Summary Plan Description

Pension Plan of 

Bert Fish Medical Center, Inc.
(Reflecting Plan Provisions as of September 1, 2017)

Table of Contents
1Introduction To Your Plan


2Impact of Florida Hospital New Smyrna Sale


2Basic Information


3Definitions


5Provisions of the Plan


5Who is eligible to be a member of the Plan?


5What happens to my eligibility if I terminate employment?


5What happens if I take a military leave and then return?


6Am I required to join the Plan?


6Do I have to contribute to the Plan?


6How much will the Medical Center contribute to the Plan?


6How is the Plan administered?


7When is my Normal Retirement?


7Can I retire early?


7Can I delay my retirement date?


7How is my Normal Retirement Benefit calculated?


8How is my Early Retirement Benefit calculated?


8How is my Delayed Retirement Benefit Calculated?


9If I am entitled to a benefit from FRS, how is my benefit under this Plan calculated?


9Are there any special rules relating to FRS that I need to understand?


10Will I receive any cost-of-living adjustments?


10Will my health insurance be paid after I retire?


10What happens if I become disabled?


11What if I recover from disability?


11Are there any exclusions to payment of disability benefits?


11What happens if I die before retirement?


12What happens if I die after retirement?


12What forms of payment are available for my benefits?


13How can I elect the form of pre-retirement death benefit?


13How can I elect the time and form for payment of my retirement benefit?


14What if I terminate employment before retirement?


14Are my retirement benefits taxable?


15Special Provisions


15Are there any circumstances causing a loss or forfeiture of benefits?


16Can my benefits be assigned to anyone else?


16Claims


16How do I claim my benefits?


16What procedure will the Administrator follow if I file a claim for benefits?


18What is the Claims Review Procedure?


19Plan Amendment


19Can this Plan be changed or amended?


19Plan Termination


19What happens if the Plan is terminated?


20Are benefits in this Plan insured by the Pension Benefit Guaranty Corporation?


20Your Responsibilities


21Limitations of this Summary


21Statement of ERISA rights of participants





PENSION PLAN OF BERT FISH MEDICAL CENTER, INC.

SUMMARY PLAN DESCRIPTION

Introduction To Your Plan
Bert Fish Medical Center, Inc. (the “Medical Center”) adopted the Pension Plan of Bert Fish Medical Center, Inc. in 1995 to recognize the efforts its employees have made to its success and to assist them in planning for their financial security in retirement. The plan is a defined benefit plan and trust for the exclusive benefit of eligible employees and their beneficiaries. The purpose of the Plan is to supplement your income upon retirement. In addition to retirement benefits, the Plan may provide benefits in the event of your death or disability or in limited circumstances, in the event of your termination of employment prior to retirement. 
This Summary Plan Description (“SPD”) contains valuable information regarding when you may become eligible to participate in the Plan, your Plan benefits, your distribution options, and many other features of the Plan. You should take the time to read this SPD to get a better understanding of your rights and obligations in the Plan.

We have attempted to answer most of the questions you may have regarding your benefits in the Plan. If this SPD does not answer all of your questions, please contact the Plan Administrator (the “Administrator”) or other Plan representative. The Administrator has the complete power, in its sole discretion, to make determinations on all questions arising in connection with the administration, interpretation, and application of the Plan (and any related documents and underlying policies). Any such determination by the Administrator shall be conclusive and binding upon all persons. 

This SPD is a brief description of your Plan and your rights, benefits and obligations under the Plan. It describes the terms of the Plan as contained in the legal Plan documents, which govern the operation of the Plan. This SPD is not meant to interpret, extend, or change the provisions of your Plan in any way. The provisions of your Plan may only be determined accurately by reading the actual Plan document. The Plan documents are written in much more technical and precise language. If the non‑technical language in this SPD and the technical, legal language of the Plan documents conflict, the Plan documents always govern. 
A copy of your Plan is on file at the offices of the Southeast Volusia Hospital District, as well as on their website. It may be read by you, your beneficiaries, or your legal representatives at any reasonable time. Or, if you wish to receive a copy of the legal Plan documents, please contact the Administrator. You may be charged the reasonable cost of copying the Plan documents that you request.
Throughout this SPD you may see words that are capitalized. We have capitalized words when they have a special meaning under the Plan. In reading this SPD you should keep these special meanings in mind.

This SPD describes the current provisions of the Plan that are designed to comply with applicable legal requirements. Because the Medical Center is an instrumentality to carry out the governmental purposes of the Southeast Volusia Hospital District, the Plan is considered a “governmental” plan exempt from many aspects of the Employee Retirement Income Security Act (“ERISA”), the Internal Revenue Code, and other federal laws that may affect your rights. 
The Plan was originally effective on July 1, 1995 and has been amended from time to time since its original adoption. The provisions of the Plan will continue to be revised from time to time to remain in compliance with applicable requirements of laws and regulations. We may also amend this Plan as we deem appropriate provided our amendment does not reduce the benefit you have accrued under the Plan before the date the amendment is adopted. If the provisions in this SPD change, we will notify you.

Impact of Florida Hospital New Smyrna Sale

On April 1, 2016, the Medical Center sold substantially all of its assets and operations to the Adventist Health System and the Medical Center ceased all of its ongoing business operations. Following the sale, the Medical Center has no active employees and no active operations. The former operations of the Medical Center are now operated by Florida Hospital New Smyrna and many of the former employees of the Medical Center have become employees of Florida Hospital New Smyrna (“FHNS”). FHNS is within the Adventist Health Center and is not related to the Medical Center, except as the purchaser of certain assets and operations of the Medical Center. As a result of the sale, all former employees of the Medical Center who were members of the Plan are now either retirees or terminated vested participants in the Plan to the extent that they are vested. 
The Plan was frozen on December 31, 2010. As a result, benefits under the Plan have not counted any service or compensation earned after December 31, 2010. The sale of the Medical Center’s assets does not change the frozen state of the Plan. The Plan will not count any service or compensation earned with FHNS except to the limited extent necessary to enable a former Medical Center employee to reach eligibility for the 30 year subsidized early retirement benefit offered by the Plan (see “How is My Early Retirement Benefit Calculated” below).

