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This plan document, when executed, will constitute a legal instrument with 
important tax and legal implications. Before adoption, Sysco Corporation 

should verify its accuracy, and legal advisor(s) should confirm and 
approve it. 



 

 
 

PREAMBLE AND EXECUTION 

 
WHEREAS, Sysco Corporation (“the Company”) maintains the Sysco Corporation Section 125 
Plan (the “Plan”); and 
 
WHEREAS, the Company desires to amend and restate the Plan; 
 
NOW, THEREFORE, by virtue and in exercise of the amending power reserved to the Company 
and pursuant to the authority delegated to the undersigned agent of the Company, the Plan is 
hereby amended and restated effective _____________. 
 
IN WITNESS WHEREOF, the undersigned has caused the Plan to be executed by its duly 
authorized officer this 28 day of October, 2022. 

 Sysco Corporation 

 By  
 
 Title  Vice President, Total Rewards 
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ARTICLE I 
 

SECTION 1 
PURPOSE OF CAFETERIA PLAN 

 
1.1 Establishment of Cafeteria Plan 
 

Sysco Corporation (hereinafter referred to as “Plan Sponsor” or “Company”) has 
established the Sysco Corporation Section 125 Plan.  
 
The Sysco Corporation Section 125 Plan (the “Plan”) has been established to provide 
Eligible Employees of the Company the opportunity to choose among cash and various 
health and welfare benefits, for reimbursements under a Health Care Flexible Spending 
Account (also referred to herein as the “Health Care FSA”) and/or reimbursements under 
a Dependent Care Flexible Spending Account (also referred to herein as the “Dependent 
Care FSA”), and to contribute on a pre-tax basis to a Health Savings Account (also referred 
to herein as the “HSA”). 
 
The Plan Sponsor intends to continue this Plan indefinitely; however, the Plan Sponsor at 
any time and from time to time may amend, change, or terminate the Plan, in writing, without 
the consent of any person(s) entitled to receive payment of benefits under the Plan. 

 
1.2 Interpretation and Law 
 

The Plan is intended to qualify as a “cafeteria plan” within the meaning of Section 125 of 
the Code and the regulations issued thereunder and shall be construed and interpreted in 
a manner consistent with the requirements of Code Section 125.  
 
The Health Care FSA is intended to qualify as a “self-insured medical reimbursement plan” 
under Code Section 105, and the Qualifying Medical Expenses reimbursed thereunder 
are intended to be eligible for exclusion from Participants’ gross income under Code 
Section 105(b). The Dependent Care FSA is intended to qualify as a “Dependent Care 
Assistance Program” under Code Section 129, and the Qualified Dependent Care 
Expenses reimbursed thereunder are intended to be eligible for exclusion from 
Participants’ gross income under Code Section 129(a). The HSA is intended to qualify as 
a “health savings account plan” under Code Section 223, and the contributions made 
thereunder are intended to be eligible for exclusion from Participants’ gross income under 
Code Section 223. 
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SECTION 2 
DEFINITIONS 

 
The following words and phrases as used in this Plan, including its corresponding exhibits, 
shall have the following meanings unless a different meaning is plainly required by the 
context: 

 
2.1 Active Work (Actively at Work) means active performance by the Employee of each and 

every duty of their regular occupation during their regularly scheduled hours at an 
established business location of the Company or another location to which they may be 
required to travel to perform the duties of their employment. An Employee shall be deemed 
to be Actively at Work on normal holidays or vacation days of the Company if the Employee 
was Actively at Work on the last preceding regular working day. For the purpose of 
participation under this Plan, Active Work is not considered terminated for Employees on 
paid absence from work due to illness or injury or on a paid or unpaid approved Leave of 
Absence. 

 
2.2 COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985, as 

amended. 
 

2.3 Code means the Internal Revenue Code of 1986, as amended.  
 
2.4 Compensation means all remuneration paid in cash to an Employee by the Company 

during any Plan Year. Compensation is determined prior to (a) any salary reduction 
election under this Plan, (b) any salary reduction election under any other cafeteria plan, 
and (c) any compensation reduction under any Code Section 132(f)(4) plan. 
(Remuneration is determined after salary deferral elections under any Code 125, 401(k), 
403(b), 408(k), or 457 plan or arrangement.) Generally, “Compensation” means wages 
and salary paid to an Employee by the Company, as reported in Box 1 of Form W-2 but 
adding back any wages or salary forgone by virtue of any election described in (a), (b), or 
(c) of the preceding sentence. 

 
2.5 Component Plan means, as the context shall require, the plan or plans designated or 

incorporated into this Plan and the Sysco Corporation Group Benefit Plan, which include 
the medical, dental, and other benefits provided by the Company. Separate documents 
describing the specific benefits provided by each Component Plan, the terms of eligibility, 
and other terms and conditions, as they may be amended, are incorporated herein by 
reference. 

 
2.6 Contribution and Benefit Election means the election made by a Participant in accordance 

with the provisions of Section 5.3, whereby a Participant elects to reduce their 
Compensation. 

 
2.7 Coverage Option means the benefit coverage provided under Optional Benefits elected by 

(or assigned to) a Participant in accordance with the election procedures defined in 
Section 5. 

 
2.8 Dependent means “dependent” as defined in an applicable Component Plan. 

Notwithstanding the foregoing, for the purposes of the Dependent Care Flexible Account 
only (Exhibit B) means a person who is: 
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a. A dependent child of the Participant who is under age 13 and with respect to whom the 
Employee is entitled to an income tax deduction under Code Section 151(c); or 

 
b. A dependent (as defined in Code Section 151(c)) or Spouse of the Employee who is 

physically or mentally incapable of caring for themself, regardless of the age of the 
individual. 

 
2.9 Dependent Care FSA means the Sysco Corporation Dependent Care Flexible Spending 

Account Program, the terms of which are set forth in Exhibit B. The Dependent Care FSA is 
a part of the Sysco Corporation Section 125 Plan and is incorporated herein by reference. 
A Participating Employer may determine that the Dependent Care FSA shall not be available 
to Employees of certain business units or subsidiaries. 

 
2.10 Dependent Care Service Provider means a person who provides care or other services 

described in Exhibit B, but shall not include: 
 

a. An individual with respect to whom a deduction under Code Section 151(c) is allowable 
to the Participant or their Spouse; 

 
b. A child (within the meaning of Code Section 151(c)(3)) of the Participant under the age 

19; or 
 

c. A dependent care center which: 
 

i. Provides such care for more than six (6) individuals (other than the individuals who 
reside at the facility); 

 
ii. Receives a fee, payment, or grant for the care provided for any of the individuals 

(regardless of whether such facility is operated for profit); and 
 

iii. Complies with all applicable laws and regulations of a State or unit of local 
government. 

 
2.11 Eligible Employee means an Employee described in Section 3.1. 
 
2.12 Employee means any person who renders services to the Employer for remuneration that 

is subject to federal Income tax withholding and FICA taxes and who is classified as a 
common-law employee of the Employer. “Employee” specifically excludes the following: 
 
a. Any individual classified by the Employer as an independent contractor, leased 

employee, any individual who performs services for the employer whose 
remuneration for services is not initially reported by the employer on IRS Form W-
2, and any temporary individual whose services are contracted from or through an 
entity which is not an affiliate, regardless of any later classification or 
reclassification of any such individual as a common-law employee of the employer. 
For purposes of this definition of Employee, “leased employee” means any person, 
other than an Employee, who pursuant to an agreement between the Employer 
and any other person has performed services for the Employer on a substantially 
full-time basis for a period of at least one year, and such services are performed 
under primary direction or control by the Employer. 
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2.13 Employer means Sysco Corporation or any Participating Employer who is participating in 
the Plan as identified in Exhibit F. 

 
2.14 ERISA means the Employee Retirement Income Security Act of 1974, as amended.  
 
2.15 FMLA means the Family and Medical Leave Act of 1993, as amended.  
 
2.16 FMLA Leave means an authorized leave of absence that the Employer is required to extend 

under FMLA. 
 
2.17 General Purpose Health Care FSA means a traditional Health FSA designed to reimburse 

Qualifying Medical Expenses as defined below in Section 2.36. 
 
2.18 Health Care FSA means the Health Care Flexible Spending Account Plan, comprised of 

both General Purpose Health Care FSAs and Limited Use Health Care FSAs, the terms of 
which are set forth in Exhibit A. The Health Care FSA is a part of the Sysco Corporation 
Section 125 Plan and is incorporated herein by reference. A Participating Employer may 
determine that the Health Care FSA shall not be available to Employees of certain business 
units or subsidiaries. 

 
2.19 Health Savings Account (HSA) means a health savings account established under Code 

Section 223. Such arrangements are individual trusts or custodial accounts, each separately 
established and maintained by an Employee with a qualified trustee/custodian. Although 
funded by salary reduction amounts under this Plan, the HSA is not part of, or intended to 
be part of, an ERISA-covered benefit plan. 

 
2.20 HIPAA means the Health Insurance Portability and Accountability Act of 1996, as amended.  
 
2.21 Highly Compensated Employee, Individual, or Participant means any person who is a highly 

compensated employee, individual, or participant as defined in Code Section 125, 105(h) 
and 129, as applicable. 

 
2.22 Key Employee means any person who is a key employee as defined in Code Section 

416(i) (1). 
 
2.23 Leave of Absence means the Employee has obtained an approved leave of absence from 

the Company as provided for in the Company's rules, policies, procedures and/or practices, 
including absence due to Family and Medical Leave and leave for duty with the Uniformed 
Services. Leave of Absence shall also mean any other paid or unpaid Leave of Absence as 
administered and approved by the Company. 

 
2.24 Limited Use Health Care FSA means a Health Care FSA designed to reimburse only certain 

permissible Qualifying Medical Expenses as defined below in Section 2.36. 
 
2.25 Marketplace means a competitive health insurance exchange or marketplace established 

under Section 1311 of the Patient Protection and Affordable Care Act. 
 
2.26 No Coverage Option means a Coverage Option under which an Employee may elect not 

to be covered under the Program. 
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2.27 Optional Benefit means the benefit plan option elected by a Participant with respect to the 
Component Plan as described in Section 5. 

 
2.28 Participant means an Eligible Employee who has satisfied the participation requirements 

in Section 3 and is covered under the terms of this Plan. 
 
2.29 Participating Employer means any employer which adopts the Plan with the written 

consent of the Plan Sponsor and subject to any conditions and requirements of the 
Component Plans. Participating Employers shall be listed on Exhibit E. 

 
2.30 Plan means the Sysco Corporation Section 125 Plan, amended and restated effective 

January 1, 2022. 
 
2.31 Plan Administrator means the Company, or such other person or entity acting as its 

delegate that may be appointed by the Company to administer the Plan. 
 
2.32 Plan Year means the 12 consecutive month period beginning on January 1 and ending on 

December 31 of each year. 
 
2.33 Premium Payment Program means the program described in Section 5.1(a). 

 
2.34 QMCSO means a qualified child support order, as defined in section 609 of ERISA. 
 
2.35 Qualified Health Plan means a qualified health plan as defined in Section 1301(a) of the 

Patient Protection and Affordable Care Act. 
 
2.36 Qualifying Medical Expenses means a Covered Employee's and a Dependent's expenses 

incurred during the Plan Year for medical care, as defined in Code Section 213(d)(1)(A) and 
(B). To be a Qualifying Medical Expense, the medical care must be essential to diagnose, 
cure, mitigate, treat, or prevent a disease or disorder or to affect an unsound structure or 
function of the mind or body. Incurred refers to the date the medical care is provided — not 
to the date charged, billed, or paid. 

 
2.37 Qualifying Dependent Care Expense means an expense incurred by a Participant which is: 
 

a. Incurred for the care of a Dependent of the Participant or for related household 
services; 

 
b. Paid or payable to a Dependent Care Service Provider; and 

 
c. Incurred to enable the Participant to be gainfully employed for a period for which there 

are one or more Dependents with respect to the Participant. 
 

