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INTRODUCTION

We are pleased to announce that we have established a Flexible Benefits Plan (the “Plan”) for you and
other eligible employees. Under this program, you will be able to choose among certain Benefits that we
make available. The Benefits that you may choose are outlined in this Summary Plan Description. We
will also tell you about other important information concerning the Plan, such as the rules you must
satisfy before you can join and the laws that protect your rights.

One of the most important features of our Plan is that the Benefits being offered are generally ones that
you are already paying for, but normally with money that has first been subject to income and Social
Security taxes. Under our Plan, these same expenses will be paid for with a portion of your pay before
Federal income or Social Security taxes are withheld. This means that you will pay less tax and have
more money to spend and save.

Read this summary plan description carefully so that you understand the provisions of our Plan and the
Benefits you will receive. We want you to be fully informed before you enroll in the Plan and while you
are a Participant. You should direct any questions you have to the Administrator. There is a Plan
Document on file, which you may review if you desire. In the event there is a conflict between this
Summary Plan Description and the Plan Document, the Plan Document will control. Also, if there is a
conflict between an Insurance Contract and either the Plan Document or this Summary Plan Description,
the Insurance Contract will control.
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GENERAL INFORMATION ABOUT OUR PLAN

This Section contains certain general information, which you may need to know about the Plan.
1. GENERAL PLAN INFORMATION

The Aurora University Flexible Benefits Plan is the name of the Plan.

2. The provisions of the amended Plan became effective on January 1, 2007. The Plan was
originally effective on March 1, 1991.

3. Your Plan’s records are maintained on a 12-month period of time. This is known as the Plan
Year. The initial plan begins on January 1, 2007 and ends on December 31, 2007. Future Plan Years will
be based on a full 12-month period beginning on each January 1% and ending each December 31 .

4. Your Employer has assigned Plan Number 504 to your Plan.
5. Employer Information
Your Employer’s name, address, and identification number are:
AURORA UNIVERSITY
347 S. Gladstone Avenue
Aurora, Illinois 60506
Employer Identification Number (EIN) 36-2166964
6. Plan Administrator Information

The name, address, and business telephone number of your Plan’s Administrator (also referred to as the
“Administrator”) is:

AURORA UNIVERSITY
347 S. Gladstone Avenue
Aurora, Illinois 60506
(630) 844-5493

The Administrator keeps the records for the Plan and is responsible for the Plan. The Administrator will
also answer any questions you may have about our Plan. You may contact the Administrator for any
further information about the Plan.
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7. Service of Legal Process

The Administrator is the Plan’s agent for service of legal process.

8. Type of Administration

The type of Administration is Employer Administration.

0. Eligibility Requirements

Any Employee is eligible to participate in the Plan, with the exception of the following:

= Any self-employed person(s), within the meaning of Code Section 401(c), including independent
contractors, a greater than 2% shareholder in a Subchapter S corporation, a partner in a
partnership, or any owner or member of a limited liability company that is treated like a
partnership for tax purposes;

= A relative, within the meaning of IRC Section 318, of one of the above self-employed person(s)
AND:

Employees not eligible under Employer group health insurance plan;

Part-time Employees expected to work less than 32 hours per week and equal or greater than
20 hours per week;

Commission salespersons;

Any Employee of the Employer who is included in a unit of Employees covered by an
agreement which the Secretary of Labor finds to be a collective bargaining agreement between
Employee representatives and one or more employers, unless the collective bargaining
agreement requires the Employee to be included within the Plan;

Any Employee who is temporary or seasonal (working for the Employer less than six months
of the year);

Any Leased Employee;
Nonresident Aliens;

1 Other

10. Entry Date.
The Entry Date for eligible Employees will be:
Same as Employer's group medical plan.

[ days after date of hire.
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11. Under our Plan, you can choose to receive your entire Compensation or use a portion to pay for
the following Benefits or expenses during the year:

Healthcare Flexible Spending Contributions, subject to an annual
limit of $ 3,000;

Dependent Care Assistance Program subject to the maximums contained in Section 7.9 of the
Plan Document;

Employer Group Health Insurance (including health insurance, dental and vision insurance,
etc.);

1 Group Term Life Insurance and AD&D;
(1 Disability Insurance;

The applicable cost for any of these selected Benefits, enumerated above, will be paid for within each
Participant’s applicable Flexible Benefits Plan Dollars Account.

12. Maximum Contributions:

a) The maximum amount you can contribute to the Healthcare Flexible Spending Account
each Plan Year shall be $ 3,000.

b) The maximum amount you can contribute to the Dependent Care Assistance Plan each
Plan Year (or calendar year) shall be the lesser of: 1) $5,000 (if you are married, filing a
joint return or you are head of a household) or $2,500 (if you are married, filing separate
returns); 2) one-half of your taxable compensation; 3) your spouse’s actual or deemed
earned income (a spouse which is a full-time student or incapable of self-care has
monthly earned income of $250 for one dependent or $500 for two or more dependents).

13.  Claims Incurred During the Claims Extension Period
Plan [ Shall X] Shall not include the provision for “Claims Extension Period”.
14.  Claims Administrator
The name, address, and business telephone number of your Plan’s Administrator is:
Human Resource Management Systems, LLC
1847 West Jefferson Avenue
Naperville, IL 60540
(630) 536-2000 Phone

(630) 536-2001 Fax
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ELIGIBILITY

1. When Can | Become a Participant in the Plan?

Before you become a member or a “Participant” in the Plan, there are certain rules that you must satisfy.
First, you must meet the eligibility requirements. After that, the next step is to actually join the Plan on
the Entry Date that we have established for all employees. You will also be required to complete certain
application forms before you can enroll in the Plan. Please refer to Section I, “General Information
About Our Plan” of this document for a description of the Entry Date for our plan.

