earnings you earn or receive from any form of employment.

The amount of earnings you receive from any sick leave or formal salary continuation
plan paid by your employer.

These other income benefits, except retirement benefits, must be payable as a result of the same disability for which

we pay a benefit.

2-LTD-89-9.1a

Primary and Family Social Security Integration



WHAT HAPPENS IF YOU RECEIVE INCREASES IN THESE OTHER INCOME BENEFITS?

After the first deduction for each of the other income benefits, we will not further reduce your monthly
benefit due to any cost of living increases payable under these other income benefits. This provision does
not apply to increases received from any form of Employment.

WHAT IF YOU RECEIVE LUMP SUM PAYMENTS?

We will prorate other income benefits which are paid in alump sum on a monthly basis over the time
period for which the sumisgiven. If notime period is stated, the sum will be prorated on amonthly basis
over your expected lifetime. In each case, the amount to be prorated will be calculated by an actuary based
on amorbidity table, with interest, or a mortality table, with interest, depending on the source of the lump
sum.

WHEN DOES THE TOTAL DISABILITY MONTHLY BENEFIT CEASE?

The monthly benefit will cease on the earliest of:

1 the date your disability ends; or
2. the date you dieg; or
3. the end of the maximum benefit period.
4, the date your current earnings exceed 85% of your pre-disability earnings.
NOTE: Because your current earnings may fluctuate, your insurance company may average your

earnings over three (3) consecutive months rather than immediately terminating your
benefit once 85% of your pre-disability income has been reached.

BENEFIT PERIOD EXTENSION

The maximum benefit period is shown in the Schedule of Benefits. However, benefits will be extended beyond the
end of the maximum benefit period if you are totally disabled and have attained the age specified in the benefit
duration and have not received twelve monthly benefit payments. In this event, the benefit period will be extended
during the continuance of disability until twelve monthly payments have been paid.

2-LTD-89-10.0 Termination Provisions



RECURRENT DISABILITY

WHAT HAPPENS IF YOU TRY TO RETURN TO WORK AND BECOME DISABLED AGAIN?

"Recurrent Disability" isadisability which isrelated to a prior disability for which you received a monthly
benefit.

We will treat arecurrent disability as a continuation of the original disability if, after receiving disability
benefits, you:

1 return to your regular occupation on afull-time basis for less than six months; and
2. perform al the material duties of your occupation.

To qualify for arecurrent disability benefit, you must experience more than a 20% loss of predisability
earnings.

Benefit payments will be subject to the terms of this plan for the original disability.

If you return to your regular occupation on afull-time basis for six months or more, arecurrent disability
will be treated as a new period of disability and you must complete another elimination period.

If you become €ligible for coverage under any other group long term disability policy, this recurrent
disability section will cease to apply to you.

WAIVER OF PREMIUM

DO PREMIUMS HAVE TO BE PAID WHILE YOU ARE RECEIVING BENEFITS?

No, while you are receiving benefits, premiums do not have to be paid. However, if coverageisto be
continued, premium payments may be resumed following a period during which they were waived.

2-LTD-89-11.0 Recurrent Disability



THREE MONTH SURVIVOR BENEFIT

WHAT HAPPENS TO YOUR BENEFIT IF YOU DIE?

We will pay alump sum benefit to your eligible survivor when we receive proof that you died:
1 after disability had continued for 180 or more consecutive days; and
2. while receiving a monthly benefit.
The lump sum benefit will be an amount equal to three times your last monthly benefit.
"Eligible survivor" means your spousg, if living, otherwise your children under age 23.

If the payment becomes due to your children, payment will be made to:

1. the children; or

2. a person named by usto receive payments on the children’s behalf. This payment will be
valid and effective against all claims by others representing or claiming to represent the
children.

"Last monthly benefit" means the monthly benefit we paid to you immediately prior to your death but not including
any reduction for earnings.

2-LTD-86-12.1 Three Month Survivor Benefit

10



MENTAL ILLNESS AND/OR SUBSTANCE ABUSE LIMITATION

Benefits for disability due to mental illness and substance abuse will not exceed 24 months of monthly benefit
payments unless you meet one of these situations.

1.

You are in ahospital or institution at the end of the 24 month period. We will pay the monthly benefit
during the confinement.

If you are till disabled when discharged, we will pay the monthly benefit for arecovery period up to 90
days.

If you become reconfined during the recovery period for at least 14 daysin arow, we will pay benefits for
the confinement and another recovery period up to 90 more days.

Y ou continue to be disabled and become confined:

a after the 24 month period; and

b. for at least 14 daysin arow.

We will pay the monthly benefit during the confinement.

We will not pay the monthly benefit beyond the maximum benefit period.

HOSPITAL or INSTITUTION means afacility licensed to provide care and treatment for the condition causing the

insured’ s disability.

MENTAL ILLNESS means psychiatric, nervous or emotional diseases or disorders of any type.

