AUTO TRANSPORTATION

Owner-Driver Overview — Terminal 510

Qualifications:

e ltis a requirement for driver-owners to have their own tractor and high-capacity car haul trailer. There is
no lease purchase option available at this terminal

e CSAviolations, driving record and background check will be reviewed upon submitting application for
employment

o Application link: https://intelliapp.driverapponline.com/c/jackcooperoo
e No more than a combination of 3 moving violations/at-fault accidents within 3 years from date of

application
e Must have 1 year of high-capacity car haul experience

Pay:

e 80 % of gross load pay
20% of that 80% will be paid as a driver check on a weekly basis (W2)
o 80% of that 80% will be paid as a truck check on a monthly basis (1099)
Example: A load pays a total of $2,000. Your cut is $1,600. $1,280 of that will be paid to you in
your monthly settlement. The remaining $320 will pay out to you on a weekly basis so a month
with 4 weeks would pay you out $80 per week in the driver check.
e  Estimated annual earnings of 400k+
e 100% fuel surcharge paid to owner-driver
e All deductions for fuel, hotels, maintenance, insurance, pension, maintenance, health benefits etc. are
deducted from the monthly truck check. The expenses coming out of the weekly driver’s check will be
taxes and union dues

Equipment:

e No age limit or requirement on equipment. Equipment must be in good visible condition

e You will be required to send in photos of your equipment for approval

e Equipment will be subject to inspection by our maintenance facilities and must pass DOT inspection
e Auto haul trailer must have the ability to haul at least 7 units (7 car carrier or larger)

Insurance Requirements:

e Non trucking liability coverage of 1M limit.
o  Driver Owner can source their own non-trucking policy or opt into Company’s.
o Non-Trucking is a flat rate of $38.00 per month. Subject to change.
e Comprehensive auto liability and commercial general liability (ALGL) are provided by the company and
charged back to Driver-Owner


https://intelliapp.driverapponline.com/c/jackcooperoo

o This is not optional. Will be covered under Company’s policy.
o Cost based on mileage (IFTA) at a rate of .09 cents per mile. Subject to change.
e  Physical damage is at the discretion of driver-owner

Lanes:

e Home terminal is based out of Wentzville, MO but not dedicated to any contractual freight. Utilized to
haul Jack Cooper Transport’s overflow, secondary market moves and manufacturer spot buys. May have
some downtime months depending on manufacturer plant production.

e  Driver-owner can run out of any NAAT and most Jack Cooper terminals. Your first dispatch of the week
will be seniority based. For all following dispatch, you must be dispatched within 30 minutes of arrival at
the terminal.

o https://www.jackcoopernews.com/jct-terminal-locations-us
o https://www.jackcoopernews.com/naat-terminal-locations

e Actual lanes: https://www.jackcoopernews.com/drive-jack-cooper

e 2500 average projected miles per week

e We have lanes that can get you home on a weekly basis if you are located in our network (Midwestern
area). For lanes outside of the operating area, we cannot hold loads and you will be responsible for
getting yourself home if no load is available in that area

General Information:

e  You will be operating under North American Auto Transport’s authority
e Teamster’s Union
e Up to .40 cents per gallon in fuel discounts
o Company provided fuel card
e Company provided CLC card for hotel discounts
e  Access to company discounts for repairs/maintenance
e Flat fee of $175 per week charged for administrative fees (this cover 40 hours of sick time, workman comp
coverage, cargo losses over $3500 escrow, the use of our systems & maintaining customer contracts)
e Additional 10% broker fee applies to purchased transportation loads only
e Unused sick pay will be cashed out at the end of the contract year.
e Driver-owner must opt into pension and health benefits (Copy of medical plan shown below)
o Benefits are effective on day 1 past your 30 day probationary period. Carrier is Blue Cross Blue
Shield
o Estimated monthly deduction for health and welfare benefits is $2,200 (this is calculated at a rate
of $507 per week and is subject to change based on Teamcare cost.
o Estimated monthly cost for pension is $650 ($30 per working day with a maximum of $150/week)
o Union dues are roughly between $70-580 per month, depending on the local union
e Inventory at your home terminal is a priority, but there are other opportunities throughout the network.
For more information, please speak with your Fleet Manager.
e An escrow of $3500 will be required. This will be deducted in the amount of $100 per week until the
amount of $3500 has been reached
e Licensing will be covered up front by the company and charged back to driver-owner. You will be required
to go through company licensing and may not provide your own plates
o Registration and titling vary estimated cost between $800 and $1200.
o 2290 Federal Highway Use Tax will also be charged back to Driver Owner. Prorated upon start and
renewed yearly in August. Annual costs around $550.
e Signed lease is good for one year


https://www.jackcoopernews.com/jct-terminal-locations-us
https://www.jackcoopernews.com/naat-terminal-locations
https://www.jackcoopernews.com/drive-jack-cooper

