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Approval of the Tentative Agreement and Memorandum of
Understanding with the Tulare County Deputy Sheriff's Association,

Bargaining Units 13 and 15.

That the Board of Supervisors:
Approve the attached Memorandum of Understanding between the County of
Tulare and the Tulare County Deputy Sheriff's Association, Bargaining Units 13

and 15, for July 1, 2019 through June 30, 2021.

SUMMARY:

The Memorandum of Understanding (MOU) between Tulare County and the Tulare
County Deputy Sheriff's Association (TCDSA), Bargaining Units 13 and 15, expired
on June 30, 2019. Representatives from the County and TCDSA met and conferred
and reached tentative agreement (attached) on a successor MOU on October 9.
The members of TCDSA subsequently ratified the tentative agreement. There are
574 allocated Deputy Sheriffs, Correctional Deputy Sheriffs, Sergeants, and
Correctional Sergeants, in Bargaining Units 13 and 15 represented by TCDSA.

Consistent with California Government Code, Board action is necessary for the
successor MOU to be binding upon the County and TCDSA. The key changes or

additions to the agreement include the following:

1. Term

A two (2) year agreement from July 1, 2019 through June 30, 2021.
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2.

Understanding with the Tulare County Deputy Sheriffs Deputy
Association, Bargaining Units 13 and 15.
October 22, 2019

Salary Increases

In the first year of the agreement there shall be a salary increase of two
percent (2%) for all classifications in the unit to be effective the first full pay
period after adoption by the Board of Supervisors. In the second year of the
agreement, there shall be a salary increase of two percent (2%) for all
classifications in the unit, effective July 5, 2020.

Bilingual
New employees hired on or after July 1, 2019 that pass the County’'s

designated bilingual proficiency test shall receive an additional $.50 (cents)
per hour multiplied by the hours worked. Current employees hired before July
1, 2019 that are currently receiving moderate bilingual pay differential of
2.5% additional salary shall continue in a grandfathered status.

Holiday In Lieu

Holiday in Lieu pay will be included in the regular rate of pay
calculation for all overtime hours worked. Time worked on a Holiday
shall continue to count as time worked for overtime purposes.

Sunset of the Sick Leave Buy Back Program

Sunset of the Sick Leave Buy Back program with the last payouts occurring
in February 2020. The Sick Leave Buy Back program provides for a
monetary incentive for those employees that are able to use less sick time
and desire to convert sick hours to additional compensation. However, this
program does not benefit employees with dependents/families that require
the employee to utilize sick leave for multiple medical appointments or to stay
home with a sick child. Upon review, the HRD and CAO recommends
sunsetting the program and shifting funds for increases to health benefits to
reduce employee premiums for employee with child, employee with spouse,
and employee with family.

Revisions to Personnel Rules 13 and 14
Revisions to Personnel Rules (attached).

Revisions to the 125 Benefit Plan document
Revisions to 125 Plan (attached).

Employee Benefit Plan and Waivers
The current Benefit amounts payable (2019 Health Plan year) will remain the

same for Health Plan Year 2020 and 2021 based on a 26 payperiod benefit
cycle.

Beginning January 1, 2021 newly hired or re-instatement employees who will
waive coverage will not receive any contribution for health coverage.
However, those employed as of January 1, 2021 who have been existing

"
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waivers during Health Plan Year 2020 will continue to receive their waiver
amounts for 26 pay periods when benefit amounts are paid and premiums
collected.

. County Contribution to Deferred Compensation Plan

Continuation of the County’s matching contribution ($1.00 County dollar
contributed for every $4.00 employee dollars contributed, up to a maximum
of $1,600 County dollars per calendar year) in the Deferred Compensation
program.

10.Union Representation Leave of Absence (SB 1085)

See attached.

11. Side Letter Agreements

Adopted during the previous 2017-2019 MOU period have been incorporated
into this new MOU for July 1, 2019-June 30, 2021.

12. Career Development

Instituting a Career Development Program for BU 15-Sergeants and changes
to compensation and criteria for BU 13-Deputies effective one pay period
following adoption by the Board.

13. Overtime Reopener

The County and TCDSA will promptly resume meeting and conferring to
discuss changes to this MOU consistent with the County's desire to: (1)
ensure the County's benefits plan(s) is/are bona fide; and/or (2) to reduce the
County's potential liability for FLSA overtime payments.

FISCAL IMPACT/FINANCING:

The cost estimate for the salary increases is approximately $2,616,515 over the
two-year agreement. If approved, the cost increases will be accounted for in the
departmental budgets for Fiscal Years 2019/20 and 2020/21.

LINKAGE TO THE COUNTY OF TULARE STRATEGIC BUSINESS PLAN:

Organizational Performance: Provide a qualified, productive, and competitively
compensated County workforce.

ADMINISTRATIVE SIGN-OFF:

“ﬁl@fm@& ﬁm{)}t@&

Rhonda Sjostrom /
Human Resources Director

CcC:

Auditor-Controller
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Attachment(s)

Tentative Agreement in MOU format
Personnel Rules 13 and 14 Revisions
125 Benefit Plan document



BEFORE THE BOARD OF SUPERVISORS
COUNTY OF TULARE, STATE OF CALIFORNIA

IN THE MATTER OF APPROVAL OF THE )

MEMORANDUM OF UNDERSTANDING ) Resolution No.
WITH THE TULARE COUNTY ) Agreement No.
DEPUTY SHERIFF’S ASSOCIATION, )
BARGAINING UNITS 13 AND 15.
UPON MOTION OF SUPERVISOR ; SECONDED BY
SUPERVISOR , THE FOLLOWING WAS ADOPTED BY THE

BOARD OF SUPERVISORS, AT AN OFFICIAL MEETING HELD October 22, 2019 BY
THE FOLLOWING VOTE:

AYES:
NOES:
ABSTAIN:
ABSENT:

ATTEST: JASONT.BRITT

COUNTY ADMINISTRATIVE OFFICER/
CLERK, BOARD OF SUPERVISORS

BY:

Deputy Clerk

 k k k Kk K % % * * * * *k * * * * *

That the Board of Supervisors:
Approved the attached Memorandum of Understanding between the County of
Tulare and the Tulare County Deputy Sheriff's Association, Bargaining Units 13
and 15, for July 1, 2019 through June 30, 2021.
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13.2

13.3

Rule 13 - EMPLOYEE GRIEVANCE PROCEDURE

DEFINITION, SCOPE, AND RIGHT TO FILE

13.1.1 A grievance is a claimed violation, misinterpretation, inequitable application or
non-compliance with provisions of a County:

1) Collective bargaining agreement,

2) Ordinance,

3) Resolution,

4)  Written Rule,

5) Written Regulation,

6) Written Policy.

13.1.2 The following are not grievable through this process:

1) Matters, such as Disciplinary Actions and Performance Evaluations,
reviewable under some other established County administrative appeal
procedure.

2) Employment examinations

3) Appointments to a position

4) The Board of Supervisors exercise of legislative or judicial authority
and the authority to appropriate funds and adopt the budget

5) Discrimination complaints reviewable under the County’s
discrimination complaint procedure.

13.1.3 Agrievance may be filed by an employee in his own behalf, or jointly by any group
of employees. Atthe employee’s request, a union representative may assist in the
preparation of the grievance during non-work time.

DISCRIMINATION COMPLAINTS

If a complaint alleges discrimination, the Human Resources Director shall be immediately
informed and, upon completion of his investigation and review, shall advise the County
Administrative Officer (CAQ), the department and the employee of the resolution of the
complaint.

TIMELINES FOR FIRE PERSONNEL

The provisions of this article when applied to Fire fighter personnel who work 24 hours shifts
or 48-hour tours of duty shall be converted to calendar days such that for every 5-work days
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13.4

135

applied to 40-hour employees shall be converted to 8 calendar days (a ratio of 1:1.6).

INFORMAL GRIEVANCE

13.4.1

13.4.2

Within five (5) workdays of the event-giving rise to the grievance, the grievant shall
present the grievance informally for disposition by the immediate supervisor or at
any appropriate level of authority within the department. The immediate
supervisor (or other appropriate level of authority) shall respond informally within
five (5) workdays.

Except as provided in 13.2 above, presentation of an INFORMAL grievance shall
be a prerequisite to the institution of a formal grievance.

FORMAL GRIEVANCE

1351

13.5.2

If the grievant believes that the issue(s) of the grievance have not been resolved
within five (5) work days of the informal presentation the grievant may initiate a
formal grievance within five (5) work days thereafter. A formal grievance can be
initiated by completing and filing a County Employee Grievance Form with the
Human Resources & Development Department. The form shall contain:
1) Name(s), class title(s), department(s) and mailing address(s) of the
grievant(s),
2) A clear statement of the nature of the grievance (citing the applicable
ordinance, rule, regulation, or contract language),
3) The date upon which the event giving rise to the alleged grievance
occurred,
4) The date upon which the informal discussion with the supervisor or
Human Resources Officer took place,
5) A proposed solution to the grievance,
6) The date of the execution of the grievance form,
7) The signature of the grievant(s),
8) The name of the organization, if any, representing the grievant followed
by the signature of the organization’s representative.
Step 1

Within ten (10) working days after a formal grievance is filed, the Supervisor or
Manager shall investigate the grievance, confer with the grievant in an attempt to
resolve the grievance, and make a decision in writing. The Appointing Authority
may first seek to resolve the issue(s) through a meeting including the grievant and
such staff as the grievant’s supervisor, a manager of that supervisor and/or a
department Human Resources specialist.
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13.5.3

13.5.4

Step 2

a) Ifthe grievance is not resolved in Step 1 to the satisfaction of the grievant, the
grievant may, within not more than five (5) work days from receipt of the
Supervisor’'s or Manager’s decision, request consideration of the grievance by the
Appointing Authority, by so notifying the Human Resources & Development
Department in writing.

b) Within ten (10) workdays after such notification, the Appointing Authority shall
commence investigation of the grievance, confer with the grievant and other
persons affected and their representatives (if any) to the extent he deems
necessary, and render a decision in writing.

c) If the written decision of the Appointing Authority resolves the grievance to the
satisfaction of the grievant, it shall end the grievance process.

Step 3

a) A final appeal may be filed by the grievant, in writing, with the Human
Resources & Development Department not more than five (5) workdays from
receipt of the Appointing Authority’s decision.

b) The grievance will be reviewed by the Grievance Panel, which shall serve as
the neutral factfinder, consisting of one County employee selected by the grievant,
one person appointed by the department and one member appointed by the Board
of Supervisors. Persons selected to serve on the Grievance Panel shall not have
any personal knowledge or interest in the matter being aggrieved. The Board
appointed member shall serve as the Panel Chair.

c) A grievant shall have the opportunity to present the grievant’s argument
before the Grievance Panel. The parties shall have the right, but is not
required to, submit evidence, call witnesses to provide sworn testimony,
and submit legal briefs on the aggrieved matter. The parties shall exchange
withess names and contact information, scope of witness testimony, and
any other evidence to be presented at the hearing no later than 20 days
prior to the date of the hearing. If the grievant chooses to waive these
rights, he or she must sign a waiver and acknowledgement that the grievant
is knowingly and voluntarily accepting the panel’s resolution as final and
binding.

d) Failure on the part of the County or the grievant to appear before the Grievance
Panel, without good cause as determined by the Panel Chair, shall result in
forfeiture of the case.

e) The decision of the Grievance Panel shall be made in writing within thirty (30)
calendar days after the grievance appeal hearing record has closed. The decision
of the Grievance Panel shall be final and binding on all parties, subject to
ratification by the Board of Supervisors if the decision requires an unbudgeted
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expenditure.

13.6 GENERAL CONDITIONS

13.6.1 The Human Resources & Development Department shall act as the central
repository for all grievance records. The Human Resources & Development
Department will be sent a copy of the decision at each level or step.

13.6.2 Any time limit may be extended only by mutual agreement in writing.

13.6.3 An aggrieved employee may be represented by any person or by the
organization certified as the representative for the Representation (Bargaining) Unit
in which the aggrieved employee is included. The representative shall be a non-
attorney lay advocate unless otherwise mutually agreed in advance that both
parties may be represented by attorneys. The representative is entitled to be
present at all formal meetings, conferences and hearings pertaining to the
grievance.

13.6.4 At any level, in order to provide a timely and appropriate response, the named
County official may delegate the handling of the grievance.

13.6.5 At any level, should either party raise a procedural issue such as, but not limited
to, whether the other party filed or responded in a timely manner or whether a
particular issue falls within the jurisdiction of the grievance procedure; the County
Administrative Officer (CAO), or his designee, shall meet with the parties within five
work days solely to hear and rule on the procedural issue(s). The CAO will issue
a ruling within five (5) workdays. The decision of the CAO shall be final and
binding on all parties.

13.6.6 The processing of an appeal shall be considered County Business with the
aggrieved employee and the representative (if a County employee) receiving
reasonable release from duty for this purpose without loss of pay.
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14.2

Rule 14 - EQUAL EMPLOYMENT OPPORTUNITY /
DISCRIMINATION / SEXUAL HARASSMENT POLICY

GENERAL POLICY ON EQUAL EMPLOYMENT OPPORTUNITY

Purpose

The purpose of this Policy is to: establish a strong commitment to prohibit and
prevent discrimination, harassment, and retaliation in employment; to define those
terms; and to establish a procedure for investigating and resolving internal
complaints. The County encourages all covered individuals to report—as soon as
possible—any conduct that is believed to violate this Policy.

Policy

It is the policy of the County of Tulare (hereinafter “County”) to provide equal employment
opportunity for all applicants and employees.

Harassment or discrimination against an applicant, unpaid intern, volunteer or employee by
a supervisor, management employee, elected or appointed official, co-worker, member of
the public, or contractor on the basis of race, religion, color, sex (including gender, gender
identity, gender expression, transgender, pregnancy, and breastfeeding), national origin,
ancestry, citizenship status, disability, medical condition, genetic characteristics or
information, marital status, age, sexual orientation (including homosexuality, bisexuality, or
heterosexuality), military or veteran status, or any other protected classification will not be
tolerated.

All County recruitment, hiring, training, promotion, transferring, and related personnel
transactions shall be done without regard to any of the bases listed above or other criteria
prohibited by law not constituting bona fide occupational qualifications. All personnel
policies, procedures, and practices shall be administered accordingly.

The County recognizes its responsibility to provide equal employment opportunities, to take
affirmative and direct action at all levels of County government, regarding job classifications,
salaries, training, fringe benefits, and other personnel policies, and to improve employment
and career opportunities for minority group persons and women according to affirmative
action principles. Appointing Authorities are required to assure that equal employment
opportunity concepts are supported by their departments.

GENERAL POLICY ON DISCRIMINATION AND SEXUAL HARASSMENT

The County, as part of its continuing affirmative action efforts and pursuant to the guidelines
on harassment, discrimination and retaliation issued by the Equal Employment Opportunity
Commission (hereinafter “EEOC”), the Department of Fair Employment and Housing
(hereinafter “DFEH”), and/or the Labor Commissioner, fully supports efforts to protect and
safeguard the rights and opportunities of all people to seek, obtain and hold employment
without harassment, discrimination or retaliation. This includes sexual harassment (which
includes harassment based on pregnancy, perceived pregnancy, childbirth, breastfeeding,
or related medical conditions) and harassment based on gender, gender identity, and
gender expression. It is the policy of the County that all applicants and employees are
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14.3

entitled to a work environment which is free from unlawful harassment, discrimination,
and/or retaliation and to provide reasonable accommodation to qualified employees with
physical or mental disabilities.

Discrimination, retaliation, and sexual harassment are violations of both state and federal
laws. Supervisors and co-workers are prohibited from engaging in unlawful behavior.
Harassment, discrimination and/or retaliation against an applicant or employee by a
supervisor, management employee, elected or appointed official, co-worker, intern,
volunteer, member of the public, or contractor on any of the bases listed above, will not be
tolerated. The County has zero tolerance for any conduct that violates this Policy. Conduct
need not arise to the level of a violation of law to violate this Policy. A single act may violate
this Policy.

Any retaliation against a person for filing a complaint or participating in the complaint
resolution process is prohibited. Individuals found to be retaliating in violation of this Policy
will be subject to appropriate sanction or disciplinary action up to and including termination.

Harassment, discrimination or retaliation can decrease work productivity, undermine the
integrity of employment relationships, decrease morale and cause severe emotional and
physical stress.

1. All employees shall be informed of the complaint process under this Policy and be
assured of their right to file complaints or participate in an investigation without fear of
reprisal. All employees, including supervisors and managers, should be trained
regarding behavior that constitutes harassment, discrimination and/or retaliation.
Employees should also understand the importance of reporting incidents immediately to
ensure that further incidents do not occur.

2. County Department Heads must convey to their employees that harassment,
discrimination and/or retaliation is unacceptable, and to clearly inform them that
behavior constituting harassment, discrimination and/or retaliation will not be tolerated.
The Department Head shall make employees aware that harassment, discrimination
and/or retaliation towards another employee, a client or a member of the public while the
employee is on duty and/or representing the County is unacceptable and may be
grounds for disciplinary action up to and including termination.

TERMS AND DEFINITIONS

Harassment

Harassment includes any conduct, which creates an intimidating, offensive, or hostile
working environment or that interferes with an employee’s work performance. Such conduct
constitutes harassment when (1) submission to the conduct is made either an explicit or
implicit condition of employment; (2) submission or rejection of the conduct is used as the
basis for an employment decision; or (3) the harassmentinterferes with an employee’s work
performance or creates an intimidating, hostile, or offensive work environment.

Harassing conduct can take many forms and may include, but is not limited to, the following
(when based upon an employee’s protected status as noted above): slurs, jokes,
statements, gestures, assault, impeding or blocking another's movement or otherwise

6



physically interfering with normal work, pictures, drawings, or cartoons, violating someone’s
“personal space,” foul or obscene language, leering, stalking, staring, unwanted or offensive
letters or poems, offensive email or voicemail messages. Harassment also includes,
unwanted sexual advances, requests for sexual favors and other acts of a sexual nature,
where submission is made a term or condition of employment, where submission to or
rejection of the conduct is used as the basis for employment decisions, or where the
conduct is intended to or actually does unreasonably interfere with an individual’s work
performance or create an intimidating, hostile, or offensive working environment.

Discrimination

Discrimination is any unlawful consideration or use of race, religious creed, color, national
origin, ancestry, physical disability, mental disability, medical condition, genetic information,
marital status, sex, gender, gender identity, gender expression, age, sexual orientation, or
military and veteran status.

This Policy prohibits treating individuals differently because of the individual's protected
classification as defined in this Policy.

Retaliation

Any adverse conduct taken because an applicant, employee, or contractor has reported
harassment or discrimination, or has participated in the complaint and investigation process
described herein, is prohibited. “Adverse conduct” includes but is not limited to taking sides
because an individual has reported harassment or discrimination, spreading rumors about a
complaint, shunning and avoiding an individual who reports harassment or discrimination, or
real or implied threats of intimidation to prevent an individual from reporting harassment or
discrimination. Employees will not be retaliated against for the complaining of, who make
good faith reports of, or for participating in the investigation of, harassment or discrimination.

