ShelterPoint Life Insurance Company

Q SHELTERPOINT

12/10/2020

LOCKTON COMPANIES LLC
500 WEST MONROE SUITE 3400
CHICAGO IL 60661

RE: RYAN SPECIALTY GROUP INC
Policy Number: DBL628545

Dear Producer:

At your request, we have issued the following New York State disability policy (DBL), including
Paid Family Leave (PFL) benefits if applicable, and any elected coverages to the above named
policyholder. Please forward these documents to your client.

If any additional coverage was requested during the application process, the relevant materials,
policies, certificates and applications are also included in this package.

Please note that under the federal Electronic Signatures in Global and National Commerce
Act (“E-SIGN”) and New York State’s Electronic Signatures and Records Act (“ESRA”), the
policyholder must provide affirmative consent to receiving policy documents in electronic form.
Prior to consenting, the policyholder must be clearly informed of (i) any right or option of the
policyholder to have the policy documents provided or made available on paper or in
nonelectronic form, and (ii) the right of the policyholder to withdraw the consent to have the
policy documents provided or made available in an electronic form and of any conditions,
consequences, or fees inthe event of such withdrawal. If the policyholder does not provide
affirmative consent to electronic delivery, you must deliver a paper copy of the policy
documents to the policyholder.

Thank you for choosing ShelterPoint. If you require additional assistance, please do not hesitate
to contact us at (800) 365-4999 or customerservice@shelterpoint.com.

Sincerely,

Kathleen A. McAuliffe
Vice President, Client Services & Administration

PS-newPol-Prod-DBL 10-14



ShelterPoint Life Insurance Company

Q SHELTERPOINT

RYAN SPECIALTY GROUP INC 12/11/2020
180 N STETSON AVENUE SUITE 4500
CHICAGO IL 60601

Dear Policyholder:

We at ShelterPoint Life thank you for accepting us as your insurance carrier for New York State disability (DBL)
benefits, including Paid Family Leave (PFL) benefits if applicable. Our coverage is provided in accordance with the
provisions of New York State Workers’ Compensation Law, Article 9. We require an authorized signature on the
Disability Policy application for our records. If you have not already done so, please sign and return the
enclosed application as soon as possible using the address indicated above.

We will file the Workers' Compensation Board Form DB-820/829 (commonly referred to as Certificate of Insurance)
with the Workers' Compensation Board to show proof of your disability coverage. This filing is required by law.

Claim forms, posting notices, and other materials are available on our website www.shelterpoint.com.

If any additional coverage was requested during the application process, the relevant materials, policies,
certificates and applications are also included in this package.

Should you have any questions about your disability benefits insurance policy, please do not hesitate to contact us.
Sincerely,

Kathleen A. McAuliffe
Sr. Vice President, Client Services & Administration

DBL Policyholder Letter — 10/14



Q SHELTERPOINT

Welcome to ShelterPoint Life!

ShelterPoint Life is pleased to present your new Statutory Disability Benefits Law (DBL)
policy providing disability benefits in New York State.

In placing your DBL policy with ShelterPoint Life, your broker has ensured something beyond
compliance: the ease and security of working with The DBL Experts, and an industry leader in
statutory disability insurance. We currently insure more than 150,000 policyholders and are proud
to welcome you as one of them.

For service around the clock, visit our website:

www.shelterpoint.com

Here you'll find our policyholder online services (some may require registration) which make
working with us faster, easier, and more efficient. The following time-saving tools are some of our
top online features which will be most useful to you.

e Pay premiums online with our E-pay feature (DBL & BaseLine Insurance) — no
registration is required!

e Check DBL claim status and claim payments 24/7 for a specific claimant or for the
whole group. (Your employees can also register to monitor their own claim status.)

e Download a DB-120.1 and DB-120

Additionally, here are some helpful tips on how to make your DBL claims process with us
as smooth as possible:

The DB-450 Claim Form is the initial form used to file a disability benefits claim. It's important that

this form be filled out completely and legibly. You and your employees can instantly download

this form and fill it out electronically at:

www.shelterpoint.com/DB450form

Below are the most common mistakes made when filling out this form:
e Filing a claim before your employee is out of work and certified as disabled by their
health care provider.
e Filing a claim without medical certification of disability.
e Filing a claim without employment confirmation details.

We've put together a handy step-by-step guide with complete details on how to fill out each
section of the DB-450. You and your employees can download it at:

www.shelterpoint.com/dblclaimsguide

If you still need more help, your broker has direct access to all of our departments, so you can
count on expert attention and fast service on your claims. Your ShelterPoint Life broker is:

LOCKTON COMPANIES LLC
500 WEST MONROE SUITE 3400
CHICAGO IL 60661

Phone: 312-669-6778
Fax: 312-681-6778



ShelterPoint Life Insurance Company

Q SHELTERPOINT

New York State Disability Benefits
Policy Summary

Dear Policyholder:

The following is a summary of your New York State DBL Policy (DBL), including Paid Family Leave (PFL) benefits
if applicable. Please review this information and the pages that follow. If you require assistance or changes to
your coverage, please contact your ShelterPoint Life producer.

Sincerely,

Policy Service
ShelterPoint Life

Policyholder: RYAN SPECIALTY GROUP INC

Address: 180 N STETSON AVENUE SUITE 4500
CHICAGO IL 60601

Your Policy Number: DBL628545

Effective Date of Coverage: 01/01/2021
Anniversary Date: 01/01/2022
Benefit Level: Statutory Benefits
Current Employee Count: 424

Billing Cycle: Quarterly Billing Cycle

Rate for Coverage: DBL Rate: 4.65 per Male 4.65 per Female
PFL Rate: 0.51190% of Covered Payroll up to the annualized NYSAWW

Your ShelterPoint Life Producer: LOCKTON COMPANIES LLC
500 WEST MONROE SUITE 3400
CHICAGO IL60661

312-669-6778
The following Riders & * Paid Family Leave Rider FORM (SPL DB 0920 F)

Endorsements have been * Additional Locations Endorsement (DBL Changes)
included:



CQ SHELTERPOINT Benefit Summary

Exclusively for Employees of: RYAN SPECIALTY GROUP INC

Each Employee must retain a copy for their records!
Additional posters are available for download at: www.shelterpoint.com/employerresources
Employees covered under ShelterPoint Life DBL are covered under all of the following benefits - even part-time employees:
DBL Benefit Level: 1x
e 50% of your average weekly wage to a maximum benefit of $170/week.
o Maximum duration: 26 weeks of consecutive disability.
o Waiting period: 7 days (benefits begin on the 8th consecutive day of disability).

Paid Family Leave Rider

¢ In 2021; provides up to 12 weeks of job-protected paid leave to bond with a new child, care for a seriously ill
family member, or attend to family matters due to a military exigency

o No waiting period

¢ Benefits payable: 67% of your average weekly wage to a max benefit of $971.61 per week in 2021

e Learn more at www.shelterpoint.com/pfl

Submit Claims to:

Download claim forms at: www.shelterpoint.com.
Print and send completed form to: claimforms@shelterpoint.com

You can submit prior claim incidents for consideration!

The information in this material is for illustrative purposes only, providing a general overview of the services described. All coverage extends up
to policy limits. Policies are reviewed annually and may be cancelled for nonpayment. Please refer fo the policy and certificate for coverage
details, a complete listing of covered services, policy provisions, conditions, exclusions, and terms under which the policy may be continued or
cancelled. In the event of confiicting information with the policy, the policy will take precedence over what is shown in this material.




