JDK Management Company, L.P.
Summary Plan Description for Capital Blue Cross

Plan Name:
JDK Management Company, L.P. Capital Blue Cross Benefits Plan

Name and Address:
JDK Management Company




1388 State Route #487




Bloomsburg, PA 17815

Employer EIN Number:

23-3062632

Type of Welfare Plan:
Group Health Plan

Plan Administrator:
Capital Blue Cross





2500 Elmerton Avenue



Harrisburg, PA 17110




1-800-962-2242

Agent of Service of Legal Process:
JDK Management Company






1388 State Route #487






Bloomsburg, PA 17815

ELIGIBILITY AND PARTICIPATION

Eligible Employees: All Active, full-time employees working a minimum of 30 hours per week are eligible to participate in the Plan. The following individuals are ineligible to participate in the Plan: (1) part-time employees, (2) seasonal employees, (3) temporary employees. 
Eligible Dependents.  If you are an eligible employee, in addition to you, Dependents who are eligible may also enroll for coverage.   Eligible dependents include:

·  Your spouse

· Unmarried children to age 19, including

· Stepchildren

· Newborn children

· Legally adopted children.  An adopted child is considered acquired on the date when you assume or retain a legal obligation for total or partial support of the child.

· Children legally placed for adoption

· Any child for whom you are a legal guardian.

Unmarried children remain eligible for coverage:

· To age 25 if the child is a student enrolled full-time in an accredited university or college or in a technical or specialized school.  An unmarried child over age 19 enrolled in a correspondence or on-line school is not an eligible dependent.

· To any age if the child is unable to work to support himself due to mental retardation, physical handicap, Mental Illness or developmental disability that occurred prior to the Dependent age limit of 19, or, for a student, age 25.  The disability must be medically certified by a Physician. The Plan may require proof of such disability from time to time.

Participation.  If you are an eligible salary employee, you may elect to participate in the Plan on the first day of the month following hire. If you are an eligible hourly employee, you may elect to participate in the Plan on the first day of the month following 90 days of employment.  If dependent coverage is available (and elected), their coverage will begin when your coverage begins.  Once you make an election to participate in the Plan, you may change that election only (1) if you have a change in status, as described below under “Changing Your Election,” or (2) during an open enrollment period (to be effective January 1).  If you fail to make an election for benefits upon your initial eligibility for coverage, you will be deemed to have elected no benefits, and must wait until the next open enrollment period.  Therefore, it is extremely important that you return all election materials within the time period prescribed by the Company.

In all cases, for benefits to become effective, you must be working your normal work schedule on the first scheduled workday concurrent with or immediately following your eligibility date.  If you are absent from work when your benefits would otherwise become effective, other than for reasons of illness or injury, coverage will begin the first day of the month following your return to active work. 

Certain Judgments and Orders.  If a judgment, decree or order, including a Qualified Medical Child Support Order (QMSCO), resulting from a divorce, separation, annulment or custody change requires your dependent child (including a foster child who is your tax dependent) to be covered under this plan, you may change your election to provide coverage for the dependent child.  If the order requires that another individual (such as your former spouse) cover the dependent child, you may change your election to revoke coverage for the dependent child.

PLAN ADMINISTRATOR

The Plan Administrator may appoint an individual or a committee to act on its behalf.  The name, business address, and business telephone number are provided under the section above entitled Plan Administrator.
In general, the Plan Administrator is the sole judge of the application and interpretation of the Plan, and has the discretionary authority to construe the provisions of the Plan, to resolve disputed issues of fact, and to make determinations regarding eligibility for benefits.  However, the Plan Administrator has the authority to delegate certain of its powers and duties to a third party.  The Plan Administrator has delegated certain administrative functions under the Plan to various service providers.  As the Plan Administrator’s delegate, these service providers have the authority to make decisions under the Plan relating to benefit claims, including determinations as to the medical necessity of any service or supply.

The decisions of the Plan Administrator (or its delegate) in all matters relating to the Plan (including, but not limited to, eligibility for benefits, Plan interpretations, and disputed issues of fact) will be final and binding on all parties and generally will not be overturned by a court of law.

AMENDMENT OR TERMINATION OF THE PLAN

The Company reserves the right to amend or modify the Plan at any time and for any reason with respect to both current and former Employees and their dependents. Such changes may include, but are not limited to, the right to (1) change or eliminate benefits, (2) increase or decrease employee contributions, (3) increase or decrease deductibles and/or copayments, (4) change the class(es) of employees and/or dependents covered by the Plan, and (5) change insurers, or other providers.  The Company also reserves the right to terminate the Plan, or any portion of the Plan, at any time and for any reason.  No amendment, termination or partial termination of the Plan will affect claims incurred for which items or services have been provided prior to the date of amendment, termination or partial termination.

