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The certificate is changed as follows:
The name of the Employer is changed to:
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This rider is to be attached to and made a part of the Certificate.
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THIS SUMMARY PLAN DESCRIPTION IS EXPRESSLY MADE PART OF THE PLAN AND
IS LEGALLY ENFORCEABLE AS PART OF THE PLAN WITH RESPECT TO ITS TERMS
AND CONDITIONS. IN THE EVENT THERE IS NO OTHER PLAN DOCUMENT, THIS
DOCUMENT SHALL SERVE AS A SUMMARY PLAN DESCRIPTION AND SHALL ALSO
CONSTITUTE THE PLAN.

ERISA INFORMATION

NAME OF THE PLAN

Maid-Rite Specialty Foods Inc. Welfare Benefit Plan ("Plan")

NAME AND ADDRESS OF EMPLOYER AND PLAN ADMINISTRATOR

Maid-Rite Specialty Foods Inc.

105 Keystone Industrial Park

Dunmore, PA 18512

(570) 343-4748

EMPLOYER IDENTIFICATION NUMBER AND PLAN NUMBER

832343054 507

EMPLOYER IDENTIFICATION NUMBER

832343054

TYPE OF PLAN

Dental Expense Benefits

TYPE OF ADMINISTRATION

The above listed benefits are insured by Metropolitan Life Insurance Company ("MetLife").

AGENT FOR SERVICE OF LEGAL PROCESS

For disputes arising under the Plan, service of legal process may be made upon the Plan Administrator at the
above address. For disputes arising under those portions of the Plan insured by MetLife, service of legal
process may be made upon MetLife at one of its local offices, or upon the supervisory official of the Insurance
Department in the state in which you reside.

ELIGIBILITY FOR INSURANCE; DESCRIPTION OR SUMMARY OF BENEFITS

Your MetLife certificate describes the eligibility requirements for insurance under the Plan. It also includes a
detailed description of the insurance provided by MetLife under the Plan.

The following applies to employers with 20 or more employees that are not church or government
plans:

NOTICE OF YOUR RIGHT AND YOUR DEPENDENTS' RIGHT TO COBRA CONTINUATION
COVERAGE




COBRA is a federal law that requires most group health plans to give their employees and their dependents
the opportunity to continue coverage when coverage is terminated due to certain specific events. If your
employment terminates for any reason other than your gross misconduct, or if your hours worked are reduced
so that your coverage terminates, you and your covered dependents may be abie to continue coverage under
This Plan for a period of up to 18 months. If it is determined under the terms of the Social Security Act that
You or your covered dependent is disabled within the first 60 days of COBRA coverage, you and your
covered dependents may be able to continue your dental coverage under This Plan for an additional 11
months after the expiration of the 18 month period. In addition, if you should die, become divorced or legally
separated, or become eligible for Medicare, your covered dependents may be able to continue coverage
under This Plan for up to 36 months. Also, your covered children may be able to continue coverage under
This Plan for up to 36 months after they no longer qualify as covered dependents under the terms of This
Plan. Group health plans for employers with fewer than 20 employees, church plans, and plans established
and maintained by the federal government are not subject to COBRA continuation requirements.

During the continuation period, a child of yours that is (1) born; (2) adopted by you; or (3) placed with you for
adoption, will be treated as if the child were a covered dependent at the time coverage was lost due to an
event described above.

This continuation will terminate on the earliest of:
a. the end of the 18, 29 or 36 month continuation period, as the case may be;
b. the date of expiration of the last period for which the required payment was made;

c. the date, after you or your covered dependent elects to continue coverage, that you or your covered
dependent first becomes covered under another group heaith plan as long as the new plan does not
contain any exclusion or limitation with respect to your or your covered dependent’s preexisting condition:

d. the date your employer ceases to provide any group health plan for its employees.

Notice will be given when you or your covered dependent becomes entitied to continue coverage under This
Plan. You or your covered dependent will then have 60 days to elect to continue coverage. If you or your
covered dependent do not notify your Employer within the 60-day election period, you will lose the option to
elect continuation coverage.

Each person who is eligible for COBRA coverage is entitled to make a separate election of COBRA coverage.
Thus, a covered spouse (as defined by federal law) or dependent child (or parent on their behalf) is entitled to
elect COBRA coverage even if the covered Employee does not make that election. However, covered
Employees may elect COBRA coverage on behalf of their covered dependents. Any person who elects to
continue coverage under This Plan must pay the full cost of that coverage (including both the share you now
pay and the share your Employer now pays), plus any additional amounts permitted by law. Your payments
for continued coverage must be made on the first day of each month in advance.

