
SOMERSET COUNTY VOCATIONAL BOARD OF EDUCATION 

 

SOMERSET COUNTY VOCATIONAL-TECHNICAL SCHOOLS 

North Bridge Street & Vogt Drive 

Bridgewater, NJ 08807 

 

Regular Meeting 

December 20, 2010 

 

  I.  Call to Order ___________________________________ P.M. 

 

 II.  Roll Call of Members 

 

  William Hyncik, Jr. President  Theodore Smith 

  William Dudeck, Vice President  Trudy Doyle 

  Dr. Alan P. Braun 

 

  Also Present: 

 

  Michael A. Maddaluna, Superintendent of Schools 

  Diane Strober, Assistant Superintendent for Business/ 

    Board Secretary 

  Edmund Jones, Principal 

  Lisa Fittipaldi, Attorney 

  Jack Ciattarelli, Somerset County Freeholder 

  Members of the Press:  The Courier News, The Star Ledger and 

    the Messenger Gazette 

  Others: ____________________________________________________ 

 

  Adequate notice of this meeting has been provided specifying time 

  and place. 

 

  Pledge of Allegiance 

 

III.  Approval of Minutes of Regular Meeting and Executive Session 

  held November 22, 2010 and the Special Meeting and Executive 

  Session held on December 13, 2010. 

 

  A.  Corrections _____________________________________________ 

  _________________________________________________________ 

 

  B.  _________________________________________________________ 

      _________________________________________________________ 

 

  C.  _________________________________________________________ 

       _________________________________________________________ 

 

  On motion of ____________, seconded by ___________, the minutes 

  of the Regular Meeting and Executive Session held on    

  November 22, 2010 and the Special Meeting and Executive Session   

  held on December 13, 2010 were approved. 
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  IV.  Correspondence 

 

   V.  Old or Unfinished Business 

 

   1.  Student of the Month – Jorge Cristaldo and Thomas Bucek 

 

  VI.  Report of the Attorney 

 

 VII.  Resolution 

 

   BE IT RESOLVED by the Vocational Board of Education of the County  

   of Somerset that: 

 

   A.  This Board will go into closed session with the Board Counsel 

   for the purpose of discussing matters within the provisions of 

   7A(11)c231. 

   B.  The general nature of matters to be discussed relates to 

Litigation, Personnel, and OPRA Update.  Action may or may not     

be taken. 

   C.  Under the provisions of the above stated laws, the public shall 

   be excluded from attendance at the portion of the meeting  

          relating to the above matters.    

   D.  It is anticipated that the items discussed will be made public 

   when the matters discussed are resolved. 
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VIII.  Superintendent’s Report 

 

   A.  Resignation 

 

   The Superintendent recommends that the Board of Education  

   accept the resignation of Ms. Meghan Trelease, Musical Theater 

   Instructor, effective December 6, 2010. 

 

       B.  Employment of Full-Time Personnel – 2010-11 School Year 

 

     The Superintendent recommends that the Board of Education   

   appoint Mr. Paul O’Connor to the position of Musical Theater 

   Instructor,(UPC #TCH-HS-MUSI-FL-02), Step 5-6/C at a salary of   

   $53,855.00 (prorated), effective January 3, 2011. 
 

  C.  Employment of Part-Time Personnel – 2010-11 School Year 

 

   The Superintendent recommends that the Board of Education 

   approve employment of the following part-time personnel for the 

   2010-11 school year: 

 

High School 

Substitutes - $100.00/day 

Thaddeus “Ted” Ferfecki   Kevin Shutack 

 

       D.  Volunteers 

 

       The Superintendent recommends that the Board of Education  

       approve the following as volunteers for the 2010-11 school  

   year: 

 

Twilight/TOPS 

Sarah Mulvihill  Outreach/Follow-Up for program participants 

 

Motion___________ Second___________ 

Discussion 

Call the Roll 

 

 Roll Call  Yes No_ 

 

 Mr. Smith  ___ ___ 

 Dr. Braun  ___ ___ 

 Mrs. Doyle ___ ___ 

 Mr. Dudeck ___ ___ 

 Mr. Hyncik ___ ___      
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       E.  Field Trips 

 

   The Superintendent recommends that the Board of Education 

   approve field trips for high school students as they appear 

   on Addendum #1. 

 

   F.  Professional Seminars/Workshops 

 

   The Superintendent recommends that the Board of Education 

   approve requests for district staff and Board of Education 

members to attend professional seminars, workshops, etc. as they 

appear on Addendum #2. 

 

Motion___________ Second___________ 

Discussion 

Call the Roll 

 

 Roll Call  Yes No_ 

 

 Mr. Smith  ___ ___ 

 Dr. Braun  ___ ___ 

 Mrs. Doyle ___ ___ 

 Mr. Dudeck ___ ___ 

 Mr. Hyncik ___ ___ 

  

 G.  Superintendent’s Update 

 

- Career Center - Update 
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IX.  Submission of Bills 

 

   It is recommended that the Board of Education approve the bills  

       for December 2010 which is included in the Board packet and will 

   be attached to the regular meeting minutes. 

 

   X.  New Business 

 

       A.  ___________________________________________________________ 

 

       B.  ___________________________________________________________ 

 

  XI.  Report of the School Business Administrator/Board Secretary 

 

   A.  Reports A148 and A149    

 

   It is recommended that the board of Education adopt the monthly  

   financial statement reports for the School Business  

   Administrator/Board Secretary for the month of November 2010 

   and the Treasurer of School Monies for the month of November 

   2010, after review of the secretary’s monthly financial report 

   (appropriations section), and upon consultation with the 

   appropriate district officials, to the best of our knowledge  

   no major fund has been overextended in violation to N.J.A.C. 

   6:20-2A.10(b) and that sufficient funds are available to meet 

   the district’s financial obligations for the remainder of the 

   fiscal year.  (See Addendum #3) 

 

Motion___________ Second___________ 

Discussion 

Call the Roll 

 

 Roll Call  Yes No_ 

 

 Mr. Smith  ___ ___ 

 Dr. Braun  ___ ___ 

 Mrs. Doyle ___ ___ 

 Mr. Dudeck ___ ___ 

 Mr. Hyncik ___ ___ 
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    B.  Award Purchases in Excess of Bid Threshold in Compliance with 

   NJSA 18A:18A 

 

   It is recommended that the Board of Education award the  

   following: 

 

Hunterdon Cty. ESC  DeSapio Construction, Inc. $70,162.00 

Cooperative Bid  (2010 County Capital) 

 

Unspecifiable    Hicklin, Inc.    $62,540.00 

Extraordinary Services (Perkins Grant-Automotive Software) 

 

Motion___________ Second___________ 

Discussion 

Call the Roll 

 

 Roll Call  Yes No_ 

 

 Mr. Smith  ___ ___ 

 Dr. Braun  ___ ___ 

 Mrs. Doyle ___ ___ 

 Mr. Dudeck ___ ___ 

 Mr. Hyncik ___ ___ 

 

   C.  Resolution 2010-11/12-A - IRS Code Section 125 Plan 

 

   It is recommended that the Board of Education adopt  

   Resolution 2010-11/12-A IRS Code Section 125 Plan as it appears 

   on Addendum #4. (as reviewed by the Board attorney) 

 

   D.  Medical and Prescription Drug Program Renewal 

 

   It is recommended that the Board of Education approve the  

   renewals for medical and prescription drug programs both  

   administered by Horizon Blue Cross/Blue Shield of NJ for the 

   January 1, 2011 through December 31, 2011 contract period. 

 

Motion___________ Second___________ 

Discussion 

Call the Roll 

 

 Roll Call  Yes No_ 

 

 Mr. Smith  ___ ___ 

 Dr. Braun  ___ ___ 

 Mrs. Doyle ___ ___ 

 Mr. Dudeck ___ ___ 

 Mr. Hyncik ___ ___ 
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XII.  January Meeting 

 

   It is recommended that the next regular meeting of the Somerset 

   County Vocational Board of Education be held: 

 

January 24, 2010 

5:00 P.M. 