ShelterPoint Life Insurance Company

Q SHELTERPOINT

NEW YORK DISABILITY BENEFITS LAW INSURANCE POLICY
This Policy is Governed by the Laws of the State of New York
POLICY NO. DBL628545
TABLE OF CONTENTS
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In return for payment of the stated premiums by the policyholder named in the application attached to this
policy, ShelterPoint Life Insurance Company (ShelterPoint Life or the Company) will pay disability benefits
to each employee in a listed class as required under Section 204 of the New York State Disability Benefits Law
(New York State Workers’ Compensation Law Article 9), subject to the terms and conditions stated in this
policy and the statements in the attached application.

This policy provides benefits only
1. for a disability which begins during the term of this policy; or
2. for any employee whose employment with the policyholder terminates during the term of this policy, for
a disability that begins within 4 weeks after termination of his employment and prior to the first day
employee performs any work for remuneration, profit or benefit received, for an employer other than the
policyholder or a subsidiary or an affiliate of the policyholder, provided the new employer is a covered
employer under the Disability Benefits Law.

See VIII. Effective Date of Employee’s Coverage for specific information on the date coverage begins.

This policy becomes effective at 12:01 a.m. on the date shown in the master application. Policy anniversaries
will be 12:01 a.m. each year after the policy effective date. Policies are continuous; renewal dates are for
premium information only.

This policy is signed at the Home Office of the Company in New York on the date of issue.

This policy is subject to all of the terms contained in the following pages. All provisions of the New York State
Disability Benefits Law are considered a part of this policy, as if the provisions were contained herein, so far as
those provisions apply to the disability benefits provided by the policy.

The policyholder may act for or on behalf of any and all employers, subsidiaries and affiliates named in the
master application attached to this policy in all matters pertaining to this policy. Any act taken by the
policyholder shall be binding on those employers, subsidiaries and affiliates named in the master
application.

This policy, any attached riders and endorsements, and the signed master application are the entire contract of
insurance. Any statement made in connection therewith by an applicant, policyholder, or insured, absent
fraud, will be deemed a representation and not a warranty. No misrepresentation made by an applicant,
policyholder, or insured will reduce benefits or avoid the insurance, unless that statement is contained in a
written document, signed by the applicant, policyholder, or insured and the applicant, policyholder, or insured is
or has been furnished with a copy of the document. Such misrepresentation must be material. No
misrepresentation shall be deemed material unless the Company's knowledge of the facts misrepresented
would have led to the Company's refusal to issue the policy.

No change or amendment to the terms of this policy will be valid unless it has been approved by the Chief

Executive Officer, a Vice President, or the Secretary of the Company and is shown by an endorsement to
this policy or is attached hereto. No agent has the authority to change this policy or waive any of its provisions;
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to accept any premiums in arrears; to extend the due date of any premium; to waive any notice of claim
required by this policy; or to extend the date for submission of a notice of claim.

I. ASSIGNMENT BY POLICYHOLDER

This policy shall not be assigned or transferred without the written consent of the Chief Executive Officer, a Vice
President, or the Secretary of the Company.

Il. CANCELLATION OF THE POLICY

This policy may be canceled in whole or for any one or more classes of employees for non-payment of
premium. Cancellation for non-payment of premium will be effective 10 days after the date stated in a written
notice of cancellation provided by the Company to the policyholder, to each employer whose employees will no
longer be covered and to the Chairman of the Workers’ Compensation Board .

The policyholder must provide written notice at least 20 days prior to any premium due date of any cancellation
of coverage for the employees of any one or more subsidiaries or affiliates, effective on the next premium due
date. Confirmation of the cancellation notice and dat e of cancellation will be sent to the policyholder and to
each employer whose employees will no longer be covered, as stated above.

Cancellation for any reason other than non-payment of premium shall be effective 31 days after the date
stated in a written notice of cancellation provided by the Company to the policyholder or by the policyholder to
the Company and at least 31 days after notice of cancellation is filed in the office of the Chairman of the
Workers’ Compensation Board of the State of New York. Cancellation due to obtaining insurance from another
carrier shall be effective as of the effective date of that new insurance, rather than as of the date stated in the
cancellation notice.

The policyholder shall be required to pay all unpaid premiums for insurance on employees of a subsidiary or
affiliate to the date of cancellation of insurance. Premiums for cancelled insurance shall be adjusted on a
pro-rata basis from the last premium date to the date of cancellation.

Coverage of an insured will end on the earliest of:
1. the date this policy is terminated;

2. 10 days after the date stated in the written notice of cancellation sent to the policyholder for failure to
pay the premium due; or

3. the date the employee ceases to be eligible for coverage under this policy.
lll. PROVISIONS REQUIRED BY STATUTE

An employee who suffers a disabling injury or illness and gives notice to his employer shall be deemed to have
given notice to ShelterPoint Life. For the purpose of the Disability Benefits Law and this policy, jurisdiction
shall be deemed to be New York State. ShelterPoint Life shall be bound in all actions pertaining to this policy
by the New York State Disability Benefits Law, and the orders, findings, or decisions rendered in connection with
the payment of benefits under that law and the New York State Insurance Law and Regulations thereunder.

The Chairman of the Workers’ Compensation Board of the State of New York shall have the right to enforce
any provision of this policy on behalf of an employe e entitled to benefits under this policy. Enforcement shall
be by filing of a separate application or by making ShelterPoint Life a party to the original application. Payment
in whole or in part of any benefits by the policyholder, the subsidiary or affil iate employer or the Company shall
be a bar to recovery against the non-paying policyholder, subsidiary or affiliated employer or the Company.

Bankruptcy or insolvency of the policyholder, subsidiary or affiliated employer shall not relieve the company of
any of its obligations under this policy.

In accordance with the requirements of the Disability Benefits Law, when this policy is terminated, any excess
of employee contributions applied to the cost of the insurance but not used to pay premiums to the date of
termination shall be used by the policyholder only as set forth in Section 216 of the Disability Benefits Law.
Rules governing the distribution of these excess employee contributions are set by the Chairman of the
Workers' Compensation Board.
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All benefits payable under this policy or under any attached rider or endorsement shall be payable in
accordance with the provisions of the Disability Benefits Law. Any provision of this policy which is contrary
to the Disability Benefits Law shall be null and void as to that provision only; all other provisions shall remain
in effect.

IV. INFORMATION REQUIRED FROM POLICYHOLDER

The policyholder will give to the Company all information which the Company may reasonably require with
regard to this policy. All documents, books, and records which pertain to this policy shall be open for inspection
by the Company at all reasonable times during the continuance of this policy and for 6 years after the final
termination of this policy.

V. CLAIM NOTICES

Written notice of a claim must be given to the policyholder or covered subsidiary or affiliated employer and
sent to the Company within 30 days after the start of the disability. The notice must contain all information
necessary to identify the policyholder, the subsidiary or affiliated employer. The notice must also specify
the employee’s name and address, and the time, place, circumstances and nature of the disability. No
benefits shall be required to be paid for any period more than 2 weeks prior to the date on which required
proof of disability is provided to the Company unless it is shown to the satisfaction of the Chair of the
Worker's Compensation Board to be not reasonably possible for the insured to have provided proof sooner
and such proof was provided as soon as possible. No benefits shall be paid unless the required proof of
disability is provided to the Company within 26 weeks of the start of the period of disability.