Qualifying Dependent Care Expenses shall not include expenses incurred for services 
outside the Participant’s household for the care of a Dependent unless such Dependent is 
described in Section 2.2(a) of Exhibit B or the Dependent regularly spends at least eight (8) 
hours each day in the Participant’s household. Qualifying Dependent Care Expenses shall 
be deemed to be incurred at the time the services to which the expenses relate are rendered. 
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b. Qualifying Health Care Expense, for those participants enrolled in the General 
Purpose Health FSA, means an expense incurred by a Participant, or by the 
dependent of such Participant during the applicable Plan Year, for health care as 
defined in Code Section 213 (including without limitation amounts paid for hospital 
bills, doctor and dental bills, prescription drugs, over-the-counter drugs prescribed 
by a physician, vision care expenses, deductibles, and coinsurance), but only to the 
extent that the Participant or other person incurring the expense is not reimbursed 
(or entitled to reimbursement) for the expense through insurance or otherwise (other 
than under the Component Program). Premiums paid for other health plan coverage, 
however, including premiums paid for health coverage under a plan maintained by 
the Company of the dependent or by this Company shall not be considered a 
Qualifying Health Care Expense under the Plan. Qualifying Health Care Expenses 
shall be deemed to be incurred at the time the services to which the expenses relate 
are rendered. For those participants enrolled in the Limited Purpose Health FSA, 
“Qualifying Health Care Expense” means an expense incurred by a Participant, or 
by the Spouse or Dependent of such Participant during the applicable Plan Year, for 
health care, as defined in Code Section 213(d); provided, however, that such 
expense is for vision care, dental care, or Limited Purpose medical care (as defined 
in Code Section 223(c)) only. 

 
c. Spouse means the person to whom the Participant is legally married under 

applicable state law. 
 

d. USERRA means the provisions of the Uniformed Services Employment and 
Reemployment Rights Act of 1994, as amended. 

 
e. USERRA Leave means an authorized leave of absence that a Participating 

Employer is required to extend under the provisions of USERRA. 
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SECTION 3 
PARTICIPATION 

 
3.1 Eligibility 
 

An Eligible Employee will include any individual who is eligible for one or more of the 
Component Plans. A former Employee may continue eligibility for the remainder of the 
Plan Year in which the Employee ceased to be employed by the Company, as required 
by any applicable law. The Component Plans incorporated in this Plan may have their own 
eligibility requirements for participation. The eligibility rules of such Component Plans are 
in addition to the eligibility rules of this Plan. 

 
3.2 Determination of Eligibility by Plan Administrator 
 

The determination of an Employee’s eligibility to participate in the Plan shall be made by 
the Plan Administrator, and the Plan Administrator’s good faith determination shall be 
binding and conclusive upon all persons. 

 
3.3 Commencement of Participation 

An Eligible Employee’s election for coverage shall be effective on date of eligibility, or for 
any subsequent Plan Year, in accordance with the Plan’s election procedures. An Eligible 
Employee who has not completed and filed with the Plan Administrator any required 
election form and if applicable a Contribution and Benefit Election as provided in Section 
5.2, will nonetheless be considered a Participant for purposes of allowing such person to 
make an initial election mid-year in accordance with Section 6. 

 
An Employee who becomes eligible to participate in the Plan and who on such date is a 
Participant in any of the Optional Benefits shall automatically become a Participant in the 
Plan. 

 
An Eligible Employee shall become a Participant under the Plan in accordance with the 
terms of the Component Plans, provided that the Eligible Employee has timely filed with 
the Plan Administrator any required election form and, if applicable, a Contribution and 
Benefit Election as provided in Section 5.3. 

 
3.4 Termination of Participation 
 

A Participant’s participation in the Plan shall terminate, except as provided under Section 
3.6, on the earlier of: 

 
a. The date on which the Plan terminates;  

 
b. The date on which they cease to be an Eligible Employee;  

 
c. The expiration of the coverage period for which the Employee has elected to 

participate (unless during the annual open enrollment period for the next Plan Year 
the Employee elects to continue participating or continues participation under or due 
to default coverage provisions in Section 5.5);  
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d. The date on which they cease to be covered under all Optional Benefits described in 
Section 5;  

 
e. The date the Participant revokes their election to participate under a circumstance 

when such change is permitted under the terms of this Plan; or 
 

f. The date the Participant reports for active military service, unless coverage is 
continued through the Uniformed Services Employment and Reemployment Rights 
Act (USERRA). 

 
Provided, however, that such termination of participation shall not affect a former 
Participant’s right to continue to participate in or receive benefits under any other 
Employee benefit plan of the Company under which the Participant is covered to the extent 
permitted by such plan or required by applicable law. Reimbursements from the Health 
Care FSA, the Dependent Care FSA, and the Health Savings Account after termination of 
participation will be made pursuant to the Health Care Flexible Spending Account Program 
(Exhibit A), the Dependent Care Flexible Spending Account Program (Exhibit B), and the 
HSA Program (Exhibit C), as applicable. 

 
3.5 Reinstatement of Former Participant 
 

A former Participant shall become a Participant again in accordance with the provisions 
of Section 3.3, if and when they meet the eligibility requirements of Section 3.1 and elects 
any of the Optional Benefits described in Section 5. 

 
If a former Participant meets the eligibility requirements of Section 3.1 and is rehired within 
thirty-one (31) days or less of the date of a termination of employment (and within the same 
Plan Year as the termination), the Participant will be reinstated with the same elections that 
such individual had before termination. If a former Participant is rehired more than thirty-one 
(31) days following termination of employment (or in a Plan Year following the termination) 
and is otherwise eligible to participate in the Plan in accordance with Section 3.1, then the 
individual must make new elections as a new hire as described in Section 3.1. 

 
Notwithstanding the above, an election to participate in the Premium Payment Program will 
be reinstated only to the extent that coverage under the Component Plan is reinstated. 

 
3.6 Participation during Leaves of Absence 
 

Any Participant who goes on a leave of absence because of a discretionary Employer 
approved leave, not covered by FMLA or other regulations, shall continue benefits under 
the Plan in accordance with applicable leave of absence policies of the Employer in effect 
at the time the discretionary leave was granted. To continue benefits, the Participant must 
have elections in place before the commencement of the leave of absence. In the event 
benefits are continued, regular deductions from the Participant’s Compensation will 
continue during the leave of absence in the event of paid leave. 
 
Any Participant who goes on a leave of absence because of an unpaid FMLA leave or 
leave for duty in the Uniformed Services subject to USERRA, shall continue benefits in 
accordance with the applicable regulatory requirements and in accordance with Employer 
written policies in effect at the time of the leave. 
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Any participant who commences an unpaid leave of absence will be required to remit 
optional benefit payments directly to our third-party administrator, pursuant to Sysco’s 501 
Wrap Summary Plan Description.  
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SECTION 4  
CONTRIBUTIONS 

 
4.1 Company Contributions 
 

For Participants who elect Component Plan benefits, the Company will contribute a portion 
of the cost as provided in the open enrollment materials furnished to Employees and/or 
on the election form/salary reduction agreement. 

 
4.2 Participant Contributions 
 

Participants who elect Optional Benefits may pay for the cost of that coverage on a pre-tax 
salary reduction basis by completing a salary reduction agreement as provided for by the 
Plan Administrator. Participants who elect Health Care FSA and/or Dependent Care FSA 
benefits must pay for the cost of that coverage on a pre-tax salary reduction basis and must 
complete a salary reduction agreement in a form and manner provided by the Plan 
Administrator. 
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SECTION 5  
OPTIONAL BENEFITS 

 
5.1 Optional Benefits 
 

Each Participant may choose under this Plan to receive their full Compensation (as defined 
in Section 2.4) for any Plan Year in cash, or to have a portion of it applied by the Company 
toward the cost of benefit coverage under the following benefit plan options as communicated 
in writing by the Plan Administrator annually: 
 
a. Premium Payment Program. The Company sponsors the Sysco Corporation Group 

Benefits Plan which provides various health and welfare benefits (Component Plans) 
to Eligible Employees and their dependents. The types and amounts of such benefits, 
the Coverage Options available, the requirements for participation, and the terms and 
conditions of coverage and payment of benefits are set forth in the Plan document, 
including any commercial insurance contract(s), contract(s) with health maintenance 
organizations, or contract(s) with third party organizations. Benefits are provided by 
the Component Plans described in the Plan. The premiums for the Component Plan 
benefits are payable pre-tax under the Premium Payment Program of this Plan. 

 
Notwithstanding any provision to the contrary in this Plan, to the extent required by COBRA, 
the Component Plans are intended to comply with the continuation coverage provisions of 
COBRA. Contributions for COBRA coverage for Component Plan benefits may be paid on a 
pre-tax basis by current Employees receiving taxable compensation (as may be permitted 
by the Plan Administrator on a uniform and consistent basis, but may not be prepaid from 
contributions in one Plan Year to provide coverage that extends into a subsequent Plan Year) 
where COBRA coverage arises either: (a) because the Employee ceases to be eligible 
because of a reduction in hours; or (b) because the Employee’s dependent ceases to satisfy 
the eligibility requirements for coverage. For all other individuals (e.g., Employees who cease 
to be eligible because of retirement, termination of employment, or layoff), contributions for 
COBRA coverage for Component Plan benefits shall be paid on an after-tax basis (unless 
otherwise permitted by the Plan Administrator on a uniform and consistent basis), but may 
not be prepaid from contributions in one Plan Year to provide coverage that extends into a 
subsequent Plan Year. 

 
b. Health Care FSA. The Company sponsors a Health Care FSA, providing for 

reimbursement of certain health care expenses. This program is described in Exhibit 
A. 

 
c. Dependent Care FSA. The Company sponsors a Dependent Care FSA, providing for 

reimbursement of certain dependent care expenses. This program is described in 
Exhibit B. 

 
d. Health Savings Account. The Company sponsors a Health Savings Account, providing 

for the election to make pre-tax contributions to an HSA. This program is described in 
Exhibit C. 

 
e. Company Paid Benefits. The Company may sponsor other benefit plans that are paid 

for by the Company and do not require Employee Contributions. These coverage 
offerings may vary by business units within Company’s controlled group, as defined 
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under Code Section 414(b), and may include basic life insurance, an employee 
assistance program, basic long-term disability insurance, and a basic AD&D program. 
These coverages are described in the applicable summary plan description provided 
to Employees and in the Plan document. 

 
Notwithstanding anything in this Plan to the contrary, a Participant’s right to make elections 
under this Plan shall not be deemed or construed in any manner whatsoever as entitling 
an Employee to participate in any employee benefit plan of the Company when the 
Employee meets the eligibility and participation requirements thereof. While the election 
to receive the Optional Benefits described above may be made under this Plan, the 
benefits will not be provided by the terms of this Plan, but by the terms of the Component 
Plans, and Employees must separately elect to participate in the Component Plans. This 
Plan is intended to be merely a payment mechanism for the Employee’s share of the cost 
of the Optional Benefits described above. 

 
5.2 Election of Optional Benefits 
 

A Participant may elect under this Plan to receive one or more of the Optional Benefits 
described in Sections 5.1(a), (b), (c) and (d) in accordance with the procedure described 
in Section 5.3. If a Participant elects one or more of the Optional Benefits described in 
Section 5.1(a) and the Company’s non-elective contributions are not sufficient to cover the 
Participant’s share of the costs of such Optional Benefits, the Participant’s cash 
Compensation will be redirected according to a Contribution and Benefit Election, and an 
amount equal to the redirection will be contributed by the Company to the election Optional 
Benefit plan, so elected to cover the Participant’s share of the cost of each such benefit 
as determined by the Company. The balance of the cost of each of the Optional Benefits 
described in Section 5.1(a) shall be paid by the Company under this Plan with non-elective 
Company contributions. 

 
If a Participant elects one or any combination of the Optional Benefits described in 
Sections 5.1(b) or (c), the Participant’s Compensation will be redirected according to a 
Contribution and Benefit Election and an amount equal to the redirection will be credited 
by the Company to an expense account in accordance with the Health Care FSA and/or 
the Dependent Care FSA, as applicable. If a Participant elects to contribute pre-tax to an 
HSA, an amount equal to the redirection will be made to the Participant’s applicable HSA. 

