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Employee Benefits Summary

Paid-Time-Off :

x Holidays: 10 paid days per calendar year (calendar attached).

x Vacations: Based on position and years of service; accrues on a fiscal-year basis (July 1 — June
30). Employees are allowed to carryover up to 5 unused days (must be used by 08/31).

x Personal Days: Four days per fiscal year.

x Sick Time: One day per month up to an accrual of 30 days.

Health/Dental Insurance :

x Premiums shared between Erikson and employee (see rates at the end of the plan summary).
Eligible the first day of the month following 30 days of employment.

HEALTH: PPO plan, HDHP/HAS plan or an HMO plan. Coverage is through Blue Cross.
DENTAL: PPO or HMO plan options. Coverage with Guardian.

X X X

Flexible Spending Accounts

x Contributions are 100% employee paid and withheld pre-tax.

x Eligible the first day of the month following 30 days of employment.

x May withhold up to $5,000 for personal medical/dental/vision or dependant daycare expenses.

Life and Disability Insurance

Coverage provided by MetLife.

Premiums are 100% paid by Erikson.

Eligible the first day of the month following 90 days of employment.
Life: coverage equal to annual salary.

Accidental death and disability: coverage equal up to annual salary.
Short-term disability: $300/week for up to 13 weeks.

Long-term disability: 60% of monthly salary after 13 weeks of STD.

X X X X X X X

Commuter Stipend : $75/month for transit on CTA, Metra or a monthly parking pass.

Retirement Plan :

403(b) defined contribution plan offered through TIAA-CREF.

x Eligible for employer match on date of hire.

x Employee vested after one year of employment.

x Contributions are withheld pre-tax up to the annual federally allowed maximum

X

MATCHING SCHEDULE
Employee Erikson Match

2% 2%
4% 4%
6% 6%
7% 7%
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Policy #:
Co-Payments

Health insurance benefit summary
Provided by Blue Cross/Blue Shield of lllinois

HMO
B96/56

BluePrint PPO
P96756

HDHP/HSA

Office Visit:

$30 per visit

In-Network: $30 per visit
Out-of-Network: 40% after
deductible

In-Network: No
charge after
deductible
Out-of-Network: 20%
after deductible

Specialist Office Visit:

$50 per visit

In-Network: $50 per visit
Out-of-Network: 40% after
deductible

In-Network: No
charge after
deductible
Out-of-Network: 20%
after deductible

Chiropractic:

$50 per visit with PCP
referral

In-Network: 80% after
deductible
Out-of-Network: 40% after

deductible. $1,000 maximum

per benefit period

In-Network: No
charge after
deductible
Out-of-Network: 20%
after deductible

Emergency Room:

$150 per visit

$150 per visit (in or out of
network). Copay waived if
admitted

In-Network: No
charge after
deductible
Out-of-Network: 20%
after deductible

Inpatient Care:

In-Network: 20% after
deductible
Out-of-Network: $300 per
admission then 40% after
deductible

In-Network: No
charge after
deductible
Out-of-Network: 20%
after deductible

Child Wellness:

No Charge; covered at
100%

In-Network: No Charge;
covered at 100%
Out-of-Network: 40% after
deductible

In-Network: No
Charge; covered at
100%
Out-of-Network: 20%
after deductible

Adult Routine
Physicals:

No Charge; covered at
100%

In-Network: No Charge;
covered at 100%
Out-of-Network: 40% after
deductible

In-Network: No
Charge; covered at
100%
Out-of-Network: 20%
after deductible




Outpatient Surgery:

HMO
B96756

BluePrint PPO

P96756
In-Network: 20% after
deductible

Out-of-Network: $300 per
admission then 40% after

deductible

HDHP/HSA

In-Network: No
charge after
deductible
Out-of-Network: $300
per admission then
20% after deductible

Prescription Drug

30 day supply (retail) /
90 day supply (mail
order)