V. PREMIUM & PREMIUM RATES

Premiums will be calculated and must be paid on the basis specified in the attached application. The
Company will bill for each premium after the initial premium. The policy anniversary date shall be 12
months following the first day of the calendar quarter coinciding with or next following the effective date of
this policy. There is a grace period of 31 days from the premium due date for all payments except the initial
payment. The policy remains in effect during the grace period. All premiums due under this policy are to be
remitted to the Company by the policyholder.

The Company may establish new premium rates as of the effective date of any amendment to the Disability
Benefits Law which affects or alters the Company’s obligation under this policy. Any such change will be
set forth in a rider to be attached to this policy. The Company reserves the right to change the premium
rates after this policy has been in effect for 12 calendar months, or on any premium due date thereafter, by
notifying the policyholder in writing at least 31 days in advance of the date the rate change becomes
effective. If the policyholder does not pay the new premium, this policy will automatically terminate for non-
payment 31 days after the due date of the first premium payment reflecting the rate change.

VIl. STATUTORY ASSESSMENTS

The Company will pay any assessments levied on the total payrolls of employees covered under this policy
pursuant to Sections 214-2, 214-3 and 228 of the Disability Benefits Law of New York.

VIIl. EFFECTIVE DATE OF EMPLOYEE’S COVERAGE

Each employee eligible for insurance under this policy shall become insured as of the date of his eligibility to
be placed in a class of employees. An employee who returns to work for the same employer/Policyholder
after an agreed and specified leave of absence or unpaid vacation shall become eligible for benefits
immediately upon return to work.

pa~_ (i

David G. Melman Richard A. White
Chief Legal Officer Chief Executive Officer
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ShelterPoint Life Insurance Company

Q SHELTERPOINT

Rider

Family Leave Benefits
For Policy Number: DBL628545

This rider amends your New York Statutory Disability Benefits Law (DBL)
policy to provide family leave (PFL) benefits as required by law and described
below. This rider replaces any previous family leave benefits rider. This
rider is subject to all of the provisions of the DBL policy except as specifically
modified by this rider. This rider and the DBL policy to which it is attached are
governed by the laws of New York State.

This rider is effective 01/01/2021.
l. Definitions

Arbitration means the submission of a dispute to one or more impartial persons (as
selected by the Chair) for a final and binding decision, known as an award.

Average Weekly Wage means for the purpose of computing the PFL benefit, the amount
determined by dividing either the total wages of the employee in the employment of his last
covered employer for the eight weeks or portion thereof that the employee was in such
employment immediately preceding and including his last day worked prior to the first day of
PFL, or the total wages of the last eight weeks or portion thereof immediately preceding and
excluding the week in which PFL began, whichever is the higher amount, by the number of
weeks or portion thereof of such employment.

For a sole proprietor, a member of a limited liability company, a member of a limited liability
partnership, or other self-employed person who elects coverage under Article 9 of the
Workers’ Compensation Law (WCL), average weekly wage shall be determined by
computing such person's total net income in the 52 week period immediately preceding the
period of leave and dividing such total wages by 52.

Chair means the Chair of the NYS Workers' Compensation Board (WCB).

Child means a biological, adopted, or foster son or daughter, a stepson or stepdaughter, a
legal ward, a son or daughter of a domestic partner, or the person to whom the employee
stands in loco parentis.

Family Member means a child, parent, grandparent, grandchild, spouse, or domestic
partner.
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Foreseeable Qualifying Events include an expected birth, placement for adoption or foster
care, planned medical treatment for a serious health condition of a family member, the
planned medical treatment for a serious injury or iliness of a covered service member, or
other known military exigency.

Grandchild means a child of the employee’s child.
Grandparent means the parent of the employee’s parent.

Parent means a biological, foster, or adoptive parent, a parent-in-law, a stepparent, a legal
guardian, or other person who stood in loco parentis to the employee when the employee
was a child.

Providing Care may include necessary physical care, emotional support, visitation,
assistance in treatment, transportation, arranging for a change in care, assistance with
essential daily living matters, and personal attendant services.

Serious Health Condition means an illness, injury, impairment, or physical or mental
condition, including transplantation preparation and recovery from surgery related to
organ or tissue donation, that involves inpatient care in a hospital, hospice, or residential
health care facility, or continuing treatment or continuing supervision by a health care
provider.

Statewide Average Weekly Wage means the average weekly wage of employees in this
State for the previous calendar year as reported by the NYS Commissioner of Labor.

Superintendent means the Superintendent of the NYS Department of Financial Services.

Wages means the money rate at which employment with a covered employer is
recompensed by the employer as more fully set forth in 12 NYCRR 357.1 and in the case of
a self-employed person, the person's self-employment income as defined in 26 U.S.C. §
1402(b).

Il. Eligibility: Eligible Employees

A. A New York employee of a New York covered employer whose regular employment
schedule is 20 or more hours per week will become eligible to receive PFL benefits during
employment with such employer if:

(1) the employee has been in employment of the covered employer for at least 26
consecutive work weeks preceding the first full day leave begins;

(2) the employee has been in employment of the covered employer during the work
period usual to and available during the entirety of at least 26 consecutive weeks preceding
the first full day leave begins in any trade or business in which the employee is regularly
employed and in which hiring from day to day is the usual employment practice; or

(3) the employee has been in employment of the covered employer during the work
period usual to and available during the entirety of at least 26 consecutive weeks preceding
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the first full day leave begins and such consecutive weeks are tolled by the employer during
periods of absence that are due to the nonconsecutive nature of that employment and
employment is not terminated during those periods of absence.

B. A New York employee of a New York covered employer whose regular employment
schedule is less than 20 hours per week will become eligible to receive PFL benefits during
employment with such employer if the employee has been in employment of the covered
employer and has worked 175 days in such employment preceding the first full day leave
begins.

C. The use of scheduled vacation time; the use of personal, sick or other time away from
work that has been approved by the employer; or other periods where the employee is
away from work but is still considered to be an employee by the employer are counted as
days/weeks of employment for purposes of determining eligibility to receive PFL benefits
during employment, so long as the required PFL premium is paid by the employee during
such periods of time.

D. Periods of temporary disability taken pursuant to DBL shall not be counted as
days/weeks of employment for purposes of determining eligibility to receive PFL benefits
during employment.

E. An employee who is eligible for both DBL benefits and PFL benefits during the same
period of 52 consecutive calendar weeks shall not receive more than 26 total weeks of
combined DBL benefits and PFL benefits during that period of time.

F. FMLA. In the event that a period of PFL benefits received by an eligible employee is
concurrently designated as leave pursuant to the Family and Medical Leave Act (“FMLA”)
by an employer, the employer shall comply with the notification requirements pursuant to 12
NYCRR 380-2.5(g).

. Premium

A. The employer is responsible to collect the premium contributions for the statutory PFL
coverage from each covered employee. The employer is not required to fund any portion of
the statutory PFL benefit.

B. The employer may collect employee premium contributions for PFL while an employee is
receiving PFL benefits.

C. The employer may not collect employee premium contributions for PFL if an employee is
taking DBL leave and has not yet acquired eligibility for PFL benefits.

IV. Statutory PFL Benefits

A. An eligible employee may be entitled to benefits for leave taken from work for the
following qualifying events:
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(1) To participate in providing care, including physical or psychological care for a
family member of the employee made necessary by a serious health condition of the family
member;

(2) For the employee to bond with the employee’s child:

e during the first 12 months after the child’s birth;

e during the first 12 months after the placement of the child for adoption or
foster care; or

o before the actual placement or adoption of a child if an absence from work
is required for the placement for adoption or foster care to proceed; or

(3) Due to any qualifying exigency pursuant to FMLA, arising out of active duty or an
impending call or order to active duty in the Armed Forces of the United States for the
spouse, domestic partner, child or parent of the employee.