Somerset County Vocational & Technical Schools 

North Bridge Street & Vogt Drive 

Bridgewater, NJ 08807 

 

XIII.  Remarks from the Public 

 

   _______________________________________________________________ 

 

 XIV.  On motion of ____________, seconded by _____________, and passed,  

   the meeting adjourned at _________P.M. 

 

 

 

         

 

 

 

 



                                                            ADDENDUM #1 
 
 

Field Trips 
 

Thursday, SkillsUSA State officer meeting Sussex Tech        $0.00/student 
January 13 Monthly Officer meeting Sussex, NJ        Trans/Bd. of Ed 
 

 
Friday,  Auto Body/Small Engines Automotive Training Ctr.      $0.00/student 
January 14 A & C shops   Warminster, PA        Trans/Bd . of Ed. 
  Technical Training 
 
Saturday, TOPS Phys Ed   Strike n Spare Lanes       $5.00/student 
January 15     Green Brook, NJ       Trans/Bd. of Ed. 
   
Wednesday, Welding/Diesel/Plumbing Iron Workers         $0.00/student 
January 19 A Shop    Springfield, NJ         Trans/Bd. of Ed. 

Technical Training 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



               ADDENDUM  #2 
 
PROFESSIONAL DEVELOPMENT REQUESTS 
December 20, 2010 BOARD MEETING 
  

  
DATE(S) 

 

 
PARTICIPANTS 

 
REG. FEE 

 
EXPENSES 

 
WORKSHOP DESCRIPTION 

 
LOCATION 

1 
 

January 27, 2011 Kim Vasaturo $86.00 N/A 
 

Arthritis, Back Ache, and Bone 
Disease Seminar 

 
 

Edison, NJ 

2. 
 

       

2 
 

      

3 
 

      

4 
 

      

5 
 

      

6 
 

      

7 
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Somerset County Vocational and Technical Schools 

SECTION 125 PLAN 

Effective June 1, 2009 

 

**This document has been prepared by Conner Strong as a model plan document to assist an 

employer in implementing an Internal Revenue Code Section 125 plan. Certain Articles and 

Sections may need to be customized based upon the benefits and eligibility features of an 

employer. Nothing contained in this document is intended to constitute legal advice as to whether 

any program offered by an employer constitutes an Internal Revenue Code Section 125 plan. 
 

dwallace
Typewritten Text
Addendum #4
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ARTICLE I 

ESTABLISHMENT AND PURPOSE OF THE PLAN 

The Company has established the Plan for the purpose of providing those employees of the 

Company who are eligible to participate in the Plan with a choice between receiving cash (in the form of 

unreduced compensation or taxable benefits treated as cash) or of receiving certain Benefits under such 

health benefit arrangements as may be in effect for the Company's employees from time to time (the 

"Health Care Program"). It is the Company’s intention that the Plan qualify as a "cafeteria plan" as that 

term is defined in Section 125(d)(1) of the Internal Revenue Code of 1986, as amended (the "Code") and 

that the health care benefits offered under the Plan qualify for exclusion from the gross income of 

participating employees under Code Section 125, and such other sections of the Code as may be 

applicable. It is also the intention of the Company that the Plan be interpreted in a manner consistent 

with the requirements of Section 125 of the Code, Treasury Regulations promulgated by the IRS 

thereunder, and any other requirements of the Code and/or Treasury Regulations as may be applicable in 

connection with the qualification for exemption from gross income of the health care benefits offered 

under the Plan. 
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ARTICLE II 

DEFINITIONS 

 2.1 Affiliated Employer means any employer that is permitted to be aggregated with the 

Company under Code Sections 414(b), (c), (m), (o) or (t). When the Company and the Affiliated 

Employer are referred to collectively, the term “Affiliated Group” is used. 

 2.2 Benefit and Benefit Options means any health care benefit, including but not limited to, 

medical, dental, vision or similar benefits offered under the Plan. 

 2.3 COBRA or COBRA Rules means the rules under Code Section 4980B, in accordance 

with which eligible Participants, and their eligible Spouses and Dependents, may elect continuing group 

health plan coverage upon the occurrence of certain events, known as “qualifying events.” 

 2.4 Company means Somerset County Vocational and Technical Schools. 

 2.5 Compensation means remuneration paid by the Employer that is includable in gross 

income, before reduction for nontaxable contributions to this Plan (or other benefit plan), not including 

amounts available before an Employee is eligible for the Plan. 

 2.6 Covered Entity means health care plans (generally including any individual or group plan 

that provides or pays for medical care); health care clearinghouses (public/private entities that process or 

facilitate processing of standard electronic transmissions); and, health care providers who transmit any 

Protected Health Information in electronic form in connection with financial and administrative 

transactions. 

 2.7 Dependent means a dependent as defined in Code Section 152 and with respect to whom 

the Participant is entitled to a deduction under Code Section 151. “Dependent” also means any 

individual who is eligible for coverage under a group health plan pursuant to a Qualified Medical Child 

Support Order submitted in writing to the Employer, as defined in Section 609(a) of ERISA. A 

Participant will not be considered a Dependent, and no person will be considered a Dependent of more 

than one Participant. When used in this Plan, the term “Dependent” also includes the Spouse unless the 

plain meaning of the sentence connotes otherwise. 

 2.8 Effective Date means July 1, 2009, the effective date of this Plan document. 

2.9 Election Form means any appropriate election form to include Electronic forms provided 

by the Employer or Plan Administrator or any person providing benefits under the Plan for the purposes 

of electing to participate in Benefit Options and authorizing Salary Reduction Contributions to pay for 

such Benefit Options under the Plan. 

2.10 Eligible Employee means an Employee who is not an Excluded Employee. 

2.11 Employee means any person performing services under the direction and control of an 

Employer who is either (i) currently in pay status of an Employer, including, but not limited to, paid sick 

leave, paid vacation, and paid administrative leave, or (ii) on unpaid authorized leave from an Employer. 

The term Employee shall not include any individuals hired to perform services for an Employer as 

leased employees, agency contract personnel or independent contractors, and their respective employees 
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or agents, notwithstanding that such individuals may be subsequently re-classified by a court, 

government agency, tribunal or arbitrator as common law employees of an Employer. 

2.12 Employer means the Company, and any other Affiliate of the Employer that has adopted 

the Plan in accordance with Section 9.1. 

2.13 ERISA means the Employee Retirement Income Security Act of 1974, as amended from 

time to time, and any implementing regulations and rulings issued by the Department of Labor, 

including successor provisions to current provisions. 

2.14 Excluded Employee means any (i) Employee who is a member of a collective bargaining 

unit to which this Plan has not been extended; (ii) leased employee within the meaning of Code Section 

414(n); and (iii) independent contractors or agency contract personnel; provided, however that if a 

leased employee, independent contractor, or contract worker is reclassified as an “employee” by any 

Federal or state agency such shall continue to be an Excluded Employee for the remainder of the Plan 

Year in which such reclassification determination occurs. 

2.15 FMLA means the Family and Medical Leave Act of 1993. 

2.16 FMLA Leave means a leave of absence provided to an Employee subject to and pursuant 

to the terms of the FMLA. 

2.17 Health Care Benefits means any health benefit arrangement, including but not limited to, 

medical, dental, vision or similar benefits provided through contract or policies with a Provider entered 

into by the Company from time to time for this purpose or provided by the Company from time to time 

for the purpose the Premiums for which are paid by the Company and/or the Participant. 

2.18 HIPAA means the Health Insurance Portability and Accountability Act of 1996, the 

regulations promulgated thereunder, and any amendments to either. 

2.19 Individually Identifiable Health Information means health information, including 

demographic information, that is created or received by a Covered Entity and relates to the past, present 

or future physical or mental health or condition, the provision of healthcare or the past, present or future 

payment for the provision of health care to an individual that identifies the individual or with respect to 

which there is reasonable basis to believe the information can be used to identify the individual. 