2. What are the Eligibility Requirements for our Plan?

You will be eligible to join the Plan once you have satisfied the conditions for eligibility. If you are not
eligible to participate in this Plan on the Effective Date of the Plan, you will be eligible to join the Plan
once you have satisfied the eligibility requirements under this Plan. Please refer to Section I, “General
Information About Our Plan” of this document for a description of our eligibility requirements.

3. When is my Entry Date?

Once you have met the eligibility requirements, your entry date will be the first day of the month
coinciding with or following the date you met the eligibility requirements.

4. Are there any Employees Who are not Eligible?

Yes, there are certain employees who are not eligible to join the Plan. Please refer to Section I, “General
Information About Our Plan” of this document for a description of ineligible employees.

5. What Must | do to Enroll in the Plan?

Before you can join the Plan, you must complete an application to participate in the Plan. The
application includes your personal choices for each of the Benefits that are being offered under the Plan.
You must also authorize us to set aside some of your earnings to pay for a portion of the Benefits you
have elected.

However, if you are already covered under any of the insured Benefits, you will automatically
participate in this Plan to the extent of your Premiums, unless during the Election Period, you elect not
to participate in the Plan.
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OPERATION

1. How does this Plan operate?

Before the start of each Plan Year, you will be able to elect to have some of your upcoming pay
contributed to the Plan. These amounts will be placed in special funds or accounts, which must be set up
for you in order to pay for the Benefits you have chosen. The portion of your pay that is paid to the Plan
is not subject to Federal or Social Security taxes and in most cases State income taxes. In other words,
this allows you to use tax-free dollars to pay for certain kinds of benefits and expenses that you would
normally pay for with out-of-pocket, taxable dollars. However, if you receive a reimbursement for an
expense under the Plan, you cannot claim a Federal income tax credit or deduction on your return.

A\

CONTRIBUTIONS

1. Will my employer make contributions to the Plan on my behalf?

Your Employer may choose to make contributions to the Plan to assist you in offsetting the cost of
Benefits offered under the Plan. These Employer Contributions are referred to as “Flexible Benefits Plan
Dollars.” Please refer to Section I, “General Information About Our Plan,” to determine what, if any,
amount your Employer has indicated it will contribute towards the cost of your Benefits under this Plan.

2. How much of my pay may the employer redirect?

To the extent your Employer either does not provide Flexible Benefits Plan Dollars to this Plan or the
cost of Benefits offered under the Plan are greater than the Flexible Benefits Plan Dollar amount
provided by your Employer, you may make an election, known as a Salary Redirection, to make
additional pre-tax contributions to the Plan from your own Salary amount. Each year, for the insured
Benefits provided under this Plan we will automatically contribute on your behalf enough of your
Compensation to pay for the insurance coverage provided. In addition, you may elect to pay for the
Benefits that you elect under the Plan. These amounts will be deducted from your Compensation each
pay period on a pro rata basis over the course of the year.

3. How is my compensation measured under the Plan?

Compensation under our Plan means the total cash amount that is paid to you each year.

4, What happens to contributions made to the Plan?
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Before each Plan Year begins, you will select the Benefits you want and how much of the contributions
should go toward each Benefit. It is very important that you make these choices carefully based on what
you expect to spend on each covered Benefit or expense during the Plan Year. Later, they will be used to
pay for expenses as they arise during the Plan Year.

5. When must | decide which accounts | want to use?

You are required by Federal law to decide before the Plan Year begins, during the Election Period. You
must decide two things. First, which Benefits you want, and second, how much should go toward each
benefit.

If you are already covered by any of the insured Benefits offered by this Plan, you will automatically
become a Participant to the extent of the Premiums for such insurance unless, during the Election
Period, you elect not to participate in the Plan.

6. When is the “Election Period” for our Plan?

Your election period will start on the date you first meet the eligibility requirements and end 30 days
after your Entry Date. (You should review Section I, “General Information About Our Plan” and Section
I1, "Eligibility" to better understand the terms “eligibility requirements” and “Entry Date.”) Then, for
each following Plan Year, the election period is established by the Administrator and applied uniformly
to all Participants. It will normally be a period of time prior to the beginning of each Plan Year. The
Administrator will inform you each year about the election period. (See Section I, “General Information
About Our Plan” for the definition of “Plan Year.”)

7. May | change elections during the Plan Year?

Generally, no. You cannot change the elections you have made after the beginning of the Plan Year.
However, there are certain limited situations when you can change your elections. You are permitted to
change if you have a “change in status,” you make an election change that is consistent with the change
in status, and provided your request for change is made within 30 days from the date of change in status.
Any new election will be effective at such time as the Administrator shall prescribe, but not earlier than
the first pay period beginning after the election form is completed and returned to the Administrator.
Currently, Federal law considers the following events to be changes in status:

a) Changes in legal marital status by you because of marriage, divorce, death of a spouse,
legal separation, or annulment;

b) Changes in domestic partnership status because of initially meeting policy guidelines,
divorce, ending of a partnership, death of a partner, divorce or annulment,

C) Changes in the number of your dependents because of a dependent’s birth, adoption,
placement for adoption, or death;

d) Changes in your employment status because of employment termination or
commencement by you, your spouse, or a dependent; strike or lockout; the beginning or
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end of an unpaid leave of absence; or any other change in employment status that affects
eligibility for benefits.

e) Changes in one of your dependents who satisfies or ceases to satisfy the requirements for
coverage due to change in age, student status, or a similar circumstance;

f) Changes in health plan access due to a change in residence or worksite by you, your
spouse, or a dependent that affect eligibility for benefits;

g) Changes due to judgment, decree, or order resulting from divorce, legal separation,
annulment, or change in legal custody, including a qualified medical child support order.
You may also change an election to cancel coverage for the child if the order requires a
former spouse to provide coverage for such child and such coverage is actually provided.

h) Changes due to entitlement to Medicare or Medicaid.

