1091001098200

» CONEXIS Date: 5/24/2016
\ P.O. Box 223684 Form:  CLC02-CXTEN

/ .
Dallas, TX 75222-3684 Doc ID:
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To
]
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Election Deadline: 7/26/2016 fDate of Coverage Loss: 5/22/2016
Qualifying Event: Termination +COBRA Coverage Start Date if Elected: 5/23/2016

g

This notice has important information about your rights to continue your health coverage in the UNIVERSITY OF AKRON (THE) group
health plan ("Plan") under the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended (COBRA), as well as other health
coverage options that may be available to you, including coverage through the Health Insurance Marketplace ('""Marketplace') at
www.healthcare.gov or call 1-800-318-2596. You may be able to get coverage through the Marketplace that costs less than COBRA
continuation coverage. More information regarding the Marketplace is provided at the end of this notice.

Please read the information in this notice very carefully before you make your decision and keep it for your records. This notice applies equally to
each qualified beneficiary identified in this notice. If you choose to elect COBRA continuation coverage, you should use the COBRA Coverage
Election Form provided later in this notice.

CONEXIS has been retained by UNIVERSITY OF AKRON (THE) to notify you, your covered spouse, and/or your covered dependent children
("Qualified Beneficiaries") of your rights to a temporary extension of group health plan coverage ("COBRA coverage") at group rates after certain
events ("qualifying events") that would otherwise cause you to lose coverage under the Plan. NOTE: Notices are sent to the last known address on
file with your plan sponsor. It is your obligation to notify UNIVERSITY OF AKRON (THE) in writing if there are any Qualified Beneficiaries
who reside at a different address. Otherwise they may not receive notice of their rights and obligations under COBRA.

You are receiving this notice because your coverage under the Plan will end as of 05/22/2016 due to the qualifying event designated above.

Instead of enrolling in COBRA coverage, there may be other more affordable coverage options for you and your family through the Marketplace,
Medicaid, or other group health plan coverage options (such as a spouse's plan) through what is called a "special enrollment period." Some of
these options may cost less than COBRA coverage.

You should compare your other coverage options with COBRA coverage and choose the coverage that is best for you. For example, if you move
to other coverage you may pay more out of pocket than you would under COBRA because the new coverage may impose a new deductible.

When you lose job-based health coverage, it's important that you choose carefully between COBRA coverage and other coverage options, because
once you've made your choice, it can be difficult or impossible to switch to another coverage option. Also, if you elect coverage through the
Marketplace, you may experience a gap in coverage between the date you lose coverage under the group health plan and the date coverage through
the Marketplace begins (whereas you will not experience a gap if you elect and pay for COBRA continuation coverage).

If you choose to elect COBRA coverage, you do not have to send any premium payment(s) with the COBRA Coverage Election Form. Additional
information about payment will be provided to you after you make your election.

Premium payments are considered paid on the date you mail them (as evidenced by your postmark date). If your premium payment is made by
check, and your check is returned because of insufficient funds, your premium is treated as unpaid. You must make full payment within the required
time period, including a grace period, to prevent cancellation. If you submit any premium payment after the required postmark date, or if you
submit any premium payment and you are otherwise ineligible for coverage, these payments will be refunded to you. Acceptance of premium
payments by CONEXIS is not an indication that coverage is in force. If your coverage is canceled for non-payment of premium, you cannot
reinstate it.

Important additional information about COBRA coverage and other health coverage alternatives (such as coverage through the Marketplace, which
may cost less than Cobra coverage) is included in the pages following the COBRA Coverage Election Form (see "IMPORTANT INFORMATION:



COBRA Coverage Rights and Other Health Coverage Alternatives" [below]).
Questions concerning your Plan should be addressed to UNIVERSITY OF AKRON (THE).

If you have any questions about this notice or need further information about your rights to elect COBRA coverage, please contact CONEXIS at
888-678-4881.

If you would like to speak to a licensed benefits advisor to help you understand all of your coverage options, please call Simply Covered at
877-470-3996 or visit www.SimplyCovered.com.

FSee below for individual plan termination dates
1See below for individual plan continuation start dates
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COBRA COVERAGE ELECTION FORM INSTRUCTIONS

Please read the important information about your rights included in the pages following the COBRA Coverage Election Form (see
"IMPORTANT INFORMATION: COBRA Coverage Rights and Other Health Coverage Alternatives') for more information on your
rights and obligations under COBRA.

If you choose to elect COBRA coverage, please complete the attached COBRA Coverage Election Form and mail the completed COBRA
Coverage Election Form by United States Postal Service ("USPS") to CONEXIS at P.O. Box 223684 Dallas, TX 75222-3684. You may also fax
the completed COBRA Coverage Election Form to 877-775-9399.

IF YOU WANT TO ELECT ONLINE: If you wish to elect online, you can complete your enrollment on our website at
mybenefits.wageworks.com. You will need to provide your name, date of birth, valid e-mail address, and Social Security number or your
designated CONEXIS account number to register for a CONEXIS "user name." The information you provide in connection with your online
enrollment is kept confidential in accordance with CONEXIS' privacy policy, which you can find at mybenefits.wageworks.com.

Oral elections will not be accepted. Elections must be made in accordance with these COBRA Coverage Election Form Instructions.