2.20 Insured Benefit means any Benefit provided under the Plan through a group policy or 

contract with a Provider. 

2.21 Key Employee means an individual who is a key employee within the meaning of Code 

Section 416. 

2.22 Leave of Absence means any leave of absence approved by the Employer, including, but 

not limited to, FMLA Leave and/or a period of duty in the Uniformed Services. 

2.23 Open Enrollment Period means the general election period held prior to the beginning of 

each Plan Year. The dates of the general election period will be determined annually and announced in 

advance by the Plan Administrator. 
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2.24 Participant means an Eligible Employee who has elected to participate in the Benefits 

offered under the Plan in accordance with Article III. 

2.25 Participating Affiliate means any affiliate of the Employer that becomes an employer 

pursuant to Section 9.1. 

2.26 Period of Coverage means the Plan Year, or for an Employee who first becomes eligible 

to participate in the Plan or Benefit Option during a Plan Year, the remainder of such Plan Year, or to 

the extent applicable, the Period of Coverage is any other shorter period as may result from a permitted 

or required change to a Participant’s Benefit Option elections made during a Plan Year. 

2.27 Protected Health Information ("PHI") means Individually Identifiable Health Information 

that is either (i) transmitted by electronic media; (ii) maintained in any electronic media; or (iii) 

transmitted or maintained in any other form (including oral or written). PHI shall not include education 

records covered by the Family Educational Rights and Privacy Act and employment records held by the 

Employer. 

2.28 Plan Administrator shall mean the Company or such other person or committee as may be 

appointed from time to time by the Company to supervise the administration of the Plan. 

2.29 Plan means Somerset County Vocational and Technical Schools as set forth herein, 

together with any and all amendments and supplements hereto. 

2.30 Plan Year means the twelve (12) month period beginning on July 1 and ending on June 

30 of each fiscal year. 

2.31 Premium or Premiums means the portion of premium cost that a Participant is required to 

contribute for the coverage designated under the Benefits in which the Participant has elected to enroll 

pursuant to Article IV. 

2.32 Provider means a licensed insurance company that has issued a group policy or contract 

under any of the Benefits offered under the Plan. 

2.33 Qualified Beneficiary is the Participant or any covered family member who has a right to 

continue Health Coverage pursuant to this Code Section 4980B. (A child who is born to or placed for 

adoption with a Participant during a period of Health Continuation Coverage also is considered a 

“Qualified Beneficiary”.) 

2.34 Qualified Benefit means any Benefit which, with the application of Code Section 125(a), 

is not includable in the gross income of an Employee by reason of an express provision of Chapter 1 of 

the Code. 

2.35 Qualified Medical Child Support Order means a medical child support order that meets 

the requirements set forth in Section 609(a)(2)(A) of ERISA and that has been determined to be 

qualified by the Plan Administrator. 

2.36 Salary Reduction Agreement means a written agreement on an Election Form prescribed 

by the Plan Administrator entered into by the Employer and the Eligible Employee under which the 

Eligible Employee's Compensation is reduced to pay for Qualified Benefits through Salary Reduction 

Contributions. 
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2.37 Salary Reduction Contribution means the amount by which a Participant's Compensation 

is reduced to pay for Benefits through this Plan. 

2.38 Spouse means the lawful wife of a male Participant or the lawful husband of a female 

Participant. To the extent required or permitted by law, a member of a civil union shall be treated as a 

Spouse for purposes of the Plan. 

2.39 Uniformed Services means the Armed Forces, the Army National Guard, and the Air 

National Guard when engaged in active duty for training, inactive duty training, or full-time National 

Guard duty; the commissioned corps of the Public Health Service, and any other category of persons 

designated by the President of the United States in time of war or emergency. 

2.40 USERRA means the Uniformed Services Employment and Re-employment Rights Act of 

1994, as amended from time to time. 
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ARTICLE III 

ELIGIBILITY 

 3.1 Initial Participation in the Plan. Any Eligible Employee of the Employer and each of 

such Employees' Dependents shall be eligible to participate in the Plan as of his or her Entry Date and 

upon completion of the appropriate Election Form filed with the Plan Administrator. 

 3.2 Participation During Leave of Absence. Any Participant who is absent from work due to 

a Leave of Absence shall have the right to continue to participate in the Benefits offered through the 

Plan during the period the Participant is on such Leave of Absence, unless the terms on which the Leave 

of Absence was approved limit the Participant's ability to continue such participation; provided, 

however, that no such limitation shall be implemented that would be in conflict with any applicable law 

or regulations, including, but not limited to, the rules and regulations that govern FMLA leave. If the 

Participant does not return to active employment before expiration of any such limitation on his or her 

ability to continue to participate in the Benefits, his or her participation in the Plan shall cease, except to 

the extent the Participant, the Participant's Spouse and/or Dependents are eligible to continue 

participation as permitted by COBRA. The Participant's right to continue participation while on Leave 

of Absence (other than such permitted continued coverage) is conditioned upon the Participant (i) 

continuing to have an employment relationship with the Employer, and (ii) making any required 

payments of premiums or other contributions. 

 3.3 Termination of Participation. 

(a) For a Participant. 

(i) Except as otherwise provided in Section 3.03 (a)(ii) below, a Participant 

shall cease participation in the Plan upon the earliest of the following events: 

a. the day on which he ceases to be an Eligible Employee or such 

earlier date on or after the date the Participant ceases to be an Eligible Employee as provided under the 

terms of any insurance policy or other documentation specific to one or more of the Benefits covering 

the Participant; 

b. the date on which the Plan is terminated under Section 10.3; 

c. with respect to benefits toward the cost of which the Participant is 

required to contribute, the date as of which he fails to make a required contribution; 

d. the date on which the Participant elects to cease coverage; 

e. the date of death of the Employee. 

(ii) Notwithstanding the provisions of Section 3.03(a)(i) above, a Participant 

who experiences one of the events set forth therein shall nevertheless remain a Participant in the Plan to 

the extent: 

a. provided for under Article VI; 
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b. provided for under the terms of any insurance policy or other 

documentation specific to one or more of the Benefits covering the Participant; or 

c. permitted by the Employer.  

(b) For a Dependent. 

(i) Except as otherwise provided in Section 3.03 (b)(ii) below, a Dependent or 

Spouse shall cease participation in the Plan upon the earliest of the following events: 

a. the date provided in Section 3.03(a) above on which the Participant 

covering such Dependent ceases to be a Participant; 

b. the date on which the Plan is terminated under Section 10.3; 

c. the date that such individual ceases to qualify as a Dependent 

under the provisions of the Plan or the Benefit; 

d. the date the Participant elects to cease Dependent or Spousal 

coverage; or 

e. the date of death of the Dependent or Spouse. 

(ii) Notwithstanding the provisions of Section 3.03(b)(i) above, a Dependent 

or Spouse who experiences one of the events set forth therein shall nevertheless remain a Participant in 

the Plan to the extent: 

 

b. provided for under the terms of any insurance policy or other 

documentation specific to one or more of the Benefits covering the Participant; or 

c. permitted by the Employer.  

a. provided for under Article VI; 
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ARTICLE IV 

BENEFIT ELECTIONS AND BENEFITS 

 4.1 Benefits. 

(a) The Benefits provided under the Plan, to the extent not specifically described 

herein, are described in the policies, contracts, or other created under the Plan (“separate documents”) 

which are incorporated herein by reference and made available to Plan Participants. Any restrictions, 

limitations, and additional requirements relating to a Participant's entitlement to Benefits that are not set 

forth in the Plan are described in the separate documents for the specific Benefit. The Provider shall 

provide the benefits due under the respective Insured Benefit directly to the Participant, Spouse, 

Dependents, or named beneficiaries, if appropriate, according to the terms of such Benefit. The only 

benefits available under an Insured Benefit are those expressly provided for under the terms of the 

applicable policy or contract. 

