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INTRODUCTION
THIS EMPLOYEE BENEFIT PLAN is formally
known as the Yeshiva University Health and
Welfare Plan 1IKH 330DQ"

The purpose of the Plan is to consolidate the
multiple insured and/or self-
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Dependent

$ SHUWRQ LV D 3 = HSHQGHQI" RI DQ (PSIR\HH ZLIK
respect to a benefit provided hereunder if such
SHUVRQ LV FODWLILHG DV D 3™ HSHQGHQI™ XQGHU lIIKH
Component Document that describes such benefit
and the classes of persons eligible therefore.

Eligible Employee

3(0LILEOH (PSOR\HH" PHDQV DQ\ (PSOR\HH ZKR
meets the eligibility requirements under a
Component Document. As described in the
Eligibility Appendix or a Component Document,
an Eligible Employee also includes proprietors,
partners, corporate officers and directors, and
retirees whether or not they are compensated by
salary or wages. An Eligible Employee is an
Eligible Employee only to the extent of, and only
with respect to participation in, those portions of
this Plan with respect to which he meets the
eligibility requirements of the applicable
Component Document.

Employee

3(PSIR\HH" PHDQV DQ\ LQGLYLGXD0 ZKR LV
employed by an Employer, but (unless
VSHFLILFDOON LQFOXGHG DV DQ 3(PSOR\HH" XQGHU D
Component Document) does not include any of
the following:

@) Persons classified and treated by
an Employer as in12 0612 792 reW* nBT/F1 11.04 Tf1 00 1 72.024 471.31 TmO0 g0 G[w)5(i)-4(ta.416.10 GF09( )-1C
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@ If the Employee and/or his or her
dependents are enrolling for group health
coverage pursuant to HIPAA special enrollment
rules;

(b) A change in the legal marital status of an
Employee; a change in the number of an
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ARTICLE YV
ADMINISTRATION

51 Plan Administrator

The
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contrary rules in this regard, and such terms are
permitted by law, the terms of the Component
Document will control.

5.4 Examination of Documents
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(b) Categories of Claims,
“Applicable Periods,” and Extensions

@ Other Claims

7KH 3DSSOLFDEOH SHULRG™ IRU D EHQHILY FODLP QRIl
described in subsections (2) to (6) below
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(@) “Concurrent” Health Care
Claims

A concurrent health care claim may be either an
urgent care claim or a pre-service claim.
Generally, it is a claim for an ongoing course of
health care treatment to be provided over a period
of time or number of treatments. An adverse
determination involving concurrent care must be
made sufficiently in advance of any reduction or
termination in treatment to allow the Covered
Person to appeal the adverse determination. If a
course of treatment involves urgent care, a
request by the Claimant to extend the course of
treatment must be decided as soon as possible, but
not later than 24 hours after receipt of the request
by the Plan, provided that the request is made at
least 24 hours prior to the expiration of treatment.

Expiration of an approved course of treatment is
not an adverse determination under these rules.
However, any reduction or termination by the
Plan of the course of treatment (other than by Plan
amendment or termination) before the end of the
period of time or number of treatments originally
prescribed is an adverse determination and may
be appealed. Notice must be provided in a
reasonable time before the treatments will stop;
however, the Plan is not required to allow the
Claimant the 180 GD\V IR DSSHD0 IKH 30DQIV
decision, before the Plan may terminate the
treatment. Coverage must continue during the
pendency of an appeal of an adverse
determination involving a concurrent care claim
to the extent required by, and in accordance with,
applicable federal law.

(5) “Post-Service” Health Care

Claim

A post-service health care claim is a claim that is
not an urgent care, pre-service or concurrent care
FODLP  7KH 3DSSOLFDE(H SHULRG™ IRU D SRWi-service
claim is 30 days after receipt of the claim by the
Plan. The Plan Administrator may extend the
review period for an additional 15 days if
necessary due to circumstances beyond the
control of the Plan. The Plan Administrator or its
delegate must notify the Claimant within the
timeframe of the reason for the extension and the
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date by which the Plan expects to render its
decision.