Your election must be made on or before the Election Deadline identified on the first page of the notice, which is 7/26/2016. If you mail your
election to CONEXIS, your completed COBRA Coverage Election Form must be postmarked by the USPS on or before 7/26/2016. If CONEXIS
does not receive the COBRA Coverage Election Form, you will be responsible for proving that you mailed the election form by the Election
Deadline. You may follow up with CONEXIS several days after you have mailed the form to ensure that CONEXIS received it. If you elect
COBRA coverage online, you must make your election at the website specified above and successfully submitted in accordance with the online
instructions on or before 7/26/2016.

If you do not mail or electronically submit a completed COBRA Coverage Election Form by the Election Deadline shown above, you will lose
your right to elect COBRA coverage. If you reject your right to COBRA coverage before the Election Deadline, you may change your mind by
submitting a completed COBRA Coverage Election Form in accordance with the instructions above before the original Election Deadline, which is
7/26/2016. However, if you reject your COBRA rights and then later revoke that waiver, the Plan is permitted to start your COBRA coverage on
the date that the revocation of your waiver of COBRA is made, instead of the qualifying event date, which means you would have a gap in
coverage.



COBRA COVERAGE ELECTION FORM

Participant Name: _ Election Deadline: 7/26/2016
Employer: UNIVERSITY OF AKRON (THE) Account Number
Form Number: CLCO02 Document ID:

Section Al.1. Group Health Plan Component(s)

Check the box next to the monthly cost of the group health plan components(s) you are selecting. Please note that you may not obtain coverage
above what you had on the day you lost coverage.

Date of Group Health COBRA Coverage
Coverage Component Start Date if
Loss Electing*

Dental - * DELTA DENTAL OF OHIO - PPO A- DD01 05/22/2016 05/23/2016

HA

Individual Only

[ swss

Medical - * SUMMACARE - PPO 90% GOLD A- SCP1 05/22/2016 05/23/2016

MA

Individual Only
D $667.08

*Unless you affirmatively waive coverage and then later revoke that coverage.

Section B. Participant Information

Please verify our records are accurate and make changes as necessary. You MUST select the plan type for each individual identified below that you
intend to cover. You may not decline coverage for a qualified beneficiary spouse or an adult dependent child but you may elect coverage for any
other qualified beneficiary. If you need additional COBRA Coverage Election Forms, please contact CONEXIS at 888-678-4881 or through the
Message Center tab at mybenefits.wageworks.com.

Participant Name Relationship Birth Date Gender

Self - M

Dental Medical

O

Section C. Medicare Entitlement

Is the covered employee enrolled in Medicare Part A, Part B, or both? Yes D No D

If yes, please provide the enrollment date, as shown on the Medicare card:

Applicant's Authorization and Agreement

By my signature below:

. I elect the COBRA continuation coverage checked above in Section Al under the UNIVERSITY OF AKRON (THE) group health plan;

. I understand that any COBRA election I make above is deemed to include an election for all other qualified beneficiaries identified
above except as specified otherwise above; and

. I verify that I have read and understood the information provided to me in this COBRA Coverage Election Notice, COBRA Coverage Election
Form, and "IMPORTANT INFORMATION: COBRA Coverage Rights and Other Health Coverage Alternatives" enclosure.

Applicant's Signature: Date:
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IMPORTANT INFORMATION: COBRA COVERAGE RIGHTS
AND OTHER HEALTH COVERAGE ALTERNATIVES

COBRA COVERAGE

COBRA coverage is a continuation of Plan coverage when coverage would otherwise end because of a qualifying event (described below). After a
qualifying event occurs and any required notice of that event is properly provided to the Plan Administrator, COBRA coverage must be offered to
individuals who lose Plan coverage and are qualified beneficiaries.

A qualified beneficiary is any of the following who is covered under the Plan on the day before a qualifying event: (1) the employee or former
employee (“covered employee”), (2) the employee’s spouse (“covered spouse”), and/or (3) a “child” of the employee, as defined by the Plan
(“covered dependent child”). In addition, a child born to, adopted by, or placed for adoption with a covered employee during a period of the
covered employee's COBRA coverage is considered a qualified beneficiary to the extent that such child is enrolled in accordance with the terms of
the Plan. A child of the covered employee receiving benefits pursuant to a qualified medical child support order (QMCSO), to the extent that such
child is enrolled in accordance with the terms of the Plan, is entitled to the same rights to elect COBRA coverage as any other covered dependent
child.

COBRA coverage is generally the same coverage provided under the Plan to similarly situated active individuals who are not on COBRA. Each
qualified beneficiary who elects COBRA coverage will have the same rights under the Plan as other similarly situated non-COBRA participants
covered under the group health plan component(s) of the Plan elected by the qualified beneficiary, including annual enrollment and special
enrollment rights.

COBRA (and the description of COBRA coverage contained in this notice) generally applies only to the group health plan benefits offered under the
Plan and not to any other benefits (e.g., life insurance, disability insurance).

QUALIFYING EVENTS

For covered employees, you may elect COBRA coverage if you lose coverage under the Plan because of either one of the following qualifying
events: (1) your hours of employment are reduced; or (2) your employment ends for any reason (other than gross misconduct on your part).

For the covered spouse, you may elect COBRA coverage if you lose coverage under the Plan because of any of the following qualifying events: (1)
the covered employee’s hours of employment are reduced; (2) the covered employee’s employment ends for any reason (other than his or her gross
misconduct); (3) the covered employee dies; (4) the covered employee becomes entitled to Medicare benefits under Part A, Part B, or both; or (5)
you and the covered employee divorce or legally separate. Also, if the covered spouse’s coverage is reduced or dropped by the covered employee in
anticipation of a divorce or legal separation, and a divorce or legal separation later occurs, then the divorce or legal separation may be considered a
qualifying event for the spouse even though the coverage was canceled or reduced before the divorce or legal separation. If the ex-spouse notifies
the Plan Administrator within 60 days after the divorce and the Plan Administrator determines, at its sole discretion based on the applicable facts
and circumstances, that the coverage was dropped in anticipation of the divorce, then COBRA coverage may be available beginning with the date of
the divorce (if properly elected).

