Now is the time to...

Enroll in your
2027 benefits.




Current employees: Here’s what’s new for 2027

* Medical and dental premiums are increasing, while
vision premiums will be the same as they are today. You
can review your costs during the enroliment period.

 For all three Credence Blue Cross and Blue Shield
medical plans:

— Annual deductibles and out-of-pocket maximums
(individual and family) are increasing. As a reminder,
deductibles do not apply to preventive care services,
doctor’s office visits, urgent care visits and

prescription drugs.

— Emergency room copays are increasing. In
non-emergency situations, it is best to use an in-network
urgent care center, retail walk-in clinic or your own
primary care physician to save on costs.

— Effective January 1, 2027, you are required to
use Lantern for bariatric procedures. If you already
have surgery scheduled in 2027, call Lantern at
1-855-515-1596. They will confirm if your surgeon
is in Lantern’s network and, if not, match you with
one of Lantern’s trusted experts.

* For the Credence Blue Cross and Blue Shield Value plan:
Copays for generic drugs and copay maximums for
preferred and non-preferred brand drugs (retail and mail
service) are increasing. To save money on prescriptions, talk
with your provider or pharmacist to find out if a generic or over-
the-counter equivalent is available and appropriate for
your situation.

* For the Credence Blue Cross and Blue Shield Premium
plan: Primary care and specialist doctor office visit copays
are increasing. To save money, consider Doctor On Demand®
and connect with a board-certified physician from your
smartphone, tablet, or computer anytime, anywhere. Get
treatment for many common health conditions as well as
behavioral health concerns for a $20 copay/visit.

» The Health Care Flexible Spending Account limit is
increasing. For 2027, you can contribute up to $3,400
before-tax dollars (or such greater amount as approved by
the Internal Revenue Service [IRS] for 2027) to pay for eligible
out-of-pocket health care (medical, prescription drug, dental
and vision) expenses.



Your Swift Transportation Benefits

Be sure to enroll! —
; i
* Review your plan options and costs.
Your needs may change year to year, so
it’s important to review the available plans and

select the ones that are best for you.
* Choose the coverage that works best for you.
* Enroll by the October 16, 2026 deadline.

Download the Alight Mobile app today!

E' E Enroll for 2027 and access your Swift
: g4 benefits anytime, anywhere. Scan the
QR code to download the app and

E_ @t enter “Swift Transportation” to register.

Download the app and get help with:

* Finding benefits information

» Choosing your benefits

» Storing your benefit ID cards

« Finding a nearby doctor or urgent care

Annual Enrollment:
October 5-16, 2026
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Your enrollment checklist

Before October 5 Confirm if the spousal surcharge ($1,200) applies.
IMPORTANT! If you don’t do this, you'll pay an additional $1,200
Review the information in this booklet. ($23.08 per week) for having your spouse on your medical plan.
If you need to update your mailing address, you Review your beneficiary information.

can do that on the Swift Transmission portal.
Opt in to text messaging and update your email

on swift.benefitsnow.com, so you can get Cu rrently enrolled Swift emp|0yees
benefits-related reminders on the go. See page 64 ,
for details. If you don’t enroll by October 16 and are currently covered

through Swift’s medical, dental and/or vision plans:

* You will have the same medical, dental and vision coverage at
2027 rates.

* You won't be able to participate in the Health Care and/or
Dependent Daycare FSAs.

During Annual Enrollment
(October 5-16)

Gather up Social Security numbers and dates of birth

for each eligible dependent you are adding to * You'll lose the tobacco-free credit of up to $1,092 on the

coverage. medical plan.

* If your spouse is currently enrolled in medical and has access to
other coverage, you'll pay up to $1,200 for the spousal
surcharge.

Log on to swift.benefitsnow.com and complete
your enrollment. And, if you want an FSA for 2027,

you must make that election. ‘ ' '
It’s important for you to take action during Annual Enrollment.

Mak(.e your attestations for the tobacco-free Review the plans and costs, then select the benefits that are right
credit of $21 per week, worth up to $1,092 annually. for you in 2027.




4 reasons why it’s smart to enroll online

1. It’s the best way to see exactly which plans are 3. You can enroll from any computer, mobile device
available to you and how much they cost. or tablet. Or, download the Alight Mobile app and
2. You can use tools to help you pick the best available enroll that way.
plan, based on what matters to you. 4. If you have a question or get stuck, there’s an online

chat feature for instant help.

Get help when you need it.

For questions about your benefits, log on to swift.benefitsnow.com and:

« Use the online chat. Click Chat With Us under Quick Actions on the homepage to connect with instant, live help
from a trained representative.

* Make an appointment. Click the Appointment Scheduler tile at the top of the homepage under Recommended to
set a specific time for a representative to call you.

If you still have questions or want to enroll over the phone, call the Benefits Service Center at 1-844-577-4333 to speak

with a representative Monday through Friday 8:00 a.m. to 6:00 p.m. ET (except national holidays). If you like, choose to
receive an automatic callback.



Take advantage of these ways to save

1. SAVE UP TO $1,000 ON YOUR SWIFT MEDICAL PREMIUMS. PARTICIPATE IN THE SWIFT
WELLNESS GPS PROGRAM.

Download the Wellness At Your Side™ app, using connection code Swift, or visit WebMDhealth.com/Swift for program
details. Then participate in rewardable activities between September 1, 2026 and August 31, 2027 to save on your 2027 medical
premiums.

2. KICK TOBACCO. SAVE UP TO $1,092.
During enrollment, indicate if you use tobacco. Non-tobacco users save $21 per week ($1,092 annually) off their 2027
medical plan premiums. Note: Use of e-cigarettes/vaping is considered tobacco usage. If you are a tobacco user, we offer a
tobacco cessation program at no cost to you. Please see program details on swift.benefitsnow.com for more information.

3. AVOID THE SPOUSAL SURCHARGE. SAVE $1,200.
If you want to cover your spouse under your medical plan, you must confirm that he or she doesn’t have other medical
coverage available, such as through their employer or Medicare, when you enroll. If you don’t, you’ll pay an extra $1,200
per year ($23.08 per week) for having your spouse on your medical plan.

4. SAVE ON TAXES WITH THE FLEXIBLE SPENDING ACCOUNTS (FSAs).
Use your FSAs for eligible health care and/or dependent daycare expenses. You don’t pay income tax on the money you contribute to
these accounts, so it’s like getting an automatic discount on expenses you pay out of pocket. Remember, you need to re-elect FSAs
every year. See page 19 for more information. Note: To participate in an FSA in 2027, you must have been hired or rehired on or
before November 1, 2026.



After you enroll
ID Cards

Credence Blue Cross and Blue Shield will issue new |D
cards to all participants. CVS Caremark will issue new
ID cards to newly enrolled participants. All currently
enrolled participants can continue to use their current
CVS Caremark ID cards, even if they select a different
Credence Blue Cross and Blue Shield medical

plan option.

Kaiser Permanente will issue new ID cards to newly
enrolled participants and to participants who have made
a change to their name or changed their plan option.

Delta Dental will issue new ID cards to newly enrolled
participants and to participants who have switched to
another Delta Dental option. However, you do not
need to present your ID card at dental providers to
receive services.

For VSP, no ID card is needed to use your vision benefits.

Just tell your in-network doctor you have VSP coverage. If

you like, you can create an account at vsp.com and
download your ID card to your digital wallet.

All new ID cards are scheduled to arrive in January.

Are you adding a new dependent to your coverage?
Be on the lookout for dependent verification information
in the U.S. postal mail and your email, if you’ve provided
one to the Benefits Service Center. Don’t miss the
deadline! See pages 28—30 for more information.

If you made changes to your current life and
disability plans OR you are enrolling for the first time
in these plans, you may be required to complete
evidence of insurability. Watch your mail for information
from Aflac regarding the medical questionnaire that you
may need to complete within a specified time frame to be
approved. See pages 21-27 for more information
about life insurance and disability coverage.

Note: You'll be billed directly if your paycheck is not enough
to cover your premiums. See pages 32—35 for details.



If you're a new Swift employee

You must enroll by your enrollment deadline, which
appears on your New Hire Benefits Enrollment Notice.

* Benefits start the first of the month following 30 days of
continuous full-time employment.

If you don’t enroll by your deadline:

« You and your family will not have medical, dental or vision
coverage or any supplemental benefits for 2027.

* Your next opportunity to enroll will be for 2028 coverage.

After you enroll:

« Within 30 days of enrolling, you will be issued ID cards
from the medical, dental and vision plans you enroll in. If
you enroll in a Credence Blue Cross and Blue Shield
medical plan option, you will also receive a prescription
drug member ID card from CVS Caremark. Please note
that you do not need to present your ID card at dental
and vision providers to receive services.

» Adding a dependent? Be on the lookout for dependent
verification information in the U.S. postal mail and your
email, if you’ve provided one to the Benefits Service
Center. See pages 28—-30 for details.

Note: You’ll be billed directly if your paycheck is not enough to
cover your premiums. See pages 32—35 for details.

If you have questions

You can call to talk with representatives Monday through Friday
between 8:00 a.m. and 6:00 p.m. ET (except national holidays).
No waiting on hold, either! Use the Appointment Scheduler to

set a specific time for a representative to call.

For questions or to enroll over the phone, call the Benefits
Service Center at 1-844-577-4333.

Enroll online at swift.benefitsnow.com

The first time you log on, you'll need to E E
register as a new user, provide some .
personal information to verify your identity,

and set up a user ID and password that E

you'll use in the future to access your

benefits information online.



Medical and prescription plan options

Credence Blue Cross and Blue Shield administers our plans nationwide (including California). Plans provided by Kaiser
Permanente are only available in California. This chart gives you a quick overview of your options.

Annual
deductible
(individual/
family)

Annual
out-of-pocket
maximum
(individual/
family)

Preventive
care

Credence Blue Cross and Blue Shield

Kaiser Permanente (in-network only)
(available in California only)

VALUE (PPO)

CORE (PPO)

PREMIUM (EPO)

VALUE

CORE

PREMIUM

In-network:
$3,000/$6,000

Out-of-network:

$6,000/$12,000

In-network:
$1,500/$3,000

Out-of-network:

$3,000/$6,000

In-network:
$1,200/$2,400

Out-of-network:

Not covered

In-network:
$2,750/$5,500

In-network:
$1,250/$2,500

In-network:
$1,000/$2,000

In-network:
$10,000/$20,000

Out-of-network:

$20,000/$40,000

In-network:
$8,000/$16,000

Out-of-network:

$16,000/$32,000

In-network:
$6,000/$12,000

Out-of-network:

Not covered

In-network:
$8,000/$16,000

In-network:
$6,000/$12,000

In-network:
$4,000/$8,000

In-network:
Covered 100%,
no deductible

Out-of-network:

Not covered

In-network:
Covered 100%,
no deductible

Out-of-network:

Not covered

In-network:
Covered 100%,
no deductible

Out-of-network:

Not covered

In-network:
Covered 100%,
no deductible

In-network:
Covered 100%,
no deductible

In-network:
Covered 100%,
no deductible
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Doctor’s office
visit copay (ho
deductible)

Emergency
room

Urgent care
copay

Inpatient and

Credence Blue Cross and Blue Shield

(in-network*)

Kaiser Permanente (in-network only)
(available in California only)

VALUE (PPO)

CORE (PPO)

PREMIUM (EPO)

VALUE

CORE

PREMIUM

PCP: $50
Specialist: $100
Telemedicine: $20

PCP: $40
Specialist: $80
Telemedicine: $20

PCP: $35
Specialist: $70
Telemedicine: $20

PCP: $50
Specialist: $50
Telemedicine: $0

PCP: $40
Specialist: $40
Telemedicine: $0

PCP: $30
Specialist: $30
Telemedicine: $0

You pay You pay You pay You pay 30% after | You pay 30% after | You pay 25% after
$750 copay + 30% | $750 copay + 30% | $750 copay + 25% | deductible deductible deductible

after deductible after deductible after deductible

You pay You pay You pay You pay You pay You pay

$100 copay, $80 copay, $60 copay, $50 copay, $40 copay, $30 copay,

no deductible

no deductible

no deductible

no deductible

no deductible

no deductible

You pay 30%

outpatient care [EliCigeCleliaife][S

You pay 30%
after deductible

You pay 25%
after deductible

You pay 30%
after deductible

You pay 30%
after deductible

You pay 25%
after deductible

* For the Credence Blue Cross and Blue Shield plans: The Value and Core plans offer out-of-network benefits while the Premium plan offers in-network benefits only.