B. The weekly benefit for family leave commencing between January 1, 2020 — December
31, 2020, shall be:

e up to 10 weeks during any 52 consecutive week period; and

e paid at 60% of the employee’s average weekly wage, not to exceed 60% of
the statewide average weekly wage.

The weekly benefit for family leave commencing on or after January 1, 2021 shall be:
e upto 12 weeks during any 52 consecutive week period; and
e paid at 67% of the employee’s average weekly wage, not to exceed 67% of
the statewide average weekly wage.

The benefit rate for the employee’s period of family leave shall be the rate that is in
effect on the first day of family leave taken.

52 consecutive weeks is computed retroactively to the first day for which benefits are
currently being claimed. A single claim may not cover more than 52 consecutive weeks.

C. Liability of ShelterPoint Life. The liability for PFL benefits payable for a single qualifying
event in a 52-week period shall be the liability of ShelterPoint Life if ShelterPoint Life
was providing coverage on the first day of family leave.

V. Requesting PFL Benefits
A. Foreseeable leave.

(1) The employee must provide 30-days advance notice to the employer prior to the
first day of leave taken for a foreseeable qualifying event. If 30-days advance notice is not
practicable, then notice must be given as soon as practicable. A sole proprietor, member of
a limited liability company, member of a limited liability partnership or other self-employed
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person, must provide 30-days advance notice to ShelterPoint Life prior to the first day of
leave taken for a foreseeable qualifying event or as soon as practicable.

(2) The advance notice must include the anticipated timing and duration of the leave
for;

(a) continuous leave; or

(b) intermittent leave. The employee should consult the employer on whether
the employer may require the employee to provide notice as soon as practicable before
each day of intermittent leave. The employee shall advise the employer and ShelterPoint
Life of the schedule of intermittent leave. ShelterPoint Life may withhold payment pending
submission of a request for payment together with the dates of intermittent leave.

(3) The e mployee sha ll adv ise the e mploye r of any change in the timing an d/or
duration of the leave. The sole proprietor, member of a limited liability company, member of
a limited liability partnership or other self-employed person shall advise ShelterPoint Life of
any change in the timing and/or duration of the leave.

(4) If the employee fails to give 30-days advance notice of foreseeable leave to the
employer, the employer may request that ShelterPoint Life delay the payment of benefits to
the employee (known as a partial denial) for a period of up to 30 days from when the notice
was given.

B. Unforeseeable Leave.

(1) When the need for continuous leave is unforeseeable, the employee must
provide notice to the employer as soon as practicable. When the need for leave is
unforeseeable, the sole proprietor, member of a limited liability company, member of a
limited liability partnership or other self-employed person must provide notice to
ShelterPoint Life as soon as practicable.

(2) When the need for intermittent leave is unforeseeable, the employer may require
the employee to provide notice as soon as practicable before each day of intermittent leave.
The employee shall advise the employer and ShelterPoint Life of the schedule of
intermittent leave. ShelterPoint Life may withhold payment pending submission of a request
for payment together with the dates of intermittent leave.

C. Requirements for Filing a Claim.

(1) The employee requests PFL benefits by completing the request for PFL which is
either the PFL-1 claim form available on the New York State Paid Family Leave website or
from ShelterPoint Life, or the format designated by ShelterPoint Life.

(2) The employee provides the employer with the request for PFL to complete the
employer information section. The employer must complete its section and return the
completed request to the employee within 3 business days. ShelterPoint Life may not deny
a claim for failure of the employer to complete its section.
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(3) The employee completes the appropriate certifications or proof of claim
documentation. No benefits are required to be paid by ShelterPoint Life until the completed
request for PFL together with the necessary certifications or proof of claim documentation
have been submitted to ShelterPoint Life. (See item G. Certification/Proof of Claim
Documentation below for additional information.)

(4) The employee submits the completed request for PFL together with the
necessary certifications or proof of claim documentation to ShelterPoint Life no later than 30
days from the first day of leave. For a previously unspecified day of intermittent leave, the
request for payment must be made within 30 days of the leave. If the Chair agrees that it
was not reasonably possible to furnish the completed request for PFL together with the
necessary certifications or proof of claim documentation within 30 days, then it must be
submitted as soon as possible within the period of actual leave taken pursuant to Section
IV. B. above.

(5) Once ShelterPoint Life receives the completed request for PFL together with the
necessary certifications or proof of claim documentation, ShelterPoint Life must pay or deny
the claim within 18 days.

(6) ShelterPoint Life shall make all reasonable efforts, consistent with the principles
set forth in Executive Order 26, issued October 6, 2011, to communicate with respect to the
PFL claim in the language identified by the employee in the request for PFL.

D. Incomplete Request for PFL using the PFL-1 claim form.
(1) ShelterPoint Life may deny a claim for PFL without prejudice within 18 days if:
(a) the claim is incomplete; or
(b) the certification or proof of claim documentation is insufficient.

(2) ShelterPoint Life must notify the employee of each piece of required missing
information.

(3) When a PFL claim is denied without prejudice, the employee must refile within 30
days of the first day of leave. If the employee does not refile the completed request for PFL
together with the necessary certifications or proof of claim documentation within 30 days of
the first day of leave, ShelterPoint Life may deny the claim.

(4) Once ShelterPoint Life receives the completed request for PFL together with the
necessary certifications or proof of claim documentation, ShelterPoint Life must pay or deny
the claim within 18 days.

E. Advance Request for PFL for Foreseeable Qualifying Events.

(1) An Advance Request for PFL for a foreseeable qualifying event shall not be
denied on the grounds that the request for PFL is incomplete.

(2) Within 5 business days of receipt of an incomplete request for PFL, ShelterPoint
Life will provide the employee with:
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a) notice that the claim is pending;

(
(b) a list of the required missing information;

(c) instructions for how to submit the missing information; and
(d) contact information.

(3) Once ShelterPoint Life receives a completed request for PFL, ShelterPoint Life
shall provide the employee a confirmation of receipt of the completed claim within 3
business days.

(4) If a completed request for PFL is received more than 18 days before the
occurrence of a qualifying event, ShelterPoint Life shall send payment to the employee
within 5 days following the qualifying event.

F. Denial of PFL Benefits. If ShelterPoint Life denies a request for PFL for reasons other
than the claim is incomplete or the certification or proof of claim documentation is
insufficient, the employee may not refile. A PFL denial must state the reason, repeat any
relevant information filed in the request and include any other information considered by
ShelterPoint Life in making the decision.

G. Certification/Proof of Claim Documentation.

(1) Certification Updates. ShelterPoint Life may require updates to the request for
PFL, certifications, or proof of claim documentation for subsequent periods of PFL not
covered by the initial documentation during the 52-week period following the initial request
for PFL.

(2) Bonding Certification. For PFL taken to bond with the employee’s child, the
required information to be included in the certification is contained in the PFL-2 form
available on the New York State Paid Family Leave website or from ShelterPoint Life.

(3) Certification of a Serious Health Condition.

(a) It is the employee’s responsibility to obtain a medical certification from a
health care provider and to provide ShelterPoint Life with the complete and sufficient
certification for PFL taken due to the serious health condition of a family member.
Failure to provide the certification may result in the denial of PFL benefits.

(b) The required information to be included in the certification from the health
care provider is contained in the PFL-4 form available on the New York State Paid
Family Leave website or from ShelterPoint Life.

(4) Certification Relating to a Qualifying Military Exigency.