If you do not elect COBRA coverage, your dental coverage will end. However, if you initially waive COBRA
continuation coverage before the end of the 60-day election period, you may change your election by sending
the completed election form to the Plan Administrator and postmarking it no later than the last day of the 60-
day election period.

If You Elect Cobra

If you choose COBRA coverage and pay the required premiums, you are entitled to coverage which, as of the
time coverage is being provided, is identical to the coverage provided by the Employer to similarly situated
active Employees, spouses or dependent children. This means that if the coverage for similarly situated
Employees, spouses or dependent children changes, coverage will change for those who elected COBRA
coverage.

Duration Of Cobra Coverage
The law requires that you be given the opportunity to maintain COBRA coverage for 36 months from the date

coverage ends as a result of the qualifying event unless you lost coverage because of the covered
Employee's termination of employment or reduction in hours. In that case, the required COBRA coverage




period is 18 months from the date you lose coverage as a result of the termination of employment or reduction
in hours. However, the 18-month coverage period may be extended under the following circumstances:

Disability. If any person entitled to COBRA coverage (the covered Employee, covered spouse or covered
dependent chiid) is determined by the Sociai Security Administration to have been disabled at any time during
the first 60 days of COBRA coverage period and the disability lasts at least until the end of the 18 month
period of continuation coverage, then all such persons entitled to elect COBRA coverage may be able to
continue coverage for up to 29 months, rather than 18 months.

In order to be eligible for the additional 11 months of COBRA coverage, the covered Employee, covered
spouse or covered dependent child must notify the Employer's COBRA Administrator within 60 days of the
latest of: (1) the Social Security Administration’s determination of disability; (2) the date of the qualifying
event; (3) the date on which the covered Employee’s coverage initially was or will be lost; or (4) the date a
person entitled to COBRA coverage is informed of this obligation by being provided the initial COBRA notice
for the applicable group health plan. Written notice to the COBRA Administrator must be received before the
end of the initial 18-month coverage period. A copy of the Social Security Administration’s determination
must be provided to the COBRA Administrator. If these procedures are not followed, there will be no
disability extension of COBRA.

During the additional 11 months of coverage, your cost for that coverage will be approximately 50% higher
than it was during the preceding 18 months.

The additional 11 months of coverage provided on account of a disability will end as of the earlier of:

e The first day of the month beginning more than 30 days after a final determination by the Social
Security Administration that the disability no longer exists; or

e The last day of the 29th month of total coverage.

A person entitled to COBRA coverage must notify the COBRA Administrator within 30 days if the Social
Security Administration determines that the disabled person is no longer disabled. This Plan reserves the
right to retroactively cancel COBRA coverage, and will require reimbursement of all benefits paid for claims
incurred after coverage terminates.

Subsequent Qualifying Events. If, during the 18-month period of COBRA coverage (or within the 29-month
maximum coverage period in the case of a disability extension), the covered Employee and the spouse
divorce, the covered Employee dies, the covered Employee becomes entitled to Medicare, or a dependent
ceases to be an eligible dependent under the terms of This Plan, then the covered spouse and/or covered
dependent child(ren) (as applicable) may be able to extend COBRA coverage for up to 36 months from the
date of the termination of employment or reduction in hours.

A person entitled to COBRA coverage must notify the Employer's COBRA Administrator of the subsequent
event no later than 60 days after its occurrence. If such notification is not given, the covered spouse and/or
covered dependent child will not be entitled to the additional COBRA coverage.

Premiums For Cobra Coverage

A person entitled to COBRA coverage is entirely responsible for paying the premiums for COBRA coverage.
The required payment for each continuation coverage period for each option will be described in the notice
that is sent when an individual experiences a qualifying event.

Initial Premium Payment

If continuation of coverage is elected, payment for continuation coverage must be made no later than 45 days
after the date of such election. (This is the date the election notice is post-marked, if mailed.) if the first
payment for continuation coverage is not made in full by the 45th day after the date of election, continuation
coverage under This Plan will end. A person entitled to COBRA coverage is responsible for making sure that
the amount of the first payment is correct.

After the first payment for continuation coverage, the amount due for each coverage period for each qualified
beneficiary will be provided when coverage is elected.




PLAN TERMINATION OR CHANGES

Written notice of termination must be given to the Employer at least 31 days prior to the date such insurance
will be terminated.