All plans have “traditional” deductibles and out-of-pocket limits. This means each family member’s
expenses count toward both an individual limit and the family limit. So if one family member’s
expenses reach that individual limit, the plan pays its share for that family member only. (This way, if
one family member has a lot of expenses, the plan pays benefits sooner for that person.) Once the
total family expenses reach the family limit, the plan pays its share for the whole family.

PCP: Primary Care Physician
Deductible: How much you have to pay for care before you and the
plan share expenses.

Out-of-pocket maximum: Once your eligible expenses reach this
limit, the plan pays 100% of eligible expenses for the rest of the year.




Are out-of-network services covered? Going out-of-network?

The Value and Core plans under Credence Blue Cross and ~ The out-of-network charges under the Value and Core plans with
Blue Shield cover in-network and out-of-network services; Credence Blue Cross and Blue Shield will not count toward your

however, their Premium plan does not cover out-of- in-network annual deductible or out-of-pocket maximum. The
network services. Be sure to check to see which doctors same goes for in-network charges—they will not count toward your
and providers are included in your plan’s network. out-of-network annual deductible or out-of-pocket maximum.

The Kaiser Permanente plans offered in California do not

cover out-of-network charges, with the exception of

urgent and emergent care. You must designate a primary Defining PPO and EPO
care physician to coordinate your care if you choose

. * A PPO (Preferred Provider Organization) covers both in-
coverage from Kaiser Permanente.

network and out-of-network charges. However, you will pay
With the Credence Blue Cross and Blue Shield plans, you’ll have access much less when Yyou use in-network providers.

to a large national network of providers. (Note that if you reside in e An EPO (EXC|USiV€ Provider Network) covers Oﬂ|y in-network
Florida, Georgia, Kansas, Wisconsin, Oklahoma or Virginia, you’ll have charges No out-of-network benefits are offered through an EPO

a customized group of care providers.) To find an in-network provider,

use the “Find Care” option on CredenceBlue.com/Swift.

Medical and Pharmacy Network Coverage

VALUE CORE PREMIUM
edence BCB In-network and out-of-network In-network and out-of-network In-network only
In-network only In-network only In-network only
In-network only In-network only In-network only 1




Additional Care for Credence Blue Cross
and Blue Shield Members

Health care is often overlooked or delayed due to cost, personal scheduling or limited provider availability. To help
eliminate these barriers, your Credence Blue Cross and Blue Shield medical coverage offers programs that give you and

your enrolled dependents 24/7 access to care.
— New for 2027! Starting January 1, you are required to

$0 cost benefit use Lantern for bariatric procedures. If you already have
surgery scheduled in 2027, call Lantern at 1-855-515-1596.
They will confirm if your surgeon is in Lantern’s network
and, if not, match you with one of Lantern’s trusted experts.

Lantern: Personalized concierge services to coordinate your
surgery and medical infusion therapy needs and ensure you

receive superior-quality care.

* Surgery * Medical infusion therapy

— Receive services from physicians vetted for the highest — Receive care at home or an infusion center.

quality care. Most services are completely free—even — Save money and avoid long hospital visits.

surgery and associated travel. — Get personalized support from a clinical care team.
- Get access to thqusands of non-emergent prqcedures Visit mysurgery.lanterncare.com to learn more. Note: If

in the following surg|ca| categories: bariatric, cgrd|ac, you or a family member is already receiving or will soon start
gallbladder, gastrointestinal, gynecology, hernia, infusion therapy, call your Care Advocate at 1-855-515-1596.
orthopedic, spine and joint. Your Care Advocate can walk you through the process to

— Work with a dedicated Care Advocate to manage get started.

logistics and other issues.



Copay-based benefits

Doctor On Demand: A telehealth program that offers you
and your covered family members 24/7 access to doctors for
urgent care, everyday care, or behavioral health concerns for
a $20 copay/visit. Get treatment for 90% of common health
conditions, such as colds, fever, and rashes, as well as
behavioral health issues like anxiety, depression, and more—
all from the convenience of your smartphone, tablet, or
computer, anytime, anywhere. For more information, visit
doctorondemand.com/credence or download the app.

Lucet: A behavioral health resource that offers you and your
covered family members confidential access to in-network
behavioral or mental health care providers. Services include
confidential counseling (in person or via telephone or online
messaging), adult and child care resources, personal and
professional training, and online health tools.

For visits with an in-network behavioral or mental health care
provider, you will pay your Credence Blue Cross and Blue
Shield medical plan’s applicable primary care or specialist
visit copay, depending on the service. For more information,
visit lucethealth.com or call 1-877-887-1797.

To access the Doctor On
Demand app, scan this QR
code or download it from
the Apple Store or Google
Play. (Note that if you're
asked to provide your
employer’s name, enter
“credence” and not
“Swift Transportation.”)




Kaiser Permanente: Manage your care online

Kaiser Permanente, with plans available in California only, offers flexible options for you to get care beyond the doctor’s office,
with most virtual care options available at no cost, and you can manage your care anytime with the Kaiser Permanente App.
To learn more about Kaiser Permanente’s care options, view benefit information, self-navigate a virtual tour and much more—
visit the Kaiser Permanente/Swift online site for employees at choose.kp.org/swift (available to members and non-members).

Get care now (For details, visit kp.org/getcare.)

» Talk with a Kaiser Permanente clinician by video or phone for the same

high-quality care as an in-person visit.'
» Get 24/7 medical advice by phone or online.
 Email your doctor’s office with non-urgent questions.?
« Virtual Physical Therapy.’

Mental health and addiction medicine support

» Members can book mental health appointments by calling
1-833-KP-WITH-U (1-833-579-4848), Monday through
Friday, 8:00 a.m. to 5:00 p.m. PT.

Managing care?

 Schedule or cancel routine appointments.

* Refill most prescriptions.

» Check your medical records and pay bills.

* View most lab test results.

41 When appropriate and available. Z Available when you get care from Kaiser Permanente facilities.

Kaiser Permanente members—
register for kp.org!

Kaiser Permanente members must
be registered through the member
portal to access many of these
services. Visit kp.org/register to
create an account. Have your
medical number ready and follow
the instructions.

Members can get urgent and
emergency care through Cigna’s
PPO network when traveling outside
of areas where Kaiser Permanente
provides care. Visit kp.org/travel to
learn more.



Prescription drugs

CVS Caremark is our prescription drug provider for all plans offered through Credence Blue Cross and Blue Shield. The plan provides in-network
benefits only. CVS Caremark’s large nationwide pharmacy network includes Walgreens, Walmart, Costco and most drug and grocery store chains.

With CVS Caremark:

* Short-term prescriptions (30-day supply or less) can be filled ¢ Maintenance medications (those taken on an ongoing basis) can be filled
through any of the CVS retail stores nationwide, along with through CVS Caremark’s mail service (delivering your prescription to your
other pharmacies in the CVS Caremark network. door) or at a local CVS pharmacy. You choose what is convenient for you.*

Be sure to contact CVS Caremark to see how your drugs are covered under the formulary. Kaiser Permanente provides prescription
coverage for their plans.

CVS Caremark (available nationwide) Kaiser (available in California)
VALUE | CORE | PREMIUM VALUE | CorRe | PREMIUM
Retail: Your Cost
Generic $20 $12 $10 $15 $15 $15
Preferred 30%, max $100| $60 $50 30%, max $75 | $50 $40
N R el el 30%, max $150 | $80 $70 30%; max $75 | $50 $40
Specialty drugs 30% standard, PrudentRx member cost is $0 Applicable generic, preferred and non-preferred

brand cost shares may apply

Mail or Retail): Your Cost
Generic $50 $30 $25 $30 $30 $30

Preferred 30%, max $250| $150 $125 30%, max $75 | $100 $80
INOIE TSN RO Tel 30%, max $375 | $200 $175 30%, max $75 | $100 $80

Specialty drugs 30% standard, PrudentRx member cost is $0 Applicable generic, preferred and non-preferred
brand cost shares may apply

Note: Pharmacy coinsurance is not subject to the medical deductible. * Except where prohibited by state laws.



Dental plan options

The coverage shown below is for both in-network and out-of-network providers. However, you’ll pay negotiated rates at in-network
providers, which are typically lower than at out-of-network providers. Coverage is provided through Delta Dental of Arizona.

VALUE CORE PREMIUM
In-network Out-of-network’ In-network Out-of-network’ In-network Out-of-network’
) 0 - -
e e (e.g., ro Plan pays 100% | Plan pays 100% | Plan pays 100% | Plan pays 100% | Plan pays 100% | Plan pays 100%
Ca q
Ba e.g., root ca You pay 20% You pay 20% You pay 20% You pay 20% You pay 20% You pay 20%
dlS€aseE Cd C
ajor (e.g pla Not covered Not covered You pay 40% You pay 40% You pay 20% You pay 20%
de o
Ded o] [C Basic services only Basic and major services Basic and major services
dividua $100 $100 $50
a $300 $300 $150
ale (d S
applies to preve $1,000 $1,000 $1,500 $1,500 $2,500 $2,500
dNaG d|O
0 odo Not covered You pay 50% You pay 50% You pay 50% You pay 50%
etime ma $1,500 $1,500 $2,000 $2,000

' May incur higher out-of-pocket costs when seeing a Premier or out-of-network dentist.

See “Important Plan Information & Documents” on deltadentalaz.com.
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2 Deductible applies to these services.

® Core Plan: covered at 50% for dependents up to age 19;
Premium Plan: covered at 50% for dependents, with no age limit.




Vision plan options

In-network providers offer more coverage and larger
allowances. This coverage is provided through VSP.

VALUE — EXAM ONLY PLAN

Save on eyewear and so much more!

VSP members can save more than $3,000 through Exclusive Member
Extras. Also save on contacts, glasses and sunglasses at VVSP’s preferred
online retailer, eyeconic.com,® at www.eyeconic.com.

CORE

PREMIUM

In-network

Out-of-network

In-network

Out-of-network

In-network

Out-of-network

Routine
exam’

Retinal
imaging
Materials/

eyewear

NE BT
corrective
lenses

Single vision
Lined bifocal
Lined trifocal

Lenticular

Contacts
(instead of
glasses)

! Comprehensive exam of visual functions and prescription of corrective eyewear.