(b) A Participant may elect between receiving Compensation or having Salary 

Reduction Contributions made to the Plan by the Employer to provide for the Participant’s share of 

Premiums for Health Care Benefits. 

 4.2 Timing and Irrevocability of Elections. In general, an election of Salary Reduction 

Contributions under the Plan must be made before the first day of the Period of Coverage, as applicable. 

Such election must be made in accordance with the rules and procedures established by the Plan 

Administrator. The election shall be irrevocable for that entire Plan Year, except as provided in Sections 

4.7, 4.8 or 4.9. 

 4.3 Election Procedure for Current Employees. An Eligible Employee may enroll in the Plan 

by making an election under this Plan during the Open Enrollment Period. During the Open Enrollment 

Period, each Eligible Employee may make an election for the upcoming Plan Year or the remainder of a 

Plan Year in accordance with such procedures as the Plan Administrator prescribes. 

 4.4 Election Procedure for New Employees. The Plan Administrator shall provide the 

Election Form to a newly hired Eligible Employee as soon as administratively feasible after the 

Employee is hired. Such Eligible Employee must return a completed Election Form to the Plan 

Administrator on or before the date the Plan Administrator specifies in order to elect Salary Reduction 

Contributions for benefits for the upcoming Plan Year or remainder of the current Plan Year. Salary 

Reduction Contributions shall not begin earlier than the date that the Plan Administrator receives the 

completed Election Form. 

 4.5 Election Procedures For Rehires. In the case of a Participant who ceases to be employed 

by the Employer and is subsequently rehired within one year, such Participant shall be eligible to 

participate again in the Plan upon his date of re-hire. 

 4.6 Failure to Return Election Form. A Participant or Eligible Employee who fails to return 

an Election Form timely shall be deemed to have elected not to participate in the Plan. Such deemed 

election will continue in effect for future Plan Years, unless and until the Participant submits an Election 

Form during a general election period, or at a time allowed under the rules in Section 4.7. 

 4.7 Change in Elections. 
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(a) Family Status Changes. An Eligible Employee who has not enrolled in the Plan 

may enroll and a Participant may modify or revoke an election for the remainder of a Plan Year, and 

make a new election, on account of and consistent with a change in family status recognized under the 

Plan, provided that the Eligible Employee or Participant files such change with the Plan Administrator 

on an Election Form and provides the Plan Administrator with any requested forms or documentation 

within thirty-one (31) days of the date of the event constituting the family status change. A change in 

family status for this purpose may include the following: (i) marriage; (ii) divorce; (iii) legal separation; 

(iv) annulment; (v) death of a Spouse or Dependent; (vi) birth, adoption, or placement for adoption of a 

child; (vii) termination or commencement of employment of a Spouse or Dependent; (viii) the 

termination of Participant's employment; (ix) other changes in the employment status of the Participant, 

Spouse, or Dependent resulting in eligibility or ineligibility for coverage under one or more Benefit 

Options; (x) change in residence of the Participant, Spouse or Dependent, which affects such 

individual's eligibility under a Benefit Option; (xi) changes which cause a Dependent to become eligible 

or ineligible for coverage under the Benefit Options; (xii) the taking of a leave of absence by the 

Participant, Spouse or Dependent; (xiii) the loss of or a significant change in benefit coverage of the 

Participant, Spouse, or Dependent attributable to the Spouse's or Dependent's employment; or (xiv) other 

events that are permitted by the Code and approved by the Plan Administrator. A benefit election 

change is consistent with a family status change only if necessary or appropriate as a result of the family 

status change. The Plan Administrator, in its sole discretion, shall determine which family status 

changes are permissible under the Plan and whether a benefit election change is consistent with such 

family status change. 

(b) Health Premium Waiver Benefit Family Status Change. An Eligible Employee 

who has elected the Health Premium Waiver Benefit may modify or revoke an election for the 

remainder of a Plan Year and make a new election only if a change in family status as described in 

4.7(a) above, results in a loss of Health Care Benefit coverage. The eligible Employee must provide the 

Plan Administrator with any requested forms or documentation within 31 days of the date of the event 

constituting a family status change which resulted in a loss of Health Care Benefit coverage. 

(c) Significant Cost or Coverage Changes. 

(i) Automatic Changes. If the cost of a Qualified Benefit increases (or 

decreases) during a Period of Coverage, and Participants are required to make a corresponding change in 

their Premiums, the Plan Administrator may, on a reasonable and consistent basis, automatically make a 

prospective increase (or decrease) in the Participants' Salary Reduction Contributions under the Plan 

unless Section 5.06(b)(ii) applies. 

(ii) Significant Cost Increases. If the cost of a Qualified Benefit significantly 

increases during a Period of Coverage, the Plan Administrator may permit Participants either to make a 

corresponding prospective increase in their Salary Reduction Contributions, or to revoke their elections 

and, in lieu thereof, to elect on a prospective basis coverage under another coverage option providing 

similar coverage under such Benefit. 

(d) State Children’s Health Insurance Program (SCHIP) Enrollment Rights. If an 

Eligible Employee or his/her Dependent has either (1) a termination of Medicaid or SCHIP coverage 

resulting from a loss of eligibility or (2) becomes eligible for premium assistance in the Plan under 

either Medicaid or the SCHIP program, the Eligible Employee may enroll in the Plan provided the 

eligible Employee requests coverage within 60 days of the termination or the date the Eligible Employee 

and/or his/her Dependent is determined to be eligible for assistance. 
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 4.8 Termination of Employment or Eligible Employee Status. If a Participant terminates 

employment or otherwise ceases to be an Eligible Employee, the following rules shall apply: 

(a) Health Care Benefits. The Participant and his Dependents covered under the Plan 

shall have the rights provided by COBRA to continue any Health Care Benefits coverage following the 

Participant's termination of employment by paying the applicable COBRA premiums. If a COBRA 

election is not made, or if the required payments for COBRA coverage are not made timely, the election 

shall be deemed revoked and participation in such Benefit Option shall cease as of the last day of the 

month in which the Participant terminated employment or otherwise ceased to be an Eligible Employee. 

 4.9 Change of Elections for Legal Compliance. The Plan Administrator shall have the 

authority to reject, amend or revoke any election of Salary Reduction Contributions to the extent 

necessary to assure that the Plan and all benefits provided under the Plan comply with applicable legal 

requirements. This includes actions to treat what would otherwise have been Salary Reduction 

Contributions as taxable Compensation in order to comply with the nondiscrimination rules imposed by 

Code Section 125, and any other Code provisions that may apply to the Plan from time to time. Actions 

under this paragraph shall be undertaken on a non-discriminatory and consistent basis, and shall not 

require the consent of affected Participants. 

4.10 Procedures. Consistent with the requirements set forth in this Article, the Plan 

Administrator may prescribe further uniform and nondiscriminatory rules for elections. 

 

4.11 Benefit Providers. Any benefits available under the Plan shall be provided by those 

insurers or other health care providers with whom the Company has arranged for the provision of such 

benefits. The terms of the Heath Care Benefits available under the Plan are, however, established by the 

insurers or other health care providers with whom the Company has arranged for such benefits, and the 

types and amounts of benefits available from any such insurers or other health care providers will be 

subject to the terms of the applicable insurance policies, contracts, and any other specific terms, 

conditions, and limits for coverage as are set forth from time to time. The requirements, terms, 

conditions and limitations applicable with respect to such coverage and the benefit descriptions as are 

set forth in such plans and contracts as may be in effect from time to time, shall be provided to 

Participants and are incorporated into the Plan by reference. 

 

4.12 Discretion of the Plan Administrator.  The Plan Administrator shall also have the 

authority to administer the Plan, and all provisions of the Plan are to be interpreted and administered 

by the Plan Administrator in such a manner as to satisfy the nondiscrimination rules established by 

Section 125(b) of the Code and applicable Treasury Regulations thereunder during each Plan Year.  