SUBSTANCE ABUSE means a pattern of pathological use of alcohol or other psychoactive drugs resulting in:

impairment of social and/or occupational functioning; debilitating physical condition; inability to abstain from or
reduce consumption of the substance; or the need for daily substance use for adequate functioning.

2-LTD-94-12.4 Mental 1lIness and/or Substance Abuse Limitation

11



PROGRESSIVE PARTIAL DISABILITY BENEFIT

The Company will pay a Progressive Partial Disability Benefit for adisability which is caused by aninjury or
sickness once you have met your Elimination Period. The Elimination Period can be a combination of total and
partial disability, or al total, or all partial disability. You do not have to be totally disabled prior to receiving a
Progressive Partial Disability Benefit.

PARTIAL DISABILITY or PARTIALLY DISABLED means as aresult of the sickness or injury which caused total
disability, you are:

1. ableto perform one or more, but not all of the material and substantial duties of your own or any other
occupation on afull-time or part-time basis; or

2. ableto perform all of the material and substantial duties of your own or any other occupation on a part-time
basis.

To qualify for a Progressive Partial Disability benefit you must be earning less than 80% of your pre-disability
earnings at the time partial disability employment begins.

PROGRESSIVE PARTIAL DISABILITY MONTHLY BENEFIT

During the first 12 months , the monthly benefit will be figured as shown:
1. Multiply your pre-disability earnings by the benefit percentage shown in the schedule of benefits.
2. Takethelesser of:

a. theamount determined in step (1) above; or

b. 100% of your pre-disability earnings less other income benefits; or

¢. the maximum monthly benefit shown in schedule of benefits.

The Progressive Partial Disability Benefit will never be less than the minimum monthly benefit shown in the
schedule of benefits.

After 12 months, the following formulawill apply:
1. Multiply your pre-disability earnings by the benefit percentage shown in the schedule of benefits.
2. Takethelesser of:
a. theamount determined in step (1) above; or
b. the maximum monthly benefit shown in the schedule of benefits.
Thisisthe gross monthly payment.
3. Subtract from the gross monthly payment:
a.  100% of any other income amounts except any income you earn or receive from any form of employment;
and
b. 50% of any income you earn or receive from any form of employment.
Loss of earnings must be as result of or due to the same sickness or injury for which you are disabled.

2-LTD-89-12.7a 12 Month Progressive Partial Disability Benefit

12



COST OF LIVING ADJUSTMENT BENEFIT

The Company will pay you a Cost of Living Adjustment Benefit if you have met your elimination period and
continue to be totally disabled from an injury or sickness for 12 or more months.

ELIGIBILITY
You will be eligible for a Cost of Living Adjustment Benefit if you:
1 have been totally disabled for twelve consecutive months following your elimination period; and
2. arereceiving total disability benefits on July 1st.
Y ou will continue to be eligible for additional Cost of Living Adjustment Benefits on each subsequent July 1st if
you are continuously receiving total disability benefits under this policy. But no more than ten adjustments may be

made during your benefit period.

MONTHLY BENEFIT

To figure the amount of the Cost of Living Adjustment Benefit:

1 multiply your net monthly total disability benefit by 3 %; and

2. add the amount determined above to your net monthly total disability benefit.
Cost of Living Adjustment Benefits are not subject to the Maximum Monthly Benefit.

The Cost of Living Adjustment Benefits will cease to be payable on the earliest of:

1 the date you cease to be totally disabled; or

2. the date you dieg; or

3. the end of the maximum benefit period; or

4, the date you have received ten Cost of Living Benefit Adjustments.

NET MONTHLY BENEFIT

The net monthly benefit means the amount determined by reducing your monthly benefit by other income benefits.
For the purpose of calculating adjustments, the net monthly benefit will include any prior years' Cost of Living
Adjustments.

2-LTD-86-12.8 COLA (10 adjustments) Option |

13



SECTION V
TERMINATION PROVISIONS

WHEN DOES YOUR INSURANCE TERMINATE?

Y ou will cease to be insured at 12:00 midnight on the earliest of the following dates:

1 the date the policy terminates;

2. the date you are no longer in an €ligible class;

3. the date your classis no longer included for insurance;

4, the last day for which you made any required employee contribution;

5. the date employment terminates. Cessation of active employment will be deemed

termination of employment, except:
a your insurance will be continued if you are absent due to total disability during:

i. the elimination period; and

ii. the period during which premium is being waived.

b. your employer may choose to continue your insurance by paying the required
premiums, subject to the following:

i. insurance may be continued during a family or medical leave of
absence, but not beyond the end of the approved leave of absence
period;

ii. insurance may continue if you are temporarily laid off or given any
other leave of absence, but not beyond the end of the month following
the month the lay-off or leave of absence begins;

iii. the employer must act so as not to discriminate unfairly among
employees in similar situations.

6. the date you cease active work due to labor dispute, including any strike, work slowdown
or lockout.