For a covered dependent child, you may elect COBRA coverage if you lose coverage under the Plan because of any of the following qualifying
events: (1) the covered employee’s hours of employment are reduced; (2) the covered employee’s employment ends for any reason (other than his or
her gross misconduct); (3) the covered employee dies; (4) the covered employee becomes entitled to Medicare benefits under Part A, Part B, or
both; (5) the covered employee and his or her spouse divorce or legally separate; or (6) you cease to be eligible for coverage under the Plan as a
dependent.

You also have a right to elect COBRA coverage if you are covered under the Plan as a retired employee, a covered spouse of a retired employee, the
surviving spouse of a retired employee, or a covered dependent child of a retired employee, and lose retiree coverage within one year before or after
the commencement of proceedings under Title 11 (bankruptcy), United States Code.

ELECTING COBRA COVERAGE

To elect COBRA coverage, you must complete the COBRA Coverage Election Form and submit it to CONEXIS according to the instructions
included with the COBRA Coverage Election Form by the date specified on the COBRA Coverage Election Form. Failure to do so will result in a
loss of the right to elect COBRA coverage under the Plan. It is recommended that you retain a copy of your COBRA coverage election and any
documentation substantiating your submission for your records. Each qualified beneficiary has an independent right to make a COBRA election.
That means that a covered employee and a covered spouse (if the spouse is a qualified beneficiary) may elect COBRA coverage on behalf of all the
qualified beneficiaries, and parents may elect COBRA coverage on behalf of their children. However, a covered employee may not decline COBRA
coverage for a covered spouse or an adult covered dependent child (if the spouse or adult covered dependent child is a qualified beneficiary). If the
covered employee does not elect coverage for the qualified beneficiary spouse, the qualified beneficiary spouse may elect COBRA coverage
separately on behalf of the covered spouse and all other qualified beneficiaries. In addition, the parent or legal guardian of a minor covered
dependent child who is a qualified beneficiary may elect coverage on behalf of the minor child.

Additional information about the group health plan component(s) of the Plan is available in the Plan’s summary plan description (SPD). If you do
not have a copy of the SPD, you may obtain one from the Plan Administrator of your group health plan.

Qualified beneficiaries who are entitled to elect COBRA coverage may do so even if they have other group health plan coverage or are entitled to
Medicare benefits (under Part A, Part B, or both) on or before the date on which COBRA coverage is elected. However, a qualified beneficiary’s
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COBRA coverage may terminate if, after electing COBRA coverage, he or she becomes entitled to Medicare benefits (under Part A, Part B, or both)
or covered under other group health plan coverage (see “Duration of COBRA Coverage” below for more information on when COBRA coverage
ends).

When considering whether to elect COBRA coverage, you should consider that you may have special enrollment rights under federal law. You have
the right to request special enrollment in another group health plan for which you are otherwise eligible (such as a plan sponsored by your spouse’s
employer) within 30 days after your group health coverage under the Plan ends because of the qualifying event listed above. You will also have the
same special enrollment right after you exhaust the maximum COBRA coverage period available to you.

DURATION OF COBRA COVERAGE

The maximum COBRA period is generally measured from the date of the qualifying event, even if coverage is not immediately lost (unless stated
otherwise in your SPD). COBRA coverage begins on the day following the date that coverage under the Plan is lost because of the qualifying event.

In the case of a loss of coverage due to the covered employee’s termination of employment or reduction in hours of the covered employee’s
employment, coverage may generally last for up to 18 months.

When the qualifying event is the covered employee’s termination of employment or reduction in hours of the covered employee’s employment, and
the employee became entitled to Medicare benefits (under Part A, Part B, or both) less than 18 months before the qualifying event, COBRA
coverage for qualified beneficiaries (other than the employee) who lose coverage as a result of the termination of employment or reduction in hours
qualifying event can last up to 36 months after the date of Medicare entitlement. For example, if a covered employee becomes entitled to Medicare
8 months before the date on which her employment terminates, COBRA coverage for her spouse and children who lost coverage as a result of her
termination of employment can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date of the
qualifying event (36 months minus 8 months). If you were already entitled to Medicare before electing COBRA, please notify CONEXIS of the date
of your Medicare entitlement according to CONEXIS notice procedures (see “Notice Procedures for Qualified Beneficiaries” [below]).

In the case of a loss of coverage due to the death of the employee, the covered employee’s divorce or legal separation, the covered employee’s
becoming enrolled in Medicare benefits (under Part A, Part B, or both), or a covered child losing eligibility as a child under the terms of the Plan,
COBRA coverage may last for up to 36 months (provided that timely notice of the qualifying event was provided in accordance with the Plan’s
notice procedures).

COBRA coverage under a Health FSA may only last through the end of the plan year in which the qualifying event occurs (unless stated otherwise
in the group health plan SPD). This coverage may not be extended beyond the end of the plan year (see “Special Health FSA Rule” [below]), except
for a grace period applicable to the plan year.