If the Plan cannot render a decision within
30 days because the Claimant has not provided
sufficient information to determine whether, or to
what extent, benefits are covered or payable
under the Plan, the notice of extension must
describe the specific information needed to
complete the claim. The Claimant must be given
at least 45 days from receipt of the notice to
provide the required information. The Plan has
30 GD\V IURP lIKH GDIH RI UHFHLYLQJ IIKH &0DLPDQIfV
information to render its decision. The Claimant
may agree to extend these deadlines.

(6)






The decision on review may be delayed for up to
45 days (in the case of a disability benefit claim)
or 60 days (in the case of a claim other than for a
disability benefit) where special circumstances
require the delay, and such delay is permitted by
federal regulations. The Plan Administrator or its
delegate will provide notice of the extension, and
the reason therefore, to the Claimant prior to the
end of the initial review period.

A copy of the decision will be furnished to the
Claimant. The decision will set forth:

] the specific reason or reasons for
the adverse determination;

] reference to the specific Plan
provisions on which the determination is based,;

)l a statement that the Claimant is
entitled to receive without charge reasonable
access to any document (1) relied on in making
the determination; (2) submitted, considered or
generated in the course of making the benefit
determination; (3) that demonstrates compliance
with the administrative processes and safeguards
required in making the determination; or (4) in
the case of a group health Plan or disability Plan,
constitutes a statement of policy or guidance with
respect to the Plan concerning the denied
treatment without regard to whether the statement
was relied on;

)l a statement of any voluntary
DSSHDOV SURFHGXUHV DQG IIKH &IDLPDQITV ULJIKW IR
receive information about the procedures as well
DV IIKH &ODLPDQIfV ULJKW IR EULQJ D FLYLO DFilion
under Section 502(a) of ERISA;

1 a copy of any internal rule,
guideline, protocol or other similar criteria relied
on in making the adverse determination or a
statement that it will be provided without charge
upon request;

1 if the adverse determination is
based on medical necessity or experimental
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treatment or a similar exclusion or limit, either an
explanation of the scientific or clinical judgment,
DSSO\LQJ WKH HUPV RI1 WKH 30DQ IR WKH &O0DLPDQIfV
medical circumstances, or a statement that this
will be provided without charge upon request;
and

1 the following statement: 3<RX
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
UHIXODIRUN  DJHQF\ = +RZHYHU WKLV  ODINHU
statement is not required if there is no alternative
dispute resolution process (e.g., arbitration).)

The decision will be final and binding upon the



Social Security Administration, health care
professionals, or vocational professionals;

o] if the denial is based on
medical necessity, experimental treatment, or
other similar exclusions or limitations, an
explanation of the scientific or clinical judgment
used in the decisions, or a statement that an

4890-8293-9660.3
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nosis and treatment codes as soon as practicable
following such a request, and will not consider
such request to be a request for an internal appeal
or, as applicable, external review);

1 the standard, if any, used in
denying the claim in whole or in part (i.e., a
discussion of an appliHG 3PHGLFD0 QHFHWLIN"
standard);

)|l a description of the available
internal and external appeals procedures,
including information about how to initiate an
appeal; and

1 the availability of=2and contact
information for=:any applicable office of health

4890-8293-9660.3
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| the adverse determination was
not due to ineligibility of the Claimant;

] the Claimant exhausted any
required internal appeal process; and

1 the Claimant has provided all
information required.

©)
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state law that has the force and effect of law under
applicable state law and which creates or
UHFRJIQL]HV WKH H[LVIHQFH RI D FKLOGYV ULJKIV IR RU
assigns to such child the right to, receive health
benefits for which a Dependent is eligible under
this Plan, provided such order clearly specifies:
(i) the name and last known mailing address of
the Employee, and the name and mailing address
of each child covered by the order (to the extent
provided in the order, the name and mailing
address of an official of the state agency issuing
the order may be substituted for the name and
mailing address of the child); (ii) a reasonable
description of the type of coverage to be provided
by the Plan to each child, or the manner in which
coverage is to be determined; (iii) the time period
to which such order applies; and (iv) meets other
legal requirements. A national medical support
notice that meets (or, pursuant to federal
regulations, is deemed to meet) the foregoing
requirements will be considered a Qualified
Medical Child Support Order.