)} Changes due to entitlement to health insurance continuation coverage, as prescribed
under the Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”), as
amended; application of the Family and Medical Leave Act of 1993 (“FMLA”); or the
Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), as amended.

If the cost of a benefit provided under the Plan increases or decreases during a Plan Year, then we will
automatically increase or decrease, as the case may be, the Salary Redirection election you have made
for the remainder of the Plan Year if there is a change in the premium expense. If there is an increase or
decrease in premium expense that is significant, we will let you either make corresponding changes to
the Salary Redirection election or allow you to revoke your election entirely.

If the coverage under a Benefit is significantly curtailed or ceases during a Plan Year, then you may
change or revoke your election. In addition, if we add a new coverage option or eliminate an existing
option, you may elect the newly added option, elect another option if an option has been eliminated, or
revoke your election. There are also certain situations when you may be able to change your elections on
account of a change under the plan of your spouse’s, former spouse’s or dependent’s employer.

These rules on change due to cost or coverage do not apply to the Healthcare Flexible Spending
Account, and you may not change your election to the Healthcare Flexible Spending Account if you
make a change due to cost or coverage for insurance.

For the Dependent Care Assistance Program, a dependent becoming or ceasing to be your qualified
dependent will qualify as a change in status. However, you may not change your election under the
Dependent Care Assistance Program if it is due to a cost change, and a dependent care provider who is
your relative imposes that change. You may, however, change your election under the Dependent Care
Assistance Program if there is a cost change imposed by a non-related dependent care provider.

There may be other events considered to be a change in status as determined by the IRS regulations.
There are detailed rules on when a change in election is deemed to be consistent with a change in status.
If you have any type of change in status, you should contact the Administrator, who will provide you
with the required forms for changing your benefit elections.

The Administrator makes the determination of whether a valid change of status has occurred. In making
this determination, the Administrator has the authority to require additional evidence to support your

stated reasons for changing any prior benefit election.
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8. May | make new elections in future Plan Years?

Yes, you may. For each new Plan Year, you may change the elections that you previously made. You
may also choose not to participate in the Plan for the upcoming Plan Year. If you do not make new
elections during the election period before a new Plan Year begins, you will be considered to have
elected to have a portion of your pay redirected for the upcoming Plan Year for the premium portion of
this Plan only. You would not be considered a Participant for the Healthcare Flexible Spending Account
or the Dependent Care Assistance Account portions of the Plan.

9. How does the Family and Medical Leave Act (FMLA) affect this Plan?

Generally, if you go on a qualifying leave under the Family and Medical Leave Act of 1993 (FMLA), to
the extent required by the FMLA, the Employer will continue to maintain your benefits under this Plan
on the same terms and conditions as though you were still an active Employee. If you take a paid leave
under the FMLA, you may participate in annual enrollment, and you will be required to continue
coverage while on FMLA, your share of the Premiums being paid by the method normally used during
any paid leave. If you take an unpaid leave under the FMLA, you may revoke or change your existing
elections for health insurance and the Healthcare Flexible Spending Account, and participate in annual
enrollment.

Or, your employer may choose to continue coverage on your behalf during your FMLA leave. In such
situations, you would be entitled to receive reimbursement of any qualifying expenses that you incurred
during your FMLA leave period. However, if you continue your coverage during your unpaid leave, you
may continue to make payment for coverage under one of the following methods:

a) Prepayment. Under the prepayment option, you can increase your Salary Redirection in
an amount sufficient to cover the Premiums and other expenses that will come due during
the FMLA leave.

b) Pay-as-you go. With the pay-as-you-go option, you must continue to pay Premiums on a
regular basis throughout the FMLA leave. If you continue to receive your salary while on
FMLA leave, the applicable Premiums are to be paid with pre-tax contributions as if you
had not taken the leave. On the other hand, if your FMLA leave is unpaid, the
Administrator provides the funding for necessary coverage during the FMLA period, but
you are required to reimburse the Employer at regular intervals with after-tax funds for
the Premiums that come due during the leave.

C) Catch Up. The Administrator provides the funding for necessary coverage during the
leave and subsequently withholds “catch-up” amounts from your pay upon your return.

Upon return from such leave that has been or is being paid for under one of the methods referred to
above, you will be permitted to re-enter the Plan on the same basis as you were participating in the Plan
prior to your leave, or as otherwise required by the FMLA.

If your coverage in these Benefits terminates, due to your revocation of the Benefit while on leave or
due to your non-payment of contributions, your coverage will be reinstated for the remaining portion of
the Plan Year upon your return. However, for the Healthcare Flexible Spending Account, if your
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coverage terminates due to your revocation of the benefit while on leave or due to your non-payment of
contributions, two options will be offered upon your return:

a) Proration. The actual amounts contributed by you would remain available for your use
the duration of the Plan Year, but the expenses you incur during that lapse in coverage
would not be reimbursable and your maximum contribution amount would be reduced
proportionately for the time that you were gone. For example, if you elect $1,200 for the
year and are out on leave for 3 months, your amount will be reduced to $900; or...

b) Reinstatement. You may elect to reinstate the level of coverage in effect when the leave
began, with your maximum contribution level remaining the same as previously elected.
Any deficiencies in contributions will be made up when you return based on a payment
schedule that is established by your employer. You will not, however, be entitled to
receive reimbursement of any expenses that you incur during any previous lapse in
coverage.

