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ReliaStar Life Insurance Company acts only as an agent of the Employer. It is not liable or responsible for
the payment of claims under the Plan, nor does it insure the Plan.



SCHEDULE OF BENEFITS

Disability Income Coverage — Weekly Income Benefits

Weekly Income Benefit Percentage ... 50%
Maximum Weekly Income Benefit ... $5,000
Minimum Weekly Income Benefit ... $30

The Weekly Income Benefit is calculated as follows:
Weekly Income Benefit (A divided by B) times C, minus Other Income.

A = your Basic Weekly Earnings minus Recovery Work Earnings.

B = your Basic Weekly Earnings.

C = your Gross Weekly Benefit, defined as follows:

» Take the Benefit Percentage and multiply by your Basic Weekly Earnings.

» Compare this result to the Maximum Weekly Income Benefit and take the lesser of the two amounts.

Recovery Work Earnings is defined in the Definitions section of this booklet.
In no event will your Weekly Income Benefit be greater than your predisability Basic Weekly Earnings.

Basic Weekly Earnings — the basic salary or wage you received on the last day you worked for the
Employer, before becoming disabled. It includes commissions. It does not include bonuses or overtime pay.

Benefit Waiting Period

+ Disability caused by accidental INJUIY ..........cc.ooioii e 7 days
* Disability caused DY SICKNESS ..........iiiiiiie e 7 days
Maximum Benefit Period ..............ooo e 26 weeks



EMPLOYEE'S COVERAGE

Eligibility

You are eligible on the later of the following dates:

* The Plan's Effective Date, January 1, 2025.

* The first day of the month on or after the date you complete 30 days of continuous service with the
Employer.

You must meet the following conditions to become covered:
* Be eligible for the coverage.
* Be actively at work.

Effective Date of Employee's Coverage

Your coverage starts on the later of the following dates:

* The date you become eligible.

» The date you return to active work if you are not actively at work on the date coverage would otherwise
start. Exception: Your coverage starts on a nonworking day if you were actively at work on your last
scheduled working day before the nonworking day.

You must be actively at work for 5 working days in a row before coverage starts. The fifth working day
must fall on or after the effective date of Employee's Coverage.

Continuity of Coverage

If you are not actively at work on the date coverage would otherwise start, the Plan will waive the actively

at work requirement if both of the following are true:

* You are eligible for coverage except for meeting the actively at work requirement on the Plan's Effective
Date.

* You were covered under the Employer's prior group disability income plan on the day before the Plan's
Effective Date.

Your coverage is subject to payment of cost contributions. Before you return to active work, any benefit
will be limited to the amount that would have been paid under the prior plan. The Plan reduces the amount
it pays by any amount for which the prior plan is liable. Your coverage will stop on the date benefits would
have ended under the prior plan had it remained in force.

Effective Date of Change in Amount of Coverage

If there is an increase in the amount of your coverage, the increase will take effect on:

» The date of the increase, if you are actively at work on that date.

» The date you return to active work, if you are not actively at work on the date your coverage increases.

» The nonworking day on which the increase was effective, if you were actively at work on your last
scheduled working day before the nonworking day.

A decrease in the amount of your coverage will take effect on the date of the decrease.

Termination of Coverage

Your coverage stops on the earliest of the following dates:

» The date you are no longer actively at work for the Employer.

» The date you are no longer eligible for coverage under the Plan.
* The date the Plan stops.

The Plan stops providing a specific benefit to you on the date that benefit is no longer provided under the
Plan.



EMPLOYEE'S COVERAGE

Family and Medical Leave Act of 1993
Certain employers are subject to the FMLA. If you have a leave from active work certified by your

employer, then for purposes of eligibility and termination of coverage you will be considered to be actively
at work. Your coverage will remain in force so long as you continue to meet the requirements as set forth

in the FMLA.



DISABILITY INCOME COVERAGE

Weekly Income Benefits

Qualifying for Benefits
The Plan pays benefits if you become disabled and qualify to receive benefits. The benefit payable is
based on the Schedule of Benefits in effect on the date you became disabled.

To qualify for benefits, all of the following conditions must be met:

You must —

* be covered on the date you become disabled and the condition causing your disability is not excluded
from coverage.

* be covered on the date the benefit waiting period begins.

+ send notice of the disability as described in the Claim Procedures Section.

* be receiving regular and appropriate care and treatment.

+ have the length of your disability approved by the disability management program.

Disability Management

The disability management program evaluates disability to approve the length of disability and establish a
target date for return to work. When you become disabled, you must call the number on your disability I.D.
card to start the disability management process. If your disability is expected to continue beyond the
number of approved days, your doctor must call to have the extended period of disability reviewed.
Benefits are not payable until approval is obtained. Benefits are not payable for non-approved days.

Benefit Waiting Period

The benefit waiting period is the length of time you must be continuously disabled before you qualify to
receive any benefits. Exception: you may return to work for up to 5 days during the benefit waiting period
without having to begin a new benefit waiting period. The days you work and are not disabled do not count
toward meeting the benefit waiting period.

The benefit waiting period begins on the first day you see a doctor and he or she states in writing that you
are disabled because of sickness or accidental injury.

The benefit waiting period is shown on the Schedule of Benefits.

Benefit Payments

Weekly income benefits are paid at the end of each week for the period for which you qualified. If you are
disabled for part of a week the benefit payable is based on 1/7 of your weekly income benefit for each day
you are disabled.

The weekly income benefits are determined as shown on the Schedule of Benefits. Benefits continue
while you are disabled up to the maximum benefit period shown on the Schedule of Benefits. You must
complete the benefit waiting period before any benefits are payable.