(a) It is the employee’s responsibility to submit a certification for PFL taken
due to a qualifying military exigency. The information to be included in the certification is
contained in the PFL-5 form on the New York State Paid Family Leave website or from
ShelterPoint Life.
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(b) ShelterPoint Life may require the employee to provide a copy of the
military member’s active duty orders or other documentation issued by the military which
indicates that the military member is on active duty or called to active duty status, and the
dates of the military member’s active duty service.

(c) If the qualifying military exigency involves rest and recuperation leave, the
employee must provide a copy of the military member’s rest and recuperation orders, or
other documentation issued by the military which indicates that the military member has
been granted rest and recuperation leave and the dates of the military member’s rest and
recuperation leave.

(d) ShelterPoint Life may independently verify the employee’s appointments
with third parties and may verify the military member’s active duty status.

VI. Payment of Benefits

A. The first payment of benefits shall be paid within 18 days of receipt of a completed
request for PFL with the necessary certification or proof of claim documentation. Thereafter,
PFL benefits shall be paid biweekly. In the event a completed request for PFL is received
more than 18 days before the occurrence of a qualifying event, ShelterPoint Life shall send
payment to the employee within five days following the qualifying event.

B. Payment of PFL benefits may be made in the same manner as the employee is paid
wages from the employer (such as debit card, direct deposit, or check).

C. Payment Options. If ShelterPoint Life offers a choice of method of payment, ShelterPoint
Life will contact the employee upon the receipt of the request for PFL and may require the
employee to choose between debit card or direct deposit as the method of payment, unless
the employee certifies the need for payment by check. If the employee fails to choose a
method of payment, ShelterPoint Life may elect to make payment using either a debit card
or a check. The employee may elect at a later time to change the default method of
payment.

D. If ShelterPoint Life provides for payment methods in addition to a check, ShelterPoint
Life must provide employees with written notice that meets the requirements of 12 NYCRR
380-5.6(e).

VIl. Employee Use of Accruals and Employer Request for Reimbursement

Where an employer provides an option to employees to charge all or part of unused
accruals or other paid time off to receive full salary during the period of family leave and the
employee exercises that option, and the employee does not file a request for PFL benefits
with ShelterPoint Life, the employer may request reimbursement from PFL benefits due by
filing its claim for reimbursement with ShelterPoint Life in accordance with Workers’
Compensation Law §205(2)(c).
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VIIl. Dispute Resolution

A. Informal Resolution. The employee and ShelterPoint Life shall make every effort to
informally resolve a denial of PFL benefits.

B. Arbitration. In the event an informal resolution is unsuccessful, any party may seek a
formal resolution through arbitration. Any claim-related dispute, including eligibility, benefit
rate, and duration of family leave, is subject to arbitration pursuant to procedures
promulgated or approved by the Chair of the Workers’ Compensation Board. Awards are
made in writing and are final and binding on the parties in the case subject to Article 75 of
the Civil Practice Law and Rules.

IX. Exclusions and Limitations

(1) Prohibition on concurrent payments. DBL and PFL benefits are not payable
concurrently.

(2) No employee shall be entitled to PFL benefits:

(a) For any disability occasioned by the willful intention of the employee to
bring about injury to or the sickness of himself or another, or resulting from any injury or
sickness sustained in the perpetration by the employee of an illegal act;

(b) For any day of PFL during which the employee performed work for the
employer for remuneration or profit;

(c) For any family leave commencing before the employee becomes eligible
for PFL benefits.

(3) A sole proprietor, a member of a limited liability company, a member of a limited
liability partnership, or other self-employed person who elects coverage under Article 9 of
the WCL shall be subject to a waiting period of 2 years from the effective date of this rider
before PFL benefits are payable. During the 2 year waiting period, premium contributions
for PFL coverage shall be payable.

X. Renewal/Cancellation/Termination

The renewal/cancellation/termination provision of the DBL policy shall apply to this PFL
rider. The benefits contained within this PFL rider shall renew or cancel/terminate on the
same renewal date or cancellation/termination date as the DBL policy.

XI. Discontinuance

If ShelterPoint Life elects to discontinue all DBL/PFL policies in one or more group sizes
(small, medium, large), ShelterPoint Life will provide written notification of the proposed
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discontinuance to the Superintendent, in accordance with 11 NYCRR 363.6(l) and (m), at
least 90 days prior to the date of discontinuance of the coverage. This notification shall be in
addition to the notification to the employer required in the underlying DBL policy.

.ﬂ { i
Dat™_  (dd) il

David G. Melman Richard A. White
Chief Legal Officer Chief Executive Officer
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ShelterPoint Life Insurance Company

Q SHELTERPOINT

NEW YORK DISABILITY BENEFITS LAW INSURANCE POLICY
POLICY CHANGES RIDER

Effective 01/01/2021 , Policy Number DBL628545 , to which this
Rider is attached, is amended as follows:

Effective: 01/01/2021 (272122990) RYAN SPECIALTY GROUP INC

900 STEWART AVENUE SUITE 120 GARDEN CITY NY 11530
Effective: 01/01/2021 (272122990) RYAN SPECIALTY GROUP INC

14 PENN PLAZA SUITE 1510 NEW YORK NY 10122

Effective: 01/01/2021 (272122990) RYAN SPECIALTY GROUP INC
1345 AVENUE OF THE AMERICAS 4TH FLOOR NEW YORK NY 10105
Effective: 01/01/2021 (272122990) RYAN SPECIALTY GROUP INC

1140 AVENUE OF THE AMERICAS 9TH FLOOR SUITE 918 NEW YORK NY 10036
Effective: 01/01/2021 (272122990) RYAN SPECIALTY GROUP INC

25 LAKE LOUISE MARIE ROAD ROCK HILL NY 12775
Effective: 01/01/2021 (272122990) RYAN SPECIALTY GROUP INC

28 CLINTON STREET SUITE 1 SARATOGA SPRINGS NY 12866
Effective: 01/01/2021 (272122990) RYAN SPECIALTY GROUP INC

150 WHITE PLAINS ROAD 3RD FL TARRYTOWN NY 10591

All other terms and conditions of the policy remain the same.

DI\ D) i

David G. Melman Richard A. White
Chief Legal Officer Chief Executive Officer

DBL change 1 11/2014



ShelterPoint Life Insurance Compan
CQ SHELTERPOINT e

Master Application

NYS Disability Benefits (DBL) and Paid Family Leave Benefits (PFL) Application

Including Optional Benefits
This application becomes part of the DBL policy.

Full Legal Business Name (as filed with the NY State Department of Labor)

RYAN SPECIALTY GROUP INC

Business Address Mailing Address (if not the same)
6450 TRANSIT ROAD 180 N STETSON AVENUE SUITE 4500
City State Zip City State  Zip
DEPEW NY 14043 CHICAGO IL 60601
Applicant E-mail Applicant Phone Attention/Care of

312-635-7366

Applicant Website Address

Legal Entity Type (Choose one)

[ Sole Proprietor U1 Partnership Xl Corporation [ Association O Limited Partner (LP) [ Joint Venture (JV)

U Limited Liability Co. (LLC) [ Trust or Estate [ Executor or Trustee [ Limited Liability Partnership (LLP or LLLP) 1 Other
A sole proprietor, a member of a limited liability company, a member of a limited liability partnership, or other self-employed
person who elects PFL coverage under Article 9 of the WCL shall be subject to a waiting period of 2 years before PFL benefits
are payable if coverage is initially elected after January 1, 2018 or, if later, more than 26 weeks after the employer first becomes
a sole proprietor, a member of a limited liability company, a member of a limited liability partnership, or other self-employed
person.