Mental Disability

“Mental disability” includes, but is not limited to, all of the following:

1) Having any mental or psychological disorder or condition, such as mental
retardation, organic brain syndrome, emotional or mental iliness, or specific learning
disabilities, that limits a major life activity, for purposes of this section:

a) "Limits" shall be determined without regard to mitigating measures, such as
medications, assistive devices, or reasonable accommodations, unless the
mitigating measure itself limits a major life activity.

b) A mental or psychological disorder or condition limits a major life activity if it makes
the achievement of the major life activity difficult.

c) “Major life activities” shall be broadly construed and shall include
physical, mental, and social activities and working.

2) Any other mental or psychological disorder or condition not described in
paragraph 14.3 that requires special education or related services.



3)

4)

5)

6)

Having a record or history of a mental or psychological disorder or condition
described in paragraph (1) or (2), which is known to the employer or other entity
covered by this part.

Being regarded or treated by the employer or other entity covered by this part as
having, or having had, any mental condition that makes achievement of a major life
activity difficult.

Being regarded or treated by the employer or other entity covered by this part as
having, or having had, a mental or psychological disorder or condition that has no
present disabling effect, but that may become a mental disability as described in
paragraph (1) or (2).

"Mental disability" does not include sexual behavior disorders, compulsive
gambling, kleptomania, pyromania, or psychoactive substance use disorders
resulting from the current unlawful use of controlled substances or other drugs.

Physical Disability

"Physical disability" includes, but is not limited to, all of the following:

1.

Having any physiological disease, disorder, condition, cosmetic disfigurement, or
anatomical loss that does both of the following:

a) Affects one or more of the following body systems: neurological,
immunological, muscular skeletal, special sense organs, respiratory,
including speech organs, cardiovascular, reproductive, digestive,
genitourinary, hemic and lymphatic, skin, and endocrine.

b) Limits a “maijor life activity”. For purposes of this section:

() "Limits" shall be determined without regard to mitigating measures such
as medications, assistive devices, prosthetics, or reasonable
accommodations, unless the mitigating measure itself limits a major life
activity.

(i) A physiological disease, disorder, condition, cosmetic disfigurement, or
anatomical loss limits a major life activity if it makes the achievement of
the major life activity difficult.

(iii) "Major life activities" shall be broadly construed and includes
physical, mental, and social activities and working.

Any other health impairment not described in paragraph (1) that requires
special education or related services.

Having a record or history of a disease, disorder, condition, cosmetic
disfigurement, anatomical loss, or health impairment described in paragraph (1) or
(2), which is known to the employer or other entity covered by this part.

Being regarded or treated by the employer or other entity covered by this part as
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having, or having had, any physical condition that makes achievement of a major life
activity difficult.

5. Being regarded or treated by the employer or other entity covered by this part as
having, or having had, a disease, disorder, condition, cosmetic disfigurement,
anatomical loss, or health impairment that has no present disabling effect but may
become a physical disability as described in paragraph (1) or (2).

6. "Physical disability" does not include sexual behavior disorders, compulsive

gambling, kleptomania, pyromania, or psychoactive substance use disorders
resulting from the current unlawful use of controlled substances or other drugs.

14.4 IMPROPER CONDUCT

A County official, manager, supervisor, or employee may be subject to disciplinary action for:

1. Failing to take corrective action when the officials or supervisory employees know, or
reasonably should have known, that an employee or applicant for employment is being
subjected to prohibited harassment or discrimination or retaliation on the job by anyone, or

2. Retaliating against an employee or applicant for employment who complained of sexual
harassment or discrimination, or who testified on behalf of one who made a complaint, or
who assisted or participated in any manner on behalf of a complainant in an investigation,
proceeding or hearing conducted under this Policy.

145 EMPLOYEE ACTION

Many persons are not aware their behavior is offensive or potentially discriminatory or harassing.
Often simply advising someone of the offensive nature of their behavior will resolve the problem.
Whenever possible, employees should inform the discriminator/harasser that his or her behavior is
unwelcome, offensive, in poor taste or highly inappropriate. If this does not resolve the concern or if
an employee feels threatened, or has difficulty expressing his or her concern and therefore does not
feel comfortable confronting the discriminator/harasser, the complaint procedure should be used.

14.6 COMPLAINT PROCEDURE

The complaint procedure has been determined as the most appropriate means for registering a
complaint of discrimination, sexual harassment or retaliation to ensure an appropriate and timely
investigation and resolution. Complainants pursuing other methods will be redirected to this
procedure.

Nevertheless, Department Heads, other managers and supervisors have a legal obligation to
effectively deal with any and all reported or observed incidents that may constitute sexual
harassment or discrimination whether or not a complaint has been registered through the
appropriate procedure. All complaints will be followed by a fair, complete, and timely investigation.

Complaint Procedure

A. An employee, job applicant, contractor volunteer or unpaid intern, who believes he or she
has been harassed, discriminated and/or retaliated against, may make a complaint verbally or in
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writing with any of the following. There is no need to follow the chain of command.
1. Immediate supervisor;
2. Any supervisor or manager within or outside of the department;
3. Department Head; or

4. Director of Human Resources

B. Managers and Supervisors shall:

1. Immediately report all reported and/or observed incidents falling under this Policy and
their supporting facts to their Department Head.

2. Thoroughly document all reported and/or observed incidents and their supporting facts.

Department Heads shall:

1. Immediately report all reported and/or observed incidents and their supporting
facts to the Human Resources Officer who will inform the Director of Human
Resources.
2. Thoroughly document all reported and/or observed incidents and their supporting
facts.
C. Upon receiving notification of a harassment complaint, the Director of Human Resources
shall:

1. Authorize and supervise the investigation of the complaint and/or investigate the complaint.
The investigation will include interviews with: 1) the complainant; 2) the accused harasser;
and 3) other persons who have relevant knowledge concerning the allegations in the
complaint.

2. Review the factual information gathered through the investigation to determine whether the
alleged conduct constitutes harassment, discrimination, or retaliation giving consideration to
all factual information, the totality of the circumstances, including the nature of the conduct,
and the context in which the alleged incidents occurred.

3. Report a summary of the determination as to whether harassment occurred to appropriate
persons, including the complainant, the alleged harasser, the supervisor, and the
Department Head. If discipline is imposed, the level of discipline will not be communicated
to the complainant.

a. The results of the investigation shall be reported to the County Administrative
Officer (CAQO) along with a recommended action and remedy, if deemed
appropriate. The CAO will review the results of the investigation and any
recommended actions, then take whatever action he or she deems necessary and
appropriate.

b. Upon conclusion of the investigation, the Director of Human Resources will
notify the Appointing Authority and employee in accordance with the restrictions set
forth in federal and state law.
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If conduct in violation of this Policy occurred, take or recommend to the appointing
authority prompt and effective remedial action. The remedial action will be
commensurate with the severity of the offense.

Take reasonable steps to protect the complainant from further harassment,
discrimination, or retaliation.

Take reasonable steps to protect the complainant from retaliation as a result of
communicating the complaint.

The County takes a proactive approach to potential policy violations and will conduct an
investigation if its officers, supervisors, or managers become aware that harassment,
discrimination, or retaliation may be occurring, regardless of whether the recipient or third
party reports a potential violation.

Option to Report to Outside Administrative Agencies: An individual has the option to report
harassment, discrimination, or retaliation to the EEOC or DFEH. These administrative
agencies offer legal remedies and a complaint process. The nearest offices are listed in the
government section of the telephone book or employees can check the posters that are
located on employer bulletin boards for office locations and telephone numbers.

Confidentiality

Every possible effort will be made to maintain the confidentiality of complaints made under this
Policy. Complete confidentiality is not guaranteed, however, due to the need to fully investigate and
the duty to take effective remedial action. As aresult, confidentiality will be maintained to the extent
possible.

Responsibilities

Managers and supervisors are responsible for:

1.
2.
3

4.

Informing employees of this Policy.

Modeling appropriate behavior.

Taking all steps necessary to prevent harassment, discrimination, or retaliation from
occurring.

Receiving complaints in a fair and serious manner, and documenting steps taken to resolve
complaints.

Monitoring the work environment and taking immediate appropriate action to stop potential
violations, such as removing inappropriate pictures or correcting inappropriate language.
Following up with those who have complained to ensure that the behavior has stopped and
that there are no reprisals.

Informing those who complain of harassment or discrimination of his or her option to contact
the EEOC or DFEH regarding alleged Policy violations.

Assisting, advising, or consulting with employees and the Director of Human Resources
regarding this Policy and Complaint Procedure.

Assisting in the investigation of complaints involving employee(s) in their departments and, if
the complaint is substantiated, recommending appropriate corrective or disciplinary action in
accordance with County Personnel Rules, up to and including termination.

10. Implementing appropriate corrective action if the allegations are founded.
11. Reporting potential violations of this Policy of which he or she becomes aware, regardless of
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whether a complaint has been submitted, to the Human Resources Department or the
Department Head.
12. Participating in periodic training and scheduling employees for training.

Dissemination of Policy

All employees shall receive a copy of this Policy when they are hired. The Policy may be updated
from time to time and redistributed.
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TULARE COUNTY
SECTION 1245 BENEFITS PLAN
REVISED AND RESTATED PLAN DOCUMENT

ARTICLE | - INTRODUCTION

1.1 Creation and Title. The Employer hereby restates its Section 125 Benefits Plan under the terms and
conditions set forth in this document. The Plan is to be known as the Tulare County Section 125
Benefits Plan.

1.2 Effective Date. This Plan was approved by the Tulare County Board of Supervisors on December 12,
1995 and adopted as ofen January 14, 1996. A Plan Amendment; and Restatement was approved by
the Boardmestrecentlyrestated on January 154, 2008 and adopted as of October 29, 2008, effective
January 1, 2008. A second Amendment was approved by the Board on June 28, 2011 and adopted
as of January 1, 2011.

Supersession of prior Plan Documents. This restatement Plan shall replace and supersede all
previous Plan Documents and Amendments.-

4-21.3 Purpose. This Plan is designed to permit a Participant to pay his or her share of Contributions
related to qualified benefits on a pre-tax salary reduction basis. Participants may also elect to pay
their share of the benefits cost on an after-tax basis outside of this Plan. Participation in the Plan is
offered to current and former employees only. The provisions of the Plan apply to all participants
uniformly. Participants must read this entire Plan Document to ensure that all requirements and
conditions of the Plan are fully understood.

1-31.4 Legal Status. This Plan is intended to qualify as a "cafeteria plan" under Internal Revenue Code
125 and the regulations issued thereunder and shall be interpreted to accomplish that objective.

The Health Flexible Spending Account (Health FSA) is intended to qualify as a "self-insured
medical reimbursement plan" under Code 105, and the eligible expenses reimbursed thereunder
are intended to qualify for exclusion from the participating Employees' gross income under Code
I05(b). The Dependent Care Assistance Program (DCAP)is intended to be eligible for exclusion
from participating Employees' gross income under Code 129(a).

Although reprinted within this document, the Health FSA and the DCAP Program are separate plans
for purposes of administration and all reporting and nondiscrimination requirements imposed by
Code 105 and 129. The Health FSA is also a separate plan for purposes of applicable provisions of
HIPAA and COBRA.

This Plan has been established for the benefit of employees, including employees who are
represented by collective bargaining as well as those not represented by collective bargaining.

1.5 Non-Discrimination. This Plan is intended to be considered a non-discriminatory Section 125 Plan.
The Plan does not intend to discriminate in favor of Highly Compensated Employees as it relates to
eligibility, contributions, and benefits as described under the Code's provisions. The Employer may
take actions(s) in order to comply with the nondiscrimination rules of the Code.



ARTICLE Il - DEFINITIONS

As used in this Plan Document, the following terms shall have the following meanings:

2.1

2.2

2.3

2.4

"Benefit Entry Date" means the date an Eligible Employee may actually join the Plan once each of
the eligibility requirements are met

"Benefits" means cash and the various qualified benefits under Section 125(f) of the Code sponsored
by the Employer and made available by the Employer through the Plan as adopted by the Plan
Administrator, -erfBATE}-including, but not limited to, medical, dental, vision, group life
insurance, long term disability, qualified supplemental benefits, Health FSA and the Dependent Care
Assistance programs. Detailed descriptions of each benefit under the Plan, in any given Plan year,
are contained in separate written documents or agreements

. Some benefits may be "bundled" (meaning offered as a "package"

such as medical/dental/vision).

"Benefits Accounts" means the accounts established by the Plan Administrator under the Plan for
each Participant's Benefits for purposes of administering the Plan.

“Benefit Amount” means the number of dollars that the County contributes on behalf of a

2.5

2.6

Participant .
"Benefits Enrollment Form" means the form or forms, evidencing an Eligible Employee's selections
from among the various Benefits and the amount to be contributed towards various Benefits for a

Plan Year or portion of a Plan Year.

“Business Associate” — any organization or person working in association with or providing services

to a covered entity who handles or discloses PHI or personal health records.

242.7 Cashin Lieu

2-52.8 "Change in Status" means any of the events described below, as well as any other events

included under subsequent changes to Code 125 or regulations issued thereunder, which the Plan
Administrator, in its sole discretion and on a uniform and consistent basis, determines are permitted
under IRS regulations and under this Plan.

a. Legal marital Status. A change in a Participant's legal marital status, including marriage,
death of a Spouse, divorce, legal separation or annulment;

b. Number of Dependents. Events that change a Participant's number of Dependents,
including birth, death, adoption, and placement for adoption;

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

the Participant or his or her Spouse or Dependents: (1) a termination or commencement



of employment; (2) a change in worksite; (3) switching from full-ti.me to part-ti.me (or
vice versa); (4) incurring a reduction or increase in hours of employment; or (5) any
other similar change that makes the individual become (or cease to be) eligible for a
particular employee benefit;

d. Dependent Eligibility Requirements. An event that causes a Dependent to satisfy or
cease to satisfy the Dependent eligibility requirements for a particular benefit, such as
attaining a specified age, student status, or any similar circumstance; and

e. Change in Residence. A change in the place of residence of the Participant only if such
change results in a loss of eligibility in the plan in which the participant is a member.

2:62.9 "COBRA" means the Consolida4&ted Omnibus Budget Reconciliation Act of 1985, as amended
from time to ti.me.

2.72.10 "Code" means the Internal Revenue Code of 1986, as amended from ti.me to time.

2:82.11 "Compensation" generally means any wages, salary, or other amounts paid by the Employer and
reportable on a Participant's W-2.

2:92.12 "Contract Administrator” means the company hired to provide the Plan with administrative
services.

2302.13 "Contributions” means the amount contributed to pay for the cost of Benefits.

2312.14 "DCAP—means-DependentCare-Assistance-Program-Dependent Care Assistance

Program” or “DCAP” means the program which allows Employees to hold pre-tax salary
contributions that can be spent on the needs of the Employee’s child or disabled dependent who
requires daily care.

2422.15 "Dependent" means any individual who is a tax dependent of the Participant as defined
in Code 152, and shall include any child of a Participant who is covered under an Insurance Contract,
as defined in the Contract, or under a Health FSA as allowed by reason of the Affordable Care Act
with the following exceptionsme ek ARe se-lartisieante

a. For purposes of accident or health coverage including the Health FSA. (1) a dependent is
defined as in Code 152, determined without regard to subsections (b)(l}, (b}(2}, and
(d}(1)(B) thereof, and (2) any child to whom Code 152(e) applies (regarding a child of
divorced parents, etc., where one or both parents have custody of the child for more
than half of the calendar year and where the parents together provide more than half of
the child's support for the calendar year) and is treated as a Dependent of both parents.
Notwithstanding the foregoing, the Health FSA will provide benefits in accordance with
the applicable requirements of any qualified medical support order even if the child
does not meet the definition of "Dependent".

(1) A Participant's “Child” includes his natural child, stepchild, foster child,
adopted child, or a child placed with the Participant for adoption. An Employee’s Child
will be an eligible Dependent until reaching the limiting age of 26, without regard to
student status, marital status, financial dependency or residency status with the
Participant or any other person. When the child reaches the applicable limiting age,
coverage will end at the end of the calendar year.




(2) The phrase "placed for adoption" refers to a child whom the Participant
intends to adopt, whether or not the adoption has become final, who has not attained
the age of 18 as of the date of such placement for adoption. The term "placed" means
the assumption and retention by such Participant of a legal obligation for total or partial
support of the child in anticipation of adoption of the child. The child must be available
for adoption and the legal process must have commenced.

b. Ffor purposes of the Dependent Care Assistance Program, a Dependent means a
"qualifying individual" as defined in Code 21(b)(I} with respect to the Participant, and in
the case of divorced parents, a qualifying individual who is a child shall, as provided in
Internal Revenue Cede-Code § 21}(e)(5}, be treated as a qualifying individual of the
custodial parent (within the meaning of Internal Revenue Code §Cede 152 (e)(l) and
shall not be treated as a qualifying individual with respect to the non-custodial parent

2132.16 "Eligible Expense" in general, healthcare expenses for a Participant and eligible
Dependents if they meet the following requirements:

a. The expenses were incurred on or after the effective date of the Participant's
participation in the Plan;

b. They would qualify as medical expenses for federal income tax purposes under Section
213 of the Internal Revenue Code;

C. They have not been and will not be paid by the Participant's health benefit plans(s) or by

another employer's group health benefit plan or by any other insurance policy or
Program; and
d. They have not and will not be deducted on the Participant's tax return.

Eligible expenses under the Dependent Care Assistance Program are expenses related to the
care of a qualifying person only if their main purpose is the person's well-being and protection,
and must be incurred to enable the Participant (and Spouse, if applicable) to be gainfully
employed.

These expenses include:
e Work-related babysitting (i.e. not social) and licensed daycare center costs;
e After-school daycare costs which pertain to the care for a child.

Expenses that are not eligible include:

e Babysitting for social reasons;

e Expenses incurred on or after a child's 13th43441 birthday;

e QOvernight camp;

e Education, food or clothing expenses that are not incidental to and inseparable part
of the care;

e Costs of transportation;

e Tuition for children in kindergarten or beyond kindergarten; and

e Payment made for care provided by someone eligible to be claimed as a Dependent
on the Participant's income tax form or to any of his children age eighteen(I8) or
younger.

2342.17 "Eligible Employee" means an employee that regularly works at least 40 hours per bi-
weekly pay period and who is on the Employer’s W-2 payroll.



2352.18 "Employer" means Tulare County.

2162.19 "FMLA" means the Family and Medical Leave Act of 1993, as amended from time to
time.

217—"Health ESAFlexible Savings Arrangement- meansHealth-Flexible Savings-Aecountor “Health

FSA” means a medical expense reimbursement plan designed to hold employee contributions during
the Plan Year, up to a monetary limit, which can be used to pay for qualified medical expenses not
covered by the County’s health insurance plan.