30 day supply (retail) / 90 day

supply (mail order)

Generic:

$15/$30

$15/$30

100% after
deductible

Select:

$30/$60

$30/$60

100% after
deductible

Non-Select:

$50/$100

$50/$100

100% after
deductible

Annual Deductibles

Individual:

In-Network: $1,000
Out-of-Network: $2,000

In-Network: $2,500
Out-of-Network:
$5,000

Family:

In-Network: $3,000
Out-of-Network: $6,000

In-Network: $5,000
Out-of-Network:
$10,000

Annual Out-of-Pocket

Individual:

$1,500

In-Network: $1,000
Out-of-Network: $2,000

In-Network: $0
Out-of-Network:
$5,000

Family:

$3,000

In-Network: $3,000
Out-of-Network: $6,000

In-Network: $0
Out-of-Network:
$10,000

Co-lnsurance:

0% (100% paid by
BCBS)

In-Network: 20%
Out-of-Network: 40%

In-Network: 0%
Out-of-Network: 20%

PREMIUMS
(per paycheck)

Employee

Employee+Spouse/DP

Employee+Child(ren)

Family




Dental insurance benefit summary
Provided by Guardian Dental

Coverage HMO - Pre-Paid PPO
Preventive See fee schedule PPO Network: 100% of reduced fee
Procedures: Out-of-Network: 100% of Usual & Customary
fee
Diagnostic (x-rays, oral exams), preventive Diagnostic (x-rays, oral exams), preventive
(cleanings, fluoride treat ments, sealants), other (cleanings, fluoride treat ments, sealants), other
covered services covered services
Basic See fee schedule PPO Network: 90% of reduced fee
Procedures: Out-of-Network: 80% of Usual & Customary
fee
Restorative (fillings), oral  surgery (extractions), Restorative (fillings), oral  surgery (extractions),
periodontics (gum and bone), endodontics (root periodontics (gum and bone), endodontics (root
and pulp), prosthetic maintenance, other covered and pulp), prosthetic maintenance, other covered
services services
Major See fee schedule PPO Network: 60%of reduced fee
Procedures: Out-of-Network: 50% of Usual & Customary
fee
Prosthodontic (teeth replacement, dentures, fixed Prosthodontic (teeth replacement, dentures, fixed
bridges and crowns), major restorative (crowns), bridges and crowns), major restorative (crowns),
other covered services other covered services
Orthodontics: See fee schedule 50%
Annual
Deductible
Individual: None PPO Network: $50
Out-of-Network: $50
Family: None PPO Network: $150
Out-of-Network: $150
Benefit
Maximums
Calendar Year: |[None PPO Network: $1,500 per person
Out-of-Network: $1,500 per person
Orthodontic None PPO Network: $1,500 per dependent
Lifetime: Out-of-Network: $1,500 per dependent
PREMIUMS
(per paycheck)
Employee Only $2 $4
Employee + 1 $6 $13
Family $10.50 $25




Your vision.
Our passion.

{

Where will your eyes take you today?

Whether it's a day in the life or a day to remember, you're

covered. You're enrolled in VSP, and with us, you'll get the
personalized eyecare you deserve. We'll help you see well,

stay healthy and get the most out of life.

Valuable coverage.

If it takes you a minute to review your benefits coverage,

or an hour, we know you'll:

+ find a doctor in your neighborhood who's right for you
+ enjoy a WellVision Exam®™ focused on your health
+ love your eyewear choices

* get great savings

Get started. It’s a breeze.
Already have a VSP doctor?

Make an appointment today.

New to VSP and need a doctor?

Go to vsp.com or call us at 800-877-7195.

Make an appointment and tell them you have VSP.

It's that easy.

VSO

Vision care for life

Extra Discounts and Savings

Your Copays

Erikson Institute and VSP provide you an
affordable eyecare plan.