The COBRA periods described above are maximum coverage periods. The law provides that COBRA coverage may be terminated prior to the end
of the maximum coverage periods described in this notice for any of the following reasons: (1) the employer/former employer no longer provides
any group health coverage to any of its employees; (2) the premium for COBRA coverage is not paid in a timely manner; (3) you first become, after
electing COBRA coverage, covered under any other group health plan (as a covered employee or otherwise); (4) you first become, after electing
COBRA coverage, entitled to Medicare benefits (under Part A, Part B, or both); or (5) during a disability extension period (see “Disability
Extension of COBRA Coverage” [below]), the disabled qualified beneficiary is determined by the Social Security Administration to be no longer
disabled (COBRA coverage for all qualified beneficiaries, not just the disabled qualified beneficiary, will terminate). COBRA coverage may also be
terminated for any reason the Plan would terminate coverage of a participant or beneficiary not receiving COBRA coverage (such as fraud).

You must notify CONEXIS in writing as soon as possible within 30 days if, after electing COBRA coverage, a qualified beneficiary becomes
covered under other group health plan coverage or becomes enrolled in Medicare benefits (under Part A, Part B, or both) according to CONEXIS
notice procedures (see “Notice Procedures for Qualified Beneficiaries” [below]).

SPECIAL HEALTH FSA RULE

If you have coverage under a Health FSA that is an excepted benefit (as defined by HIPAA’s portability rules), you may only continue coverage
through the end of the plan year in which the qualifying event occurs (unless stated otherwise in the group health plan SPD), except for a grace
period applicable to the plan year.

Moreover, only those who have “underspent” their account as of the date of the qualifying event may elect Health FSA coverage. A qualified
beneficiary has an “underspent” account if the account balance at the time of the qualifying event is equal to or more than the amount of the
premiums for Health FSA COBRA coverage that will be charged for the remainder of the plan year. COBRA coverage will consist of the Health
FSA coverage in force at the time of the qualifying event (that is, the elected annual limit reduced by reimbursable claims submitted up to the time of
the qualifying event). The “use-it-or-lose-it” rule will continue to apply, so any unused amounts will be forfeited at the end of the plan year, and
COBRA coverage will terminate at the end of the plan year (unless stated otherwise in the group health plan SPD), subject to any applicable grace
period attributable to the plan year.

SPECIAL RULES FOR LEAVES OF ABSENCE DUE TO SERVICES IN THE UNIFORMED SERVICES

If a covered employee takes a leave of absence to perform services in the Uniformed Services (as addressed in the Uniformed Services Employment
and Reemployment Act [USERRAY]) that is expected to last 31 days or more, the covered employee may be able to continue health coverage for the
employee and any covered dependents until the earlier of 24 months from the date the leave began or the date that the employee fails to return to or
apply for work as required under USERRA. The cost to continue this coverage during periods of 31 days or more is 102 percent of the applicable
premium. The USERRA continuation period will run concurrent with the COBRA period described herein, unless specified otherwise in the SPD.
The rights described in this notice apply only to the COBRA continuation period. Notwithstanding anything to the contrary in this notice,



continuation of coverage under a military leave of absence covered under USERRA will be administered in accordance with the requirements of
USERRA.

EXTENDING THE DURATION OF COBRA COVERAGE

If you elect COBRA coverage resulting from a covered employee’s termination of employment or reduction in hours of the covered employee’s
employment, an extension of the maximum period of coverage may be available if a qualified beneficiary is disabled or a second qualifying event
occurs. You must notify CONEXIS of a disability or a second qualifying event in order to extend the period of COBRA coverage. Failure to
provide notice of a disability or second qualifying event may eliminate the right to extend the period of COBRA coverage. The determination is at
the sole discretion of the Plan Administrator. (The period of COBRA coverage under a Health FSA cannot be extended [unless stated otherwise in
the group health plan SPD].)

DISABILITY EXTENSION OF COBRA COVERAGE

If you or any qualified beneficiary in your family is determined by the Social Security Administration to be disabled under Title II or XVI of the
Social Security Act, the maximum COBRA coverage period that results from a covered employee’s termination of employment or reduction in hours
of the covered employee’s employment (generally 18 months, as described above) may be extended for an additional 11 months of COBRA
coverage (for a total of 29 months). This disability must have started at some time prior to or within the first 60 days of the COBRA continuation
period arising from a qualifying event that is a termination of employment or reduction in hours of employment and must last at least until the end of
the period of COBRA coverage that would otherwise be available without the disability extension (generally 18 months, as described above).

While the Social Security Administration offices in each state vary and do not always provide the same “Social Security Administration Retirement,
Survivors and Disability Insurance Notice of Award” letter, many such award letters list this disability start date under the heading “The Date You
Became Disabled.” For example, if you receive a Social Security Administration award letter that reads, “We found that you became disabled under
our rules on January 15, 2002,” the disability start date for this purpose would be January 15, 2002.

Each qualified beneficiary in your family who has elected COBRA coverage due to the same qualifying event as the disabled qualified beneficiary
will be entitled to the disability extension if one of them qualifies.

The disability extension is available only if you notify CONEXIS according to CONEXIS notice procedures (see “Notice Procedures for Qualified
Beneficiaries” [below]) of the Social Security Administration’s determination of disability within 60 days after the latest of: (1) the date of the
determination of disability by the Social Security Administration; (2) the date of the qualifying event that is the covered employee’s termination of
employment or reduction in hours of the covered employee’s employment; or (3) the date on which the qualified beneficiary loses (or would lose)
coverage under the terms of the plan as a result of the covered employee’s termination of employment or reduction in hours of the covered
employee’s employment. In addition, you must also provide notice of the Social Security Administration’s determination of disability prior to the
end of the 18-month continuation period (regardless of when the 60-day period would otherwise end).