2.20  “Health Information” means any oral or recorded in any form or medium created or received by
a health plan, provider, clearinghouse, employer, etc. that relates to: £ an individual’s past, present,
or future physical or mental health or condition;  the provision of health care to an individual; or B
the past, present, or future payment for the provision of health care to an individual

2182.21 "Highly Compensated Employee" means, for the purposes of determining
discrimination, an employee described in Code Section 125 and the Treasury Regulations
thereunder.

2192.22 "HIPAA" means the Health Insurance Portability and Accountability Act of 1996, as
amended.

2.202.23 “HSA" means Health Savings Account as described in Code Section 223(d).

2212.24 "O8pen Enrollment Period" is the period during which elections can be made I>Y

Participants. The period will be determined by the Plan Administrator once each calendar year.

2:222.25 "Participant" means an Employee who has satisfied the eligibility requirements of this
Plan_and has made an election to participate in the Plan.-

2232.26 "Period of Coverage" means the Plan Year, with the following exceptions: (a) for eligible
employees who first become eligible to participate, it shall mean the portion of the Plan Year
following the date of which participation commences (Benefits Entry Date); and (b) for employees
who terminate participation it shall mean the portion of the Plan Year prior to the date on which
participation terminates.

2242.27 "Plan" means Tulare County's Section 125 Benefits Plan, as described —herein.

2252.28 "Plan Administrator" means Tulare County or its appointed designee.

226——"Plan Year" means January 1 - December 31.
2.29

S
3-1-"Premium Payment Plan" means the plan by which the contributions associated with qualified benefits
can be deducted on a pre-tax basis.



2.30

2.31  “Protected Health Information” or “PHI” means any health information matched with another
piece of information that identifies the individual or from which the individual could reasonably be
identified. For ex. name, SSN, address, DOB, certificate number, etc.

3.22.32 "Salary Reduction" means the amount by which the Participant's compensation is reduced and
applied by the Employer under this Plan to pay for one or more of the qualified benefits on a pre-tax
basis.

3.32.33 "Salary Reduction Agreement" means the agreement which states that a Participant agrees to
have their compensation reduced by the amount necessary to pay for the elected benefits.

3-4-"Spouse" means an individual who is legally married to a Participant who is treated as a spouse
under the Code. Notwithstanding the above, for purposes of the DCAP Component the tenn
"Spouse" shall not include (a) an individual legally separated from the Participant under a divorce or
separate maintenance decree; or (b) an individual who, although married to the Participant, files a
separate federal income tax return, maintains a principal residence separate from the Participant
during the last six months of the taxable year, and does not furnish more than half of the cost of
maintaining the principal place of abode of the Participant.

2.34

2.35  “Summary health information” mean any PHI which is stripped of all information that could
identify or reasonably identify an individual, and summarizes the claims history, claims expenses, or
type of claims experienced by individuals for whom an employer provides health benefits under a
group health plan.

3.52.36 "Timely Submitted" means, unless the Plan Administrator has specific and special cause to alter
the definition of this phrase, within 30 calendar days of event that has triggered the Change in
Status.

ARTICLE llI-ELIGIBILITY AND PARTICIPATION

4-1-Eligibility. An individual is eligible to participate once they have satisfied their waiting period and
eligibility requirements under the Plan_and any applicable Memorandum of Understanding, in
addition to regularly working at least 40 hours per bi-weekly pay period on the Employer's W-2
payroll. The-waiting periodsareasfollows:

54

6-43.1 Tulare County Employees (exceptformembers-of-the Tulare-County-Collections-Association-and
the Tulare-County-Deputy-Sheriff s Asseciationunless otherwise specified in any applicable

Memorandum of Understanding with a Represented Bargaining Unit) are subject to the following
waiting period:: 1st day of the month following 30 calendar days of employment or other date as
specified by the plan administrator in its sole discretion and on a uniform and consistent basis
determines are permitted under IRS regulations and under this Plan.




6-43.1 Commencement of Participation. An Eligible Employee shall become a Participant in the Plan
after providing the Plan Administrator with an executed Benefits Enrolment Form/Salary Reduction
Agreement setting forth the Benefits elected by the Eligible Employee for the immediately following
Plan Year or the remaining portion of the Plan Year.

6:23.2 Benefits Entry Date. The benefits entry date is the date a Participant actually joins the Plan after
satisfying each of the eligibility requirements.

6-33.3 Benefits Enrollment Information. An individual is required to file a Benefits Enrollment Form
before either one of two dates. If plans have different eligibility requirements, there will be different
entry dates for each benefit if the eligibility requirements are the same, the benefit entry dates will
be the same. The Benefits Enrollment Form needs to be filed before any applicable benefit or plan
entry dates with certain exceptions applying with respect to special enroliment rights under HIPAA.
The form is an agreement between the Participant and the Employer. It specifies the amount a
Participant has agreed to contribute towards the cost of benefits in the Salary (or Wage) Reduction
Agreement part of the form. Elections to participate under the Health FSA or DCAP programs must
be made prior to the beginning of each Plan Year. In the case of newly eligible employees, the
Benefits Enrollment Form needs to be submitted to the Plan Administrator in advance of
participation in accord with the requirements of each specific plan or program.

With respect to premium and/or contribution elections, if an individual fails to elect to have such
costs deducted on a pre-tax basis (a) the County's Contribution amount does not apply: and (b) the
payment for such premiums contributions by an individual will be on a post-tax basis. If an individual
voluntarily elects to have their Contributions applied on a post-tax basis, the County's Contribution
still applies.

2-53.5 Termination of Participation. A Participant will cease to be a Participant in this Plan upon the

earlier of:
a. the termination of this Plan; or
b. The date on which the Employee ceases (because of retirement, termination of

employment, layoff; reduction of hours, or any other reason) to be an eligible employee.
Certain circumstances may permit participation to continue under the Plan as a result of
meeting COBRA's requirements.

e Termination of participation in this Plan will automatically revoke the Participant's
elections. Reimbursements from the Health FSA and DCAP programs after
termination of participation will be made pursuant to the filing deadlines and
forfeiture provisions of this Plan. Distributions from a Participant's HSA (whether
before or after termination of employment) and all other matters relating to a
Participant's HSA are outside of this Plan and are to be handled by the Participant
and his or her trustee-custodian in accordance with the agreement between them.

Medical, dental, and vision benefits will terminate as of the date specified in those
plan.

3.6 Treatment of Rehired Employees. A Participant whose employment terminates and who is
subsequently re-employed with less than 30 days of separation from service will immediately rejoin
the Plan with the same Benefit elections. A Participant whose employment terminates and who is



3.7

3.8

3.9

subsequently re-employed 30 or more days after separation from service will need to re-satisfy Plan
eligibility requirements to rejoin the Plan. Any unused reimbursement Benefits Accounts
balance(s) prior to the initial separation of service date will be forfeited.

COBRA Continuation Coverage.

Health Insurance Benefits - Contributions for federal COBRA coverage may be paid on a pre-tax basis
for current Employees receiving taxable compensation where federal COBRA coverage arises either:
(a) because the Employee ceases to be eligible because of a reduction in hours; or (b) because the
Employee's Dependent ceases to satisfy the eligibility requirements for coverage. For all other
individuals, contributions for federal COBRA coverage shall be paid on an after-tax basis.

Health FSA - The Plan may be subject to a special limited COBRA obligation. COBRA continuation
coverage generally will not be offered to participants in the Health FSA if the account is "overspent"
at the time of the qualifying event. An overspent account occurs when the remaining annual benefit
is less than the maximum COBRA premium that can be charged. As an example, if the annual benefit
amount equals $2,400 and a person (after five months) has contributed $1,000 (5 x $200 per month)
with reimbursable claims equaling $1,050, the person has overspent their account. (The maximum
COBRA premium= 7 months remaining @ $200 per month = $1,400, plus an administrative fee of 2%
or $28 totaling $1,428. This amount ($1,428) is greater than the remaining benefit amount 0f$1,350
(52,400 - $1,050). As a result the account is "overspent" and COBRA is not offered.

Family Medical Leave Act (FMLA). The payment option for continuing coverage while on unpaid
Family Medical Leave Act leave is on a "pay-as-you-go" basis as outlined below:

a. Pay-as-you-go. Under this option, an individual pays their share of contributions on a
monthly basis (subject to any grace period as approved by the Employer). If the individual
fails to make payments under this pay-as-you- go option, the Employer is not required to
continue coverage. However, if the Employer chooses to continue coverage, the Employer is
entitled to collect these amounts from the individual after their return from the FMLA leave.

b. If an individual takes a leave under the Family and Medical leave Act (FMLA), they may
revoke or change their existing election related to the Health FSA. If their participation ends
while on leave, they will be permitted to reinstate their participation for the remaining part
of the Plan year upon their return. Coverage can be resumed at its original election
amount and additional payments can be made for the period of time the individual was on
leave. For example, if an individual elected $1,200 for the year and are out on leave for
three (3) months, then return and elect to resume under the Health FSA at the original
amount, the remaining payments will be increased to cover the difference (i.e. the $300
which was not paid) will be taken out of the remaining time left of the plan year.
Alternatively, the maximum amount ($1,200) will be reduced proportionately for the time
that the individual was gone. As an example, if an individual elected $1,200 for the year and
are out on leave for three (3) months, the amount would be reduced to $900.The expenses
an individual incurs during the time they are not in the Health FSA are not reimbursable.

Non-FMLA Leaves Of Absence Without Pay. Such leaves will be treated in the same manner as
leaves taken under the Family and Medical Leave Act (FMLA) described above.



3.10 Uniformed Services Employment and Reemployment Rights Act (USERRA). Continuation and
reinstatement rights may also be available if you are absent from employment due to service in the
uniformed services pursuant to the Uniformed Services Employment and Reemployment Rights Act
of 1994 (USERRA). More information about coverage under USERRA is available from the Benefits
Department.

ARTICLE IV - CONTRIBUTIONS
4.1 Source of Contributions.
Employer Contributions: For purposes of this Plan, the Employer's contribution is the County's

Benefit Amount as defined in Article Il, Section 2.4-—Fhe-Benefit Amountisthenumberofdellars
| - . behalf of o Partici -

Participant Contributions: A Participant's contribution under this Plan equals the amount elected
by the Participant on a salary or wage reduction basis. The contribution(s) apply to each benefit
selected by the Participant.

4.2 Funding the Plan. Nothing herein will be construed to require the Employer to maintain any fund or
to segregate any amount for the benefit of any Participant, and no Participant or other person shall
have any claims against, right to, or security or other interest in any fund, account, or asset of the
Employer from which any payment under this Plan may be made.

4.3 Maximum Contribution. The Maximum Contribution any individual can make under this Plan is an
amount equal to the sum of the costs for each of the highest cost eligible premium-type Benefit
Options offered under the Plan plus the maximum allowances related to the Health FSA and DCAP
programs.

4.34.4 Salary Reduction. Each Eligible Employee may make a salary reduction as set forth in the Plan.

ARTICLE V - ELECTION INFORMATION

5.1 Elections When First Eligible. An Employee who first becomes eligible to participate in the Plan mid-
year may elect to commence participation in one or more benefits on the first day after such
eligibility requirements have been satisfied. The eligible employee must submit to the Plan
Administrator a Benefits Enrollment Form/Salary Reduction Agreement in accord with the
requirements of each specific plan or program. An Employee who does not elect benefits when first
eligible may not enroll until the next Open Enroliment Period, unless an even occurs that would
justify a mid-year election change, as described within the section. The provisions of this Plan are
not intended to override any exclusions, eligibility requirements, or waiting periods of the other
benefit plans.

5.2 Elections during Open Enrollment Period. The election requirements are outlined at section 3.4.
5.25.3 Eligible Opt Out Arrangement. Employees may elect to waive enrollment in the County’s health

insurance coverage in any given Plan Year. Employees who elect to waive enrollment in the County’s
health insurance coverage must provide evidence -the Employee and the Employee’s tax




dependents have or will have minimum essential coverage other than individual market coverage
during the Plan Year.

Employees who elect to waive enrollment may receive an opt-out payment as designated by the
Plan Administrator.

An election to opt out shall be irrevocable for the Plan Year, except as
outlined in Section 5.6, below.

5.35.4 Irrevocability of Elections. Except as described below (i.e. "Change in Status" and other
qualifying events), a Participant's election under the Plan is irrevocable for the duration of the
Period of Coverage to which it relates. In other words, unless an exception applies, the Participant
may not change any elections for the duration of the Period of Coverage regarding:

a. Participation in this Plan; or
b. Salary reduction amounts.

However, an election to contribute to an HSA can be changed on a prospective basis.
545.5 Procedure for Making New Elections(s) If Exception to Irrevocability Applies.

a. Timeframe for Making New Elections. A Participant (or an Eligible Employee who, when first
eligible or during the Open Enrollment Period, declined to be a Participant) may make a new
election within 30 days of the occurrence of a qualifying event as described in this Article.
The election must be made on a new Benefits Enrollment Form/Salary Reduction Agreement
and is made on account of and is consistent with the event. Notwithstanding the foregoing,
A Change in Status (e.g. divorce or a dependent's losing student status) that results in a
beneficiary becoming ineligible for coverage under a qualified health care or insurance
benefit plan, shall automatically result in a corresponding election change, whether or not
requested by the Participant within the normal 30-day period.

b. Effective Date of New Election. Elections shall be effective for the balance of the Period of
Coverage following the change of election unless a subsequent event allows for a further
election change. Except as provided as a result of HIPAA special enrollment right in the
event of birth, adoption, or placement for adoption, or under the HSA, all election changes
shall be effective on a prospective basis only. Election changes will become effective no
earlier than the first day of the next calendar month following the date that the election
change was filed, but, as determined by the Plan Administrator, election changes may

10



become effective later to the extent that the coverage in the applicable benefit commences
later.

5.55.6 Events Permitting Exception to Irrevocability of Elections (other than HSA). A Participant may
change an election as described below upon the occurrence of the stated events: (Note: in order to
determine which benefit is affected by a certain event, refer to the chart at the end of this Article.

a. Open Enrollment Period. A Participant may change an election during the Open Enrollment

Period in accordance with the open enrollment provision.

b. Termination of Employment. A Participant's election will terminate under the Plan upon
termination of employment in accordance with the termination of participation provision.

C. Leaves of Absence. A Participant may change an election under the Plan upon a FMLA leave or a
non-FMLA leave in accordance with the leave of absence provisions. Such changes only apply to
medical plan elections only.

d. Change in Status. A Participant may make a new election upon the occurrence of certain events
described below as they pertain to the applicable benefit as shown on the chart of permitted
election changes. "Change in Status" means any of the events described below, as well as any
other events included under subsequent changes to Code 125 or regulations issued thereunder,
which the Plan Administrator, affirmatively and in writing approves as an amendment to this
plan, in its sole discretion and on a uniform and consistent basis determines are permitted
under IRS regulations and under this Plan:

e Legal marital Status. A change in a Participants legal marital status, including
marriage, death of a Spouse, divorce, legal separation or annulment;

e Number of Dependents. Events that change a Participants' number of Dependents,
including birth, death, adoption, and placement for adoption;

e Employment Status. Any of the following events that change the employment status
of the Participant or his or her Spouse or Dependents: (1)termination or
commencement of employment; (2) a change in worksite only if such change results
in a loss of eligibility in a plan in which the participant is a member.; (3) switching
from full-time to part-time (or vice versa); (4) incurring a reduction or increase in
hours of employment; or (5) any other similar change that makes the individual
become (or cease to be) eligible for a particular employee benefit;

e Dependent Eligibility Requirements. An event that causes a Dependent to satisfy or
cease to satisfy the Dependent eligibility requirements for a particular benefit, such
as attaining a specified age, student status, or any similar circumstance; and

e Change in Residence. A change in the place of residence of the Participant only if
such change results in a plan in a loss of eligibility in which the participantis a
member.

Change in status does not apply to DCAP elections. Notwithstanding anything in this Section to
the contrary, the gain of eligibility or change in eligibility of a child up to the end of the year in
which a child attains age 26, as allowed under Code Sections 105(b) and 106 and IRS Notice 2010-
38, shall qualify as a change in status.
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HIPAA Special Enrollment Rights. A Participant may change an election in accordance with any
special enrollment rights that are provided by the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) which meet the consistency requirements as outlined in this
document.

Affordable Health Care Act Exception. A Participant may revoke election of a medical plan if the

Participant’s average hours of work are reduced to less than 30 per week, but the Participant
remains eligible to participate in the Plan.

£g. Certain Judgments, Decrees, and Orders. If a judgment, decree, or order resulting from a

gh.

hi.

divorce, legal separation, annulment, or change in legal custody (including a Qualified Medical
Child Support Order) requires benefit coverage (including an election for Health FSA Benefits)
for a Participant's child, then a Participant may change his or her election to provide coverage
for the child (provided the QMCSO requires the Participant to provide coverage); or (2) change
his or her election to revoke coverage for the child if the QMCSO requires that another
individual (including the Participant's Spouse or former spouse) provide coverage under that
individual's plan and such coverage is actually provided.

Medicare or Medicaid. If a Participant or his or her Spouse or Dependent who is enrolled under
a health plan under this Plan becomes entitled to (i.e. becomes enrolled in) Medicare or
Medicaid, then the Participant may prospectively reduce or cancel the health plan coverage of
the person becoming entitled to Medicare or Medicaid

Notwithstanding the foregoing, such
cancellation will to the extent it would
reduce future contributions to the Health FSA to a point where the total contributions for the
Plan Year are less than the amount already reimbursed for the Plan Year. Furthermore, if a
Participant or his or her Spouse or Dependent who has been entitled to Medicare or Medicaid
loses eligibility for such coverage, then the Participant may prospectively elect to commence or
increase the benefit coverages of the individual who loses Medicare or Medicaid eligibility
and/or the Participant's Health FSA coverage may commence or increase.

Cost Changes. For purposes of this section, "similar coverage" means coverage for the same
category of benefits for the same individuals (e.g. family to family or single to single). For
example, two plans that provide major medical coverage are considered to be similar coverage.
For purposes of this definition, (1) a Health FSA is not similar coverage with respect to an
accident or health plan; (2) an HMO and a PPO are considered to be similar coverage; and (3)
coverage by another employer, such as a Spouse's or Dependent's employer may be treated as
similar coverage if it otherwise meets the requirements of similar coverage. (NOTE: Dropping
coverage is not permitted under the Plan due to changes in cost if an individual changes to an
HMO or insurance company who currently provides coverage to the County.)

1. Increase or decrease for Insignificant Cost Changes. Participants are required to increase
their elective contributions (by increasing salary reductions) to reflect insignificant
increases in their required contribution for their benefit choices, and to decrease their
elective contributions to reflect insignificant decreases in their required contribution.
The Plan Administrator, in its sole discretion and on a uniform and consistent basis, will
determine whether an increase or decrease is insignificant based upon all the
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surrounding facts and circumstances, including but not limited to the dollar amount or
percentage of the cost change. The Plan Administrator, on a reasonable and consistent
basis, will automatically implement this increase or decrease in affected employees'
elective contributions on a prospective basis.

