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ALL ELIGIBLE EMPLOYEES
Group Number: 00056778

Customer Service (888) 600-1600
Monday to Friday | 8am to 8:30pm ET

Welcome to

Workplace benefits

Everyone deserves a Guardian Your coverage options

Every day, Guardian gives 26 million Americans the
security they deserve through our insurance and
wealth management products and services.

Critical illness Taking care of the expenses if
insurance you're critically ill

We've partnered with your organization to offer
you a range of employee benefits. Inside this pack,
you'll find the plans your employer thinks you might
benefit from.

Know your benefits

Your benefits support your physical and
financial wellbeing, to help keep you and
your loved ones protected.

With Guardian, you're in good hands.
We've been delivering on our promises for
over 150 years, and we're looking forward
to doing the same for you too.

Read through this information.

Find out more about your benefits.

Talk to your employer if you need
help or have any questions.
© Copyright 2020 The Guardian Life Insurance Company of America

This document is a summary of the major features of the insurance
coverage that's been agreed to with your employer —it isn't your contract.
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Y Guardian

How critical illness insurance
helps cover the costs of treatment.

Critical
illness
insurance

attack, and has to cover the cost
Critical illness insurance may help you offive days as an inpatient.
cover expenses not covered by your

health insurance. Average heart attack
hospitalization expense: $53,000

It's a cash payment you receive if you ever experience
a serious illness like cancer, a heart attack, or a stroke,
giving you the financial support to focus on recovery.

Average Major Medical deductible:
$1,500

Major Medical covers 80% of the cost
. 2 after the deductible is met, but John's
Whoiisit for? still responsible for 20%: $10,300.
Critical illness insurance is a supplemental policy for people who already
have health insurance. It provides you with an additional payment to
cover expenses like deductibles, treatments, and living costs.

Total out-of-pocket amount for John
(deductible + coinsurance): $11,800.

John has a $10,000 Guardian Critical

What does it cover? lliness policy, which covers the
Critical illnesses include strokes, heart attacks, Parkinson's disease majority of these out-of-pocket
and cancer. Our policies can cover over 30 major illnesses, helping eéxpenses.

you stay financially stable by paying you a lump sum if you're
diagnosed with one of them.

Why should | consider it?

Health coverage is becoming more expensive, with higher co-pays,

premiums, and deductibles. Critical illness insurance is an affordable
way to supplement and pay for additional expenses that your health
insurance doesn't cover. Our policies typically provide payments for

the first and second time you're diagnosed with a covered iliness.
This example is for illustrative

purposes only. Your plan’s coverage
may vary. See your plan’s information
on the following pages for specific
amounts and details.

Plus, critical illness insurance is portable and payments are made
directly to you.

You will receive these benefits if you meet the conditions listed in the policy.

GUARDIANZ® is a registered trademark of The Guardian Life Insurance Company of America

Advantech Corporation Kit created 10/17/2023 g
ALL ELIGIBLE EMPLOYEES Group number: 00056778
2023-158782 (07/25)
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Your critical iliness coverage

CRITICAL ILLNESS

Employee may choose a lump sum benefit up to $20,000. Please see
your cost illustration for a full list of available benefit amounts.

Benefit Amount(s)

CONDITIONS

Cancer Ist OCCURRENCE 2nd OCCURRENCE
Invasive Cancer 100% 50%
Carcinoma In Situ 30% 0%
Benign Brain Tumor 75% 0%

Skin Cancer $250 per lifetime Not Covered
Vascular

Heart Attack 100% 100%
Stroke 100% 100%
Heart Failure 100% 100%
Coronary Arteriosclerosis 30% 0%
Other

Organ Failure 100% 100%
Kidney Failure 100% 100%

May choose a lump sum benefit up to $20,000. Please see your cost
illustration for a full list of available benefit amounts.

Benefit Reductions: Benefits are reduced by a certain percentage as
an employee ages

Guarantee Issue: The ‘guarantee’ means you are not required to We Guarantee Issue up to:
answer health questions to qualify for coverage up to and including the $20,000
specified amount, when you sign up for coverage during the initial
enrollment period or the annual open enrollment period. For a spouse:
$20,000

For a child: All Amounts

Health questions are required if the elected amount exceeds
the Guarantee Issue.