5.13 Integration of Lifetime Benefit
Maximums Under Medical Benefit

Options

Notwithstanding anything in any Plan document
to the contrary, the lifetime benefit dollar
maximums (for benefits considered non-essential
health benefits under the Patient Protection and
$IIRUGDEIH &DUH S$Fil RI XQGHU IIKH 30DQTV
comprehensive medical benefit options are
integrated, and lifetime treatment maximums
XQGHU WKH 30DQfV FRPSUehensive medical benefit
options are integrated, so that such benefits that
are paid by the Plan and applied against such
limits reflected in the comprehensive medical
benefit option under which a Covered Person is
then enrolled are also applied against such limits
(if any) of each other comprehensive medical
benefit option available under the Plan.

The intent of this provision is to prohibit a
Covered Person from enrolling in a different
comprehensive medical benefit coverage option
and thereby avail himself of the full lifetime
non-essential health benefit dollar maximum or
lifetime treatment maximum under the option,
where the Plan (or any Component Program
under the Plan, or any predecessor of that

4890-8293-9660.3

Component Program) has paid comprehensive
medical benefi



6.3 Reimbursement

To the extent permitted by applicable law,
whenever this Plan makes payments that together
with the payments the Covered Person has
received or is entitled to receive from any Other
Plan or Person (as defined under Section 6.9),
exceed the maximum amount necessary to satisfy
the intent of this provision; or exceed, under the
terms of this Plan, the benefits properly payable
to or on behalf of the Covered Person, Plan,
provider, or person to or for or with respect to
whom the payments were made, this Plan will
have the right to recover such payments, to the
extent of such excess, from among one or more
of the following, as the Plan Administrator in its
sole discretion will determine:

@ The Covered Person;

(b) If the Covered Person is an
eligible Dependent or former eligible Dependent,
the Covered Person or former Covered Person
with respect to whom the Covered Person is or
was an eligible Dependent;

(c) Any Other Plan, provider, or
person to or for or with respect to whom such
payments were made;

(d) Any insurance company or Other
Plan or Person that should have made the
payment; and

(e) Any other organizations.

Alternatively, the Plan Administrator or its
designee may set-off the amount of such
payments, to the extent of such excess, against
any amount owing, at that time or in the future,
under this Plan to one or more of the Covered
Person, Plans, persons, providers, insurance
companies, or other organizations as listed above.

For example, but not by way of limitation, if this
Plan pays a claim submitted by a Covered Person
or by a health care provider who treated the
Covered Person, and the Plan Administrator or its
designee later determines that the claim was for
an expense not covered under this Plan, the Plan

4890-8293-9660.3



counsel) other than the Covered Person (or the
Person, such as a parent or legal guardian, who
received payment on behalf of the Covered
Person) where the Plan can be made whole
entirely from amounts actually received by the
Covered Person (or the Person, such as a parent
or legal guardian, who received such amounts on
behalf of the Covered Person). This same rule
ZL00 DSSO\ IR WKH 30DQfV ULJKIV WR VHI-off as
described above.

In addition, where another Plan or Person pays

compensation to or on behalf of a Covered Person
for an injury or sickness for which another Plan

4890-8293-9660.3
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Other Plan, the Plan Administrator may, without
the consent of or notice to any person, release to
or obtain from any insurance company or other
organization or person any information which the
Plan Administrator deems to be necessary for
such purposes, with respect to any person
claiming benefits under this Plan. Any person
claiming benefits under this Plan will furnish to
the Plan Administrator such information as may
be necessary to implement this provision.

6.9 Special Definitions

For purposes of this Article VI, the following
special definitions will apply:

(@) 3&RYHUHG 3HWRQ™ PHDQV D
Covered Person as defined in Article !, or a
participating coverage continuation beneficiary
who meets the eligibility requirements for
coverage as specified in this Plan and is properly
enrolled under the Plan.