If Business Entity is a Proprietorship, Limited Liability Company or Limited Liability Partnership, provide the date the
Business Entity was established:

Nature of Business SIC Code | Public Employer Federal ID # Unemployment Insurance #
9999 O Yes O No 272122990
Requested Effective Date Current Workers’ Compensation Carrier Current DBL Carrier
01/01/2021 UNUM
COVERED EMPLOYEES
Do you wish to cover out-of-state employees for DBL? [ Yes No

PFL coverage is not available for employees in states/territories other than New York State.

If Yes, list states:

Coverage not available for employees in states/ferrifories with mandated Temporary Disability Insurance.

All employees, pursuant to New York Disability and Paid Family Leave Benefits Law, Article 9, Section 204, are covered:
ikl Yes [ No If NO is checked, please list excluded classes of employees

None

EMPLOYEE CONTRIBUTION
DBL [X Noncontributory O Contributory Number of Covered Males 200

Number of Covered Females 224

Total Employees 424

Type of Organization | Coverage Includes| Voluntary Coverage: List additional Class(es) of Employees to be included.
O Profit O Teachers
O Non-Profit O Clergy

Voluntary coverage requires form DB135 or DB136 , PFL-135 or PFL-136 fo be submifted with application unless form is
currently on file with the New York State Workers’ Compensation Board

SPL DB0519 A BL 1 05/2019



Proprietors: If Business Entity is a Proprietorship, list Names of Proprietors below.

Additional Entities/Locations to be covered (as filed with the NY State Department of Labor)

Name Please see endorsement(s)
Address
Federal ID # Unemployment Insurance #
Name
Address
Federal ID # Unemployment Insurance #
*** If the number of addlitional entities exceeds space provided above, attach all additional information required on a separate piece of paper.*™**
DBL and PFL Benefits — Please select ONE from options below. Optional Riders - Please select from options below.
Statutory DBL with PFL Benefits Enhanced DBL Benefits In-Hospital Rider AD&D Benefit Rider
Xl 1x Statutory DBL Benefit O 1.5x Enriched DBL Benefit | O Selected O $50,000

O 2x Enriched DBL Benefit O $100,000
O 3x Enriched DBL Benefit
O 4x Enriched DBL Benefit
O 5x Enriched DBL Benefit

All DBL benefit options include statutory PFL benefits

Optional BaseLine Benefits — Please select from policy options below. Optional Non-Insurance Benefits
Term Life O Employer & Employee Assistance Program
O $ 15,000 Benefit O Nurse Helpline

Billing Options — Make one selection from the options below.

O Annual Billing Minimum DBL Premium is $35.00 per quarter. A quarterly installment fee may apply to
Minimum DBL Premium is $125.00 annually. quarterly billed cases. 11 or more lives required

Quarterly Billing

[0 Quarterly Billing — DBL based on covered payroll

Monthly Covered Payroll applicable to Females $
Monthly Covered Payroll applicable to Males $
Total Monthly Covered Payroll $

Authorization

The applicant declares that, to the best of his/her knowledge and belief, the statements and answers to the questions in this
application are correct and true.

No one except the Chief Executive Officer, a Vice President or the Secretary of SHELTERPOINT LIFE INSURANCE COMPANY may make or modify

any contract on behalf of SHELTERPOINT LIFE INSURANCE COMPANY. Any change or amendment to the policy shall be signed by ShelterPoint Life

and the policyholder.

NOTICE (Does not apply to life insurance): Any person who knowingly and with intent to defraud any insurance company or other
person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose
of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also
be subject to a civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.

Applicant: Date Name Signature
Producer: Date Name Signature
Agency Name _LOCKTON COMPANIES LLC Agency # _ 0000-1092
Agency Address 500 WEST MONROE SUITE 3400 CHICAGO.IL 60661 Phone # _ 312-669-6778
Policy #: D628545 Effective: 01/01/2021 Male Rate: ~ 4.65 Female Rate:  4.65 Payroll Rate: 0.0000
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DISABILITY AND PAID FAMILY LEAVE BENEFITS LAW
CERTIFICATE/CANCELLATION OF INSURANCE

STATE OF NEW YORK WORKERS' COMPENSATION BOARD HHH”IIIIIII\||||||\||||||||||||||||||||||||||||||||||H|“
DB-820/829 07-17

Filed on behalf of Employer in compliance with Article 9 of the Workers' Compensation Law

X Initial [JCancellation []Reinstatement [ [Supersedes Transaction Effective Date:_ 01/01/2021

1. INSURER NAME 2. INSURER CODE 3. INSURER PHONE #
ShelterPoint Life Insurance Company B069508 (516) 829-8100

4. CONTACT NAME 5. TITLE 6. DATE
Customer Service Department Customer Service Representative | 12/10/2020

B. CURRENT EMPLOYER INFORMATION

7. WCB EMPLOYER NUMBER 8. NYS UIER NUMBER 9. EMPLOYER FEIN

272122990

10. EMPLOYER'S LEGAL NAME, INCLUDING (DBA/AKAI/TA) 13. LEGAL STATUS (SEE BACK OF FORM)
RYAN SPECIALTY GROUP INC 03

11. EMPLOYER STREET ADDRESS 14. NUMBER (#) OF EMPLOYEES
6450 TRANSIT ROAD -

12. EMPLOYER CITY, STATE and ZIP CODE 15. EMPLOYER PHONE #
DEPEW, NY 14043 -

C. POLICY *If policyholder is an Association, Union or Trustee for which Form DB-820.3 is filed, do not complete item 18.

16. POLICY NUMBER 17. POLICY EFFECTIVE DATE 18. POLICY FORM NUMBER *
DBL628545 01/01/2021 GDBL-1
19. WCB PLAN NUMBER (Only for Association, Union or Trustee with Form DB-801 on file.) 20. PREMIUM AMOUNT
- $0.00
D. REASONS FOR CANCELLATION
|:| Non-Payment of Premium |:|Other:
[ Not Subject/No Eligible Employees Date:
[ out of Business Date:
DATE CANCELLATION OR
D Seasonal Date: _ TERMINATION SENT TO EMPLOYER:
E. Complete if SUPERSEDES box is checked at top of form F. POLICYHOLDER if different from Employer
21. EMPLOYER'S LEGAL NAME, INCLUDING (DBA/AKA/TA) 27. POLICYHOLDER NAME
22. EMPLOYER'S STREET ADDRESS 28. POLICYHOLDER ADDRESS
23. CITY, STATE and ZIP CODE 29. CITY, STATE and ZIP CODE
24. EMPLOYER FEIN 25. POLICY EFFECTIVE DATE 30. POLICYHOLDER FEIN
26. POLICY NUMBER

G. 1. The policy covers Employer's employees as follows:

a. The policy provides coverage for: b. The policy covers the following class or classes of employees:
Xl Both disability and paid family leave benefits X Allemployees
[] Disability benefits only [] Only the class or classes of employees listed here:

[ Paid family leave benefits only

2. The employee contributions required and benefits insured are:
Xl The same in all respects as under Section 204 and not in excess of those authorized under Section 209.
[C] As described in attached supplement, Form DB-820.1
[C] As described in Employer's Application for Acceptance of a Plan, Form DB-800, filed with and accepted by the Chair.

[] As described in Certificate of Insurance, Form DB-820.3, filed on behalf of the Association, Union or Trustees (policyholders) on
or amended Form DB-820.3 filed thereafter.