Portability: Allows you to take your Critical lliness coverage with
you if you terminate employment.

Pre-Existing Condition Limitation: A pre-existing condition Not Applicable
includes any condition for which you, in the specified time period prior

to coverage in this plan, consulted with a physician, received treatment,

or took prescribed drugs.

WELLNESS BENEFIT

Employee Per Year Limit $50

GUARDIANZ® is a registered trademark of The Guardian Life Insurance Company of America

Advantech Corporation Kit created 10/17/2023
ALL ELIGIBLE EMPLOYEES Group number: 00056778
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Your critical iliness coverage

CRITICAL ILLNESS

Spouse Per Year Limit $50

Condition Definitions

» Stroke: Stroke must be severe enough to cause neurological deficits at least 30 days after the event.

* Heart Failure: An insured must be placed on an organ transplant list in order to be eligible for the Heart failure benefits.
*  Coronary Arteriosclerosis: Coronary Arteriosclerosis must be severe enough to require a coronary artery bypass graft.

*  Organ Failure: Organ failure includes both lungs, liver, pancreas or bone marrow and requires the insured to be placed on an organ
transplant list.

» Kidney Failure: An insured must be placed on an organ transplant list in order to be eligible for the Kidney failure benefits.

GUARDIANE® is a registered trademark of The Guardian Life Insurance Company of America
Advantech Corporation Kit created 10/17/2023
ALL ELIGIBLE EMPLOYEES Group number: 00056778



Critical lliness Cost lllustration

To determine the most appropriate level of coverage, you should consider your current basic monthly expenses and

expected financial needs during a Critical lliness.
Spouse coverage premium is based on Employee age

Child cost is included with employee election.

Semi-monthly Premiums Displayed
Election Cost Per Age Bracket

<30 30-39 40-49 50-59 60-69 70+
Employee
$10,000 $1.10 $2.70 $6.05 $12.70 $21.90 $34.30
$20,000 $2.20 $5.40 $12.10 $25.40 $43.80 $68.60

Benefit Amount Up To 100% of Employee Amount to a Maximum of $20,000

Spouse
$10,000 $1.10 $2.70 $6.05 $12.70 $21.90 $34.30
$20,000 $2.20 $5.40 $12.10 $25.40 $43.80 $68.60

Benefit reductions may apply. See plan details.

EXCLUSIONS AND LIMITATIONS

A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS FOR CRITICAL
ILLNESS:

We will not pay benefits for the First Occurrence of a Critical lliness if it occurs
less than 3 months after the First Occurrence of a related Ciritical lliness for
which this Plan paid benefits. By related we mean either: (a) both Critical
llinesses are contained within the Cancer Related Conditions category; or (b)
both Critical llinesses are contained within the Vascular Conditions category.
We will not pay benefits for a Second occurrence (recurrence) of a Critical
lliness unless the Covered Person has not exhibited symptoms or received care
or treatment for that Critical lliness for at least 12 months in a row prior to the
recurrence. For purposes of this exclusion, care or treatment does not include:
(1) preventive medications in the absence of disease; and (2) routine scheduled
follow-up visits to a Doctor.

We do not pay benefits for claims relating to a covered person: taking part in
any war or act of war (including service in the armed forces) committing a felony
or taking part in any riot or other civil disorder or intentionally injuring
themselves or attempting suicide while sane or insane.

Employees must be legally working in the United States in order to be eligible
for coverage. Underwriting must approve coverage for employees on temporary
assignment: (a) exceeding | year; or (b) in an area under travel warning by the

US Department of State, subject to state specific variations.

Guardian’s Critical lllness plan does not provide comprehensive medical
coverage. It is a basic or limited benefit and is not intended to cover all medical
P

expenses. It does not provide “basic hospital,” “basic medical,” or “ medical
insurance as defined by the New York State Insurance Department.

Health questions are required on late enrollees. This coverage will not be
effective until approved by a Guardian underwriter.

This policy will not pay for a diagnosis of a listed critical illness that is made
before the insured’s Critical lliness effective date with Guardian.

The policy has exclusions and limitations that may impact the eligibility for or entitlement
to benefits under each covered condition. See your certificate booklet for a full listing of
exclusions & limitations..

If Critical llness insurance premium is paid for on a pre tax basis, the benefit may be
taxable. Please contact your tax or legal advisor regarding the tax treatment of your
policy benefits..