2. Significant Cost Increases. If the Plan Administrator determines that the cost charged to
an employee for the benefit plan(s) or DCAP benefits significantly increases during the
Plan Year, then the Participant may choose to do any of the following: (a) make a
corresponding increase in his or her contributions; (b)revoke his or her election and
receive coverage under another benefit package option (if any) that provides similar
coverage, or elect similar coverage under the plan of a Spouse's employer, or (c) drop
coverage (subject to the consequences, if any, under the employer's health benefits
waiver policy), if there is no other benefit package option available that provides similar
coverage. The Plan Administrator, in its sole discretion and on a uniform and consistent
basis, will decide whether a cost increase is significant in accordance with prevailing IRS
guidance.

3. Significant Cost Decreases. If the Plan Administrator determines that the cost of any
benefit package option (such as the health plan)significantly decreases during a Period
of Coverage, then the Plan Administrator may permit the following election changes: (a)
Participants enrolled in the benefit package option may make a corresponding
prospective decrease in their elective contributions (by decreasing salary reductions);
(b) Participants who are enrolled in another benefit package option (such as an HMO,
but not the Health FSA) may change their election on a prospective basis to elect the
benefit package option that has decreased in cost. The Plan Administrator, in its sole
discretion and on a uniform and consistent basis, will decide whether a cost decrease is
significant in accordance with prevailing IRS guidance.

4. Limitation related to Cost Change and DCAP benefits. The above "Cost Change"
provisions apply to DCAP benefits only if the cost change is imposed by a dependent
care provider who is not a "relative" of the employee. For this purpose, a relative is an
individual who is related as described in Code 152(d)(2)(A) through (G), incorporating
the rules ofl52(f)(1) and 152(f)(4).

. Change in Coverage. (Notes: The same definition applies to "similar coverage" as in the previous
provision. Also, dropping coverage is not permitted under the Plan due to changes in coverage if
an individual changes to an HMO or insurance company who currently provides coverage to the
County).

1. Significant Curtailment. If coverage is "significantly curtailed" (as defined below),
Participants may elect coverage under another benefit package option that provides
similar coverage. In addition, as set forth below, if the coverage curtailment results in a
"Loss of Coverage" (as defined below), then Participants may drop coverage ifno similar
coverage is offered by the Employer. The Plan Administrator in its sole discretion, on a
uniform and consistent basis, will decide, in accordance with prevailing IRS guidance,
whether a curtailment is "significant", and whether a loss of coverage has occurred.
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2.

Significant Curtailment Without Loss of Coverage. If the Plan Administrator
determines that a Participant's coverage under a benefit package option under
this Plan (or the Participants' Spouse's or Dependent's coverage under his or her
employer's plan) is significantly curtailed without a Loss of Coverage (for
example, when there is a significant increase in the deductible, the co-pay, or
the out-of-pocket limit under a health plan) during a Period of Coverage, the
Participant may revoke his or her election for the affected coverage, and in lieu
thereof, prospectively elect coverage under another benefit package option that
provides similar coverage (such as an HMO, but not the Health FSA). Coverage
under a plan is deemed to be "significantly curtailed" only if there is an overall
reduction in coverage provided under the plan so as to constitute reduced
coverage generally.

Significant Curtailment with a Loss of Coverage. If the Plan Administrator
determines that a Participant's benefit package option coverage under this Plan
(or the Participant's Spouse's or Dependent's coverage under his or her
employer's plan) is significantly curtailed, and if such curtailment results in a
Loss of Coverage during a Period of Coverage, then the Participant may revoke
his or her election for the affected coverage and - may either prospectively elect
coverage under another benefit package option that provides similar coverage
(such as an HMO, but not the Health FSA) or drop coverage ifno other benefit
package option providing similar coverage is offered by the Employer.

Definition of Loss of Coverage: For purposes of this section, a "Loss of Coverage"
means complete loss of coverage (including the elimination of a benefit package
option or a Participant or his or her Spouse or Dependent losing all coverage
due to a plan's lifetime maximum being satisfied). In addition, the Plan
Administrator, in its sole discretion, on a uniform and consistent basis, may
treat the following as a loss of coverage:

e A substantial decrease in the number of providers participating
in an HMO or a PPO network;

e Areduction in benefits for a specific type of medical condition
or treatment with respect to which the Participant or his or her
Spouse or Dependent is currently in a course of treatment’ or

e Any other similar fundamental loss of coverage.

Loss of Coverage Under Other Group Health Coverage. A Participant may prospectively
change his or her election if group health coverage is lost which was sponsored by a
governmental or educational institution, including (but not limited to) the following: a
state children's health insurance program (SCHJP) under Title XXI of the Social Security
Act; a medical care program of an Indian Tribal government (as defined in Code 7701
(a)(40), the Indian Health Service, or a tribal organization; a state health benefits risk
pool subject to the terms and limitations of the applicable benefit package option.

Gain in Coverage Under Another Employer's Plan. For a Change in Status in which a
Participant or his or her Spouse or Dependent gains eligibility for coverage under a
cafeteria plan or qualified benefit plan of the employer of the Participant's Spouse or
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Dependent as a result of a change in marital status or a change in employment status,
a Participant may elect to cease or decrease coverage for that individual only if coverage
for that individual becomes effective or is increased under the Spouse's or Dependent's
employer's plan. The Plan Administrator may rely on a participant's certification that the
Participant has obtained or will obtain coverage under the Spouse's or Dependent's
employer's plan, unless the Plan Administrator has reason to believe that the
Participant's certification if incorrect.

4. Change in Coverage Under Another Employer Plan. A Participant may make a
prospective election change that is on account of and corresponds with a change made
under an employer plan (including a plan of the Employer or a plan of the Spouse's or
Dependent's employer), so long as (a) the other cafeteria plan or qualified benefits plan
permits its participants to make an election change that would be permitted under
applicable IRS regulations; or (b) the Plan permits Participants to make an election for a
Period of Coverage that is different from the plan year under the other cafeteria plan or
qualified benefits plan. For example, if an election is made by the Participant's Spouse
during his or her employer's open enrollment to drop coverage, the Participant may add
coverage to replace the dropped coverage if such a change is permitted under the
benefit plan of the Plan Administrator. The Plan Administrator, in its sole discretion and
on a uniform and consistent basis will decide whether a requested change made under
the other employer plan, in accordance with prevailing IRS guidance.

5. Change in HSA Elections. If you have enrolled in the Plan during Open Enroliment and
have elected HSA Benefits, then you may increase, decrease, or revoke your HSA
Benefits election on a prospective basis at any time during the Plan Year, such changes
must be in accordance with the Plan's administrative procedures for processing election
changes. No other benefit package option election changes can be made as a result of a
change in your HSA Benefits election unless permitted as a result of the events.

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

5.65.7 Consistency Rule. Election changes must satisfy the Treasury regulations' consistency rules.

The consistency rules found at Treasury Regulation 1.125-4 require that election changes must be
on account of and correspond with a change in status that affects eligibility for coverage under an
employer's plan. Additionally, specific rules apply to benefits such as Group Term Life insurance,
DCAP benefits, events such as divorce, death, dependents ceasing to be eligible and a gain of
eligibility under a family member's plan. This Plan will comply with the rules as they apply to the
permitted election changes described in this document.
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5.75.8 Submitted Election Changes.
permitted election change.

5.85.9 Chart of Qualified Status Events and Allowable Election Changes.

Description of Allowable Changes under Section 125:

All election changes must be consistent with, and due to, the qualified status change.
Yes = Plan allows election changes consistent with event

No = Plan does not allow any changes

Decrease = Plan only allows election to be decreased
Increase = Plan only allows election to be increased
Restricted = Special restrictions apply. Contact the Benefits Department

Election changes must be submitted within 30 days of a

Change in Number of Dependents

Changes Allowed to Pretax Dollars

Qualified Status Change Events

Medical,
Dental,
Vision

Life,
AD&D,
Disability

Health
FSA

I (P emium/Contributions)

Dependent
Care FSA

Return from Unpaid Leave of Absence
Triggering Eligibility

Gain Spouse (Marriage) Yes Yes Yes Yes
Lose Spouse (divorce, legal separation, Yes Yes Yes Yes
annulment, death of spouse)
Gain Dependent (birth, adoption) Yes Yes Yes Yes
Lose Dependent (death) Decrease Yes Decrease | Decrease
Dependent Satisfies Eligibility under Employer’s | Increase Yes Increase Increase
Plan (specified age, becoming single, becoming
a student)
Dependent Ceases to Satisfy Eligibility of Decrease Yes Decrease | Decrease
Employer’s Plan (over age, getting married, no
longer a student)
Leave of Absence Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. . s FSA Care FSA
Vision Disability

I (P remium/ Contributions)

Restricted

Restricted

Restricted

Restricted
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Commencement of Unpaid Leave Resulting in Restricted | Restricted | Restricted | Restricted
Loss of Eligibility
Employee’s Commencement of FMLA Leave Yes Yes Yes Yes
Employee’s Return from FMLA Leave Restricted | Restricted | Restricted | Restricted
Change in Employment Status Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. c FSA Care FSA
Vision Disability
I (cmium/Contributions) |
Commencement of Employment by Employee Increase Yes Increase Increase
or other change in Employment Status (PT to
FT) Triggering Eligibility
Commencement of Employment by Spouse or Decrease Yes Decrease | Yes
Dependent or Other Event Triggering Eligibility
Under Their Employer’s Plan
Termination of Employee’s Employment or Restricted | Restricted | Restricted | Restricted
Other Change in Unemployment (unpaid leave,
FT to PT) Resulting in Loss of Eligibility
Termination and Rehire Within 30 Days Restricted | Restricted | Restricted | Restricted
Termination and Rehire After 30 Days Yes Yes Yes Yes
Termination of Spouse’s or Dependent’s Increase Yes Increase Yes
Employment (or other change in employment
resulting in losing eligibility)
Benefit Plan Changes Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. sy FSA Care FSA
Vision Disability
I (crmium/Contributions) |

Cost Change without Automatic Yes Yes No Restricted
Increase/Decrease in Elective Contribution
Significant Cost Changes Yes Yes No Restricted
Significant Coverage Curtailment Yes Yes No Yes
Addition of New Benefit Package Option or Yes Yes No Yes
Other coverage Option
Addition of Health Savings Account (HSA) Yes Yes Restricted | No
Other Employer’s Cafeteria Plan Increases Decrease Decrease No Decrease
Coverage
Other Employer’s Cafeteria Plan Decreases or Increase Increase No Increase
Ceases Coverage
Open Enrollment under Cafeteria Plan of Restricted | Restricted No Restricted
Spouse’s or Dependent’s Employer
Loss of Coverage Under: Increase No No No
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1. State children’s health Program or
state health benefits risk pool

2. Medical care program of an Indian
Tribal government

Employee, Spouse or Dependent Enrolled in Decrease No Yes No
Employee’s Plan Entitled to Medicare or
Medicaid
Employee/Spouse/Dependent Loses Eligibility Increase No Yes No
for Medicare or Medicaid
Other Allowable Changes Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. s FSA Care FSA
Vision Disability

(Premium/Contributions)

HIPAA Special Enrollment for Loss of Other Restricted | No Restricted | No

Health Coverage

HIPAA Special Enrollment of New Dependent Restricted | No Restricted | No

due to Birth, Marriage, Adoption or placement

for Adoption

COBRA Events Restricted | No No No

Order that Requires Coverage for the Child Increase No Increase No

Under Employee’s Plan

Order that Requires Spouse, Former Spouse or | Decrease No Decrease | No

Other Individual to provide Coverage for the

Child

Move Triggers Eligibility Increase Yes No No

Move Causes Loss of Eligibility (employee or Yes Yes No No
dependent moves outside of Coverage area)

Change in Dependent Care Provider No No No Restricted
Change in Dependent Care Rates No No No Restricted

NOTE: Contact the Benefits Department for questions concerning restrictions that apply to

certain benefits.

ARTICLE VI - BENEFITS

Tulare County offers its eligible employees several benefit programs including:

° Medical, Dental, and Vision
e Group Life Insurance

e s+ Group Term Life Insurance

e o Group-long Term Disability Insurance
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Group Long-Term Disability Insurance

Qualified Supplemental Plans

s Section 125 Plan (further information below)
s+ Health Flex Spending AccountSA

e <+ Dependent Care Assistance Program

Each of the benefits includes certain coverages, exclusions and limitations. For specific details related to
each benefit, please refer to the applicable Summary Plan Description or Certificate of Coverage. They
are available by contacting the Benefits Staff.

6.1

6.2

Reimbursement Programs

The Section 125 Benefits Plan allows an individual to direct some of their salary or wages on a pre-
tax basis in order to pay for certain allowed expenses called qualified expenses.

In order for an expense to be eligible for reimbursement it must be "qualified", as explained below.
It must also be incurred during the period of coverage. This means that a person must have received
services, such as having seen the doctor or had a child in day care, on a date during the Plan Year. As
an example, assume that an individual's enrollment is effective as of February 1. If they saw a doctor
on January 28, that expense would not be eligible for reimbursement, even if the individual received
an invoice dated after February I. There are certain circumstances under which expenses may be
qualified under the Plan such as orthodontia care where actual services have not yet been
performed. Contact the Benefits Staff for additional information related to specific claim issues.

Health Flexible Spending (Health FSA). Money directed into the Health FSA is
intended to pay for any qualified healthcare expenses that are not covered or reimbursed by a
benefit plan. The maximum amount that maybe elected under this program is

Qualified expenses under the Health FSA might include medical expenses that are not covered
under a medical plan. Thus, co-payments, deductibles, certain excluded coverages, expenses for
prescriptions or medical supplies that are not paid for by a medical plan could be considered
expenses that can be reimbursed under the Health FSA.

Examples of expenses eligible for reimbursement under this benefit would include: hospitalization
and clinical care; prescription and over-the-counter drugs; transportation expenses (such as an
ambulance) incurred to get medical services; home improvement costs that are recommended by a
doctor and necessary for treatment or rehabilitation, to the extent such improvement does not
increase the value of a person’s home.

The following examples would usually not qualify as expenses eligible for reimbursement, even
though recommended by a doctor: expenses for cosmetic surgery or cosmetic items, maternity
items (unless ordered by a doctor as essential to health); vacation or travel expenses, even if for
rehabilitation or prescribed by a doctor; meals and lodging (unless included as part of a hospital bill
or while traveling between distant hospitals) at a location away from home, even if prescribed by a
doctor or received as an outpatient.
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6.3

The Plan is required to pay benefits up to the maximum elected amount at any time during the Plan
year with some limited exceptions. For example, assume that an employee has elected to establish a
Health FSA account ofS$ 600.00 for the Plan Year, $50.00 each month. During the first month when
there is only $50.00 in the account, the individual has qualified medical expenses of$ 300.00.The
Plan must reimburse the employee the full $300.00 and assume the liability that a person may
terminate employment before the full $300.00 has been contributed.

Notwithstanding anything in the Plan to the contrary, a Participant may not be reimbursed for the
cost of any medicine or drug that is not "prescribed" within the meaning of Code Section 106(f) or is
not insulin. In addition, only medicine or drugs considered to be prescription drugs under Code
Section 106(f) (not "over-the-counter" drugs obtained under prescription) shall be able to be
purchased by debit and/or credit cards issued to be used in conjunction with the Plan.

Dependent Care Assistance Pro2gram (DCAP). A dependent eligible for these expenses includes a
qualified child or any other qualified relative for whom the employee can take a tax deduction on
their tax return. Dependents eligible under this program include children under the age of 13, and
physically or mentally incapacitated individuals who are in need of supervised care. A person is a
dependent of an employee if they provide them with at least 50% of their living expenses over the
course of the year.

Before deciding to participate in the Dependent Care Assistance Program, an employee should know
that there is a provision in the Federal Income Tax Code that allows them to take a credit against
taxes for Dependent Care Assistance Expenses. Section 21 of the Internal Revenue Code allows
taxpayers to take a tax credit. These tax credits may vary from year to year. This allowable tax
credit may be more advantageous for lower-paid Participants in this Plan. Consulting a person’s tax
advisor to determine if participating in this Program or taking the tax credit under Internal Revenue
Code Section 21 is preferable, is vital.

The Plan is required to pay benefits up to the amount that has been credited to the participant’s
DCAP account. For example, assume that an employee has elected to establish a DCAP account ofS
600.00 for the Plan Year, $50.00 each month. During the first month when there is only $50.00 in
the account, the individual has qualified dependent care expenses ofS 300.00.The Plan must
reimburse the employee only the amount credited in the participant’s DCAP account, $50.00. Unlike
a Health FSA account, the Plan does not assume the liability that a person may terminate
employment before the full $300.00 has been contributed.

{52,500-00-if-married-and-filingseparate)-the IRS limits the amount Participants can exclude from
your taxable income. The maximum salary reduction for the DCAP election may vary by employee
and shall be adjusted pursuant to the IRS maximum contribution. Generally, the amount an
Employee can elect to pay into DCAP is limited to the smallest of:

e The total amount of dependent care benefits you received during the year,

e The total amount of qualified expenses you incurred during the year for dependent care,

e Your earned income,
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6.4

e Your spouse’s earned income, or
e $5000 (52,500 if married filing separate).

Normally, a person cannot receive reimbursements under this Program if they are married and their
spouse doesn't work. However, if a spouse is a full-time student or unable to work, then the spouse
is deemed to have a monthly income 0f$250.00, if they have one dependent, $500.00 if there are
two or more dependents.

A person can apply for reimbursement for household service expenses, including payments to baby-
sitters, maids, nurses and cooks who work in their house, at least to the extent their services are for
the care of a qualified individual. Household service expenses would not include payments to a
gardener or chauffeur.

Certain out-of-home expenses that may apply for reimbursement could include nursery school, day-
care centers, and certain summer camp expenses. This does not include expenses for educational
expenses for children in kindergarten or beyond, or food, clothing and transportation expenses.

In order to qualify as a day care center, the center must care for at least six individuals who do not
live on the premises, and comply with all applicable state and local laws.

Out-of-home care expenses for a spouse or dependents over the age of 12 who are unable to care
for themselves qualify under this Program only if the caregivers regularly spend at least eight hours
each day in your home. Therefore, nursing home expenses do not qualify under this Program.
However, in-home expenses for these individuals would qualify.

A person cannot receive reimbursement for dependent care services provided by their child under
the age of 19, even if that child is providing otherwise qualified dependent care assistance.

The law requires that a person give the name, address and taxpayer identification number for any
person or organization that is used for dependent care assistance on their tax return. If they fail to
get this information from any party who provided dependent care assistance, they will have to
include any amounts they paid through reimbursement under the Dependent Care Assistance
Program (or had paid directly by the Dependent Assistance Program) to that party in their gross
income for the year. Thus, it is very important that they get this information as soon as possible
from those parties providing dependent care assistance to them or their family. It is the employee's
responsibility to get this information. The Plan Administrator will not be liable for any additional
taxable income that a person may be assessed which may have been avoided if the proper
information had been furnished.