Following the sale and cessation of operations of the Medical Center, the continuing administration of the Plan is being handled by the Southeast Volusia Hospital District (the “District”). All references in this summary and in the Plan to the “Plan Administrator”, the “Administrator” or the “Employer” now refer to the District instead of the Medical Center. In addition, the prior committee that managed certain aspects of the Plan has not been continued by the District. As a result, all administrative decisions for the Plan are now made by the District. 
Basic Information

Name of Plan


Pension Plan of Bert Fish Medical Center, Inc.
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Pension Plan (Defined Benefit Plan)
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New Smyrna Beach, FL 32170
Plan Number


001

Type Administration
Administration is handled by the Southeast Volusia Hospital District
Plan Fiscal Records
Maintained on Plan Year basis, i.e., each 12 month period ending December 31.

Preparation date of 

this Summary Plan 
Description


September 1, 2017
Set forth on the following pages is a detailed summary of the principal Plan provisions. 

Definitions

Employee
means an individual employed by the Medical Center before April 1, 2016, in a normal employer-employee relationship including leased employees.

Medical Center


means Bert Fish Medical Center, Inc.

Compensation
means the total compensation paid by the Medical Center, for which the Medical Center is required to furnish you a written statement (i.e. IRS Form W-2). It included your salary reduction contributions to any retirement plan or welfare arrangement maintained by the Medical Center such as 403(b) plans, 401(k) plans, welfare benefit arrangements, health insurance, etc. but did not include payments made to you after you terminated employment (such as severance pay) with limited exceptions (such as payments of final paychecks delivered after employment termination and payments for unused accrued sick, vacation or other leave time).

The amount of compensation that can be used for benefit calculation will not be greater than the limit for that Plan Year under Internal Revenue Code Section 401(a)(17). This figure was $150,000 for 1995 and 1996. For 2017, the limit is $270,000. This limit may be increased in the future for cost‑of‑living changes and may also be increased or decreased from time to time by changes in the federal tax laws. 
Average Monthly 

Compensation
means your average Compensation during the five years of your service to the Medical Center which produced the highest monthly average.

Plan Year 
means the Plan’s accounting year of twelve (12) months commencing on January 1st of each year and ending the following December 31st.

FRS
The Florida Retirement System as contained in Chapter 121, Florida Statutes, and/or the State and County Officers and Employees’ Retirement System, wherever applicable as determined by the context of the Plan.

FRS Service
For participants employed by the Medical Center on July 1, 1995, the period of Credited Service, as defined under Section 121.021 (17), Florida Statutes, prior to July 1, 1995, as shown in the records of FRS for each participant, and for which all required contributions have been made and have not been subsequently withdrawn. This period of Creditable Service includes any and all Creditable Service even while not an employee of the Medical Center as well as all Creditable Service as an Employee. The period of Creditable Service also includes any period for which a participant receives credit in accordance with the provisions of FRS regarding redeposit of refunded contributions. In order for participants who have 10 years of Creditable Service and were vested under FRS to also receive credit for this service under this Plan, they must forever leave their Accumulated Contributions, as defined under Section 121.021 (26), Florida Statutes, with FRS. In order for participants who were members under FRS but who did not have 10 years of Creditable Service under FRS, and who were therefore not vested under FRS, to also receive credit for FRS Service under this Plan, they must have applied for a refund of their Accumulated Contributions under FRS, if any, and promptly deposited such refund into this Plan. Service covered by FRS between October 1, 1975, and July 1, 1995, shall be included as FRS Service for all participants as of July 1, 1995, regardless of whether their Accumulated Contributions were deposited to this Plan.

Credited Service

Total years and months of FRS Service plus Years of Service.

Year of Service
Means each Plan Year after December 31, 1995 during which an Employee has completed at least 1,000 Hours of Service with the Medical Center. For the period of July 1, 1995 to December 31, 1995, service will be credited month by month. A full month’s credit will be given for any employment services rendered during a month.

One Year

Break In Service
A One Year Break in Service is a Plan Year during which you have not completed more than 500 Hours of Service with the Medical Center.


A One Year Break in Service does NOT occur, however, if the Hours of Service credited for one of the following reasons will prevent the Break in Service in the Plan Year in which you enter or leave the Plan:





(a)
an authorized leave of absence;





(b)
certain maternity or paternity absences;





(c)
as required by the Family and Medical Leave Act.


The Administrator will credit you with Hours of Service for a maternity or paternity absence. These are absences taken on account of pregnancy, birth, or adoption of a child. No more than 501 Hours of Service will be credited for this purpose and these Hours of Service shall be credited solely to avoid your incurring a One Year Break in Service. The Administrator may require you to furnish proof that the absence qualifies as a maternity or paternity absence.

Hour of Service
An “Hour of Service” has a special meaning for Plan purposes. An Employee will be credited with an Hour of Service for:


(a) each hour for which the Employee is directly or indirectly compensated by the Medical Center for the performance of duties during the Plan Year;


(b) each hour for which the Employee is directly or indirectly compensated by the Medical Center for reasons other than performance of duties (such as vacation, holidays, sickness, disability, lay-off, military duty, jury duty or leave of absence during the Plan Year); and


(c) each hour for back pay awarded or agreed to by the Medical Center. The Employee will not be credited for the same Hours of Service both under (a) or (b), as the case may be, and under (c).

Provisions of the Plan
Who is eligible to be a member of the Plan?

To be a member of this Plan you must have been actively employed by the Medical Center on July 1, 1995 and a member of FRS actively earning FRS service immediately prior to July 1, 1995. Further, you must not be an excluded Employee as described below. The following persons are excluded Employees, not eligible to participate in the Plan:

(a) Any person who the Medical Center does not treat as an employee for federal income tax withholding purposes at the time services are rendered (such as independent contractors),

(b) Any person who is a pool employee, a temporary employee, or a leased employee,

(c) Any person employed by companies related to the Medical Center but not by the Medical Center itself,

(d) Any person who waived participation in this Plan to elect instead to be covered by the Bert Fish Medical Center, Inc. Retirement Plan II.


If you are a member of the Plan and then you become excluded because of a change in your employment classification under categories (b) or (c) above, you will participate again immediately upon your return to an eligible class provided you have not terminated employment before your return to covered employment and you have not incurred a One Year Break in Service (as defined under the terms of the Plan). If you incur a One Year Break in Service, however, your eligibility will terminate. If you have any questions about the Break in Service rules, you should contact the Plan Administrator. 
What happens to my eligibility if I terminate employment?

If you terminate employment with the Medical Center and are later reemployed, you will not be allowed to again participate in this Plan when you are reemployed. However, your service after your reemployment will count towards increasing your vesting in benefits accrued before you terminated employment. Service after reemployment will not count in the calculation of the amount of your benefit, or for purposes of determining your eligibility for unreduced Early Retirement. And, after the reemployment, you will not be eligible for disability benefits or line of duty benefits (death or disability).