Minimum Weekly Income Benefit

If you receive Other Income, it will be subtracted from the benefit you would otherwise receive. However,
after you qualify for weekly income benefits, the Plan will pay you at least the minimum weekly income
benefit shown on the Schedule of Benefits.



DISABILITY INCOME COVERAGE

Termination of Benefits

The Plan stops paying benefits on the earliest of the following:

» The date you are no longer disabled.

* The end of the maximum benefit period for any one period of disability. The maximum benefit period is
shown on the Schedule of Benefits.

» The date you no longer qualify for benefits under all the conditions listed.

* The date of your death.

» The date you fail to provide written proof of disability that the Plan determines to be satisfactory.

» The date you cease to be under regular and appropriate care of a doctor, or refuse to undergo an
examination or testing by a doctor of the Plan's choosing.

» The date you refuse to undergo vocational or rehabilitation testing that the Plan requires.

» The date you refuse to receive medical treatment that is generally acknowledged by doctors to cure or
improve your condition so as to reduce its disabling effect.

» The date you refuse to work with the assistance of modifications made to your work environment,
functional job elements or work schedule, or adaptive equipment or devices, that a qualified doctor has
indicated will accommodate the limiting factors of your sickness or accidental injury.

If the Plan or the Disability Income Coverage part of the Plan terminates after you qualify to receive benefits,
the Plan continues your benefit payments. Benefits are paid as long as you continue to qualify according
to the terms of the Plan in effect on the date you qualified.

Recurrent Disability

If you are receiving weekly income benefits, a recurrent disability is a disability due to the same cause which
occurs after you have returned to full-time work for the Employer for less than 15 consecutive days.

The Plan pays benefits for a recurrent disability which is a continuation of a previous disability.

A recurrent disability has —
* no additional benefit waiting period.
+ the same maximum benefit period as the previous disability.

Benefits payable under this recurrent disability provision will stop if benefits are payable to you under any
other group disability plan.

Exclusions

The Plan will not pay benefits if your disability results from any of the following:

+ Sickness or injury which occurs in any armed conflict, whether declared as war or not, involving any
country or government.

» Sickness or injury which occurs while you are on military service for any country or government.
* Intentionally self-inflicted injury or illness, whether you are sane or insane.

* Injury which occurs when you commit or attempt to commit a felony.

* Injury suffered in a fight in which you are the aggressor.

+ Sickness or injury due to cosmetic or reconstructive surgery, except for surgery necessary to correct a
deformity caused by sickness or accidental injury.

» Sickness or accidental injury for which you have or had a right to payment under a workers' compensation
or similar law. This includes payment you would have been entitled to receive if the Employer had not
declined to provide workers' compensation insurance as allowed by the Employer's state of domicile.

* Sickness or accidental injury arising out of or in the course of work for pay, profit, or gain.

The Plan will not pay benefits for the portion of any period of disability that you are confined in a penal or
correctional institution as a result of conviction for a criminal or other public offense.

The Plan will not pay an additional benefit for disability caused by both sickness and accidental injury or by
more than one sickness or accidental injury.



CLAIM PROCEDURES

Submitting a Claim
You or someone on your behalf must contact the Plan as instructed on your disability I.D. card in order to
submit a claim.

The Plan will gather information from you, your employer and your doctor to determine eligibility and verify
proof of loss.

Benefit Payments

Benefits under the Plan are paid when proof of loss is received.

Benefits are paid to you. Any weekly income benefit remaining unpaid at the time of your death will be paid
to your survivors or your estate in the following order:

1. Your spouse.

2. Your children.

3. Your estate.

Time of Payment of Claims

Subject to due proof of loss, all accrued benefits payable under the Plan will be paid at the end of each week
during the period for which the Plan is liable. Any balance remaining unpaid at the end of such period will
be paid as soon as possible after receipt of proof of loss.

Overpayment

If the Plan pays a benefit under the Plan and it is later shown that a lesser amount should have been paid,
the Plan will be entitled to a refund of the excess. This applies to payments made to you, to the Employer,
or to any provider of services.



GENERAL PROVISIONS

Free Choice of Doctor
You have the right to choose any doctor.

Assignment

You may not transfer to anyone else —

» ownership of any booklet issued under the Plan.
+ Disability Income Coverage under the Plan.

Legal Action

Legal action may not be taken to receive benefits until 60 days after the date proof of loss is submitted
according to the requirements of the Plan. Legal action must be taken within 3 years after the date proof
of loss must be submitted.

If the Employer's state requires longer time limits, the Plan will comply with the state's time limits.

Exam

When reasonably necessary, the Plan may have you examined while you are claiming benefits. The exam
will be conducted by one or more doctors or vocational experts of the Plan's choice. The exam may
include vocational testing and evaluations, or any other type of testing and evaluations the Plan determines
necessary. This right will only be exercised as often as the Plan reasonably believes necessary to properly
evaluate your claim and your potential for rehabilitation. The Plan has the right to defer or suspend
payment of benefits if you fail to attend an exam or fail to cooperate with the doctor. Benefits may be
resumed, provided that the required exam occurs within a reasonable time and benefits are otherwise
payable.

Reimbursement

If the Plan pays Disability Income benefits for sickness or accidental injury caused in whole or part by the

act or omission of another, you must —

* reimburse the Plan for the benefits paid if you recover damages for lost income by settlement, court order,
judgment or otherwise.

* provide the Plan with a lien and order directing reimbursement for benefits. The lien and order may be

filed with —

—the person whose act caused the sickness or accidental injury,

—their agent,

—the court, or

—your attorney.

cooperate with the Plan, including execution, completion, and filing of any document deemed by the Plan

necessary to protect its reimbursement rights.