 
5.3 Election Procedure 
 

Prior to the commencement of each Plan Year, the Plan Administrator shall provide 
Contribution and Benefit Elections information, if applicable, to each Participant and to 
each other Eligible Employee who is expected to become a Participant at the beginning 
of the Plan Year. Such election information shall provide whether the elections for the 
subsequent Plan Year shall be “active elections” for all benefits, meaning Participants 
must actively and timely enroll in Optional Benefits in ordered to be covered in the 
subsequent Plan Year, or whether the elections shall be “passive elections” meaning that 
elections from the previous Plan Year will carry over into the subsequent Plan Year unless 
the Participant affirmatively elects to change their elections. In the Plan Administrator’s 
sole discretion, elections under the Plan may be made in writing or electronically. 

 
Each Participant who desires one or more Optional Benefits described in Section 5.1 for 
the Plan Year shall so specify on the appropriate election form or forms, if necessary, and 
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shall agree to a redirection in Compensation (pre-tax or post-tax depending on the 
Optional benefit elected). The amount of the redirection in the Participant’s Compensation 
for the Plan Year shall equal the allocated costs of the Optional Benefits elected by the 
Participant, including the amounts elected by the Participant for each Optional Benefit 
described in Sections 5.1 (b), (c) and (d), subject to the limitations of the Health Care FSA, 
the Dependent Care FSA, and the HSA, less the amount of non-elective Company 
contributions (if any) on behalf of such Participant. The amount of the redirection in 
Compensation shall be adjusted automatically in the event of a change in cost of any of 
the Optional Benefits described in Plan Sections 5.1(a), in accordance with any rules 
issued by the Internal Revenue Service. 

 
Each required election form must be completed and returned to the Plan Administrator on 
or before such date as the Plan Administrator shall specify, which date shall be no later 
than the beginning of the Plan Year, or, at the discretion of the Plan Administrator, within 
a reasonable period of time after the beginning of the Plan Year. Once completed by a 
Participant, the election form shall remain in effect until subsequently modified, revoked, 
or changed by the Participant in accordance with Section 5.7. 

 
5.4 New Participants 
 

As soon as practicable before an Eligible Employee initially becomes a Participant under 
Section 3.3, the Plan Administrator shall provide any election forms and Contribution and 
Benefit Elections described in Section 5.3 to the Eligible Employee. If the Eligible 
Employee desires one or more of the Optional Benefit coverage described in Sections 
5.1(a), (b), (c), and (d) for the balance of the year, they shall so specify on the election 
forms and, if necessary, shall execute a Contribution and Benefit Election as provided in 
Section 5.3. The election forms must be completed and returned to the Plan Administrator 
on or before such date as the Plan Administrator shall specify, which date shall be no later 
than the beginning of the first pay period for which the Participant’s Contribution and 
Benefit Election will apply, and prior to the time the Compensation is deemed received 
under the Code. 

 
5.5 Failure to Elect 
 

If the Company has elected an active enrollment for the Plan Year, a Participant who fails to 
return a completed election form to the Plan Administrator and thus enroll in one or more of 
the Optional Benefits on or before the due date for the year in which they become a 
Participant or any subsequent year shall be deemed to have elected no coverage under the 
Plan. 
 
If the Company has elected a passive enrollment for the Plan Year, a Participant who fails to 
return a completed election form to the Plan Administrator on or before the applicable due 
date communicated by the Company shall have any elections made for the previous Plan 
Year automatically carry over to the subsequent Plan Year with the exception of Health Care 
FSA, Dependent Care FSA and HSA elections which must be affirmatively elected each year.  
Failure to timely return a completed election form will result in those benefits being defaulted 
to zero and the Participant deemed not to elect those benefits for the subsequent Plan Year.    

 
A newly hired Eligible Employee or newly Eligible Employee who fails to return a 
completed election form to the Plan Administrator in a timely manner shall be deemed to 
have elected no coverage under this Plan or coverage under any Component Plan. 
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5.6 Changes by Plan Administrator 
 

If the Plan Administrator determines, before or during any Plan Year, that the Plan may 
fail to satisfy for such Plan Year any nondiscrimination requirement now or hereinafter 
imposed by the Code, or any limitation on benefits provided to Key Employees, Highly 
Compensated Employees, individuals or Participants, or other groups of Employees, now 
or hereinafter as provided in the Code, the Plan Administrator shall take such action as 
the Plan Administrator deems appropriate, under rules uniformly applicable to similarly 
situated Participants, to assure compliance with such requirement or limitation. 

 
Such action may include, without limitation, a modification of elections by Key Employees, 
Highly Compensated Employees, individuals or Participants, or other groups of 
Employees, now or hereinafter as provided in the Code, with or without the consent of 
such Employees. The Plan Administrator shall also ensure that the Plan is available to 
and benefits a group of Employees that does not discriminate in favor of Key Employees, 
Highly Compensated Employees, individuals or Participants, or other groups of 
Employees now or hereinafter as provided in the Code. 

 
5.7 Irrevocability of Election 
 

A Participant’s election under the Plan is irrevocable except as provided in Section 6. 
 
5.8 Automatic Termination of Election 
 

If a Participant fails to make the required contribution payments, if any, with respect to an 
Optional Benefit, the benefit will cease to be provided to the Participant under the Plan at 
the end of the last pay period for which the last required contribution was made. The 
Participant will be prohibited from making a new benefit election for the remainder of the 
Plan Year. Elections made under this Plan (or deemed to be made under Section 5.5) 
shall automatically terminate on the date on which the Participant ceases to be a 
Participant in the Plan, although coverage or benefits under the elected Optional Benefits 
may continue if and to the extent provided by such plans, as described in the Component 
Plans or as required by any state or federal law. 

 
5.9 Maximum Company Contributions 
 

The maximum amount of Company contributions under the Plan for any Participant shall 
be the sum of: 

 
a. The non-elective Company contributions; 

 
b. The maximum amounts a Participant may receive in the form of health care 

reimbursements under the Health Care FSA, or as dependent care assistance 
under the Dependent Care FSA as described in Exhibits A and B respectively; 

 
c. The maximum amounts a Participant may receive in the form of contributions (for 

Company and Employee combined) to an HSA, as described in Exhibit C; and 
 

d. The costs to the Participant from time to time of the applicable elected benefits or 
default coverage under the Optional Benefits described in Section 5.1(a). 
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SECTION 6  
IRREVOCABILITY OF ELECTIONS; EXCEPTIONS 

 
6.1 Irrevocability of Elections 
 

Except as described in this Section 6, an Eligible Employee’s or Participant’s election under 
the Plan is irrevocable for the duration of the Plan Year to which it relates. In other words, 
unless an exception applies, the Eligible Employee or Participant may not change any 
elections for the duration of the Plan Year regarding: (a) participation in this Plan; (b) salary 
reduction amounts; or (c) election of benefits under the Optional Benefits. 

 
HSA elections and contributions are not subject to the irrevocability rules set forth in this 
section 6. Notwithstanding the foregoing, a Participant may make changes to their elections 
with respect to the HSA at any time during the Plan Year, including commencement or 
cessation of contributions and changes in contribution amounts. 

 
6.2 Procedure for Making New Election if Exception to Irrevocability Applies 
 

a. Timing of New Election. An Employee who is eligible to become a Participant but who, 
when first eligible under Section 3.1 or during an annual enrollment period (as 
described in Section 5.3) declined to be a Participant, may do so within thirty-one (31) 
days of the occurrence of an event described in Section 6.4, as applicable, but only if 
the election is made on account of and corresponds with the event, and the election is 
made within any specified timeframe. 

 
With respect to events related to the gain or loss of eligibility under Medicaid or a state 
Children’s Health Insurance Program (CHIP), an Employee must request enrollment 
within sixty (60) days of the event. 

 
b. Effective Date of New Election. Elections made pursuant to this Section shall be 

effective for the balance of the Plan Year following the change of election unless a 
subsequent event allows for a further election change. Except as provided in Section 
6.4(e) below for HIPAA special enrollment rights in the event of birth, adoption, or 
placement for adoption, all election changes shall be effective on a prospective basis 
only (i.e., election changes will become effective no earlier than the first day of the 
next calendar month following the date that the election change was filed, but, as 
determined by the Plan Administrator, election changes may become effective later to 
the extent the coverage in the applicable Plan commences later). 

 
c. Effect of New Election on Amount of Benefits. For the effect of a changed election 

upon the maximum and minimum benefits under the Health Care FSA and for the 
Dependent Care FSA, see the appropriate sections of Exhibits A and B, respectively. 

 
6.3 Change in Status Defined 
 

An Eligible Employee or Participant may make a new election upon the occurrence of certain 
events described in Section 6.4, including a Change in Status, for the applicable Plan. 
“Change in Status” means any of the events described below, as well as any other events 
included under subsequent changes to Code Section 125 or regulations issued thereunder, 
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which the Plan Administrator in its sole discretion, on a uniform basis, determines are 
permitted under IRS regulations: 

 
a. Legal Marital Status. A change in the Eligible Employee’s or Participant’s legal marital 

status, including marriage, death of a Spouse, divorce, legal separation, or annulment; 
 

b. Number of Dependents. Events that change an Eligible Employee’s or Participant’s 
number of dependents, including birth, death, adoption, and placement for adoption; 

 
c. Employment Status. Any of the following events that change the employment status 

of the Eligible Employee or Participant or their Spouse or dependents: (a) a termination 
or commencement of employment; (b) a strike or lockout; (c) a commencement of or 
return from an unpaid leave of absence; (d) if the Eligible Employee or Participant 
moves from full-time to part-time status or part-time to full-time status (in accordance 
with the Company’s policies) and eligibility for benefits changes; (e) if the eligibility 
conditions of this Plan or other Employee benefit plan of the Eligible Employee or 
Participant or their Spouse or dependents depend on the employment status of that 
individual and there is a change in that individual’s status with the consequences that 
the individual becomes (or ceases to be) eligible under this Plan or other employee 
benefit plan; 

 
d. Dependent Eligibility Requirements. An event that causes a dependent to satisfy or 

cease to satisfy the dependent eligibility requirements for a particular benefit, such as 
attaining a specified age, student status, or any similar circumstance; and 

 
e. Change in Residence. A change in the place of residence of the Participant or their 

Spouse or dependents (e.g., if a participant moves out of a Plan network). 
 
6.4 Events Permitting Exception to Irrevocability Rule 
 

A Participant may change an election as described below upon the occurrence of the stated 
events for the applicable Plan: 

 
a. Open Enrollment Period (Applies to Optional Benefits). A Participant may change an 

election during the openl enrollment period in accordance with Plan. 
 

b. Termination of Employment (Applies to all Optional Benefits). A Participant’s election will 
terminate under the Plan upon termination of employment in accordance with Sections 
3.4 and 3.5, as applicable. 

 
c. FMLA (Applies to all Optional Benefits). A Participant may change an election under the 

Plan upon FMLA leave in accordance with Section 3.6. 
 

d. Change in Status (Applies to all Optional Benefits as limited below). A Participant may 
change their actual or deemed election under the Plan upon the occurrence of a Change 
in Status (as defined in Section 6.3), but only if such election change is made on account 
of and corresponds with a Change in Status that affects Eligibility for coverage under a 
Plan of the Company or a plan of the employer of the Participant’s Spouse or dependent 
(referred to as the general consistency requirement). A Change in Status that affects the 
eligibility for coverage under a plan of the Spouse’s or dependent’s employer includes a 
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Change in Status that results in an increase or decrease in the number of an Employee’s 
family members (i.e., a Spouse and/or dependents) who may benefit from the coverage. 