Theinsurer reserves the right to review and terminate all classesinsured under this policy if any class(es) ceasesto
be covered.

2-LTD-89-13.0 Termination Provisions

14



SECTION VI - GENERAL INFORMATION

NOTICE AND PROOF OF CLAIM

WHEN MUST WE BE NOTIFIED OF A CLAIM?

Y ou must give us written notice of claim within 30 days of the date disability starts. If that is not possible,
you must notify us as soon as you can.

When we receive your written notice of claim, we will send you our claim forms. If you do not receive the
forms within 15 days after you sent the notice, you can send written proof of claim without waiting for the
form.

WHEN DOES PROOF OF CLAIM HAVE TO BE GIVEN?

Y ou must give us proof of claim no later than 90 days after the end of the Elimination Period.

If it is not possible to give proof within these time limits, it must be given as soon as reasonably possible.
Except in the absence of legal capacity, proof of claim may not be given later than one year after the time
proof is otherwise required.

Y ou must give us proof of continued disability and regular attendance of a physician within 30 days of the
date we request the proof.

The proof must cover:

1 the date disability started;
2. the cause of disability; and
3. the degree of disability.

WHAT ARE OUR EXAMINATION RIGHTS?

We, at our expense, have the right and opportunity to have you examined by a physician or vocational
expert of our choice to determine the extent of any sickness or injury for which you have made aclaim.
This right may be used as often as reasonably required.

2-LTD-89-14.0 (IL) General Information

15



WHEN ARE CLAIMS PAID?
When we receive satisfactory proof of claim, benefits payable under the policy will be paid monthly during any
period for which we are liable.

WHO ARE CLAIMS PAID TO?

All benefits are payable to you. But if abenefit is payable to your estate, or if you are a minor, or you are not
competent, we have the right to pay up to $1,000 to any of your relatives whom we consider entitled to the benefit.
If we pay benefitsin good faith to arelative, we will not have to pay such claims again.

RIGHT OF RECOVERY

If LTD benefits have been overpaid on any claim, you will be required to reimburse Fort Dearborn Life Insurance
Company within 60 days, or Fort Dearborn Life Insurance Company has the right to reduce future benefits until
reimbursement is made. Fort Dearborn Life Insurance Company aso has the right to recover such overpayment
from your estate.

DOES THIS COVERAGE AFFECT WORKERS or WORKMEN'’S COMPENSATION?
This policy isnot in lieu of, and does not affect, any requirement for coverage by Workers' or Workmen's
Compensation insurance.

HOW CAN STATEMENTS MADE IN ANY APPLICATION FOR THIS INSURANCE BE USED?

In absence of fraud, al statements you made when applying for thisinsurance and providing evidence of insurability
are considered representations and not warranties (absolute guarantees). No statements made by you will be used to
reduce or deny a claim unless a copy of your statements has been given to you.

WHAT HAPPENS IF FACTS ARE MISSTATED?
If relevant facts about you were not accurate:

1. afair adjustment of premium will be made; and
2. the true facts will decide if and in what amount insurance is valid.

NOTE: A refund of premium will not be made for a period more than twelve months before the date the
Company is advised of the error.

WHAT AUTHORITY DOES THE COMPANY HAVE IN MAKING A BENEFITS DETERMINATION?
In making any determination regarding the benefits under the policy, the Company shall have the discretionary
authority to determine your eligibility for benefits and to interpret the terms of the policy.

2-LTD-89-15.0 REV. 12/93 General Information
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GENERAL EXCLUSIONS

WHAT DISABILITIES ARENT COVERED?

We will not cover any disability due to:

1 war, declared or undeclared or any act of war;

2. intentionally self-inflicted injuries;

3. active participationin ariot;

4, your committing of or attempting to commit afelony or any type of assault or battery.
2-LTD-89-16.0 Pregnancy Covered

PRE-EXISTING CONDITION EXCLUSION

ARE THERE ANY OTHER DISABILITIES NOT COVERED?

Yes, we will not cover any disability:
1 which is caused by, or results from a pre-existing condition; and

2. which beginsin the first 12 months after your effective date, unless you have had no
treatment of the condition for 6 consecutive months after your effective date.

"Treatment" means consultation, care or services provided by a physician including diagnostic measures and taking
prescribed drugs and medicines.

"Pre-existing Condition" means a sickness or injury for which you received trestment within 3 months prior to your
effective date.

2-LTD-89-17.2 (IL) 3/6/12 Pre-Existing Exclusion

17



CONTINUITY OF COVERAGE UPON TRANSFER OF INSURANCE CARRIERS

ARE YOU COVERED IF YOU ARE NOT IN ACTIVE EMPLOYMENT DUE TO INJURY OR SICKNESS?

We will cover you, subject to premium payments, if you:
1 were insured with the prior carrier at the time of transfer; and
2. are not in active employment due to injury or sickness.