The Plan has a first priority claim against —
* amounts which are or may be subject to reimbursement.
* any person who is or may be obligated to pay damages for lost income. This includes any insurer of you.

The Plan will be reimbursed first before other claims against amounts recovered or recoverable from
persons who are or may be obligated to pay damages for lost income, even if the amounts are not enough
to reimburse the Plan in full or compensate you in full for damages sustained.

The Plan has no obligation to pay attorney's fees or other legal fees to your attorney for recovery of amounts
subject to reimbursement.

The Plan will have the right to intervene in any suit or other proceedings to protect its reimbursement rights.
Any settlement proceeds received by you or your attorney will be held in trust for the Plan's benefit. The
Plan's rights herein are binding upon and enforceable against your legal representatives, heirs, next of kin,
and successors in interest.



GENERAL PROVISIONS

Subrogation

If the Plan pays Disability Income benefits for sickness or accidental injury caused in whole or part by the
act or omission of another, the Plan will have a right of subrogation against any person, any insurer, you or
any insurer of you, should you receive, or have a right to receive, any damages or payments.

You will do nothing to prejudice the Plan's subrogation rights and will cooperate with the Plan to protect

such rights. This includes —

« providing information.

* signing an agreement documenting the Plan's subrogation rights.

« taking other action the Plan requests. This includes execution, completion, and filing of any document
deemed by the Plan necessary to protect its rights.

The Plan's subrogation rights and amounts recoverable or recovered pursuant to such rights are a first
priority claim. Such amounts will be reimbursed first even if all amounts recovered from whatever source
are insufficient to compensate you in part or whole for all damages sustained.

At the Plan's option, action may be taken to preserve its subrogation rights. This includes —
+ the right to bring any legal action in your name.
* seeking reimbursement out of any amount from any source recovered by you.

Any settlement proceeds received by you, or your attorney will be held in trust for the Plan's benefit. The
Plan has no obligation to pay any attorney or other legal fees to your attorney for any subrogation recovery
received. The Plan will have the right to intervene in any suit or proceeding to protect its subrogation
rights. The Plan's rights herein are binding upon and enforceable against your legal representatives, heirs,
next of kin, and successors in interest.

Incontestability

Any statement you make to obtain coverage or an increase in coverage is a representation and not a

warranty. No misrepresentation by you will be used to reduce or deny a claim or to deny the validity of your

coverage or an increase in coverage unless all of the following are true:

* Your coverage or increase in coverage would not have been approved if the truth had been known.

* Your misrepresentation is contained in a written instrument signed by you.

* You or your beneficiary, if applicable, have been given a copy of the written instrument containing your
misrepresentation.

After your coverage or increase in coverage under the Plan has been in effect for two continuous years
during your lifetime, the Plan will not use a misrepresentation by you to reduce or deny a claim or to deny
the validity of your coverage or increase in coverage unless it was a fraudulent misrepresentation made
with an actual intent to deceive. However, the Plan has the right at any time to assert as a defense to a
claim that you were not eligible for coverage or for the increase because you did not meet the requirements
of the Plan. These requirements include, but are not limited to any requirements that you:

« Satisfy the eligibility requirements.

» Submit and have approved proof of good health.

» Meet the actively at work requirement.



DEFINITIONS

Accidental Injury — bodily injury resulting from a sudden, violent, unexpected and external event. All
injuries are considered to be received in one accident as one accidental injury. Infection resulting from a
cut or wound caused by an accident is also an accidental injury.

Accidental injury does not include poisoning, disease or any other type of infection, except as stated above.

Active Work, Actively at Work — the employee is physically present at his or her customary place of
employment with the intent and ability of working the scheduled hours and doing the normal duties of his or
her job on that day.

Damages for Lost Income — any payments which in whole or part can reasonably be considered
compensatory for lost income, regardless of designation.

Disability, Disabled — The Plan's determination that a change in your functional capacity to work due to
sickness or accidental injury has caused your inability to perform the essential duties of your regular
occupation or a reasonable employment option offered to you by the Employer, and as a result you are
unable to earn more than 80% of your basic weekly earnings.

Economic factors such as, but not limited to, recession, job obsolescence, paycuts, and job sharing will not
be considered in determining whether you meet the requirements stated above.

You will not be considered disabled solely because of the loss or restriction of your license to engage in
your regular occupation.

Doctor — a medical practitioner of a healing art which is recognized by applicable state law, who meets all

of the following conditions:

* He or she is practicing within the scope of his or her license.

* He or she is certified or credentialed by the appropriate medical or professional board that provides
certification or credentialing for practitioners who perform the type of treatment or service the practitioner
is providing for your sickness or injury.

* He or she possesses the necessary training and qualifications, according to generally accepted medical
standards, to evaluate and treat your condition.

The term doctor does not include you, an employee of the Employer, anyone related to you by blood or
marriage, or anyone living in your household.

Employee — an active Associate residing in the United States, except Hawaii, U.S. Virgin Islands or Guam,
and includes an alternative worksite at the direction of the Employer, including your home; or a location to
which your job requires you to travel, and classified as regular full-time associate scheduled to work at least
30 hours per week. Such employees of companies and affiliates controlled by the Employer are included.

Temporary and seasonal employees are excluded.

Employer — ODP International, LLC.

Essential Duties — duties which are normally required for the performance of an occupation as it is
normally performed in the national economy and which cannot be reasonably omitted or modified. If you
were normally required to perform essential duties in excess of 40 hours per week or 8 hours per day prior
to becoming disabled, the Plan will consider you still able to perform the essential duties if you are working
or have the capacity to perform such duties at least 40 hours weekly or 8 hours daily.

