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Eligibility for par cipa on in the Plan for an Employee or Re ree is based on informa on received by the Plan Administrator from your Employer.

Health, Dental, Vision, Group Term Life, Voluntary Life, and Long Term Disability Coverage
You are eligible for coverage described in the Plan if you are in an eligible class. You are in an eligible class, if (1) you were hired as a permanent, full- me
sworn Employee of the Tulsa Police Department; (2) you are the Chief of Police; or 3) you are an Employee entering the police academy.*
*Eligibility under the Long Term Disability Plan is limited to Employees with less than 20 years of service. NOTE: Eligibility may be con"nued under the Plan
while you are on an employer-approved leave of absence, subject to the applicable Plan’s eligibility rules and requirements.
You become eligible on your “Eligibility Date”, which is the ﬁrst of the month following the date you complete 30 days of con nuous service for your
Employer. Employees entering the police academy who are eligible for and have been covered on the City of Tulsa’s employee beneﬁt plan(s) will not
need to meet the eligibility wai ng period, and the “Eligibility Date” will be the date the Employee enters the police academy program.*
*This provision does not apply to the Long Term disability Plan.
Your coverage becomes eﬀec ve on your Eligibility Date.*
*Group Term Life, Voluntary Life, and Long Term Disability Plans have addi"onal eligibility requirements that may delay your coverage if you are not “ac"vely
-at-work” on your Eligibility Date.
Employee and Dependents
Health, Dental, Vision and Voluntary Life Coverage
Your eligible Dependents* (described below) may be covered under the Health, Dental, Vision, and Voluntary Life Plans:
Your “Spouse” means any person who is lawfully married to you under any State law, including marriages recognized in States other than where
the covered person resides. The Plan Administrator may require documenta"on proving a legal marital rela"onship.
Your ”Child(ren)” includes (1) your own biological children; (2) stepchildren, if you live with the child(ren) and his/her/their custodial parent; and (3)
other child(ren) who live with you in a parent child rela onship and who depend on you for ﬁnancial support and maintenance. Other child
(ren) includes, but is not limited to: foster child(ren), adopted child(ren), or child(ren) “placed with you for adop on”, and grandchild(ren)
of whom you have been awarded custody or guardianship by a court or agency of competent jurisdic on. Stepchildren and other child
(ren) who do not live with you are eligible if a court or agency of competent jurisdic on has placed responsibility with you for relevant expenses. A copy of a court order or a birth record may be required to demonstrate eligibility. Child(ren) “placed with you for adop on” means
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Child that you intend to adopt, whether or not the adop on has become ﬁnal, who has not a=ained the age of 18 as of the date of such adopon or placement. The term “placed” means assump on and reten on by you of a legal obliga on for total or par al support of the Child in
an cipa on for adop on of the Child. The Child must be available for adop on and the legal process must have commenced.
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A Dependent also includes your unmarried fully handicapped Child beyond age 26 subject to the following:
The Child must have been covered under the Plan immediately prior to reaching age 26 and have been unable to earn his or her own living prior
to reaching age 26 because he or she is mentally or physically handicapped and depends on you for ﬁnancial support. The employee must
provide over one-half of the Child’s support for the calendar year.
The Employee must provide wri=en proof of incapacity and dependency to the Plan Administrator within the 31-day period beginning on the date the
Child reaches age 26. The Plan Administrator may require subsequent proof at reasonable intervals therea.er.
If an individual who is covered as a Dependent under this provision terminates Dependent coverage, he or she will not be eligible to again
become covered as a Dependent unless he or she furnishes wri=en proof, for the period of non-coverage of: (i) con nuous coverage under
other medical insurance coverage; (ii) incapacity; and (iii) dependency on the Employee.
*Eligibility for your Dependents under the Voluntary Life Plan is subject to the applicable carrier’s eligibility rules and requirements.
Court Ordered Coverage for a Child
Federal law requires the Plan, under certain circumstances, to provide coverage for your Child(ren). The details of these requirements are summarized below.
The Plan Administrator shall enroll for immediate coverage under the Plan any Child, who is the subject of a “qualiﬁed medical child support order” (“QMCSO”). If you are ordered to provide such coverage for a Child and you are not enrolled in the Plan at the me the Plan Administrator receives
a QMCSO, the Plan Administrator shall also enroll you for immediate coverage under the Plan. Coverage under the Plan will be eﬀec ve as of the later of
the date speciﬁed in the order or the date the Plan Administrator determines that the order is a QMCSO. Any required contribu on for coverage pursuant to this
provision will be deducted from your pay in accordance with the Employer’s payroll schedule and policies.