In addition, in connection with the continued qualification for exclusion from employees’ income of 

all benefits intended to constitute health care benefits under the Plan, the Plan Administrator shall 

have the authority to reduce benefits or change elections with respect to “key employees” (as 

defined in Section 414(q) of the Code) or “highly compensated participants” (as defined in Section 

125(e) of the Code) and to take any other actions to the extent the Plan Administrator determines 

that such change or action is necessary or appropriate to ensure that all relevant Code requirements, 

including the limitations imposed on benefits for “key employees” applicable to the Plan under 

Code Section 125 and IRS regulations promulgated thereunder, are met. 
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ARTICLE V 

CLAIMS PROCEDURE 

 5.1 Claims and Appeal Procedures for Insured Benefits. The Provider shall make all 

determinations as to the right of any claimant to a benefit under an Insured Benefit. A claim for benefits 

under an Insured Benefit shall be submitted to the Provider in accordance with the terms and claims 

procedures of the applicable policy or contract. A denial shall be subject to appeal by the Participant or 

his legally authorized representative (the “claimant”), in accordance with the procedures established by 

the applicable policy or contract. 

 5.2 Claims Procedures. The Plan Administrator shall make all determinations as to the right 

of any claimant to a benefit under the Plan, provided, however, that to the extent any benefits are 

provided under the terms of a separate plan or plans operated in conjunction with this Plan, the plan 

administrator of such separate plan or plans, or the person designated for that purpose by such plan 

administrator, shall make all determinations as to the right of any claimant to a benefit under such plan 

or plans in accordance with applicable claims procedures established under such plan or plans. The Plan 

Administrator shall make all determinations as to the right of any claimant to a benefit under this Plan in 

accordance with the procedures set forth below: 

(a) All claims for benefits under the Plan shall be made in writing and shall be signed 

by the applicant. Claims shall be submitted to a representative designated by the Plan Administrator and 

hereinafter referred to as the "Claims Coordinator." 

(b) Each claim hereunder shall be acted on and approved or disapproved by the 

Claims Coordinator within 60 days following the receipt by the Claims Coordinator of the information 

necessary to process the claim. 

(c) In the event the Claims Coordinator denies a claim for benefits, in whole or in 

part, the Claims Coordinator shall notify the applicant in writing of the denial of the claim and notify 

such applicant of his right to a review of the Claims Coordinator's decision by the Plan Administrator. 

Such notice by the Claims Coordinator shall also set forth, in a manner calculated to be understood by 

the applicant, the specific reason for such denial, the specific Plan provisions on which the denial is 

based, a description of any additional material or information necessary to perfect the claim, with an 

explanation of why such material or information is necessary, and an explanation of the Plan's claim 

review procedure as set forth in this Article VIII. 

(i) If no action is taken by the Claims Coordinator on an applicant's claim 

within 60 days after receipt by the Claims Coordinator, such application shall be deemed to be denied 

for purposes of the following appeals procedure. 

(ii) Any applicant whose claim for benefits under this Plan is denied in whole 

or in part (such applicant being hereinafter referred to as the "Claimant") may appeal from such denial to 

the Plan Administrator for a review of the decision. Such appeal must be made within six months after 

the Claimant has received written notice of the denial as provided above in Section A(1). An appeal 

must be submitted in writing within such period and must: 

a. Request a review by the Plan Administrator of the claim for 

benefits under the Plan; 
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b. Set forth all of the grounds upon which the Claimant's request for 

review is based and any facts in support thereof; and 

c. Set forth any issues or comments which the Claimant deems 

pertinent to the appeal. 

(d) The Plan Administrator shall regularly review appeals by Claimants. The Plan 

Administrator shall act upon each appeal within 60 days after receipt thereof unless special 

circumstances require an extension of the time for processing the Claimant's request for review. If such 

an extension of time for processing is required, written notice of the extension shall be forwarded to the 

Claimant prior to the commencement of the extension. In no event shall such extension exceed a period 

of 120 days after the request for review is received by the Plan Administrator. 

(e) The Plan Administrator shall make a full and fair review of each appeal and any 

written materials submitted by the Claimant and/or the Employer in connection therewith. The Plan 

Administrator may require the Claimant and/or the Employer to submit such additional facts, documents 

or other evidence as the Plan Administrator in its discretion deems necessary or advisable in making its 

review. The Claimant shall be given the opportunity to review pertinent documents or materials upon 

submission of a written request to the Plan Administrator, provided the Plan Administrator finds the 

requested documents or materials are pertinent to the appeal. 

(f) On the basis of its review, the Plan Administrator shall make an independent 

determination of the Claimant's eligibility for benefits under the Plan. The decision of the Plan 

Administrator on any claim for benefits shall be final and conclusive upon all parties thereto. 

(g) In the event the Plan Administrator denies an appeal, in whole or in part, the Plan 

Administrator shall give written notice of the decision to the Claimant, which notice shall set forth, in a 

manner calculated to be understood by the Claimant, the specific reasons for such denial and which shall 

make specific reference to the pertinent Plan provisions on which the Plan Administrator's decision was 

based. 

5.3 Compliance with Regulations. It is intended that the claims procedure of this Plan be 

administered in accordance with Section 503 of ERISA and the claims procedure regulations of the 

Department of Labor set forth in 29 CFR § 2560.503-1. 
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ARTICLE VI 

COBRA HEALTH CONTINUATION COVERAGE 

 6.1 Participant COBRA Coverage. A Participant has a right to elect Health Continuation 

Coverage under COBRA if Health Coverage under the Plan is lost due to the following two reasons, 

known as “qualifying events”: (a) a reduction in hours of employment or (b) termination of employment 

(for other than gross misconduct). 

If a Participant has the right to Health Continuation Coverage, the Participant or his 

Spouse may elect Health Continuation coverage on behalf of such Participant. 

 6.2 Spouse COBRA Coverage. The Spouse of a Participant has the right to elect Health 

Continuation Coverage under COBRA if Health Coverage under the Plan is lost due to any of the 

following four qualifying events: 

(a) the death of the Participant while employed by the Employer; 

(b) a termination of the Participant's employment (for reasons other than gross 

misconduct) or reduction in the Participant's hours of employment; 

(c) divorce or legal separation from the Participant; or 

(d) entitlement of the Participant to Medicare. 

If the Spouse of a Participant has the right to Health Continuation Coverage, the Spouse or the 

Participant may elect Health Continuation Coverage on behalf of such Spouse. 

 6.3 Dependent Child COBRA Coverage. A dependent child of a Participant has the right to 

elect Health Continuation Coverage under COBRA if Health Coverage under the Plan is lost due to any 

of the following five qualifying events: 

(a) death of the Participant while employed by the Employer; 

(b) a termination of the Participant's employment (for reasons other than gross 

misconduct) or reduction in the Participant's hours of employment; 

(c) divorce or legal separation of the Participant;  

(d) entitlement of the Participant to Medicare; or  

(e) ineligibility for coverage as a “dependent child” under this Plan. 

If the dependent child has the right to Health Continuation Coverage, the dependent child, 

Participant, or the Spouse of a Participant may elect or waive Health Continuation Coverage on behalf 

of such dependent child. 
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 6.4 Required Notification. If a Participant, Spouse, or dependent child experiences any of the 

following qualifying events, the Participant, Spouse, or dependent child (or a family member or legal 

representative) must notify the Plan Administrator of the qualifying event within 60 days of the date of 

the qualifying event: 

(a) divorce or legal separation of the Participant and the Participant's Spouse; or 

(b) ineligibility for coverage as a “dependent child”.  

If the Plan Administrator is not notified within 60 days, the right to Health Continuation 

Coverage under COBRA will be lost. 