Nonworking Day — a day on which the employee is not regularly scheduled to work, including time off for
the following:

* Vacations.

* Personal holidays.

* Weekends and holidays.

» Approved nonmedical leave of absence.

+ Paid Time Off for nonmedical-related absences.
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DEFINITIONS

Nonworking day does not include time off for any of the following:

» Medical leave of absence. Time off for a medical leave of absence will be considered a scheduled
working day.

» Temporary layoff.

» The Employer suspending its operations, in part or total.

« Strike.

Period of Disability — a new period of disability begins if the new disability results from a cause or causes
unrelated to that of any previous disability, separated by active work with the Employer. All periods of
disability which have the same cause are considered one period of disability. Exception: A new period of
disability begins when you become disabled due to the same cause after you have been actively at work on
a full-time basis with the Employer continuously for at least 15 consecutive days.

Plan — 74634-7SFDIS.

Reasonable Employment Option — an employment position for which you are able to perform the
essential duties given your education, training and experience.

Recovery Work Earnings — is any of the following:

* Income you receive while working for the Employer.

» The excess of income you receive while working for another employer above the average income you
received from the Employer prior to becoming disabled.

Regular and Appropriate Care — means:

* You personally visit a doctor as often as is medically required, according to generally accepted medical
standards and consistent with the stated severity of your medical condition, to effectively manage and
treat your sickness or injury.

* You are receiving care which conforms with generally accepted medical standards for treating your
sickness or injury and is consistent with the stated severity of your medical condition.

* Care is rendered by a doctor whose specialty or experience is the most appropriate for your disability
according to generally accepted medical standards.

* You are receiving or actively seeking appropriate physical or psychological rehabilitative services.

Regular Occupation - the activity which, immediately prior to disability, you were regularly performing and
which was your source of income from the Employer. The Plan will assess this occupation as it is normally
performed in the national economy, rather than how the duties and tasks are performed for a specific
employer or at a specific location.

Sickness — any physical illness, mental disorder, normal pregnancy or complication of pregnancy.
Spouse — the legal husband or wife of an employee.
Written, In Writing — signed, dated and received by the Plan in a form the Plan accepts.

You, Your — an employee covered for Employee's Coverage under the Plan.
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RELIASTAR LIFE INSURANCE COMPANY
Minneapolis, Minnesota 55401

NOTICE CONCERNING EXCLUSIONS FROM COVERAGE UNDER THE
HAWAII LIFE AND DISABILITY INSURANCE GUARANTY ASSOCIATION
ACT

This policy is NOT covered by the Hawaii Life and Disability Insurance Guaranty
Association

EXCLUSIONS FROM COVERAGE

The following are not covered by the Hawaii Life and Disability Insurance Guaranty Association:
e Any policy or portion of a policy which is not guaranteed by the insurer or for which the
individual has assumed the risk, such as a variable contract sold by prospectus.

Any policy of reinsurance (unless an assumption certificate was issued).

Interest rate yields that exceed an average rate.

Dividends.

Credits given in connection with the administration of a policy by a group contract holder.
Employer's plans to the extent they are self-funded (that is, not insured by an insurance
company, even if an insurance company administers them).

¢ Unallocated annuity contracts (which give rights to group contract holders, not individuals).

Also, you are not protected by this Association if:

e they are eligible for protection under the laws of another state (this may occur when the
insolvent insurer was incorporated in another state whose guaranty association protects
insureds who live outside that state); or

e the insurer was not a member insurer of the Guaranty Association. A nonprofit hospital or
medical service organization (the "Blues"), an HMO, a fraternal benefit society, a mandatory
state pooling plan, a mutual assessment company or similar plan in which the policyholder is
subject to future assessments, or an insurance exchange are examples of nonmember
insurers.

Insurance companies or their agents are required by law to give or send you this notice.
However, insurance companies and their agents are prohibited by law from using the
existence of the guaranty association to induce you to purchase any kind of insurance
policy.

The Hawaii Life and Disability Insurance Guaranty Association
1132 Bishop Street, Suite 1590
Honolulu, Hawaii 96813

Department of Commerce and Consumer Affairs
Insurance Division
P.O. Box 3614
Honolulu, Hawaii 96811

R-07473c 8/2019




NOTICE OF PROTECTION PROVIDED BY
NORTH DAKOTA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION

This notice provides a brief summary of the North Dakota Life and Health Insurance Guaranty Association (“the
Association”) and the protection it provides for policyholders. This safety net was created under North Dakota law, which
determines who and what is covered and the amounts of coverage.

The Association was established to provide protection in the unlikely event that your life, annuity, or health insurance
company becomes financially unable to meet its obligations and is taken over by its Insurance Department. If this should
happen, the Association will typically arrange to continue coverage and pay claims, in accordance with North Dakota law,
with funding from assessments paid by other insurance companies. For purposes of this notice, the terms “insurance
company” and “insurer” include health maintenance organizations (HMOSs).

The protections provided by the Association are based on contract obligations up to the following amounts:

e Life Insurance
> $300,000 in death benefits
> $100,000 in cash surrender or withdrawal values

e Health Insurance
» $500,000 for health benefit plans (see definition below)
» $300,000 in disability income insurance benefits
» $300,000 in long term care insurance benefits
» $100,000 in other types of health insurance benefits

e Annuities
» $250,000 in the present value of annuity benefits, including net cash surrender and net cash withdrawal values

The maximum amount of protection for each individual, regardless of type of coverage, is $300,000; however, may be up
to $500,000 with regard to health benefit plans.