TEAMCARE

A CENTHRAL STATES HEALTH FLAN

FLAN BENEFIT LIMIT [ANNLAL)

None

TEAMCARE PPO OFFICE VI5IT

420 coparyment for in-nebwork offloe wisit
|Plan Deductible does not apply}
MEDICAL PLAN BENEFITS

TeamCare Wellness

A TeamiCare Physician must be used,

PLAN C6 BENEFIT PROFILE

Coverage Period: Beginning on or after 01,/01,/2021

PLAN DEDUCTIBLE [ANMLAL)

MEDHICAL OUT-OF-POCKET EXPENSE LIMIT [AMMUAL)

%1,000 per Indhidual
52000 per Family

5200 per Individual
5400 per Family

OUT-OF-NETWORK PENALTY

For nor-ernergency medical care, your oost is 1086 greater than an in-network provider plus all charges above
Reasonable and Custornany and the loss of TeamCane Farnily Protection Banefit.

For further information, including a full Surmmary Plan Deseription (SPOY, wisit owr website of My TeamOore.ong

*

‘Wellness benefits are payable at 1005 of covered charges. PRO office visit copayment does not apply.

Teladoc Telemedicine Benefit
Tedadoc.com, TeamCans
BOD-TELADOC |E45-2362)

Teladoc prosides 247 acoess to doctors by phone o video fior a varety of services, including general medical
conditions, dermatology and behavioral health at no cost (50 copay). Plan Deductible does not appiy.

WS Minutedinic *  MinuteClinic s 3 walk-n fadility within certain CWS and Target stores that provides treatment for general
S com, dinuteClinic medical conditions, minor injuries and ilinesses, health soreenings and routine vacdnations at no cost |50
BEE-IRI-ASAP [2727) copary]. Plan Deductible does not apply.

Hospital Expense Benefit *  after Man Dedudtible, 100% of covered charges.

Sargical and Matemity Benefit *  After Man Dedudible, 10088 of covered changes.

Ambulance Service Benefit *  afer Pan Dedudible, 10078 of covered changes subject to medical necessity review.

Outpatient Accidental Bodily injury Benefit  #*  After Plan Deductible. 1008 on the first day of treatrment for accidental injury; 8096 for all other sendces.

Lab Benefit *  The TearnCare Lab Benefit is a voluntary program that covers lab testing at 1008 (Plan Deductible does mot
BO0-545-TTEE apply] provided the Physidan submits the requisition through Quest LabCard. If 2 Physidan does not submit
Ebrard com spedrmens through Quest LabCard, simply visit 2 Ouest LabiCand collection site.

B yowi do ot use the TearmCare Lab Benefit, after Man Deductible the outpatient lab benefit is B0f%; then 10084
after Medical Out-of-Pocket Expenss Limit s met

Imaging Benefit * The TeamCare Imaging Benefit is a voluntary program that covers MRL, CT, and PET scans at 1008¢ (Plan
To schedule a service cal Deductible does not apply] provided that the scans are scheduled directy through LS.

BIreMBRR Fyou do not use the TeamCare Imaging Benefit, after Flan Deductible the cutpatient imaging benefit [induding
x-r2ys) bs paid under Major Miedical at BI%:; then 100%: after Medical Dut-of-Pocket Expense Limit is rmet.

Owitpatient Cancer Treatrment Benefit * pfter Plan Deductble, 100% of covered charges for cutpatient nudear therapy, radiation theragpy,

chernatherapy, x-ray and leb procedures for the trestrment of cancer. if treatment i provided in a dodior's
office, a 520 TeamiCare office visit copayment is due.

Hearing Ald Benefit *  after Plan Dedudtible, 1008 of covered changes to a masirmum of $1,000 per ear (52000 total] every 35

mionths. The Medical Out-of-Pocket Experse Lirmit does not apply.

Chiropractic Benefit *  after Plan Deductible, 8% of covered charges to a mesdmaum $1000 per person per calender year. The

Medical Out-of-Pocket Expense Limit does not zopky.

Behavioral Health Benefits = Inpatient

Fadimy:  After Plan Deductible, 10086 of covered charges.

Prysiclan: Afier Plan Deductible, 0% of covered charges; then 1009 after Medical Out-of-Pocket Expense
Lirnit is rmet.