In all instances, a paid or unpaid leave under FMLA will be treated in the same manner and consistent
with a non-FMLA paid or unpaid leave.

10. How does the Uniformed Services Employment and Reemployment Rights Act
(USERRA) affect this Plan?

If you are going into or returning from military service, you may have special rights to healthcare
coverage under your Healthcare Flexible Spending Account and under the Health Savings Account,
pursuant to USERRA. These rights can include extended healthcare coverage. If this law may affect
you, ask your Administrator for further details.

11. What happens if I don’t spend all Plan contributions?

It depends on the program in which you are enrolled. More information about the payment of
reimbursable expenses or payments of any other distributions is further discussed in
Section V.

However, with respect to other Benefit options, subject to the applicable filing deadlines discussed in
Article V, any contributed monies left at the end of the Plan Year will be forfeited. Having said this,
qualifying expenses that you incur late in the Plan Year for which you seek reimbursement after the end
of such Plan Year will be paid first before any amount is forfeited. However, you must make your
requests for reimbursement no later than 90 days after the end of the Plan Year. Because it is possible
that you might forfeit amounts in the Plan if you do not fully use the contributions that have been made,
it is important that you decide how much to place in each account carefully before the Plan Year begins.
You want to be as certain as possible that the amount you decide to place in your accounts will be used
entirely. In addition, you should also note that any previous benefit payments made from any Account
under the Plan that are unclaimed (e.g., uncashed benefit checks) by the end of the Plan Year following
the period of coverage in which the qualifying expense was incurred will be forfeited to the Employer.
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BENEFITS

1. What benefits are available?

Under our Plan, you can choose to receive your entire compensation in cash or use a portion to pay for
certain other benefits or expenses during the year. The benefits or expenses that are available for
payment under the Plan have been selected by your Employer and are identified under Section |,
“General Information About Our Plan,” referring to the Plan of Benefit Options. Notwithstanding the
individual benefit selections that are available to you under your Plan, a discussion of pertinent issues
that impact some of the more common benefit alternatives follows:

Premium Expense Account

A Premium Expense Account allows you to use tax-free dollars to pay for certain Premium Expenses
under various Insurance Programs that we offer you. Please refer to Section I, “General Information
About Our Plan,” Plan of Benefit Options, for information on Insurance Programs for which Premium
Expenses can be paid for by our Plan.

Under our Plan, we will establish sub-accounts for you for each different type of insurance coverage that
is available. Also, certain limits on the amount of coverage may apply.

The Administrator may terminate or modify Plan benefits at any time, subject to the provisions of any
Insurance Contracts providing benefits described above. We will not be liable to you if an insurance
company fails to provide any of the benefits described above. Also, your insurance will end when you
leave employment, are no longer eligible under the terms of any insurance policies, or when insurance
coverage terminates.

Any benefits to be provided by insurance will be provided only after 1) you have provided the
Administrator the necessary information to apply for insurance, and 2) the insurance is in effect for you.

Healthcare Flexible Spending Account

The Healthcare Flexible Spending Account enables you to pay for expenses that are not covered by our
health plan(s) and save taxes at the same time. The account allows you to be reimbursed by the
Employer for out-of-pocket medical, dental, and vision expenses incurred by you, your spouse, and your
dependents. A medical expense is incurred at the time the medical care or service giving rise to the
expense is furnished, and not when you are formally billed for, or are charged or, or pay for the medical
care. The medical expenses, including any expense for medical care, which qualify are those permitted
by Section 213(d) and Section 105 of the Internal Revenue Code and the rulings and Treasury
regulations thereunder. A list of covered expenses is available from the Administrator. (Please note that
these covered expenses may now also include the payment for certain over-the-counter medications.)
You may not, however, be reimbursed for the cost of other healthcare coverage maintained outside of
the Plan.

Please refer to Section I, “General Information About Our Plan” for the maximum amount that you can
contribute to your Healthcare Flexible Spending Account each Plan Year. In order to be reimbursed for
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a healthcare expense, you must submit to the Administrator an itemized bill from the service provider.
You will also be required to provide a written statement that the healthcare expense has not been or will
not be reimbursed under any other health plan coverage, as well as a statement that any amounts
reimbursed from the Plan may not be claimed as a deduction on your personal income tax return.
Reimbursement from the fund will be paid no later than 30 days after receipt by the Administrator of a
reimbursement claim.

Dependent Care Assistance Account

The Dependent Care Assistance Account enables you to pay for out-of-pocket, work-related dependent
daycare costs with pre-tax dollars. If you are married, you can use the account if you and your spouse
both work or, in some situations, if your spouse goes to school full-time instead of being gainfully
employed (but note the income limitations discussed below). Single employees can also use the account,
subject to the applicable dollar limitations specified below.

An eligible dependent is any member of your household for whom you can claim expenses on Federal
Income Tax Form 2441, “Credit for Child and Dependent Care Expenses.” Children must be under age
13. Other dependents must be physically or mentally unable to care for themselves. Dependent care
arrangements which qualify for expense reimbursement include:

a) A Dependent (Day) Care Center, provided that if care is provided by the facility for more
than six individuals, the facility complies with applicable State and local laws.

b) An Educational Institution for pre-school children. For children beyond pre-school age,
only expenses for non-school care (e.g., after-care) are eligible.

C) An individual who provides care inside or outside your home. The individual may not be
a child of yours under age 19 or anyone you claim as a dependent for Federal income tax
purposes.