Covered in full

$45 allowance

Covered in full after

$45 allowance

Covered in full after

$45 allowance

(%0 copay) $20 exam copay $10 exam copay
Up to $39 Not covered Up to $39° Applied to exam Up to $392 Applied to exam
allowance allowance
N/A N/A $20 copay N/A $10 copay N/A
20% discount Not covered See below See below See below See below
available at
private locations
$40 N/A Covered in full® $30 allowance? Covered in full® $30 allowance?
$60 N/A $50 allowance? $50 allowance?
$75 N/A $65 allowance? $65 allowance?
$75 N/A $100 allowance® $100 allowance?
15% savings on N/A * 100% materials Up to $105 allowance, | * $200 materials Up to $105

contact lens
professional fees; no
discount or coverage
for materials

allowance

* $20 copay for
contact lens exam
(fitting and evaluation)

including contact lens
professional fees

allowance

* $10 copay for
contact lens exam
(fitting and evaluation)

allowance, including
contact lens
professional fees

2 Includes 15% discount.

* Subject to copay, if any.




2027 Benefits Costs—Health Care Benefits (Bi-weekly employees multiply below rates x2)

Medical, dental and vision

WEEKLY PAYCHECK CONTRIBUTIONS
MEDICAL DENTAL VISION
PLAN DESIGN COVERAGE KAISER
geomeess | e | ot |
(CALIFORNIA ONLY)

e Employee Only $61.08 $56.73 $3.82 $0.22
Employee + Spouse $128.70 $114.53 $8.02 $0.54

Employee + Child(ren) $91.89 $81.33 $9.56 $0.41

Employee + Family $137.90 $121.87 $13.76 $0.72

ore Employee Only $92.40 $81.45 $7.21 $0.78
Employee + Spouse $205.51 $175.04 $15.06 $1.88

Employee + Child(ren) $149.51 $126.72 $18.06 $1.47

Employee + Family $239.34 $201.85 $25.95 $2.51

2 Employee Only $145.03 $111.80 $11.94 $1.70
Employee + Spouse $335.67 $248.94 $25.08 $4.07

Employee + Child(ren) $247.00 $182.15 $29.85 $3.05

Employee + Family $409.36 $299.77 $42.99 $5.43

Note: The above medical rates do not include the following weekly credits and surcharge:
* $21 Tobacco-Free Credit
* Swift Wellness GPS Credit

* $23.08 Spousal Surcharge
18



Benefit from big tax savings with FSAs

Put money you’d otherwise spend on taxes back into your wallet. How? Enroll in a Flexible Spending Account (FSA)!

An FSA lets you save on taxes and on planned health care and dependent care expenses at the same time. You set aside
before-tax dollars from each paycheck into an FSA. This lowers your taxable income, so you automatically save an amount
equal to the taxes you would have paid on the money you set aside. Then use the money in your FSA(s) to pay for eligible
expenses with tax-free dollars. It’s that easy!

Enroll in one or both of Swift’s FSAs during Annual Enroliment:

 Use the Health Care FSA for eligible health care (medical,  Use the Dependent Daycare FSA for eligible child care and/or

prescription drug, dental and vision) expenses you pay elder care expenses that make it possible for you and your spouse
out-of-pocket—Ilike copays, deductibles and coinsurance. (if applicable) to work, find work or attend school full time. In 2027,
But that’s not all. You can also use your Health Care FSA Swift allows you to contribute up to $5,000 ($2,500 if married and
dollars to pay for hundreds of everyday health care items. filing separate tax returns). Tip: If you're paying for dependent

In 2027, you can contribute up to $3,400, or such greater daycare, you probably have a good idea of what it will cost for the
amount as approved by the IRS for 2027. Tip: Your entire coming year. Why not enroll in the Dependent Daycare FSA and
Health Care FSA annual contribution is available as soon as get a tax break on expenses you know you’ll have?

your first contribution is posted to your account in January.

Don’t miss out your chance to save. To participate in an FSA in 2027, you must enroll (or re-enroll) during Annual Enroliment.
FSA contribution elections do not carry over year-to-year. Note: You can enroll in the Health Care or Dependent Care FSA if you were
hired or rehired on or before November 1, 2026.

To learn more about the rules surrounding FSAs, call Inspira Financial at 1-800-284-4885. For a list of FSA-covered expenses,
visit: https://www.irs.gov/pub/irs-pdf/p502.pdf.



Employee Assistance Program

Everyone needs help now and then to deal with the stresses of everyday life. Swift’s Employee Assistance
Program (EAP) is provided to you at no cost and can help you or your family members deal with these issues
with up to six free counseling sessions per person, per year, per issue. This confidential program provides help
from counselors and other experts in the appropriate field, based on your needs.

Our EAP can also help with money management concerns

through Financial Connect® or with legal concerns
through Legal Connect®. Call 1-888-76-SWIFT for more Your ComPsych® GuidanceResources® Program
information. You can also find helpful information and

tools through Guidance Resources®, simply go to

guidanceresources.com. Call: 888-767-9438 Online: guidanceresources.com
TDD: 800.697.0353  Company ID:ST1219

Reminder:

Calls to the EAP are no cost to Swift employees and
their families and are completely confidential.

Confidential support, information and resources
for all of life’s challenges.
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Disability insurance

Disability insurance provides you and your family with important financial protection if you are unable to work due to an
illness or non-work-related injury. This insurance covers just you, as the employee, and is provided by Aflac.

Short-term disability starts on the eighth day of your disability
and lasts for as long as you are considered disabled and unable to
work, up to a maximum of 26 weeks. You can choose from a
number of different weekly benefit options.

Long-term disability picks up where your short-term disability
benefits end. Once you have been sick or injured (non-work
related) for 26 weeks (180 days), long-term disability benefits begin.
You can choose from a number of different weekly benefit options.

The disability plans will cover up to 60% of your regular pay.
See page 22 for information on coverage levels and cost.

Note: Generally, this coverage does not apply to pre-existing
conditions. Contact Aflac if you have questions. Premiums for this
coverage do not reflect the cost of state-mandated statutory
disability benefits for employees who work in California, Hawaii,
New York, New Jersey, Puerto Rico and Rhode Island. If you work in
one of these states, your disability benefits will be offset by the
amount you receive through the state.

21



Disability, Life, and Supplemental Benefits Offered By Aflac

22

2027 Benefits Costs—Disability Benefits

Short-Term Disability Options Weekly Cost
$250 (your average weekly pay must be at 1east $417)......ccoevveceriiiiiiiiiiecece e $7.07
$400 (your average weekly pay must be at 1€ast $677) ...ccovvvciiiiiiiiniiniiicteeeeee $11.49
$550 (your average weekly pay must be at 1east $9T7)..c..coviviiiiiiiieeee e $12.81
$750 (your average weekly pay must be at least $1,250).....cccccoviriiniiniiiiiiiiiiiieneencenee $14.29
$1,000 (your average weekly pay must be at [east $1,667)......ccceriiriiniiiiiiiiiiniineenieneen $16.62
Long-Term Disability Options Weekly Cost
$1,100 (your average monthly pay must be at least $1,833) ...cccooiriiiiiiiiiiicc $2.18
$1,800 (your average monthly pay must be at least $3,000) .........ccccoiviiiriieniniiiiiiicence $3.82
$2,500 (your average monthly pay must be at least $4,167) ...ccccoceevirviniininiiniiicnicneeneee $4.31
$3,500 (your average monthly pay must be at least $5,833) ...c..cooivviiiniiniiiiicieeee $5.68
$5,000 (your average monthly pay must be at least $8,333) ...cc.cociriiriinieniinieiiiicecneceee $7.85
$7,500 (your average monthly pay must be at least $12,500)......ccccecvrviiniiniiniininiiiiicneeneene. $8.33
$10,000 (your average monthly pay must be at least $16,667) ........cccccveveriiiniecenenicniereaes $17.86

Note: Evidence of insurability (a short medical questionnaire to validate your good health) must be completed and approved by the
insurance carrier for any election or increase after your new hire enrollment in STD coverage andj/or any elections or increases of more

than one level made after your new hire enrollment in LTD coverage, as applicable. This questionnaire will be available when you
enroll online at swift.benefitsnow.com. If you enroll by phone, you will still be required to complete the online questionnaire.
Coverage is subject to pre-existing condition limits.*

If you enroll during
your new hire waiting
period, you will not
be required to
complete a medical
questionnaire.

*Pre-Existing Conditions: An
iliness, injury or pregnancy-
related condition for which you
were diagnosed, treated or
received medical treatment; or
taken prescribed medications
during the 3-month period prior
to your effective date of
coverage. After you have been
insured for 12 consecutive
months, pre-existing condition
clause will not apply.



Life and accident insurance

Life and accident insurance provide you and your family with important peace of mind. Swift offers you both company-paid coverage,
as well as supplemental coverage you can purchase. Our life and accident insurance benefits are provided through Aflac.

Company-paid life insurance

Swift Transportation automatically provides you with a company-paid basic life insurance Keeping beneficiaries
plan, which pays a benefit in the event of your death. Swift also provides accidental death updated

and dismemberment (AD&D) insurance, which pays a benefit in the event of your

accidental death or an accidental loss such as a hand or foot. The benefit amount of this A beneficiary is the person or
company-paid coverage varies depending on your job type. Be sure you name a persons you name to receive
beneficiary for these coverages—and keep it updated. To find out how much company your life insurance and AD&D
paid life insurance you have, and assign a beneficiary, contact the Benefits Service Center at benefits in the event of your
1-844-577-4333 or log on to swift.benefitsnow.com. death.

In addition, if you enroll your family in Swift’s medical plan, the company provides basic If you're enrolling in life and
term life insurance of $1,000 for spouses and for dependent children from birth to age AD&D coverage for the first
26 years. time, be sure you name
Supp|ementa| life insurance beneficiaries for the coverage.

If you already have coverage
through Swift, check to make
sure your beneficiary
designations are up to date.

You can also purchase additional life and AD&D coverage for yourself, as well as coverage
for your spouse and dependent children—all at attractive group rates (which are typically
less than you pay buying the same insurance on your own). See pages 25 and 26 for
information on the amount of coverage available and the cost.
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Supplemental benefits

Supplemental benefits provide additional coverage for you and your family in the event of an illness or accident. Coverages are
provided by Aflac. See page 27 for the amounts of coverage available and the costs.

Accident insurance

This coverage provides cash benefits for covered accidental injuries
as well as related services and treatments such as diagnostic exams,
x-rays and other emergency services, physician visits, ambulance
transportation and more. You can purchase coverage for yourself,
your spouse and dependent children.

Hospital Indemnity coverage

See important notice at right. This coverage provides a cash
benefit in the event of an unexpected hospital stay for a covered
illness or non-work-related injury. Benefits are payable in addition to
any medical benefits you may receive from other plans. You can use
the benefit to offset out-of-pocket medical expenses or to offset
other expenses you may have.

Critical lliness coverage

You can buy additional coverage that makes a lump sum payment
when a covered illness is diagnosed, such as a heart attack, stroke,
major organ transplant and cancer. You can use the lump sum
payment for medical bills or day-to-day living expenses, such as
groceries, utility bills and rent or mortgage payments. You can
choose to cover just yourself or your spouse and dependent
children too.

IMPORTANT: This is a fixed indemnity policy,
NOT health insurance.

This fixed indemnity policy may pay you a limited dollar amount if you're sick
or hospitalized. You're still responsible for paying the cost of your care.

* The payment you get isn’t based on the size of your medical bill.
* There might be a limit on how much this policy will pay each year.
* This policy isn’t a substitute for comprehensive health insurance.

* Since this policy isn’t health insurance, it doesn’t have to include most
Federal consumer protections that apply to health insurance.

Looking for comprehensive health insurance?

¢ Visit HealthCare.gov or call 1-800-318-2596 (TTY: 1-855-889-4325) to
find health coverage options.

* To find out if you can get health insurance through your job, or a family
member’s job, contact the employer.

Questions about this policy?