Premiums are due and payable on the first day of each month for which insurance coverage is to be provided.
If a payment is not received within 31 days after the due date, coverage will terminate on the earlier of the 31+
day following the due date and the date requested in writing by your employer, provided such request is made
before such 31st day.

Your Employer is liable to MetLife for payment of the pro-rata premium which accrues while any coverage
remains in force.

The group policy sets forth those situations in which the Employer and/or MetLife have the right to end the
policy.

The Employer reserves the right to change or terminate the Plan at any time. Therefore, there is no
guarantee that you will be eligible for the benefits described herein for the duration of your employment. Any
such action will be taken only after careful consideration.

Your consent or the consent of your beneficiary is not required to terminate, modify, amend, or change the
Plan.

In the event your coverage ends in accord with the "When Benefits End" provision of your certificate, you may
still be eligible to receive benefits. The circumstances under which benefits are available are described in your
MetLife certificate.

CONTRIBUTIONS TO PREMIUM

If you enroll for Personal and Dependent Dental insurance, you are required to make contributions to
premiums.

Premium rates are set by MetLife.

PLAN YEAR

The Plan's fiscal records are kept on a Plan year basis beginning each January 1 and ending on the following
December 31.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS

You and your beneficiaries can obtain, without charge, from the Plan Administrator a copy of any procedures
governing Qualified Medical Child Support Orders (QMCSO).




CLAIMS INFORMATION
Procedures for Presenting Claims for Dental Expense Benefits
All claim forms needed to file for benefits under the group insurance program can be obtained from the

Employer who will also be ready to answer questions about the insurance benefits and to assist you in
filing claims. Claim forms can also be downloaded from www.metlife.com/dental.

Routine Questions on Dental Expense Claims

If there is any question about a claim payment, an explanation may be requested from the Employer who
is usually able to provide the necessary information.
Routine Questions

If there is any question about a claim payment, an explanation may be requested from MetLife by dialing
1-800-942-0854.

Claim Submission

For claims for dental expense benefits, the claimant must complete the appropriate claim form and submit
the required proof and mail to the address indicated on the claim form. MetLife will also accept electronic,
telephonic and Internet claims submitted on your behalf by your Dentist.

Claim forms must be submitted in accordance with the instructions on the claim form.
Initial Determination

After you submit a claim for dental expense benefits to MetLife, MetLife will review your claim and notify
you of its decision to approve or deny your claim,

Such notification will be provided to you within a 30 day period from the date you submitted your claim;
except for situations requiring an extension of time of up to 15 days because of matters beyond the
control of the Plan. If MetLife needs such an extension, MetLife will notify you prior to the expiration of
the initial 30 day period, state the reason why the extension is needed, and state when it will make its
determination. If an extension is needed because you did not provide sufficient information or filed an
incomplete claim, the time from the date of MetLife’s notice requesting further information and an
extension until MetLife receives the requested information does not count toward the time period MetLife
is allowed to notify you as to its claim decision. You will have 45 days to provide the requested
information from the date you receive the notice requesting further information from MetLife.

If MetLife denies your claim in whole or in part, the notification of the claims decision will state the reason
why your claim was denied and reference the specific Plan provision(s) on which the denial is based. If
the claim is denied because MetLife did not receive sufficient information, the claims decision will
describe the additional information needed and explain why such information is needed. Further, if an
internal rule, protocol, guideline or other criterion was relied upon in making the denial, the claims
decision will state the rule, protocol, guideline or other criteria or indicate that such rule, protocaol,
guideline or other criteria was relied upon and that you may request a copy free of charge.

Appealing the Initial Determination

If MetLife denies your claim, you may take two appeals of the initial determination. Upon your written
request, MetLife will provide you free of charge with copies of documents, records and other information
relevant to your claim. You must submit your appeal to MetLife at the address indicated on the claim



form within 180 days of receiving MetLife's decision. Appeals must be in writing and must include at least
the following information:

Name of Employee

Name of the Plan

Reference to the initial decision

Whether the appeal is the first or second appeal of the initial determination
An explanation why you are appealing the initial determination

As part of each appeal, you may submit any written comments, documents, records, or other information
relating to your claim.