You should make sure that the dependent care expenses you are currently paying for qualify under our
Plan. The law places limits on the amount of money that can be paid to you in a calendar year from your
Dependent Care Assistance Account. Generally, your reimbursements may not exceed the lesser of: 1)
$5,000 (if you are married, filing a joint return or you are head of a household) or $2,500 (if you are
single or married, but filing separate returns); 2) your taxable compensation; 3) your spouse’s actual or
deemed earned income (a spouse who is a full-time student or incapable of self-care has a monthly
earned income of $250 for one dependent or $500 for two or more dependents).

Also, in order to have reimbursements made to you from this account be excludable from your income,
you must provide a statement from the service provider including the name, address, and in most cases,
the taxpayer identification number of the service provider on your tax form for the year, as well as the
amount of such expense as proof that the expense has been incurred. In addition, Federal tax laws permit
a tax credit for certain dependent care expenses you may be paying for even if you are not a Participant
in this Plan.

You may save more money if you take advantage of this tax credit rather than using the Dependent Care
Assistance Account under our Plan. Ask your tax adviser which is better for you. Even if you do not
take the Federal tax credit you will still be required to complete Federal Income Tax Form 2441, “Credit
for Child and Dependent Care Expenses” with your annual tax return.
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Vi

BENEFIT PAYMENTS

1. How do | request reimbursements from my account?

During the course of the Plan Year, you may submit requests for reimbursement of expenses that you
have incurred. Expenses are considered “incurred” when the service is performed, not necessarily when
they are paid for. The Administrator will provide you with forms for submitting these requests for
reimbursement. If the request qualifies as a benefit or expense that the Plan has agreed to pay, you will
receive a reimbursement, which is payment, soon thereafter. Remember, reimbursements that are made
from the Plan are generally not subject to Federal income tax or withholding. Nor are they subject to
Social Security taxes. Also note that you must submit all requests for reimbursement of any health care,
dependent care, or adoption expenses no later than 90 days after the end of the Plan Year. Requests for
payment of insured benefits should be made directly to the Insurer. The provisions of the insurance
policies will control what benefits will be paid and when. You will only be reimbursed from the
Dependent Care Assistance Plan to the extent that there are sufficient funds in the applicable accounts to
cover your request.

2. How are benefits paid to me?

The Administrator will make any and all payments or other reimbursements to you as soon as
administratively feasible or as otherwise set forth herein and will be distributed in the manner elected by
your Employer (including direct reimbursement by check, automatic deposit via automated clearing
house (ACH)).

3. What happens if | terminate employment?

If you leave our employ during the Plan Year, your right to benefits will be determined in the following
manner:

a) You will remain covered by insurance, but only for the period for which premiums have
been paid prior to your termination of employment.

b) You will still be able to request reimbursement for qualifying dependent care expenses
for the remainder of the Plan Year from the balance remaining in your Dependent Care
Assistance Account at the time of termination of employment, provided the expenses are
submitted no later than 90 days after the end of the Plan Year. However, no further salary
redirection and Employer contributions will be made on your behalf after you terminate.

C) You may elect to continue your participation in the Healthcare Flexible Spending
Account for the remainder of the Plan Year subject to current COBRA provisions
(including applicable provisions that may reduce or eliminate your ability to maintain
COBRA eligibility). Please refer to the initial COBRA natification in Attachment A for
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additional information. The Plan Administrator will notify you as to your COBRA
eligibility (if any) at the time of your qualifying event.

1) If you elect to continue your participation in the Healthcare Flexible Spending
Account, you must continue to make any required contributions to the Plan at the
same level you had prior to your termination. Depending on the elections made by
your Employer, you may be able to continue making such contributions on a pre-
tax basis if you continue to receive compensation after your termination from
employment. Otherwise, your contributions would be required on an after-tax
basis only.

2) If you elect not to continue participation in the Healthcare Flexible Spending
Account, participation will cease and no further salary redirection and Employer
contributions will be made on your behalf.

3) If your participation in the Healthcare Flexible Spending Account ceases, you will
be able to submit claims for healthcare expenses incurred prior to your date of
termination provided the expenses are submitted no later than 90 days after the
end of the prior Plan Year.

4, Will my Social Security benefits be affected?

Your Social Security benefits may be slightly reduced. That is because when you receive tax-free
benefits under our Plan, it reduces the amount of contributions that you make to the Federal Social
Security system as well as our contribution to Social Security on your behalf.

Vi

HIGHLY COMPENSATED AND KEY EMPLOYEES

1. Do limitations apply to Highly Compensated Employees?

Under the Internal Revenue Code, “Highly Compensated Employees” and “Key Employees” generally
are Participants who are officers, shareholders, or highly paid employees. You will be notified by the
Administrator each Plan Year whether you are a “Highly Compensated Employee” or a “Key
Employee.”

If you are within these categories, the amount of contributions and benefits paid for you under this Plan
may be limited so that the Plan, as a whole, does not unfairly favor those who are highly paid, their
spouses, or their dependents. Federal tax laws state that a plan will be considered to unfairly favor the
Key Employees if they, as a group, receive more than 25 percent of all of the nontaxable benefits
provided for under our Plan.

Your own circumstances will dictate whether contribution limitations on “Highly Compensated

Employees” or “Key Employees” will apply. You will be notified of these limitations if you are
affected.
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VIiI

PLAN ACCOUNTING

The Administrator will make available to you a statement of your account during the Plan Year that
shows your account balance. It is important to read these statements carefully so you understand the
balance remaining to pay for a benefit. Remember that you want to spend all of the money you have
designated for a particular benefit by the end of the Plan Year.