(b)  32IKHJ 30DQ" LQFOXGHV EXI LV QRII
limited to, any of the following providing
payments on account of an injury or sickness:

(1) Any group, blanket or
franchise health insurance, or coverage similar to
same;

(i) A group contractual
prepayment or indemnity Plan, or coverage
similar to same;

(iii) A Health Maintenance
Organization (HMO), whether group practice or
individual practice association;

(iv) A labor-management
trusted Plan or a union welfare Plan;

(v) An Employer or
multiemployer Plan or Employee welfare benefit
Plan;

(vi) A governmental medical
benefit program;

(vii)  Insurance required or
provided by statute;

4890-8293-9660.3

(viii)  Automobile, no-fault,
homeowners or general liability insurance (not
merely the medical expense benefit provisions of
such insurance);

(ix) Settlement or judgment
proceeds (regardless of the manner in which such
proceeds are characterized).

7KH THUP 32JKHU 30DQ" GRHV QR LQFOXGH DQ\
individual health insurance policies or contracts,
or public medical assistance programs such as
Medicaid, except as otherwise provided herein.
7KH HUIP 32IKHU 300Q" ZL00 EH FRQWUXHG
separately with respect to each policy, contract,
or other arrangement for benefits or services and
separately with respect to that portion of any such
policy, contract, or other arrangement which
reserves the right to take the benefits or services
of Other Plans into consideration in determining
its benefits and that portion which does not.

() 33HUWRQ" PHDQV DQ\ LQGLYLGXDO
association, partnership, corporation or any other
organization.

ARTICLE VII
AMENDMENT AND
TERMINATION

7.1 Amendment or Termination

The Employer establishes this Plan with the
intention that it will be maintained indefinitely;
however, the Employer reserves the right at any
time and from time to time to amend any or all of
the provisions of the Plan, or terminate the Plan
and/or Employer contributions thereunder, in
whole or in part, for any reason and without
consent of any person and without liability to any
person for such amendment or termination,
provided that the payment of claims that are
incurred at the time of any such amendment or
termination will not be adversely affected.

Any amendment of the Plan will be made in
writing and will be approved by the Employer
and executed by a duly-authorized representative
of the Employer, provided that an amendment of
any of the Appendices may be made by the Plan



Administrator or its authorized representative.
Because the Plan can only be amended by a
written instrument, no person may rely on any
oral statements or representations by any other
person that attempt or purport to alter the
provisions of the Plan or the benefits described in
this Summary or any other written Plan
document. Nothing in this Plan will be construed
to require continuation of this Plan with respect
to existing or future Covered Persons or
beneficiaries.

Any insurer providing benefits under this Plan
under the terms of a Component Document may
amend such Component Document as and to the
extent provided therein.

Where a change to a Component Document
affects the information described in one or more
Appendix, then the Appendix may be updated in
accordance with the change to the Component
Document without resorting to the formalities of
a formal amendment. For example, if a
Component Document is amended or replaced
with a similar document (e.g., a group insurance
contract is replaced by a similar contract issued
by the same or different insurer), or where the
claims administrator for a particular Component
Program is changed, the Employer may, without
resorting to the formalities of a formal
amendment, replace the Appendices attached
hereto with Appendices reflecting the updated
information regarding the Component Document
or its issuer.

7.2

Exclusive  Purpose of Providing

Benefits to Covered Persons

The Employer establishes this Plan for the
exclusive benefit of Covered Persons. No Plan
amendment or termination will be made which
would cause or permit benefits to be provided
other than for the exclusive benefit of such
individuals, unless such amendment is made to
comply with federal or local law.

7.3 Surplus Assets After Plan Termination

If a benefit is terminated and surplus assets
attributable to that benefit remain after all
liabilities regarding such benefit have been paid,

4890-8293-9660.3
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such surplus will revert to the Employer to the
extent permitted by applicable law, unless

otherwise  specified in the Component
Documents for such benefit.
ARTICLE VIII

GENERAL PROVISIONS

8.1 Plan Interpretation




Plan or other documents, to file appeals of denied
claims or grievances, or to file lawsuits under
ERISA. Any attempt to assign such rights will be
void and unenforceable under all circumstances.