To be filed by Insurance Carrier on behalf of Employer to provide, through insurance, exactly statutory benefits, (Section 204),
OR benefits under a plan accepted by the Chair.

DB 820/829 (7-17) rr1 -A--21474836



%"‘{K Workers’
FTATE| Compensation STATEMENT OF RIGHTS
Board NEW YORK STATE DISABILITY BENEFITS
ANDREW M. CUOMO, Governor
IF YOU ARE UNABLE TO WORK BECAUSE OF A NON-OCCUPATIONAL
ILLNESS OR INJURY, YOU MAY BE ENTITLED TO DISABILITY BENEFITS

1. Your employer is required by law to provide for the payment of disability benefits to his’/her employees.

2. Statutory disability benefits are payable for any non-work related injury or illness (including disability due to
pregnancy) beginning with the 8th consecutive day of disability. Benefits are payable for up to 26 weeks. The total
amount of combined paid family and disability leave an employee may take in a 52 consecutive week period may not
exceed 26 weeks. Benefit payments are based on your average weekly wages for the eight weeks immediately prior to
your disability, and are subject to the maximum allowable by the law in effect on the initial day of disability. Your
employer or union may provide for different benefits which are at least as favorable as statutory benefits under an
approved Disability Benefits Plan or Agreement.

3. TO CLAIM BENEFITS you should file written notice and proof of disability (Claim Form DB-450) with your employer
or the insurance carrier named below within 30 days from the first day of your disability, or all or part of your claim may
be rejected. In no event should you wait more than 26 weeks from that date to file a claim. You may obtain Form
DB-450 from your employer, its insurance carrier, your health care provider or by contacting the Workers'
Compensation Board. (See address and telephone number below.) Do not assume that your employer has filed a claim
on your behalf; claim filing is your responsibility.

4. You are entitled to be treated by any physician, chiropractor, dentist, nurse-midwife, podiatrist or psychologist of your
choice. Unlike workers' compensation, your medical bills will not be paid by your employer or the insurance carrier,
unless your employer and/or union provides for the payment of medical bills under an approved Disability
Benefits Plan or Agreement.

5. Disability benefits are to be paid directly to you by the insurance carrier, not through your employer, unless your
employer is an approved self-insurer.

6. If your employer or the insurance carrier contends that you are not entitled to the payment of disability
benefits, they are required to send you a Notice of Rejection, within 45 days of the filing of your claim, telling
you the reasons benefits are not being paid. If you disagree with their rejection, you have a legal right to
request a review of the rejection by the Workers' Compensation Board. IMPORTANT: If within 45 days of filing your
claim you do not receive benefits and do not receive a Notice of Rejection (Form DB-451), promptly contact the
Workers' Compensation Board at the telephone number below.

7. If your disability is the result of an automobile accident and you have filed a claim for no-fault benefits, you must
also file a claim (Form DB-450) for disability benefits. If you do not file for disability benefits, the no-fault insurer
may reduce your no-fault payments. IMPORTANT: In such cases, if you are not entitled to disability benefits,
immediately advise the no-fault insurance carrier.

8. Your employer may not ask you to waive your right to disability benefits nor may your employer deduct more than
60 cents a week (unless the additional contribution is part of an approved plan) from your pay to contribute to the
payment of disability benefits insurance premiums. You cannot be discharged or discriminated against for filing
a claim for disability benefits.

IF YOU HAVE DIFFICULTY IN OBTAINING A CLAIM FORM OR NEED HELP IN FILLING IT OUT, OR IF YOU HAVE ANY
OTHER QUESTIONS OR PROBLEMS ABOUT A NON-WORK RELATED INJURY OR ILLNESS, CONTACT ANY OFFICE
OF THE WORKERS' COMPENSATION BOARD.

This information is a simplified presentation of your rights as required by
Section 229 of the Disability and Paid Family Leave Benefits Law. Your
employer's disability benefits insurance carrier is:

ShelterPoint Life Insurance Company Prescribed by the Chair,

1225 Franklin Avenue, Ste 475 Workers' Compensation Board
Garden City, NY 11530

Phone: 800-365-4999

DB-271S (5-19)
Workers' Compensation Board, Disability Benefits Bureau, PO Box 9029, Endicott, NY 13761-9029

Customer Service: (877) 632-4996 ® www.wcb.ny.gov
THIS AGENCY EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION



2021 New | Paid Family

STATEMENT OF RIGHTS FTATE | Leave

If you need to take time off from work to care for a family member, you may be entitled to paid family leave benefits

Paid Family Leave is employee-funded insurance that provides job-protected, paid time off to:
BOND with a newly born, adopted or fostered child;

CARE for a family member with a serious health condition; or
ASSIST loved ones when a spouse, domestic partner, child or parent is called to active military service abroad.
Paid Family Leave may also be available for use in situations when you or your minor dependent child are under an order
of quarantine or isclation due to COVID-19. See PaidFamilyLeave.ny.gov/COVID12 for full details.
Eligibility:
Employees with a regular work schedule of 20 or more hours per week are eligible after 26 consecutive weeks of
employment.

Employees with a regular work schedule of less than 20 hours per week are eligible after 175 days worked.
Citizenship or immigration status is not a factor in your eligibility.

Benefits:

In 2021, you can take up to 12 weeks of Paid Family Leave and receive 67% of your average weekly wage, capped at
87% of the New York State Average Weekly Wage. Generally, your average weekly wage is the average of your last eight
weeks of pay prior to starting Paid Family Leave.

Rights and Protections:

Job Protection: Return o the same or comparable job after you take leave.

You keep your health insurance while on leave (you may have to continue paying your portion of the premium costs, if any).
Your employer is prohibited from discriminating or retaliating against you for requesting or taking Paid Family Leave.
You do not have to exhaust sick leave or vacation accruals before using Paid Family Leave.

Paid Family Leave Request Process:

1. Notify your employer at least 30 days in advance, if foreseeable, or as soon as possible.

2. Complete and submit the Request for Paid Family Leave (Form PFL-1) to your employer.

3. Complete and attach the additional forms as required and submit to the insurance carrier listed below within 30 days of
starting your leave, to avoid losing benefits.

4. In most cases, the insurance carrier must pay or deny benefits within 18 calendar days of receiving your completed
request or your first day of leave, whichever is later.

You may obtain all forms from your employer, their insurance carrier listed below or online at PaidFamilyLeave.ny.gov/Forms.

Disputes:

If your Paid Family Leave claim is denied, you may request to have the denial reviewed by a neutral arbitrator. The
insurance carrier listed below will provide you with information about requesting arbitration.

Discrimination Complaints:

If your employer terminates your employment, reduces your pay and/or benefits, or disciplines you in any way as a result

of you requesting or taking Paid Family Leave, you may request to be reinstated by taking these steps:

1. Complete the Formal Request for Reinstatement Regarding Paid Family Leave (Form PFL-DC-119).

2. Send your completed form to your employer and a copy of the completed form to:
Paid Family Leave, P.O. Box 9030, Endicott, NY 13761-9030

3. If your employer does not reinstate you or take other corrective action within 20 days, you may file a discrimination
complaint with the Workers’ Compensation Board using the Paid Family Leave Discrimination/Retaliation Complaint
(Form PFL-DC-120). The Workers’ Compensation Board will assemble your case and schedule a hearing.

4. There are other state and federal laws that protect employees from discrimination. Additional information is available at
PaidFamilyLeave.ny.gov.