Contract # GP-1-Cl-14

Guardian's Critical lliness Insurance is underwritten and issued by The Guardian Life Insurance Company of America, New York, NY. Products are not
available in all states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are the final
arbiter of coverage. This policy provides limited benefits health insurance only. It does not provide basic hospital, basic medical or major medical

insurance as defined by the New York State Department of Financial Services.

Policy Form # GP-1-LAH-12R; GP-1-CI-14

GUARDIANE® is a registered trademark of The Guardian Life Insurance Company of America

Advantech Corporation
ALL ELIGIBLE EMPLOYEES

Kit created 10/17/2023
Group number: 00056778
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Our commitment to you

Please read the documentation referenced below carefully. The notices are intended to provide you
important information about our insurance offerings and to protect your interests. Certain ones are
required by law.

Important information @

Notice Informing Individuals about Nondiscrimination and Accessibility Requirements

Guardian notice stating that it complies with applicable Federal civil rights laws and does not discriminate based on race,
color, national origin, age, disability, sex, or actual or perceived gender identity. The notice provides contact information for
filing a nondiscrimination grievance. It also provides contact information for access to free aids and services by disabled
people to assist in communications with Guardian.

Visit https://www.guardiananytime.com/notice48 to read more.

No Cost Language Services
Guardian provides language assistance in multiple languages for members who have limited English proficiency.
Visit https://www.guardiananytime.com/notice46 to read more.

Critical illness insurance Q2

Outline of Coverage

A short explanation of benefits, coverage, exclusions and premiums that is given to an applicant for insurance in requisite
states. It serves only as a brief summary and does not include all the information the policy contract does, and is not part of
the contract.

Visit https://www.guardiananytime.com/notice24 to read more.

GUARDIANZ® is aregistered trademark of The Guardian Life Insurance Company of America
Advantech Corporation Kit created 10/17/2023
ALL ELIGIBLE EMPLOYEES Group number: 00056778



THIS PAGE INTENTIONALLY LEFT BLANK



H The Guardian Life Insurance Company of America
s Guardian i i e s subedario Enrollment Form
Page 1 of 4

Guardian Life, P.0. Box 14319, :
Lexington, KY 40512 Please print clearly and mark carefully.

Employer/Planholder Name: Advantech Corporation Group Plan Number; 00056778 Benefits E ffective:

PLEASE CHECK APPROPRIATE BOX Q1 Initial Enrollment L1 Add Employee/Member Dependents/Family Members U Drop/Refuse Coverage U Information
Change

In this form, you will be referred to as an Employee/Member. Members of your family will be referred to as Dependents/Family Members. There will also be times, when
referring to Dependents/Family Members, this form will distinguish between your spouse and your children. Depending on the type of plan your Planholder selected, other plan
documents may refer to you as an employee, a member, or a similar term , and, to members of your family, as family members, dependents, eligible dependents, or a similar
term. Please refer to the group policy, certificate of coverage, (sometimes called a member guide), to see how terms are defined and to determine which members of your
family are eligible for coverage. Plan documents such as the group policy, certificate of coverage, (sometimes called a member guide), control if there is any dispute
concerning the meaning of terms used in this form.

Class: Division: Subtotal Code: (Please obtain this from your
Employer/Planholder)
i Social Security Number
About You: Employer/Planholder Provided y

Identification:
Full Legal Name-First, MI, Last Name:

What is the name you go by? (optional) Your Social Security Number must be provided if
enrolling for Life Coverage. Short Term Disability
Coverage and/or Long Term Disability Coverage.

Address City State Zip
Gender Identity: QM QO F Date of Birth (mm-dd-yy): - -
Phone (indicate primary): & Home ( ) -
QWwork(___ ) -
Q Mobile ( ) -
Email Address (indicate primary) 4 Home U Work

Are you married or in a domestic partnership? U Yes U No Date of marriage/domestic partnership: - -
Do you have children or other dependents? O Yes L No  Placement date of adopted child: - -

About Your Job: Job Title:

Work Status:

O Active O Retired O COBRA/State Continuation Date of full time hire: - -
Hours worked per week:

About Your Family: Please include the names of the Dependents/Family Members you wish to enroll. You can enroll only those
Dependents/Family Members that are eligible for coverage. Please refer to the plan documents such as the group policy, member
guide, or certificate to determine if a Dependent/Family Member is eligible for coverage.