 For questions or complaints about this policy, contact your State Department
of Insurance. Find their number on the National Association of Insurance
Commissioners” website (naic.org) under “Insurance Departments.”

* |f you have this policy through your job, or a family member’s job, contact
the employer.



Life and Supplemental Benefits Offered By Aflac

2027 Benefits Costs—Life Insurance and Supplemental Benefits

Supplemental Life Insurance
(Available in $50,000 increments from $50,000 to $300,000)

AGE COST PER $1,000 OF COVERAGE AGE COST PER $1,000 OF COVERAGE
<25 $0.02 >50<55 $0.13
>225<30 $0.02 255 <60 $0.21
>30<35 $0.02 > 60 < 65 $0.36
>35<40 $0.03 >65<70 $0.62
>40 < 45 $0.05 >70<75 $1.13
>45 < 50 $0.08 275 $2.17
Note: Evidence of insurability (a short medical questionnaire to validate
your good health) must be completed and approved by the insurance Note for new hires: If you enroll during your new hire
carrier for any elections or increases of more than $300,000 of waiting period, you will generally not be required to

supplemental life insurance coverage, or of more than one level in
coverage, made after your new hire enrollment. This questionnaire will
be available when you enroll online at swift.benefitsnow.com.

If you enroll by phone, you will still be required to complete the

online questionnaire.

complete a medical questionnaire.
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Life and Supplemental Benefits Offered By Aflac

Supplemental Accidental Death & Dismemberment Insurance
(maximum benefit cannot exceed 10x your salary)

EMPLOYEE ONLY EMPLOYEE + FAMILY
Note: In general, evidence of
$100,000 $1.04 $1.34 insurability (a short medical
200.000 2.08 268 questionnaire to validate your
3200, b s good health) must be completed
$300,000 $3.12 $4.02 and approved by the insurance
$400,000 $4.15 $5.35 ?arr/er for any elections or increases
or supplemental spouse life
$500,000 $5.19 $6.69 insurance coverage that
exceed $25,000.
Supplemental Spouse Life Insurance Weekly Cost 4 o
This questionnaire will be
$5,000 ettt ettt nb e $0.29 available when you enroll online
FT0,000 ettt ettt et e ettt e et e b e enbeeenneennees $0.59 at swift.benefitsnow.com.
If you enroll by phone, you will
B15,000 ittt ettt ettt et e et e e enaeennees $0.88 sl g o conaEie e
$20,000 ettt ettt ettt e et et e e e eneeas $1.17 online questionnaire.
$25,000 ettt ettt ettt ettt et e s $1.47
$50,000 1ttt et ettt et ettt et et e ebee et e eneeas $2.93
Supplemental Child Life Insurance Weekly Cost
$2,000. ettt ettt ettt eh ettt e ettt $0.07
B5,000 ettt ettt ettt et e et e e s $0.17
FT0,000 ettt ettt et e et et e e e nnees $0.33

Note: Evidence of insurability is not required to obtain coverage for children.
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Life and Supplemental Benefits Offered By Aflac

Accident Insurance

EMPLOYEE ONLY EMPLOYEE + SPOUSE EMPLOYEE + CHILD(REN) EMPLOYEE + FAMILY
Enrolled $3.22 $5.96 $6.54 $9.28
Hospital Indemnity
EMPLOYEE ONLY EMPLOYEE + SPOUSE EMPLOYEE + CHILD(REN) EMPLOYEE + FAMILY
Enrolled $6.18 $11.29 $10.08 $15.18
Critical lllness
EMPLOYEE ONLY EMPLOYEE + SPOUSE EMPLOYEE + CHILD(REN) EMPLOYEE + FAMILY
Enrolled $5.82 — = —— $8.68

Under the Ciritical Iliness policy, dependent children are automatically covered at no additional
cost, whether you enroll in the Employee Only or Employee + Family plan.
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Are you adding a dependent to your coverage?

Swift Transportation requires that you verify the eligibility of Important notes:

all new dependents added to your benefits coverage. . o ) o
e Itis your responsibility to ensure that all information is

You will receive a complete packet of information and received by the Dependent Verification Center by the
instructions after you enroll. Watch your U.S. postal mail or stated 31-day deadline.

email (if you have it on file with the Benefits Service Center) « Send copies only.

for details.

* Black out all Social Security numbers appearing on any
To verify a dependent, you must submit the required documents you are submitting.

documentation described on the next page within 31 days
of the date you enroll as a new hire, during Annual
Enrollment or following a qualified life event.

 Proof of marriage must be a government-issued marriage
certificate that includes the date of your marriage. If you
were married within the last 12 months, then you are only
required to submit the marriage certificate. If married more
than 12 months, a secondary document is required as

@ If you do not submit the required outlined on the next page.

documentation by the deadline, your

dependents will be dropped from Designate your beneficiaries

coverage and your next opportunity to add Be sure to designate beneficiaries for your supplemental life
them will be at the next Annual Enroliment and employer paid basic life and accidental death and
(unless you have a qualifying life event). dismemberment insurance. You can update your beneficiaries

anytime by visiting swift.benefitsnow.com.
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You must provide required documents

Don't risk having your dependent’s coverage canceled. For each dependent, provide the below required documentation

within 31 days from the date you add them to your benefits.

DEPENDENT

REQUIRED DOCUMENTATION

Spouse
e Legal spouse

Note: If you're legally separated pursuant to a court order, your
spouse is not eligible for coverage.

e A copy of your marriage certificate AND one of the following:

- A copy of a household bill or account statement listing your
name and your spouse’s name at the same address and dated
within 60 days of submission

OR

- A copy of page 1 of your prior year’s federal tax return
(as filed) listing your spouse

Child

* Your children up to age 26 (includes adopted children,
stepchildren and legal foster children)

* Your unmarried, disabled child(ren) over the age of 26 who you
claim as dependent(s) on your federal income taxes (proof of
disability will be required)

Note: Eligibility requirements may be different under the life and
AD&D insurance plans for children (including disabled children)
over the age of 19.

* A copy of your child’s birth certificate listing you or your spouse
as the parent

Note: For your stepchildren, you must also provide proof of
marriage to the biological parent.

* A copy of the adoption certificate

* A copy of the court order of legal guardianship, or other
document evidencing placement by an authorized placement
agency

29



Where to send documents:

You can submit your documentation online, or by fax Making qualified changes during the year

or U.S. postal mail. ) . . . .
P The benefits you elect this enrollment period will remain

in effect for the entire plan year—January 1, 2027 through
December 31, 2027—unless you have a qualified change
in employment or family status. The qualified change
must be reported to the Benefits Service Center within
31 days after the life event.

Online: |Log on to swift.benefitsnow.com and
select Documentation Required for your
dependents under the To-Do’s section on
the homepage.

Fax: |1-877-965-9555 Quialified changes in employment or family status include:

Mail: | Swift Dependent Verification Center * Marriage or divorce
P.O. Box 299109 e Lewisville, TX 75029

* Birth or adoption of a child
* Death of a spouse or dependent

Be sure to check ... * Change in spouse’s employment (beginning or

leaving a job if tied to eligibilit
You’ll want to call the Benefits Service Center at g2l 9 2

1-844-577-4333 to make sure your dependent » Change in your spouse’s benefit elections through
documentation was received and that your dependents another employer

4 el Ve e, * Loss of medical coverage under another group plan

* Change in your dependent daycare situation
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Nearing age 657 Get help

If you're approaching age 65, your chance to enroll in
Medicare may be here sooner than you may think.

If you’re enrolled in group coverage (such as Swift’s
medical coverage) and aren’t yet planning to enroll in
Medicare, there’s no need to change your coverage.

But if you're approaching age 65 and considering Medicare,
we have good news for you. Swift Transportation has
partnered with Alight Retiree Health Solutions (Alight) to help
you make the move to Medicare coverage with confidence
and ease.

Alight can help guide you to the Medicare plans that provide
the highest level of coverage at the lowest cost so you can
choose the right coverage for your needs at the best value.

Alight’s licensed Benefits Advisors provide personalized,
unbiased guidance to help you navigate and understand your
Medicare coverage options. You also have access to a broad
selection of Medicare insurance carriers nationwide, online
decision-making tools and more.

Alight’s services are provided to you at no additional cost.
Using them is completely voluntary, and you only pay for the
Medicare coverage you select. Swift receives no incentive for
your participation.

To learn more or to get started on your
Medicare journey, scan the QR code or
visit retiree.alight.com/swift. You
can also call 1-833-704-0988.
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Benefits Direct Bill Polic

Here’s a reminder about our Benefits Direct Bill Policy that
was implemented in September 2011. A copy of the policy
is enclosed in this packet or mailed previously if you are a
current employee. Please make sure you understand how
this could impact your benefits.

A benefits invoice is created and sent to you in the event
there is not sufficient income in your paycheck to cover the
full amount of the benefits premium due. You must pay the
invoice timely in order to prevent cancellation of your
benefits. The invoice and the reminder notice are sent by
U.S. mail and to your Swift email address. If you are a driver,
alerts are also sent to you via truck’s tablet.

Some employees think if they miss a benefits premium
payment that Swift will “make up” the missed premiums on
a future paycheck. This does not happen, which is why we
send you an invoice. The invoice must be paid in full within
30 days of the invoice date. Failure to timely pay the invoice
in full will result in cancellation of your benefit(s)
retroactively, as of the date of the invoice.

Below we have listed some sample scenarios that outline what
will happen if your benefits are cancelled for non-payment as we
transition into a new benefits plan year and what you need to do
during the benefits Annual Enroliment period if you want to
have these benefits next year.

If your 2026 benefits were cancelled with an effective
date prior to September 1, 2026:

Example:

Benefits Invoice date ......ccoeveiiiieiieiieeeee August 13
Invoice Grace Period expires (last day to pay) ....... September 12
Cancellation date if not paid in full ........ccoooivienienne. August 13

* You will need to make an affirmative benefits election during
Annual Enrollment in order to obtain coverage effective
January 1, 2027.

e If you do not elect benefits during Annual Enroliment, you
will not have coverage in 2027 for any benefit plans that were
cancelled in 2026 due to non-payment. You also will not be
able to enroll in any benefit plans that were cancelled in 2026
until the next Annual Enrollment (in 2027) for 2028 benefits.



Effective September 15, 2011

All employees that participate in company sponsored benefit
plans are required to make timely premium payments to retain
eligibility and coverage. The Company will withhold premiums
from your paycheck to the extent possible. This policy describes
how premiums will be invoiced (i.e., billed) if the Company is
unable to withhold from your paycheck premiums for one or
more of the company sponsored benefit plans you elected. As
described below, invoiced premiums must be received and
processed by the Company within 30 days of the invoice date to
maintain coverage. Any unpaid/underpaid invoices will result in
a retroactive cancellation of benefits back to the invoice date.

When Will | Get An Invoice?

You’ll get an invoice if your pay is not sufficient for the Company
to deduct your premium from your payroll check.

The invoice will list each type of coverage for which you

owe premiums. However, you will not get an invoice for
premiums for supplemental coverage you elect (such as
group accident, hospital indemnity, and critical illness).
Please note that the insurance carrier may request you pay
missed premiums directly to them in the event you file a claim.

How Much Will | Owe?

You will owe the amount shown on the invoice which will equal
the amount of premium that was unable to be withheld from
your payroll check.

What Are Acceptable Methods of Payment?

Online payments via credit card or PayPal, cashier’s check and
money orders are acceptable forms of payment. The invoice will
provide complete details and instruction.

When Will Payment Be Due?

Payment will be due on the date of the invoice, but you will be
treated as having made a timely payment if payment is received
and processed within 30 days after the date of the invoice.
Allow 5-7 days for processing time.