4890-8293-9660.3
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8.12  Facility of Payment

In the event any benefit under this Plan will be
payable to a person who is under legal disability
or is in any way incapacitated so as to be unable
to manage his or her financial affairs, the Plan

4890-8293-9660.3
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HIPAA Privacy Regulations (45 C.F.R.
8 160.101 et seq.) apply to the Plan. The rules
only apply to the portions of the Plan that provide
medical care (e.g., medical, dental and vision
care), and only to the extent such benefits are not
SH[FHSIHG EHQHILIV® XQGHU WKH +,3%$% 3ULYDF\
Regulations. The Plan Administrator may make
D 3K\EULG HQILIN\ GHVLIQDILRQ™ XQGHU ZKLFK LIl KDV
identified portions of the Plan that engage in
functions covered by the HIPAA privacy rules,
and the portions that do not. To the extent
permitted by law, where the Plan includes one or
more fully insured health care Component
Program(s), and one or more self-insured health
care benefit Component Program(s), the mere
fact that fully insured and self-insured health care
benefits are bundled under this Plan will not be
construed to subject any fully insured medical
EHQHILI DEVHQIWKH (P SOR\HUYV DFTXLVLILRQ RI 3+,
with respect to the fully insured health care
benefit) under this Plan to the same HIPAA
privacy requirements that apply to the
self-insured health care benefit Component
Program(s).

4890-8293-9660.3
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(b)
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DQ (PSOR\HHfV IHUPLQDILRQ RI HPSOR\PHQI RU
reduction in work hours;

(2 is determined by the
Social Security Administration to have been
disabled on the date of that termination of
employment or reduction in work hours or at any
time during the first 60 days of COBRA
Continuation Coverage; and

3 notifies the Plan of that
disability determination within 60 days after the
person receives it and while still purchasing the
first 18 months of COBRA Continuation
Coverage.

Please note that a COBRA Qualified Beneficiary
is eligible for this additional 11 months of
coverage, even if not disabled, if he is entitled to
COBRA Continuation Coverage due to the same
qualifying event that entitles a disabled person to
the additional 11 months of coverage.

(c) Thirty-six (36) months, for a
divorced or widowed spouse, or a child who has
FHDVHG iR EH D 3 ™ HSHQGHQI™ XQGHU §KH {HUPV RI IKH
Plan.

(d) Where due to a reduction in
hours during a stability period (for example, from
full-time to part-time or per diem status) an
(PSOR\HH{V ~ HOLJLELOUN\  IRU  FRYHUDJH  ZL0
terminate at the end of such or a subsequent
WIDELOLIN  SHULRG  WKH (PSOR\HUV REOLJDILRQ R
notify the plan administrator of the occurrence of
the reduction in hours begins on the date of the
loss of coverage, and the end of the maximum
COBRA coverage period is measured from the
date of the loss of coverage rather than from the
earlier reduction in hours. The terms
3PHDVXUHPHQW SHULRG™ DQG 3WIDELOL\ SHULRG™
shall have the meanings as defined in the
(PSOR\HUV Policy Document for Full-Time
Employee Determinations Under the Patient
Protection and Affordable Care Act (“PPACA
Policy””). The foregoing policy, if adopted by the
Employer, will be applied on a uniform and
consistent basis among all similarly situated
Employees.

4890-8293-9660.3

Special COBRA rules apply to COBRA
continuation coverage under the health flexible
spending account (“FSA”). Notwithstanding the
foregoing, the duration for which a qualified
beneficiary may purchase COBRA coverage
under a health FSA depends on a number of
factors. In most cases COBRA coverage is not
available beyond the end of the 12-month FSA
coverage period in which the qualifying event
occurred. In addition, if at the time of the
qualifying event the Eligible Employee has
received health FSA benefit payments (during the
12- month coverage period) in an amount
exceeding his or her contributions to the health
FSA for that coverage period, then the qualified
beneficiary is not eligible for COBRA coverage
at all under the health FSA.

However, if the maximum amount of benefits
available to the Eligible Employee under the
health FSA exceeds two times his or her salary
reduction contribution for the year or, if greater,
the salary reduction contribution plus $500,
COBRA coverage can continue for 18 months
(for qualifying events that are a termination of
employment (for reasons other than death) or
reduction in work hours) or 36 months (for other
qualifying events). If a qualified beneficiary is
disabled (within the meaning of the Social
Security Act) at the time of a qualifying event that
is a termination of employment (for reasons other
than death or gross misconduct) or reduction in
hours, or is so disabled during the first 60 days of
COBRA coverage following such a qualifying
event, COBRA coverage for that beneficiary==
and any other qualified beneficiary affected by
the same qualifying event can continue for up to
29 months. Where there are multiple qualifying
events the 18- or 29-month limit may be extended
to 36 months.