What happens if I take a military leave and then return?

There are special rules that apply to your benefits under the Plan if you take a military leave and return within certain time limits after the end of your military duties. For some purposes, in that situation, you will not be treated as having terminated employment and you will continue to earn benefits and vesting service while you are away. You should contact the Plan Administrator if the military leave rules of Federal law could apply to you.
Am I required to join the Plan?

No. You were not required to participate or continue participation in this Plan. You had the option to elect (prior to July 1, 1995) to participate in the Bert Fish Medical Center, Inc. Retirement Plan II in lieu of this Plan. However, if you elected to participate in this Plan, you will continue as a participant in this Plan until your employment with the Medical Center is terminated and during that period you will not be eligible to participate in the Bert Fish Medical Center, Inc. Retirement Plan II.

Do I have to contribute to the Plan?

No contributions to the Trust Fund are required or accepted from Employees except for participants who were not vested under FRS and had Accumulated Contributions in FRS for periods before October 1, 1975. If you are vested under FRS, you must leave your Accumulated Contributions with FRS. If you are not vested under FRS, you were required to withdraw your Accumulated Contributions (if any) from FRS and deposit them into this Plan in order to receive credit for your FRS Service prior to October 1, 1975 under this Plan. If you later withdraw the Accumulated Contributions from FRS or, from this Plan after deposit, you will lose all FRS Service for periods before October 1, 1975 under this Plan.

How much will the Medical Center contribute to the Plan?

Between now and your retirement, the Medical Center will contribute amounts to fund your pension and the pensions of all other eligible employees, terminated employees and retired employees. The amount of those contributions will be determined by the independent actuaries for the Plan considering the legal funding requirements imposed on the Plan by applicable law and the expected financial needs of the Plan. 
All contributions from the Medical Center shall be deposited to the Trust Fund that holds the assets for the Plan. Monies in the Trust Fund shall be invested by the Investment Managers appointed by the Plan Administrator. The retirement benefit that you are entitled to from the Plan will be paid from the assets of the Trust that holds the Plan’s monies. In addition, the monies in the Trust Fund will be used to pay expenses incurred that are reasonably necessary to administer the Plan. All Fund assets held in the Trust belong exclusively to the Plan and cannot be reached by creditors of the Medical Center or returned to the Medical Center unless all Plan benefits have been fully satisfied.

How is the Plan administered?

The Plan is administered by the Plan Administrator. Before April 1, 2016, the Plan Administrator was the Medical Center. Following the sale, the Plan is administered by the Southeast Volusia Hospital District. Effective July 27, 2017, the Board of Commissioners of the Southeast Volusia Hospital District was appointed as the Plan Administrator of the Plan.
The Plan Administrator has the power to interpret the provisions of the Plan, to determine questions relating to eligibility, participation and benefits, and such other powers and duties as are necessary to the operation and administration of the Plan and as are set forth in the Plan and Trust. The Plan Administrator is responsible for the day‑to‑day administration and operation of the Plan and has full discretion to make decisions regarding the Plan including decisions regarding how expenses paid by the Plan will be handled. For example, the Administrator maintains the Plan records, including your benefit information, provides you with the forms you need to complete for Plan participation and directs the payment of your benefit at the appropriate time. The Administrator will also allow you to review the formal Plan document and certain other materials related to the Plan. If you have any questions about the Plan and your participation, you should contact the Administrator. The Administrator may designate other parties to perform some duties of the Administrator. The term “Administrator” as used in this SPD refers to the Plan Administrator unless otherwise noted. 
When is my Normal Retirement?

For most participants, your Normal Retirement Age is age 62 and 5 years of Credited Service and your Normal Retirement Date is the first of the month on or after the date you attain your Normal Retirement Age. If you were a Division A or Division B member under FRS on July 1, 1995, and you initially became so before July 1, 1963, then your Normal Retirement Age is age 60. In all cases, your Normal Retirement Age will be no later than age 65 and the fifth anniversary of your plan participation.

Can I retire early?

Yes. You may retire on the first day of any month coincident with or next following completion of 10 Years of Service. Early Retirement benefits are paid on a reduced basis beginning as of the date you elect after age 42.

You may also retire early if you have 30 years of Credited Service, regardless of age, without any reduction in benefit even if you have not reached your Normal Retirement Date.

Can I delay my retirement date?

Yes. You may defer retirement beyond your Normal Retirement Date. The Plan will never force you to retire. However, once you are no longer an Employee, you will be required by applicable tax law to begin receiving your benefits from the Plan shortly after the date you reach age 70 ½.

How is my Normal Retirement Benefit calculated?

Your monthly Normal Retirement Benefit will be an amount equal to the sum of your Average Monthly Compensation times the applicable Benefit Accrual Rate for each year or fractional portion of a year of your Credited Service. However, the amount of your Average Monthly Compensation and Years of Credited Service counted by the Plan in this calculation was frozen as of December 31, 2010. As a result, your compensation and service counted in the calculation will not be increased for any compensation or service earned or performed by you after December 31, 2010.

The amounts calculated for each period of time is then added together to obtain your monthly benefit amount.



Period When Service Rendered

Applicable Benefit









Accrual Rate

	(i) Credited Service before July 1, 1995
	 As provided under FRS

	(ii) Credited Service from July 1, 1995 through December 31, 2010 and past service purchased
	1.6%


The Plan, by law, cannot recognize compensation in excess of the limit under Internal Revenue Code Section 401(a)(17) This figure was $150,000 for 1995 and 1996 and has increased periodically for cost of living changes. For 2017, the limit is $270,000. This limit may be increased in the future for cost‑of‑living changes and may also be increased or decreased from time to time by changes in the federal tax laws. 
In addition, for periods before January 1, 1997, it will also be applied to certain highly compensated employees and their family members as if they were a single participant. If you or a member of your family may be affected by this rule, ask your Administrator for further details.

The maximum dollar amount of benefits which will be paid from the plan will not be greater than the limit in Internal Revenue Code Section 415. This figure was $120,000 for 1995 and has increased periodically for cost of living changes. For 2017, the limit is $215,000. This limit may be adjusted annually by IRS regulations.

How is my Early Retirement Benefit calculated?