Continues on next page.

33



34

Are Partial Payments Of An Amount Invoiced For A

Benefit Allowed?

No. Any partial payment of an amount invoiced for a benefit
will be returned to you and that coverage will be cancelled

as described below. Please note that an invoice may include
amounts owed for more than one benefit (such as medical and
dental). In that case, you can choose to pay the invoiced amount
for one benefit (e.g., medical) and not pay the invoiced amount
for the other benefit (e.g., dental), in which case only coverage
for the benefit for which you did not pay the full invoiced
amount (e.qg., dental) will be cancelled. It is your responsibility
to indicate on the invoice the benefit(s) to which your payment
should be applied. If you fail to do so, your payment will be
applied as determined by the Company in its discretion.

Will Coverage Be Cancelled If Payment Is Not Timely Made?
Yes. If you do not pay the entire amount due for a benefit within
30 days of the date of the invoice (or if your payment does not
clear or is otherwise not honored by our bank), that coverage
will be cancelled retroactively as of the date of the invoice. This
means that you (and, if applicable, your dependents) will not
have coverage on or after the date of the invoice. If your (or your
and your dependents’) coverage is retroactively cancelled as
described above, any premiums that you paid for that coverage
after the effective date of cancellation will be refunded to you.

Remember, if you want to avoid cancellation of your (or your
and your dependents’) coverage, it is your responsibility to
make sure that payment is both timely made and actually
received. Allow 5-7 days for processing time.

Can | Use A Premium Refund To Reduce The Amount
Owed?

No. A premium refund through payroll cannot be used to
reduce the amount owed on an invoice. Rather, you must
separately pay the invoiced amount.

If A Qualified Medical Child Support Order Requires
Dependent Coverage, Will Coverage Still Be Cancelled
Due To Nonpayment?

Yes. You are responsible for paying the cost of your
dependent’s coverage, even if that coverage is required by a
qualified medical child support order. This means that, if you
receive an invoice and you do not pay the entire amount due
within 30 days of the invoice, your dependent’s coverage will
be cancelled, even if that coverage is required by a qualified
medical child support order.



How Will A Cancellation of Coverage Affect My Flexible
Spending Accounts?

If your health care and/or dependent care spending account
coverage is cancelled because you do not timely pay an
invoice for that coverage, any expenses you incur on or after the
effective date of cancellation cannot be reimbursed from your
account(s).

Will | Be Eligible for COBRA Coverage if My Coverage

Is Cancelled?

A cancellation of coverage due to a failure to pay premiums
may be a COBRA qualifying event. If you are unable to, or able
to but fail to, enroll in COBRA coverage you will not be able to
re-enroll until the next open enroliment period occurs for the
coverage that was cancelled (unless reinstatement of coverage
occurs pursuant to the Company’s rehire policy or as required
by law.)

Can | Re-Enroll in Regular (i.e., non-COBRA) Coverage

If My Coverage Is Cancelled?

If you are unable to, or able to but fail to, enroll in COBRA
coverage you will not be able to re-enroll until the next open
enroliment period occurs for the coverage that was cancelled
(unless reinstatement of coverage occurs pursuant to the
Company'’s rehire policy or as required by law). The Company

reserves the right to change its rehire policy at any time
without prior notice. By law, if group health care coverage
(for example, medical, dental, vision or health care spending
account) is cancelled due to nonpayment of premiums during
an approved FMLA or military leave of absence, the cancelled
coverage will be reinstated when you return to work. If your
participation in a benefit available under the Plan ends during
a leave absence or furlough, you may be eligible to elect
COBRA Continuation Coverage for that benefit if the benefit is
a medical, dental, vision, employee assistance program (EAP),
or other health benefit and that benefit’s Plan Document
provides you with the right to elect COBRA Continuation
Coverage. If you are eligible for COBRA Continuation, you will
receive an enrollment packet in the mail from our COBRA
administrator. If you choose to enroll in COBRA, and you are
eligible to enroll in health benefits during the upcoming
annual enrollment, it is your responsibility to ensure your
COBRA benefits end as of December 31st of the current year,
prior to your new elections going in effect as a result of your
affirmative elections during annual enroliment. If you elect
COBRA as an active employee and your benefits are reinstated
due to FMLA reinstatement as described above, it is your
responsibility to cancel your COBRA benefits to avoid
overpayment.
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Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or get treated by an out-of-network provider at an in-network hospital or
ambulatory surgical center, you are protected from surprise billing or balance billing. In these cases, you
shouldn’t be charged more than your health plan’s copayments, coinsurance and/or deductible.

What is “balance billing” (sometimes called
“surprise billing”)?

When you see a doctor or other health care provider, you may
owe certain out-of-pocket costs, such as a copayment,
coinsurance and/or a deductible. You may have other costs or
have to pay the entire bill if you see a provider or visit a health
care facility that isn’t in your health plan’s network.

“Out-of-network” describes providers and facilities that haven’t
signed a contract with your health plan. Out-of-network
providers may be permitted to bill you for the difference
between what your plan agreed to pay and the full amount
charged for a service. This is called “balance billing.” This
amount is likely more than in-network costs for the same service
and might not count toward your plan’s deductible or annual
out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen
when you can’t control who is involved in your care—like when
you have an emergency or when you schedule a visit at an
in-network facility but are unexpectedly treated by an out-of-
network provider. Surprise medical bills could cost thousands of
dollars depending on the procedure or service.

You are protected from balance billing for:

Emergency services

If you have an emergency medical condition and get
emergency services from an out-of-network provider or facility,
the most the provider or facility may bill you is your plan’s
in-network cost-sharing amount (such as copayments,
coinsurance and deductibles). You can’t be balance billed for
these emergency services. This includes services you may get
after you're in stable condition, unless you give written consent
and give up your protections not to be balanced billed for
these post-stabilization services.



Certain services at an in-network hospital or
ambulatory surgical center

When you get services from an in-network hospital or
ambulatory surgical center, certain providers there may be
out-of-network. In these cases, the most those providers
may bill you is your plan’s in-network cost-sharing amount.
This applies to emergency medicine, anesthesia, pathology,
radiology, laboratory, neonatology, assistant surgeon,
hospitalist or intensivist services. These providers can’t
balance bill you and may not ask you to give up your
protections not to be balance billed.

If you get other services at these in-network facilities,
out-of-network providers can’t balance bill you, unless you
give written consent and give up your protections.

You’'re never required to give up your
protections from balance billing. You also
aren’t required to get care out-of-network.
You can choose a provider or facility in
your plan’s network.

When balance billing isn’t allowed, you also have
the following protections:

You are only responsible for paying your share of the cost (like the
copayments, coinsurance and deductibles that you would pay if the
provider or facility was in-network). Your health plan will pay any
additional costs to out-of-network providers and facilities directly.

* Your health plan generally must:

— Cover emergency services without requiring you to get
approval for services in advance (prior authorization).

— Cover emergency services by out-of-network providers.

— Base what you owe the provider or facility (cost-sharing) on
what it would pay an in network provider or facility and show
that amount in your explanation of benefits.

— Count any amount you pay for emergency services or out-of-
network services toward your in-network deductible and
out-of-pocket limit.

If you believe you’ve been wrongly billed, you may contact
U.S. Department of Health & Human Services

Hubert H. Humphrey Building 200 Independence Avenue, S.W.
Washington, D.C. 20201, or call 1-800-985-3059.

Visit cms.gov/medical-bill-rights for more information about your
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Notice Regarding Wellness Program

Swift Wellness GPS is a voluntary wellness program available to
all full-time employees and eligible spouses. Spouses can
participate if they are currently enrolled in a Swift Transportation
medical plan. Full-time Swift Transportation employees can
participate even if you aren’t planning to enroll in the medical
plan next year. You can still benefit from the wide range of
activities and information available.

The program is administered according to federal rules
permitting employer-sponsored wellness programs that seek to
improve employee health or prevent disease, including the
Americans with Disabilities Act of 1990, the Genetic Information
Nondiscrimination Act of 2008, and the Health Insurance
Portability and Accountability Act, as applicable, among others.
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If you choose to participate in this voluntary program you
can select from a wide variety of activities. In order to earn
the medical premium incentives, you must complete a health
risk assessment, or “HRA,” that asks a series of questions
about your health-related activities and behaviors and
whether you have or had certain medical conditions

(e.g., cancer, diabetes or heart disease). You may also elect to
complete a biometric screening, which will include a blood
test for glucose and cholesterol. This helps to recommend
programs and activities specific to your individual needs.

You are not required to complete the HRA or to participate in
the blood test or other medical examinations. However,
employees who choose to participate in the wellness
program will receive an incentive of credits that are applied
to reduce their Swift Transportation medical plan premium.
Although you are not required to complete the HRA or
participate in the biometric screening, only employees who
do so will receive the applicable incentive.



Other activities that can earn incentives of up to $1,000 in
Swift Transportation medical plan premium credits include but
are not limited to:

* Completing a health screening and obtaining the following
healthy ranges:

— Total cholesterol at or under 200
— Blood pressure at or under 120/80

— Fasting blood glucose level at or under 100
(or 140 non-fasting)

— Body mass index at or under 29.9
e Health coaching

* Self-guided online daily habit programs
e Financial wellness activities and education

Your Swift Transportation medical plan is committed to
helping you achieve your best health. If you think you might
be unable to meet a standard to receive an incentive under
this wellness program, you might qualify for an opportunity to
earn the incentive by different means.

If you are unable to participate in any of the health-related
activities or achieve any of the health outcomes required to

earn an incentive, you may be entitled to a reasonable
accommodation or an alternative standard. You may request a
reasonable accommodation or an alternative standard by
contacting WebMD at 1-888-321-1517 and WebMD will
work with you (and, if you wish, with your doctor) to find a
standard with the same incentive that is right for you in light
of your health status.

The information from your HRA and the results from your
health screening will be used to provide you with information
to help you understand your current health and potential
risks. The information may also be used to offer you services
through the wellness program, such as health coaching. You
also are encouraged to share your results or concerns with
your own doctor.

Protections from Disclosure of Medical
Information

We are required by law to maintain the privacy and security
of your personally identifiable health information. Although
the wellness program and Swift Transportation may use
aggregate information they collect to design a program

Continues on next page.
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based on identified health risks in the workplace, WebMD will
never disclose any of your personal information either publicly
or to the employer, except as necessary to respond to a
request from you for a reasonable accommodation needed to
participate in the wellness program, or as expressly permitted
by law. Medical information that personally identifies you that
is provided in connection with the wellness program will not
be provided to your supervisors or managers and may never
be used to make decisions regarding your employment.

Your health information will not be sold, exchanged,
transferred or otherwise disclosed except to the extent
permitted by law to carry out specific activities related to the
wellness program, and you will not be asked or required to
waive the confidentiality of your health information as a
condition of participating in the wellness program or
receiving an incentive. Anyone who receives your information
for purposes of providing you services as part of the wellness
program will abide by the same confidentiality requirements.
The only individual(s) who will receive your personally
identifiable health information are designated representatives
from WebMD, in order to provide you with services under
the wellness program.
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In addition, all medical information obtained through the
wellness program will be maintained separate from your
personnel records, information stored electronically will be
encrypted, and no information you provide as part of the
wellness program will be used in making any employment
decision. Swift Transportation will not have any of your specific
results in any of our systems. Appropriate precautions will be
taken to avoid any data breach, and in the event a data breach
occurs involving information you provide in connection with
the wellness program, we will notify you immediately.