A QMCSO is deﬁned as a child support decree or order issued by a court (or a state administra ve agency that has the force and eﬀect of law under applicable state law) that obligates you to support or provide health care coverage to your child and includes certain informa on concerning such coverage.
The Plan Administrator will determine whether any child support order it receives cons tutes a QMCSO. Except for QMCSO’s, no child is eligible for Plan
coverage, even if you are required to provide coverage for that child under the terms of a separa on agreement or court order, unless the child is an eligible
child under the Plan. Procedures for determining a QMCSO may be obtained, free of charge, by contac ng the Plan Administrator.
When You and Your Spouse Are Both Covered Employees
When both you and your Spouse are covered Employees, each of you must choose coverage as either an Employee or Dependent. You may not be covered under the Plan as both an Employee and a Dependent.
Employee Contribu ons
Health, Dental and Vision Coverage
Cost of coverage is funded in part by Employer contribu ons and in part by Employee contribu ons.
Group Term Life Coverage
Your Employer pays 100% of the premiums.
Voluntary Life Coverage
Employee pays 100% of their premiums.
Long Term Disability Coverage
Trust pays a por on of the premiums and Employees pay a por on of their premiums.
Re ree Beneﬁts
Re ree
Health, Dental and Vision Coverage
Individuals who re re from the Tulsa Police Department are eligible for re ree coverage under the Health, Dental and Vision Plans.
You are eligible to con nue your coverage to age 65 on the non-Medicare rate ers. When Medicare (Medicare Part A and/or Part B) beneﬁts are not available,
you may remain on the non-Medicare rate ers beyond age 65 un l you do qualify. If you do not maintain con nuous coverage aGer your re rement date or
deferred re rement termina on date you will lose eligibility. Re rees who turn 65 and have Medicare Parts A and B may con nue their coverage under the Plan
as their secondary coverage. Coverage may be elected as either Medical and RX or Medical Only. These plans have their own rates and are only available to rered oﬃcers at the single rate.
Eﬀec ve July 1, 2004, Re rees who do not maintain con nuous coverage shall not be eligible for Plan re-entry at a later date. Re ree includes individuals receiving a re rement beneﬁt, and those individuals who defer re rement, including disabili es, aGer ten years of ves ng service.
A special eligibility rule for speciﬁcally iden ﬁed Tulsa Police Department Re rees who were employed with the Employer as of 12/1/07 and who 14
had not
yet accumulated ﬁve years of service with the Employer. If these named Employees re red from the Employer with less than ﬁve years of service, they would be
allowed to elect Re ree beneﬁts from the Plan. Once these named Employees had accumulated ﬁve years of service with the Employer, they would

no longer be eligible for Re ree beneﬁts from the Plan per this rule.
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Re ree and Dependents
Health, Dental and Vision Coverage
Your Spouse to age 65 on the non-Medicare rate ers, except when Medicare (Medicare Part A a n d / or Part B) beneﬁts are not available, in which
case you may remain on the non-Medicare er rates un l you qualify for Medicare.
Re ree spouses who turn 65 and have Medicare Parts A and B may con nue their coverage under the Plan as their secondary coverage. Coverage may be
elected as either Medical and RX or Medical Only. These plans have their own rates and are only available to the Medicare eligible spouse. Con nuing dependents who are not Medicare eligible will be covered under the non-Medicare rate ers.
Spouses and Child(ren) to age 26 may be covered under the H e a l t h , D e n t a l a n d V i s i o n Plans, including your unmarried handicapped Child as described above under Employee and Dependents
Enrollment Procedures for Re ree Coverage
Elec on to con nue Re ree coverage must be made within 30 days of your re rement date. If you do not elect to con nue Re ree coverage during this
period, you are not eligible to enroll in Re ree coverage at a later date. The open enrollment period and Special Enrollment Events (described in the
Plan) do not en tle a Re ree to enroll in Re ree coverage, however they do allow a Re ree to add Dependents, as applicable, to his or her Re ree coverage.
At the me of re rement you may elect to enroll in COBRA Con nua on Coverage in lieu of Re ree coverage. If you elect COBRA Con nua on Coverage in lieu of Re ree coverage for yourself and any eligible Dependents or if you fail to make any elec on under the Plan, you and/or your Dependents will not be eligible to enroll in the Re ree coverage under the Plan at a later me. If however, you elect Re ree coverage in lieu of COBRA Con nua on
Coverage, the Re ree coverage under the Plan will be treated as alterna ve coverage and you will not be eligible to con nue under COBRA once
Re ree coverage under the Plan has ended.