The amount of your Early Retirement monthly benefit is calculated the same as for Normal Retirement, which is described above, except Credited Service and Average Monthly Compensation shall be determined as of your Early Retirement Date (or as of December 31, 2010, if earlier). The benefit immediately payable shall be the Normal Retirement benefit reduced by five-twelfths of one percent (5/12%) for each complete month by which the starting date of the benefit precedes your Normal Retirement Date.

However, if you have 30 years of Credited Service, you may retire on the first day of any month and receive your full accrued Normal Retirement Benefit without actuarial reduction even if you have not yet reached your Normal Retirement Date.

Your Credited Service for purposes of meeting the 30 year requirement will count only your service with the Medical Center ending on the first date that you terminate employment after July 1, 1995. 
Special Rule for Employees Who Moved to Florida Hospital New Smyrna on April 1, 2016. If you remained employed on March 31, 2016 and you moved on April 1, 2016 from the Medical Center to Florida Hospital New Smyrna in connection with the sale of the Medical Center’s assets, your Credited Service for purposes of meeting the 30 year early retirement threshold will also include your continued service with Florida Hospital New Smyrna and/or its related companies in the Adventist Health System. The continued counting of your service toward the 30 year threshold will stop on the earlier of (i) the first date that you terminate employment from Florida Hospital New Smyrna (or its affiliates) following the sale, or, (ii) the first date for which you receive retirement payments from the Plan. Note that the continued service that you receive toward the 30 year early retirement threshold will not be counted in the calculation of your benefit amount. The only impact will be on whether or not your early retirement benefit will be reduced for starting before age 62, or unreduced because you have credit for 30 years of Credited Service.

How is my Delayed Retirement Benefit Calculated?

The amount of the Delayed Retirement monthly benefit is determined in the same manner as for Normal Retirement except that Credited Service and Average Monthly Compensation shall be determined as of your actual retirement date (or as of December 31, 2010, if earlier), and except that Credited Service since November 30, 1970, and purchased past service, shall be at the following Benefit Accrual Rates:

	If Time Elapsed Since Your Normal Retirement Date or Since Your Completion of 30 Years of Credited Service is:
	Benefit Accrual Rate Per Year Since November 30, 1970:

	1 Year
	1.63%

	2 Years
	​1.65%

	3 or More Years
	1.68%


The determination of your Delayed Retirement benefit amount will compare the amount of the monthly benefit calculated using the above factors with the amount that would be payable to you if your benefit were determined as an actuarial equivalent of the benefit that was payable to you as of December 31 of the year preceding your Delayed Retirement (but not preceding your Normal Retirement Date). Whichever results in the higher benefit will be the amount payable to you as your Delayed Retirement benefit.

There are other laws that may require the Plan to begin distributions to you while you are still employed. If distributions are made to you before you actually retire, your Delayed Retirement Benefit will be adjusted for these distributions.

If I am entitled to a benefit from FRS, how is my benefit under this Plan calculated?

If you are entitled to a benefit from FRS, benefits under this Plan are calculated in two steps. First a gross benefit is calculated based on your FRS service and Years of Service as a participant in this Plan. Then, your gross benefit is reduced (offset) by your FRS benefit. The FRS offset used for calculation purposes may be adjusted if the benefit actually payable by FRS has a different payment date or option. 
Are there any special rules relating to FRS that I need to understand?

Yes. There are special rules that you should be aware of relating to purchasing or repurchasing service from FRS. There are also special rules that you should be aware of that will impact you if you become covered by FRS after the effective date (July 1, 1995). 
First, to receive credit for your FRS Service before October 1, 1975, you must do the following, depending on whether or not you are vested in your FRS benefit. If you were vested, you must leave your pre-October 1, 1975 Accumulated Contributions with FRS in order to receive credit under this Plan for your pre-October 1, 1975 FRS Service. If you were not vested in your FRS benefit on July 1, 1995, you were required to apply for a refund of your Accumulated Contributions under FRS, if any, and promptly deposit that refund into this Plan. Any FRS Service you had for periods after October 1, 1975 and before July 1, 1995 are credited under the Plan without regard to whether you obtain and deposit a refund of your FRS Accumulated Contributions.

If you deposited your FRS refund of Accumulated Contributions to this Plan and then become re-employed under FRS (even if still employed by the Medical Center), then you must apply to have that previous refund amount transferred back to FRS when you are eligible to do so, if the transfer will make you become vested under FRS. The Plan will cooperate with the transfer request if doing so will be in the best interest of the Plan and you. In that case, the Plan will transfer to FRS the deposited Accumulated Contributions adjusted by the required amount of interest due. Then, when you eventually become entitled to benefits from this Plan, the amount of your FRS benefit attributable to your service before July 1, 1995 will be offset against the amount payable to you from this Plan.

Second, if you were not vested under FRS on July 1, 1995 but you later become vested because of subsequent employment with an FRS employer, then the amount of benefit payable to you from this Plan will be offset by the portion of your FRS benefit attributable to your FRS service before July 1, 1995. 
Third, if you did not have the required one year of employment on July 1, 1995 to have been covered by FRS immediately before July 1, 1995, then you may purchase FRS Service from this Plan.
And, lastly, if you would be entitled under FRS to purchase or repurchase additional FRS Service and purchasing such additional service from FRS would not make you become vested in your FRS benefit, then you may purchase the additional service under this Plan. To accomplish the purchase of the additional service credit there are certain actions you will need to take and information that you will need to provide to the Plan Administrator. You should contact the Plan Administrator if you are eligible for and want to take advantage of this opportunity.

By joining this Plan you have agreed to notify the Plan Administrator if any of the situations described in this section arise. Failure to promptly notify the Plan Administrator could negatively affect your benefits.

Will I receive any cost-of-living adjustments?

As of each July 1, each retiree and each beneficiary receiving monthly benefits on behalf of a deceased participant will receive a three percent (3%) increase. If the retiree or beneficiary has not been receiving benefits for a full year, the cost-of-living increase will be prorated.

Will my health insurance be paid after I retire?

Prior to October 1, 2003, there was a monthly supplement paid to retirees and beneficiaries receiving monthly benefits on behalf of retirees or deceased participants who certified annually to the Medical Center that they have health insurance. This subsidy was calculated as $3.00 for each year of Credited Service under both this Plan and FRS, less the subsidy assumed payable from FRS. The minimum subsidy was $30.00 (before applying the FRS offset) and the maximum was $90.00 (after applying the FRS offset). Effective October 1, 2003, payment of the health insurance subsidy stopped being paid by the Plan as mandated by the IRS and the Medical Center began paying the subsidy directly to eligible retirees outside of the Plan. In addition, to assure that the subsidy payment qualifies to be paid without triggering income taxes to the retiree, each retiree must provide evidence showing current coverage along with the annual certification of coverage.
What happens if I become disabled?