“Health benefit plan” is defined in North Dakota Century Code Section 26.1-38.1-02(10) and generally includes hospital or
medical expense policies, contracts or certificates, or HMO subscriber contracts that provide comprehensive forms of
coverage for hospitalization or medical services, but excludes policies that provide coverages for limited benefits (such as
dental-only or vision-only insurance), Medicare Supplement insurance, disability income insurance, and long-term care
insurance (LTC).

Benefits provided by a long-term care (LTC) rider to a life insurance policy or annuity contract shall be considered the
same type of benefits as the base life policy or annuity contract to which it relates.

NOTE: Certain policies and contracts may not be covered or fully covered. For example, coverage does not extend
to any portion(s) of a policy or contract that the insurer does not guarantee, such as certain investment additions to the
account value of a variable life insurance policy or a variable annuity contract. If coverage is available, it will be subject to
substantial limitations. There are also various residency requirements and other limitations under North Dakota law. To
learn more about the above protections, as well as protections relating to group contracts or retirement plans, please visit
the Association's website at www.ndlifega.org, or contact:

North Dakota Life and Health Insurance Guaranty Association North Dakota Insurance Department
P.O. Box 2422 600 East Boulevard Avenue, Dept. 401
Fargo, North Dakota 58108 Bismarck, ND 58505

41389d (03/21)


http://www.ndlifega.org/

COMPLAINTS AND COMPANY FINANCIAL INFORMATION

A written complaint to allege a violation of any provision of the Life and Health Insurance Guaranty Association Act must
be filed with the North Dakota Insurance Department, 600 East Boulevard Avenue, Dept. 401, Bismarck, North Dakota,
58505; telephone (701) 328-2440. Financial information for an insurance company, if the information is not proprietary, is
available at the same address and telephone number and on the Insurance Department website at www.nd.gov/ndins.

Insurance companies and agents are not allowed by North Dakota law to use the existence of the Association or
its coverage to sell, solicit, or induce you to purchase any form of insurance or HMO coverage. When selecting
an insurance company, you should not rely on Association coverage. If there is any inconsistency between this
notice and North Dakota law, then North Dakota law will control.

41389d (03/21)
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NOTICE OF PROTECTION PROVIDED BY
PENNSYLVANIA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION

This notice provides a brief summary regarding the protections provided to the policyholders by the
Pennsylvania Life and Health Insurance Guaranty Association (“the Association”). This protection was created
under Pennsylvania law, which determines who and what is covered and the amounts of coverage.

The Association was established to provide protection in the unlikely event that your member life, annuity,
or health insurance company, RANLI PPO, hospital plan corporation, professional health services plan
corporation or health maintenance organization (member insurer) becomes financially unable to meet its
obligations. If this should happen, the Association will typically arrange to provide coverage, pay claims,
or otherwise provide protection in accordance with Pennsylvania law. The protection provided by the
Association is not unlimited and is not a substitute for consumers’ care in selecting companies that are
well managed and financially stable.

Below is a brief summary of the coverages, exclusions and limits provided by the Association. This
summary does not cover all provisions of the law; nor does it in any way change anyone’s rights or
obligations or the rights or obligations of the Association.

COVERAGE
Persons Covered

Generally, individuals will be protected by the Association if the member insurer was a member of the
Association and the individual lives in Pennsylvania at the time the member insurer is determined by a
court to be insolvent. Coverage is also provided to policy beneficiaries, payees or assignees of such
individuals.

Amounts of Coverage

The basic coverage protections provided by the Association per insured in each insolvency are limited in
the aggregate to $300,000 (or $500,000 in the case of health benefit plans), including specific limits for the
following types of coverage but not in excess of the contractual obligations of the member insurer;

Life insurance:
e Up to $300,000 in death benefits including up to $100,000 in net cash surrender or withdrawal value.

Accident, accident and health, or health insurance (including HMOs):
e Up to $500,000 for health benefit plans, with some exceptions.

e Up to $300,000 for disability income benefits.

¢ Up to $300,000 for long-term care insurance benefits.

e Up to $100,000 for all other types of health insurance.

Individual Annuities
e Up to $250,000 in the present value of benefits, including cash surrender and net cash withdrawal values.

LIMITATIONS AND EXCLUSIONS FROM COVERAGE

The Association also does not provide coverage for:
e any policy or contract or portion of a policy or contract which is not guaranteed by the member insurer or for
which the individual has assumed the risk, such as a variable contract sold by prospectus;

R-08695a 1 (11/20)



o claims based on marketing materials or other documents which are not approved policy or contract forms,
claims based on misrepresentations of policy or contract benefits, and other extra-contractual claims;

e any policy of reinsurance (unless an assumption certificate was issued);

e interest rate yields or increases based on an index that exceed an average rate specified by statute;

e dividends, experience rating credits, or credits given in connection with the administration of a policy or
contract by a group contract holder;

o employers’ plans that are self-funded (that is, not insured by member insurer, even if member insurer
administers them);

o unallocated annuity contracts (which give rights to group contract holders, not individuals) other than in
limited circumstances and amounts;

e certain contracts which establish benefits by reference to a portfolio of assets not owned by the member
insurer; or

e policies providing health care benefits for Medicare Parts C or D coverage, for Medicaid or under the
Pennsylvania program for Comprehensive Health Care for Uninsured Children.

The following policies and persons are among those that are excluded from Association coverage:

e A policy or contract issued by an insurer that was not authorized to do business in Pennsylvania when it
issued the policy or contract.

¢ If the person is provided coverage by the guaranty association of another state.
A policy issued by a fraternal benefit society, a mandatory state pooling plan, a mutual assessment company
or similar plan in which the policyholder is subject to future assessments, or by an insurance exchange.