Your Coverage from a VSP Doctor

Exam covered in full..........ccccvnnnnnees every 12 months
Prescription Glasses
Lenses covered in full............c........ every 12 months

x Single vision, lined bifocal and lined trifocal lenses.

x Polycarbonate lenses for dependent children.

Frame ... every 24 months

x Frame of your choice covered up to $ 120.00.

X Plus, 20% off any out-of-pocket costs.

~OR~

Contact Lens Care........c.ccceveverriensnnnns every 12 months
$120.00 allowance for contacts and the contact lens
exam (fitting and evaluation). This additional exam
ensures proper fit of contacts. If you choose contact
lenses you will be eligible for a frame 12 months from the
date the contact lenses were obtained.
Current soft contact lens wearers may qualify for a special
program that includes a contact lens evaluation and initial
supply of replacement lenses.

Glasses and Sunglasses
x Average 30% savings on lens options like progressives
and scratch-resistant and anti-reflective coatings
x 20% off additional glasses and sunglasses, including
lens options™*
Contacts*
x 156% off cost of contact lens exam (fitting and
evaluation)
Laser Vision Correction
x Average 15% off the regular price or 5% off the
promotional price from contracted facilities
X After surgery, use your frame allowance (if eligible) for
sunglasses from any VSP doctor
* Available from any VSP doctor within 12 months of your last
eye exam

[0 C- 3 o R $10.00
Prescription Glasses ..........cccvvvivinninninnsnennsnnnnns $25.00
Contacts........cccccevnininieninenrn s No copay applies

You get the best value from your benefit when you see a
VSP doctor. If you see a non-VSP provider, you'll typically
pay more out-of-pocket. You'll pay the provider in full and
have 6 months to submit a claim to VSP for partial
reimbursement less copays. Before seeing a non-VSP
provider, call us at 800.877.7195.

Out-of-Network Reimbursement Amounts:

EXAM .o Up to $25.00
Single vision 1eNSes .........cccooceeiiieiieee s Up to $30.00
Lined bifocal Ienses ..........cccceeevieiniiennnnen. Up to $35.00
Lined trifocal [eNSes .........cccceveevieiriienee. Up to $45.00

Up to $45.00
CoNtaCES ..o Up to $105.00

VSP guarantees service from VSP doctors only. In the
event of a conflict between this information and your
organization's contract with VSP, the terms of the contract
will prevail.



UNITED 0of OMAHA LIFE INSURANCE COMPANY

TERM L1FE AND AD&D INSURANCE
BENEFITS SUMMARY

MuvuorOmana

For Employees of Erikson Institute
ELiGiBILITY - ALL ELIGIBLE EMPLOYEES

Employee Eligibility
Requirement

You must be actively at work (able to perform all normal duties of your job) to be
eligible for coverage.

Minimum Work Hours

You must be working a minimum of 30 hours per week to be eligible for coverage.

Coverage Payment

ARA A 0

For You

Your employer pays 100% of the premium for this coverage.

| $220,000
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BENEFITS

Life Insurance Benefit Amount

For You: An amount equal to 1 times your annual salary, up to $220,000*
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Accidental Death &
Dismemberment (AD&D)

Benefit Amount

FEATURES
Living Care/Accelerated Death
Benefit

For You: The Principal Sum amount is equal to the amount of life insurance benefit.

50% of the amount of the life insurance benefit is available to you if terminally ill, not
to exceed $150,000.

Waiver of Premium

If it is determined that you are totally disabled, your life insurance benefit will
continue without payment of premium, subject to certain conditions.

Additional AD&D Benefits

In addition to basic AD&D benefits, you are protected by the following benefits:

- Spouse Continuation of - Child Care Center - Child Education
Coverage
- Seat Belt - Airbag - Spouse Education

- Common Carrier

Travel Assistance

The Travel Assistance program is an added benefit that provides assistance for your
travels over 100 miles away from home or outside the country.