You will be eligible for a disability benefit if you become totally and permanently disabled while employed by the Medical Center after you have five (5) years of Credited Service. You are also eligible for a disability benefit, regardless of Credited Service, if you become totally and permanently disabled in the line of duty.

To be considered totally and permanently disabled, you must have a physical or mental condition resulting from bodily injury, disease, or mental disorder which renders you incapable of continuing useful and efficient employment with the Medical Center. The Plan Administrator will require proof that you are totally and permanently disabled, which will include certifications by two licensed physicians chosen by the Administrator and any other evidence the Administrator may require. The Administrator also will need to know what benefits, if any, are payable from FRS. The Administrator may require periodic re-examinations at the expense of the Fund.

Your monthly disability benefit will be calculated in the same manner as for Normal Retirement but based on your Average Monthly Compensation and Credited Service at your disability retirement date. However, the following conditions shall apply:
(e) If your disability occurred in the line of duty, the monthly benefit will not be less than forty-two percent (42%) of your Average Monthly Earnings as of the disability retirement date; or

(f) If your disability did not occur in the line of duty but occurred before you are eligible for either Normal Retirement or an unreduced Early Retirement benefit, the monthly benefit will not be less than twenty-five percent (25%) of your Average Monthly Earnings as of the disability retirement date.

As of each July 1, your disability benefit will be adjusted for increases in the cost-of-living in the same manner as for retirees. 

What if I recover from disability?

If the Committee finds that, at any time prior to your Normal Retirement Date, you are no longer disabled, the Committee will direct that the disability benefits be discontinued.

If you did not come back to work for the Medical Center after you recovered from disability, and you were vested at the time of your disability, you may receive a Normal or Early Retirement benefit at your Normal or Early Retirement Date, based on Average Monthly Compensation and Credited Service as of your date of disability, reduced in the case of Early Retirement.

If you came back to work for the Medical Center within 6 months after your recovery from disability, the time you were receiving a disability benefit will be counted as Credited Service for vesting purposes. You may purchase Credited Service for benefit accrual if you contribute an amount equal to the percent of pay contributed by the Medical Center during your period of disability retirement.

Are there any exclusions to payment of disability benefits?

Disability benefits are not payable in cases where the disability is a result of:

(g)  Excessive and habitual use of drugs, intoxicants, or narcotics;

(h) Injury or disease sustained while willfully and illegally participating in fights, riots, civil insurrections, or while committing a felony;

(i) Injury or disease sustained while serving in the armed forces;

(j) Injury or disease sustained after employment as an Employee has terminated;

What happens if I die before retirement?

Non-Service Connected

If you had a nonforfeitable right to a benefit when you die, your spouse or other beneficiary shall receive benefits payable on your death. 
If you are eligible for an Early, Normal or Delayed Retirement Benefit and then die, it shall be assumed that you had retired on your date of death, and a benefit will be calculated based on your Average Monthly Compensation and Credited Service on the date your employment terminated (or, if earlier, as of December 31, 2010). The benefit will be paid on a monthly basis assuming election of an option as follows:

(i)
Provided you were married for at least one year ending on the date of your death, your spouse shall be entitled to the survivor benefit of the Qualified Joint and Survivor Annuity unless, in lieu thereof, you elect payment to your spouse in the form of an annuity for 10 years certain as if you had retired with the 10 years certain and life thereafter payment election. 
(ii)
If there is no spouse (or you were not married during the one year period preceding your death), your named beneficiary will receive an annuity for a period of 10 years certain as if you had commenced payment at your death in the form of the 10 years certain and life thereafter payment election.

If you are eligible for an Early Retirement Benefit and have completed 20 years of Credited Service and then die, the early retirement reduction applied to the calculation of your death benefit will be determined using the smaller of the following two reductions:

(i) The benefit will be reduced by five-twelfths of one percent (5/12ths of 1%) for each complete month by which your death precedes your Normal Retirement Date. 

(ii) The benefit will be reduced by five-twelfths of one percent (5/12ths of 1%) for each complete month by which death precedes the date on which you would have attained 30 years of Credited Service had you survived and continued your employment.

If you are vested when you die, but not yet eligible to receive an Early or Normal Retirement benefit, a death benefit as above will be payable at the date you would have been eligible to receive an Early or Normal Retirement benefit. 
Service Connected

If you die in the line of duty, your surviving spouse, if any, will receive a monthly benefit payable for life, but ceasing upon remarriage, equal to fifty percent (50%) of the monthly rate of base pay being received by you at the time of death.

In the event there are one or more unmarried children under the age of 18, and there is no spouse or the spouse remarries, the line of duty death benefit shall be payable to the child or children until the youngest such child attains his eighteenth birthday.

What happens if I die after retirement?

Unless you elect a different form a payment for your retirement benefits with your spouse’s written consent, your pension is payable as a Qualified Joint and Survivor Annuity, which is a series of monthly payments for your life, after which the monthly benefit will continue in the same amount to your spouse for the rest of his or her life. The monthly amount of the Qualified Joint and Survivor Annuity is less than the monthly amount of the Normal Retirement Benefit as calculated according to the basic formula described earlier in this summary because that formula describes a benefit payable only to you for your lifetime. An actuarial calculation will be made to determine the amount of reduction that applies to convert your benefit from the formula amount to the monthly amount payable as a Qualified Joint and Survivor Annuity. Under the Qualified Joint and Survivor Annuity, no survivor payments will be made to your spouse unless you and your spouse were married on the benefit starting date.

What forms of payment are available for my benefits?

You have the right at any time before actual retirement on the Early, Normal or Delayed Retirement Date to elect not to have the retirement benefit paid in the form of a Qualified Joint and Survivor Annuity; in that case, the benefit will be paid in the normal form as a life annuity with payments for your life and which will cease upon your death. If you are not married on the date your benefits are to begin, your normal form will be a life annuity. Instead of the normal form, however, you may elect to have the retirement benefit payable under any one of the Options described below and to revoke any such election and make a new election at any time before your actual retirement. The amount of optional retirement benefit will be actuarially equivalent to the amount of benefits otherwise payable. Such an election must be made by written request to the Committee and shall be subject to the approval of the Committee. If you are married and if an election other than the Qualified Joint and Survivor annuity is made, your spouse must consent in writing. The Options available are as follows:

OPTION 1 - Joint and Last Survivor Option
A decreased monthly retirement benefit during your lifetime with such decreased benefit (or a portion of it) continued after death to and during the lifetime of your spouse, or to a person other than your spouse, so long as that other person meets the minimum IRS age requirement (you would be advised if this requirement is not met). You may select the percentage to be continued after your death as either 50%, 66 2/3% or 75% of the benefit that was payable during your lifetime.

