TERMINATION OF COVERAGE

PARTICIPANT TERMINATION

Participant coverage will automatically terminate immediately upon the earliest of the following dates,
except as provided in any Continuation of Coverage Provision:

% On the last day of the month in which the Participant's employment terminates; or

2. On the last day of the month in which the Participant ceases to be eligible for coverage, or

3. The date the Participant fails to make any required contribution for coverage; or

4. The date the Plan is terminated; or with respect to any Participant benefits of the Plan, the date of

termination of such benefits; or

5. The date the County terminates the Participant's coverage; or
6. The date the Participant dies; or
7. The date the Participant enters the armed forces of any country as a full-time member, if active

duty is to exceed thirty-one (31) days; or

8. On the Jast day of the month in which the Plan receives the Plan's Health Coverage Waiver Form
for the Participant; or

9. For Variable Hour Employees on the last day of the Coverage Period, unless at the expiration of
the Coverage Period, the Participant is otherwise eligible as the result of a subsequent
Measurement Period or as a resuit of being reclassified as a Full Time Employee.

A Participant whose Active Service ceases because of lllness or Injury or as a result of any other
approved leave of absence may remain cavered as an Employee in Active Service for a period of three (3)
calendar months, or such other length of time that is consistent with and stated in the County's current
Employee Personnel Policy Manual or pursuant to the Family and Medical Leave Act. Coverage under
this provision will be subject to all the provisions of FMLA if the leave is classified as FMLA leave.

A Participant whose Active Service ceases due to temporary layoff will be considered employed by the
County for the purposes of his/her coverage under this Plan, and such coverage may continue until the
end of the month in which the layoff began.

If a Participant's coverage is to be continued during disability, approved leave of absence or temporary lay
off, the amount of his or her coverage will be the same as the Plan benefits in force for an active
Employee, subject to the Plan’s right to amend coverage and benefits.

RETIREE TERMINATION

Retiree coverage will automatically terminate immediately upon the earliest of the following dates, except
as provided in any Continuation of Coverage Provision:

1. On the last day of the month in which the Retiree ceases to be eligible for coverage; or
2. The date the Retiree fails to make any required contribution for coverage; or
3 The date the Plan is terminated; or with respect to any Participant benefits of the Plan, the date of

termination of such benefits; or
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4, The date the County terminates the Retiree's coverage; or
5, The date the Retiree dies; or
6. The date the Retiree enters the armed forces of any country as a full-time member, if active duty

is to exceed thirty-one (31) days.

DEPENDENT TERMINATION

Each Covered Person, whether Participant or Dependent, is responsible for notifying the Plan
Administrator, within sixty (60) days after loss of dependent status due to death, divorce, legal
separation or ceasing to be an eligible Dependent child. Failure to provide this notice may result
in loss of eligibility for COBRA Continuation Coverage After Termination.

Coverage for a Dependent will automatically terminate immediately upon the earliest of the following
dates, except as provided in any Continuation of Coverage Provision:

1. On the last day of the month in which the Dependent ceases to be an eligible Dependent as
defined in the Plan; or

2. On the last day of the month in which the Participant's coverage terminates under the Plan; or

3. On the last day of the month in which the Participant ceases to be eligible for Dependent
Coverage, or

4. The date the Participant fails to make any required contribution for Dependent Coverage; or

5. The date the Plan is terminated; or with respect to any Participant benefits of the Plan, the date of
termination of such benefits; or

6. The date the County terminates the Dependent's coverage; or

7 On the last day of the manth in which the Participant dies; or

8. On the last day of the month in which the Plan receives the Plan’s Health Coverage Waiver Form

for the Dependent whose coverage is to be terminated.

RESCISSION OF COVERAGE

Coverage for an Employee and/or Dependent may be rescinded if the Plan Administrator determines that
the Employee or a Dependent engaged in fraud or intentional misrepresentation in order to obtain
coverage and/or benefits under the Plan. In such case, the Participant will receive written notice at least
thirty (30) days before the coverage is rescinded.
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