 
Election changes may be made to drop coverage altogether due to these events: 
termination of employment or other event that causes the Participant to become 
ineligible; divorce; or death of a Spouse or dependent. The Plan Administrator in its sole 
discretion, on a uniform and consistent basis, shall determine, based on prevailing IRS 
guidance, whether a requested change is on account of and corresponds with a Change 
in Status. Assuming that the general consistency requirement is satisfied, a requested 
election change must also satisfy the following specific consistency requirements in order 
for a Participant to be able to alter their election based on the specified Change in Status: 

 
i. Loss of Spouse or Dependent Eligibility. For a Change in Status involving a 

Participant’s divorce, annulment, or legal separation from a Spouse, the death 
of a Spouse or dependent, or a dependent’s ceasing to satisfy the eligibility 
requirements for coverage, a Participant may only elect to cancel accident or 
health insurance coverage for (a) the Spouse involved in the divorce, 
annulment, or legal separation; (b) the deceased Spouse or dependent; or (c) 
the dependent that ceased to satisfy the eligibility requirements. Canceling 
coverage for any other individual under the circumstances would fail to 
correspond with that Change in Status. 

 
ii. Gain of Coverage Eligibility under another Company’s Plan. For a Change in 

Status in which a Participant or their Spouse or dependent gains eligibility for 
coverage under a cafeteria plan or qualified benefit plan of the employer of the 
Participant’s Spouse or dependent as a result of a change in marital status or 
a change in employment status, a Participant may elect to cease or decrease 
coverage for that individual only if coverage for that individual becomes 
effective or is increased under the Spouse’s or dependent’s employer’s plan. 
The Plan Administrator may rely on a Participant’s certification that the 
Participant has obtained or will obtain coverage under the Spouse’s or 
dependent’s employer’s plan, unless the Plan Administrator has reason to 
believe that the Participant’s certification is incorrect. 

 
iii. Special Consistency Rule for Dependent Care Flexible Spending Account 

Program. With respect to the Dependent Care FSA, a Participant may change 
or terminate their election upon a Change in Status if (a) such change or 
termination is made on account of and consistent with a Change in Status that 
affects eligibility for coverage under an employer’s plan; or (b) the election 
change is on account of and corresponds with a Change in Status that affects 
eligibility of Qualifying Dependent Care Expenses (as defined in the Dependent 
Care FSA found in Exhibit B) for the tax exclusion under Code Section 129. 

 
e. HIPAA Special Enrollment Rights. If a Participant or their Spouse or dependent is 

entitled to special enrollment rights under a group health plan, as required by HIPAA 
under Code Section 9801(f), then a Participant may revoke a prior election for group 
health plan coverage and make a new election, provided that the election change 
corresponds with such HIPAA special enrollment right and is made timely in 
accordance with Section 6.2(a). As required by HIPAA, a special enrollment right will 
arise if: 
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i. A Participant or their Spouse or dependent declined to enroll in group health 

plan coverage because they had other coverage and subsequently eligibility 
for such other coverage is lost due to legal separation, divorce, death, 
termination of employment, reduction in hours, or exhaustion of the maximum 
COBRA period, or the other coverage was non-COBRA coverage and 
employer contributions for such coverage were terminated; or 

 
ii. A new dependent is acquired as a result of marriage, birth, adoption, or 

placement for adoption. An election to add previously eligible dependents as a 
result of the acquisition of a new Spouse or dependent child shall be 
considered to be consistent with the special enrollment right. An election 
change on account of a HIPAA special enrollment attributable to the birth, 
adoption, or placement for adoption of a new dependent child may, subject to 
the provisions of the underlying group health plan, be effective retroactively. 

 
f. Certain Judgments, Decrees, Orders. If a judgment, decree, order (an “Order”) 

resulting from a divorce, legal separation, annulment, or change in legal custody 
(including a QMCSO) requires accident or health coverage (including an election for 
Health Care FSA benefits) for a Participant’s dependent child (including a foster child 
who is a dependent of the Participant), a Participant may (i) change their election to 
provide coverage for the dependent child (provided that the order requires the 
Participant to provide coverage), or (ii) change their election to revoke coverage for 
the dependent child if the Order requires that another individual (including the 
Participant’s Spouse or former Spouse) provide coverage under that individual’s plan 
and such coverage is actually provided. 

 
g. Medicare and Medicaid. If a Participant or their Spouse or dependent who is enrolled 

in the group health plan becomes entitled to Medicare or Medicaid (other than 
coverage consisting solely of benefit under Section 1928 of the Social Security Act 
providing for pediatric vaccines), the Participant may prospectively reduce or cancel 
the group health plan coverage of the person becoming entitled to Medicare or 
Medicaid. Further, if a Participant or their Spouse or dependent who has been entitled 
to Medicare or Medicaid loses eligibility for such coverage, the Participant may 
prospectively elect to commence or increase coverage under the group health plan for 
the individual who loses Medicare or Medicaid eligibility. 

 
h. Change in Cost. For purposes of this Section 6.4(h), “similar coverage” means 

coverage for the same category of benefits for the same individuals (e.g., family to 
family or employee-only to employee-only). For example, two plans that provide major 
medical coverage are considered to be similar coverage. This Plan treats coverage by 
another employer, such as a Spouse’s or dependent’s employer, as similar coverage. 

 
i. Increase or Decrease for Insignificant Cost Changes. Participants are required to 

increase their elective contributions, if any (by increasing salary reductions) to 
reflect insignificant increases in their required contribution for their Coverage 
Option(s), and to decrease their elective contributions to reflect insignificant 
decreases in their required contribution. The Plan Administrator in its sole 
discretion, on a uniform and consistent basis, will determine whether an increase 
or decrease is insignificant based on all the surrounding facts and circumstances, 
including, but not limited to, the dollar amount or percentage of the cost change. 
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The Plan Administrator, on a reasonable and consistent basis, will automatically 
effectuate this increase or decrease an affected Employees’ elective contributions 
on a prospective basis. 

 
ii. Significant Cost Increases. If the Plan Administrator determines that the cost charged 

to an Employee of a Participant’s Coverage Option significantly increases during a 
Plan Year, the Participant may (a) make a corresponding prospective increase in their 
elective contributions (by increasing salary reductions); (b) revoke their election for 
that coverage, and in lieu thereof, receive on a prospective basis coverage under 
another Coverage Option offered by the Company that provides similar coverage; or 
(c) drop coverage prospectively if there is no other Coverage Option available that 
provides similar coverage. The Plan Administrator in its sole discretion, on a uniform 
and consistent basis, will decide, in accordance with prevailing IRS guidance, 
whether a cost increase is significant. 

 
iii. Significant Cost Decreases. If the Plan Administrator determines that the cost of any 

Coverage Option significantly decreases during a Plan Year, the Plan Administrator 
may permit the following election change: (a) Participants who are enrolled in a 
Coverage Option other than the Coverage Option that has decreased in cost may 
change their election on a prospective basis to elect the Coverage Option that has 
decreased in cost; and (b) Employees who are otherwise eligible under Section 3.1 
may elect the Coverage Option that has decreased in cost on a prospective basis, 
subject to the terms and limitations of the Coverage Option. The Plan Administrator 
in its sole discretion, on a uniform and consistent basis, will decide, in accordance 
with prevailing IRS guidance, whether a cost decrease is significant. 

 
iv. Limitation on Change in Cost Provisions for Dependent Care FSA Elections. The 

above “Change in Cost” provisions (Sections 6.4(h)(i)-(iii)) apply to Dependent 
Care FSA elections only if the cost change is imposed by a dependent care 
provider who is not a “relative” of the Employee. For this purpose, a relative is an 
individual who is related as described in Code Section 152(a)(1) through (8), 
incorporating the rules of Code Section 152(b)(1) and (2). 

 
i. Change in Coverage. The definition of “similar coverage” under Section 6.4(h) applies 

also to this Section 6.4(i). 
 

i. Significant Curtailment. If coverage is “significantly curtailed” (as defined in 
subsection (A) below) Participants may elect coverage under another Coverage 
Option that provides similar coverage. In addition, as set forth in subsection (B) 
below, if the coverage curtailment results in a “Loss of Coverage” (as defined in 
subsection (C) below), Participants may drop coverage if no similar coverage is 
offered by the Company. The Plan Administrator in its sole discretion, on a uniform 
and consistent basis, will decide, in accordance with prevailing IRS guidance, 
whether a curtailment is “significant,” and whether a Loss of Coverage has 
occurred. 

 
(A) Significant Curtailment without Loss of Coverage. If the Plan Administrator 

determines that a Participant’s coverage under a Coverage Option under this 
Plan (or the Participant’s Spouse or dependent’s coverage under their 
employer’s plan) is significantly curtailed without a Loss of Coverage (for 
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example, when there is a significant increase in the deductible, the co-pay, or 
the out-of-pocket cost-sharing limit under an accident or health plan) during the 
Plan Year, the Participant may revoke their election for the affected coverage, 
and in lieu thereof, prospectively elect coverage under another Coverage 
Option that provides similar coverage. Coverage under a plan is deemed 
“significantly curtailed” only if there is an overall reduction in coverage provided 
under the plan so as to constitute reduced coverage generally. 

 
(B) Significant Curtailment with a Loss of Coverage. If the Plan Administrator 

determines that a Participant’s Coverage Option under this Plan (or the 
Participant’s Spouse’s or dependent’s coverage under their employer’s plan) 
is significantly curtailed, and such curtailment results in a Loss of Coverage 
during the Plan Year, the Participant may revoke their election for the affected 
coverage, and may either prospectively elect coverage under another 
Coverage Option that provides similar coverage, or drop coverage if no other 
Coverage Option providing similar coverage is offered by the Company. 

 
(C) For purposes of this Section 6.4(i)(i), a “Loss of Coverage” means a complete 

loss of coverage (including elimination of a Coverage Option, an HMO ceasing 
to be available where the Participant or their Spouse or dependent resides, or 
a Participant or their Spouse or dependent losing all coverage under the 
Coverage Option by reason of an overall lifetime or annual limitation). In 
addition, the Plan Administrator in its sole discretion, on a uniform and 
consistent basis, may treat the following as a Loss of Coverage: 

 
I. A substantial decrease in the medical care providers available under the 

Coverage Option (such as a major hospital ceasing to be a member of a 
preferred provider network or a substantial decrease in the number of 
physicians participating in a PPO or an HMO); 

 
II. A reduction in benefits for a specific type of medical condition or treatment 

with respect to which the Participant or their Spouse or dependent is 
currently in a course of treatment; or 

 
III. Any other similar fundamental loss of coverage. 

 
ii. Addition or Significant Improvement of a Coverage Option. If during a Plan Year, 

the Plan adds a new Coverage Option or significantly improves an existing 
Coverage Option, the Plan Administrator may permit the following election 
changes: (a) Participants who are enrolled in a Coverage Option other than the 
newly added or significantly improved Coverage Option may change their election 
on a prospective basis to elect the newly added or significantly improved Coverage 
Option; and (b) Employees who are otherwise eligible under Section 3.1 may elect 
the newly added or significantly improved Coverage Option on a prospective basis, 
subject to the terms and limitations of the Coverage Option. The Plan Administrator 
in its sole discretion, on a uniform and consistent basis, will decide, in accordance 
with prevailing IRS guidance, whether there has been an addition of, or a 
significant improvement in, a Coverage Option. 

 
iii. Loss of Coverage under other Group Health Coverage. A Participant may 

prospectively change their election to add group health coverage for the Participant 
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or their Spouse or dependent, if such individual(s) loses coverage under any group 
health coverage sponsored by a governmental or educational institution, including 
(but not limited) the following: a state children’s health insurance Plan (“SCHIP”) 
under Title XXI of the Social Security Act; a medical care Plan of an Indian Tribal 
government (as defined in Code Section 7701(a)(40)), the Indian Health Service, 
or a tribal organization; a state health benefits risk pool; or a foreign government 
group health plan, subject to the terms and limitations of the applicable Coverage 
Option(s). 

 
iv. Change in Coverage under another Employer’s Plan. A Participant may make a 

prospective election change that is on account of and corresponds with a change 
made under another employer’s plan (including a plan of the Company or a plan 
of the employer of the Participant’s Spouse or dependent), so long as (a) the other 
cafeteria plan or qualified benefits plan permits its participants to make an election 
change that would be permitted under applicable IRS regulations, or (b) the Plan 
permits Participants to make an election for a Plan Year that is different from the 
plan year under the other cafeteria plan or qualified benefits plan. For example, if 
an election is made by the Participant’s Spouse during their employer’s open 
enrollment to drop coverage, the Participant may add coverage to replace the 
dropped coverage. The Plan Administrator shall determine, based on prevailing 
IRS guidance, whether a requested change is on account of and corresponds with 
a change made under the other employer plan. This Plan provision is limited by 
any eligibility and status change rules in the Component Plans. 

 
v. Dependent Care FSA Coverage Changes. A Participant may make a prospective 

election change that is on account of and corresponds with a change by the 
Participant in the dependent care service provider. For example: (a) if the 
Participant terminates one dependent care service provider and hires a new 
dependent care service provider, the Participant may change coverage to reflect 
the cost of the new service provider; and (b) if the Participant terminates a 
dependent care service provider because a relative becomes available to take care 
of the child at no charge, the Participant may cancel coverage. 

 
j. Purchase of Minimum Essential or Qualified Health Plan Coverage (Applies to Health 

Plan only). An Employee who elected a salary reduction through the Plan for the cost 
of health coverage shall be allowed to prospectively revoke their election with respect 
to the Plan provided that the following conditions are met: 

 
i. Conditions for revocation due to reduction in hours of service. 