After MetLife receives your written request appealing the initial determination or determination on the first
appeal, MetLife will conduct a full and fair review of your claim. Deference will not be given to initial
denials, and MetLife’s review will look at the claim anew. The review on appeal will take into account all
comments, documents, records, and other information that you submit relating to your claim without
regard to whether such information was submitted or considered in the initial determination. The person
who will review your appeal will not be the same person as the person who made the initial decision to
deny your claim. In addition, the person who is reviewing the appeal will not be a subordinate of the
person who made the initial decision to deny your claim. If the initial denial is based in whole or in part on
a medical judgment, MetLife will consult with a health care professional with appropriate training and
experience in the field of dentistry involved in the judgment. This health care professional will not have
consulted on the initial determination, and will not be a subordinate of any person who was consulted on
the initial determination.

MetLife will notify you in writing of its final decision within 30 days after MetLife's receipt of your written
request for review, except that under special circumstances MetLife may have up to an additional 30 days
to provide written notification of the final decision. If such an extension is required, MetLife will notify you
prior to the expiration of the initial 30 day period, state the reason(s) why such an extension is needed,
and state when it will make its determination.

If MetLife denies the claim on appeal, MetLife will send you a final written decision that states the
reason(s) why the claim you appealed is being denied and references any specific Plan provision(s) on
which the denial is based. If an internal rule, protocol, guideline or other criterion was relied upon in
denying the claim on appeal, the final written decision will state the rule, protocol, guideline or other
criteria or indicate that such rule, protocol, guideline or other criteria was relied upon and that you may
request a copy free of charge. Upon written request, MetLife will provide you free of charge with copies
of documents, records and other information relevant to your claim.

When the claim has been processed, you will be notified of the benefits paid. If any benefits have been
denied, you will receive a written explanation.

Urgent Care Claim Submission

A small number of claims for dental expense benefits may be urgent care claims. Urgent care claims for
dental expense benefits are claims for reimbursement of dental expenses for services which a dentist
familiar with the dental condition determines would subject the patient to severe pain that cannot be
adequately managed without the care or treatment that is the subject of the claim. Of course any such
claim may always be submitted in accordance with the normal claim procedures. However your dentist
may also submit such a claim to MetLife by telephoning MetlLife and informing MetLife that the claim is an
Urgent Care Claim. Urgent Care Claims are processed according to the procedures set out above,
however once a claim for urgent care is submitted, MetLife will notify you of the determination on the
claim as soon as possible, but no later than 72 hours after the claim was filed. If you or your covered
dependent does not provide the claims administrator with enough information to decide the claim, MetLife




will notify you within 24 hours after it receives the claim of the further information that is needed. You will
have 48 hours to provide the information. If the needed information is provided, MetLife will then naotify
you of the claim decision within 48 hours after MetlLife received the information. If the needed information
is not provided, MetLife will notify you or your covered dependent of its decision within 120 hours after the
claim was received.

If your urgent care claim is denied but you receive the care, you may appeal the denial using the normal
claim procedures. If your urgent care claim is denied and you do not receive the care, you can request
an expedited appeal of your claim denial by phone or in writing. MetLife will provide you any necessary
information to assist you in your appeal. MetLife will then notify you of its decision within 72 hours of your
request in writing. However, MetLife may notify you by phone within the time frames above and then mail
you a written notice.

Discretionary Authority of Plan Administrator
and Other Plan Fiduciaries

In carrying out their respective responsibilities under the Plan, the Plan administrator and other Plan
fiduciaries shall have discretionary authority to interpret the terms of the Plan and to determine eligibility
for and entitiement to Plan benefits in accordance with the terms of the Plan. Any interpretation or
determination made pursuant to such discretionary authority shall be given full force and effect, unless it
can be shown that the interpretation or determination was arbitrary and capricious.

Plan Privacy Information

Notwithstanding any other Plan provision in this or other sections of the Plan, the Plan will operate in
accordance with the HIPAA privacy laws and regulations as set forth in 45 CFR Parts 160 and 164, and
as they may be amended ("HIPAA"), with respect to protected health information ("PHI") as that term is
defined therein. The Plan Administrator and/or his or her designee retains full discretion in interpreting
these rules and applying them to specific situations. All such decisions shall be given full deference
unless the decision is determined to be arbitrary and capricious.

The term “Plan Sponsor® means Maid-Rite Specialty Foods Inc..

The term “Plan Administrator” means ERISA PROS.

l. Permitted Uses and Disclosures of PHI by
the Plan and the Plan Sponsor

The Plan and the Plan Sponsor are permitted to use and disclose PHI for the following purposes, to the
extent they are not inconsistent with HIPAA:

. For general plan administration, including policyholder service functions, enrollment and eligibility
functions, reporting functions, auditing functions, financial and billing functions, to assist in the
administration of a consumer dispute or inquiry, and any other authorized insurance or benefit
function.