If additional space is needed, please attach a separate page with this information along with your enroliment form. Each
Dependent/Family Member’s Social Security Number must be provided if enrolling them for Life Coverage. Be sure to sign and
date (mm-dd-yyyy) the paper and keep a copy for your records. Additional information may be required for non-standard
dependents such as a niece or a nephew.

Spouse Gender  |Social Security Number
Identity: _ -
Address/City/State/Zip: umar
Date of Birth (mm-dd-yyyy)
Phone: () - - -
CEF2022-CA
Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com 1

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER
DATE FORM PUBLISHED: Oct 17, 2023



Child/Dependent 1: 0 Add O Drop|Gender |Social Security Number | Status (check as applicable)
Identity: . B U Student (post high school) O Disabled
Address/City/State/Zip: amarc O Non standard dependent
Date of Birth (mm-dd-yyyy)
Phone: () -
Child/Dependent 2: 0 Add O Drop|Gender  |Social Security Number | Status (check as applicable)
Identity: . B U Student (post high school) O Disabled
aMQar U Non standard dependent
Address/City/State/Zip: Date of Birth (mm-dd-yyyy)
Phone: () -
Child/Dependent 3: 0 Add O Drop|Gender  |Social Security Number | Status (check as applicable)
|dentity: . B U Student (post high school) O Disabled
Address/City/State/Zip: amarc O Non standard dependent
Date of Birth (mm-dd-yyyy)
Phone: () -
Child/Dependent 4: 0 Add O Drop|Gender  |Social Security Number | Status (check as applicable)
|dentity: . B U Student (post high school) O Disabled
Address/City/State/Zip: amarc O Non standard dependent
Date of Birth (mm-dd-yyyy)
Phone: () - } }

Critical lllness Coverage:  You must be enrolled to cover your dependents/family members

IMPORTANT NOTE: Critical lliness Coverage is a supplement to health insurance and is not a substitute for essential health benefits or minimum essential coverage as
defined in federal law, Lack of essential health benefits or minimum essential coverage as defined in federal law may result in an additional payment with your taxes. Under
California law, if you do not have such essential health benefits or minimum essential coverage as defined in federal law as of the date of this enroliment, you must select “I
do not want this coverage” as you may not enroll for Critical lliness Coverage.

NOTE: THIS COVERAGE IS NOT AVAILABLE TO ANY PERSON WHO IS 1) 65 YEARS OF AGE OR OLDER AND IS COVERED BY MEDICARE PART A AND PART B AND A
MEDICARE SUPPLEMENT INSURANCE POLICY, CERTIFICATE, OR CONTRACT FOR COVERAGE OF EXCESS CHARGES UNDER MEDICARE PART B, OR 2) 65 YEARS OF AGE
OR OLDER, IF PURCHASING THIS COVERAGE WOULD RESULT IN COVERAGE FOR MEDICAL BENEFITS FOR MORE THAN 100% OF ACTUAL MEDICAL EXPENSES.

On the date of this application, do you or a dependent spouse meet the conditions listed in either item 1 or 2 in the “Note” above? For any “Yes” response, a certificate will
not be issued.

Employee/Member: ___Yes ___ No

Spouse:  ___Yes___No N/A*  * Select N/A only if not enrolling this dependent

Child(ren): ___Yes___No N/A*  * Select N/A only if not enrolling this dependent

For a “No” response, proceed to the next section. For any “Yes” response, a certificate will not be issued
Benefit reductions apply. Please see plan administrator.

Employee/Member

Insurance Amount: Q $10,000 0 $20,000

QI do not want this coverage.

Spouse or Partner

Insurance Amount: Up to 100% of the employee/member's amount to a maximum of
$20,000
U $10,000 U $20,000

Q | do not want this coverage.

Dependent/Child(ren)
Insurance Amount: U 25% of the employee/member's amount
Q | do not want this coverage.




Guardian Group Plan Number: 00056778 Please print employee name:

Employee/Member Only - Name your beneficiaries: (Primary beneficiary percentages must total 100%) If electing different beneficiaries that are not the same as those
named for Basic Life or Voluntary Term Life, please name below.