 
(A) The Employee must have been in an employment status in which the 

Employee was reasonably expected to average at least thirty hours per week 
and there has been a change in employment status so that the Employee is 
reasonably expected to work less than thirty hours per week, even if the 
reduction does not result in the Employee ceasing to be eligible under the 
group health plan; and 

 
(B) The revocation of the election of coverage under the group health plan 

corresponds with the intended enrollment of the Employee, and any other Plan 
Participants who cease coverage due to the revocation, in another plan that 
provides minimum essential coverage, with the new coverage to be effective 
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no later than the first day of the second month following the month that includes 
the revocation of coverage. 

 
(C) The Plan may rely on the reasonable representation of an Employee in regard 

to such a revocation. 
 

ii. Conditions for revocation due to enrollment in a Qualified Health Plan. 
 

(A) The Employee must (i) be eligible for a special enrollment period to enroll in a 
Qualified Health Plan through a Marketplace, or (ii) seek to enroll in a Qualified 
Health Plan through a Marketplace during the Marketplace’s annual open 
enrollment period; and 

 
(B) The revocation of the election of coverage under the Health Plan corresponds 

with the intended enrollment of the Employee, and any other Plan Participants 
who cease coverage due to the revocation, in a Qualified Health Plan through 
a Marketplace for new coverage to be effective no later than the day 
immediately following the last day of the coverage that is being revoked. 

 
(C) The Plan may rely on the reasonable representation of an Employee in regard 

to such a revocation. 
 

The Plan also has discretion to permit an election change for any other event recognized 
under Code Section 125. 
 
A Participant entitled to change an election as described in this Section 6.4 must do so in 
accordance with the procedures described in Section 6.2. 
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SECTION 7 
HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996 

 
7.1 Use and Disclosure of Protected Health Information 
 

a. Use and disclosure of Protected Health Information (PHI). The Plan will use PHI to the 
extent of and in accordance with the uses and disclosures permitted by HIPAA. 
Specifically, the Plan will use and disclose PHI for purposes related to health care 
treatment, payment for health care and health care operations. 

 
(i) Payment includes activities undertaken by the Plan to obtain premiums or determine 

or fulfill its responsibility for coverage and provision of plan benefits that relate to an 
individual to whom health care is provided. These activities include, but are not limited 
to, the following: 

 
• Determination of eligibility, coverage, and cost sharing amounts (for example, 

cost of a benefit, plan maximums, and co-payments as determined for an 
individual's claim); 

• Coordination of benefits; 
• Adjudication of health benefit claims (including appeals and other payment 

disputes); 
• Subrogation of health benefit claims; 
• Establishing employee contributions; 
• Risk adjusting amounts due based on enrollee health status and demographic 

characteristics; 
• Billing, collection activities, and related health care data processing; 
• Claims management and related health care data processing, including 

auditing payments, investigating and resolving payment disputes, and 
responding to participant inquiries about payments; 

• Obtaining payment under a contract for reinsurance (including stop-loss and 
excess of loss insurance); 

• Medical necessity reviews or reviews of appropriateness of care or justification 
of charges; 

• Utilization review, including pre-certification, pre-authorization, concurrent 
review, and retrospective review; 

• Disclosure to consumer reporting agencies related to the collection of 
premiums or reimbursement (the following PHI may be disclosed for payment 
purposes: name and address, date of birth, Social Security number, payment 
history, account number, and name and address of the provider and/or health 
plan); and 

• Reimbursement to the Plan. 
 

(ii) Health Care Operations include, but are not limited to, the following activities: 
 

• Quality assessment; 
• Population-based activities relating to improving health or reducing health care 

costs, protocol development, case management and care coordination, 
disease management, contacting health care providers, and patients with 
information about treatment alternatives and related functions; 
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• Rating provider and plan performance, including accreditation, certification, 
licensing, or credentialing activities; 

• Underwriting, premium rating, and other activities relating to the creation, 
renewal, or replacement of a contract of health insurance or health benefits, 
and ceding, securing, or placing a contract for reinsurance of risk relating to 
health care claims (including stop-loss insurance and excess of loss 
insurance); 

• Conducting or arranging for medical review, legal services, and auditing 
functions, including fraud and abuse detection and compliance programs; 

• Business planning and development, such as conducting cost-management 
and planning-related analyses related to managing and operating the Plan, 
including formulary development and administration, development or 
improvement of payment methods or coverage policies; 

• Business management and general administrative activities of the Plan, 
including, but not limited to: (a) management activities relating to the 
implementation of and compliance with HIPAA’s administrative simplification 
requirements; and (b) customer service, including the provision of data 
analyses for policy holders, plan sponsors or other customers; 

• Resolution of internal grievances; or 
• Due diligence in connection with the sale or transfer of assets to a potential 

successor in interest, if the potential successor in interest is a covered entity 
under HIPAA, or following completion of the sale or transfer, will become a 
covered entity. 

 
b. The Plan will only use and disclose PHI as permitted or required by law and as 

permitted by authorization of the Participant or beneficiary. 
 
c. The Plan will disclose PHI to the Plan Sponsor only upon receipt of a certification from 

the Plan Sponsor that the plan documents have been amended to incorporate the 
following provisions in Plan Section 10.1(d). 

 
d. With Respect to PHI, the Plan Sponsor agrees to certain conditions. The Plan 

Sponsor agrees to: 
 

• Not use or further disclose PHI other than as permitted or required by the plan 
document or as required by law; 

• Ensure that any agents, including a subcontractor, to whom the Plan Sponsor 
provides PHI received from the Plan agree to the same restrictions and 
conditions that apply to the Plan Sponsor with respect to such PHI; 

• Not use or disclose PHI for employment-related actions and decisions unless 
authorized by an individual; 

• Not use or disclose PHI in connection with any other benefit or health and 
welfare benefit plan of the Plan Sponsor unless authorized by an individual; 

• Report to the Plan any PHI use or disclosure that is inconsistent with the uses 
or disclosures provided for of which it becomes aware; 

• Make PHI available to an individual in accordance with HIPAA’s access 
requirements; 

• Make PHI available for amendment and incorporate any amendments to PHI 
in accordance with HIPAA; 
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• Make available the information required to provide an accounting of 
disclosures; 

• Make internal practices, books, and records relating to the use and disclosure 
of PHI received from Plan available to the HHS Secretary for the purposes of 
determining the Plan’s compliance with HIPAA; and 

• If feasible, return or destroy all PHI received from the Plan that the Plan 
Sponsor still maintains in any form, and retain no copies of such PHI when no 
longer needed for the purpose for which disclosure was made (or if return or 
destruction is not feasible, limit further uses and disclosures to those purposes 
that make the return or destruction infeasible). 

 
e. Adequate separation between the Plan and the Plan Sponsor must be maintained. 

The Plan shall limit and maintain a list of the Employees or classes of Employees or 
other persons under the control of the Company who shall be given access to PHI. 

 
f. Limitations of PHI access and disclosure. The persons identified by the Plan with 

appropriate access to PHI may only have access to and use and disclose PHI for plan 
administration functions that the Plan Sponsor performs for the Plan. 

 
g. Noncompliance issues. If the persons identified by the Plan do not comply with the 

Plan, the Plan Sponsor shall provide a mechanism for resolving issues of 
noncompliance, including disciplinary sanctions. 

 
7.2 HIPAA Security Requirements Applicable To Electronic PHI 

To the extent that the Plan Sponsor creates, receives, maintains, or transmits any 
electronic PHI, it will: 

 
a. Implement administrative, physical, and technical safeguards that reasonably and 

approximately protect the confidentiality, integrity, and availability of electronic PHI that 
it creates, receives, maintains, or transmits on behalf of the Plan; 

b. Ensure that the adequate separation between the Plan and the Plan Sponsor with 
respect to electronic PHI is supported by reasonable and appropriate security 
measures; 

c. Ensure that any agent, including a subcontractor, to whom it provides electronic PHI 
agrees to implement reasonable and appropriate security measures to protect 
electronic PHI; and 

d. Report to the Plan any security incident of which it becomes aware concerning 
electronic PHI. 

 
7.3 HITECH ACT 
 

This Plan is intended to comply with HIPAA and any amendments thereto, including the 
Health Insurance Technology for Economic and Clinical Health (HITECH) Act and any 
other acts amending HIPAA’s provisions and any regulations issued under HIPAA or any 
amendments made thereto. 
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HEALTH CARE FLEXIBLE SPENDING ACCOUNT (FSA) PROGRAM 

 
 

SECTION 1 
PURPOSE 

 
1.1 Purpose 
 

The purpose of the Health Care FSA program is to provide Eligible Employees (as 
determined under Section 2 of this Exhibit A) of the Company reimbursements of Qualifying 
Health Care Expenses that are excludable from the Participant's gross income under Code 
Section 105(b). 

 
1.2 Interpretation and Law 
 

The Health Care FSA includes both a General Purpose Health Care FSA and a Limited Use 
Health Care FSA and is intended to qualify as an accident and health plan under Code 
Section 105, and to comply with the Code and ERISA, and the regulations and rules 
promulgated under each, and shall be construed and interpreted in a manner consistent with 
all relevant provisions of the Code and ERISA including, but not limited to, ERISA Sections 
601 through 609 and Code Section 4980B. The Health Care FSA is also a qualified “Optional 
Benefit” under the Plan. 

 
SECTION 2 

PARTICIPATION 
 
2.1 Eligibility 
 

Employees shall be eligible to participate in either the General Purpose Health Care FSA 
or the Limited Use Health Care FSA benefit in accordance with the provisions of the Plan. 
The Plan shall govern the terms of eligibility and participation generally, supplemented by 
the provisions of this Section 2. 

 
2.2 Determination of Eligibility by Plan Administrator 
 

The determination of an Employee’s eligibility to participate in the Health Care FSA shall be 
made by the Plan Administrator, and the Plan Administrator’s good faith determination shall 
be binding and conclusive upon all persons. 
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2.3 Commencement of Participation 
 

An Eligible Employee shall become a Participant under the Health Care FSA provided that 
the Eligible Employee has timely filed with the Plan Administrator an election form 
(whether written or electronic, as permitted by the Plan Administrator) and, if applicable, 
a Contribution and Benefit Election as provided in the Plan. 

 
2.4 Reinstatement of Former Participant 
 

A former Participant shall become a Participant again in accordance with the provisions 
of Section 2.3 above, if and when they meet the eligibility requirements of Section 2.1 and 
elects a Coverage Option as described in Section 3.1. 

 
If a former Participant meets the eligibility requirements of Section 3.1 and is rehired or 
regains eligibility within thirty-one (31) days or less of the date of a termination of 
employment or loss of eligibility (and within the same Plan Year as the termination), the 
Participant will be reinstated with the same elections that such individual had before the 
termination or loss of eligibility. If a former Participant is rehired more than thirty-one (31) 
days following termination of employment or regains eligibility under the Program (or in a 
Plan Year following the termination) and is otherwise eligible to participate in accordance 
with Section 2.1, then the individual must make new elections as a new hire as described 
in Section 3.1. 

 
2.5 Participation during Leaves of Absence 
 

Any Participant who goes on a leave of absence because of an Employer approved 
discretionary non-medical leave not covered by FMLA or other regulations shall continue 
benefits under the Plan in accordance with the written provisions in the applicable leave 
of absence policies of the Employer in effect at the time the discretionary leave was 
granted. To continue benefits, the Participant must have elections in place before the 
commencement of the leave of absence. In the event benefits are continued, regular 
deductions from the Participant’s compensation will continue during the leave of absence 
in the event of paid leave. 

 
Any Participant who goes on a leave of absence because of an unpaid FMLA leave or 
leave for duty in the Uniformed Services subject to USERRA, shall continue benefits in 
accordance with the applicable regulatory requirements and in accordance with Employer 
written policies in effect at the time of the leave. 