NOTICES

Member insurers or their agents are required by law to give or send you this notice, and are prohibited by law
from using the existence of the Association to induce you to purchase any kind of insurance or other coverage.
Policyholders with additional questions should first contact their member insurer or agent. To learn more about
coverages provided by the Association, please visit the Association’s website at www.palifega.org. You can
obtain additional information from the Association by contacting it at the address below. You may also contact the
Pennsylvania Insurance Department to file a complaint with the Pennsylvania Insurance Commissioner to allege a
violation of any provisions of Pennsylvania laws and regulations relating to insurance including the law
establishing the Association:

Pennsylvania Life and Health Insurance Pennsylvania Insurance Department
Guaranty Association 1209 Strawberry Square

290 King of Prussia Road Harrisburg, PA 17120

Radnor Station Building 2, Suite 218 1-877-881-6388

Radnor, PA 19087 WWW.insurance.pa.qov

(610) 975-0572

The summary provided by this notice and on the Association’s website do not limit or alter the more
comprehensive and detailed provisions of the law and are subject to change without notice. The statements
made herein are for information purposes only. The Association has not reviewed any specific policy, or verified
the information provided regarding residency or other relevant factors. Moreover, whether coverage will be
provided to any specific policyholder can only be determined by reference to the statute in effect, at the earliest, at
the time that the member insurer is declared insolvent. No final determination of coverage can be made until a
member insurer is declared insolvent and the specific factual and legal circumstances can be reviewed. Nothing
contained herein is intended to guarantee coverage for any insured, or to bind the Association in any way.

Finally, this summary and the Association’s website are for general information purposes and should not be relied
upon as legal advice.
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NOTICE CONCERNING COVERAGE
LIMITATIONS AND EXCLUSIONS UNDER
THE SOUTH DAKOTA LIFE AND
HEALTH INSURANCE GUARANTY
ASSOCIATION ACT

Residents of South Dakota who purchase life insurance, annuities or health insurance should know that the
insurance companies licensed in this state to write these types of insurance are members of the South Dakota
Life and Health Insurance Guaranty Association. The purpose of this association is to assure that policy
owners, contract owners, and certificate owners will be protected, within limits, in the unlikely event that a
member insurer becomes financially unable to meet its obligations. If this should happen, the Guaranty
Association will assess its other member insurance companies for the money to pay the claims of insured
persons who live in this state and, in some cases, to keep coverage in force. The valuable extra protection
provided by these insurers through the Guaranty Association is not unlimited, however. And, as noted in the
box below, this protection is not a substitute for consumers' care in selecting companies that are well-managed
and financially stable.

The Guaranty Association does not provide coverage for all types of life, health, or annuity
benefits, and the Guaranty Association may not provide coverage for this policy or contract. If
coverage is provided, it may be subject to substantial limitations or exclusions, and required
continued residency in South Dakota. You should not rely on coverage by the South Dakota Life
and Health Insurance Guaranty Association in selecting an insurance company or in selecting an
insurance policy or contract.

Coverage is NOT provided for your policy or contract for any portion of it that is not
guaranteed by the insurer or for which you have assumed the risk, such as a variable contract sold
by prospectus.

Insurance companies or their agents are required by law to give or send you this notice.
However, insurance companies and their agents are prohibited by law from using the existence of
the Guaranty Association for the purpose of sales, solicitation, or inducement to purchase any kind
of insurance policy or contract.

The South Dakota Life and Health Insurance Guaranty Association
Charles D. Gullickson, Executive Director
206 West 14" Street
Sioux Falls, South Dakota 57104
Tel. (605) 336-0177

www.sdlifega.org

South Dakota Division of Insurance
124 S. Euclid Avenue, 2™ Floor
Pierre, South Dakota 57501
Tel. (605) 773-3563
www.dlr.sd.gov/insurance

(Please turn to back of page)
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The state law that provides for this safety-net coverage is called the South Dakota Life and Health Insurance Guaranty Association
Act. Below is a brief summary of this law's coverages, exclusions and limits. This summary does not cover all provisions of the law,
nor does it in any way change anyone's rights or obligations under the act or the rights or obligations of the Guaranty Association.

COVERAGE

Generally, individuals will be protected by the Guaranty Association if they live in this state and hold a life or health insurance
contract, or an annuity, or if they are an insured certificateholder under a group insurance contract, issued by a member insurer. The
beneficiaries, payees or assignees of insured persons are protected as well, even if they live in another state. Coverage is also
provided by the Guaranty Association to persons eligible to receive payment under structured settlement annuities who are residents of
this state and, under certain conditions, such persons even if they are not a resident of this state.

EXCLUSIONS FROM COVERAGE
However, persons holding such policies are not protected by the Guaranty Association if:
e they are eligible for protection under the laws of another state (this may occur when the insolvent insurer was
incorporated in another state whose guaranty association protects insureds who live outside that state);
e the insurer was not authorized to do business in this state;
e their policy or contract was issued by an HMO, a fraternal benefit society, a mandatory state pooling plan, a mutual
assessment company or similar plan in which the policy owner, contract owner or certificate owner is subject to future
assessments, or by an insurance exchange.

The Guaranty Association also does not provide coverage for:

e any policy or contract or portion of a policy or contract which is not guaranteed by the insurer or for which the individual
has assumed the risk, such as a variable contract sold by prospectus;

e claims based on marketing materials or other documents which are not approved policy or contract forms, claims based
on misrepresentations of policy or contract benefits, and other extra-contractual claims;

e any policy of reinsurance (unless an assumption certificate was issued);

e interest rate yields that exceed an average rate specified by statute;

e dividends;

e credits given in connection with the administration of a policy or contract by a group contract holder;

o employers' plans to the extent they are self-funded (that is, not insured by an insurance company, even if an insurance
company administers them);

o unallocated annuity contracts (which give rights to group contractholders, not individuals);

e certain contracts which establish benefits by reference to a portfolio of assets not owned by the insurer; or

e policies providing health care benefits for Medicare Parts C or D Coverage.