NOTE: The eligibility of certain expenses varies so it is best to seek assistance as necessary.
Benefits Offered Under The Section 125 Plan (Flexible Benefits Plan). When a Participant meets the

eligibility requirements as outlined in this document, they will be given the opportunity to elect one
or more of the following benefits:

. Premium Payment Plan (pre-tax of contributions)
o Health FSA
. Dependent Care Assistance Program (DCAP)
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o HSA Component
o Cash-In-Liey-OptionEligible Opt Oupt Payments

6.5 Premium Payment Plan. An eligible employee can elect benefits under the premium payment plan
by electing to pay for his or her share of the contributions related to the various benefit programs
offered by the County on a pre-tax basis. An eligible employee can also elect to pay his or her share
of the contributions with after-tax deductions outside of this Plan.

6.6 RSA Component. An eligible employee can elect to participate in the HSA component by electing to
pay the contributions on a pre-tax salary or wage reduction basis to the employee's HSA established
and maintained outside the Plan by a trustee-custodian to which the employer can forward
contributions to be deposited. Such an election can be increased, decreased or revoked
prospectively at any time during the Plan Year, effective no later than the first day of the next
calendar month following the date that the election change was filed.

The annual contribution for a participant's HSA is equal to the annual benefit amount elected by the
Participant In no event shall the amount elected exceed the statutory maximum amount for HSA
contributions applicable to the participant's high deductible health plan coverage option (i.e. single or
family) for the calendar year in which the contribution is made. As of 2019, the statutory maximum
contribution that can be deposited into the HSA is $3,500 for self, and $7,000 for families, with an
additional $1,000 allowable for participants who are age 55 or older. Contact the Benefits Staff to find
out the current year statutory maximum amounts or for specific details.

6.7 Use of Electronic Debit Cards for Health FSA and DCAP. It is the intent of the Plan that this form of
payment is offered in a manner which will allow Participants to exclude from gross income any amounts
expended for medical care paid for using electronic payment cards for Health FSA and DCAP.
Participants may use electronic payment cards for Health FSA and DCAP. Such cards shall be used and
issued in a manner consistent with Treasury Regulation § 1.105-2, IRS Notice 2006-69, and any
subsequent IRS notices, decisions, or Treasury Regulations issued or -adopted impacting the use of such
payment methods.

ARTICLE VII - PARTICIPANTS' ACCOUNTS AND FORFEITURES

7.1 Establishment of Accounts. If a Participant elects benefits under one of the Programs, the Plan
Administrator shall establish an account on the books of the Plan with respect to such an election(s).
Any such accounts(s) are for recordkeeping purposes only and do not involve any actual segregation
of assets.

7.2 Crediting of Accounts. The account(s) of a Participant shall be credited with an amount equal to the
election(s) made by the Participant.
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7.3

8.1

8.2

8.3

Forfeiture of Benefits. Once elections have been made related to one of the benefits above, an
individual cannot change that election, subject to the exceptions mentioned previously in Article V.
Any money left over at the end of the Plan Year (forfeitures) in these programs becomes the
property of the employer. The Plan Administrator will finish the accounting for the plan year 120
days after the last day of the Plan Year. Any remaining claims for reimbursement must be submitted
within the dates described under "filing claims for reimbursement". Should the employee fail to
spend all the elected amounts under the reimbursement programs before the end of a Plan Year,
those amounts (the balance) cannot be carried over to the next Plan Year. It is, therefore, very
important that an employee determines as accurately as possible, how much to elect (contribute)
towards the reimbursement programs.

ARTICLE VIII - PLAN ADMINISTRATION
Plan Administrator. The Plan Administrator shall be responsible for the administration of the Plan.

Plan Administrator's Duties. In addition to any rights, duties or powers specified throughout the Plan
Document, the Plan Administrator shall have the following rights, duties and powers:

a. tointerpret the Plan, to determine the amount, manner and time for payment of any benefits
under the Plan, and to construe or remedy any ambiguities, inconsistencies or omissions under
the Plan;

b. to adopt and apply any rules or procedures to ensure the orderly and efficient administration of
the Plan;

c. to determine the rights of any Participant, Spouse, Dependent or beneficiary to benefits under
the Plan;

d. to develop review procedures for any Participant, Spouse, Dependent or designated beneficiary
denied benefits under the Plan;

e. to provide each Employee and Participant with such reports with respect to the administration
of this Plan as the Plan Administrator determines to be reasonable and appropriate, including
appropriate statements setting forth the amounts by which a Participant's compensation has
been reduced in order to provide benefits under this Plan;

f. to employ any agents, attorneys, accountants or other parties (who may also be employed by
the Employer) and to allocate or delegate to them such powers or duties as is necessary to assist
in the proper and efficient administration of the Plan, provided that such allocation or
delegation and the acceptance thereof is in writing; and

g. to maintain the books of accounts, records, and any other data in the manner necessary for
proper administration of this Plan and to meet any applicable disclosure and reporting
requirements.

Information to be Provided to Plan Administrator. The Employer, or any of its agents, shall provide
to the Plan Administrator any employment records of any employee eligible to participate under the
Plan. Such records shall include, but will not be limited to, any information regarding period of
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employment, leaves of absence, salary history, termination of employment, or any other
information the Plan Administrator may need for the proper administration of the Plan. Any
Participant or Dependent or any other person entitled to benefits under the Plan shall furnish to the
Plan Administrator their correct post office address, date of birth, the names, correct addresses and
dates of birth of any designated beneficiaries, with proper proof thereof: or any other data the Plan
Administrator might reasonably request to ensure the proper and —efficient administration of the
Plan. The Plan Administrator may rely on information provided by Participants and is not responsible
for this information.

8.4 Decision of Plan Administrator Final. Subject to applicable State or Federal law, and the provisions
contained in this Plan Document, any interpretation of any provision of this Plan made in good faith
by the Plan Administrator as to any Participant's rights or benefits under this Plan is final and shall
be binding upon the parties. Plan Administrator will not incur any liability for acts or failures, except
as to willful misconduct or willful breach of the Plan. Any misstatement or other mistake of fact
shall be corrected as soon as reasonably possible upon notification to the Plan Administrator and
any adjustment or correction attributable to such misstatement or mistake of fact shall be made by
the Plan Administrator that it considers equitable and practicable.

8.5 Claims for Reimbursement. A Participant shall obtain reimbursement of a qualifying expense by
submitting a claim on a form provided by the Plan to the named Contract Administrator. Claims for
Reimbursement must be submitted within [TIME PERIOD] after the date the expense was incurred.
Each claim must include:

a. adescription of the qualifying expense, the amount of the expense and the date on which the
expense was incurred.

the person paid or to be paid.

the name of the person who incurred the expense.

bills, invoices, receipts or other documentation showing the amounts of the expenses incurred.

if the expense is a qualifying medical care expense, a certification that the expense has not

already been reimbursed by another health plan and is not eligible for reimbursement under
any other health plan.

f. if the expense is a qualifying dependent care expense, the name, address and taxpayer
identification number of the dependent care provider.

Poogo

8.6 Incurred Expense. A claim may be submitted before or after a Participant has paid a qualifying
expense, but not before the expense has been incurred. A qualifying expense shall be deemed
incurred at the time the services giving rise to the expense are rendered.

8.7 Review Procedures. In cases where the Plan Administrator denies a benefit under this Plan for any
Participant, Spouse or Dependent or any other person eligible to receive benefits under the Plan,
the Plan Administrator shall furnish in writing to said party the reasons for the denial of benefits.
The written denial shall be provided to the party within 30 days of the date the benefit was denied
by the Plan Administrator. The written denial shall refer to any Plan or section of the Code upon
which the Plan Administrator relied in making such denial. The denial may include a request for any
additional data or material needed to properly complete the claim and explain why such data or
material is necessary, and explain the Plan's claim review procedures. If requested in writing, and
within 30 days of the claim denial, the Plan Administrator shall afford any claimant whose request
for claim was denied a full and fair review of the Plan Administrator's decision, and within 60 days of
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the request for review of the denied claim, the Plan Administrator shall notify the claimant in writing
of its final decision related to the reviewed claim.

With respect to the denial of any claim for benefits insured by or provided by an insurance company
or other third-party benefit provider, the review procedures of the insurance company or other
third-party benefit provider shall apply.

8.8 Extensions of Time. In a situation where the Plan Administrator determines special circumstances
apply, the Plan Administrator may extend the amount of time any Participant, Spouse, Dependent or
designated beneficiary may need to appeal a claim, upon proper application to the Plan
Administrator.

8.9 Rules to Apply Uniformly. The Plan Administrator shall perform his duties in a reasonable manner
and on a nondiscriminatory basis and shall apply uniform rules to all Participants similarly situated
under the Plan.

8-98.10 Limitations Period for Filing Suit. Participants of the Plan who wish to challenge a decision on a
claim shall have no more than 1 year from the date of decision on the claim to file suit.

8.11  HIPAA and HITECH Privacy and Security Standards. This Plan (and its agents) will use information
that is "Protected Health Information" ("PHI") for purposes of the privacy rules issued pursuant to
the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") and the Health
Information Technology for Economic and Clinical Health Act of 2009 (HITECH) only as permitted by
HIPAA and HITECH. Specifically, the Plan will use and disclose PHI and Electronic PHI for purposes
related to health care treatment, payment for healthcare and health care operations as defined
under —HIPAA and HITECH.

8.10.2 The Plan will disclose PHI to the Employer only upon receipt of a certification from the

Employer that Plan documents assure have-beenamended-to-provide-thatthe Employerwitkthat

the Employer will:

a. Not use or disclose PHI other than as permitted or required by the Plan document or as
required by law;:

b. Ensure that any agents, including a subcontractor, to whom the Employer provides PHI or
Electronic PHI from the Plan agree to the same restrictions and conditions that apply to the
Employer regarding the use and disclosure of PHI or Electronic PHI;

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

d. Not use or disclose protected health information in connection with any of the Employer's other
benefit plans unless authorized by an individual;

e. Report to the Plan any use or disclosure of PHI or Electronic PHI that the Employer becomes
aware of;

f. Make PHI available to an individual in accordance with HIPAA's access -requirements;

Make PHI for amendment and incorporate any amendments to PHI in accordance with HIPAA;

Make available the information required to provide an accounting of disclosures; make internal

practices, books and records relating to the use and disclosure of PHI received from the Plan

= @
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TULARE COUNTY
SECTION 1245 BENEFITS PLAN
REVISED AND RESTATED PLAN DOCUMENT

ARTICLE | - INTRODUCTION

1.1 Creation and Title. The Employer hereby restates its Section 125 Benefits Plan under the terms and
conditions set forth in this document. The Plan is to be known as the Tulare County Section 125
Benefits Plan.

1.2 Effective Date. This Plan was approved by the Tulare County Board of Supervisors on December 12,
1995 and adopted as ofen January 14, 1996. A Plan Amendment; and Restatement was approved by
the Boardmestrecentlyrestated on January 154, 2008 and adopted as of October 29, 2008, effective
January 1, 2008. A second Amendment was approved by the Board on June 28, 2011 and adopted
as of January 1, 2011.

Supersession of prior Plan Documents. This restatement Plan shall replace and supersede all
previous Plan Documents and Amendments.-

4-21.3 Purpose. This Plan is designed to permit a Participant to pay his or her share of Contributions
related to qualified benefits on a pre-tax salary reduction basis. Participants may also elect to pay
their share of the benefits cost on an after-tax basis outside of this Plan. Participation in the Plan is
offered to current and former employees only. The provisions of the Plan apply to all participants
uniformly. Participants must read this entire Plan Document to ensure that all requirements and
conditions of the Plan are fully understood.

1-31.4 Legal Status. This Plan is intended to qualify as a "cafeteria plan" under Internal Revenue Code
125 and the regulations issued thereunder and shall be interpreted to accomplish that objective.

The Health Flexible Spending Account (Health FSA) is intended to qualify as a "self-insured
medical reimbursement plan" under Code 105, and the eligible expenses reimbursed thereunder
are intended to qualify for exclusion from the participating Employees' gross income under Code
I05(b). The Dependent Care Assistance Program (DCAP)is intended to be eligible for exclusion
from participating Employees' gross income under Code 129(a).

Although reprinted within this document, the Health FSA and the DCAP Program are separate plans
for purposes of administration and all reporting and nondiscrimination requirements imposed by
Code 105 and 129. The Health FSA is also a separate plan for purposes of applicable provisions of
HIPAA and COBRA.

This Plan has been established for the benefit of employees, including employees who are
represented by collective bargaining as well as those not represented by collective bargaining.

1.5 Non-Discrimination. This Plan is intended to be considered a non-discriminatory Section 125 Plan.
The Plan does not intend to discriminate in favor of Highly Compensated Employees as it relates to
eligibility, contributions, and benefits as described under the Code's provisions. The Employer may
take actions(s) in order to comply with the nondiscrimination rules of the Code.



ARTICLE Il - DEFINITIONS

As used in this Plan Document, the following terms shall have the following meanings:

2.1

2.2

2.3

2.4

"Benefit Entry Date" means the date an Eligible Employee may actually join the Plan once each of
the eligibility requirements are met

"Benefits" means cash and the various qualified benefits under Section 125(f) of the Code sponsored
by the Employer and made available by the Employer through the Plan as adopted by the Plan
Administrator, -erfBATE}-including, but not limited to, medical, dental, vision, group life
insurance, long term disability, qualified supplemental benefits, Health FSA and the Dependent Care
Assistance programs. Detailed descriptions of each benefit under the Plan, in any given Plan year,
are contained in separate written documents or agreements

. Some benefits may be "bundled" (meaning offered as a "package"

such as medical/dental/vision).

"Benefits Accounts" means the accounts established by the Plan Administrator under the Plan for
each Participant's Benefits for purposes of administering the Plan.

“Benefit Amount” means the number of dollars that the County contributes on behalf of a

2.5

2.6

Participant .
"Benefits Enrollment Form" means the form or forms, evidencing an Eligible Employee's selections
from among the various Benefits and the amount to be contributed towards various Benefits for a

Plan Year or portion of a Plan Year.

“Business Associate” — any organization or person working in association with or providing services

to a covered entity who handles or discloses PHI or personal health records.

242.7 Cashin Lieu

2-52.8 "Change in Status" means any of the events described below, as well as any other events

included under subsequent changes to Code 125 or regulations issued thereunder, which the Plan
Administrator, in its sole discretion and on a uniform and consistent basis, determines are permitted
under IRS regulations and under this Plan.

a. Legal marital Status. A change in a Participant's legal marital status, including marriage,
death of a Spouse, divorce, legal separation or annulment;

b. Number of Dependents. Events that change a Participant's number of Dependents,
including birth, death, adoption, and placement for adoption;

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

the Participant or his or her Spouse or Dependents: (1) a termination or commencement



of employment; (2) a change in worksite; (3) switching from full-ti.me to part-ti.me (or
vice versa); (4) incurring a reduction or increase in hours of employment; or (5) any
other similar change that makes the individual become (or cease to be) eligible for a
particular employee benefit;

d. Dependent Eligibility Requirements. An event that causes a Dependent to satisfy or
cease to satisfy the Dependent eligibility requirements for a particular benefit, such as
attaining a specified age, student status, or any similar circumstance; and

e. Change in Residence. A change in the place of residence of the Participant only if such
change results in a loss of eligibility in the plan in which the participant is a member.

2:62.9 "COBRA" means the Consolida4&ted Omnibus Budget Reconciliation Act of 1985, as amended
from time to ti.me.

2.72.10 "Code" means the Internal Revenue Code of 1986, as amended from ti.me to time.

2:82.11 "Compensation" generally means any wages, salary, or other amounts paid by the Employer and
reportable on a Participant's W-2.

2:92.12 "Contract Administrator” means the company hired to provide the Plan with administrative
services.

2302.13 "Contributions” means the amount contributed to pay for the cost of Benefits.

2312.14 "DCAP—means-DependentCare-Assistance-Program-Dependent Care Assistance

Program” or “DCAP” means the program which allows Employees to hold pre-tax salary
contributions that can be spent on the needs of the Employee’s child or disabled dependent who
requires daily care.

2422.15 "Dependent" means any individual who is a tax dependent of the Participant as defined
in Code 152, and shall include any child of a Participant who is covered under an Insurance Contract,
as defined in the Contract, or under a Health FSA as allowed by reason of the Affordable Care Act
with the following exceptionsme ek ARe se-lartisieante

a. For purposes of accident or health coverage including the Health FSA. (1) a dependent is
defined as in Code 152, determined without regard to subsections (b)(l}, (b}(2}, and
(d}(1)(B) thereof, and (2) any child to whom Code 152(e) applies (regarding a child of
divorced parents, etc., where one or both parents have custody of the child for more
than half of the calendar year and where the parents together provide more than half of
the child's support for the calendar year) and is treated as a Dependent of both parents.
Notwithstanding the foregoing, the Health FSA will provide benefits in accordance with
the applicable requirements of any qualified medical support order even if the child
does not meet the definition of "Dependent".

(1) A Participant's “Child” includes his natural child, stepchild, foster child,
adopted child, or a child placed with the Participant for adoption. An Employee’s Child
will be an eligible Dependent until reaching the limiting age of 26, without regard to
student status, marital status, financial dependency or residency status with the
Participant or any other person. When the child reaches the applicable limiting age,
coverage will end at the end of the calendar year.




(2) The phrase "placed for adoption" refers to a child whom the Participant
intends to adopt, whether or not the adoption has become final, who has not attained
the age of 18 as of the date of such placement for adoption. The term "placed" means
the assumption and retention by such Participant of a legal obligation for total or partial
support of the child in anticipation of adoption of the child. The child must be available
for adoption and the legal process must have commenced.

b. Ffor purposes of the Dependent Care Assistance Program, a Dependent means a
"qualifying individual" as defined in Code 21(b)(I} with respect to the Participant, and in
the case of divorced parents, a qualifying individual who is a child shall, as provided in
Internal Revenue Cede-Code § 21}(e)(5}, be treated as a qualifying individual of the
custodial parent (within the meaning of Internal Revenue Code §Cede 152 (e)(l) and
shall not be treated as a qualifying individual with respect to the non-custodial parent

2132.16 "Eligible Expense" in general, healthcare expenses for a Participant and eligible
Dependents if they meet the following requirements:

a. The expenses were incurred on or after the effective date of the Participant's
participation in the Plan;

b. They would qualify as medical expenses for federal income tax purposes under Section
213 of the Internal Revenue Code;

C. They have not been and will not be paid by the Participant's health benefit plans(s) or by

another employer's group health benefit plan or by any other insurance policy or
Program; and
d. They have not and will not be deducted on the Participant's tax return.

Eligible expenses under the Dependent Care Assistance Program are expenses related to the
care of a qualifying person only if their main purpose is the person's well-being and protection,
and must be incurred to enable the Participant (and Spouse, if applicable) to be gainfully
employed.