 
2.6 Continuation Coverage 
 

If and to the extent required by law (including, without limitation, Code Section 4980B and 
ERISA Sections 601 through 609 and corresponding regulations), in the event coverage 
ceases due to a Participant's death, termination of employment, reduction in work hours, 
divorce or legal separation from their Spouse, a dependent child ceasing to be a dependent 
child or other events prescribed by law, continued coverage shall be made available to the 
Participant and/or Spouse or dependent of a Participant or former Participant. In that event, 
such Spouse or dependent shall be treated as a Participant under this Plan, but only to such 
extent and for such period as the law requires. A Contribution and Benefit Election shall be 
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required for such Participant if they intend to continue to pay for certain COBRA benefits on 
a pre-tax basis in accordance with the Plan. No Contribution and Benefit Election shall be 
required for a Participant, Spouse, or dependent, but another form of election may be 
required and applicable contributions must be paid to the Company on a monthly basis (or 
within such other time limit as may be provided for by law), and coverage shall cease upon 
nonpayment of any such required contributions. 

 
This Health Care FSA is intended to comply with the continuation of health care coverage 
requirements set forth in Code Section 4980B and ERISA Sections 601 through 609, as 
applicable. 

 
SECTION 3  

ELECTION TO RECEIVE HEALTH CARE REIMBURSEMENTS 
 
3.1 Election Procedure 
 

An Eligible Employee may elect to receive payments or reimbursements of their Qualifying 
Health Care Expenses by filing an election form and a salary reduction form in accordance 
with the procedures established under the Plan. An election to receive payments or 
reimbursements of Qualifying Health Care Expenses shall be irrevocable during the Plan 
Year, except as provided in the Plan. The same terms and conditions that apply to such 
election revocations and, if applicable, new elections under the Plan shall also apply to a 
revocation of a Participant’s election to receive payments or reimbursements of their 
Qualifying Health Care Expenses. 

 
3.2 Reimbursement Amounts 
 

The maximum amount which the Eligible Employee may elect as a Coverage Option to 
receive in any Plan Year in the form of reimbursements or payments for Qualifying Health 
Care Expenses shall be set annually by the Plan Administrator and communicated in the 
appropriate Annual Enrollment materials. Any minimum amount which the Eligible Employee 
may elect as a Coverage Option shall be set annually by the Plan Administrator and 
communicated in the appropriate open enrollment materials. An Eligible Employee may also 
elect a No Coverage Option. 

 
SECTION 4 

HEALTH CARE FLEXIBLE SPENDING ACCOUNTS 
 
4.1 Establishment of Account 
 

The Plan Sponsor, by and through its agents, shall establish and maintain a Health Care 
Flexible Spending Account for each Plan Year with respect to each Participant who has 
elected to receive payments or reimbursements for Qualifying Health Care Expenses 
incurred during the Plan Year. 

 
4.2 Crediting of Account 
 

There shall be credited to a Participant's Health Care Flexible Spending Account, for each 
Plan Year as of the beginning of such Plan Year (or, if later, as of the date they  became a 
Participant during the Plan Year), an amount equal to the amount elected by the Participant 
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as a Coverage Option in accordance with such Participant's election under the Plan. Except 
as otherwise required by law, amounts credited to each such Health Care Flexible Spending 
Account shall be the property of the Company until paid out pursuant to Section 5. 

 
4.3 Debiting of Account 
 

A Participant's Health Care Flexible Spending Account for each Plan Year shall be debited 
in the amount of any payment under Plan Section 6 to or for the benefit of the Participant for 
Qualifying Health Care Expenses incurred during such Plan Year. 

 
4.4 No Proration 
 

If a Participant elects Health Care FSA benefits mid-year or wishes to increase their election 
mid-year as permitted under the Plan, then there will be no proration rule. Thus, the 
Participant may elect coverage up to the maximum dollar limit or may increase coverage to 
the maximum dollar limit, as applicable. 

 
4.5 Forfeiture of Account 
 

The amount credited to a Participant's Health Care Flexible Spending Account for any Plan 
Year shall be used only to reimburse the Participant for Qualifying Health Care Expenses 
incurred during such Plan Year, while a Participant, and only if the Participant applies for 
reimbursement on or before March 31 following the close of the Plan Year or such later date 
established by the Plan Administrator for that Plan Year.  
 
Participants are permitted to carry over an amount up to the statutory maximum amount for 
the applicable Plan Year to the subsequent Plan Year.   Such maximum carry over amount 
shall be communicated to participants in applicable open enrollment materials for the 
applicable Plan Year.  
 
After the above-mentioned maximum carry over amount is applied and after all eligible 
reimbursements are made, any remaining balance in the Participant's Health Care Flexible 
Spending Account for any Plan Year shall be forfeited and shall not be available to the 
Participant in any other form or manner, but shall remain the property of the Company. The 
Participant shall forfeit all rights with respect to such balance to the extent permitted by law. 

 
4.6 Failure to Cash Check 
 

In the event a Participant fails to cash a health care account reimbursement check under the 
Health Care Flexible Spending Account Program, such monies shall be escheated pursuant 
to applicable state laws governing unclaimed property, provided, however, that such 
Participant may request and receive a re-issuance of such reimbursement check until such 
time as such monies are actually escheated to the respective state. 
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SECTION 5  
PAYMENT OF HEALTH CARE EXPENSES 

 
5.1 Claims for Reimbursement 
 

 The specific reimbursement procedures shall be established by the Health Care FSA 
Administrator and set forth in the applicable materials and information provided to 
Participants. The terms of those materials shall govern.  In general terms, a Participant who 
has elected to receive Qualifying Health Care Expense reimbursement for a Plan Year may 
apply to the Health Care FSA Administrator for reimbursement of such expenses by 
submitting an application in writing or in such form as the Health Care FSA Administrator 
may prescribe or by using any debit card that has been issued with respect to the Health 
Care Flexible Spending Account, setting forth: 

 
a. The date and nature of the expense with respect to which reimbursement is requested; 

 
b. The name of the person, organization, or entity to which the expense was or is to be paid; 

 
c. The name of the person for whom the expense was incurred, and, if such person is not 

the Participant requesting the reimbursement, the relationship of such person to the 
Participant; 

 
d. A statement that the health care expense (or the portion thereof for which reimbursement 

is sought under the Program) has not been reimbursed and is not reimbursable under 
any other insurance arrangement or any other health plan coverage; 

 
e. A written statement from an independent third party stating that the health care expense 

has been incurred, and the amount of the expense; and 
 

f. Such other information as the Health Care FSA Administrator may require. 
 

Such application shall be accompanied by bills, invoices, receipts, canceled checks, or other 
statements showing the amounts of such expenses, with any additional documentation which 
the Health Care FSA Administrator may request. 

 
5.2 Reimbursement or Payment of Expenses 
 

Subject to the following, the Health Care FSA Administrator shall reimburse the Participant 
from the Participant's Health Care Flexible Spending Account for Qualifying Health Care 
Expenses incurred during the Plan Year, while a Participant, for which the Participant submits 
documentation in accordance with Section 6.1 below. 

 
a. The entire amount that a Participant has authorized to be allocated to their Health Care 

Flexible Spending Account for the Plan Year shall be available at all times for 
reimbursement to the Participant (reduced by the amount of any prior reimbursements). 

 
b. In the event of a “Change in Status” or a separation from service, the amount in the 

Participant's Health Care Flexible Spending Account that shall be available for 
reimbursement of Qualifying Health Care Expenses shall be equal to: 
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i. The initial amount that a Participant has authorized to be allocated to their Health 
Care Flexible Spending Account (expressed on a per pay period basis) multiplied 
by the number of pay periods for which it was effective; plus 

 
ii. Any subsequent amount that a Participant has authorized to be allocated to their 

Health Care Flexible Spending Account (expressed on a per pay period basis) 
based on the Participant's “Change in Status” or a separation from service (as 
described in the Plan), multiplied by the number of pay periods for which such 
subsequent election or elections were effective (reduced by the amount of any 
prior reimbursements). 

 
c. Reimbursements may be made from the Health Care Flexible Spending Account only for 

such expenses as are incurred during the Plan Year (whether or not reimbursed before 
the end of the Plan Year) or after the date an Employee becomes a Participant under this 
Program. 

 
d. Except for any reimbursement during or after the last month of the Plan Year, a 

Participant shall be reimbursed subject to any minimum reimbursement amount 
established and communicated by the Health Care FSA Administrator, for Qualifying 
Health Care Expenses upon presentation of documentation, as described in Program 
Section 6.1, provided, however, that all claims for Qualifying Health Care Expenses 
incurred during the Plan Year must be made on or before March 31 following the close 
of the Plan Year. 

 
e. A Participant may receive reimbursement only for Qualifying Health Care Expenses 

incurred while an Employee of the Company and or a Participant in the Health Care FSA. 
 

f. By enrolling and as part of the establishment of a Health Care Flexible Spending Account, 
the employee shall be deemed to consent to indemnify the Company, including but not 
limited to a deduction from payroll, for any forged or false reimbursements submitted, or 
other fraudulent activity undertaken in connection with the Health Care Flexible Spending 
Account. 

 
g. The Health Care FSA Administrator may, at its option, pay any Qualifying Health Care 

Expenses directly to the person providing or supplying health care in lieu of reimbursing 
the Participant. 

 
The Health Care FSA Administrator may establish additional rules or procedures for the 
reimbursement of Qualifying Health Care Expenses from a Participant's Health Care Flexible 
Spending Account. 
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SECTION 6  
TERMINATION OF PARTICIPATION 

 
6.1 Termination of Participation 
 

Except as provided in Section 2.6, a Participant’s participation shall terminate as of the earlier 
of: 

 
a. The date on which the Health Care FSA terminates; 

 
b. The last day of the calendar month in which employment terminates or the Participant 

ceases to be in a class that is eligible for coverage under the Plan, as applicable; or 
 

c. The date on which their election to receive Qualifying Health Care Expense 
reimbursement expires or is terminated under the Plan (unless a new such election is 
effective immediately thereafter); or 

 
d. The date on which they fail to pay any required contributions (including payment under a 

Contribution and Benefit Election made under the Plan). 
 

Provided, however, that such termination of participation shall not affect a former Participant's 
right to continue to participate in or to receive benefits under any employee benefit plan of 
the Company under which the Participant is covered to the extent permitted by such plan or 
required by applicable law. 

 
6.2 Effect of Termination on Reimbursements 
 

In the event that a Participant ceases to be a Participant in this Program under Section 6.1, 
any election to receive reimbursements of Qualifying Health Care Expenses and any related 
Contribution and Benefit Election made under the Plan shall terminate, subject to applicable 
continuation laws. A Participant (or their surviving Spouse, if any, or their estate if the 
Participant is deceased) whose termination is due to separation of service shall be entitled 
to reimbursement, to the extent of any outstanding credit balance, only for Qualifying Health 
Care Expenses incurred before the date such termination occurs, or, if longer, through the 
period for which such Participant has paid the contribution, and only if the Participant (or their 
surviving Spouse or estate) applies for such reimbursement in accordance with Section 5.1 
on or no later than 90 days following the date of termination.
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DEPENDENT CARE FLEXIBLE SPENDING ACCOUNT (FSA) PROGRAM 
 

SECTION 1 
PURPOSE 

 
1.1 Purpose 
 

The purpose of the Dependent Care FSA program is to provide Eligible Employees (as 
determined under the Plan) of the Company reimbursements of Qualifying Dependent Care 
Expenses that are excludable from the Participant's gross income under Code Section 129. 

 
1.2 Interpretation and Law 
 

The Dependent Care FSA program is intended to qualify as a dependent care assistance 
plan under Code Section 129, and the regulations and rules promulgated thereunder, and 
shall be construed and interpreted in a manner consistent with all relevant provisions of the 
Code. The Dependent Care FSA program is also a qualified “Optional Benefit” under the 
Plan. 

 
SECTION 2  

PARTICIPATION 
 
2.1 Eligibility 
 

Employees shall be eligible to participate in the Dependent Care FSA in accordance with 
the provisions of the Plan. Such Plan shall govern eligibility and participation generally, 
supplemented by the provisions of this Section 2. 

 
2.2 Determination of Eligibility by Dependent Care FSA Administrator 
 

The determination of an Employee's eligibility to participate in the Dependent Care FSA shall 
be made by the Dependent Care FSA Administrator and shall be binding and conclusive 
upon all persons. 