If these procedures are not followed or if the notice is not provided during the applicable notice period, then you may be determined to be ineligible
to receive the disability extension of COBRA coverage. This determination is at the sole discretion of the Plan Administrator.

If the qualified beneficiary is determined by the Social Security Administration to no longer be disabled, you must notify CONEXIS of that fact as
soon as possible but no later than 30 days after the Social Security Administration’s final determination according to CONEXIS notice procedures
(see “Notice Procedures for Qualified Beneficiaries” [below]). If COBRA coverage is extended due solely to the disability, extended COBRA
coverage will cease on the first day of the month that begins more than 30 days after the Social Security Administration’s notice that the qualified
beneficiary is no longer disabled or the end of the maximum COBRA period, whichever is earlier.

SECOND QUALIFYING EVENT EXTENSION OF COBRA COVERAGE

If a qualified beneficiary who is a covered spouse or covered dependent child experiences another qualifying event during the first 18 months of
COBRA coverage (because of the covered employee’s termination of employment or reduction in hours of the covered employee’s employment) or
during an 11-month disability extension period (see “Disability Extension of COBRA Coverage” [above]), this qualified beneficiary receiving
COBRA coverage may receive up to 18 additional months of COBRA coverage (for a total of 36 months), if notice of the second qualifying event is
provided in accordance with CONEXIS notice procedures (see “Notice Procedures for Qualified Beneficiaries” [below])

This extension may be available to the covered spouse and any covered dependent children receiving COBRA coverage if the employee/former
employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or gets divorced or legally separated, or if the covered
dependent child stops being eligible under the Plan as a “dependent child,” but only if the event would have caused the spouse or dependent child to
lose coverage under the Plan had the first qualifying event not occurred. (A second event will be a “second qualifying event” for COBRA purposes
only to the extent that it would have caused the qualified beneficiary to lose coverage under the Plan had it been the initial qualifying event.)

This second qualifying event extension is available only if you notify CONEXIS according to CONEXIS’ notice procedures (see “Notice Procedures
for Qualified Beneficiaries” below) of the second qualifying event within 60 days after the date of the second qualifying event occurs.

If you do not follow CONEXIS notice procedures, then you will not be eligible for the extension of coverage.

COST OF COBRA COVERAGE

Generally, each qualified beneficiary is required to pay the entire cost of COBRA coverage. The amount a qualified beneficiary may be required to
pay may not exceed 102 percent (or, in the case of an extension of COBRA coverage due to a disability, 150 percent) of the cost to the group health
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plan (including both employer and employee contributions) for coverage of a similarly situated plan participant or beneficiary who is not receiving
COBRA coverage. The current required monthly payment for each group health plan component of the Plan under which you are entitled to elect
COBRA coverage is shown on the COBRA Coverage Election Form. Note that these amounts are subject to change in the future in accordance
with the Plan's provisions and will most likely be higher than they are now.

TRADE ADJUSTMENT ASSISTANCE

The Trade Act of 2002 created the Health Coverage Tax Credit (HCTC) for certain individuals who become eligible for trade adjustment assistance
and for certain retired individuals who are receiving pension payments from the Pension Benefit Guaranty Corporation (PBGC) (“Eligible
Individuals”). The HCTC expired on January 1, 2014, but was retroactively reinstated and modified by the Trade Adjustment Assistance
Reauthorization Act of 2015 for coverage periods beginning before January 1, 2020. Under these tax provisions, Eligible Individuals can either take
a tax credit or get advance payment of 72.5 percent of premiums paid for qualified health insurance, including COBRA continuation coverage. For
more information, visit www.irs.gov/HCTC.

PAYING FOR COBRA COVERAGE

INITIAL PREMIUM PAYMENT

You must make your initial payment for COBRA coverage no later than 45 days after the date of your election. The "date of your election" is the
date on which your completed COBRA Coverage Election Form is postmarked by the USPS, if mailed, or the date on which your COBRA
election is successfully submitted electronically if made at the website specified above. If you do not make your first payment for COBRA
coverage in full no later than 45 days after the date of your election, you will lose all COBRA rights under the Plan.

Your initial premium payment must cover the cost of COBRA coverage from the time your coverage under the Plan would have otherwise
terminated up through the end of the month preceding the month in which your payment is made. For example, a June 1 election, based on an
April 30 qualifying event and loss of coverage under the Plan, would require an initial premium payment equaling the premiums for May and
June and is due on or before July 15, the 45th day after the COBRA coverage election. You are responsible for ensuring that the amount of your
initial payment is enough to cover this entire period. You may contact CONEXIS to confirm the correct amount of your initial premium payment.

Claims for benefits may not be processed and paid until after you have elected COBRA coverage and paid required premiums.

MONTHLY PREMIUM PAYMENTS

After you make your initial premium payment for COBRA coverage, you will be required to make monthly payments for each COBRA coverage
period that follows. The amount due for each coverage period for each qualified beneficiary is shown on the COBRA Coverage Election Form.
The periodic payments can be made on a monthly basis. Under the Plan, each of these periodic payments for COBRA coverage is due on the first
day of the month for that coverage period. You may receive a courtesy monthly invoice within two weeks of your COBRA coverage election.
You may also receive courtesy monthly invoices for each subsequent period thereafter, assuming your COBRA coverage has not been canceled.
However, you are responsible for paying the full premium on time even if you do not receive an invoice.

GRACE PERIODS FOR MONTHLY PREMIUM PAYMENTS

Although monthly payments are due on the first day of each month of COBRA coverage, you will be given a grace period of 30 days after the
first day of the month to make each monthly payment. You will receive COBRA coverage for each coverage period as long as payment for that
coverage period is made before the end of the grace period.