LIMITS ON AMOUNT OF COVERAGE

The Guaranty Association in no event will pay more than what an insurance company would owe under a policy or contract. In
addition, state law limits the amount of benefits the guaranty association will pay for any one insured life, and no matter how many
policies or contracts there are with the same company, as follows: (i) for life insurance, not more that $300,000 in death benefits and
not more than $100,000 in net cash surrender and net cash withdrawal values; (ii) for health benefit plans, not more than $500,000,
but not more than $300,000 for disability insurance and long term care insurance, and not more than $100,000 for other types of health
insurance, and (iii) for annuities, not more than $250,000 in the present value of annuity benefits, including net cash surrender and net
cash withdrawal values. However, in no event will the Guaranty Association be obligated to cover more than an aggregate of
$300,000 in benefits with respect to any one life except with respect to health benefit plans, for which the aggregate liability of the
guaranty association may not exceed $500,000. These general statements of the limits on coverage are only summaries and the actual
limitations are set forth in South Dakota law.

ADDITIONAL INFORMATION
The statutes which govern the Guaranty Association are contained in SDCL Chapter 58-29C. Additional information about the
Guaranty Association may be found at www.sdlifega.org, which contains a link to SDCL Chapter 58-29C.

Information about the financial condition of insurers is available from a variety of sources, including financial rating agencies such as
A.M. Best Company, Fitch Ratings, Moody's Investors Service, Inc., and Standard & Poor's. Additional information about financial
rating agencies may be obtained by clicking on "Useful Links" on the website of the South Dakota Division of Insurance at
www.dlr.sd.gov/insurance

The Guaranty Association is subject to supervision and regulation by the director of the South Dakota Division of Insurance. Persons
who desire to file a complaint to allege a violation of the statues governing the Guaranty Association may contact the Division of
Insurance. State law provides that any suit against the Guaranty Association shall be brought in Hughes County, South Dakota.
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Notice of Protection Provided by
Utah Life and Health Insurance Guaranty Association

This notice provides a brief summary of the Utah Life and Health Insurance Guaranty Association
(Association) and the protection it provides for policyholders. This safety net was created under Utah law, which
determines who and what is covered and the amounts of coverage.

The Association was established to provide protection in the unlikely event that your life, annuity, or health
insurance company becomes financially unable to meet its obligations and is taken over by its insurance
department. If this should happen, the Association will typically arrange to continue coverage and pay claims, in
accordance with Utah law, with funding from assessments paid by other insurance companies. (For the purposes of
this notice, the terms “insurance company and “insurer” include health maintenance organizations (HMOs) and
limited health plans.)

The basic protections provided by the Association are:
* Life Insurance
0 $500,000 in death benefits
0 $200,000 in cash surrender or withdrawal values
* Health Insurance
0 $500,000 in hospital, medical and surgical insurance benefits
0 $500,000 in long-term care insurance benefits
o $500,000 for disability income insurance benefits
0 $500,000 in other types of health insurance benefits
* Annuities
0 $250,000 in the present value of annuity benefits in aggregate, including any net cash surrender and net
cash withdrawal values

The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$500,000. Special rules may apply with regard to hospital, medical, and surgical insurance benefits.

NOTE: Certain policies and contracts may not be covered or fully covered. For example, coverage does not
extend to any portion(s) of a policy or contract that the insurer does not guarantee, such as certain investment
additions to the account value of a variable life insurance policy or a variable annuity contract. There are also
various residency requirements and other limitations under Utah law.

To learn more about the above protections, please visit the Association's website at www.utlifega.org, or contact:

Utah Life and Health Insurance Guaranty Assoc. Utah Insurance Department
32 West 200 South #150 State Office Bldg., Rm. 3110
Salt Lake City, UT 84101 Salt Lake City, UT 84114
(801)320-9955 (801) 538-3800
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SUMMARY PLAN DESCRIPTION

For a Plan of Benefits Administered by
ReliaStar Life Insurance Company
P.O. Box 20
Minneapolis, Minnesota 55440

Plan Name, Number and Name and Address of Planholder:
ODP International, LLC

74634-7SFDIS

ODP International, LLC

6600 North Military Trail

Boca Raton, FL, 33496

Name, Address, and Telephone Number of the Plan Administrator:
ODP International, LLC
6600 North Military Trail
Boca Raton, FL, 33496

Identification Numbers
IRS Employer Identification Number: 87-2687219
Plan Number: 501

Agent for Legal Process: Plan Administrator

Trustees: None

Collective Bargaining or Multiple-Employer Agreements under which Plan is Established: None
Type of Administration: Records maintained by Employer.

Contribution Payments: Employer paid

Plan Year: January - December

Claim Procedures: Please refer to the CLAIM PROCEDURES section.

Statement of ERISA Rights: Please refer to the STATEMENT OF ERISA RIGHTS section.

Eligibility and Circumstances Limiting Eligibility: See Employee's Coverage in the Employee Booklet.
Type of Plan: As described in the Employee Booklet.

Benefits in Plan: See Employee's Coverage in the Employee Booklet. Benefits are provided by a
self-funded plan and not by a policy or contract of insurance.

Amendment or Termination of Plan: The Plan Sponsor makes no promise to continue these benefits in
the future and rights to future benefits will never vest. Retirement does not give any retiree any vested
right to continue plan benefits. The Plan Sponsor reserves the right to amend, modify, revoke or terminate
the plan, in whole or part, at any time.

Benefits, Rights, and Obligations after Termination: As described in the Employee Booklet.