 
2.3 Commencement of Participation 
 

An Eligible Employee shall become a Participant under the Dependent Care FSA provided 
that the Eligible Employee has timely completed a Contribution and Benefit Election as 
provided in the Plan. 

 
2.4 Reinstatement of Former Participant 
 

A former Participant shall become a Participant again in accordance with the provisions 
of the Plan, if and when they meet the eligibility requirements of Section 2.1 of Exhibit B 
above and elects a Coverage Option as described in Section 3.2 of the Plan. 

 
If a former Participant meets the eligibility requirements of Section 3.1 of the Plan and is 
rehired, within thirty-one (31) days or less of the date of a termination of employment (and 
within the same Plan Year as the termination), the Participant will be reinstated with the 
same elections that such individual had before termination. If a former Participant is 
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rehired more than thirty-one (31) days following termination of employment (or in a Plan 
Year following the termination) and is otherwise eligible to participate in the Plan in 
accordance with Plan Section 3.1, then the individual must make new elections as a new 
hire as described in Section 3.1. 

 
2.5 Participation During Leaves of Absence 
 

Any Participant who is not at work because of an Employer approved discretionary  
non-medical leave not covered by FMLA or other regulations shall continue benefits under 
the Plan in accordance with the written provisions in applicable leave of absence policies 
of the Employer in effect at the time the discretionary leave was granted. To continue 
benefits, the Participant must have elections in place before the commencement of the 
leave of absence. In the event benefits are continued, regular deductions from the 
Participant’s compensation will continue during the leave of absence in the event of paid 
leave. 

 
Any Participant who is not at work because of an unpaid FMLA leave or leave for duty in 
the Uniformed Services subject to USERRA, shall continue benefits in accordance with 
the applicable regulatory requirements and in accordance with Employer written policies 
in effect at the time of the leave.  

 
2.6 Any Participant returning from an FMLA, USERRA leave, or other approved unpaid Leave 

of Absence shall be reinstated in the same or equivalent elections to the Dependent Care 
FSA elections they received prior to the Leave of Absence, adjusted for any changes in 
benefits that affected the workforce as a whole. Such reinstatement shall be made in 
accordance with the written Leave of Absence policies of the Company, the Component 
Plans, and any applicable law. If no Dependent Care FSA election was made before the 
Leave of Absence commenced, the Participant will have default coverage, unless the 
Participant experienced a qualifying change in status as described in the Section 125 
Cafeteria Plan. 

 
SECTION 3 
ELECTION 

 
3.1 Election Procedure 
 

An Eligible Employee may elect to receive payments or reimbursements of their Qualifying 
Dependent Care Expenses by filing an election form in accordance with the procedures 
established under the Plan. An election to receive payments or reimbursements of Qualifying 
Dependent Care Expenses shall be irrevocable during the Plan Year, except as provided in 
Section 6 of the Plan. The same terms and conditions that apply to such election revocations 
under Section 6 of the Plan and, if applicable, new elections under the Plan shall also apply 
to a revocation of a Participant’s election to receive payments or reimbursements of their 
Qualifying Dependent Care Expenses under the Dependent Care FSA. 
 

3.2 Reimbursement Amounts 
 

The maximum amount which the Eligible Employee may elect as a Coverage Option to 
receive in any Plan Year in the form of reimbursements or payments for Qualifying 
Dependent Care Expenses under the Plan shall be the lesser of: 
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a. The Participant’s earned income for the Plan Year (after reductions in Compensation 

under Code Section 125, including the reduction related to dependent care 
assistance); 

 
b. The actual or deemed earned income of the Participant’s Spouse, if applicable, for 

the Plan Year; or 
 

c. $5,000, ($2,500 in the case of a separate return filed by a married individual) reduced 
by any amounts contributed by the Participant’s Spouse to a plan that pays or 
reimburses Qualifying Dependent Care Expenses. 

 
In the case of a Spouse, who is a full-time student at an educational institution or is physically 
or mentally incapable of self-care, such Spouse shall be deemed to have earned income in 
the amount prescribed by Code Section 21(d)(2). 
 
Any minimum amount which the Eligible Employee may elect as a Coverage Option shall be 
set annually by the Dependent Care FSA Administrator and communicated in the annual 
open enrollment materials. An Eligible Employee may also elect a No Coverage Option. 

 
SECTION 4 

DEPENDENT CARE FLEXIBLE SPENDING ACCOUNTS 
 
4.1 Establishment of Account 
 

The Company shall establish and maintain a Dependent Care Flexible Spending Account 
for each Plan Year with respect to each Participant who has elected to receive payments or 
reimbursements for Qualifying Dependent Care Expenses incurred during the Plan Year. 

 
4.2 Crediting of Account 
 

There shall be credited to a Participant’s Dependent Care Flexible Spending Account, for 
each Plan Year as of each date Compensation is paid to the Participant in such Plan Year, 
a pro rata portion of the amount elected by the Participant as a Coverage Option in 
accordance with such Participant’s election under the Plan. Except as otherwise required by 
law, amounts credited to each such Dependent Care Flexible Spending Account shall be the 
property of the Company until paid out pursuant to Section of this Exhibit B. 

 
4.3 Debiting of Account 
 

A Participant’s Dependent Care FSA for each Plan Year shall be debited in the amount of 
any payment under Section 5 of this Exhibit B to or for the benefit of the Participant for 
Qualifying Dependent Care Expenses incurred during such Plan Year. An employee who is 
not actively at work or seeking work may continue to contribute to the Dependent Care FSA 
but shall not be able to request reimbursement of expenses incurred during that time. 

 
4.4 Forfeiture of Account 
 

a. The amount credited to a Participant's Dependent Care FSA for any Plan Year shall 
be used only to reimburse the Participant for Qualifying Dependent Care Expenses 
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incurred during such Plan Year and only if the Participant applies for reimbursement 
on or before March 31 of the immediately following Plan Year or any later date 
established by the Plan Administrator for that Plan Year. 

 
b. If any balance remains in the Participant's Dependent Care FSA for any Plan Year 

after all reimbursements hereunder, such balance shall not be carried over to 
reimburse the Participant for Qualifying Dependent Care Expenses incurred during a 
subsequent Plan Year, and shall not be available to the Participant in any other form 
or manner, but shall remain the property of the Company, and the Participant shall 
forfeit all rights with respect to such balance to the extent required or permitted by 
law. 

 
4.5 Failure to Cash Check 
 

In the event a Participant fails to cash a Dependent Care FSA reimbursement check under 
the Dependent Care Flexible Spending Account, such monies shall be escheated pursuant 
to applicable state laws governing unclaimed property, provided, however, that such 
Participant may request and receive a re-issuance of such reimbursement check until such 
time as such monies are actually escheated to the respective state. 

 
SECTION 5 

PAYMENT OF DEPENDENT CARE EXPENSES 
 
5.1 Claims for Reimbursement 
 

The specific reimbursement procedures shall be established by the Dependent Care FSA 
Administrator and set forth in the applicable materials and information provided to 
Participants. The terms of those materials shall govern.  In general terms, a Participant who 
has elected to receive Qualifying Dependent Care Expense reimbursement for a Plan Year 
may apply to the Dependent Care FSA Administrator for reimbursement of such expenses 
by submitting an application in writing, or in such form as the Dependent Care FSA 
Administrator may prescribe, setting forth: 

 
a. The date and nature of the expense with respect to which reimbursement is requested; 

 
b. The name of the person, organization or entity to which the expense was or is to be paid; 

 
c. The name of the person for whom the expense was incurred and the relationship of such 

person to the Participant; 
 

d. A statement that the dependent care expense (or the portion thereof for which 
reimbursement is sought under the Plan) has not been reimbursed and is not 
reimbursable under any other insurance arrangement or any other dependent care 
assistance plan coverage; 

 
e. A written statement from an independent third party stating that the dependent care 

expense has been incurred, including the amount of the expense; and 
 

f. Such other information as the Dependent Care FSA Administrator may require. 
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Such application shall be accompanied by bills, invoices, receipts, canceled checks, or other 
statements showing the amounts of such expenses, with any additional documentation which 
the Dependent Care FSA Administrator may request. 

 
5.2 Reimbursement or Payment of Expenses 
 

Subject to the following, the Dependent Care FSA Administrator shall reimburse the 
Participant from the Participant's Dependent Care FSA for Qualifying Dependent Care 
Expenses incurred during the Plan Year, for which the Participant submits documentation in 
accordance with Section 5.1 of this Exhibit B above. 

 
a. No reimbursement or payment under this Section 5.2 of expenses incurred during a 

Plan Year shall at any time exceed the balance of the Participant’s Dependent Care 
FSA for the Plan Year at the time of the reimbursement or payment. 

 
b. The amount of any Qualifying Dependent Care Expenses not reimbursed or paid as 

a result of (a) above shall be carried over to the following period, but not beyond the 
end of the Plan Year, and reimbursed or paid only if and when the balance in such 
Dependent Care FSA permits such reimbursement or payment. 

 
c. In the event the amount available for reimbursement of Qualifying Dependent Care 

Expenses changes during the Plan Year as a result of a change in status or a 
separation from service (as described in the Plan), the amount available for 
reimbursement of Qualifying Dependent Care Expenses shall be the balance in the 
Participant’s Dependent Care FSA for the Plan Year at the time of the reimbursement 
or payment. 

 
d. Reimbursements may be made from the Dependent Care FSA only for such 

expenses as are incurred during the Plan Year (whether or not reimbursed before 
the end of the Plan Year) and on or after the date an Employee becomes a 
Participant under this Plan. 

 
e. Except for any reimbursement during or after the last month of the Plan Year, a 

Participant shall be reimbursed as established by the Plan Administrator, for 
Qualifying Dependent Care Expenses upon presentation of documentation, as 
described in Section5.1 of this Exhibit B above, of such expenses in a form 
satisfactory to the Dependent Care FSA Administrator, provided, however, that all 
claims for Qualifying Dependent Care Expenses incurred during the Plan Year must 
be made on or before March 31st immediately following the close of the Plan Year. 

 
f. The Employee shall consent, as part of the establishment of a Dependent Care FSA, 

to indemnify the Company, including but not limited to a deduction from payroll, for 
any forged or false reimbursements submitted, or other fraudulent activity undertaken 
in connection with the Dependent Care FSA. 

 
g. The Dependent Care FSA Administrator may, at its option, pay any Qualifying 

Dependent Care Expenses directly to the person providing or supplying dependent 
care in lieu of reimbursing the Participant. 
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h. The Dependent Care FSA Administrator may establish additional rules or procedures 
for the reimbursement of Qualifying Dependent Care Expenses from a Participant's 
Dependent Care FSA. 

 
5.3 Report to Participants 
 

On or before January 31 of each year, the Dependent Care FSA Administrator shall furnish 
to each Participant who has received reimbursement for Qualifying Dependent Care 
Expenses under the Dependent Care FSA during the prior calendar year a written statement 
showing the amount of such reimbursement paid or expenses incurred during such year with 
respect to the Participant. In addition, the Dependent Care FSA Administrator shall report the 
amount of each Participant’s Qualifying Dependent Care Expenses incurred during the prior 
calendar year on each Participant’s Form W-2. 

 
5.4 Disclosure of Dependent Care Services 
 

It is the responsibility of each Participant to disclose identifying information regarding the 
Dependent Care Service Provider(s) on such Participant’s annual income tax return. 
Identifying information is defined as the name, address, and, except for an organization 
described in Section 501(c)(3) of the Code and exempt for tax under Section 501(a) of the 
Code, taxpayer identification number of the person(s) performing the qualified dependent 
care services. If such identifying information is not provided by the Participant, 
reimbursement for Qualifying Dependent Care Expenses received for such calendar year will 
not be excluded from gross income unless the Participant can show that they exercised due 
diligence in attempting to provide such information. 

 
SECTION 6 

TERMINATION OF PARTICIPATION 
 
6.1 Termination of Participation 
 

An Employee's participation in the Plan shall terminate as of the earlier of: 
 

a. The date on which the Plan terminates; 
 

b. The date on which they cease to be an Employee eligible to participate in accordance 
with the provisions of Section 2.1 of this Exhibit B above; or 

 
c. The date on which their election to receive Qualifying Dependent Care Expense 

reimbursement expires or is terminated under the Plan (unless a new such election is 
effective immediately thereafter); or 

 
d. The date on which they fail  to pay any required contributions (including payment under 

a Contribution and Benefit Election made under the Plan). 
 