These expenses include:
e Work-related babysitting (i.e. not social) and licensed daycare center costs;
e After-school daycare costs which pertain to the care for a child.

Expenses that are not eligible include:

e Babysitting for social reasons;

e Expenses incurred on or after a child's 13th43441 birthday;

e QOvernight camp;

e Education, food or clothing expenses that are not incidental to and inseparable part
of the care;

e Costs of transportation;

e Tuition for children in kindergarten or beyond kindergarten; and

e Payment made for care provided by someone eligible to be claimed as a Dependent
on the Participant's income tax form or to any of his children age eighteen(I8) or
younger.

2342.17 "Eligible Employee" means an employee that regularly works at least 40 hours per bi-
weekly pay period and who is on the Employer’s W-2 payroll.



2352.18 "Employer" means Tulare County.

2162.19 "FMLA" means the Family and Medical Leave Act of 1993, as amended from time to
time.

217—"Health ESAFlexible Savings Arrangement- meansHealth-Flexible Savings-Aecountor “Health

FSA” means a medical expense reimbursement plan designed to hold employee contributions during
the Plan Year, up to a monetary limit, which can be used to pay for qualified medical expenses not
covered by the County’s health insurance plan.

2.20  “Health Information” means any oral or recorded in any form or medium created or received by
a health plan, provider, clearinghouse, employer, etc. that relates to: £ an individual’s past, present,
or future physical or mental health or condition;  the provision of health care to an individual; or B
the past, present, or future payment for the provision of health care to an individual

2182.21 "Highly Compensated Employee" means, for the purposes of determining
discrimination, an employee described in Code Section 125 and the Treasury Regulations
thereunder.

2192.22 "HIPAA" means the Health Insurance Portability and Accountability Act of 1996, as
amended.

2.202.23 “HSA" means Health Savings Account as described in Code Section 223(d).

2212.24 "O8pen Enrollment Period" is the period during which elections can be made I>Y

Participants. The period will be determined by the Plan Administrator once each calendar year.

2:222.25 "Participant" means an Employee who has satisfied the eligibility requirements of this
Plan_and has made an election to participate in the Plan.-

2232.26 "Period of Coverage" means the Plan Year, with the following exceptions: (a) for eligible
employees who first become eligible to participate, it shall mean the portion of the Plan Year
following the date of which participation commences (Benefits Entry Date); and (b) for employees
who terminate participation it shall mean the portion of the Plan Year prior to the date on which
participation terminates.

2242.27 "Plan" means Tulare County's Section 125 Benefits Plan, as described —herein.

2252.28 "Plan Administrator" means Tulare County or its appointed designee.

226——"Plan Year" means January 1 - December 31.
2.29

S
3-1-"Premium Payment Plan" means the plan by which the contributions associated with qualified benefits
can be deducted on a pre-tax basis.



2.30

2.31  “Protected Health Information” or “PHI” means any health information matched with another
piece of information that identifies the individual or from which the individual could reasonably be
identified. For ex. name, SSN, address, DOB, certificate number, etc.

3.22.32 "Salary Reduction" means the amount by which the Participant's compensation is reduced and
applied by the Employer under this Plan to pay for one or more of the qualified benefits on a pre-tax
basis.

3.32.33 "Salary Reduction Agreement" means the agreement which states that a Participant agrees to
have their compensation reduced by the amount necessary to pay for the elected benefits.

3-4-"Spouse" means an individual who is legally married to a Participant who is treated as a spouse
under the Code. Notwithstanding the above, for purposes of the DCAP Component the tenn
"Spouse" shall not include (a) an individual legally separated from the Participant under a divorce or
separate maintenance decree; or (b) an individual who, although married to the Participant, files a
separate federal income tax return, maintains a principal residence separate from the Participant
during the last six months of the taxable year, and does not furnish more than half of the cost of
maintaining the principal place of abode of the Participant.

2.34

2.35  “Summary health information” mean any PHI which is stripped of all information that could
identify or reasonably identify an individual, and summarizes the claims history, claims expenses, or
type of claims experienced by individuals for whom an employer provides health benefits under a
group health plan.

3.52.36 "Timely Submitted" means, unless the Plan Administrator has specific and special cause to alter
the definition of this phrase, within 30 calendar days of event that has triggered the Change in
Status.

ARTICLE llI-ELIGIBILITY AND PARTICIPATION

4-1-Eligibility. An individual is eligible to participate once they have satisfied their waiting period and
eligibility requirements under the Plan_and any applicable Memorandum of Understanding, in
addition to regularly working at least 40 hours per bi-weekly pay period on the Employer's W-2
payroll. The-waiting periodsareasfollows:

54

6-43.1 Tulare County Employees (exceptformembers-of-the Tulare-County-Collections-Association-and
the Tulare-County-Deputy-Sheriff s Asseciationunless otherwise specified in any applicable

Memorandum of Understanding with a Represented Bargaining Unit) are subject to the following
waiting period:: 1st day of the month following 30 calendar days of employment or other date as
specified by the plan administrator in its sole discretion and on a uniform and consistent basis
determines are permitted under IRS regulations and under this Plan.




6-43.1 Commencement of Participation. An Eligible Employee shall become a Participant in the Plan
after providing the Plan Administrator with an executed Benefits Enrolment Form/Salary Reduction
Agreement setting forth the Benefits elected by the Eligible Employee for the immediately following
Plan Year or the remaining portion of the Plan Year.

6:23.2 Benefits Entry Date. The benefits entry date is the date a Participant actually joins the Plan after
satisfying each of the eligibility requirements.

6-33.3 Benefits Enrollment Information. An individual is required to file a Benefits Enrollment Form
before either one of two dates. If plans have different eligibility requirements, there will be different
entry dates for each benefit if the eligibility requirements are the same, the benefit entry dates will
be the same. The Benefits Enrollment Form needs to be filed before any applicable benefit or plan
entry dates with certain exceptions applying with respect to special enroliment rights under HIPAA.
The form is an agreement between the Participant and the Employer. It specifies the amount a
Participant has agreed to contribute towards the cost of benefits in the Salary (or Wage) Reduction
Agreement part of the form. Elections to participate under the Health FSA or DCAP programs must
be made prior to the beginning of each Plan Year. In the case of newly eligible employees, the
Benefits Enrollment Form needs to be submitted to the Plan Administrator in advance of
participation in accord with the requirements of each specific plan or program.

With respect to premium and/or contribution elections, if an individual fails to elect to have such
costs deducted on a pre-tax basis (a) the County's Contribution amount does not apply: and (b) the
payment for such premiums contributions by an individual will be on a post-tax basis. If an individual
voluntarily elects to have their Contributions applied on a post-tax basis, the County's Contribution
still applies.

2-53.5 Termination of Participation. A Participant will cease to be a Participant in this Plan upon the

earlier of:
a. the termination of this Plan; or
b. The date on which the Employee ceases (because of retirement, termination of

employment, layoff; reduction of hours, or any other reason) to be an eligible employee.
Certain circumstances may permit participation to continue under the Plan as a result of
meeting COBRA's requirements.

e Termination of participation in this Plan will automatically revoke the Participant's
elections. Reimbursements from the Health FSA and DCAP programs after
termination of participation will be made pursuant to the filing deadlines and
forfeiture provisions of this Plan. Distributions from a Participant's HSA (whether
before or after termination of employment) and all other matters relating to a
Participant's HSA are outside of this Plan and are to be handled by the Participant
and his or her trustee-custodian in accordance with the agreement between them.

Medical, dental, and vision benefits will terminate as of the date specified in those
plan.

3.6 Treatment of Rehired Employees. A Participant whose employment terminates and who is
subsequently re-employed with less than 30 days of separation from service will immediately rejoin
the Plan with the same Benefit elections. A Participant whose employment terminates and who is



3.7

3.8

3.9

subsequently re-employed 30 or more days after separation from service will need to re-satisfy Plan
eligibility requirements to rejoin the Plan. Any unused reimbursement Benefits Accounts
balance(s) prior to the initial separation of service date will be forfeited.

COBRA Continuation Coverage.

Health Insurance Benefits - Contributions for federal COBRA coverage may be paid on a pre-tax basis
for current Employees receiving taxable compensation where federal COBRA coverage arises either:
(a) because the Employee ceases to be eligible because of a reduction in hours; or (b) because the
Employee's Dependent ceases to satisfy the eligibility requirements for coverage. For all other
individuals, contributions for federal COBRA coverage shall be paid on an after-tax basis.

Health FSA - The Plan may be subject to a special limited COBRA obligation. COBRA continuation
coverage generally will not be offered to participants in the Health FSA if the account is "overspent"
at the time of the qualifying event. An overspent account occurs when the remaining annual benefit
is less than the maximum COBRA premium that can be charged. As an example, if the annual benefit
amount equals $2,400 and a person (after five months) has contributed $1,000 (5 x $200 per month)
with reimbursable claims equaling $1,050, the person has overspent their account. (The maximum
COBRA premium= 7 months remaining @ $200 per month = $1,400, plus an administrative fee of 2%
or $28 totaling $1,428. This amount ($1,428) is greater than the remaining benefit amount 0f$1,350
(52,400 - $1,050). As a result the account is "overspent" and COBRA is not offered.

Family Medical Leave Act (FMLA). The payment option for continuing coverage while on unpaid
Family Medical Leave Act leave is on a "pay-as-you-go" basis as outlined below:

a. Pay-as-you-go. Under this option, an individual pays their share of contributions on a
monthly basis (subject to any grace period as approved by the Employer). If the individual
fails to make payments under this pay-as-you- go option, the Employer is not required to
continue coverage. However, if the Employer chooses to continue coverage, the Employer is
entitled to collect these amounts from the individual after their return from the FMLA leave.

b. If an individual takes a leave under the Family and Medical leave Act (FMLA), they may
revoke or change their existing election related to the Health FSA. If their participation ends
while on leave, they will be permitted to reinstate their participation for the remaining part
of the Plan year upon their return. Coverage can be resumed at its original election
amount and additional payments can be made for the period of time the individual was on
leave. For example, if an individual elected $1,200 for the year and are out on leave for
three (3) months, then return and elect to resume under the Health FSA at the original
amount, the remaining payments will be increased to cover the difference (i.e. the $300
which was not paid) will be taken out of the remaining time left of the plan year.
Alternatively, the maximum amount ($1,200) will be reduced proportionately for the time
that the individual was gone. As an example, if an individual elected $1,200 for the year and
are out on leave for three (3) months, the amount would be reduced to $900.The expenses
an individual incurs during the time they are not in the Health FSA are not reimbursable.

Non-FMLA Leaves Of Absence Without Pay. Such leaves will be treated in the same manner as
leaves taken under the Family and Medical Leave Act (FMLA) described above.



3.10 Uniformed Services Employment and Reemployment Rights Act (USERRA). Continuation and
reinstatement rights may also be available if you are absent from employment due to service in the
uniformed services pursuant to the Uniformed Services Employment and Reemployment Rights Act
of 1994 (USERRA). More information about coverage under USERRA is available from the Benefits
Department.

ARTICLE IV - CONTRIBUTIONS
4.1 Source of Contributions.
Employer Contributions: For purposes of this Plan, the Employer's contribution is the County's

Benefit Amount as defined in Article Il, Section 2.4-—Fhe-Benefit Amountisthenumberofdellars
| - . behalf of o Partici -

Participant Contributions: A Participant's contribution under this Plan equals the amount elected
by the Participant on a salary or wage reduction basis. The contribution(s) apply to each benefit
selected by the Participant.

4.2 Funding the Plan. Nothing herein will be construed to require the Employer to maintain any fund or
to segregate any amount for the benefit of any Participant, and no Participant or other person shall
have any claims against, right to, or security or other interest in any fund, account, or asset of the
Employer from which any payment under this Plan may be made.

4.3 Maximum Contribution. The Maximum Contribution any individual can make under this Plan is an
amount equal to the sum of the costs for each of the highest cost eligible premium-type Benefit
Options offered under the Plan plus the maximum allowances related to the Health FSA and DCAP
programs.

4.34.4 Salary Reduction. Each Eligible Employee may make a salary reduction as set forth in the Plan.

ARTICLE V - ELECTION INFORMATION

5.1 Elections When First Eligible. An Employee who first becomes eligible to participate in the Plan mid-
year may elect to commence participation in one or more benefits on the first day after such
eligibility requirements have been satisfied. The eligible employee must submit to the Plan
Administrator a Benefits Enrollment Form/Salary Reduction Agreement in accord with the
requirements of each specific plan or program. An Employee who does not elect benefits when first
eligible may not enroll until the next Open Enroliment Period, unless an even occurs that would
justify a mid-year election change, as described within the section. The provisions of this Plan are
not intended to override any exclusions, eligibility requirements, or waiting periods of the other
benefit plans.

5.2 Elections during Open Enrollment Period. The election requirements are outlined at section 3.4.
5.25.3 Eligible Opt Out Arrangement. Employees may elect to waive enrollment in the County’s health

insurance coverage in any given Plan Year. Employees who elect to waive enrollment in the County’s
health insurance coverage must provide evidence -the Employee and the Employee’s tax




dependents have or will have minimum essential coverage other than individual market coverage
during the Plan Year.

Employees who elect to waive enrollment may receive an opt-out payment as designated by the
Plan Administrator.

An election to opt out shall be irrevocable for the Plan Year, except as
outlined in Section 5.6, below.

5.35.4 Irrevocability of Elections. Except as described below (i.e. "Change in Status" and other
qualifying events), a Participant's election under the Plan is irrevocable for the duration of the
Period of Coverage to which it relates. In other words, unless an exception applies, the Participant
may not change any elections for the duration of the Period of Coverage regarding:

a. Participation in this Plan; or
b. Salary reduction amounts.

However, an election to contribute to an HSA can be changed on a prospective basis.
545.5 Procedure for Making New Elections(s) If Exception to Irrevocability Applies.

a. Timeframe for Making New Elections. A Participant (or an Eligible Employee who, when first
eligible or during the Open Enrollment Period, declined to be a Participant) may make a new
election within 30 days of the occurrence of a qualifying event as described in this Article.
The election must be made on a new Benefits Enrollment Form/Salary Reduction Agreement
and is made on account of and is consistent with the event. Notwithstanding the foregoing,
A Change in Status (e.g. divorce or a dependent's losing student status) that results in a
beneficiary becoming ineligible for coverage under a qualified health care or insurance
benefit plan, shall automatically result in a corresponding election change, whether or not
requested by the Participant within the normal 30-day period.

b. Effective Date of New Election. Elections shall be effective for the balance of the Period of
Coverage following the change of election unless a subsequent event allows for a further
election change. Except as provided as a result of HIPAA special enrollment right in the
event of birth, adoption, or placement for adoption, or under the HSA, all election changes
shall be effective on a prospective basis only. Election changes will become effective no
earlier than the first day of the next calendar month following the date that the election
change was filed, but, as determined by the Plan Administrator, election changes may
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become effective later to the extent that the coverage in the applicable benefit commences
later.

5.55.6 Events Permitting Exception to Irrevocability of Elections (other than HSA). A Participant may
change an election as described below upon the occurrence of the stated events: (Note: in order to
determine which benefit is affected by a certain event, refer to the chart at the end of this Article.

a. Open Enrollment Period. A Participant may change an election during the Open Enrollment

Period in accordance with the open enrollment provision.

b. Termination of Employment. A Participant's election will terminate under the Plan upon
termination of employment in accordance with the termination of participation provision.

C. Leaves of Absence. A Participant may change an election under the Plan upon a FMLA leave or a
non-FMLA leave in accordance with the leave of absence provisions. Such changes only apply to
medical plan elections only.

d. Change in Status. A Participant may make a new election upon the occurrence of certain events
described below as they pertain to the applicable benefit as shown on the chart of permitted
election changes. "Change in Status" means any of the events described below, as well as any
other events included under subsequent changes to Code 125 or regulations issued thereunder,
which the Plan Administrator, affirmatively and in writing approves as an amendment to this
plan, in its sole discretion and on a uniform and consistent basis determines are permitted
under IRS regulations and under this Plan:

e Legal marital Status. A change in a Participants legal marital status, including
marriage, death of a Spouse, divorce, legal separation or annulment;

e Number of Dependents. Events that change a Participants' number of Dependents,
including birth, death, adoption, and placement for adoption;

e Employment Status. Any of the following events that change the employment status
of the Participant or his or her Spouse or Dependents: (1)termination or
commencement of employment; (2) a change in worksite only if such change results
in a loss of eligibility in a plan in which the participant is a member.; (3) switching
from full-time to part-time (or vice versa); (4) incurring a reduction or increase in
hours of employment; or (5) any other similar change that makes the individual
become (or cease to be) eligible for a particular employee benefit;

e Dependent Eligibility Requirements. An event that causes a Dependent to satisfy or
cease to satisfy the Dependent eligibility requirements for a particular benefit, such
as attaining a specified age, student status, or any similar circumstance; and

e Change in Residence. A change in the place of residence of the Participant only if
such change results in a plan in a loss of eligibility in which the participantis a
member.

Change in status does not apply to DCAP elections. Notwithstanding anything in this Section to
the contrary, the gain of eligibility or change in eligibility of a child up to the end of the year in
which a child attains age 26, as allowed under Code Sections 105(b) and 106 and IRS Notice 2010-
38, shall qualify as a change in status.
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HIPAA Special Enrollment Rights. A Participant may change an election in accordance with any
special enrollment rights that are provided by the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) which meet the consistency requirements as outlined in this
document.

Affordable Health Care Act Exception. A Participant may revoke election of a medical plan if the

Participant’s average hours of work are reduced to less than 30 per week, but the Participant
remains eligible to participate in the Plan.

£g. Certain Judgments, Decrees, and Orders. If a judgment, decree, or order resulting from a

gh.

hi.

divorce, legal separation, annulment, or change in legal custody (including a Qualified Medical
Child Support Order) requires benefit coverage (including an election for Health FSA Benefits)
for a Participant's child, then a Participant may change his or her election to provide coverage
for the child (provided the QMCSO requires the Participant to provide coverage); or (2) change
his or her election to revoke coverage for the child if the QMCSO requires that another
individual (including the Participant's Spouse or former spouse) provide coverage under that
individual's plan and such coverage is actually provided.

Medicare or Medicaid. If a Participant or his or her Spouse or Dependent who is enrolled under
a health plan under this Plan becomes entitled to (i.e. becomes enrolled in) Medicare or
Medicaid, then the Participant may prospectively reduce or cancel the health plan coverage of
the person becoming entitled to Medicare or Medicaid

Notwithstanding the foregoing, such
cancellation will to the extent it would
reduce future contributions to the Health FSA to a point where the total contributions for the
Plan Year are less than the amount already reimbursed for the Plan Year. Furthermore, if a
Participant or his or her Spouse or Dependent who has been entitled to Medicare or Medicaid
loses eligibility for such coverage, then the Participant may prospectively elect to commence or
increase the benefit coverages of the individual who loses Medicare or Medicaid eligibility
and/or the Participant's Health FSA coverage may commence or increase.