OPTION 2 - 10 Years Certain and Life Thereafter
A decreased retirement benefit with the remainder of the first 120 monthly payments guaranteed to your beneficiary or estate if you die before receiving all of the 120 payments. After expiration of this certain period, should you be then alive, payments are continued for your life, ceasing upon death.

How can I elect the form of pre-retirement death benefit?

If you are vested and have been married for at least one year at your date of death and die before benefits begin, the form of payment is automatically the Qualified Pre-Retirement Joint and Survivor Annuity unless you elect the Ten Year Certain Annuity. If such an election is made it must be with your spouse’s written consent. If you are not married, the death benefit will be payable as a Ten Year Certain Annuity to your designated beneficiary.

Generally, the period during which you and your spouse may waive the survivor annuity begins as of the first day of the Plan Year in which you reach age 35 and ends when you die. The Administrator must provide you with a detailed explanation of the survivor annuity. This explanation must be given to you during the period of time beginning on the first day of the Plan Year in which you will reach age 32 and ending on the first day of the Plan Year In which you will reach age 35.

Regardless of the method of distribution selected, your entire death benefit must generally be paid to your beneficiaries within five years after your death (the “5 year rule”). However, if your designated beneficiary is a person (instead of your estate or most trusts), then you or your beneficiary may elect to have minimum distributions begin within one year of your death and it may be paid over the designated beneficiary’s life expectancy (the “1-year rule”). If your spouse is the beneficiary, then under the “1-year rule”, the start of payments may be delayed until the year in which you would have attained age 70 1/2. The election to have death benefits distributed under the “1-year rule” instead of the “5 year rule” must be made no later than the time at which minimum distributions must commence under the “1-year rule” (or, in the case of a surviving spouse, the “5-year rule”, if earlier).

Since your spouse participates in these elections and has certain rights in the death benefit, you should immediately report any change in your marital status to the Administrator

How can I elect the time and form for payment of my retirement benefit?

Payment of your retirement benefits will not begin until you file the necessary forms with the Plan Administrator to commence payment of your benefits. In those forms you will be entitled to select both the time that payments will begin to you as well as the form that those payments will be made. The date that you specify for beginning payment of your benefits must be a date on or after the date that you file the payment election forms with the Plan Administrator. 
When you notify the Plan Administrator that you want to begin receiving retirement benefits you will be given a package describing the payment options available to you. You will then have 180 days from the time you receive that information to file your payment election with the Plan Administrator. You may select any of the payment forms offered, although if you wish to elect to not receive a Qualified Joint and Survivor Annuity, you must have your spouse’s written consent. 
What if I terminate employment before retirement?

If you have 5 or more years of Credited Service when you terminate employment, you will receive a monthly benefit commencing at your Normal Retirement Date. The amount of this vested deferred Retirement Benefit is calculated in the same manner as the Normal Retirement Benefit except that Credited Service and Average Monthly Earnings are determined as of your termination date. Or, you may begin receiving the vested benefit at any time after you become eligible for Early Retirement, if so desired. The monthly benefit amount in such case would be reduced the same as for the Early Retirement Benefit calculation. 
This benefit would be increased for cost-of-living the same as for retirees.

Are my retirement benefits taxable?

Whenever you receive a distribution from your Plan, It will normally be subject to income taxes. You may, however, reduce, or defer entirely, the tax due on your distribution if your payment is an “eligible rollover distribution.” This means that it can be rolled over to an IRA or to another employer plan that accepts rollovers. Your Plan administrator should be able to tell you what portion of your payment is an eligible rollover distribution. 
Generally, the types of payments offered by this Plan cannot be rolled over and tax will be withheld at your normal tax withholding rates when the payments are paid to you:

· Payments Spread Over Long Periods. You cannot roll over a payment if it is part of a series of equal (or almost equal) payments that are made at least once a year and that will last for 

· your lifetime (or your life expectancy), or
· your lifetime and your beneficiary’s lifetime (or life expectancies), or
· a period of ten years or more. 

Most of the payment forms available from this Plan will fall within this category. As a result, except in very limited circumstances, the payments you receive from this Plan will typically not be eligible for rollover.

· Required Minimum Payments. Beginning in the year you reach age 70 1/2, a certain portion of your payment cannot be rolled over because it is a “required minimum payment” that must be paid to you.

A payment from the Plan that is eligible for “rollover” can be taken in two ways. You can have all or any portion of your payment either 1) paid in a “direct rollover” or 2) paid to you. A rollover is a payment of your Plan benefits to your Individual Retirement Arrangement (IRA) or to another employer plan. This choice will affect the tax you owe.

If you choose a Direct Rollover:
· Your payment will not be taxed in the current year and no income tax will be withheld.

· Your payment will be made directly to your IRA or, if you choose, to another employer plan that accepts your rollover.

· Your payment will be taxed later when you take it out of the IRA or the Medical Center plan.

If you choose to have your Plan benefits that are eligible for direct rollover Paid To You instead:

· You will receive only 80% of the payment, because the Plan Administrator is required to withhold 20% of the payment and send it to the IRS as income tax withholding to be credited against your taxes.

· Your payment will be taxed in the current year unless you roll it over. You may be able to use special tax rules that could reduce the tax you owe. However, if you receive the payment before age 59 1/2, you also may have to pay an additional 10% tax.

· You can roll over the payment by paying it to your IRA or to another employer plan that accepts your rollover within 60 days of receiving the payment. The amount rolled over will not be taxed until you take it out of the IRA or employer plan.

· If you want to roll over 100% of the payment to an IRA or an employer plan, you must find other money to replace the 20% that was withheld. If you roll over only the 80% that you received, you will be taxed on the 20% that was withheld and that is not rolled over.

Whenever you receive a distribution, the Administrator will deliver to you a more detailed explanation of these options. However, the rules which determine whether you qualify for favorable tax treatment are very complex. You should consult with qualified tax counsel before making a choice.

Special Provisions

Are there any circumstances causing a loss or forfeiture of benefits?