The benefit payable will be that which would have been paid by the prior carrier had coverage
remained in force, less any benefit for which the prior carrier isliable.

WILL A DISABILITY DUE TO A PRE-EXISTING CONDITION BE COVERED?

Benefits may be payable for a disability due to a pre-existing condition if you:

1 were insured by the prior carrier at the time of transfer; and

2. were in active employment and insured under this plan on its effective date.
Such benefits will be determined as follows:

1 We will apply this plan’s pre-existing condition exclusion. If you qualify for benefits,
you will be paid according to this plan’s benefit schedule.

2. If you cannot satisfy this plan’s pre-existing condition exclusion, we will then apply the
prior carrier's pre-existing condition exclusion.

a If you satisfy the prior carrier’s pre-existing condition exclusion, giving
consideration towards continuous time insured under both policies, you will be
paid according to the prior carrier’s benefit schedule.

b. If you cannot satisfy the pre-existing condition exclusion of this plan or that of
the prior carrier, no benefit will be paid.

2-LTD-86-18.0 Prior Insurance Credit
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CERTIFICATE AMENDMENT

Effective Date of this Amendment: The Effective Date of your Certificate

Policy No.: F007370-0001

This certificate is hereby amended to read asfollows:

If you are on afamily or medical leave of absence, We will continue coverage, in accordance with your Employer’s
Human Resource policy on family and medical leaves of absence, asif you were in active employment, if the

following conditions are met:

1. premiums are paid; and
2. you have written, approved leave from the Employer.

Coverage will be continued for up to the greater of:

1 the leave period required by the Federal Family and Medical Leave Act of 1993, and any amendments; or
2. the leave period required by applicable state law.

For the purpose of claims determination should you become disabled while on an approved Family and Medical
Leave of Absence, Basic Monthly Earnings will be based on your earnings just prior to the date the leave of absence
began.

If coverage is not continued during afamily or medical leave of absence, upon your return to active employment:

1. no new waiting period will apply, including new waiting periods for coverage of pre-existing conditions;
and
2. no evidence of insurability will be required to reinstate the coverage in effect before the leave began.

In all other respects your certificate remains unchanged.

Please attach this to your certificate.

FORT DEARBORN LIFE INSURANCE COMPANY

President

1-23-375(F&M)



FORT DEARBORN LIFE INSURANCE COMPANY
(herein called We, Us, Our)

Chicago IL 60601
AMENDATORY RIDER
ACTIVITIESOF DAILY LIVING (ADL) BENEFIT

ATTACHED TO AND MADE A PART OF POLICY NUMBER:
Policyholder: Roosevelt University
Effective Date: May 1, 2005

This Rider is made part of the Policy or Certificate to which it is attached. This Rider adds the following Activities
of Daily Living benefit to the Policy and is subject to al the provisions of the Policy not in conflict with the
provisions of thisRider. The Effective Date of this Rider shall be the Policy Effective Date unless another Effective
Date isindicated above.

ELIGIBILITY

Employeesinsured under the Long Term Disability (LTD) plan may be €eligible for the additional disability
coverage described in this Rider. Eligibility for ADL coverage will occur upon the later of:

1. theeffective date of this Rider; or
2. the employee's effective date under the LTD plan.

The ADL Benefit will continue aslong as this Rider isin effect and the Policy isin force.

DEFINITIONS

DISABLED, for the purposes of this ADL Benefit Rider, means we determine that, due to sickness or injury, the
insured has, for 180 consecutive days:

1 lost the ahbility to safely and completely perform two (2) or more Activities of Daily Living without
another person’s assistance or verbal cueing; or
2. the insured hasincurred a deterioration or lossin intellectual capacity and requires another person’s

assistance or verbal cueing for the insured’ s protection or for the protection of others.

ACTIVITIES OF DAILY LIVING are defined as:

1. Bathing —the ability to wash oneself either in the tub or shower or by sponge bath with or without
equipment or adaptive devices.

2. Dressing —the ability to put on and take off all garments and medically necessary braces or artificial limbs
usually worn.

3. Toileting — the ability to get to and from and on and off the toilet, to maintain areasonable level of personal
hygiene, and to care for clothing.

4, Transferring —the ability to move in and out of achair or bed with or without equipment such as canes,
quad canes, walkers, crutches or grab bars or other support devices including mechanical or motorized
devices.

5. Continence —the ability to either:

a) Voluntarily control bowel and bladder function; or
b) If incontinent, be able to maintain a reasonable level of personal hygiene.
6. Eating —the ability to get nourishment into the body.
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BENEFITS

We will pay amonthly ADL Benefit when we receive proof that an eligible employee is Disabled, as defined in this
Rider, and that the insured is receiving monthly payments under the LTD plan.

The ADL Benefit is 20% of monthly earnings to a maximum monthly benefit of the lesser of the LTD plan
maximum monthly benefit $5,000.