IMPORTANT: If you pay a monthly payment later than the first day of the month to which it applies, but before the end of the grace
period for the month, your coverage under the Plan may be suspended as of the first day of the month and then retroactively reinstated
(going back to the first day of the month) when the monthly payment is received. This means that any claims for benefits you submit for
benefits while coverage is suspended may not be processed and paid until after you have timely paid the full premium. CONEXIS will not
request an update of eligibility for any qualified beneficiary until the monthly premium due is received and applied. Depending upon the
timing of receipt of a premium payment, it may take several days to process and update eligibility with the insurance carrier.

If you fail to make a monthly payment before the end of the grace period for that month, you will lose all rights to COBRA coverage under the Plan
and your coverage will end as of the last day of the last month for which you made a full and timely premium payment.

Your courtesy monthly invoices will provide a remittance address and indicate the amount owed and due date. This invoice should be signed,
detached, and enclosed with each month’s premium payment. If mailed, your payment is considered to have been made on the date that it is USPS
postmarked provided that it is ultimately received by CONEXIS. CONEXIS is a third-party administrator and is not engaged in the provision of
health care benefits. Any deposit of a payment by CONEXIS prior to return of such money will not constitute an acceptance of the premium
payment. Depending on the timing of receipt of payment and scheduled communication updates, it may take several days to update eligibility with
your group health insurance carrier(s). Waiting until the end of the grace period to make your payment could also put you at risk of not having
sufficient time to correct errors. You will not be considered to have made any payment if your payment is returned due to insufficient funds or if
there is otherwise a discrepancy with your payment (e.g., funds are not immediately available or verifiable, invalid banking account number,
unsigned checks, incorrect payment amounts, payments sent to the wrong address, late or missed pickups by the USPS) and your account for that
period will be marked as unpaid. CONEXIS cannot guarantee that you will be notified of the discrepancy in time to correct your payment prior to
the end of any applicable grace period. In such event, you will lose all rights to COBRA coverage under the Plan. In the event that the employer or
plan sponsor terminates the Plan (through voluntary termination or bankruptcy) your group health coverage may be terminated retroactively. In the



event that the Plan is terminated, CONEXIS cannot guarantee a refund of your payment if CONEXIS has already forwarded that payment to the
employer or plan sponsor for payment on your behalf.

NOTICE PROCEDURES FOR QUALIFIED BENEFICIARIES

IMPORTANT: If your notice is late or if you do not follow these notice procedures, you and all related qualified beneficiaries may lose the
right to any extension of COBRA coverage.

Any required notice the qualified beneficiary is required to furnish (as described above) must follow these notices procedures. Notices must be
sent to CONEXIS in writing (by mail or electronic transmittal [e.g., facsimile, e-mail]) to:

CONEXIS

P.O. Box 223684

Dallas, TX 75222-3684
877-775-9399
customerdelivery(@conexis.com

If a different address and/or procedures for providing notices to the Plan appear in the Plan's most recent SPD, you must follow those notice
procedures or deliver your notice to that address.

Oral notice (including notice by telephone) is not acceptable.

Any notice you provide must contain the name of the Plan (UNIVERSITY OF AKRON (THE) group health plan); the name, CONEXIS Account
Number or Social Security number, and address of the employee/former employee who is or was covered under the Plan; the name(s) and
address(es) of all qualified beneficiary(ies) who lost coverage as a result of the qualifying event; and the certification, signature, name, address,
and telephone number of the person providing the notice.

The employee/former employee who is or was covered under the Plan, a qualified beneficiary who lost coverage due to the qualifying event
described in the notice, or a representative acting on behalf of either may provide the notices described herein. A notice provided by any of these
individuals will satisfy any responsibility to provide notice on behalf of all qualified beneficiaries who lost coverage due to the qualifying event
described in the notice.

ADDITIONAL NOTICE PROCEDURES FOR A NOTICE DISABILITY

A Notice of Disability must also contain the name(s) and address(es) of all qualified beneficiary(ies) who lost coverage due to the initial qualifying
event and who are currently receiving COBRA coverage at the time the Notice of Disability is provided; the name and address of the disabled
qualified beneficiary as determined by the Social Security Administration; the date that the qualified beneficiary became disabled as determined by
the Social Security Administration; the date that the Social Security Administration made its determination of disability (generally, this is the date
on which the "Social Security Administration Retirement, Survivors and Disability Insurance Notice of Award" letter was issued); and a statement
as to whether or not the Social Security Administration has subsequently determined that the qualified beneficiary is no longer disabled. A copy of
the "Social Security Administration Retirement, Survivors and Disability Insurance Notice of Award" letter should be included (or any other
substantiating documentation provided to you by the Social Security Administration that discloses the date on which you became disabled and the
date on which the Social Security Administration made such determination).

If you provide a written notice to CONEXIS that does not contain all of the information and documentation specified by these Notice Procedures
and Additional Notice Procedures for a Notice of Disability, such a notice will be considered sufficient if it is mailed or transmitted electronically to
CONEXIS at the address, facsimile number, or e-mail address specified above or provided directly to the Plan Administrator according to the notice
procedures appearing in the Plan's most recent SPD; the notice is provided by the deadline specified above; and the notice is substantiated with any
additional information and documentation as the Plan and/or CONEXIS deems necessary to meet these requirements (as described in these Notice
Procedures for a Notice of Disability) within 10 business days after a written request from CONEXIS or the Plan for more information (or, if later,
by the deadline for the Notice of Disability described above).