. As required for computer programming, consulting or other work done in respect to the computer
programs or systems utilized by the Plan.

. Other uses relating to plan administration, which are approved in writing by the Plan Administrator
or Plan Privacy Officer.

. At the request of an individual, to assist in resolving claims the individual may have with respect
to benefits under the Plan.




Il. Uses and Disclosures of PHI by the Plan and
the Plan Sponsor for Required Purposes

The Plan and Plan Sponsor may use or disclose PHI for the following required purposes:

. Judicial and administrative proceedings, in response to lawfully executed process, such as a
court order or subpoena.

. For public health and health oversight activities, and other governmental activities accompanied
by lawfully executed process.

) As otherwise may be required by law.
lll. Sharing of PHI With the Plan Sponsor

As a condition of the Plan Sponsor receiving PHI from the Plan, the Plan Documents have been amended
to incorporate the following provisions, under which the Plan Sponsor agrees to:

. Not use or further disclose PHI other than as permitted or required by the plan documents in
Sections | and |l above;

. Ensure that any agents or subcontractors to whom it provides PHI received from the Plan agree
to the same restrictions and conditions that apply to the Plan Sponsor;

. Not use or disclose PHI for employment-related actions or decisions or in connection with any
other benefit or employee benefit plan of the Plan Sponsor;

. Report to the Plan any use or disclosure of the information that is inconsistent with the permitted
uses or disclosures of which it becomes aware;

. Make PHI available to Plan participants for the purposes of the rights of access and inspection,
amendment, and accounting of disclosures as required by HIPAA;

. Make its internal practices, books and records relating to the use and disclosure of PHI received
from the Plan available to the Secretary of the U.S. Department of Health and Human Services
for purposes of determining compliance by the Plan with HIPAA;

o If feasible, return or destroy all PHI received from the Plan that the sponsor still maintains in any
form and retain no copies of such information when no longer needed for the purpose for which
disclosure was made, except that, if such return or destruction is not feasible, limit further uses
and disclosures to those purposes that make the return or destruction of the information
infeasible;

. Ensure that adequate separation between the Plan and Plan Sponsor is established in
accordance with the following requirements:

(A) Employees to be Given Access to PHI: The following employees (or class of employees) of the
Plan Sponsor are the only individuals that may access PHI provided by the Plan:

Human Resourceds Director

(B) Resitriction to Plan Administration Functions: The access to and use of PHI by the employees of
the Plan Sponsor designated above will be limited to plan administration functions that the Plan
Sponsor performs for the Plan.




(C) Mechanism for Resolving issues of Noncompliance: If the Plan Administrator or Privacy Officer
determines that an employee of the Plan Sponsor designated above has acted in noncompliance with
the plan document provisions outlined above, then the Plan Administrator or Privacy Officer shall take
or seek to have taken appropriate disciplinary action with respect to that employee, up to and
including termination of employment as appropriate. The Plan Admiriistrator or Privacy Officer shall
also document the facts of the violation, actions that have been taken to discipline the offending party
and the steps taken to prevent future violations.

. Certify to the Plan, prior to the Plan permitting disclosure of PHI to the Plan Sponsor, that the
Plan Documents have been amended to incorporate the provisions in this Section.

IV. Participants Rights

Participants and their covered dependents will have the rights set forth in the Plan's or its dental insurer's
HIPAA Notice of Privacy Practices for Protected Health Information and any other rights and protections
required under the HIPAA. The Notice may periodically be revised by the Plan or its dental insurer.

V. Privacy Complaints/lssues

All complaints or issues raised by Plan participants or their covered dependents in respect to the use of
their PHI must be submitted in writing to the Plan Administrator. A response will be made within 30 days
of the receipt of the written complaint. In the event more time is required to resolve any issues this period
can be extended to 90 days. The affected participant must receive written notice of the extension and the
resolution of their complaint. The Plan Administrator shall have full discretion in resolving the complaint
and making any required interpretations and factual determinations. The decision of the Plan
Administrator shall be final and be given full deference by all parties.