This benefit is not subject to policy provisions which would otherwise increase or reduce the benefit amount such as
Other Income Benefits.

No Survivor Benefits are available under this ADL coverage.

EXCLUSIONSAND LIMITATIONS

All of the policy provisions that exclude or limit coverage will apply to this ADL Rider.

Theinsured will not receive this benefit for aloss resulting from one of the following conditions, if the loss exists on
the effective date of coverage of this Rider:

1. alossof the ability to safely and completely perform any of the Activities of Daily Living without another
person’s assistance or verbal cueing; and/or
2. adeterioration or lossin intellectual capacity and need for another person’s assistance or verbal cueing for
theinsured’s protection or for the protection of others.
CLAIMS
We may request an interview with the insured or ask the insured to be examined, at our expense, by a physician or

other medical practitioner of our choice.

TERMINATION OF ADL BENEFITS

Benefit payments will cease on the earliest of the following dates:

the date the insured is no longer disabled under the Rider;

the date the insured become ineligible for monthly payments under the LTD plan;
the end of the maximum period of payment shown in the LTD plan; or

the date the insured dies.

AN PE

Nothing contained in this Rider shall be held to alter or affect any provision or condition of the Policy other than as
stated above.

e e

President
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FORT DEARBORN LIFE INSURANCE COMPANY

AMENDMENT

This Amendment is made a part of the Certificate to which it is attached. It is subject to all the provisions of the
Policy which are not in conflict with the provisions of this Amendment.

SECTION Il —=TERMSYOU SHOULD KNOW: The following new or replacement definitions are added to
Section |I:

MATERIAL AND SUBSTANTIAL DUTIES means duties that:

1. arenormally required for the performance of your Own Occupation; and

2. cannot be reasonably omitted or modified, except that if you are required to work on an average in excess of 40
hours per week, the Company will consider you are able to perform that requirement if you are working or have
the capacity to work 40 hours per week.

REGULAR ATTENDANCE OF A PHY SICIAN means you are attended by a Physician who is not you or 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; and
b. according to guidelines established by medical, research and rehabilitative organizations, and
c. administered as often as needed, to achieve the maximum medical improvement.

OWN OCCUPATION means the occupation you are routinely performing when your disability begins. We will
look at your occupation asit is normally performed in the national economy, instead of how the work tasks are
performed for a specific Employer or at a specific location.

The TOTAL DISABILITY definition is amended to include the following statement: To qualify for aTotal
Disahility benefit, you, as aresult of your Total Disability, must be earning less than 20% of your Basic Monthly
Earnings.
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SECTION IV —BENEFITS:

Item 1 of the “What Are Other Income Benefits?’ provision is deleted in its entirety and is replaced with the
following:
1. Theamount for which you are eligible under:
a. temporary disability benefits under a Workers Compensation Law, the Jones Act, occupational disease
law, similar law, or substitutes or exchanges for such benefits;
b. permanent disability or impairment benefits under a Workers' Compensation Law, the Jones Act,
occupational disease law, similar law, or substitutes or exchanges for such benefits;

The following Note is added to Item 5 of the "What Are Other Income Benefits?" provision:

Note. You will be required to apply for Social Security disability benefits when the duration of your Disability
meets the minimum duration required to apply for such benefits. If the Social Security Administration denies
eigibility for benefits, you will be required:

a. tofollow the process established by the Social Security Administration to reconsider the denial; and

b. if denied again, to request a hearing before an Administrative Law Judge of the Office of Hearing and Appeals.

If you do not follow the application for Social Security disability benefits steps outlined above, the Company will
estimate the amount for which you would be eligible when cal culating your monthly benefit.

The following Rehabilitation provision is added to Section IV:

Rehabilitation is a process of the Company's claims examiner and rehabilitation counselor working together with
you to plan, adapt, and put into use, options and services to meet your return to work needs.

A Rehabilitation program, when we consider it to be appropriate, includes but is not limited to any necessary and
feasible:
1. vocational testing;
2. vocationa training;
3. dternative treatment plans such as:
a.  support groups;
b. physical therapy;
c. occupational therapy;
d. speech therapy;
4. work-place modification to the extent not otherwise provided; and/or
5. job placement.

Y ou must participate in a Rehabilitation program if requested and a qualified physician agrees that the rehabilitation
program is appropriate to your medical limitations.

The“Termination of Disability Benefits’ provision is deleted inits entirety and replaced with the following
Termination of Disability Benefits provision.

We will terminate benefit payment on the first to occur of:

1. thedateyou are no longer Disabled;

2. thedate you fail to furnish Proof of Loss, when requested by the Company;

3. thedate you are no longer under the Regular Attendance of a Physician, or refuse our request to submit to an
examination by a Physician;

4. thedateyou die

5. thedate your monthly earnings while disabled exceed 80% of your Pre-disability Earnings;

6. thedate you refuse to receive recommended treatment that is generally acknowledged by physicians to cure,
correct or limit the disabling condition;
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8.
9.

the date you refuse to participate in a Rehabilitation program, or refuse to cooperate with or try:

a

b.