IX

ADDITIONAL PLAN INFORMATION

1. Your rights under ERISA

Plan participants, eligible employees, and all other employees of the Employer are entitled to certain
rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA) and the
Internal Revenue Code. These laws provide that participants, eligible employees, and all other
employees are entitled to:

a) Examine, without charge, at the Administrator’s office, all Plan documents, and copies of
all documents filed by the Plan with the U.S. Department of Labor, such as detailed
annual reports and Plan descriptions; and

b) Obtain copies of all Plan documents and other Plan information upon request to the
Administrator. The Administrator may charge a reasonable fee for the copies.

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

No one, including your Employer 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.

If your claim for a 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 your claim reviewed and reconsidered.

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 thirty (30) days, you may file suit in a Federal
court. In such a case, the court may request the Administrator to provide the materials and pay you up to
$110 (or such greater amount as determined by the U.S. Department of Labor) 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 that is denied or ignored, in whole or in part, you may
file suit in a state or Federal court.
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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.

If you have any questions about this statement or your rights under ERISA you should contact the
nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in
your telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C.
20210.

2. Claims Process

You should submit reimbursement claims during the Plan Year, but in no event later than 60 days after
the end of a Plan Year. Any claims submitted after that time will not be considered. Claims for benefits
that are insured will be received in accordance with procedures contained in the policies. All other
general claims or requests should be directed to the Administrator of our Plan. If a non-insured claim
under the Plan is denied in whole or in part, you or your beneficiary will receive written notification.
The notification will include:

a) The reasons for the denial;
b) Reference to the specific provisions of the Plan on which the denial was based;

C) A description of any additional material or information needed to further process the
claim and an explanation of why such material or information is necessary;

d) A description of the Plan’s review procedures and time limits applicable to such
procedures, as well as your right to bring a civil action under Section 502 of ERISA
following a final appeal;

e) A statement of your right to receive, upon request and free of charge, reasonable access
to, and copies of, all documents, records, and other information relevant to the claim;

f) A statement that if the denial was based on an internal rule, guideline, protocol, or similar
criteria, a copy of such rule, guideline, protocol or other similar criteria will be provided,
free of charge, upon request.

You or your beneficiary will have 180 days following the receipt of any notification of claim denial to
appeal the decision, making a written request for reconsideration to the Administrator. Documents,
comments, records, or any other information in support of your appeal should be submitted in writing
and accompany any such request. You or your beneficiary may review pertinent documents and receive
copies of all documents and records, free of charge.

The Administrator will review the claim, without deference to the initial denial and after taking into
account all comments, information, documents, records, and other information submitted as part of the
appeal. Unless a 15-day written extension is utilized to review further information, the Administrator
will provide a written response to the appeal within 30 days from the date of receipt of any appeal
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request. In this response, the Administrator will explain the reason for the decision, with reference to the
provisions of the Plan on which the decision is based. The Administrator has the exclusive right to
review and interpret the appropriate plan provisions. Decisions of the Administrator are conclusive and
binding.

3. HIPAA Privacy

Title 11 of the Health Insurance Portability and Accountability Act of 1996 and the regulations at 45
CFR Parts 160 through 164 (“HIPAA”), contain provisions governing the use and disclosure of
Protected Health Information by health plans, and provide privacy rights to Participants in those plans.
HIPAA applies to the Plan Year of this Plan.

Protected Health Information or “PHI” is health information that is created or received by the Plan. PHI
relates to your physical or mental health or condition, the provision of health care to you, or the payment
for the provision of health care to you. Typically, the information identifies you, your diagnosis, and
treatment or supplies used in the course of your treatment.

The Plan may disclose PHI to the Employer only for limited purposes as described in the Plan’s
documents. The Employer agrees to use and disclose PHI only as permitted or required by the Plan’s
documents or as required by HIPAA. PHI may be used or disclosed for plan administration functions
that the Employer performs on behalf of the Plan. Such functions include:

. Enrollment of Eligible Employees and their eligible dependents
. Eligibility determinations
. Payment for coverage
= Claim payment activities
= Coordination of benefits
= Claim appeals
In order to perform these functions, the Plan will use and disclose PHI only to the following individuals:
" Plan Administrator
. HIPAA Privacy Official
" Other Personnel, specifically designated by the Plan’s Privacy Official
The Plan shall maintain policies and procedures that govern the Plan’s use and disclosure of PHI. These
policies and procedures include provisions to restrict access solely to the above individuals and only for
the functions listed above. The Plan’s policies and procedures also include a mechanism for resolving

issues of noncompliance. A notice has been provided to you summarizing the Plan’s policies and
procedures. A copy of this notice is also attached as Attachment B.
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SUMMARY

The money you earn is important to you and your family. You need it to pay your bills, enjoy
recreational activities, and save for the future. Our Flexible Benefits Plan will help you keep more of the
money you earn by lowering the amount of taxes you pay. The Plan is the result of our continuing
efforts to find ways to help you get the most for your earnings.

If you have any questions, please contact the Plan Administrator listed under Section I, “General
Information About Our Plan.”
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Attachment A

**CONTINUATION COVERAGE RIGHTS UNDER COBRA**

Introduction

You are receiving this notice because you have recently become covered under a group health plan (the
Plan). This notice contains important information about your right to COBRA continuation coverage,
which is a temporary extension of coverage under the Plan. This notice generally explains COBRA
continuation coverage, when it may become available to you and your family, and what you need to do
to protect the right to receive it.

The right to COBRA continuation coverage was created by a Federal law, the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to
you when you would otherwise lose your group health coverage. It can also become available to other
members of your family who are covered under the Plan when they would otherwise lose their group
health coverage. For additional information about your rights and obligations under the Plan and under
Federal law, you should review the Plan’s Summary Plan Description or contact the Plan Administrator.