Employee Assistance Program
(EAP)

The EAP program provides you and your loved ones access to trained professionals
and resources for assistance with personal and workplace issues.

Conversion

If your employment ends, you may apply for an individual life insurance policy from
Mutual of Omaha without having to provide evidence of insurability (information
about your health). You will be responsible for the premium for the coverage.
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AGE REDUCTIONS AND EXCLUSIONS
Your life insurance benefits and guarantee issue amounts are subject to age reductions. At age 70+, amounts reduce to
65%. Coverage terminates at retirement.

Information about the AD&D exclusions for this plan will be included in the summary of coverage, which you will receive
after enrolling.

Please contact your employer if you have questions prior to enrolling.
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UNITED OfOMAHA Lire INsurRaNCE COMPANY

SHORT-TERM Di1sSABILITY INSURANCE
BENEFITS SUMMARY J

Murum=Omana

For Employees of Erikson Institute

ELiGIBILITY -

ALL ELiGIBLE EMPLOYEES

Eligibility Requirement

You must be actively at work (able to perform all normal duties of your job) to be
eligible for coverage.

Minimum Work Hours

You must be working a minimum of 30 hours per week to be eligible for coverage

Coverage Payment

Benefits Begin (Elimination
Period)

Your employer pays 100% of the premium for this coverage.

If you become disabled, there is an elimination period before benefits are payable.
Your benefits begin:

= On the 1st day of your disabling injury.

= On the 8th day of your disabling illness.

Weekly Benefit

Your benefit is equivalent to 60% of your before-tax weekly earnings, not to exceed
the plan's maximum weekly benefit amount.

Maximum Benefit Period

Short-term disability benefits are available for up to 13 weeks.

Maximum Weekly Benefit

$300

Minimum Weekly Benefit
DEFINITIONS

Definition of Disability

$25

Disability and disabled mean that because of an injury or illness, a significant change
in your mental or functional abilities has occurred, for which you are prevented from
performing at least one of the material duties of your regular job and are unable to
generate current earnings which exceed 99% of your weekly earnings from your
regular job. You can be totally or partially disabled during the elimination period.

Definition of Weekly Earnings

FEATURES

Partial Disability Benefits

Weekly earnings is the gross weekly income you receive from your employer for the
week immediately prior to the onset of disability, which is used to determine your
benefit in the event of a claim. Earnings may include commissions, bonuses,
overtime, shift differential pay or other extra compensation.

If you become disabled and can work part-time (but not full-time), you may be
eligible for partial disability benefits, which will help supplement your income until
you are able to return to work full-time.

Vocational Rehabilitation
Incentive

If you become disabled and participate in the vocational rehabilitation program,
which offers services that help you return to work and ability, you will be eligible for
a weekly benefit increase of 10%.

Waiver of Premium

The premium for your short-term disability coverage is waived while you are
receiving benefits.

ExcLusions & LIMITATIONS

Note: Additional information about the benefits and features of this plan will be included in the summary of coverage, which you will receive after
enrolling, and in the certificate booklet, available from your employer. Please contact your employer if you have questions prior to enrolling.

Information about the exclusions for this plan will be included in the certificate booklet, available from your employer.
Please contact your employer if you have questions prior to enrolling.

This information describes some of the features of the benefits plan. Benefits may not be available in all states. Please refer to the certificate booklet for a full explanation of the
plan's benefits, exclusions, limitations and reductions. Should there be any discrepancy between the certificate booklet and this outline, the certificate booklet will prevail.
Short-term disability insurance is underwritten by Mutual of Omaha Insurance Company or United of Omaha Life Insurance Company. Mutual of Omaha Insurance Company
is licensed in all 50 states. United of Omaha Life Insurance Company is licensed in all states but New York. In New York, Mutual of Omaha Insurance Company underwrites
the plan. Policy Form Number 7000GM-MU-EZ 2001.