ReliaStar Life Insurance Company of Minneapolis, Minnesota acts only as the claim-paying agent of this
self-funded employee benefit plan, and is not acting as an insurer of this Plan.
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SUMMARY PLAN DESCRIPTION

CLAIM PROCEDURES

1. Information regarding claim submission may be obtained from the Plan Administrator or Human
Resources Department.

2. ReliaStar Life Insurance Company (ReliaStar Life) will process the claim and make payment or issue a
denial notice on behalf of the Plan Administrator.

3. Written notice of denial of a claim will be furnished to the claimant within 45 days after receipt of the
claim. Up to two extensions of 30 days each will be allowed for processing the claim for matters beyond
the Plan's control or if additional information is needed from the claimant. The claimant will be given
notice of any such extension. The notice will state the standards on which the entitlement to the benefit
is based, the unresolved issues that prevent a decision on the claim, the additional information needed
to resolve those issues, if any, and the date a decision is expected.

4. The notice of denial will be written in an understandable manner and include the following:

a. The specific reason(s) for the denial.

b. Specific reference to the provision, internal rule, guideline or protocol which forms the basis of the
denial.

c. A description of additional information, if any, which would enable a claimant to receive the benefits
sought and an explanation of why it is needed.

d. A description and a copy of relevant claim review procedures, including the time limits applicable to
such procedures and notice of the claimant's right to bring a civil action pursuant to Section 502(a) of
ERISA following an adverse decision on appeal.

5. The claimant may request an appeal at any time during the 180-day period following receipt of the notice
of denial of the claim.

6. A request for an appeal of a denied claim may be made by sending a written application of the claimant
or his or her duly authorized representative to ReliaStar Life. As part of the appeal, the claimant has the
right, upon request and free of charge, to access or obtain copies of all documents, records and other
information that is relevant to the claim for benefits. The claimant may, in the course of this appeal,
submit written comments, documents, records and other information relating to the claim. A full and fair
review will be done that takes into account all comments, documents, records and other information
submitted by the claimant without regard to whether such information was submitted or considered in the
initial benefit determination. Review of claim denials and final decisions on appeal are the responsibility
of the Plan Administrator.

7. Prior to rendering an adverse decision on appeal, the claimant will be provided notice of any new or
additional evidence considered, relied upon, or generated by the plan, insurers or other persons making
the benefit determination. The claimant will also be notified of any new or additional rationale for an
adverse appeal determination. The claimant will then have a reasonable opportunity to review and
respond to this new information before a decision is made. The time period the Plan Administrator has to
make its determination will be tolled while it is waiting for the claimant's response.

8. ReliaStar Life will provide the claimant with a written decision providing the final determination of the
claim. If there is an adverse benefit determination following the review of the appeal, the notice of the
determination will be written in an understandable manner and include the following:

a. The specific reason(s) for the adverse benefit determination.

b. Reference to the specific provision on which the determination is based.

c. A statement that the claimant is entitled to receive, upon request and free of charge, reasonable
access to, and copies of, all documents, records and other information relevant to the claim.

d. A statement of the claimant's right to bring a civil action and any contractual statute of limitations
period, including the specific calendar date on which such limitations period will expire.

e. If an internal rule, guideline, protocol or other similar criterion was relied upon in making the adverse
benefit determination, then a copy of such rule, guideline, protocol or other criterion will be provided
free of charge.

f. The following statement: "You and your plan may have other voluntary alternative dispute resolution
options, such as mediation. One way to find out what may be available is to contact your local U.S.
Department of Labor Office and your State insurance regulatory agency."

This decision will be issued as soon as practicable from the date of appeal, but not longer than 45 days

unless an extension is needed. An extension of 45 days will be allowed for making the decision for
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SUMMARY PLAN DESCRIPTION

matters beyond the Plan's control or if additional information is needed from the claimant. The claimant
will be given notice if this extension is necessary, stating the reason for the extension, the date a decision
is expected, and the additional information needed from the claimant, if any. If the decision on review is
not received within these time limits, the claim may be considered denied. If the claimant receives an
adverse benefit determination, the claimant will then have the right to bring a civil action pursuant to
Section 502(a) of ERISA.

9. The Plan Administrator has final discretionary authority to determine all questions of eligibility and status,
to interpret and construe Plan terms, and to make claim determinations.
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STATEMENT OF ERISA RIGHTS

As a participant in the Plan you are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator's office and at other specified locations, such as
worksites and union halls, all documents governing the Plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the
U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security
Administration.

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

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

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the employee benefit plan. The people who operate your Plan, called
“fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other plan participants
and beneficiaries. No one, including your employer, your union, or any other person, may fire you or
otherwise discriminate against you in any way to prevent you from obtaining a benefit or exercising your
rights under ERISA.

Enforce Your Rights

If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why this was
done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all
within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy
of plan documents or the latest annual report from the Plan and do not receive them within 30 days, you
may file suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the
materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent
because of reasons beyond the control of the administrator. If you have a claim for benefits which is denied
or ignored, in whole or in part, you may file suit in a state or Federal court. In addition, if you disagree with
the Plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical
child support order, you may file suit in Federal court. If it should happen that Plan fiduciaries misuse the
Plan's money, or if you are discriminated against for asserting your rights, you may seek assistance from
the U.S. Department of Labor, or you may file suit in a Federal court. The court will decide who should pay
court costs and legal fees. If you are successful the court may order the person you have sued to pay these
costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your
claim is frivolous.

Assistance with Your Questions

If you have any questions about your Plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Department of Labor, listed in your telephone directory or the Office of
Participant Assistance, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your
rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security
Administration.
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