If you decide to enroll yourself and your eligible Dependents in Re ree coverage, you must enroll by comple ng all required elec on and enrollment forms and submiNng them to the Plan Administrator within 30 days aGer your re rement date. Par cipa on in the Plan will begin for you and
your eligible Dependents as of your date of re rement provided all required elec on and enrollment forms are properly submi=ed to the Plan Administrator. You are required to pay the en re cost of Re ree coverage for yourself and any eligible Dependents in accordance with the policies and
procedures established by the Plan Sponsor. The amount of any required contribu on will be communicated to you prior to the date of your re rement. This Plan’s Open Enrollment Period and Special Enrollment Events (described in the Plan) apply to Dependents of covered Re rees.
Your Dependent(s) who retains the coverage will be subject to the same rules, rates, and administra ve procedures as those Par cipants covered by COBRA, except for COBRA insurance reten on me limit.
Re ree Contribu ons
Health, Dental and Vision Coverage
Re rees pay 100% of their premiums.
Timely Enrollment
Once you are eligible to par cipate in the Plan, you must enroll for coverage by comple ng all elec on and enrollment forms and submiNng them
to the Plan Administrator within 30 days aGer sa sfac on of the eligibility requirements. If you are required to contribute towards the cost of coverage you must complete and submit a payroll deduc on authoriza on for the Plan Administrator to no fy your Employer to deduct the required
contribu on from your pay. In addi"on, as part of the enrollment requirements, you will be required to provide your social security number, as well as
the social security numbers of your enrolled Dependents. The Plan Administrator may request this informa"on at any "me for con"nued eligibility under
the Plan. Failure to provide the required social security numbers may result in loss of eligibility or loss of con"nued eligibility under the Plan.
If you fail to complete and submit the appropriate elec on and enrollment forms within the 30- day period described above, you will not be eligible to
enroll in the Plan un l the next Open Enrollment Period or unless you experience a Special Enrollment Event or a Status Change Event (described in
the Plan).
Termina on of Coverage
Termina on of Employee Coverage
Health, Dental, Vision, Life and Long Term Disability Coverage
Coverage under the Plan will terminate on the earliest of the following dates:
The date the Plan terminates, in whole or in part;
If you fail to make any contribu on when it is due, the beginning of the period for which a required contribu on has not been paid;
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The date you report to ac ve military service, unless coverage is con nued through the Uniformed Services Employment and Reemployment Rights Act
(USERRA);
The end of the month in which you cease to be eligible for coverage under the Plan;*
The end of the month in which you terminate employment or cease to be included in an eligible class of Employees;*
The date you (or any person seeking coverage on your behalf) performs an act,
prac ce or omission that cons tutes fraud; and
The date you (or any person seeking coverage on your behalf) makes an inten onal
misrepresenta on of a material fact.
* An insured’s basic and supplemental life insurance coverage may be con"nued if you no longer meet the eligibility requirements, provided you make a wri2en
request and make the ﬁrst premium payment within 31 days a.er your life insurance coverage would otherwise terminate, subject to certain excep"ons and minimum/
maximum amount restric"ons that may apply . If you elect to con"nue your own life insurance coverage, you may also elect to con"nue contributory dependent life insurance
for any other individual insured under your coverage. Coverage under the Long Term Disability Plan will terminate on the earliest of the date you cease to be a “Member” or
the date your employment terminates.
Termina on of Dependent Coverage
Health, Dental and Vision Coverage
Coverage under the Plan will terminate on the earliest of the following dates:
The date the Plan terminates, in whole or in part;
The date the Plan discon nues coverage for Dependents;
The date your Dependent Spouse becomes covered as an Employee under the Plan;
The date coverage terminates for the Employee;
If you and/or your Dependents fail to make any contribu on when it is due, the beginning of the period for which a required contribu on has not been
paid;
The date your Dependent Spouse reports to ac ve military service;
The end of the month in which your Dependent ceases to be a Dependent as deﬁned by the Plan;
The date your Dependent (or any person seeking coverage on behalf of your Dependent) performs an act, prac ce or omission that cons tutes fraud; and
The date your Dependent (or any person seeking coverage on behalf of your Dependent) makes an inten onal misrepresenta on of a material fact.
Termina on of Re ree Coverage
Health, Dental and Vision Coverage
Coverage under the Plan will terminate for you and any Dependents on the earliest of the
following dates:
The date in which a required contribu on has not been paid;
The date the Plan terminates or no longer provides Re ree coverage;
The date in which a Dependent no longer sa sﬁes the eligibility requirements as a Dependent under the terms of the Plan;
The plan terminates as primary coverage and becomes secondary to Medicare on the date a member or eligible spouse becomes Medicare eligible.
The date you or your Dependent (or any person seeking coverage on behalf of you or your Dependent) performs an act, prac ce or omission that cons tutes fraud;
The date you or your Dependent (or any person seeking coverage on behalf of you or your Dependent) makes an inten onal misrepresenta on of a material fact.