Cost Changes. For purposes of this section, "similar coverage" means coverage for the same
category of benefits for the same individuals (e.g. family to family or single to single). For
example, two plans that provide major medical coverage are considered to be similar coverage.
For purposes of this definition, (1) a Health FSA is not similar coverage with respect to an
accident or health plan; (2) an HMO and a PPO are considered to be similar coverage; and (3)
coverage by another employer, such as a Spouse's or Dependent's employer may be treated as
similar coverage if it otherwise meets the requirements of similar coverage. (NOTE: Dropping
coverage is not permitted under the Plan due to changes in cost if an individual changes to an
HMO or insurance company who currently provides coverage to the County.)

1. Increase or decrease for Insignificant Cost Changes. Participants are required to increase
their elective contributions (by increasing salary reductions) to reflect insignificant
increases in their required contribution for their benefit choices, and to decrease their
elective contributions to reflect insignificant decreases in their required contribution.
The Plan Administrator, in its sole discretion and on a uniform and consistent basis, will
determine whether an increase or decrease is insignificant based upon all the
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surrounding facts and circumstances, including but not limited to the dollar amount or
percentage of the cost change. The Plan Administrator, on a reasonable and consistent
basis, will automatically implement this increase or decrease in affected employees'
elective contributions on a prospective basis.

2. Significant Cost Increases. If the Plan Administrator determines that the cost charged to
an employee for the benefit plan(s) or DCAP benefits significantly increases during the
Plan Year, then the Participant may choose to do any of the following: (a) make a
corresponding increase in his or her contributions; (b)revoke his or her election and
receive coverage under another benefit package option (if any) that provides similar
coverage, or elect similar coverage under the plan of a Spouse's employer, or (c) drop
coverage (subject to the consequences, if any, under the employer's health benefits
waiver policy), if there is no other benefit package option available that provides similar
coverage. The Plan Administrator, in its sole discretion and on a uniform and consistent
basis, will decide whether a cost increase is significant in accordance with prevailing IRS
guidance.

3. Significant Cost Decreases. If the Plan Administrator determines that the cost of any
benefit package option (such as the health plan)significantly decreases during a Period
of Coverage, then the Plan Administrator may permit the following election changes: (a)
Participants enrolled in the benefit package option may make a corresponding
prospective decrease in their elective contributions (by decreasing salary reductions);
(b) Participants who are enrolled in another benefit package option (such as an HMO,
but not the Health FSA) may change their election on a prospective basis to elect the
benefit package option that has decreased in cost. The Plan Administrator, in its sole
discretion and on a uniform and consistent basis, will decide whether a cost decrease is
significant in accordance with prevailing IRS guidance.

4. Limitation related to Cost Change and DCAP benefits. The above "Cost Change"
provisions apply to DCAP benefits only if the cost change is imposed by a dependent
care provider who is not a "relative" of the employee. For this purpose, a relative is an
individual who is related as described in Code 152(d)(2)(A) through (G), incorporating
the rules ofl52(f)(1) and 152(f)(4).

. Change in Coverage. (Notes: The same definition applies to "similar coverage" as in the previous
provision. Also, dropping coverage is not permitted under the Plan due to changes in coverage if
an individual changes to an HMO or insurance company who currently provides coverage to the
County).

1. Significant Curtailment. If coverage is "significantly curtailed" (as defined below),
Participants may elect coverage under another benefit package option that provides
similar coverage. In addition, as set forth below, if the coverage curtailment results in a
"Loss of Coverage" (as defined below), then Participants may drop coverage ifno similar
coverage is offered by the Employer. The Plan Administrator in its sole discretion, on a
uniform and consistent basis, will decide, in accordance with prevailing IRS guidance,
whether a curtailment is "significant", and whether a loss of coverage has occurred.
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2.

Significant Curtailment Without Loss of Coverage. If the Plan Administrator
determines that a Participant's coverage under a benefit package option under
this Plan (or the Participants' Spouse's or Dependent's coverage under his or her
employer's plan) is significantly curtailed without a Loss of Coverage (for
example, when there is a significant increase in the deductible, the co-pay, or
the out-of-pocket limit under a health plan) during a Period of Coverage, the
Participant may revoke his or her election for the affected coverage, and in lieu
thereof, prospectively elect coverage under another benefit package option that
provides similar coverage (such as an HMO, but not the Health FSA). Coverage
under a plan is deemed to be "significantly curtailed" only if there is an overall
reduction in coverage provided under the plan so as to constitute reduced
coverage generally.

Significant Curtailment with a Loss of Coverage. If the Plan Administrator
determines that a Participant's benefit package option coverage under this Plan
(or the Participant's Spouse's or Dependent's coverage under his or her
employer's plan) is significantly curtailed, and if such curtailment results in a
Loss of Coverage during a Period of Coverage, then the Participant may revoke
his or her election for the affected coverage and - may either prospectively elect
coverage under another benefit package option that provides similar coverage
(such as an HMO, but not the Health FSA) or drop coverage ifno other benefit
package option providing similar coverage is offered by the Employer.

Definition of Loss of Coverage: For purposes of this section, a "Loss of Coverage"
means complete loss of coverage (including the elimination of a benefit package
option or a Participant or his or her Spouse or Dependent losing all coverage
due to a plan's lifetime maximum being satisfied). In addition, the Plan
Administrator, in its sole discretion, on a uniform and consistent basis, may
treat the following as a loss of coverage:

e A substantial decrease in the number of providers participating
in an HMO or a PPO network;

e Areduction in benefits for a specific type of medical condition
or treatment with respect to which the Participant or his or her
Spouse or Dependent is currently in a course of treatment’ or

e Any other similar fundamental loss of coverage.

Loss of Coverage Under Other Group Health Coverage. A Participant may prospectively
change his or her election if group health coverage is lost which was sponsored by a
governmental or educational institution, including (but not limited to) the following: a
state children's health insurance program (SCHJP) under Title XXI of the Social Security
Act; a medical care program of an Indian Tribal government (as defined in Code 7701
(a)(40), the Indian Health Service, or a tribal organization; a state health benefits risk
pool subject to the terms and limitations of the applicable benefit package option.

Gain in Coverage Under Another Employer's Plan. For a Change in Status in which a
Participant or his or her Spouse or Dependent gains eligibility for coverage under a
cafeteria plan or qualified benefit plan of the employer of the Participant's Spouse or
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Dependent as a result of a change in marital status or a change in employment status,
a Participant may elect to cease or decrease coverage for that individual only if coverage
for that individual becomes effective or is increased under the Spouse's or Dependent's
employer's plan. The Plan Administrator may rely on a participant's certification that the
Participant has obtained or will obtain coverage under the Spouse's or Dependent's
employer's plan, unless the Plan Administrator has reason to believe that the
Participant's certification if incorrect.

4. Change in Coverage Under Another Employer Plan. A Participant may make a
prospective election change that is on account of and corresponds with a change made
under an employer plan (including a plan of the Employer or a plan of the Spouse's or
Dependent's employer), so long as (a) the other cafeteria plan or qualified benefits plan
permits its participants to make an election change that would be permitted under
applicable IRS regulations; or (b) the Plan permits Participants to make an election for a
Period of Coverage that is different from the plan year under the other cafeteria plan or
qualified benefits plan. For example, if an election is made by the Participant's Spouse
during his or her employer's open enrollment to drop coverage, the Participant may add
coverage to replace the dropped coverage if such a change is permitted under the
benefit plan of the Plan Administrator. The Plan Administrator, in its sole discretion and
on a uniform and consistent basis will decide whether a requested change made under
the other employer plan, in accordance with prevailing IRS guidance.

5. Change in HSA Elections. If you have enrolled in the Plan during Open Enroliment and
have elected HSA Benefits, then you may increase, decrease, or revoke your HSA
Benefits election on a prospective basis at any time during the Plan Year, such changes
must be in accordance with the Plan's administrative procedures for processing election
changes. No other benefit package option election changes can be made as a result of a
change in your HSA Benefits election unless permitted as a result of the events.

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

5.65.7 Consistency Rule. Election changes must satisfy the Treasury regulations' consistency rules.

The consistency rules found at Treasury Regulation 1.125-4 require that election changes must be
on account of and correspond with a change in status that affects eligibility for coverage under an
employer's plan. Additionally, specific rules apply to benefits such as Group Term Life insurance,
DCAP benefits, events such as divorce, death, dependents ceasing to be eligible and a gain of
eligibility under a family member's plan. This Plan will comply with the rules as they apply to the
permitted election changes described in this document.
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5.75.8 Submitted Election Changes.
permitted election change.

5.85.9 Chart of Qualified Status Events and Allowable Election Changes.

Description of Allowable Changes under Section 125:

All election changes must be consistent with, and due to, the qualified status change.
Yes = Plan allows election changes consistent with event

No = Plan does not allow any changes

Decrease = Plan only allows election to be decreased
Increase = Plan only allows election to be increased
Restricted = Special restrictions apply. Contact the Benefits Department

Election changes must be submitted within 30 days of a

Change in Number of Dependents

Changes Allowed to Pretax Dollars

Qualified Status Change Events

Medical,
Dental,
Vision

Life,
AD&D,
Disability

Health
FSA

I (P emium/Contributions)

Dependent
Care FSA

Return from Unpaid Leave of Absence
Triggering Eligibility

Gain Spouse (Marriage) Yes Yes Yes Yes
Lose Spouse (divorce, legal separation, Yes Yes Yes Yes
annulment, death of spouse)
Gain Dependent (birth, adoption) Yes Yes Yes Yes
Lose Dependent (death) Decrease Yes Decrease | Decrease
Dependent Satisfies Eligibility under Employer’s | Increase Yes Increase Increase
Plan (specified age, becoming single, becoming
a student)
Dependent Ceases to Satisfy Eligibility of Decrease Yes Decrease | Decrease
Employer’s Plan (over age, getting married, no
longer a student)
Leave of Absence Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. . s FSA Care FSA
Vision Disability

I (P remium/ Contributions)

Restricted

Restricted

Restricted

Restricted
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Commencement of Unpaid Leave Resulting in Restricted | Restricted | Restricted | Restricted
Loss of Eligibility
Employee’s Commencement of FMLA Leave Yes Yes Yes Yes
Employee’s Return from FMLA Leave Restricted | Restricted | Restricted | Restricted
Change in Employment Status Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. c FSA Care FSA
Vision Disability
I (cmium/Contributions) |
Commencement of Employment by Employee Increase Yes Increase Increase
or other change in Employment Status (PT to
FT) Triggering Eligibility
Commencement of Employment by Spouse or Decrease Yes Decrease | Yes
Dependent or Other Event Triggering Eligibility
Under Their Employer’s Plan
Termination of Employee’s Employment or Restricted | Restricted | Restricted | Restricted
Other Change in Unemployment (unpaid leave,
FT to PT) Resulting in Loss of Eligibility
Termination and Rehire Within 30 Days Restricted | Restricted | Restricted | Restricted
Termination and Rehire After 30 Days Yes Yes Yes Yes
Termination of Spouse’s or Dependent’s Increase Yes Increase Yes
Employment (or other change in employment
resulting in losing eligibility)
Benefit Plan Changes Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. sy FSA Care FSA
Vision Disability
I (crmium/Contributions) |

Cost Change without Automatic Yes Yes No Restricted
Increase/Decrease in Elective Contribution
Significant Cost Changes Yes Yes No Restricted
Significant Coverage Curtailment Yes Yes No Yes
Addition of New Benefit Package Option or Yes Yes No Yes
Other coverage Option
Addition of Health Savings Account (HSA) Yes Yes Restricted | No
Other Employer’s Cafeteria Plan Increases Decrease Decrease No Decrease
Coverage
Other Employer’s Cafeteria Plan Decreases or Increase Increase No Increase
Ceases Coverage
Open Enrollment under Cafeteria Plan of Restricted | Restricted No Restricted
Spouse’s or Dependent’s Employer
Loss of Coverage Under: Increase No No No
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1. State children’s health Program or
state health benefits risk pool

2. Medical care program of an Indian
Tribal government

Employee, Spouse or Dependent Enrolled in Decrease No Yes No
Employee’s Plan Entitled to Medicare or
Medicaid
Employee/Spouse/Dependent Loses Eligibility Increase No Yes No
for Medicare or Medicaid
Other Allowable Changes Changes Allowed to Pretax Dollars
Medical, Life,
Qualified Status Change Events Dental, AD&D, Health Dependent
. s FSA Care FSA
Vision Disability

(Premium/Contributions)

HIPAA Special Enrollment for Loss of Other Restricted | No Restricted | No

Health Coverage

HIPAA Special Enrollment of New Dependent Restricted | No Restricted | No

due to Birth, Marriage, Adoption or placement

for Adoption

COBRA Events Restricted | No No No

Order that Requires Coverage for the Child Increase No Increase No

Under Employee’s Plan

Order that Requires Spouse, Former Spouse or | Decrease No Decrease | No

Other Individual to provide Coverage for the

Child

Move Triggers Eligibility Increase Yes No No

Move Causes Loss of Eligibility (employee or Yes Yes No No
dependent moves outside of Coverage area)

Change in Dependent Care Provider No No No Restricted
Change in Dependent Care Rates No No No Restricted

NOTE: Contact the Benefits Department for questions concerning restrictions that apply to

certain benefits.

ARTICLE VI - BENEFITS

Tulare County offers its eligible employees several benefit programs including:

° Medical, Dental, and Vision
e Group Life Insurance

e s+ Group Term Life Insurance

e o Group-long Term Disability Insurance
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Group Long-Term Disability Insurance

Qualified Supplemental Plans

s Section 125 Plan (further information below)
s+ Health Flex Spending AccountSA

e <+ Dependent Care Assistance Program

Each of the benefits includes certain coverages, exclusions and limitations. For specific details related to
each benefit, please refer to the applicable Summary Plan Description or Certificate of Coverage. They
are available by contacting the Benefits Staff.

6.1

6.2

Reimbursement Programs

The Section 125 Benefits Plan allows an individual to direct some of their salary or wages on a pre-
tax basis in order to pay for certain allowed expenses called qualified expenses.

In order for an expense to be eligible for reimbursement it must be "qualified", as explained below.
It must also be incurred during the period of coverage. This means that a person must have received
services, such as having seen the doctor or had a child in day care, on a date during the Plan Year. As
an example, assume that an individual's enrollment is effective as of February 1. If they saw a doctor
on January 28, that expense would not be eligible for reimbursement, even if the individual received
an invoice dated after February I. There are certain circumstances under which expenses may be
qualified under the Plan such as orthodontia care where actual services have not yet been
performed. Contact the Benefits Staff for additional information related to specific claim issues.

Health Flexible Spending (Health FSA). Money directed into the Health FSA is
intended to pay for any qualified healthcare expenses that are not covered or reimbursed by a
benefit plan. The maximum amount that maybe elected under this program is

Qualified expenses under the Health FSA might include medical expenses that are not covered
under a medical plan. Thus, co-payments, deductibles, certain excluded coverages, expenses for
prescriptions or medical supplies that are not paid for by a medical plan could be considered
expenses that can be reimbursed under the Health FSA.

Examples of expenses eligible for reimbursement under this benefit would include: hospitalization
and clinical care; prescription and over-the-counter drugs; transportation expenses (such as an
ambulance) incurred to get medical services; home improvement costs that are recommended by a
doctor and necessary for treatment or rehabilitation, to the extent such improvement does not
increase the value of a person’s home.

The following examples would usually not qualify as expenses eligible for reimbursement, even
though recommended by a doctor: expenses for cosmetic surgery or cosmetic items, maternity
items (unless ordered by a doctor as essential to health); vacation or travel expenses, even if for
rehabilitation or prescribed by a doctor; meals and lodging (unless included as part of a hospital bill
or while traveling between distant hospitals) at a location away from home, even if prescribed by a
doctor or received as an outpatient.
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6.3

The Plan is required to pay benefits up to the maximum elected amount at any time during the Plan
year with some limited exceptions. For example, assume that an employee has elected to establish a
Health FSA account ofS$ 600.00 for the Plan Year, $50.00 each month. During the first month when
there is only $50.00 in the account, the individual has qualified medical expenses of$ 300.00.The
Plan must reimburse the employee the full $300.00 and assume the liability that a person may
terminate employment before the full $300.00 has been contributed.

Notwithstanding anything in the Plan to the contrary, a Participant may not be reimbursed for the
cost of any medicine or drug that is not "prescribed" within the meaning of Code Section 106(f) or is
not insulin. In addition, only medicine or drugs considered to be prescription drugs under Code
Section 106(f) (not "over-the-counter" drugs obtained under prescription) shall be able to be
purchased by debit and/or credit cards issued to be used in conjunction with the Plan.

Dependent Care Assistance Pro2gram (DCAP). A dependent eligible for these expenses includes a
qualified child or any other qualified relative for whom the employee can take a tax deduction on
their tax return. Dependents eligible under this program include children under the age of 13, and
physically or mentally incapacitated individuals who are in need of supervised care. A person is a
dependent of an employee if they provide them with at least 50% of their living expenses over the
course of the year.

Before deciding to participate in the Dependent Care Assistance Program, an employee should know
that there is a provision in the Federal Income Tax Code that allows them to take a credit against
taxes for Dependent Care Assistance Expenses. Section 21 of the Internal Revenue Code allows
taxpayers to take a tax credit. These tax credits may vary from year to year. This allowable tax
credit may be more advantageous for lower-paid Participants in this Plan. Consulting a person’s tax
advisor to determine if participating in this Program or taking the tax credit under Internal Revenue
Code Section 21 is preferable, is vital.

The Plan is required to pay benefits up to the amount that has been credited to the participant’s
DCAP account. For example, assume that an employee has elected to establish a DCAP account ofS
600.00 for the Plan Year, $50.00 each month. During the first month when there is only $50.00 in
the account, the individual has qualified dependent care expenses ofS 300.00.The Plan must
reimburse the employee only the amount credited in the participant’s DCAP account, $50.00. Unlike
a Health FSA account, the Plan does not assume the liability that a person may terminate
employment before the full $300.00 has been contributed.

{52,500-00-if-married-and-filingseparate)-the IRS limits the amount Participants can exclude from
your taxable income. The maximum salary reduction for the DCAP election may vary by employee
and shall be adjusted pursuant to the IRS maximum contribution. Generally, the amount an
Employee can elect to pay into DCAP is limited to the smallest of:

e The total amount of dependent care benefits you received during the year,

e The total amount of qualified expenses you incurred during the year for dependent care,

e Your earned income,
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6.4

e Your spouse’s earned income, or
e $5000 (52,500 if married filing separate).

Normally, a person cannot receive reimbursements under this Program if they are married and their
spouse doesn't work. However, if a spouse is a full-time student or unable to work, then the spouse
is deemed to have a monthly income 0f$250.00, if they have one dependent, $500.00 if there are
two or more dependents.