C.

modifications made to the work site or job process to accommodate your identified medical limitations to
enable you to perform the Material and Substantial Duties of your Own Occupation;

adaptive equipment or devices designed to accommodate your identified medical limitations to enable you
to perform the Material and Substantial Duties of your Own Occupation;

modifications made to the work site or job process to accommodate your identified medical limitations to
enable you to perform the Material and Substantial Duties of any other occupation, if you were receiving
benefits for being disabled from any other occupation; or

adaptive equipment or devices designed to accommodate your identified medical limitations to enable you
to perform the Material and Substantial Duties of any other occupation, if you were receiving benefits for
being disabled from any other occupation;

provided, a qualified physician agrees that such modifications, adaptive equipment, or Rehabilitation program,
accommodate your medical limitations.

the date determined by the Maximum Benefit Period shown on the Schedule of Benefits; or

the date no further benefits are payable under any provision in the policy that limits benefit duration.

The following Note concerning earnings received while disabled is added to Section 1V immediately following the
"When Doesthe Total Disability Monthly Benefit Cease?" provision:

Note: Monthly earnings received while disabled means the monthly earnings you received from:

the Employer while Disabled; and

other employment.

However, if the other employment isajob you held in addition to full-time Active Employment with the
Employer, then:

1
2.

a

b.

during the Elimination Period, and while eligible to receive benefits for being Disabled from your Own
Occupation;

any earnings from this other employment will be monthly earnings received while disabled only to the
extent that they exceed the average monthly earnings received from this other job during the 6 month
period immediately prior to becoming Disabled.

Monthly earnings received while disabled will aso 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
offered position must be within your capabilities as described by your Physician, and consistent with your education,
training and experience.
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SECTION VI - GENERAL INFORMATION

The “When Does Proof of Claim Have to be Given?’ paragraph in the Notice and Proof of Claim section is deleted
initsentirety and replaced by the following:

Y ou must give us proof of claim no later than 90 days after the end of the Elimination Period. If it is not possible to
give proof within these time limits, it must be given as soon as reasonably possible. Except in the absence of legal
capacity, proof of claim may not be given later than one year after the time proof is otherwise required.

Y ou must give us proof of continued disability and Regular Attendance of a Physician within 30 days of the date we
reguest the proof. All proof submitted must be satisfactory to us. Proof of Lossincludes but is not limited to the
following:
1. documentation of:
a. thedate your Disability began;
b. the cause of the Disability;
c. the prognosis of the Disability;
d. your Earnings or income, including but not limited to copies of your filed and signed federal and state tax
returns; and
e. evidencethat you are under the Regular Attendance of a Physician;
2. any and al 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. Physicians and practitioners of healing arts that have been seen or consulted; and
b. hospitals or other medical facilities in which seen or treated; and
c. pharmacies which have filled prescriptions within the past three years; and
4. your signed authorization for usto 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;
6. proof that you and your dependents have applied for all Other Income Benefits which are available. Y ou will
not be required to claim any retirement benefits which may only be received on areduced basis.

The following paragraph is added to the “What Are Our Examination Rights?’ provision:

We have the right, at our expense, to have you examined or evaluated by:
1. aphysician or other health care professional of our choice; or
2. avocational expert or rehabilitation specialist of our choice.

Nothing contained in this Amendment shall be held to alter or affect any provision or condition of the Policy other

than as stated above.

President
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A MESSAGE TO OUR VALUED CLIENT

Questions, comments or criticisms that you may have regarding your certificate should be brought to the attention
of:

Fort Dearborn Life Insurance Company
Attn: Complaint Department

1020 31 Street

Downers Grove, |L. 60515-5591

In the event you're not satisfied with our response, you may choose to contact the | nsurance Department at the
following address as an alternative:

Illinois State I nsurance Department
Public Service Division
Springfield, lllinois 62767

9-343-181



*ERISA INFORMATION STATEMENT

The benefits described in your certificate and this ERISA Information Statement (collectively the " Summary Plan
Description” alk/athe SPD) are provided by Roosevelt University and are insured by a Policy issued by Fort
Dearborn Life Insurance Company. This SPD describes the provisions of the Plan in effect as of May 1, 2005. Itis
not the intention of the SPD to cover all situations that may arise, but to provide you with a general understanding of
your benefits. In the case of any item not covered in the SPD, or in the event of any conflict between the SPD and
the Policy, the Plan will always control. Y ou should not rely on any oral explanation, description, or interpretation
of the Plan because the written terms of the plan will govern. Y our right to any benefit depends on all the actual
facts and terms and conditions of the particular Plan; no rights accrue by reason of or arising our of any statement
shown in or omitted from, this SPD.