For more information, forms and instructions, visit PaidFamilyLeave.ny.gov or call the PFL Helpline (844)-337-6303

This information is a simplified presentation of your rights as required by Section 229 PRESCRIBED BY THE CHAIR
of the Disability and Paid Family Leave Benefits Law. Your employer's Paid Family ) ;
Leave benefits insurance carrieris; SHELTERPOINT LIFE INSURANCE COMPANY | VWORKERS COMPENSATION BOARD
1225 FRANKLIN AVE- STE 475 NYS Paid Family Leave
GARDEN CITY, NY 11530 PO Box 9030, Endicott NY 13761

PFL-271S {9/20)



ShelterPoint Life Insurance Company

Q SHELTERPOINT

PRIVACY PoOLICY

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

ShelterPoint Life Insurance Company (ShelterPoint Life) maintains confidential policyholder
and individual insured files. In compliance with state and federal law, protected health
information may be collected and/or released to assist ShelterPoint Life in
underwriting or claims processing activities or pursuant to an order from a court of competent
jurisdiction.

Insureds may access personal information (except when access is prohibited by law) by

contacting:
Customer Service Telephone:  (516) 829-8100
ShelterPoint Life Insurance Company (800) 365-4999
1225 Franklin Avenue Fax: (516) 504-6412
Garden City, New York 11530 E-mail: customerservice@shelterpoint.com

If there is a change in your personal information, you should notify ShelterPoint Life Customer
Services. ShelterPoint Life may amend its privacy policy and/or our notice as necessary. You
may obtain a copy of ShelterPoint Life’s current privacy policy by contacting ShelterPoint
Life Privacy Officer in the Legal Department.

SHELTERPOINT LIFE’S POLICIES AND PRACTICES
PROTECT YOUR PERSONAL INFORMATION

In general, ShelterPoint Life does not release any protected health information or other
confidential information unless you provide a signed release authorization valid for two years.
Protected health information (PHI) is individually identifiable health information related to your
physical or mental health or condition, health care services provided to you or payments made
for your care. PHI may be released to a plan sponsor or policyholder for policy administration
purposes without a signed authorization. PHI may be released to a treating physician or to
permit ShelterPoint Life to process a claim. PHI may be exchanged with third parties
responsible for payment of related charges.

PERSONAL HEALTH INFORMATION : ShelterPoint Life collects and uses personal
information in connection with underwriting functions, policy application review, policy
administration and claims processing. Where permitted by law, ShelterPoint Life collects
information from licensed insurance brokers and agents in connection with the sale of its
products. Information may be exchanged with your medical provider to permit ShelterPoint Life
to process your claim.Information may be provided to your plan administrator to assist it in
seeking policy amendments, modifications or improvements or to permit it to process claim
requests.

INFORMATION SECURITY : ShelterPoint Life does not release any information about any
insured or claimant without a current authorization signed by the insured, except as permitted
by law. ShelterPoint Life maintains all policyholder and insured records in confidential, secure
locations.

Effective August 1, 2014



SHELTERPOINT LIFE INSURANCE COMPANY
RYAN SPECIALTY GROUP INC

STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

NOTICE OF COMPLIANCE

New York State Disability Benefits

Disability Benefits For Employees

1. If you are unable to work because of an illness or injury, not work-related, you may be entitled to receive weekly benefits
from your employer, his or her insurance carrier, or from the Special Fund for Disability Benefits.

2. To claim benefits you must file a claim form within 30 days from the first date of your disability, but in no event more than
26 weeks from such date.

3. Complete claim form DB-450 (Notice and Proof of Claim for Disability Benefits)
You may obtain the form from your employer, his or her insurance carrier, your health provider, any Unemployment
Insurance Office, the Workers' Compensation Board's website (www.wcb.ny.gov) or any office of the Board.
IMPORTANT: Before filing your claim, your health provider must complete the "Health Care Provider's Statement" on the
form showing your period of disability.

« If you are employed, or have been unemployed for four weeks or less when your disability begins, send the completed
form to your employer or the insurance carrier named below.

» If you have been unemployed more than four weeks when your disability begins, send the completed form to the
Workers' Compensation Board, Disability Benefits Bureau, 328 State Street, Schenectady, New York 12305.

4. You are entitled to be treated by any physician,chiropractor, dentist, nurse-midwife, podiatrist or psychologist of your
choice. However, unlike workers' compensation, your medical bills will not be paid unless your employer and/or union
provide for the payment of such bills under a Disability Benefits Plan or Agreement.

5. If you are ill or injured during the time you are receiving Unemployment Insurance Benefits, file a claim for Disability
Benefits as soon as you sustain the injury or illness, by following the instructions outlined above.

6. If you are out of work in excess of seven days, your employer is required to send you a Disability Benefits Statement of
Rights (Form DB-271S).

7. You may not take disability benefits at the same time as paid family leave benefits. The total amount of disability and paid
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Paid Family Leave Insurance
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« Assist loved ones when a family documentation as instructed on
member is deployed abroad on the request form and submit to the
active military service insurance carrier listed below

Employers should NEVER discriminate or retaliate against
anyone who requests or takes leave

You can get forms fo take Paid
Family Leave from
e Your employer,

e The insurance carrier
below, or

* ny.gov/PaidFamilyLeave

INSERT NAME, ADDRESS, AND TELEPHONE NUMBER OF INSURER OR MAIN OFFICE OF AUTHORIZED NEW YORK SELF-INSURER
SHELTERPOINT LIFE INSURANCE COMPANY
1225 FRANKLIN AVENUE, STE 475, GARDEN CITY, NY 11530 PHONE 800-365-4999

Policy #: DBL628545 Effective From: 01/01/2021 To: 12/31/2021
Statutory [ ]Under a Plan or Agreement

Class(es) of Employees Covered: All Employees Eligible Under New York State Disability Benefits Law

NOTICE OF COMPLIANCE
PRESCRIBED BY THE CHAIR, WORKERS’ COMPENSATION BOARD

PFL-120 (11-17) THIS NOTICE MUST BE POSTED CONSPICUOUSLY IN AND ABOUT THE EMPLOYER’S PLACE OR PLACES OF BUSINESS.
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FREE prescription
Discount Card

SHELTERPOIN?

Save Now On
Medications!

ShelterPoint Life is extending this FREE Rx discount card to you — it’s FREE, pre-activated, and never
expires!

ShelterPoint Rx provides you with discounts of 10%-85% on most brand and generic medications. This
non-insurance discount card can be used at most pharmacies — with over 60,000 participating locations
nationwide. Simply present this card with a valid prescription at a participating pharmacy, and your
discounts will be applied!

« Card is FREE, pre-activated & never expires — you can use it immediately.

« The entire household can receive discounts under the same card — share it with your family & friends!
» Card may even be used for some pet medications — as long as they can be filled at a regular pharmacy.
« Discount program administered by informedRX, Inc. (HealthTrans).

Download more FREE cards, locate pharmacies and chec!.{ discounted drug prices online at:
www.shelterpointRx.com

Instructions for using ShelterPoint Rx:
1. Print this page. You can bring the entire print-out to your pharmacy, or cut out the card below
—it’s your choice. No printer? No problem! Simply write down the BIN# & Group# and show it to
your pharmacist.

2. Presentit to your pharmacist when you drop off your next prescription.

3. Ask your pharmacy to put the card’s numbers into Prour profile. That way you can use it
over and over without carrying the card around- unless you’d like to!

4. Share with your family & friends — print as many copies of this pa%'e as you want! Or send
them the link to our website, to download their own card: www.shelterpointRx.com.

W Cut out card to use immediately!
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