Yes. The following circumstances could cause loss of benefits:

(k) If you are vested with FRS and withdraw your Accumulated Contributions from FRS, you will forfeit all FRS Service prior to October 1, 1975. This service will no longer be taken into account as Credited Service for purposes of benefit accruals, vested percent, or any other purpose.
(l) If you are not vested with FRS, but you had employee contributions on deposit with FRS, you will forfeit all FRS service prior to October 1, 1975, unless you withdraw your contributions from FRS, and deposit them with this Fund.
(m) If you terminate employment prior to Normal Retirement Age without sufficient Credited Service (normally 5 years) to acquire vested rights, benefits which had accrued for you will be forfeited.
(n) There may be a loss of benefits if the Plan terminates and there are not enough Plan assets to fund accrued benefits at the date of Plan termination. See also “What Happens If the Plan is Terminated?”

Can my benefits be assigned to anyone else?

As a general rule, your interest in your benefits under the Plan, including your “vested interest”, may not be assigned or alienated. This means that your interest may not be sold, used as collateral for a loan, given away or otherwise transferred. In addition, your creditors may not attach, garnish or otherwise interfere with your benefit. There are exceptions, however, to this general rule. 
The Plan may be required by law to recognize obligations you incur as a result of court ordered child support or alimony payments. The Plan must honor a “qualified domestic relations order”. A “qualified domestic relations order” is defined as a decree or order issued by a court that obligates you to pay child support or alimony, or otherwise allocates a portion of your benefits in the Plan to your spouse, former spouse, child or other dependent. If a qualified domestic relations order is received by the Plan, all or a portion of your benefits may be used to satisfy the obligation. The Administrator will determine the validity of any domestic relations order received.

Another exception exists if you owe monies to the Plan or are involved with the Plan's administration. If you owe monies to the Plan or if you are found liable for any action that adversely affects the Plan, the Administrator can offset your benefits by the amount that you are ordered or required by a court to pay the Plan. All or a portion of your benefits may be used to satisfy any such obligation to the Plan.

Lastly, if you are delinquent in your payment of federal income taxes, the Internal Revenue Service may be able to garnish your account for the taxes that you owe. 
Claims

How do I claim my benefits?

If you have a vested interest in your retirement benefit and terminate employment, you will receive a notice stating the amount of your vested benefit and the date it is payable.

Benefits will be paid to you and your beneficiaries without the necessity of formal claims. However, you will need to complete and file certain administrative forms with the Plan Administrator to begin payment of your benefits. 
You may submit to the Administrator a written claim for benefits under the Plan. The Administrator will evaluate your claim to determine if benefits are payable to you under the terms of the Plan. The Administrator may solicit additional information from you if necessary to evaluate the claim.

If the Administrator determines the claim is valid, then you will receive a statement describing the amount of benefit, the method or methods of payment, the timing of distributions and other information relevant to the payment of the benefit.

If you think an error has been made in determining your benefits, then you or your beneficiaries may make a request for any Plan benefits to which you believe you are entitled. Any such request should be in writing and should be made to the Administrator. 
What procedure will the Administrator follow if I file a claim for benefits?

Your request for Plan benefits will be considered a claim for Plan benefits, and it will be subject to a full review. If your claim is wholly or partially denied, the Administrator will provide you with a written or electronic notification of the Plan’s adverse determination. This written or electronic notification will be provided to you within a reasonable period of time, but not later than 90 days after the receipt of your claim by the Administrator, unless the Administrator determines that special circumstances require an extension of time for processing your claim. If the Administrator determines that an extension of time for processing is required, written notice of the extension will be furnished to you prior to the termination of the initial 90-day period. In no event will such extension exceed a period of 90 days from the end of such initial period. The extension notice may indicate the special circumstances requiring an extension of time and the date by which the Plan expects to render the benefit determination.

In the case of a claim for disability benefits, if disability is determined by a physician chosen by the Administrator (rather than relying upon a determination of disability for Social Security purposes), then instead of the above, the Administrator will provide you with written or electronic notification of the Plan’s benefit determination within a reasonable period of time, but not later than 45 days after receipt of the claim by the Plan. This period may be extended by the Plan for up to 30 days, provided that the Administrator both determines that such an extension is necessary due to matters beyond the control of the Plan and notifies you, prior to the expiration of the initial 45‑day period, of the circumstances requiring the extension of time and the date by which the Plan expects to render a decision. If, prior to the end of the first 30‑day extension period the Administrator determines that, due to matters beyond the control of the Plan, a decision cannot be rendered within that extension period, the period for making the determination may be extended for up to an additional 30 days, provided that the Administrator notifies you, prior to the expiration of the first 30‑day extension period, of the circumstances requiring the extension and the date as of which the Plan expects to render a decision. In the case of any such extension, the notice of extension will specifically explain the standards on which entitlement to a benefit is based, the unresolved issues that prevent a decision on the claim, and the additional information needed to resolve those issues, and you will be afforded at least 45 days within which to provide the specified information.

The Administrator’s written or electronic notification of any adverse benefit determination may contain the following information:

(o) The specific reason or reasons for the adverse determination.
(p) Reference to the specific Plan provisions on which the determination is based.
(q) A description of any additional material or information necessary for you to perfect the claim and an explanation of why such material or information is necessary. 
(r) Appropriate information as to the steps to be taken if you or your beneficiary want to submit your claim for review.
(s) In the case of disability benefits where the disability is determined by a physician chosen by the Administrator: 
(i) If an internal rule, guideline, protocol, or other similar criterion was relied upon in making the adverse determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such rule, guideline, protocol, or other similar criterion was relied upon in making the adverse determination and that a copy of the rule, guideline, protocol, or other similar criterion will be provided to you free of charge upon request.
(ii) If the adverse benefit determination is based on a medical necessity or experimental treatment or similar exclusion or limit, either an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to your medical circumstances, or a statement that such explanation will be provided to you free of charge upon request.

If your claim has been denied or deemed denied, and you want to submit your claim for review, you must follow the Claims Review Procedure below.

What is the Claims Review Procedure?

Upon the denial of your claim for benefits, you may file your claim for review, in writing, with the Administrator.

(t) You must file the claim for review no later than 60 days after you have received written notification of the denial of your claim for benefits, or if no written denial of your claim was provided, no later than 60 days after the deemed denial of your claim. However, if your claim is for disability benefits and disability is determined by a physician chosen by the Administrator, then instead of the above, you must file the claim for review no later than 180 days following receipt of notification of an adverse benefit determination.
(u) You may submit written comments, documents, records, and other information relating to your claim for benefits.