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end
because of a life event known as a “qualifying event.” Specific qualifying events are listed later in this
notice. After a qualifying event, COBRA continuation coverage must be offered to each person who is a
“Qualified Beneficiary.” You, your spouse, and your dependent children could become Qualified
Beneficiaries if coverage under the Plan is lost because of the qualifying event. Under the Plan,
Qualified Beneficiaries who elect COBRA continuation coverage are required to pay for COBRA
continuation coverage.

If you are an employee, you will become a Qualified Beneficiary if you lose your coverage under the
Plan because either one of the following qualifying events happens:

" Your hours of employment are reduced, or
. Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you will become a Qualified Beneficiary if you lose your coverage
under the Plan because any of the following qualifying events happens:

" Your spouse dies;

. Your spouse’s hours of employment are reduced,;

" Your spouse’s employment ends for any reason other than his or her gross misconduct;
. Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
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. You become divorced or legally separated from your spouse.

If you are the domestic partner of an employee, you will become a Qualified Beneficiary if you lose
your coverage under the Plan because any of the following qualifying events happens:

" Your partner dies;

. Your partner’s hours of employment are reduced,;

" Your partner’s employment ends for any reason other than his or her gross misconduct;
. Your partner becomes entitled to Medicare benefits (under Part A, Part B, or both); or
" You become divorced or end the relationship with your partner.

Your dependent children will become Qualified Beneficiaries if they lose coverage under the Plan
because any of the following qualifying events happens:

. The parent-employee dies;

" The parent-employee’s hours of employment are reduced;

. The parent-employee’s employment ends for any reason other than his or her gross
misconduct;

. The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

" The parents become divorced, end a domestic partnership or legally separated; or

. The child stops being eligible for coverage under the plan as a “dependent child.”

When is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to Qualified Beneficiaries only after the Plan
Administrator has been notified that a qualifying event has occurred. When the qualifying event is the
end of employment or reduction of hours of employment, death of the employee, or the employee's
becoming entitled to Medicare benefits (under Part A, Part B, or both), your Employer must notify the
Plan Administrator of the qualifying event.

You may elect to continue participation in the Plan in accordance with proposed IRS regulations.
However, unless the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) applies to
your Plan, the continuation coverage will be offered until the end of the Plan Year in which the
qualifying event occurs. COBRA continuation coverage generally will not be offered to Healthcare
Flexible Spending Account Participants under the following circumstances:

a) The Healthcare Reimbursement Account has a deficit at the time of the qualifying event.
If, taking into account all claims submitted on or before the date of the qualifying event,
your remaining Healthcare Flexible Spending Account balance for the Plan Year is less
than the maximum required COBRA Premiums for the rest of the year.
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b) COBRA continuation will not be offered to a Healthcare Flexible Spending Account
Participant in any Plan Year following the Plan Year in which the qualifying event occurs
if:

1) The Healthcare Flexible Spending Account is Exempt from HIPAA. The
Healthcare Flexible Spending Account is exempt from HIPAA if a major medical
plan is available in addition to the Healthcare Flexible Spending Account, and the
Healthcare Flexible Spending Account benefit does not exceed two times the
salary redirection or, if greater, the salary redirection plus $500; and

2) For the Plan Year in which the qualifying event occurs, the maximum amount you
could be required to pay for a full year of Healthcare Flexible Spending Account
COBRA coverage equals or exceeds the maximum benefit available to you for the
Plan Year.

However, your Employer may choose to offer COBRA continuation coverage, notwithstanding the
exceptions detailed above. If your Employer chooses to provide such additional COBRA continuation
coverage, you will be provided with additional information about any other rights you may also have at
that time.

You must give notice of some qualifying events

For the other qualifying events (divorce or legal separation of the employee and spouse or a dependent
child’s losing eligibility for coverage), you must notify the Plan Administrator within 60 days after the
qualifying event occurs. Please refer to Section I, “General Information About Our Plan” of this
document for your Plan Administrator’s name and address

How is COBRA coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation
coverage will be offered to each of the Qualified Beneficiaries. Each Qualified Beneficiary will have an
independent right to elect COBRA continuation coverage. Covered employees may elect COBRA
continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage
on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is
the death of the employee, the employee's becoming entitled to Medicare benefits (under Part A, Part B,
or both), your divorce or legal separation, or a dependent child's losing eligibility as a dependent child,
COBRA continuation coverage lasts for up to a total of 36 months. When the qualifying event is the end
of employment or reduction of the employee's hours of employment, and the employee became entitled
to Medicare benefits less than 18 months before the qualifying event, COBRA continuation coverage for
Qualified Beneficiaries other than the employee lasts until 36 months after the date of Medicare
entitlement. For example, if a covered employee becomes entitled to Medicare 8 months before the date
on which his/her employment terminates, COBRA continuation coverage for his/her spouse and children
can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the
date of the qualifying event (36 months minus 8 months). Otherwise, when the qualifying event is the
end of employment or reduction of the employee’s hours of employment, COBRA continuation

coverage generally lasts for only up to a total of 18 months.
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There are two ways in which this 18-month period of COBRA continuation coverage can be extended.

Disability extension of 18-month period of continuation coverage. If you or anyone in your family
covered under the Plan is determined by the Social Security Administration to be disabled and you
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to receive
up to an additional 11 months of COBRA continuation coverage, for a maximum of 29 months. The
disability would have to have started at some time before the 60th day of COBRA continuation coverage
and must last at least until the end of the 18-month period of continuation coverage. You must provide
written notice of any such disability, along with copies of any such written determination received from
the Social Security Administration and the date it was received, to: [Name of the appropriate party to
whom notice must be sent]. This information must be received by the applicable Plan representatives no
less than 30 days before the end of the 18-month continuation coverage period.