If these procedures are not followed or if the notice is not provided during the applicable 60-day notice period and within 18 months after the
covered employee's termination of employment or reduction in hours of the covered employee's employment, then you may be determined to be
ineligible to receive the disability extension of COBRA coverage. This determination is at the sole discretion of the Plan Administrator.

ADDITIONAL NOTICE PROCEDURES FOR A NOTICE OF A SECOND QUALIFYING EVENT

A Notice of a Second Qualifying Event must also contain the name(s) and address(es) of all qualified beneficiary(ies) who lost coverage due to the
initial qualifying event and are currently receiving COBRA coverage at the time the Notice of a Second Qualifying Event is provided; the second
qualifying event (i.e., the employee/former employee dies, becomes entitled to Medicare benefits [under Part A, Part B, or both], or gets divorced
or legally separated, or if the covered child stops being eligible under the Plan as a child; and the date that the second qualifying event occurred.

If the Notice of a Second Qualifying Event relates to the death of the employee/former employee, you must, if requested, provide additional
satisfactory documentation of the date of death (e.g., a death certificate).

If the Notice of a Second Qualifying Event relates to the entitlement to Medicare benefits (under Part A, Part B, or both) of the employee/former
employee, your notice must include the date that Medicare entitlement occurred and a copy of the Medicare card showing the date of Medicare
entitlement. (Typically, a covered employee's entitlement to Medicare benefits [under Part A, Part B, or both] will not be a qualifying event for
spouses or covered children of active employees due to the Medicare Secondary Payer rules; in such a case, this extension is not available under the
Plan when an employee/former employee becomes entitled to Medicare benefits after his or her termination of employment or reduction in hours of
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employment.)

If the Notice of a Second Qualifying Event relates to a divorce or legal separation, your notice must include a copy of the decree of divorce or legal
separation. If the Notice of a Second Qualifying Event relates to a covered child's loss of eligibility under the Plan as a child, you must, if
requested, provide additional satisfactory documentation of the date on which this loss of eligibility occurred (e.g., a birth certificate establishing
the child's age).

If you provide a written notice to CONEXIS that does not contain all the information and documentation specified in these Notice Procedures and
Additional Notice Procedures for a Notice of a Second Qualifying Event, such a notice will be considered sufficient if it is mailed or transmitted
electronically to CONEXIS at the address, facsimile number, or e-mail address specified above or provided directly to the Plan Administrator
according to the notice procedures appearing in the Plan's most recent SPD; the notice is provided by the deadline specified above; and the notice is
substantiated with any additional information and documentation as the Plan and/or CONEXIS deems necessary to meet these requirements (as
described in these Notice Procedures for a Notice of a Second Qualifying Event) within 10 business days after a written request from CONEXIS or
the Plan for more information (or, if later, by the deadline for the Notice of a Second Qualifying Event described above).

If these procedures are not followed or if the notice is not provided during the applicable 60-day notice period, then you may be determined to be
ineligible to receive the second qualifying event extension of COBRA coverage. This determination is at the sole discretion of the Plan
Administrator.

ADDITIONAL NOTICE PROCEDURES FOR A NOTICE OF OTHER GROUP HEALTH PLAN COVERAGE OR
MEDICARE ENTITLEMENT

A Notice of Other Group Health Plan Coverage or Medicare Entitlement must contain the name of the Plan (UNIVERSITY OF AKRON (THE)
group health plan); the name, CONEXIS Account Number or Social Security number, and address of the employee or former employee who is or
was covered under the Plan; the name(s) and address(es) of all qualified beneficiary(ies) who lost coverage due to the initial qualifying event and
who are currently receiving COBRA coverage at the time the Notice of Other Group Health Plan Coverage or Medicare Entitlement is provided; the
name and address of the qualified beneficiary(ies) who obtained other coverage or became entitled to Medicare benefits (under Part A, Part B, or
both); the date the other coverage became effective; and evidence of the effective date of other group health plan coverage (e.g., a copy of the
insurance card) or the date Medicare entitlement occurred (i.e., a copy of the Medicare card showing the date of Medicare entitlement).

If a qualified beneficiary becomes, after electing COBRA coverage, covered under other group health plan coverage or entitled to Medicare benefits
(under Part A, Part B, or both), that qualified beneficiary's COBRA coverage will terminate (retroactively if applicable) regardless of whether or
when Notice of Other Group Health Plan Coverage or Medicare Entitlement is provided. UNIVERSITY OF AKRON (THE) may require
repayment to the Plan of all benefits paid after the COBRA coverage termination date.

ADDITIONAL NOTICE PROCEDURES FOR REQUESTS FOR CANCELLATION OF COBRA COVERAGE

If you are currently receiving COBRA coverage for which a premium has yet to be paid and wish to cancel your further COBRA coverage, you may
refrain from paying the COBRA premium for the coverage period that begins when you no longer want COBRA coverage. For example, if a
qualified beneficiary is receiving COBRA coverage, has paid premiums through December 31, and wishes to cancel further COBRA coverage
effective January 1, the qualified beneficiary would simply not pay the premium for the January coverage period. If the January premium is not paid
by the expiration of the applicable grace period (i.e., January 31), the qualified beneficiary's COBRA coverage would cancel automatically on
December 31.

ADDITIONAL NOTICE PROCEDURES FOR A NOTICE OF CHANGE OF ADDRESS

To protect your and your family's rights, it is important that you keep CONEXIS informed of the current addresses of all qualified beneficiaries
under the Plan. You should also keep a copy, for your records, of any notices you send to the Plan Administrator and/or CONEXIS.