(v) You may review all pertinent documents relating to the denial of your claim and submit any issues and comments, in writing, to the Administrator. 
In addition to the Claims Review Procedure above, if your claim is for disability benefits and disability is determined by a physician chosen by the Administrator, then the Claims Review Procedure provides that: 

(w) Your claim will be reviewed without deference to the initial adverse benefit determination and the review will be conducted by an appropriate named fiduciary of the Plan who is neither the individual who made the adverse benefit determination that is the subject of the appeal, nor the subordinate of such individual.

(x) In deciding an appeal of any adverse benefit determination that is based in whole or part on medical judgment, the appropriate named fiduciary will consult with a health care professional who has appropriate training and experience in the field of medicine involved in the medical judgment.

(y) Any medical or vocational experts whose advice was obtained on behalf of the Plan in connection with your adverse benefit determination will be identified, without regard to whether the advice was relied upon in making the benefit determination.

(z) The health care professional engaged for purposes of a consultation in (b) above will be an individual who is neither an individual who was consulted in connection with the adverse benefit determination that is the subject of the appeal, nor the subordinate of any such individual.

The Administrator will provide you with written or electronic notification of the Plan’s benefit determination on review. The Administrator will provide you with notification of this denial within 60 days after the Administrator’s receipt of your written claim for review, unless the Administrator determines that special circumstances require an extension of time for processing your claim. If the Administrator determines that an extension of time for processing is required, written notice of the extension will be furnished to you prior to the termination of the initial 60-day period. In no event will such extension exceed a period of 60 days from the end of the initial period. The extension notice may indicate the special circumstances requiring an extension of time and the date by which the Plan expects to render the determination on review. However, if the claim relates to disability benefits and disability is determined by a physician chosen by the Administrator, then 45 days will apply instead of 60 days in the preceding sentences. In the case of an adverse benefit determination, the notification will set forth: 

(aa) The specific reason or reasons for the adverse determination.
(ab) Reference to the specific Plan provisions on which the benefit determination is based.

(ac) If the Administrator’s decision on review is not furnished to you within the time limitations described above, your claim will be deemed denied on review. 
(ad) If benefits are provided or administered by an insurance company, insurance service, or other similar organization which is subject to regulation under the insurance laws, the claims procedure relating to those benefits may provide for review. If so, that company, service, or organization will be the entity to which claims are addressed. Ask the Administrator if you have any questions regarding the proper person or entity to address claims.

If, after exhausting your administrative appeal rights under the Plan, you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state court. However, in order to do so, you must file the suit no later than 180 days after the Administrator makes a final determination to deny your claim. 
Plan Amendment

Can this Plan be changed or amended?

The District has the right to amend your Plan at any time. In no event, however, shall any amendment:

(ae) authorize or permit any part of the Plan assets to be used for purposes other than the exclusive benefit of participants or their beneficiaries;
(af) cause any reduction in your benefit; or
(ag) cause any part of your Plan assets to revert to the District or the Medical Center, except as described under Plan Termination.

Plan Termination

What happens if the Plan is terminated?

The District has the right to terminate the Plan under certain criteria established by law and set forth in your Plan. Upon termination, you will become 100% vested in the present value of your Accrued Benefit to the extent that it is funded in the Plan, and benefits will be distributed to you in any manner permitted by the Plan.

Priorities Upon Termination

Upon termination of the Plan, the assets of the trust will be “allocated” or divided among participants and beneficiaries using the following priorities:

(ah) first, to that portion of your benefit which is derived from your contributions made to the Plan, if any.

(ai) second, equally among:

(1)
retired participants and their beneficiaries to whom payment commenced at least 3 years prior to the date of termination; and

(2)
participants who could have retired and received payment of their benefits at least 3 years prior to the date of termination.

(aj) third, to all benefits guaranteed and insured by the Pension Benefit Guaranty Corporation, if such insurance is applicable.

(ak) fourth, to all other vested benefits not insured by the Pension Benefit Guaranty Corporation.

(al) fifth, to all other benefits provided under the Plan.

Any funds remaining after all benefits have been satisfied will be returned to the District.

Are benefits in this Plan insured by the Pension Benefit Guaranty Corporation?

A federal governmental agency known as the Pension Benefit Guaranty Corporation (“PBGC”) insures benefits payable under certain defined benefit plans. This Plan is not insured by the PBGC because it is sponsored by a governmental entity. 
Your Responsibilities

1.
Upon completing the eligibility requirements, sign an Application Form and a Beneficiary Designation Form and any other necessary information.

2.
Keep your Beneficiary Designation Form updated.

3.
If any change in your marital status occurs, promptly notify the Plan Administrator.

4.
If any change in your address occurs, promptly notify the Plan Administrator.

5.
If you terminate employment, it is important that you determine whether you are entitled to any vested benefits and the earliest date payable.

6.
If you should terminate employment with rights to a vested deferred benefit, then shortly before the date on which you wish it to begin you should notify the Plan Administrator to begin such payments. Also, you should notify the Plan Administrator any time you have a change in address.

7.
For the purpose of Pre-Retirement Death Benefit, if you wish to have an optional form of benefit in effect other than the Qualified Joint and Survivor Annuity, then at the time you fulfill the Credited Service requirement for vesting, you and your spouse should complete the appropriate forms stating your wishes.

8.
Just prior to your retirement under Early, Normal or Delayed Retirement, complete the forms necessary to indicate which optional form of benefit you desire (i.e., Life Annuity, Joint and Survivor, etc.). If you are married, your spouse may also have to give written consent.

9.
Retain this Summary Plan Description with your other important papers for later reference and replacement by updated copies and other supplemental notices, if any are needed.

Limitations of this Summary
The preceding information is a summary of the provisions of the Plan. A copy of the Plan is on file in the personnel office for your review at reasonable times during working hours. If there should be any conflict between the statements made in this summary and the provisions contained in the Plan document, the provisions of the Plan document shall govern.

You may examine, without charge, at the Medical Center’s principal office, all Plan documents. You may obtain copies of all Plan documents and other Plan information upon written request to the Plan Administrator for a reasonable charge.

Statement of ERISA rights of participants
This Plan is a governmental plan not covered by ERISA. As a result, various provisions of ERISA dealing with retirement plans do not apply to participants in this Plan. The operation of the Plan is intended to satisfy the statutory requirements applicable to the Plan under Florida Statutes §§112.60 to 112.67.
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