You may not be discriminated against in employment because
of the medical information you provide as part of participating
in the wellness program, nor may you be subjected to
retaliation if you choose not to participate.

If you have questions or concerns regarding this notice, or
about protections against discrimination and retaliation, please
contact WebMD at 1-888-321-1517.



HIPAA Privacy Notice

This notice describes how medical information about you may
be used and disclosed and how you can get access to this
information. Please review it carefully.

What is protected health information (PHI)?

Protected health information (“PHI”) includes all individually
identifiable health information transmitted or maintained by
the Swift Transportation Self-Funded Medical & Prescription
Drug Plan* (“plan”), whether electronically, in writing,

or orally.

Examples of PHI include reports of diagnosis and treatment
submitted with a benefit claim form and records relating to an
eligibility determination by a claims administrator. PHI does
not include health information created or received by an
employer for employment-related purposes, such as a medical
certification submitted with a request for FMLA leave.

* Health plan is defined as employer-provided group health insurance, limited scope
dental/vision plans, health-related FSA accounts and most employee assistance
programs (EAPs). Workers” compensation is not defined as a health plan as it
pertains to PHI.

What are the plan’s duties relating to your PHI?

The plan is required by law to maintain the privacy of your
PHI and to provide you with this notice of its legal duties and
privacy practices. The plan must abide by the terms of this
notice, but it reserves the right to change the terms

of this notice and apply the revised notice to all PHI that it
maintains, in which case you'll be appropriately notified of
the change. This notice does not apply to de-identified
information, which is information that does not identify an
individual and that cannot reasonably be used to identify an
individual. Please be aware that PHI that is disclosed as
described in this notice could be redisclosed by the recipient
and no longer protected by the HIPAA Privacy Rule.

When can your PHI be used or disclosed?

Except as described below, the plan will not use or disclose
your PHI to anyone but you without your written consent.
Also, your PHI cannot be used for marketing purposes or sold
without your written consent. If you authorize the plan to use
or disclose your PHI, you may revoke that authorization in
writing at any time. You can receive PHI on your dependent

Continues on next page.
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children under the age of 18 who are on the plan. No
disclosure will be made to you regarding the PHI of your
dependent children age 18 or older who are on the plan
unless they provide us with written authorization. Similarly,
if your spouse calls, your PHI cannot be disclosed without
written authorization from you.

The plan may use or disclose your PHI without your consent

if the use or disclosure relates to treatment, payment or health
care operations, and, in connection with these functions,

your PHI may be disclosed by the plan to Swift Transportation.
“Treatment” includes the provision, coordination or management
of health care and related services. For example, the plan may
disclose to a treating orthodontist the name of your treating
dentist so that the orthodontist may ask for your dental X-rays
from the treating dentist.

“Payment” includes billing, claims management, and reviews
for medical necessity. For example, the plan may tell a doctor
whether you are eligible for coverage or what percentage of the
bill will be paid by the plan. “Health care operations” includes
quality assessment and improvement, reviewing competence
or qualifications of health care professionals, underwriting,

and premium rating, and periodic audits of the plan’s normal
business operations. For example, the plan may use information

about your claims to refer you to a disease management program,
project future benefit costs or audit the accuracy of its claims
processing (or other) functions. However, the plan is prohibited
from using or disclosing genetic information for underwriting
purposes.

The plan also may use or disclose your PHI without your consent
when required by law or under certain other permitted situations.
Legally required disclosures include disclosures to or relating to:

 the U.S. Department of Health and Human Services to
determine the plan’s compliance with this notice

 reporting abuse, neglect or domestic violence to public
authorities if the plan has reason to believe you may be a
victim of abuse, neglect or domestic violence, subject to
prior notice to you

e judicial or administrative proceedings, such as in response to
a subpoena, subject to prior notice to you

 a coroner or medical examiner for the purpose of identifying
a deceased person, determining a cause of death or other
duties as authorized by law, or to funeral directors as necessary
to carry out their duties with respect to the decedent

* to comply with workers” compensation or other similar
programs established by law

Other permitted situations include disclosures to or relating to:



* a public health oversight agency for oversight activities
authorized by law, including uses or disclosures in civil,
administrative or criminal investigations

« for public health activities, such as to report product defects
or stop the spread of a communicable disease

* law enforcement purposes, such as to report certain types
of wounds or for the purpose of identifying or locating a
suspect, fugitive, material witness or missing person

* forresearch, subject to certain conditions

* to prevent or lessen a serious and imminent threat to the
health or safety of a person or the public

When using or disclosing PHI or when requesting PHI from
another covered entity, the plan will make reasonable efforts not
to use, disclose or request more than the minimum amount of
PHI necessary to accomplish the intended purpose of the use,
disclosure or request, taking into consideration practical and
technological limitations. However, the minimum necessary
standard will not apply to: disclosures to or requests by a health
care provider for treatment; uses or disclosures made to you;
disclosures made to the U.S. Department of Health and Human
Services; uses or disclosures that are required by law; or uses or
disclosures that are required for the plan’s compliance with
legal regulations.

Notwithstanding the foregoing, special rules apply to substance

abuse disorder treatment records received from programs
subject to 42 CFR Part 2, or testimony relaying the content of
such records. These records or testimony will not be used or
disclosed in civil, criminal, administrative, or legislative
proceedings against the individual unless based on written
consent, or a court order after notice and an opportunity to be
heard is provided to the individual or the holder of the record,
as provided in 42 CFR Part 2. A court order authorizing use or
disclosure must be accompanied by a subpoena or other legal
requirement compelling disclosure before the requested record
is used or disclosed. Further, unlike other PHI, use or disclosure
of substance abuse disorder records for treatment, payment,
and/or health care operations generally require the patient’s
written consent.

What are your rights?

You have certain rights with respect to your PHI. These include
the right to:

 request that the plan restrict uses and disclosures of your PHI
to carry out treatment, payment or health care operations; the
plan is not required to comply with your request

* receive confidential PHI communications and request that the
plan communicate with you in a certain way if you feel that
the disclosure of your PHI could endanger you

Continues on next page.
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* inspect and obtain a copy of your PHI and receive the copy
electronically if the plan uses or maintains an electronic record
of your PHI

* request a correction of your PHI if you believe that the PHI the
plan has about you is inaccurate or incomplete

 request and receive a list of disclosures made by the plan of
your PHI, other than those disclosures for which an accounting
is not required (such as disclosures for treatment, payment or
health care operations); special rules apply to disclosures
made through an electronic health record which permit you
to request and receive a list of disclosures made by the plan of
your PHI through an electronic health record (including
disclosures for treatment, payment or health care operations)
during the 3-year period preceding your request

* request and receive a paper copy of this notice even if you

have received this notice previously or agreed to receive this
notice electronically

* receive notification from the plan in the event there is

a breach of PHI that is not secured through the use of a
technology or methodology specified by the U.S.
Department of Health and Human Services

* file a complaint with the Privacy Officer (Jim Upchurch,
Senior Vice President, Chief Information Systems Officer) or
U.S. Department of Health and Human Services if you believe
that your privacy rights have been violated; the plan will not
retaliate against you for filing a complaint

To exercise any of these rights, including filing a claim with
the Privacy Officer, contact the Swift Transportation Benefits
Department at 1-866-410-5765. To file a claim with the
U.S. Department of Health and Human Services, send your
complaint to Secretary of the U.S. Department of Health and
Human Services, Hubert H. Humphrey Building, 200
Independence Avenue S.W., Washington, D.C. 20201 or call
1-877-696-6775. The plan will not retaliate against you for
filing a complaint.

Who can you contact for additional
information?

If you have questions or need additional information, please
contact the Swift Transportation Benefits Department at
1-866-410-5765.



HIPAA Special Enrollment Notice

If you are declining enrollment for yourself or your dependents
(including your spouse) because of other health insurance or
group health plan coverage, you may be able to enroll yourself
and your dependents in the Swift Transportation Self-Funded
Medical & Prescription Drug Plan (“medical plan”) if you or your
dependents lose eligibility for that other coverage (or if the
employer stops contributing toward your or your dependents’
other coverage). However, you must request enrollment within
31 days from the date your or your dependents’ other coverage
ends (or after the employer stops contributing toward the
other coverage).

In addition, if you have a new dependent as a result of marriage,
birth, adoption or placement for adoption, you may be able to
enroll yourself and your dependents. However, you must request
enrollment within 31 days from the marriage, birth, adoption or
placement for adoption.

If either of the following two events occur, you will have 60 days
from the date of the event to request enrollment in the medical
plan: (1) your dependents lose Medicaid or CHIP coverage
because they are no longer eligible; or (2) your dependents
become eligible for a state’s premium assistance program.

To take advantage of special enrollment rights, you must
experience a qualifying event and provide the Swift
Transportation Benefits Department at 1-866-410-5765 with
timely notice of the event and your enrollment request.

To request special enrollment or obtain more information,
contact the Benefits Service Center at 1-844-577-4333.
Representatives are available to assist you Monday through
Friday between 8:00 a.m. and 6:00 p.m. ET (except national
holidays and other recognized holidays, such as the day
after Thanksgiving).
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Women’s Health and Cancer Rights Act

The Women’s Health and Cancer Rights Act stipulates that any

health plan that provides medical benefits for a mastectomy
must provide coverage for breast reconstruction for patients

who choose to receive it.

Swift Transportation’s medical plan covers mastectomy patients

for reconstruction of the breast on which the mastectomy was
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performed; surgery and reconstruction of the other breast to
achieve a symmetrical appearance; prostheses; and treatment of

Newborns” and Mothers’

Group health plans and health insurance issuers generally may
not, under Federal law, restrict benefits for any hospital length
of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a vaginal delivery, or less
than 96 hours following a cesarean section. However, Federal
law generally does not prohibit the mother’s or newborn’s
attending provider, after consulting with the mother, from

physical complications of all stages of mastectomy, including
lymphedema.

These benefits will be provided subject to the same deductibles
and coinsurance applicable to other medical and surgical
benefits provided by the medical plan. Call Credence Blue Cross
and Blue Shield at 1-833-810-5487 or Kaiser Permanente at
1-800-464-4000, as applicable, for more information on

these benefits.

Health Protection

discharging the mother or her newborn earlier than 48 hours (or
96 hours as applicable). In any case, plans and issuers may not,
under Federal law, require that a provider obtain authorization
from the plan or the insurance issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).




Genetic Information Nondiscriminatio

The Genetic Information Nondiscrimination Act of 2008
(GINA) prohibits employers and other entities covered by
GINA Title Il from requesting or requiring genetic information
of an individual or family member of the individual, except as
specifically allowed by this law. To comply with this law, we
are asking that you not provide any genetic information when
responding to a request for medical information. “Genetic
information” as defined by GINA includes an individual’s
family medical history, the results of an individual’s or family
member’s genetic tests, the fact that an individual or an
individual’s family member sought or received genetic
services, and genetic information of a fetus carried by an
individual or an individual’s family member or an embryo
lawfully held by an individual or family member receiving
assistive reproductive services.

47



Patient Protection Notice

Swift Transportation’s medical plans generally allow the Who can you contact for additional information?
designation of a primary care provider. Some plans require it,

including HMO plans. You have the right to designate any
primary care provider who participates in the plan’s network
and who is available to accept you or your family members.
For children, you may designate a pediatrician as the primary
care provider. For information on how to select a primary
care provider, and for a list of the participating primary care
providers, contact your insurer*.

If you have questions or need additional information, please
contact the Benefits Service Center at 1-844-577-4333.
Representatives are available to assist you Monday through
Friday between 8:00 a.m. and 6:00 p.m. ET (except national
holidays).