ERISA INFORMATION
A. GENERAL PLAN INFORMATION
Name of Plan: Roosevelt University
Plan Sponsor: Roosevelt University
430 South Michigan Avenue

Chicago, IL  60605-13%4
1-312-341-4331

Employer

ID Number: 36-2167854

Plan Number: 502

Type of Plan: Long Term Disability

Plan Y ear Begins On: October 1
Plan Y ear Ends On: September 30

Plan Administrator: Roosevelt University
430 South Michigan Avenue
Chicago, IL  60605-13%4
1-312-341-4331

Type of Administration:  Plan Sponsor

Agent for Service of

Lega Process: Roosevelt University
430 South Michigan Avenue
Chicago, IL  60605-1394
1-312-341-4331

Plan Funding
By the Plan Sponsor:; Contributions for the cost of the insurance is paid for
by the Plan Sponsor
Funding Entity: Benefits are fully insured by Fort Dearborn Life Insurance Company.

*This ERISA addendum only appliesif the Policy is part of or isan ERISA Plan.
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B. ADMINISTRATION OF THE PLAN

The Plan Administrator is responsible for the administration of the Plan. The Plan Administrator has full
discretionary authority and control over the Plan. This authority provides the Plan Administrator with the power
necessary to operate, manage and administer the Plan. This authority includes, but is not limited to, the power to
interpret the Plan and determine who is eligible to participate, to determine the amount of benefits that may be paid
to aparticipant or his or her beneficiary, and the status and rights of participants and beneficiaries. The Plan
Administrator also has the authority to prescribe the rules and procedures under which the Plan shall operate, to
reguest information, and to employ or appoint persons to aid the Plan Administrator in the administration of the
Plan.

Failure by the Plan or the Plan Administrator to insist upon compliance with any provisions of the Plans at any time
or under any set of circumstances shall not operate to waive or modify the provision or in any manner render it
unenforceabl e as to any other time or as to any other occurrence, whether the circumstances are or are not the same.
No waiver of any term or condition of the Plan shall be valid unless contained in a written memorandum expressing
the waiver and signed by the person authorized by the Plan Administrator to sign the waiver.

The Plan may be amended, terminated or suspended in whole or in part, at any time without the consent of the
employees or beneficiaries. Any amendment, termination or suspension shall be in writing, and attached to the
Plan. Any amendment, termination or suspension shall be executed according to the Employer’s authorized
procedures. Any such authorization may be specific to the Plan or persons authorized to act on behalf of the
Employer or may be general asto duties of such person. Except for termination or suspensions, any amendments
affecting the Policy must also be approved in writing by an officer of Fort Dearborn Life Insurance Company (the
"Insurer") and shall be effective as of the date agreed to, in writing by the Plan Sponsor and the Insurer.
Notwithstanding anything to the contrary in this document, the Policy shall terminate according to the provisionsin
the Policy.

The Plan has other fiduciaries, advisors and service providers. The Plan Administrator may allocate fiduciary
responsibility among the Plan’s fiduciaries and may delegate responsibilities to others. Any allocation or delegation
must be done in writing and kept with the records of the Plan. The Plan's life benefits are provided pursuant to an
insurance policy issued to the Company. The Insurer’s services shall be limited to, and the Plan Administrator has
the full discretionary and final authority to:

- resolve all matters when areview pursuant to the claims procedures has been requested;

- interpret, establish and enforce rules and procedures for the administration of the Policy and any claim
under it; and

- determine igibility of Employees and Dependents for benefits and their entitlement to and the amount of
benefits.

Each fiduciary is solely responsible for its own improper acts or omissions. Except to the extent required by ERISA,
no fiduciary has the duty to question whether any other fiduciary is fulfilling al of the responsibilitiesimposed upon
the other fiduciary by law. Nor isafiduciary liable for a breach of fiduciary duty committed before it became, or
after it stopped being, afiduciary. However, afiduciary may be liable for a breach of fiduciary responsibility of any
Plan fiduciary, to the extent provided in ERISA Section 405(a).

The Employer makes no promise to continue these benefits in the future and rights to future benefits will never vest.
Retirement does not give any retiree any vested right to continue to participate or receive Plan benefits.
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C. CLAIMSPROCEDURE
*Disability Insurance Plans
*(Appliesto the Waiver of Premium based on disability in Life Certificates).

When you or your Beneficiary are eligible to receive benefits, you or your Beneficiary, or your authorized
representative (collectively, "you") must notify the Plan Administrator by submitting the proper form. Y ou may do
this by sending notice of your claim to the Plan Administrator who has been appointed to assist Fort Dearborn in the
claims processing for this Plan or by contacting Fort Dearborn directly at:

Claims Department
Fort Dearborn Life Insurance Company
1020 31 Street
Downers Grove, IL. 60515-5591
1-800-348-4512

Fort Dearborn will give you awritten response to your claim, usually within 45 days. The time for decision may be
extended for two additional 30 day periods provided that, prior to any extension period, Fort Dearborn 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 shall be tolled from the date on which we send you
notice of the extension until the date we receive your response to our request. This period will be no longer than 45
days after we have requested the information. At that time we will decide your claim based on the information we
have at that time.