Provided, however, that such termination of participation shall not affect a former Participant's 
right to continue to participate in or to receive benefits under any employee benefit plan of 
the Company under which the Participant is covered to the extent permitted by such plan or 
required by applicable law. 
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6.2 Effect of Termination on Reimbursements 
 

In the event that a Participant ceases to be a Participant in this Plan under Section 6.1 of this 
Exhibit B above, any election to receive reimbursements of Qualifying Dependent Care 
Expenses and any related Contribution and Benefit Election made under the Plan shall 
terminate. A Participant (or their surviving Spouse, if any, or their estate if the Participant is 
deceased) shall be entitled to reimbursement only for Qualifying Dependent Care Expenses 
incurred while a Participant and within the same Plan Year in which such participation 
ceases, and only if the Participant (or their surviving Spouse or estate) applies for such 
reimbursement in accordance with Section 5.1 no later than 90 days immediately following 
the date of termination. No such reimbursement shall exceed the remaining balance, if any, 
in the Participant’s Dependent Care FSA for the Plan Year. 
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HEALTH SAVINGS ACCOUNT (HSA) PROGRAM 
 

SECTION 1 
PURPOSE OF HSA 

 
1.1 Purpose and Effect 
 

The provisions of this Exhibit C, in conjunction with the Plan, constitute the Health Savings 
Account Plan, which is intended to comply with Section 223 of the Code. The purpose of this 
Exhibit is to set forth the provisions governing the operation and administration of the HSA, 
to specify the amount an Eligible Employee may allocate each Plan Year to the HSA, and to 
describe the HSA Program in further detail. 

 
The HSA is intended to qualify as a health savings account plan under Code Section 223, to 
comply with the Code and the regulations and rules promulgated thereunder and shall be 
construed and interpreted in a manner consistent with all relevant provisions of the Code. 
The HSA is not intended to be a welfare benefit plan under ERISA and therefore shall be 
construed and administered within such intent. Accordingly, administration of the HSA 
Program is subject to the provisions of the Plan. 

 
SECTION 2 

DEFINITIONS 
 
2.1 Definitions 
 

Except as otherwise specified herein, all terms when capitalized shall have the meaning 
stated in Section 2.1 of the Plan. 

 
SECTION 3 

PARTICIPATION 
 
3.1 Eligibility 
 

Employees shall be eligible to participate in the HSA in accordance with the provisions of the 
Plan. The Plan shall govern the terms of eligibility and participation generally, supplemented 
by the provisions of this Exhibit C. Only those Eligible Employees who are enrolled in a 
medical plan Coverage Option that meets the requirements of a “high deductible health plan,” 
as described in Code Section 223(c)(2), and who are not covered by any other health 
insurance plan that is not a high deductible health plan, (including a plan sponsored by a 
spouse’s employer that also covers the Eligible Employee), and who are not enrolled in 
Medicare, may elect to contribute to an HSA. 

 
3.2 Determination of Eligibility by Plan Administrator 
 

For purposes of making contributions to a HSA on a pre-tax basis, the determination of an 
Employee's eligibility to contribute shall be made by the HSA Administrator, and shall be 
binding and conclusive upon all persons, taking into account an Employee’s participation in 
a high deductible health plan (as defined by the Code) and in any health care reimbursement 
account. 
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3.3 Commencement of Participation 
 

An Eligible Employee shall become a Participant under the HSA provided that the Eligible 
Employee elected to participate. In addition, the Eligible Employee must begin participation 
in a high deductible health plan (as defined by the Code) and provide proof that they 
established an HSA with a provider that is maintained outside of the Plan. 

 
3.4 Reinstatement of Former Participant 
 

A former Participant shall become a Participant again in accordance with the provisions of 
Section 3.3 of this Exhibit C above, if and when they meet the eligibility requirements of 
Section 3.1 of this Exhibit C above and elects a Coverage Option described in Section 5.1 
of the Plan. 

  
An HSA Program election will only be reinstated if an individual is an HSA-eligible individual 
(as defined by federal law). 

 
3.5 Participation During Leaves of Absence  
 

Any Participant, who is not at work because of a paid or unpaid Leave of Absence may 
continue their HSA election so long as they remain a participant in a high deductible health 
plan. 

 
SECTION 4 

ELECTION TO CONTRIBUTE TO AN HSA 
 
4.1 Election Procedure 
 

An Eligible Employee may elect to make pre-tax contributions to an HSA. The amount of the 
pre-tax contributions to an HSA may be increased, decreased, or revoked at any time and 
for any reason, but only on a prospective basis, effective as soon as administratively feasible. 

 
4.2 Contribution Limits 
 
 a. The maximum amount which the Eligible Employee may elect to contribute pre-tax 

to an HSA in any Plan Year shall be limited according to federal law and 
communicated annually by the HSA Administrator. 

 
 b. An Eligible Employee who will attain age 55 before the end of a calendar year may 

elect to allocate an additional amount per year to their HSA in accordance with Code 
Section 223(b)(3), in addition to the amounts set out in Code Section 223(b)(2). 
These are called “make up contributions.” 

 
 c. In accordance with such election, each payroll period of the Participant, a pro rata 

portion of such annual elected amount shall be withheld from the Participant’s 
Compensation on a pre-tax basis and as soon as practicable thereafter an identical 
amount shall be forwarded to the HSA provider for deposit into the Participant’s HSA. 

 
 d. Any HSA deposit elections made under this Exhibit C shall be effective no earlier than 

the later of the first day of the Plan Year to which the election relates and the first the 
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pay date coincident with or next following the date the election is received and 
processed by the HSA Administrator (or as soon as administratively practicable 
thereafter) and shall be subject to modification or revocation by the Participant at any 
time during the Plan Year. 

 
 e. Pursuant to Code Section 223(f)(3), a Participant may withdraw any “excess 

contributions,” as defined in Code Section 223(f)(3)(B), made to an HSA during a 
calendar year. Any such withdrawal must be made no later than April 15 of the year 
following the calendar year for which the excess contribution was deposited in the 
HSA and must include any income or earnings attributable to such excess 
contributions. 

 
SECTION 5 

HEALTH SAVINGS ACCOUNTS 
 
5.1 Establishment of Account 
 

The Participant who has elected to contribute to an HSA on a pre-tax basis shall establish 
and maintain an HSA for each Plan Year. This is an individual account separately established 
and maintained by a provider outside of the Plan. The Employer will not establish or maintain 
such HSAs but may limit the number of HSA providers to whom it will forward contributions 
that the Participant makes on a pre-tax basis. Such HSA providers are not endorsed by the 
Employer in any manner. The Employer will pay over to the provider of such accounts the 
contribution amounts elected and reduced from Compensation on behalf of the Participants. 
The annual contribution for a Participant’s HSA benefits shall be equal to the annual benefit 
amount elected by the Participant, not to exceed any limits required by applicable law, 
including any applicable catch-up contributions. 

 
 The maximum annual contribution allowable by applicable law shall be: 
 

• Reduced by any matching (or other) Employer contribution made on the Participant’s 
behalf, if any, made under the Plan; 

• Prorated for the number of months in which the Participant is an HSA-eligible 
individual (as defined by applicable law); 

• Any other amount as provided by applicable law.  
 

However, a Participant may have the opportunity to contribute the maximum annual 
contribution allowable by applicable law (without proration), if they were HSA Plan-eligible 
during the last month of the Plan Year, provided the Participant meets certain requirements 
prescribed by law. 

 
The Plan Administrator may maintain records to track HSA contributions made by 
Participants on a pre-tax basis, but it will not create a separate fund or otherwise segregate 
assets for this purpose. The Employer has no authority or control over the funds deposited 
in an HSA. 

 
5.2 Provider Agreement; HSA Not Intended To Be an ERISA Plan 
 

HSA benefits consist solely of the ability to make contributions on a pre-tax basis. Terms and 
conditions of coverage and benefits (e.g., eligible medical expense, claims procedures, etc.) 
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will be provided by and are set forth in this Exhibit C, not in the Plan. The terms and conditions 
of each Participant’s HSA are supplied by the applicable HSA provider. 

 
The HSA is not an employer-sponsored employee benefits plan under ERISA or any other 
applicable law. It is a savings account that is established and maintained by an HSA provider 
outside of the Plan to be used primarily for reimbursement of “Qualified Medical Expenses” 
as set forth in Code Section 223(d)(2). The Employer has no authority or control over the 
funds deposited in an HSA. 

 
5.3 Payments from Account 
 
 a. If a Participant elects to deposit any amount into an HSA during a Plan Year, the 

Participant will be entitled to use the amounts in such account to pay for Qualified 
Medical Expenses incurred at any time during or after such Plan Year with respect to 
the Participant and their eligible dependents, including legal spouse and children, to 
the extent that such payments do not exceed the available balance in the HSA at the 
time of payment. 

 
 b. It is intended that amounts distributed from an HSA that are used solely to pay for 

Qualified Medical Expenses be excluded from the Participant’s gross income for 
federal income tax purposes in accordance with Code Section 223(f)(1). 

 
 c. Amounts distributed from a HSA that are not used to pay for Qualified Medical 

Expenses are subject to (i) inclusion in gross income for federal income tax purposes 
in the tax year in which the distribution was made, as provided in Code Section 
223(f)(2) and (ii) except with respect to distributions made on account of the Eligible 
Employee’s death or disability, or after the date the Participant becomes eligible for 
Medicare under Section 1811 of the Social Security Act, an additional 20% tax 
penalty in the year of distribution, as provided in Code Section 223(f)(4). 

 
SECTION 6 

TERMINATION OF PARTICIPATION 
 
6.1 Termination 
 

In the event that a Participant ceases to be a Participant in the HSA, any election to make 
contributions pre-tax to an HSA under the Plan shall terminate. However, the Participant will 
maintain ownership of their HSA. 
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Sysco Corporation Section 125 Plan  
Component Programs 

 
Effective as of January 1, 2022, the following programs are Component Programs under 
the Plan and the terms and conditions of each are hereby incorporated by reference into 
the Plan: 
 

Benefit Type Insurer/Administrator 
Medical and Prescription Drug 
Benefits   
 
 

Aetna  
833-361-0223 
www.aetna.com 
 
Blue Care Network of Michigan  
800-662-6667 
www.bcbsm.com 
 
Health Alliance Medical Plans 
313-872-8100 
www.hap.org 
 
Health Plan of Nevada 
207-242-7300 
www.healthplanofnevada.com 
 
Hawaii Medical Services Association  
800-948-6111 
www.hmsa.com 
 
Kaiser Foundation Health Plan Inc. 
800-464-4000 
www.kp.org 
 
Kaiser Foundation Health Plan of the Northwest 
800-813-2000 
www.kp.org 
 
Kaiser Foundation Health Plan of Hawaii 
800-966-5955 
www.kp.org 
 
StayWell Insurance 
671-477-5091 
www.staywellguam.com 
 
Aetna International 
800-231-7729 
813-775-0190 (collect) 
www.aetnainternational.com 
 

http://www.aetna.com/
http://www.bcbsm.com/
http://www.hap.org/
http://www.healthplanofnevada.com/
http://www.hmsa.com/
http://www.kp.org/
http://www.kp.org/
http://www.kp.org/
http://www.staywellguam.com/
http://www.aetnainternational.com/
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Benefit Type Insurer/Administrator 
Dental Benefits  Aetna 

833-361-0223 
www.aetna.com 
 

Vision Benefits  Vision Service Plan (VSP) 
800-877-7195 
www.vsp.com  
 

Health Care FSA (General and 
Limited Use) 
Dependent Care FSA  
Health Savings Account 
 

PayFlex 
844-729-3539 
www.payflex.com 
  
 

http://www.aetna.com/
http://www.vsp.com/
http://www.payflex.com/
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SCHEDULE OF PARTICIPATING EMPLOYERS 
 

A complete and updated list of affiliated employers participating in the Plan may be 
obtained from the Plan Administrator upon written request to the address below.  
 
Sysco 
Attn: Benefits Plan Administrator 
1390 Enclave Pkwy 
Houston, TX 77077 
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