You do not need prior authorization from your insurer* or from
any other person (including a primary care provider) in order to
obtain access to obstetrical or gynecological care from a health
care professional in your plan’s network who specializes in
obstetrics or gynecology. The health care professional, however,
may be required to comply with certain procedures, including
obtaining prior authorization for certain services, following a
preapproved treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize
in obstetrics or gynecology, contact your insurer.

* |nsurer in the case of the insured Kaiser Permanente Plan, and Credence Blue Cross
and Blue Shield in the case of the Swift Transportation Self-Funded Medical &
Prescription Drug Plan.
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Health Care Reform and Your Health Insura

Effective January 1, 2014, the Affordable Care Act—also known
as “health care reform”—requires most Americans to have
health insurance.

The Health Insurance Marketplace (formerly referred to as “state
exchanges”) was created as an outcome of this requirement to
ensure that everyone has access to affordable health insurance.
The Marketplace is an option for someone who does not
have employer-provided health coverage or for someone
who chooses not to enroll in employer-provided health
coverage.

Pages 53-59 contain a notice on Marketplace health insurance
coverage options. Swift Transportation is required by law to
send this to you. No action is required by you.

Why am | receiving this notice?

This notice provides you with instructions on how to access
information about the Health Insurance Marketplace, which
consists of health plans offered to you by either your state or
the U.S. Department of Health and Human Services.

What this means for you

* No action required. You don’t need to do anything, unless
you're interested in Marketplace coverage.

* Swift Transportation will continue to offer coverage to you
and your family. Benefits-eligible employees and their eligible
dependents will have access to health care coverage through
Swift Transportation.

e Our plans offer the best value. You'll hear about new
coverage options available in the Health Insurance Marketplace,
but in most cases, coverage under Swift Transportation’s
medical plan will continue to provide the greatest value and
exceed the minimum level of coverage called “essential
health benefits.”

* Most Swift Transportation employees won’t qualify for
government subsidies. If you want to buy insurance in an
exchange but can't afford it, you may be eligible for a
government subsidy if you meet certain income requirements.
Only a small percentage of Swift Transportation employees will
meet these requirements.

* We'll keep you updated. We'll continue to provide resources
and support to help you understand the impact of health care
reform, so that you can make smart decisions.

Continues on next page.
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No action required

Swift Transportation is required to send the enclosed notice to
every U.S. employee to comply with rules under the federal
Patient Protection and Affordable Care Act (ACA). No action is
required by you.

How does my Swift Transportation coverage compare to
the Marketplace?

The Swift Transportation medical plan intends to provide more
coverage at a lower cost to you than a Marketplace health
plan. If you buy insurance in the Marketplace, you will not
receive a contribution from Swift Transportation, as the
company already meets government standards for providing
minimum, affordable coverage.

What if I'm interested in Marketplace coverage?
* Go to HealthCare.gov to review the plans available in
your state.

* Keep the enclosed notice because it has information
you'll need to enroll in Marketplace coverage.

Questions? Call 1-800-318-2596 (TTY: 1-855-889-4325)
or visit HealthCare.gov.

We are providing this notice only because federal law requires us to
provide it to you. We can provide you with no further information
about its contents. We also cannot provide you with assistance in
evaluating your options for exchange coverage or the potential
penalties under the law, but the government agencies will have
some educational materials and sources for additional information.
You can find more information to help you make your decision at
HealthCare.gov (English) or https://www.cuidadodesalud.gov/es/
(Spanish). You can also call 1-800-318-2596.



New Health Insurance Marketplace Coverage Options and Yo

ur Health Coverage

PART A: General Information

Even if you are offered health coverage through your
employment, you may have other coverage options through the
Health Insurance Marketplace (“Marketplace”). To assist you as
you evaluate options for you and your family, this notice
provides some basic information about the Health Insurance
Marketplace and health coverage offered through your
employment.

What Is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance
that meets your needs and fits your budget. The Marketplace
offers “one-stop shopping” to find and compare private health
insurance options in your geographic area.

Can | Save Money on My Health Insurance Premiums

in the Marketplace?

You may qualify to save money and lower your monthly
premium and other out-of-pocket costs, but only if your
employer does not offer coverage, or offers coverage that is not
considered affordable for you and doesn’t meet certain
minimum standards (discussed below). The savings that you're
eligible for depends on your household income. You may also
be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility
for Premium Savings Through the Marketplace?

Yes. If you have an offer of health coverage from your employer
that is considered affordable for you and meets certain minimum
value standards, you will not be eligible for a tax credit, or
advance payment of the tax credit, for your Marketplace coverage
and may wish to enroll in your employment-based health plan.
However, you may be eligible for a tax credit, and advance
payments of the credit that lowers your monthly premium, or a
reduction in certain cost-sharing, if your employer does not offer
coverage to you at all or does not offer coverage that is
considered affordable for you or meet minimum value standards.
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If your share of the premium cost of all plans offered to you
through your employment is more than 10.22%' of your
annual household income, or if the coverage through your
employment does not meet the “minimum value” standard
set by the Affordable Care Act, you may be eligible for a tax
credit, and advance payment of the credit, if you do not
enroll in the employment-based health coverage. For family
members of the employee, coverage is considered
affordable if the employee’s cost of premiums for the
lowest-cost plan that would cover all family members does
not exceed 10.22% of the employee’s household income."?

Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-26-26.pdf
for 2027.

An employer-sponsored or other employment-based health plan meets the
“minimum value standard” if the plan’s share of the total allowed benefit costs
covered by the plan is no less than 60% of such costs. For purposes of eligibility
for the premium tax credit, to meet the “minimum value standard,” the health
plan must also provide substantial coverage of both inpatient hospital services
and physician services.

~

Note: If you purchase a health plan through the Marketplace
instead of accepting health coverage offered through your
employment, then you may lose access to whatever the
employer contributes to the employment-based coverage.

Also, this employer contribution—as well as your employee
contribution to employment-based coverage—is generally
excluded from income for federal and state income tax purposes.
Your payments for coverage through the Marketplace are made
on an after-tax basis. In addition, note that if the health coverage
offered through your employment does not meet the
affordability or minimum value standards, but you accept that
coverage anyway, you will not be eligible for a tax credit. You
should consider all of these factors in determining whether to
purchase a health plan through the Marketplace.

When Can | Enroll in Health Insurance Coverage

through the Marketplace?

You can enroll in a Marketplace health insurance plan during the
annual Marketplace Open Enrollment Period. Open Enrollment
varies by state but generally starts November 1 and continues
through at least December 15.



Outside the annual Open Enrollment Period, you can sign up for  If you or your family members are enrolled in Medicaid or
health insurance if you qualify for a Special Enrollment Period. In CHIP coverage, it is important to make sure that your contact
general, you qualify for a Special Enrollment Period if you’ve had  information is up to date to make sure you get any information
certain qualifying life events, such as getting married, having a about changes to your eligibility. To learn more, visit

baby, adopting a child, or losing eligibility for other health HealthCare.gov or call the Marketplace Call Center at
coverage. Depending on your Special Enrollment Period type, 1-800-318-2596. TTY users can call 1-855-889-4325.

you may have 60 days before or 60 days following the qualifying

life event to enroll in a Marketplace plan.

There is also a Marketplace Special Enroliment Period for
individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP). You can apply and
enroll in a Marketplace plan as early as 60 days before your
Medicaid or CHIP coverage ends to avoid a gap in coverage.
You can also apply for a Marketplace plan after your Medicaid or
CHIP coverage ends—you have 90 days after your Medicaid or
CHIP coverage ends to enroll in a plan that will start at the
beginning of the next month after you complete your
enroliment. To learn more, visit HealthCare.gov and search for
“Staying covered if you lose Medicaid or CHIP.”
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What about Alternatives to Marketplace Health
Insurance Coverage?

If you or your family are eligible for coverage in an
employment-based health plan (such as an employer-
sponsored health plan), you or your family may also be
eligible for a Special Enrollment Period to enroll in that health
plan in certain circumstances, including if you or your
dependents were enrolled in Medicaid or CHIP coverage and
lost that coverage. Generally, you have 60 days after the loss
of Medicaid or CHIP coverage to enroll in an employment-
based health plan; confirm the deadline with your employer
or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at
any time by filling out an application through the
Marketplace or applying directly through your state Medicaid
agency. Visit https://www.healthcare.gov/medicaid-chip/
getting-medicaid-chip/ for more details.
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How Can | Get More Information?

For more information about your coverage offered through
your employment, please check your health plan’s summary
plan description. You can also visit swift.benefitsnow.com or
call the Benefits Service Center at 1-844-577-4333.

The Marketplace can help you evaluate your coverage
options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for
more information, including an online application for health
insurance coverage and contact information for a Health
Insurance Marketplace in your area.




PART B: Information About Health Coverage

Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an application
for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to correspond to
the Marketplace application.

3. Employer name: Swift Transportation Co., LLC 4. Employer identification number (EIN):
86-0666860

5. Employer address: 6. Employer phone number:

Swift Transportation 1-866-410-5765

Benefits Department
P.O. Box 29243
Phoenix, AZ 85038-9243

7. City: Phoenix 8. State: AZ 9. ZIP code: 85038-9243

10. Who can we contact about employee health coverage at this job? Swift Transportation Benefits Department

11. Phone number (if different from above) 12. Email address:
1-866-410-5765 hrbenefits@swifttrans.com
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PART B: Information About Health Coverage

Offered by Your Emplovyer

Here is some basic information about health coverage offered by
this employer:

* Asyour employer, we offer a health plan to:
O All employees.
Some employees. You're eligible for benefits if:

— You are a current full-time non-driving employee working at
least 30 hours per week.

— You are a current full-time driver working at least 30 hours
per week.

» With respect to dependents:
X We do offer coverage.
Eligible family members (dependents) you can cover include:

— Your legal spouse of the opposite or same gender. If you're
legally separated pursuant to a court order, your spouse will
not be eligible for coverage.

— Your children up to age 26 (includes adopted children,
stepchildren and legal foster children).

— Your unmarried, disabled children over the age of 26 who
you claim as a dependent on your federal income taxes.
(Proof of disability may be required.)

O We do not offer coverage.

If checked, this coverage meets the minimum value standard, and
the cost of this coverage to you is intended to be affordable, based
on employee wages.

**Even if your employer intends your coverage to be affordable, you may still be eligible
for a premium discount through the Marketplace. The Marketplace will use your
household income, along with other factors, to determine whether you may be eligible
for a premium discount. If, for example, your wages vary from week to week (perhaps

you are an hourly employee or you work on a commission basis), if you are newly
employed midyear, or if you have other income losses, you may still qualify for a

premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov
will guide you through the process. Here is the employer information
you’ll enter when you visit HealthCare.gov to find out if you can get a
tax credit to lower your monthly premiums.

Continues on next page.



The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for employers,
but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in the next 3 months?
O Yes (Continue)

13a. If the employee is not eligible today, including as a result of a waiting or probationary period,
when is the employee eligible for coverage? ___/___/ (mm/dd/yyyy) (Continue)

O No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
O Yes (Go to question 15) O No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don’t include family plans): If the employer has
wellness programs, provide the premium that the employee would pay if he/she received the maximum discount for any tobacco cessation programs,
and didn’t receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? O Weekly [Every 2weeks [OTwiceamonth OMonthly [OQuarterly  OYearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don’t know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
O Employer won't offer health coverage

O Employer will start offering health coverage to employees or change the premium for the lowest-cost plan available only to the employee that meets
the minimum value standard.* (Premium should reflect the discount for wellness programs. See question 15.)

a. How much would the employee have to pay in premiums for this plan? $
b.How often? OWeekly [OEvery2weeks [OTwiceamonth [OMonthly [OQuarterly O Yearly

* An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no less than 60 percent of
such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986).
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Premium Assistance Under Medicaid & the

Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and
you're eligible for health coverage from your employer, your
state may have a premium assistance program that can help
pay for coverage, using funds from their Medicaid or CHIP
programs. If you or your children aren’t eligible for Medicaid
or CHIP, you won'’t be eligible for these premium assistance
programs but you may be able to buy individual insurance
coverage through the Health Insurance Marketplace. For more
information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or
CHIP and you live in a State listed below, contact your State
Medicaid or CHIP office to find out if premium assistance

is available.