Second qualifying event extension of 18-month period of continuation coverage. If your family
experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can get up to 18 additional months of COBRA
continuation coverage, for a maximum of 36 months, if notice of the second qualifying event is properly
given to the Plan Administrator. This extension may be available to the spouse and any dependent
children receiving continuation coverage if the employee or former employee dies, becomes entitled to
Medicare benefits (under Part A, Part B, or both), or gets divorced or legally separated, or if the
dependent child stops being eligible under the Plan as a dependent child, but only if the event would
have caused the spouse or dependent child to lose coverage under the Plan had the first qualifying event
not occurred.

If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to
the contact or contacts identified below. For more information about your rights under ERISA, including
COBRA, HIPAA, and other laws affecting group health plans, contact the nearest Regional or District
Office of the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your
area or visit the EBSA Web site at www.dol.gov/ebsa. (Addresses and phone numbers of Regional and
District EBSA Offices are available through EBSA’s Web site.)

Keep your Plan Administrator informed of address changes

In order to protect your family’s rights, you should keep the Plan Administrator informed of any
changes in the addresses of family members. You should also keep a copy, for your records, of any
notices you send to the Plan Administrator.

Plan contact information

For more information about the Plan and your rights thereunder, contact the Plan Administrator listed
under Section I, “General Information About Our Plan.”
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Attachment B

*HIPAA NOTICE OF PRIVACY PRACTICES**

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Purpose

This notice is intended to inform you of the privacy practices followed by your employer’s Healthcare
Flexible Spending Account Plan. It also explains the Federal privacy rights afforded to you and the
members of your family as Plan Participants covered under a group health plan.

As a Plan sponsor your employer often needs access to health information in order to perform Plan
Administrator functions. We want to assure the Plan Participants covered under our group health plan
that we comply with Federal privacy laws and respect your right to privacy. We require all members of
our workforce and third parties that are provided access to health information to comply with the privacy
practices outlined below.

Uses and Disclosures of Health Information

Healthcare Operations. We use and disclose health information about you in order to perform Plan
administration functions such as quality assurance activities, resolution of internal grievances, and
evaluating plan performance. For example, we review claims experience in order to understand
utilization and to make plan design changes that are intended to control health care costs.

Payment. We may also use or disclose identifiable health information about you without your written
authorization in order to determine eligibility for benefits, seek reimbursement from a third party, or
coordinate benefits with another health plan under which you are covered. For example, a healthcare
provider that provided treatment to you will provide us with your health information. We use that
information to determine whether those services are eligible for payment under our group health plan.

Treatment. Although the law allows use and disclosure of your health information for purposes of
treatment, as a Plan sponsor we generally do not need to disclose your information for treatment
purposes. Your physician or healthcare provider is required to provide you with an explanation of how
they use and share your health information for purposes of treatment, payment, and healthcare
operations.

As permitted or required by law. We may also use or disclose your health information without your
written authorization for other reasons as permitted by law. We are permitted by law to share
information, subject to certain requirements, in order to communicate information on health-related
benefits or services that may be of interest to you, respond to a court order, or provide information to
further public health activities (e.g., preventing the spread of disease) without your written authorization.
We are also permitted to share health information during a corporate restructuring such as an merger,
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sale, or acquisition. We will also disclose health information about you when required by law, for
example, in order to prevent serious harm to you or others.

Pursuant to your Authorization. When required by law, we will ask for your written authorization
before using or disclosing your identifiable health information. If you choose to sign an authorization to
disclose information, you can later revoke that authorization to cease any future uses or disclosures.

Right to Inspect and Copy. In most cases, you have a right to inspect and copy the health information
we maintain about you. If you request copies, we will give you the first 5 pages at no charge, after which
we will charge you $1.00 (one dollar) for each additional page. Your request to inspect or review your
health information must be submitted in writing to the person listed below.

Right to an Accounting of Disclosures. You have a right to receive a list of instances where we have
disclosed health information about you for reasons other than treatment, payment, healthcare operations,
or pursuant to your written authorization.

Right to Amend. If you believe that information within your records is incorrect or if important
information is missing, you have a right to request that we correct the existing information or add the
missing information.

Right to Request Restrictions. You may request in writing that we not use or disclose information for
treatment, payment, or other administrative purposes except when specifically authorized by you, when
required by law, or in emergency circumstances. We will consider your request, but are not legally
obligated to agree to those restrictions.

Right to Request Confidential Communications. You have a right to receive confidential
communications containing your health information. We are required to accommodate reasonable
requests. For example, you may ask that we contact you at your place of employment or send
communications regarding treatment to an alternate address.

Right to Receive a Paper Copy of this Notice. If you have agreed to accept this notice electronically,
you also have a right to obtain a paper copy of this notice from us upon request. To obtain a paper copy
of this notice, please contact the person listed below.

Director, Human Resources

Aurora University

347 South Gladstone Avenue

Aurora, IL 60506

Phone 630-844-5493, Fax 630-844-5650, E-Mail hr@aurora.edu

Legal Requirements

We are required by law to protect the privacy of your information, provide this notice about information
practices, and follow the information practices that are described in this notice.
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We may change our policies at any time. Before we make a significant change in our policies, we will
provide you with a revised copy of this notice. You can also request a copy of our notice at any time.
For more information about our privacy practices, contact the person listed below.

If you have any questions or complaints, please contact the Plan Administrator listed under Section I,
“General Information About Our Plan.”

Filing a Complaint

If you are concerned that we have violated your privacy rights, or you disagree with a decision we made
about access to your records, you may contact the person listed above. You also may send a written
complaint to the U.S. Department of Health and Human Services; Office of Civil Rights. The person
listed above can provide you with the appropriate address upon request or you may Visit
www.hhs.gov/ocr for further information.
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