If a qualified beneficiary is eligible for and
chooses COBRA coverage he or she is eligible
for reimbursement, for covered claims incurred
after the qualifying event but during the same
12-month coverage period in which the
qualifying event occurred, in an amount up to the
maximum amount of reimbursement selected by
the Eligible Employee on his or her health FSA
benefit election form for that 12-month coverage
period, minus the amount of reimbursements



made to the Eligible Employee for the 12-month
coverage period up to the date of the qualifying
event. If COBRA coverage can continue into
subsequent 12-month coverage periods (under
the rules in the preceding paragraph), the

4890-8293-9660.3
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(d) The person becomes
covered - after the date he elects Continuation
Coverage - under another employer group health
plan (because of employment or otherwise) and
that coverage contains no exclusion or limitation
with respect to any pre-existing condition;

(e) The person becomes
covered - after the date he elects Continuation
Coverage - under another group health plan
(because of employment or otherwise) that
contains an exclusion or limitation with respect to
a pre-

4890-8293-9660.3
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terminate coverage as of the qualifying event, but
will reinstate it retroactively to the date of the
gualifying event if a timely election for COBRA
Continuation Coverage, and timely initial
payment, are made.

The monthly cost of COBRA Continuation
Coverage will be set for 12-month periods, and
will not exceed 102% of the cost of coverage
under the Plan for similarly situated Covered
Persons. However, if a person qualifies for
periods of extended coverage due to a disability

4890-8293-9660.3
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Dependents may have to pay for such coverage.
Review this document and the Component
Documents for the rules governing your COBRA
continuation coverage rights.

(c) Prudent Actions by Plan
Fiduciaries:

In addition to creating rights for covered Eligible
Employees, ERISA imposes duties upon the
people who are responsible for the operation of
the Plan. The people who operate your Plan,
FDOOHG 3ILGXFLDULHV” RI IKH 30DQ KDve a duty to do
so prudently and in the interest of you and other
Covered Persons. No one, including your
Employer, your union, or any other person, may
fire you or otherwise discriminate against you in
any way to prevent you from obtaining a welfare
benefit or exercising your rights under ERISA.

(d) Enforce Your Rights:

(1) If your claim for a
welfare benefit is denied in whole or in part you
must receive a written explanation of the reason
for the denial. You have the right to have the Plan
review and reconsider your claim. Under ERISA,
there are steps you can take to enforce the above
rights. For instance, if you request materials 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.

(2 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
FRXUH ,Q DGGLILRQ LI \RX GLVDJUHH ZLIK IKH SODQfV
decision or lack thereof concerning the qualified
status of a medical child support order, you may
file suit in Federal court. If it should happen that
30DQ ILGXFLDULHV PLVXVH WKH 30DQYV PRQH\ RU LI
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

4890-8293-9660.3

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.

(e) 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, you should contact the
nearest office of the Employee Benefit Security
Administration, U.S. Department of Labor,
listed in your telephone directory or the Division
of Technical Assistance and Inquiries, Employee
Benefit 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
Benefit Security Administration.
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Type of Administration:

4890-8293-9660.3

Administered according to the Component
Documents.

Some benefits under the Plan are insured by one or
more insurance companies. The Benefit Program
Appendix describes the various benefits, whether



BENEFIT PROGRAM APPENDIX

(Updated effective January 1, 2022)

The terms, conditions and limitations of the benefits offered under this Plan are contained in the Component
Documents listed from time to time in this Appendix, which are incorporated herein by reference.

4890-8293-9660.3



ELIGIBILITY APPENDIX

(Updated effective January 1, 2022)

The various Component Programs may include eligibility rules in addition to those outlined below.
Employees should review the underlying Component Documents and should contact the Plan Administrator
with any questions.