If you or your dependents are NOT currently enrolled in
Medicaid or CHIP, and you think you or any of your dependents
might be eligible for either of these programs, contact your
State Medicaid or CHIP office or dial 1-877-KIDS NOW or visit
www.insurekidsnow.gov to find out how to apply. If you
qualify, ask your state if it has a program that might help you
pay the premiums for an employer-sponsored plan.
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If you or your dependents are eligible for premium assistance
under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in
your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must
request coverage within 60 days of being determined
eligible for premium assistance. If you have questions
about enrolling in your employer plan, contact the
Department of Labor at www.askebsa.dol.gov or call
1-866-444-EBSA (3272).

If you live in one of the following states, you may be
eligible for assistance paying your employer health plan
premiums. The following list of states is current as of
July 31, 2026. Contact your State for more information
on eligibility.

Note: Some dates may have changed. Check the Centers
for Medicare & Medicaid Services (CMS) website at
www.cms.gov for the latest guidance.



ALABAMA — MEDICAID

Website: http://myalhipp.com/
Phone: 1-855-692-5447

COLORADO - Health First Colorado (Colorado’s Medicaid Program)
& Child Health Plan Plus (CHP+)

ALASKA — MEDICAID

The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/
Phone: 1-866-251-4861
Email: CustomerService@ MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

Health First Colorado Website:
https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center:
1-800-221-3943/State Relay 711
CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay 711
Health Insurance Buy-In Program (HIBI): https://www.mycohibi.com
HIBI Customer Service: 1-855-692-6442

FLORIDA — MEDICAID

ARKANSAS — MEDICAID

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (1-855-692-7447)

Website: https://www.flmedicaidtplrecovery.com/
flmedicaidtplrecovery.com/hipp/index.html
Phone: 1-877-357-3268

CALIFORNIA — MEDICAID

GEORGIA — MEDICAID

Health Insurance Premium Payment (HIPP) Program
Website: https://www.dhcs.ca.gov/services/health-insurance-
premium-payment-program-cost-avoidance/

Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.gov

GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp
Phone: 678-564-1162, Press 1
GA CHIPRA Website: https://medicaid.georgia.gov/programs/
third-party-liability/childrens-health-insurance-program-
reauthorization-act-2009-chipra
Phone: 678-564-1162, Press 2
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ILLINOIS — MEDICAID

KANSAS — MEDICAID

lllinois Medicaid Premium Assistance Information
Medicaid application Website: https://abe.illinois.gov
HIPP Hotline Number: 217-524-8268
HIPP Email: hfs.boc.hipp@illinois.gov

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884
HIPP Phone: 1-800-967-4660

INDIANA — MEDICAID

KENTUCKY — MEDICAID

Health Insurance Premium Payment Program
All other Medicaid
Website: https://www.in.gov/medicaid/
Family and Social Services Administration
Website: https://www.in.gov/fssa/dfr/
Phone: 1-800-403-0864
Member Services Phone: 1-800-457-4584

IOWA — MEDICAID AND CHIP (HAWKI)

Kentucky Integrated Health Insurance Premium Payment Program
(KI-HIPP) Website: https://chfs.ky.gov/agencies/dms/member/
Pages/kihipp.aspx
Phone: 1-855-459-6328
Email: KIHIPP.PROGRAM@ky.gov
KCHIP Website: https://kynect.ky.gov
Phone: 1-877-524-4718
Kentucky Medicaid Website: https://chfs.ky.gov/agencies/dms

Medicaid Website: lowa Medicaid | Health & Human Services
Medicaid Phone: 1-800-338-8366
Hawki Website: Hawki - Healthy and Well Kids in lowa |
Health & Human Services

Hawki Phone: 1-800-257-8563

HIPP Website: Health Insurance Premium Payment (HIPP) |

Health & Human Services (iowa.gov)

HIPP Phone: 1-888-346-9562

LOUISIANA — MEDICAID

Louisiana Medicaid Website:
https://www.ldh.la.gov/healthy-louisiana
Medicaid Customer Service Line: 1-888-342-6207
Louisiana Medicaid email: healthy@la.gov
Louisiana Health Insurance Premium Program (LaHIPP) Website:
https://www.ldh.la.gov/lahipp
LaHIPP phone: 1-877-697-6703
LaHIPP email: La.HIPP@la.gov
LaHIPP fax: 1-888-716-9787
LaHIPP mailing address: 100 Crescent Centre Parkway,
Suite 1000, Tucker, GA 30084




MAINE — MEDICAID

MONTANA — MEDICAID

Enrollment Website: https://www.mymaineconnection.gov/
benefits/s/?language=en_US

Phone: 1-800-442-6003

TTY: Maine relay 711
Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms

Phone: 1-800-977-6740

TTY: Maine relay 711

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/
HIPP
Phone: 1-800-694-3084
Email: HHSHIPPProgram@mt.gov

NEBRASKA — MEDICAID

MASSACHUSETTS — MEDICAID AND CHIP

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840 TTY: 711
Email: masspremassistance@accenture.com

Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633
Lincoln: 402-473-7000
Omaha: 402-595-1178

NEVADA — MEDICAID

MINNESOTA — MEDICAID

Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

Website: https://mn.gov/dhs/health-care-coverage/
Phone: 1-800-657-3672

NEW HAMPSHIRE — MEDICAID

MISSOURI — MEDICAID

Website: http://dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

Website: https://www.dhhs.nh.gov/programs-services/
medicaid/health-insurance-premium-program
Phone: 603-271-5218
Toll free number for the HIPP program: 1-800-852-3345, ext 15218
Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov
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NEW JERSEY — MEDICAID AND CHIP

PENNSYLVANIA — MEDICAID AND CHIP

Medicaid Website: https://www.nj.gov/humanservices/dmahs/

individuals-families/familycare/
Phone: 1-800-356-1561
CHIP Premium Assistance Phone: 609-631-2392
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710 (TTY: 711)

NEW YORK — MEDICAID

Website: https://www.pa.gov/en/services/dhs/apply-for-
medicaid-health-insurance-premium-payment-
program-hipp.html
Phone: 1-800-692-7462
CHIP Website: Children’s Health Insurance Program
(CHIP) (pa.gov)

CHIP Phone: 1-800-986-KIDS (5437)

Website: https://www.health.ny.gov/health_care/medicaid/

Phone: 1-800-541-2831

RHODE ISLAND — MEDICAID AND CHIP

NORTH CAROLINA — MEDICAID

Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

Website: http://www.eohhs.ri.gov
Phone: 1-855-697-4347, or 401-462-0311
(Direct Rlte Share Line)

SOUTH CAROLINA — MEDICAID

NORTH DAKOTA — MEDICAID

Website: https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825

Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

SOUTH DAKOTA — MEDICAID

OKLAHOMA — MEDICAID AND CHIP

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

Website: http://dss.sd.gov
Phone: 1-888-828-0059

TEXAS — MEDICAID

OREGON — MEDICAID AND CHIP

Website: http://healthcare.oregon.gov/Pages/index.aspx

62 Phone: 1-800-699-9075

Website: Health Insurance Premium Payment (HIPP) Program |
Texas Health and Human Services
Phone: 1-800-440-0493




UTAH — MEDICAID AND CHIP

WEST VIRGINIA — MEDICAID AND CHIP

Utah’s Premium Partnership for Health Insurance (UPP)
Website: https://medicaid.utah.gov/upp/
Email: upp@utah.gov ¢ Phone: 1-888-222-2542
Adult Expansion Website: https://medicaid.utah.gov/expansion/
Utah Medicaid Buyout Program Website:
https://medicaid.utah.gov/buyout-program/
CHIP Website: https://chip.utah.gov/

Website: https://dhhr.wv.gov/bms/
http://mywvhipp.com/
Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

WISCONSIN — MEDICAID AND CHIP

VERMONT — MEDICAID

Website: Health Insurance Premium Payment (HIPP) Program |
Department of Vermont Health Access
Phone: 1-800-250-8427

Website: https://www.dhs.wisconsin.gov/
badgercareplus/p-10095.htm
Phone: 1-800-362-3002

WYOMING — MEDICAID

VIRGINIA — MEDICAID AND CHIP

Websites: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-assistance/
health-insurance-premium-payment-hipp-programs
Medicaid/CHIP Phone: 1-800-432-5924

Website: https://health.wyo.gov/healthcarefin/medicaid/
programs-and-eligibility/
Phone: 1-800-251-1269

WASHINGTON — MEDICAID

Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

To see if any other states have added a premium assistance program
since July 31, 2026, or for more information on special enrollment
rights, contact either:

U.S. Department of Labor
Employee Benefits Security Administration
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565
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Reminders @
* If you need to update your mailing address, you

can do that on the Transmission portal, so all of your
important benefit information is going to the right place.

* Optin to text messaging and update your email on
swift.benefitsnow.com, so you can get benefits-related
reminders on the go. Once you log on, go to your profile and
select Personal Information. To opt in for text, select mobile
phone as preferred and check the box, “Yes, send text
message notifications to my mobile phone.” You can also
update your preferred email.

Contact information

Use the information on the next
page to contact the Benefits
Service Center, as well as plan
carriers if you have questions about
coverage and provider networks.
Use the preview websites to learn
about carriers before you enroll for
benefits. Once enrolled, use the
member website for the carriers
you selected.



CO nta C t S CARRIER MEMBER SITE PRE-ENROLLMENT POST-ENROLLMENT
PHONE NUMBER PHONE NUMBER

Benefits Service Center N/A swift.benefitsnow.com N/A 1-844-577-4333

Employee Assistance Plan ComPsych Guidance | guidanceresources.com N/A 1-888-767-9438

(EAP) (Company Code: ST1219) | Resources

Medical Credence Blue Cross | CredenceBlue.com/Swift N/A 1-833-810-5487

and Blue Shield

Medical (CA Only)

Kaiser Permanente

choose.kp.org/swift

1-800-514-0985
Southern California: Group

1-800-464-4000

number 234551

Northern California: Group

number 606416
Prescription CVS Caremark caremark.com 1-855-305-3016 1-855-305-3016
Dental Delta Dental deltadentalaz.com 1-888-651-3029 1-888-651-3029
Vision VSP vsp.com 1-800-877-7195 1-800-877-7195
Life, accident and disability | Aflac mylogin.aflac.com 1-800-264-2593 1-800-264-2593
insurance
Accident, Hospital Indemnity | Aflac aflacgroupinsurance.com 1-800-264-2593 1-800-264-2593
and Critical lliness
Principal 401(k) Principal principal.com 1-800-547-7754 1-800-547-7754

Health Care & Dependent
Daycare FSAs

Inspira Financial

inspirafinancial.com

N/A

1-800-284-4885

Swift Wellness GPS

WebMD

webmdhealth.com/swift/
or Wellness at Your Side app

1-888-321-1517

1-888-321-1517




SWIFET

Swift Transportation Benefits Service Center
P.O. Box 64020
The Woodlands TX 77387-4020
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