 6.5 Notification Requirements. When a Participant, or the Spouse or dependent child of a 

Participant experiences a qualifying event other than the qualifying events listed in Section 6.4, or 

experiences a qualifying event listed in Section 6.4 and notifies the Plan Administrator on a timely basis 

that a qualifying event listed in Section 6.4 has occurred, the Participant and/or Spouse or dependent 

child of a Participant will be notified of the right to elect Health Continuation Coverage. The Participant 

and/or Spouse or dependent child (or a family member or legal representative) will have 60 days from 

the later of the date of the notification about COBRA or the date of loss of coverage to inform the Plan 

Administrator that he or she wishes to elect Health Continuation Coverage. If the Qualified Beneficiary 

does not elect Health Continuation Coverage, Health Coverage under this Plan will end. 

 6.6 Cost of Continuation Coverage. A Qualified Beneficiary who elects Health Continuation 

Coverage shall pay 102 percent (102%) of the full cost to the Plan or the percentage required under 

Section 6.8 below. The first premium payment must be made within 45 days from the date the 

Participant, Spouse, and/or dependent child elects Health Continuation Coverage. The Plan 

Administrator may, however, at its discretion, set the required premium payment at such other 

percentage, provided such agreement is permissible under COBRA and is not otherwise inconsistent 

with the applicable provisions of the Code. 

 6.7 Length of Continuation Coverage. A Qualified Beneficiary may continue Health 

Coverage for 36 months in the event of death, divorce or legal separation, entitlement to Medicare, or 

ineligibility for dependent coverage. A Qualified Beneficiary may continue Health Coverage for 18 

months in the event of termination or reduction in hours of employment. However, the 18-month 

coverage period for covered Spouses and dependent children of the Participant may be extended to 36 

months if another event (death, divorce or legal separation, Medicare entitlement, or ineligibility for 

dependent coverage) occurs during the 18-month period. 

A Participant's entitlement to Medicare will not be a qualifying event for family members if they 

remain covered by the Plan because the Participant still is employed. However, if family members later 

lose Plan coverage due to the Participant's termination or reduction in hours of employment, their Health 

Continuation Coverage period will be 36 months from the date that the Participant previously became 

entitled to Medicare, if that would be longer than the 18 month period measured from the date of the 

Participant's termination or reduction in hours of employment. 

6.8 COBRA Extension for Disabled Individuals. If a Qualified Beneficiary is eligible for 18 

months of Health Continuation Coverage, Health Continuation Coverage for such Qualified Beneficiary, 

and all other Qualified Beneficiaries entitled to Health Continuation Coverage as a result of the same 

qualifying event, may be extended for up to 11 months more if it is determined, under the Social 

Security Act, that the Qualified Beneficiary was disabled on or within 60 days of the date of the 
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Participant's termination or reduction in hours of employment. A Qualified Beneficiary may be charged 

up to 150 percent (150%) of the cost of the Health Coverage from the 19th through the 29th month of 

coverage. To extend Health Continuation Coverage, the Participant, Spouse, and/or dependent child (or 

family member or legal representative) must notify the Plan Administrator of a determination of 

disability within 60 days after the date of determination is made and before the end of the first 18 

months of Health Continuation Coverage. 

6.9 Termination of COBRA Continuation Coverage. A Qualified Beneficiary's Health 

Continuation Coverage may be terminated for any of the following reasons: 

(a) the Employer ceases to provide Health Coverage to all employees; 

(b) the premium for the Qualified Beneficiary's Health Continuation Coverage is not 

paid on a timely basis; 

(c) the Qualified Beneficiary becomes covered under another group health plan 

(“other plan”) and either: (i) the other plan does not contain any exclusion or limitation with respect to 

any preexisting condition of the Qualified Beneficiary, or (ii) the exclusion or limitation in the other 

plan either does not apply to the Qualified Beneficiary or has been satisfied by the Qualified 

Beneficiary, based on applicable law; 

(d) the Qualified Beneficiary becomes entitled to Medicare; 

(e) the maximum period of continuation under this Article VI ends;  

(f) the Qualified Beneficiary extends Health Continuation Coverage for up to 29 

months due to a disability and there has been a final determination that the Qualified Beneficiary is no 

longer disabled. (The Participant, a family member, or a legal representative must notify the Employer's 

Human Resources Office within 30 days of the date of any final determination that the disability has 

ended. Extended Health Coverage will be terminated in the month that begins more than 30 days after 

the date of the final determination that the Qualified Beneficiary is no longer disabled); or 

(g) for cause, if a similarly situated non-Qualified Beneficiary's coverage would be 

terminated on the same basis. 

6.10 Conformance with Applicable Law. The intent of this Article VI is to outline the rules 

for compliance with COBRA and is to be interpreted in all cases in a manner consistent with applicable 

law and regulations promulgated thereunder, and consistent with any change as may be made to such 

law and/or regulations from time to time. 
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ARTICLE VII 

QUALIFIED MEDICAL CHILD SUPPORT ORDERS 

 7.1 Qualified Medical Child Support Order. The Plan shall provide Health Benefits in 

accordance with the applicable requirements of any Qualified Medical Child Support Order which is a 

medical child support order, as defined in Section 609(a)(2)(B) of ERISA, that creates or recognizes the 

existence of an “alternate recipient’s” right to, or assigns to an “alternate recipient” the right to, receive 

Medical Insurance Benefits, Dental Insurance Benefits and Vision Insurance Benefits for which a 

Participant is eligible under the Plan. 

 7.2 Alternate Recipient. The term “alternate recipient” means any child of a Participant who 

is recognized under a medical child support order as having a right to enrollment under the Plan with 

respect to such Participant. 

 7.3 Qualification by Plan Administrator. A medical child support order will not be qualified 

by the Plan Administrator unless it clearly specifies: 

(a) the name and the last known mailing address (if any) of the Participant and the 

name and mailing address of each Alternate Recipient covered by the order; 

(b) a reasonable description of the type of coverage to be provided by the Plan to 

each such Alternate Recipient, or the manner in which such type of coverage is to be determined; 

(c) the period to which such order applies; and 

(d) each plan to which such order applies. 

 7.4 Compliance with Plan. A medical child support order will not be qualified by the Plan 

Administrator unless it does not require the Plan to provide any type or form of benefit, or any option, 

not otherwise provided under the Plan, except to the extent necessary to meet the requirements of a law 

relating to medical child support described in Section 1908 of the Social Security Act (as added by 

Section 13822 of the Omnibus Budget Reconciliation Act of 1993). 

 7.5 Procedural Requirements. In the case of any medical child support order received by the 
Plan: 

(a) the Plan Administrator shall promptly notify the Participant and each “alternate 

recipient” of the receipt of such order and the Plan's procedures for determining whether medical child 

support orders are Qualified Medical Child Support Orders; and 

(b) within a reasonable period after receipt of such order, the Plan Administrator shall 

determine whether such order is a Qualified Medical Child Support Order and notify the Participant and 

each “alternate recipient” of such determination. 

7.6 Administrative Procedures. The Plan Administrator shall establish reasonable 
procedures to determine whether medical child support orders are Qualified Medical Child Support 

Orders and to administer the provision of benefits under such qualified orders. Such procedures: 

(a) shall be in writing; 
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(b) shall provide for the notification of each person specified in a medical child 

support order as eligible to receive benefits under the Plan (at the address included in the medical child 

support order) of such procedures promptly upon receipt by the Plan of the medical child support order; 

and 

(c) shall permit an “alternate recipient” to designate a representative for receipt of 

copies of notices that are sent to the “alternate recipient” with respect to a medical child support order. 

 7.7 Treatment of Alternate Recipients. A person who is an “alternate recipient” under a 

Qualified Medical Child Support Order shall be considered a beneficiary under the Plan for purposes of 

any provision of ERISA and a Participant under the Plan for purposes of the reporting and disclosure 

requirements of Part 1 of Title I of ERISA. 

 7.8 Reimbursements. Any payment for benefits made by the Plan pursuant to a Qualified 

Medical Child Support Order as reimbursement for expenses paid by an “alternate recipient” or an 

“alternate recipient's” custodial parent or legal guardian shall be made to such “alternate recipient” or 

such “alternate recipient's” custodial parent or legal guardian. 