A person can apply for reimbursement for household service expenses, including payments to baby-
sitters, maids, nurses and cooks who work in their house, at least to the extent their services are for
the care of a qualified individual. Household service expenses would not include payments to a
gardener or chauffeur.

Certain out-of-home expenses that may apply for reimbursement could include nursery school, day-
care centers, and certain summer camp expenses. This does not include expenses for educational
expenses for children in kindergarten or beyond, or food, clothing and transportation expenses.

In order to qualify as a day care center, the center must care for at least six individuals who do not
live on the premises, and comply with all applicable state and local laws.

Out-of-home care expenses for a spouse or dependents over the age of 12 who are unable to care
for themselves qualify under this Program only if the caregivers regularly spend at least eight hours
each day in your home. Therefore, nursing home expenses do not qualify under this Program.
However, in-home expenses for these individuals would qualify.

A person cannot receive reimbursement for dependent care services provided by their child under
the age of 19, even if that child is providing otherwise qualified dependent care assistance.

The law requires that a person give the name, address and taxpayer identification number for any
person or organization that is used for dependent care assistance on their tax return. If they fail to
get this information from any party who provided dependent care assistance, they will have to
include any amounts they paid through reimbursement under the Dependent Care Assistance
Program (or had paid directly by the Dependent Assistance Program) to that party in their gross
income for the year. Thus, it is very important that they get this information as soon as possible
from those parties providing dependent care assistance to them or their family. It is the employee's
responsibility to get this information. The Plan Administrator will not be liable for any additional
taxable income that a person may be assessed which may have been avoided if the proper
information had been furnished.

NOTE: The eligibility of certain expenses varies so it is best to seek assistance as necessary.
Benefits Offered Under The Section 125 Plan (Flexible Benefits Plan). When a Participant meets the

eligibility requirements as outlined in this document, they will be given the opportunity to elect one
or more of the following benefits:

. Premium Payment Plan (pre-tax of contributions)
o Health FSA
. Dependent Care Assistance Program (DCAP)
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o HSA Component
o Cash-In-Liey-OptionEligible Opt Oupt Payments

6.5 Premium Payment Plan. An eligible employee can elect benefits under the premium payment plan
by electing to pay for his or her share of the contributions related to the various benefit programs
offered by the County on a pre-tax basis. An eligible employee can also elect to pay his or her share
of the contributions with after-tax deductions outside of this Plan.

6.6 RSA Component. An eligible employee can elect to participate in the HSA component by electing to
pay the contributions on a pre-tax salary or wage reduction basis to the employee's HSA established
and maintained outside the Plan by a trustee-custodian to which the employer can forward
contributions to be deposited. Such an election can be increased, decreased or revoked
prospectively at any time during the Plan Year, effective no later than the first day of the next
calendar month following the date that the election change was filed.

The annual contribution for a participant's HSA is equal to the annual benefit amount elected by the
Participant In no event shall the amount elected exceed the statutory maximum amount for HSA
contributions applicable to the participant's high deductible health plan coverage option (i.e. single or
family) for the calendar year in which the contribution is made. As of 2019, the statutory maximum
contribution that can be deposited into the HSA is $3,500 for self, and $7,000 for families, with an
additional $1,000 allowable for participants who are age 55 or older. Contact the Benefits Staff to find
out the current year statutory maximum amounts or for specific details.

6.7 Use of Electronic Debit Cards for Health FSA and DCAP. It is the intent of the Plan that this form of
payment is offered in a manner which will allow Participants to exclude from gross income any amounts
expended for medical care paid for using electronic payment cards for Health FSA and DCAP.
Participants may use electronic payment cards for Health FSA and DCAP. Such cards shall be used and
issued in a manner consistent with Treasury Regulation § 1.105-2, IRS Notice 2006-69, and any
subsequent IRS notices, decisions, or Treasury Regulations issued or -adopted impacting the use of such
payment methods.

ARTICLE VII - PARTICIPANTS' ACCOUNTS AND FORFEITURES

7.1 Establishment of Accounts. If a Participant elects benefits under one of the Programs, the Plan
Administrator shall establish an account on the books of the Plan with respect to such an election(s).
Any such accounts(s) are for recordkeeping purposes only and do not involve any actual segregation
of assets.

7.2 Crediting of Accounts. The account(s) of a Participant shall be credited with an amount equal to the
election(s) made by the Participant.
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7.3

8.1

8.2

8.3

Forfeiture of Benefits. Once elections have been made related to one of the benefits above, an
individual cannot change that election, subject to the exceptions mentioned previously in Article V.
Any money left over at the end of the Plan Year (forfeitures) in these programs becomes the
property of the employer. The Plan Administrator will finish the accounting for the plan year 120
days after the last day of the Plan Year. Any remaining claims for reimbursement must be submitted
within the dates described under "filing claims for reimbursement". Should the employee fail to
spend all the elected amounts under the reimbursement programs before the end of a Plan Year,
those amounts (the balance) cannot be carried over to the next Plan Year. It is, therefore, very
important that an employee determines as accurately as possible, how much to elect (contribute)
towards the reimbursement programs.

ARTICLE VIII - PLAN ADMINISTRATION
Plan Administrator. The Plan Administrator shall be responsible for the administration of the Plan.

Plan Administrator's Duties. In addition to any rights, duties or powers specified throughout the Plan
Document, the Plan Administrator shall have the following rights, duties and powers:

a. tointerpret the Plan, to determine the amount, manner and time for payment of any benefits
under the Plan, and to construe or remedy any ambiguities, inconsistencies or omissions under
the Plan;

b. to adopt and apply any rules or procedures to ensure the orderly and efficient administration of
the Plan;

c. to determine the rights of any Participant, Spouse, Dependent or beneficiary to benefits under
the Plan;

d. to develop review procedures for any Participant, Spouse, Dependent or designated beneficiary
denied benefits under the Plan;

e. to provide each Employee and Participant with such reports with respect to the administration
of this Plan as the Plan Administrator determines to be reasonable and appropriate, including
appropriate statements setting forth the amounts by which a Participant's compensation has
been reduced in order to provide benefits under this Plan;

f. to employ any agents, attorneys, accountants or other parties (who may also be employed by
the Employer) and to allocate or delegate to them such powers or duties as is necessary to assist
in the proper and efficient administration of the Plan, provided that such allocation or
delegation and the acceptance thereof is in writing; and

g. to maintain the books of accounts, records, and any other data in the manner necessary for
proper administration of this Plan and to meet any applicable disclosure and reporting
requirements.

Information to be Provided to Plan Administrator. The Employer, or any of its agents, shall provide
to the Plan Administrator any employment records of any employee eligible to participate under the
Plan. Such records shall include, but will not be limited to, any information regarding period of
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employment, leaves of absence, salary history, termination of employment, or any other
information the Plan Administrator may need for the proper administration of the Plan. Any
Participant or Dependent or any other person entitled to benefits under the Plan shall furnish to the
Plan Administrator their correct post office address, date of birth, the names, correct addresses and
dates of birth of any designated beneficiaries, with proper proof thereof: or any other data the Plan
Administrator might reasonably request to ensure the proper and —efficient administration of the
Plan. The Plan Administrator may rely on information provided by Participants and is not responsible
for this information.

8.4 Decision of Plan Administrator Final. Subject to applicable State or Federal law, and the provisions
contained in this Plan Document, any interpretation of any provision of this Plan made in good faith
by the Plan Administrator as to any Participant's rights or benefits under this Plan is final and shall
be binding upon the parties. Plan Administrator will not incur any liability for acts or failures, except
as to willful misconduct or willful breach of the Plan. Any misstatement or other mistake of fact
shall be corrected as soon as reasonably possible upon notification to the Plan Administrator and
any adjustment or correction attributable to such misstatement or mistake of fact shall be made by
the Plan Administrator that it considers equitable and practicable.

8.5 Claims for Reimbursement. A Participant shall obtain reimbursement of a qualifying expense by
submitting a claim on a form provided by the Plan to the named Contract Administrator. Claims for
Reimbursement must be submitted within [TIME PERIOD] after the date the expense was incurred.
Each claim must include:

a. adescription of the qualifying expense, the amount of the expense and the date on which the
expense was incurred.

the person paid or to be paid.

the name of the person who incurred the expense.

bills, invoices, receipts or other documentation showing the amounts of the expenses incurred.

if the expense is a qualifying medical care expense, a certification that the expense has not

already been reimbursed by another health plan and is not eligible for reimbursement under
any other health plan.

f. if the expense is a qualifying dependent care expense, the name, address and taxpayer
identification number of the dependent care provider.

Poogo

8.6 Incurred Expense. A claim may be submitted before or after a Participant has paid a qualifying
expense, but not before the expense has been incurred. A qualifying expense shall be deemed
incurred at the time the services giving rise to the expense are rendered.

8.7 Review Procedures. In cases where the Plan Administrator denies a benefit under this Plan for any
Participant, Spouse or Dependent or any other person eligible to receive benefits under the Plan,
the Plan Administrator shall furnish in writing to said party the reasons for the denial of benefits.
The written denial shall be provided to the party within 30 days of the date the benefit was denied
by the Plan Administrator. The written denial shall refer to any Plan or section of the Code upon
which the Plan Administrator relied in making such denial. The denial may include a request for any
additional data or material needed to properly complete the claim and explain why such data or
material is necessary, and explain the Plan's claim review procedures. If requested in writing, and
within 30 days of the claim denial, the Plan Administrator shall afford any claimant whose request
for claim was denied a full and fair review of the Plan Administrator's decision, and within 60 days of

24



the request for review of the denied claim, the Plan Administrator shall notify the claimant in writing
of its final decision related to the reviewed claim.

With respect to the denial of any claim for benefits insured by or provided by an insurance company
or other third-party benefit provider, the review procedures of the insurance company or other
third-party benefit provider shall apply.

8.8 Extensions of Time. In a situation where the Plan Administrator determines special circumstances
apply, the Plan Administrator may extend the amount of time any Participant, Spouse, Dependent or
designated beneficiary may need to appeal a claim, upon proper application to the Plan
Administrator.

8.9 Rules to Apply Uniformly. The Plan Administrator shall perform his duties in a reasonable manner
and on a nondiscriminatory basis and shall apply uniform rules to all Participants similarly situated
under the Plan.

8-98.10 Limitations Period for Filing Suit. Participants of the Plan who wish to challenge a decision on a
claim shall have no more than 1 year from the date of decision on the claim to file suit.

8.11  HIPAA and HITECH Privacy and Security Standards. This Plan (and its agents) will use information
that is "Protected Health Information" ("PHI") for purposes of the privacy rules issued pursuant to
the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") and the Health
Information Technology for Economic and Clinical Health Act of 2009 (HITECH) only as permitted by
HIPAA and HITECH. Specifically, the Plan will use and disclose PHI and Electronic PHI for purposes
related to health care treatment, payment for healthcare and health care operations as defined
under —HIPAA and HITECH.

8.10.2 The Plan will disclose PHI to the Employer only upon receipt of a certification from the

Employer that Plan documents assure have-beenamended-to-provide-thatthe Employerwitkthat

the Employer will:

a. Not use or disclose PHI other than as permitted or required by the Plan document or as
required by law;:

b. Ensure that any agents, including a subcontractor, to whom the Employer provides PHI or
Electronic PHI from the Plan agree to the same restrictions and conditions that apply to the
Employer regarding the use and disclosure of PHI or Electronic PHI;

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

d. Not use or disclose protected health information in connection with any of the Employer's other
benefit plans unless authorized by an individual;

e. Report to the Plan any use or disclosure of PHI or Electronic PHI that the Employer becomes
aware of;

f. Make PHI available to an individual in accordance with HIPAA's access -requirements;

Make PHI for amendment and incorporate any amendments to PHI in accordance with HIPAA;

Make available the information required to provide an accounting of disclosures; make internal

practices, books and records relating to the use and disclosure of PHI received from the Plan

= @
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available to the Secretary of the U.S. Department of Health and Human Services for purposes of
determining the Plan's compliance with HIPAA,

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

In accordance with HIPAA, only those employees designated by the Employer shall be given access
to PHI. At present, the only authorized individuals so designated are employees efthe Benefits
9|—V+S+9-H—9-f—the Tulare County Human Resources depa&ment& Development Department A—Iﬁ%mg—ef

&peepeqeesi—Sald employees a%e—Emperyees-may use and dlsclose PHI or Electronic PHI only for
Plan Administration functions that the Employer performs with respect to the Plan. The Employer

shall provide a mechanism for resolving issues of noncompliance including disciplinary sanctions.

In addition, the County’s Health FSA administrative may disclose PHI to Responsible Employees only
after the County provides certification to the Health FSA.

8.10.3. Notifications in the Event of a Breach. Following a breach of unsecured PHI, the County shall
provide notification of the breach to affected individuals, the Secretary, and, in certain
circumstances, the media. In addition, the County will require business associates to notify it if a
breach occurs at or by the business associate. Contents of the notice of breach shall be consistent
with applicable HIPAA and HITECH provisions. Notice may occur in any of the following ways,
depending upon the nature of the breach:

a. Individual Notice. Individual written notice will be provided by first-class mail, or alternatively,
by e-mail if the affected individual has agreed to receive such notices electronically. In the event the
County has inaccurate contact information for 10 or more individuals, substitute individual notice
will be provided by either posting the notice on the County Human Resources & Development
Department website for at least 90 days, or by providing the notice in major print or broadcast
media where the affected individuals likely reside. The County will include in the published notice a
toll-free phone number that remains active for at least 90 days where individuals can learn if their
information was involved in the breach. If the County has inaccurate contact information for fewer
than 10 individuals, it may provide substitute notice by an alternative form of written notice, by
telephone, or other means. Such notice will be provided without unreasonable delay, but no later
than 60 days following the discovery of a breach.

b. Media Notice. In the event of a breach affecting more than 500 residents of a State or
jurisdiction are, in addition to notifying the affected individuals, the County will provide notice to
prominent media outlets serving the County. Media notification will be provided without
unreasonable delay and in no case later than 60 days following the discovery of a breach.

c. _Notice to the United States Secretary of Health and Human Services. The County notify the
Secretary of breaches of unsecured protected health information. The County will notify the
completing a breach report form and submitting it to the United States Secretary of Health and
Human Services. If a breach affects 500 or more individuals, the County will notify the Secretary
without unreasonable delay and in no case later than 60 days following a breach. If, however, a
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9.1

9.2

9.3

9.4

9.5

9.6

9.7

9.8

breach affects fewer than 500 individuals, the County will notify the Secretary of such breaches on
an annual basis.

d. Notification by a Business Associate. Business Associates will be required to notify the County of
any breach of unsecured health information in a manner consistent with the procedures outlined in
its Business Associate Agreement consistent with the requirements of the HIPAA and HITECH Act.

ARTICLE IX - GENERAL PROVISIONS

Amendment and Termination. The Employer may amend or terminate this Plan at any time, subject to
the limitation that no amendment shall change the terms and conditions of payment of any benefit a
Participant. Spouse, Dependent or designated beneficiary who was or might have been entitled to
under the Plan at the time of the amendment or termination. The Employer may also make
amendments apply retroactively to the extent necessary so that the Plan remains in compliance with
Section 125 of the Code or any other provision of the Code applicable to the Plan.

Nonassignability. Any benefits to any Participants under this Plan shall be nonassignable and for the
exclusive benefit of Participants, Spouses, Dependents and designated beneficiaries. No benefit shall be
voluntarily or involuntarily assigned, sold or transferred.

Not an Employment Contract. By creating this Plan and providing benefits under the Plan, the Employer
in no way guarantees employment for any employee or Participant under this Plan. Participation in this
Plan shall in no way assure continued employment with the Employer.

Addresses. Notice and Waiver of Notice. Each Participant shall furnish the Employer with his correct
post office address. Any communication, statement or notice addressed to a Participant at his last post
office address as filed with the Employer will be binding on such person. The Employer or Plan
Administrator shall be under no legal obligation to search for or investigate the whereabouts of any
person benefiting under this Plan. Any notice required under the Plan may be waived by such person
entitled to such notice.

Required Information. Each Participant. Spouse or Dependent shall furnish to the Employer such
documents, evidence or information as the Employer considers necessary or desirable to ensure the
efficient operation and administration of the Plan and for the protection of the Employer.

Severability. In any case where any provision of this Plan is held to be illegal or invalid, such illegality or
invalidity shall apply only to that part of the Plan and shall not apply to any remaining provisions of the
Plan, and the Plan shall be construed as if such illegal or invalid provision had never existed under the
Plan.

Applicable Law. The Plan shall be construed under the laws of the State of California, to the extent not
preempted by the Code or any other Federal law.

No Guarantee of Tax Consequences. Neither the Plan Administrator nor the Employer makes any
commitment or guarantee that any amounts paid to or for the benefit of Participant under the Plan will
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be excludable from the Participant's gross income for income tax purposes. It shall be the obligation of
each Participant to determine whether each payment under this Plan is excludable from the
Participant's gross income for income tax purposes and to notify the Plan Administrator if the
Participant has any reason to believe that such payment is not so excludable.

9.9 Indemnification of Employer. If any Participant receives one or more payments or reimbursements
under this Plan on a tax-free basis and if such payments do not qualify for such treatment under the
Code, then such Participant shall indemnify and reimburse the Employer for any liability that it may
incur for failure to withhold taxes from such payments or reimbursements.

9.10

Expenses. All reasonable expenses incurred in administering the Plan are currently paid by

forfeitures and then by the Employer. For HSA benefits, a separate HSA trustee/custodial fee may be
assessed by the Participant's HSA trustee/custodian.

10.1

10.2

10.3

ARTICLE X - GENERAL INFORMATION

General Plan Information
The name of this Plan is Tulare County's Section 125 Benefits Plan.
The Plan is subject to the Internal Revenue Code.

The provisions of this restated Plan became effective on January 11 2008. The Plan's records
are maintained on a 12-month period known as the Plan Year. The Plan Year is January 1st
through December 31st.

Employer Information. The name, address and tax identification number of the Employer are:

Tulare County
2900 W Burrel
Visalia, CA 93291
559-733-6266
94-600545

Plan Administrator Information. The name, address and telephone number of the Plan
Administrator are:

Tulare County
2900 W Burrel
Visalia, CA 93291
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10.4

10.5

10.6

559-733-6266

The Plan Administrator is responsible for the administration of the Plan. Should a person need
to see any records or have any questions regarding the Plan, the Plan Administrator and/or
Benefits Coordinator must be contacted.

Benefits Coordinator. The
has been named as the Plan's Benefits Coordinator.
Agent For Service Of Legal Process:

Tulare County Counsel
2900 W. Burrel
Visalia, CA 93291

Contract Administrator. (The company who processes reimbursement requests and other
functions related to this Section 125 Plan on a day-to-day basis)

The name, address and telephone number of the Contract Administrator are:

Administrative Solutions, Inc. (ASI)
555 West Shaw Avenue, Suite C-1
Fresno, CA 93704

(559)256-1320
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