Retroac ve Termina on of Coverage
Health, Dental and Vision Coverage
Except in cases where you and/or your covered Dependents fail to pay any required contribu on to the cost of coverage, the Plan will not retroac vely terminate coverage
under the Plan unless you and/or your covered Dependents (or a person seeking coverage on behalf of you and/or your covered Dependents) performs an act, prac ce or
omission that cons tutes fraud with respect to the Plan or unless the individual makes an inten onal misrepresenta on of material fact. In such cases, the Plan will provide at
least 30 days advance wri=en no ce to you or your covered Dependent who is aﬀected before coverage will be retroac vely terminated. As provided above, coverage may be
retroac vely terminated in cases where required Employee contribu ons have not been paid by the applicable deadline.
COBRA Con nua on Coverage
Health, Dental and Vision Coverage
COBRA con nua on coverage can become available to an Employee and his or her covered Spouse and Dependent children when group health plan coverage would
14 otherwise be lost due to certain “qualifying events” described in the Plan. You may also have other op ons available to you when you lose group health coverage. For example,
you may be eligible to buy an individual plan through the Health Insurance Mareketplace, or qualify for a 30-day special enrollment period for another group health plan for
which you are eligible (such as a spouse’s plan), even if the plan generally does not accept late enrollees,
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Survivor Beneﬁts
Survivor Beneﬁts for Employees
Health, Dental and Vision Coverage
In the event of death of a covered Employee, the eligible Dependent(s) will be allowed to retain con nuous coverage under the
Health, Dental and Vision Plans un l the earlier of the following:
The date the Dependent fails to sa sfy the eligibility requirements for coverage under the Plan;
The plan terminates as primary coverage and becomes secondary to Medicare on the date a surviving spouse becomes Medicare eligible.
The date the monthly premium is not paid.

Survivor Beneﬁts for Re rees
Health, Dental and Vision Coverage
If you (the Re ree) die while enrolled in Re ree coverage under the Health, Dental and/or Vision Plans, your covered surviving Dependents may
elect to con nue Re ree coverage un l the earlier of the following:
The date your Dependent fails to sa sfy the eligibility requirements for coverage under the Plan;
Plan terminates as primary coverage but is available as secondary to Medicare aGer surviving spouse becomes Medicare eligible.
The date the monthly premium is not paid.
Enrollment Procedures for Survivor Coverage
If your surviving Spouse and/or any eligible surviving Dependents decide to con nue their enrollment in coverage (including Re ree coverage) under the Plan, they must enroll by comple ng all required elec on and enrollment forms and submiNng them to the Plan Administrator within 30 days aGer the date of your death. Survivor coverage will begin for your Spouse and any eligible surviving Dependents as
of the date of your death provided all required elec on and enrollment forms are properly submi=ed to the Plan Administrator. The cost
of Plan coverage (including Re ree coverage) under this survivor beneﬁt will be communicated to you by the Plan Administrator. Surviving
Dependents (including surviving Dependents of Re rees) who retain their coverage will be subject to the same rules, rates and administra ve
procedures as those who are covered by COBRA Con nua on Coverage, except for the COBRA Con nua on Coverage insurance reten on
me limit. The surviving Spouse becomes the Re ree upon the death of the Re ree and is subject to the same limita ons as the Re ree concerning termina on of coverage. If the surviving Spouse (now Re ree) leaves the Plan, he or she is not allowed to re-enroll.
At the me of your death, your surviving Dependents may elect COBRA Con nua on Coverage in lieu of Plan coverage (including Re ree Coverage). If any of your surviving Dependents elect COBRA Con nua on Coverage in lieu of Plan coverage (including Re ree coverage) available under this survivor beneﬁt, they will not be eligible to enroll in the Plan at a later me. If however, they elect to con nue Plan coverage
(including Re ree coverage) under this survivor beneﬁt in lieu of COBRA Con nua on Coverage, the coverage (including Re ree coverage)
available under this survivor beneﬁt will be treated as alterna ve coverage and they will not be eligible to con nue coverage under COBRA
once Plan coverage available under this survivor beneﬁt has ended.
Survivor Contribu ons
Health, Dental and Vision Coverage
Surviving par cipants pay 100% of their premiums.
The Trust reserves the right, in its sole discre on, to terminate the Plan, in whole or in part, including any Voluntary Product oﬀered by the Trust,
at any me, including the right to modify, alter or amend any and all rules of the Plan or any Plan beneﬁts, including any Voluntary Product.
For more details regarding eligibility, enrollment, con nua on of coverage, and termina on requirements please refer to applicable Plan document or policy. In the event of a conﬂict between this Summary and the applicable Plan document or policy, the terms of the applicable Plan
document or policy apply.
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