 7.9 Rights of the Plan Administrator. For the purpose of effectuating a Qualified Medical 

Child Support Order, the Plan Administrator shall have the authority, without the Participant's consent, 

to: 

(a) change the Participant's elected coverage options and/or coverage amounts under 

the Health Care Benefits for the Plan Year; and 

(b) establish or modify a Participant's Salary Reduction Agreement to collect any 

additional Premiums required to provide the Medical Insurance Benefits, Dental Insurance Benefits, 

Vision Insurance Benefits, and/or Health Care Flexible Spending Account Benefits coverage mandated 

by the Qualified Medical Child Support Order. 

7.10 Discharge of Liability. The Plan's obligation to the Participant and alternate recipient 

shall be discharged to the extent the Plan Administrator acts in accordance with this Article VII in 

determining whether a medical child support order is qualified. 
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ARTICLE VIII– 

STANDARDS FOR PRIVACY OF INDIVIDUALLY IDENTIFIABLE HEALTH 

INFORMATION 

 8.1 Permitted and Required Uses and Disclosure of PHI. Procedures (to be designated as the 

“PHI Disclosure Procedures”) shall be created, indicating the permitted and required disclosures of PHI. 

 8.2 Requirements for Disclosure of PHI to Plan Sponsor. PHI shall not be disclosed to the 

Company unless and until the Company certifies to the Plan that the Company agrees to the 

requirements of this Section 8.2 concerning protection of such PHI. The requirements of this Section 

8.2 are met only if the Company has agreed to: 

(a) Not use or further disclose the PHI other than as permitted or required by the Plan 

documents or as required by law; 

(b) Ensure that any agents, including a subcontractor, to whom it provides PHI 

received from the group health plan agree to the same restrictions and conditions that apply to the plan 

sponsor with respect to such PHI; 

(c) Not use or disclose the information for employment-related actions and decisions 

or in connection with any other benefit or employee benefit plan of the Company; 

(d) Report to the group health plan any use or disclosure of the PHI that is 

inconsistent with the uses or disclosures provided for of which it becomes aware; 

(e) Make available PHI accordance with § 164.524 of the Regulations of the U.S. 

Department of Health and Human Services (45 CFR Part 164) (relating to access of individuals to PHI); 

(f) Make available PHI for amendment and incorporate any amendments to PHI in 

accordance with § 164.526 of the Regulations of the U.S. Department of Health and Human Services (45 

CFR Part 164) (relating to the right of an individual to have PHI amended in certain situations); 

(g) Make available the PHI required to provide an accounting of disclosures in 

accordance with § 164.528 of the Regulations of the U.S. Department of Health and Human Services 

(45 CFR Part 164) (relating to an individual’s right to receive an accounting of PHI disclosures); 

(h) Make its internal practices, books, and records relating to the use and disclosure 

of PHI received from the Plan available to the Secretary of Health and Human Services, or any other 

officer or employee of Health and Human Services to whom the authority involved has been delegated, 

for purposes of determining compliance by the Plan with the applicable regulations promulgated under 

HIPAA; 

(i) If feasible, return or destroy all PHI received from the Plan that the sponsor still 

maintains in any form and retain no copies of such PHI when no longer needed for the purpose for 

which disclosure was made, except that, if such return or destruction is not feasible, limit further uses 

and disclosures to those purposes that make the return or destruction of the PHI infeasible; and 

(j) Ensure that the adequate separation of the Plan and the Company, as required 

under Section 8.3, below, is established. 
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 8.3 Separation of Plan and Company. Procedures (to be designated as the “HIPAA 

Separation Procedures”) shall be created to: 

(a) Establish the identity of those employees or classes of employees or other persons 

under the control of the Company who are to be given access to PHI (including all individuals who 

receive PHI relating to payment, operations, or other matters pertaining to the Plan in the ordinary 

course of business); 

(b) Restrict the access to and use by such employees and other persons who are 

described or identified in the Separation Procedures as having access to PHI to the plan administration 

functions that the Company performs for the group health plan; and 

(c) Provide an effective mechanism for resolving any issues of noncompliance by 

persons who are described or identified in the Separation Procedures as having access to PHI with the 

provisions of this Article VIII. 

 8.4 Compliance with HIPAA. The provisions of this Article VIII are intended to comply in 

all respects and at all times with the provisions of HIPAA relating to PHI and standards of privacy 

applicable to PHI. Any modifications to the applicable provisions of HIPAA shall be deemed to be 

automatically incorporated into this Article VIII, and in the event of any inconsistency between the 

provisions set forth in this Article VIII and the provisions of HIPAA shall be resolved to the extent 

possible so that the provisions of HIPAA shall be applicable. 
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ARTICLE IX 

PARTICIPATING AFFILIATES 

 9.1 Participation. Any affiliate of the Employer may, with the consent of the Company, 

become a Participating Affiliate by adopting the Plan for the benefit of its Employees. Notwithstanding 

the foregoing, no affiliate may participate with respect to a welfare benefit plan provided hereunder 

which is not fully insured, if such participation would cause the Plan to become an uninsured “multiple 

employer welfare arrangement” as defined in section 3(40) and 514(b)(6)(A)(ii) of ERISA. 

 9.2 Effective Date. The Participating Affiliate and the Employer may, in their sole 

discretion, determine by agreement the date upon which the participation of any Participating Affiliate 

shall take effect. 

 9.3 Administration. Each Participating Affiliate, as a condition of participation, shall 

delegate all of its rights and powers under this Plan to the Plan Administrator or Company, as 

applicable. Notwithstanding the foregoing, such Participating Affiliate has the right to terminate its 

participation in the Plan. 

 9.4 Transfers. In the administration of this Plan, a Participant who has transferred to and/or 

from the Employer and any Participating Affiliate or between Participating Affiliates shall be considered 

as having been employed by his most recent Employer throughout the time he was a Participant. 
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ARTICLE X - 

QUALIFICATION, AMENDMENT AND TERMINATION 

10.1 Qualification. The Plan shall be and remain qualified under Code Sections 105, 106, and 

125, respectively. The Company may authorize any modification or amendments to the Plan, which 

may be retroactive, deemed necessary, or appropriate in its opinion to qualify or maintain the Plan as a 

plan meeting the requirements of Code Sections 105, 106, and 125 of the Code, or any other applicable 

provisions of the Code, and the regulations issued thereunder. 

In order for the Plan to remain a qualified plan pursuant to Code Section 125, nontaxable 

benefits provided to Employees who are classified as Key Employees shall not exceed twenty-five 

percent (25%) of the total nontaxable benefits provided to all Employees. In the event that nontaxable 

benefits to such Key Employees shall exceed twenty-five percent (25%) of the total nontaxable benefits 

provided to all Employees, then such Key Employees receiving benefits shall be treated as though they 

received all available taxable benefits under the Plan. 

If the Plan Administrator determines, before or during any Plan Year, that the Plan may fail to 

satisfy any non-discrimination requirement or any limitation on benefits provided to Key Employees or 

Highly Compensated Employees as applicable under the Code to the Plan, the Plan Administrator shall 

take such action as the Plan Administrator deems appropriate, under the rules uniformly applicable to 

similarly-situated Participants, to assure compliance with such requirement or limitation. Such action 

may include, without limitation, a modification of elections by Highly Compensated Employees or Key 

Employees with or without the consent of such Participants and Employees. 

10.2 Amendment of Plan. Except as otherwise provided herein, the Plan may be amended at 

any time, and from time to time. The Company has sole discretion to amend or modify the Plan, 

provided that any such amendment or modification of the Plan shall not affect a Participant's right to 

benefits covered under the Plan prior to the effective date of the amendment. 

10.3 Termination of Plan. The Company expressly reserves the right to terminate the Plan 

with respect to all Participants and Eligible Employees at any time and for any reason without liability. 