If additional space is needed, please attach a separate sheet of paper with this information along with your enrollment form. Be sure to sign and date (mm-dd-yyyy) the paper
and keep a copy for your records

Primary Beneficiaries:

Name: Social Security Number. - - 9%

Date of Birth (mm-dd-yy): - - Address/City/State/Zip:

Phone: ( ) - Relationship to Employee/Member:

Name: Social Security Number. - - 9%
Date of Birth (mm-dd-yy): - - Address/City/State/Zip:

Phone: ( ) - Relationship to Employee/Member:

Contingent Beneficiary: Social Security Number: - -

Date of Birth (mm-dd-yy) - Address/City/State/Zip:

Phone: ( ) - Relationship to Employee/Member:

(In the event the primary beneficiaries are decieased, the contingent beneficiary will receive the benefit. Employer/Planholder maintains beneficiary information.)

Spouse or Partner and dependent/child(ren) — If the intended beneficiary is to be someone other than the Employee/Member, please complete the Beneficiary Designation
form.

Attention: If any of the beneficiaries named above is a minor (a person under the age of 18 or 21, depending on their state of residency), state law may limit Guardian’s ability
to pay life insurance proceeds directly to them for as long as they remain a minor. State Uniform Transfers to Minors Act (UTMA) laws, where applicable, may allow for the
normal course of payment of these proceeds, or a portion thereof, to the minor beneficiary’s designated Custodian to manage on the minor’s behalf until they reach adult age.
At that time, the proceeds are turned over to the adult child, who can use the proceeds in any way he or she chooses.

Are any of the beneficiaries identified above considered a minor in the state in which they reside? Check one box only. O Yes O No
If you answered “Yes”, please name the legally designated UTMA Custodian for all minor beneficiaries you have designated:

Custodian to Minor Beneficiaries:

Name: Social Security Number (or FEIN/TIN # if a corporate entity): -
Date of Birth (mm-dd-yyyy) (if an individual): - - Address/City/State/Zip:
Phone: ( -

Signature

e Ifcoverage is waived and you later decide to enroll, late entrant penalties may apply. You may also have to provide, at your own expense, proof of each person's
insurability. Guardian or its designee has the right to reject your request.

° | understand that plan design limitations and exclusions may apply. For complete details of coverage, please refer to the plan documents or enroliment
materials. State limitations may apply.

e Your coverage will not be effective until approved by a Guardian or its designated underwriter.
e | hereby apply for the group benefit(s) that | have chosen above.
e |understand that I must meet eligibility requirements for all coverages that | have chosen above.

e Submission of this form does not guarantee coverage. Among other things, coverage is contingent upon underwriting approval and meeting the applicable
eligibility requirements.

e | agree that my employer/planholder may deduct premiums from my pay if they are required for the coverage | have chosen above.
° | attest that the information provided above is true and correct to the best of my knowledge.

e  ‘"California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance
coverage."

Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com 3

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER



Any person who knowingly presents false or fraudulent information to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty
of a crime and may be subject to fines and confinement in state prison.

California law requires that insurers offering Accident, Cancer, Critical Iliness and Hospital Indemnity policies or certificates must require that the person to be
insured is covered for essential health benefits or minimum essential coverage as defined in federal law. If you do not have such essential health benefits or
minimum essential coverage as defined in federal law, you may not enroll for Accident, Cancer, Critical lliness or Hospital Indemnity Coverage. By your signature
below, you affirmatively attest that you, and any dependents to be covered, are covered by essential health benefits or minimum essential coverage as defined in
federal law.

SIGNATURE OF EMPLOYEE/MEMBER X DATE

Fraud Warning Statements

The laws of several states require the following statements to appear on the enroliment form:

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.

Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to
defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or information to a policy holder or claimant for the purpose of defrauding or attempting to defraud the policy
holder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.

Delaware, Indiana and Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties
include imprisonment and/or fines. In addition, an insurer may deny insurance benefits, if false information materially related to a claim was provided by the applicant.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or
misleading information is guilty of a felony of the third degree.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false information
or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

Louisiana and Texas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit is guilty of a crime and may be subject to fines and
confinements in state prison.

Maryland : Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly or willfully presents false information in
an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

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

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE
INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

Ohio: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.

Rhode Island: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly and willfully presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Virginia: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement may have violated state law.