VI. Security

As a condition of the Plan Sponsor receiving electronic PHI (“ePHI") from the Plan, the Plan Documents
are hereby amended to incorporate the following provisions, under which the Plan Sponsor agrees to:

. Implement administrative, physical, and technical safeguards that reasonably and appropriately
protect the confidentiality, integrity, and availability of the ePHI that it creates, receives, maintains,
or transmits on behalf of the Plan;

. Ensure that the adequate separation between the Plan and the Plan Sponsor, which is required
by the applicable section(s) of the Plan relating to the sharing of PHI with the Plan Sponsor, is
supported by reasonable and appropriate security measures;

. Ensure that any agent, including a subcontractor, to whom it provides ePHI agrees to implement
reasonable and appropriate security measures to protect the information; and

. Report to the Plan any security incident of which it becomes aware. In this context, the term
“security incident” means the attempted or successful unauthorized access, use, disclosure,
modification, or destruction of information or interference with system operations in information
systems such as hardware, software, information, data, applications, communications, and
people.

STATEMENT OF ERISA RIGHTS

The following statement is required by federal law and regulation.




As a participant in the Plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan administrator's office and at other specified locations, all Plan
documents, including insurance contracts, and a copy of the latest annual report (Form 5500 Series) filed
by the Plan with the U.S. Department of Labor, and available at the Public Disclosure Room of the
Employee Benefits Security Administration.

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

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




Uniformed Services Employment And Reemployment Rights Act

This section describes the right that you may have to continue coverage for yourself and your covered

dependents under the Uniformed Services Employment and Reempioyment Rights Act of 1994 (USERRA).
Continuation of Group Dental Insurance:

If you take a leave from employment for “service in the uniformed services,” as that term is defined in
USERRA, and as a consequence your dental insurance coverage under your employer's group dental
insurance policy ends, you may elect to continue dental insurance for yourself and your covered dependents,
for a limited period of time, as described below.

The law requires that your employer notify you of your rights, benefits and obligations under USERRA
including instructions on how to elect to continue insurance, the amount and procedure for payment of
premium. If permitted by USERRA, your employer may require that you elect to continue coverage within a
period of time specified by your employer.

You may be responsible for payment of the required premium to continue insurance. If your leave from
employment for service in the uniformed services lasts less than 31 days, your required premium will be no
more than the amount you were required to pay for dental insurance before the leave began; for a leave
lasting 31 or more days, you may be required to pay up to 102% of the total dental insurance premium,
including any amount that your employer was paying before the leave began.

Your and your covered dependents’ insurance that is continued pursuant to USERRA will end on the earliest
of the following:

e the end of 24 consecutive months from the date your leave from employment for service in the uniformed
services begins; or

o the day after the date on which you fail to apply for, or return to employment, in accordance with
USERRA.

You and your covered dependent may become entitled to continuation of coverage under the Consolidated
Omnibus Budget Reconciliation Act (*COBRA") while you have dental insurance coverage under your
employer's group dental insurance policy pursuant to USERRA. Contact your employer for more information.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the Employee benefit Plan. The people who operate your Plan, called
fiduciaries of the Plan, have a duty to do so prudently and in the interest of you and other Plan
participants and beneficiaries.

No one, including the Employer or any other person, may fire you or otherwise discriminate against you in
any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored in whole or in part, you have a right to know why
this was done, to obtain copies of documents relating to the decision without charge, and to appeal any
denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of
the Plan documents or the latest annual report from the Plan and do not receive them within 30 days, you
may file suit in a Federal court. In such a case, the court may require the Plan administrator to provide the
materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent
because of reasons beyond the control of the administrator. If you have a claim for benefits which is denied
or ignored, in whole or in part, you may file suit in a state or Federal court.

In addition, if you disagree with the Plan's decision or lack thereof concerning the qualified status of a medical
child support order, you may file suit in Federal court.




If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a
Federal court.

The court wiil decide who shouid pay court costs and iegai fees. if you are successiui, the court may order the
person you have sued to pay these costs and fees.

If you lose, the court may order you to pay these costs and fees; for example, if it finds your claim is frivolous.
Assistance with Your Questions

If you have any questions about your Plan, you should contact the Plan administrator. If you have any
questions about this statement or about your rights under ERISA, or you need assistance in obtaining
documents from the Plan administrator, you should contact the nearest Office of the Employee Benefits
Security Administration, U.S. Department of Labor listed in your telephone directory or the Division of
Technical Assistance and Inquiries Employee Benefits Security Administration, U.S. Department of Labor,
200 Constitution Avenue N.W., Washington D.C. 20210. You may also obtain certain publications about Your
rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security
Administration.

FUTURE OF THE PLAN

It is hoped that This Plan will be continued indefinitely, but Maid-Rite Specialty Foods Inc. reserves the right to
change or terminate This Plan in the future. Any such action would be taken only after careful consideration.