Termination of the Plan shall not affect the right of Participants, or their Spouses, Dependents and 

beneficiaries to reimbursement for covered benefits incurred prior to the effective date of termination of 

the Plan. 

10.4 No Vesting or Contractual Rights to Benefits. No person shall have any contractual right 

to benefits under the Plan which interferes with the amendment of the Plan pursuant to Section 10.2 or 

termination of the Plan pursuant to Section 10.3. Neither the Employer nor the Company make any 

promise to continue the Plan or any Benefits under the Plan in the future and rights to future benefits do 

not vest. 
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ARTICLE XI 

ADMINISTRATION OF PLAN 

11.1 Duties and Authority of Plan Administrator. The Plan shall be administered by the 

Company, or by such person as may be appointed by the Company to act as the administrator for the 

Plan (such person or the Company, in its role as administrator of the Plan, is referred to herein as the 

"Plan Administrator"). The Plan Administrator shall have the responsibility to see that the Plan is 

operated in accordance with the provisions of the Plan document for the exclusive benefit of those 

persons eligible to participate in the Plan. The Plan Administrator shall be the named plan fiduciary of 

the Plan for purposes of Section 402(a)(1) of the Employee Retirement Security Act of 1974, as 

amended ("ERISA"). The Plan Administrator shall have the authority to interpret any provisions of the 

Plan and shall have the power to administer the Plan and to take any and all actions as may be 

appropriate with respect to the Plan, including, but not limited to, the following: 

(a) Decide all questions concerning the Plan and the eligibility of any person to 

participate in the Plan; 

(b) Make and enforce such rules and regulations as it deems necessary or proper for 

the efficient administration of the Plan, including the establishment of any claims procedures that may 

be required by applicable provisions of law; 

(c) Interpret the Plan in good faith, in which event the Plan Administrator's 

interpretations shall be treated as final and conclusive; and 

(d) Appoint or engage such persons whose services may be necessary or appropriate 

to the proper administration of the Plan and to allocate or delegate its responsibilities as Plan 

Administrator to other persons. 

In administering the Plan, the Plan Administrator shall ensure that no discretionary actions taken 

by it shall have the effect of causing the Plan to be operated in a discriminatory manner, and that any 

administrative rules or procedures as may be established by the Plan Administrator shall be fashioned 

and applied in a uniform manner causing similarly situated individuals to be treated in substantially the 

same manner. 

11.2 Plan Records and Documents. The Plan Administrator shall make copies of the Plan 

description, the latest annual report and any other instruments under which the Plan is established or 

operated, available for examination by any Participant or beneficiary upon such person's request at 

reasonable times during normal business hours at the principal place of business of the Plan 

Administrator or at such other locations as may be appropriate or required under applicable regulations 

promulgated by the Department of Labor. 

11.3 Reliance. The Plan Administrator shall be entitled, to the extent permitted by law, to rely 

conclusively on any tables, valuations, certificates, opinions, or reports furnished by, or in accordance 

with the instructions of, Plan benefit insurers or providers, or by accountants, counsel, or other experts 

employed or engaged by the Plan Administrator or the Company, unless the Plan Administrator knows 

or has reason to know that such documents or information is not correct. 



 

 PHL:5875916.1/1-102007 - 24 - 

11.4 Indemnification. The Company agrees to indemnify and defend, to the fullest extent 

permitted by law, any employee appointed to serve as the Plan Administrator or designated as a 

fiduciary with respect to the Plan against all liabilities, damages, costs, and expenses (including attorney 

fees and amounts paid in settlement of any claims approved by the Company) resulting from any act, or 

omission to act, in connection with the Plan provided such act or omission was made in good faith. 

11.5 Expenses. The Plan Administrator's expenses, including the fees and costs of any service 

providers engaged to provide services to the Plan, shall be paid by the Company. 

11.6 Reports. The Plan Administrator shall file or arrange to have filed all annual reports, 

forms, notices, and other reports and documents required by law, and shall provide or arrange to provide 

all notices and statements required by law to be made to employees and beneficiaries. 
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ARTICLE XII 

MISCELLANEOUS 

12.1 Source of Payments. All benefits paid under the Plan shall be paid from the general 

assets of the Company. No Employee shall have any rights to benefits under the Plan other than the 

unsecured right to receive payments due under the Plan. The Company shall not be obligated to set 

aside, earmark, or escrow any funds or assets to satisfy any obligation imposed upon it by the Plan. If 

the Plan Administrator is a person or committee rather than the Company, such Plan Administrator shall 

not be personally liable for the payment of any benefits under the Plan. 

12.2 Nonalienation. Except to the extent required by law, the interest of Participants and their 

beneficiaries under the Plan are not subject to the claims of their creditors and may not be voluntarily or 

involuntarily sold, transferred, alienated, assigned, or encumbered, except as may be required to comply 

with the terms of a Qualified Medical Child Support Order. The Company shall in no event be liable 

for, or subject to, the debts, contracts, liabilities, or torts of any person entitled to or claiming benefits 

under the Plan. 

12.3 Information to Be Furnished. Participants shall provide the Company and Plan 

Administrator with such information and evidence, and shall sign such documents as may be reasonably 

requested from time to time for the purpose of administration of the Plan. 

12.4 Governing Law. The provisions of the Plan shall be construed, administered, and 

enforced in accordance with the laws of the State of New Jersey other than its laws respecting choice of 

law, to the extent not preempted by federal law. 

12.5 Construction. The provisions of the Plan shall be interpreted and construed in accordance 

with the requirements of the Code and ERISA. 

12.6 No Guarantee of Tax Consequences. Neither the Plan Administrator nor the Company 

makes any commitment or guarantee that any amounts paid to or for the benefit of a Participant under 

the Plan will be excludable from the Participant's gross income for federal or state income tax purposes. 

It shall be the obligation of each Participant to determine whether any payment or benefit is excludable 

under the Participant's gross income and to notify the Company if the Participant has reason to believe 

that any such payment is not so excludable. 

12.7 Severability. If any provision of the Plan is held illegal or invalid for any reason, such 

illegality or invalidity shall not effect the remaining provisions of the Plan, and the Plan shall be 

construed and enforced as if such illegal or invalid provision had never been set forth in the Plan. 

12.8 No Expansion of Employment Rights. The adoption of the Plan and the payment of any 

benefit shall not be construed as granting to any Participant or other person any continuing right to be 

employed, or any other right or benefit in connection with employment or any legal or equitable right 

against the Plan Administrator or Company. Nothing in the Plan shall be construed to limit the 

Company's right to discharge any Employee with or without cause. 

12.9 Gender and Number. As used in the Plan, and unless otherwise plainly required by the 

context, any genders may be construed to include all genders, and the singular or plural may be 

construed top include the plural or singular, respectively. 
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IN WITNESS WHEREOF, and as evidence of the adoption of this Plan by the Company, this 

Plan is hereby executed this _________ day of ______________ , 20____. 

BY: 

DATE: 
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Somerset County Vocational and Technical Schools 

Schedule A 

OPT-OUT BENEFIT FOR: 

Principals and Supervisors Association 

And 

The Somerset County Vocational & Technical Education Association 

Effective July 1, 2009, upon an employee electing to completely opt out of medical insurance coverage 

when the employee previously had family, husband and wife, parent and child or single coverage, the 

Board will pay the employee the following sums: 

$4,000.00 each full year that opt-out election from family coverage is maintained 

$3,000.00 each full year that opt-out election from husband and wife coverage is maintained 

$2,000.00 each full year that opt-out election from parent and child coverage is maintained 

$1,000.00 each full year that opt-out election from single coverage is maintained 

The aforesaid payments are to made to the employee pro-rated on a per pay basis and the execution of a 

contract to reimburse the board if the employee is re-enrolled in single, family, husband and wife or 

parent and child coverage before the expiration of the elected year. 


	2010 bd mtg
	agenda dec 2010
	field trips
	prof devel
	a_4_1
	a_4_2
	bill_list
	sys

	budget_report
	bucekstu
	cristaldo