If your address or the address of a family member changes during a period of COBRA coverage, you must immediately notify CONEXIS in writing
following the notice procedures described above.

HEALTH INSURANCE MARKETPLACE AND OTHER COVERAGE OPTIONS
HEALTH INSURANCE MARKETPLACE

The Marketplace offers “one-stop shopping” to find and compare private health insurance options. In the Marketplace, you could be eligible for a
new kind of tax credit that lowers your monthly premiums and cost-sharing reductions (amounts that lower your out-of-pocket costs for deductibles,
coinsurance, and copayments) right away, and you can see what your premium, deductibles, and out-of-pocket costs will be before you make a
decision to enroll. Through the Marketplace, you’ll also learn if you qualify for free or low-cost coverage from Medicaid or the Children’s Health
Insurance Program (CHIP). You can access the Marketplace for your state at www.HealthCare.gov.

Coverage through the Marketplace may cost less than COBRA coverage. Being offered COBRA coverage won’t limit your eligibility for coverage
or for a tax-credit through the Marketplace (unless you are a current employee and the COBRA coverage is affordable and provides minimum
value).

ENROLLING IN MARKETPLACE COVERAGE
You always have 60 days from the time you lose your job-based coverage to enroll in the Marketplace. That is because losing your job-based

coverage is a “special enrollment” event. After 60 days your special enrollment period will end and you may not be able to enroll, so you
should take action right away. In addition, during what is called an “open enrollment” period, anyone can enroll in Marketplace coverage.



To find out more about enrolling in the Marketplace, such as when the next open enrollment period will be and what you need to know about
qualifying events and special enrollment periods, visit www.HealthCare.gov.

SWITCHING FROM COBRA COVERAGE TO MARKETPLACE COVERAGE

If you sign up for COBRA coverage, you can switch to a Marketplace plan during a Marketplace open enrollment period. You can also end your
COBRA coverage early and switch to a Marketplace plan if you have another qualifying event such as marriage or birth of a child through
something called a “special enrollment period.” NOTE: If you terminate your COBRA coverage early without another qualifying event, you will
have to wait to enroll in Marketplace coverage until the next open enrollment period, and could end up without any health coverage in the interim.

Once you’ve exhausted your COBRA coverage and the coverage expires, you will be eligible to enroll in Marketplace coverage through a special
enrollment period, even if Marketplace open enrollment has ended.

SWITCHING FROM MARKETPLACE COVERAGE TO COBRA

If you sign up for Marketplace coverage instead of COBRA coverage, you cannot switch to COBRA coverage after your election period ends under
any circumstances.

ENROLLING IN ANOTHER GROUP HEALTH PLAN

You may be eligible to enroll in coverage under another group health plan (like a spouse’s plan), if you request enrollment within no less than 30
days of the loss of coverage.

If you or your dependent chooses to elect COBRA coverage instead of enrolling in another group health plan for which you are eligible, you will
have another opportunity to enroll in the other group health plan within 30 days of losing your COBRA coverage.

CHOOSING COVERAGE OPTIONS
When considering your options for health coverage, you may want to think about the following:
PREMIUMS

Your previous plan can charge up to 102 percent of total plan premiums for COBRA coverage. Other options, like coverage on a spouse’s plan or
through the Marketplace, may be less expensive.

PROVIDER NETWORKS

If you are currently receiving care or treatment for a condition, a change in your health coverage may affect your access to a particular health care
provider. You may want to check to see if your current health care providers participate in a network as you consider options for health coverage.

DRUG FORMULARIES

If you are currently taking medication, a change in your health coverage may affect your costs for medication — and in some cases, your medication
may not be covered by another plan. You may want to check to see if your current medications are listed in drug formularies for other health
coverage.

SEVERANCE PAYMENTS

If you lost your job and received a severance package from your former employer, your former employer may have offered to pay some or all of
your COBRA premium payments for a period of time. In this scenario, you may want to contact the Department of Labor at 1-866-444-3272 to
discuss your options.

SERVICE AREAS

Some plans limit their benefits to specific service or coverage areas — so if you move to another area of the country, you may not be able to use
your benefits. You may want to see if your plan has a service or coverage area, or other similar limitations.

OTHER COST-SHARING
In addition to premiums or contributions for health coverage, you probably pay copayments, deductibles, coinsurance, or other amounts as you use

your benefits. You may want to check to see what the cost-sharing requirements are for other health coverage options. For example, one option
may have much lower monthly premiums, but a much higher deductible and higher copayments.

FOR MORE INFORMATION

This notice does not fully describe COBRA coverage or other rights under the Plan. More information about COBRA coverage and your rights
under the Plan is available to you in your SPD or from the Plan Administrator.

If you have questions about claims for reimbursement, please contact your sponsoring employer, group health insurance carrier or the claims office
indicated on your claim forms or insurance card.
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For additional information about your COBRA rights and obligations under federal law, please review the Plan's SPD or contact CONEXIS at
888-678-4881 or the above address.

For more information about your rights under ERISA, including COBRA, the Health Insurance Portability and Accountability Act (HIPAA), the
Patient Protection and Affordable Care Act, and other laws affecting group health plans, visit the U.S. Department of Labor's Employee Benefits
Security Administration (EBSA) website at www.dol.gov/ebsa or call their toll-free number at 1-866-444-3272.  For more information about
health insurance options available through the Marketplace, and to locate an assister in your area to whom you can speak about the different
options, visit www.healthcare.gov.