If the claim is denied, in whole or in part, you will receive awritten notice giving the following:

- the reason for the denial;

- the Policy provisions on which the denial is based;

- an explanation of what other information, if any, may be needed to process the claim and why it is needed;
- the steps that you have to follow to have the claim reviewed,;

- 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 a written denial on appeal; and

- if an internal 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; and

- if denial is based on medical judgement, either (i) an explanation of the scientific or clinical judgement for

the determination, applying the terms of the Plan to your medical circumstances, or (ii) a statement that
such explanation will be provided to you free of charge upon request.
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If the claim has been denied, in whole or in part, you can appeal the denial to usfor afull and fair review. Y ou have
at least 180 days to appeal from the claim denial.

Y ou may:

a) request areview upon written application within 180 days of the claim denial;

b) request, free of charge, copies of all documents, records and other information relevant to your claim; and
C) submit written comments, documents, records and other information relating to your claim, without regard

to whether such information was submitted or considered in the initial benefit determination.
Fort Dearborn will make a decision no more than 45 days after we receive your appeal. The time for decision may
be extended for one additional 45 day period provided that, prior to the extension, Fort Dearborn notifies you in
writing that an extension is necessary due to special circumstances, identifies those circumstances and gives the date
by which it expectsto render its decision. If your claim is extended due to your failure to submit information
necessary to decide your claim on appeal, the time for your 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. The written
decision will include specific references to the Plan provisions on which the decision is based and any other
notice(s), statement(s) or information required by applicable law.

Life Insurance Plans

A decision will be made by Fort Dearborn no more than 90 days after receipt of due proof of loss, except in special
circumstances (such as the need to obtain further information), but in no case more than 180 days after the due proof
of lossisreceived. The written decision will include specific reasons for the decision and specific references to the
Plan provisions on which the decision is based.
If the claim is denied, in whole or in part, you will receive awritten notice giving the following:
- the reason for the denidl;
- the Policy provisions on which the denial is based;
- an explanation of what other information, if any, may be needed to process the claim and why it is needed;
- the steps that you have to follow to have the claim reviewed;
- a statement of your right to bring acivil action on denial of your appeal.

Any denied claim may be appealed to Fort Dearborn for afull and fair review. Y ou may:

a) request a review upon written application within 60 days of receipt of claim denial;
b) review pertinent documents; and
c) submit issues and comments in writing.

A decision will be made by Fort Dearborn no more than 60 days after receipt of the request for review, except in
special circumstances (such as the need to obtain additional evidence), but in no case more than 120 days after the
request for review isreceived. The written decision will include specific reasons for the decision and specific
references to the Plan provisions on which the decision is based.
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D. ERISA NOTICE OF YOUR RIGHTS

Asaparticipant in the Plan you are entitled to certain rights and protections under the Employee Retirement Income
Security Act of 1974 ("ERISA"). ERISA providesthat all Plan participants shall be entitled to:

Examine, without charge, at the Plan Administrator’s office and at other locations, such aswork sites and union
halls, all Plan documents, including insurance contracts, collective bargaining agreements and copies of all
documents filed with the U.S. Department of Labor, such as detailed annual reports and Plan descriptions.

Obtain copies of all Plan documents and other Plan information upon written request to the Plan Administrator. The
Plan Administrator may make a reasonable charge for the copies. Receive asummary of the Plan’s annual financial
report. The Plan Administrator is required to furnish each participant with a copy of this summary annual report.

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

No one, including your employers, your union, or any other persons, 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. If your
claim for awelfare benefit is denied in whole or in part you must receive a written explanation of the reason for the
denial. You have theright to have the Plan review and reconsider your claim. Under ERISA, there are steps you
can take to enforce your rights. For instance, if you request materials from the plan and do not receive them within
30 days, you may file asuit in federal court. In such a case, the court may require the Plan Administrator to provide
the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent
because of reasons beyond the control of the Plan Administrator.

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or federal
court. 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 federal
court. The court will decide who should pay 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 isfrivolous.

If you have any questions about this statement or about your rights under ERISA, you should contact the nearest
office of the Pension and Welfare Benefits Administration, United States Department of Labor, listed in your
telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefit Security
Administration, United States Department of Labor, 200 Constitution Avenue, NW Washington DC 20210.

E. PARTICIPANT'SRIGHTS

This Plan shall not be deemed to constitute a contract between the Company and any participant or to be
consideration or an inducement for the employment of any participant or employee. Nothing contained in this Plan
shall be deemed to give any participant or employee the right to be retained in the service of the Company or to
interfere with the right of the Company to discharge any participant or employee at any time regardless of the effect
which such discharge shall have upon him or her as a participant of this Plan.
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