COST OF THE PLAN

The Company shares the cost of coverage under this Plan with the eligible employees.  The enrollment application for coverage will include a payroll deduction authorization.  You may choose to make contributions on a pre-tax basis or on an after-tax basis.  The enrollment application must be filled out, signed and returned to the Plan Administrator.  
The levels of any employee contributions are set by the Company.  The Company reserves the right to change the level of employee contributions at any time.  Contributions, both pre-tax and after-tax, are made by entering into a compensation reduction agreement with the Company.   “Pre-tax” means that the cost of coverage will be deducted from the employee’s pay before federal income taxes, social security taxes and in most cases state or local income taxes are withheld.  This allows you to purchase coverage with more valuable pre-tax dollars.  Therefore, you will be taxed on a slightly lower gross income and employment taxes will be lower.  Because your contributions are not subject to Social Security taxes, you may have a slightly reduced Social Security retirement or disability benefit.  This will only happened if your taxable wages after pre-tax contributions are less than the Social Security taxable wage base ($106,800 for 2010).  However, the current tax advantages should more than offset any reduction in your Social Security benefit. 

Plan Year:
The plan year for maintaining the Plan’s fiscal records is the calendar year.  The plan year (Benefit Year) for claims is also the calendar year.

ERISA:

As a participant in JDK Management Corporation, L.P. Capital Blue Cross Benefits Plan you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan participants shall be entitled to:

            Receive Information About Your Plan and Benefits

Examine, without charge, at the plan administrator's office and at other specified locations, such as worksites, all documents governing the plan, including insurance contracts and a copy of the latest annual report (Form 5500 Series) filed by the plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Pension and Welfare Benefit Administration.

Obtain, upon written request to the plan administrator, copies of documents governing the operation of the plan, including insurance contracts and copies of the latest annual report (Form 5500 Series) and updated summary plan description. The administrator may make a reasonable charge for the copies.

Receive a summary of the plan's annual financial report. The plan administrator is required by law to furnish each participant with a copy of this summary annual report.

                   Continue Group Health Plan Coverage

Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage under the plan as a result of a qualifying event. You or your dependents may have to pay for such coverage. Review 

this summary plan description and the documents governing the plan on the rules governing your COBRA continuation coverage rights.
 Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan, if you have creditable coverage from another plan. You should be provided a certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage under the plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of creditable coverage, you may be subject to 

a preexisting condition exclusion for 12 months (18 months for late enrollees) after your enrollment date 

in your coverage.

                   Prudent Actions by Plan Fiduciaries

 In addition to creating rights for plan participants ERISA imposes duties upon the people who are responsible for the operation of the employee benefit plan. The people who operate your plan, called 

``fiduciaries'' of the plan, have a duty to do so prudently and in the interest of you and other plan participants and beneficiaries. No one, including your employer  or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

                           Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge, and 

to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of plan documents or the latest annual report from the plan and do not receive them within 30 days, you may file suit in a Federal court. In such a case, the court may require the plan administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the administrator. If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court. In addition, if you disagree with the plan's decision or lack thereof concerning the qualified status of a domestic relations order or a medical child support order, you may file suit in Federal court. If it should happen that plan fiduciaries misuse the plan's money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court. The court will decide who should pay court costs and legal fees. If you are successful the court may order the person you 

have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

                     Assistance with Your Questions

 If you have any questions about your plan, you should contact the plan administrator. If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining 

documents from the plan administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of 

Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

For a group health plan, as defined in section 733(a)(1) of the Act, that provides maternity or newborn infant coverage, a statement describing any requirements under federal or state law applicable to the plan, and any health insurance coverage offered under the plan, relating to hospital length of stay in connection with childbirth for the mother or newborn child. If federal law applies in some areas in which the plan operates and state law applies in other areas, the statement should describe the different areas and the federal or state law requirements applicable in each.

(2) In the case of a group health plan subject to section 711 of the Act, the summary plan description will be deemed to have complied with paragraph (u)(1) of this section relating to the required description of 

federal law requirements if it includes the following statement in the summary plan description:

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to less than 

48 hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law generally does not prohibit the mother's or newborn's attending provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Certificate of Coverage:
Refer to the Capital Blue Cross Certificate of coverage for information regarding the detailed benefits summary, appeals information and other important information regarding the JDK Management Corporation Capital Blue Cross Benefits Plan. 