UnNiTED 0of OmaHA Lire INsSURANCE COMPANY

LoNG-TERM DIsABILITY INSURANCE \
BENEFITS SUMMARY
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You must be actively at work (able to perform all normal duties of your job) to be
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eligible for coverage.
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You must be working a minimum of 30 hours per week to be eligible for coverage
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Your employer pays 100% of the premium for this coverage.

If you become disabled, there is an elimination period before benefits are payable.
Your benefits begin 90 days after the onset of your disabling injury or illness.

711B()$>*/*,-1

Your benefit is equivalent to 60% of your before-tax monthly earnings, not to exceed
the plan's maximum monthly benefit amount less other income sources.
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If you become disabled prior to age 62, benefits are payable to age 65 or your Social
Security Normal Retirement Age. At age 62 (and older), the benefit period will be
based on a reduced duration schedule.
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$5,000
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$100

Disability and disabled mean that because of an injury or illness, a significant change

in your mental or functional abilities has occurred, for which you are:

= Prevented from performing at least one of the material duties of your regular
occupation during the first 24 months of disability and after 24 months are unable
to perform all of the material duties of any gainful occupation; and

= During the first 24 months of disability are unable to generate current earnings
which exceed 99% of your monthly earnings from your regular occupation, and
after 24 months are unable to generate current earnings which exceed 99% of your
monthly earnings from any gainful occupation.

You can be totally or partially disabled during the elimination period.
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Monthly earnings is the gross monthly income you receive from your employer for
the month immediately prior to the onset of disability, which is used to determine
your benefit in the event of a claim. Earnings may include commissions, bonuses,
overtime, shift differential pay or other extra compensation.

If you become disabled and can work part-time (but not full-time), you may be
eligible for partial disability benefits, which will help supplement your income until
you are able to return to work full-time.
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If you become disabled and participate in the vocational rehabilitation program,
which offers services that help you return to work and ability, you will be eligible for
a monthly benefit increase of 5%.
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If you pass away while receiving long-term disability benefits, your benefits will be
provided to your beneficiaries for a period of time after your death.

8<-* %" $=#*&-2&

The premium for your long-term disability coverage is waived while you are
receiving benefits.
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For disabilities related to drug and alcohol abuse, benefits are available for up to 24
months.

7*1<(3D+"H@*#+

For disabilities related to mental disorders, benefits are available for up to 24 months.
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Disabilities that occur during the first 12 months of coverage due to a pre-existing

%CF(2+-"/ condition during the 3 months prior to coverage are excluded.
Information about other exclusions for this plan will be included in the certificate
K1B*#$%CF(2+-"/+ booklet, available from your employer. Please contact your employer if you have

questions prior to enrolling.
22)3&)*-" [ +#)"*&($36.)0$3&3"/$&"-&#2$8-$+#1 $3&"-&H2$ROS*$-H3&A, +*<& @SS JHB&/+T&* " HEROSR+B+),+0,$&) &+, &IH+HFI<&=, $+35&. $-$. 84" &H#H2$&6S H)-)6+#$&0™; $HE-" &

D"*9E#$./&()3+0),)#7&)*31.+*6$&)3&1*($.5.##$*&07 &F 1#1+,&"-&G/+2+&H*31.+*63&I"/4+*7&" . &I*)#$(&"-&G/+2+&D)-$&H*31.+*6$&I"/4+*T<&F1#1+,&"-&G/+2+&H*31.+*6$&I"/4+*
)3&,)6$*3$(&)*&+,,&KL&3#+#$3<&I*)#$(&"-8&C/+2+&D)-$&H*31.+*6$&1"/4+*7&)3&,)6$*3B(&)*&+,, &3#+#$3&01#&!I$5&M".;<QH*&ISS&M".;:&F1#1+,&"-8&G/+2+&H*31.+*6$&I"/4+*T &
#2$8&4,+*<&=",)67&N"./&!1/0$.&OLLLPFEFJEQR&SLLT<