Component Program(s) Eligibility

Medical/Rx Eligible Employees: All full-time faculty, and full-time and part-time non-union
Employees classified by the Employer as benefits eligible employees on the
(PSOR\HUV ERRNV DQG UHFRUGY  JHQHUDOO\ WZHQIN or more hours per week) are
eligible for coverage.*

Effective Date of Employee Coverage: Employee coverage begins on the first day
of the month coincident with or next following date of hire.*

Termination Date of Employee Coverage: Employee coverage terminates at the end
of the month following the ear

4890-8293-9660.3



Component Program(s)

Eligibility

Health Reimbursement
Arrangement

4890-8293-9660.3

Effective Date of Dependent Coverage: Dependents are eligible for coverage on the
later of (i) the date the Employee is eligible, or (ii) the date the person becomes a
Dependent (for children) or the first day of the month thereafter (for marriage,
domestic partnerships and civil unions).

Termination Date of Dependent Coverage: Coverage ends on the earlier of (i) the
GDIH WKH (PSOR\HH{V FRYHUDJH WHUPLQDIHV, or (ii) the end of the month in which the
person ceases to be a Dependent.

Retiree Coverage: Certain retirees may also be eligible for benefits. Please see the
Plan Administrator for more information.

Eligible Employees: Employees participating in the medical plan are eligible, but
may decline participation.

Effective Date of Employee Coverage: Employee coverage begins on the first day
of the month coincident with or next following date of hire.

Termination Date of Employee Coverage: Employee coverage terminates on the
date of termination of employment.







Component Program(s)

Eligibility

Employee Assistance
Plan (EAP)

Flexible Benefits Plan
(Health FSA)
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Eligible Employees: All full-time faculty, and full-time and part-time non-union
Employees classified by the Employer as benefits eligible employees on the
(PSOR\HUV ERRNV DQG UHFRUGY  JHQHUDOON\ WZHQIN RU Pore hours per week) are
eligible for coverage.

Effective Date of Employee Coverage: Employee coverage begins on the first day
of the month coincident with or next following date of hire.

Termination Date of Employee Coverage: Employee coverage terminates on the
date of termination of employment.

Eligible Dependents: Same as Medical.

Effective Date of Dependent Coverage: Same as Medical.

Termination Date of Dependent Coverage: Coverage ends on the earlier of (i) the
GDIH WIKH ( PSOR\HH{V FRYHUDJH terminates, or (ii) the date the person ceases to be a
Dependent.

Eligible Employees: All full-time faculty, and full-time and part-time non-union
Employees classified by the Employer as benefits eligible employees on the
(PSOR\HUV ERRNV DQG UHFRUGY  JHQHUDOON\ WZHQIN RU PRUH KRXUW SHU ZHHN DUH
eligible for coverage.

Effective Date of Employee Coverage: Employee coverage begins on the first day
of the month coincident with or next following date of hire.

Termination Date of Employee Coverage: Employee coverage terminates on the




Please note that coverage begins only upon successful enrollment within the time period specified by the
Component Documents. Coverage may also terminate due to nonpayment of premiums, elimination of
coverage by the Employer, disenrollment by the Employee, or any other reason permitted under the terms
of the applicable Component Documents.

Notwithstanding any other provision of this document to the contrary, to the extent an applicable state law
imposes upon this Plan or any Component Document of this Plan a more generous eligibility criteria than
that reflected here, such other eligibility criteria will apply to the extent, and only to the extent, required
by such applicable law.

4890-8293-9660.3






PLAN SPONSOR ADOPTION PAGE

The undersigned, on behalf of Yeshiva University hereby adopts the amended and restated Yeshiva
University Health and Welfare Plan

4890-8293-9660.3



ADDENDUM FOR COVERAGE OF
OVER-THE-COUNTER COVID-19
DIAGNOSTIC TEST KITS

The Plan shall provide coverage for all COVID-19-related diagnostic tests, including tests
DYDLODEOH ZLIKRX) D SK\VLFLDQ{V SUHVFULSILRQ GHVFULEHG LQ DSSOLFDECH IHGHUDO 0DZ * Such coverage
shall be provided only to the extent required by and in a manner consistent with FAQS About

4890-8293-9660.3