Behavioral Health Benefits = Outpatient

520 copayment for in-network office vt (Plan Deductible does not apply). Othenstse, after Fan Deductible,
B0 of covened changes: then 1009 after Medical Out-of-Pocket Expense Limit i met.

Major Medical Benefit

After Man Deductible, B0% of covered charges; then 10054 after Medical Out-of-Pocket Expense Limit s rmet.

OO GF =, 5N

BASE (R



v - PLAN C6 BENEFIT PROFILE
T EAM CA R E Coverape Period: Beginning on or after 00,/01/2021

, CENTAAL STATES HEALTH PLAN

PRESCRIPTION BENEFT RETAIL PHARMALY STORE BAAINTENANCE CHOICE / IMAR SERVICE PHARMACY:
355 copayment for short-ferm prescription fils  20% copeyment to @ masdmum copeyment of 5200 per
and morHmantenance  medications to a  presoiption for & 90-day supply of rmedication. LIn:I-er

%ﬁ;&:qf&ma:m s e copayTent of $200 per presmription. Mantenance Choice, Member can receive a 90-day supply of
N Ve miedication at a loml OVS phanmacy store.

After the second fill of the same prescription, long-term maintenance medications. miust be filed through Maintenance
Chioice or OvS/Caremark Mail Sendce Phammacy of be sulbject t a S0 copayment if filed through the Retal
Pharmacy Program. On both Retal and Mail Order, if 8 generic equivalent is available, the Mermber st take the

genenc or be responsible for the cost difference plus amy copaymeant and the per prescrigbion masimum does not apphy.
Plan Deductible does not apply. The Medical Out-of-Pocket Expense Limit does not apphy.

TearniCare does mot oover drugs or medidnes on a formulany exclusion st ompled by O5/Caremark. The formulary
eaclusion list is available at MyTeamCane.ofg or by contacting OS5/ Camremark.

DENTAL BENEFITS Annual Dental Masdrmwm 52,500 * TeamCare offars a voluntary network through

Annual Dental Deductible None
o o oukofremwork - penny,  Prevenive Senvices 1007 s protecion Ko e g -
However, TeamCare does offer a voluntary méﬁdgﬁmm L0cm stretching the Annual Dental Maximum further.
oA mctasyek e Brvmi e Genind Dentures (Full and Partial) 1008 T find a provider, call BO0-592-3112 or
The Dental Pan Benefit madmunms ae per mmﬁf;'m Lok usit: humamnacientainetsork.com
person per calendar year. (Chid/Adult Child)  $2,500 Lifetime Maximum

* Annu! Dental M coes nal apply to chidien under age 19,

VISION BEMEFITS TeamCareVision is a voluntany vision network offered through Eyehed Vision Care:

Roting Eye Exam 510 copayTent
YU C2N Lse any vision provider for senvices, Frames Scopayment up to 5150 allewance
However, Team{Care does offer a volurtary Lanses [per pair) Scopayment
wvision network throwgh the TeamCarekision Contacts (in beu of glsses) S0 copayment up to 5120 allewance
prOgranm. For & directory of Eyebded providers in the Select network, call B66-T23-0514 orvisit eyemed.com.
vision Plan Benefits do not have an out-of-  For non-EyeMed providers, the masxdimum reimbursement for Vision Plan Benefits is:
metwork penalty but there 5 @ maximum Routine Eye Bxam S50.00* Plan Deductible does not apply.
reimburssment per serdce as indicated. Frames 7500
Lenses (per pair) S50.00 *  Routne Epe Exom changes from nov-
The Vision Plan Benefits are payable once Bi-Focal Lensss (per pair S50.00 Eyerded providers for Coveved
eveny 12 months. Tri-Foc Lenses (per pair) S50.00 wnder oge 19 will be subject to Reasonable
Lenithoular Lensss (per pair) SB0.00 ond Customary allowonces and paid af
Contads (in lieu of gasses) SEO.OD B0

SHORT-TERM DISABILITY BENEFATS Benefit provides 5300 per week for the first 10 wesks and 5350 per week for the next 16 weeks (masimum of 26
wesks): and includes continued coverage while on Short-Term Disability.

LIFE INSLURAMNCE BEMEFITS Member Death 540,000

Accigental Death 540,000

Spouse Death * 54,000 *  Dependent Life insuronce Benefits are only
Child/adult Child Death * 52,000 payatie on Coversd Dependents.

Total Permanent Disability 516,000

Wk of Premiumj

FAMILY PROTECTION BENEFIT In the event of & Member's death, the TeamCare Family Protection Benefit provides a maximurm of free years of
free TeamiCars PPO coverage for the Coverad Spouse and Dependents provided that during the twio-year peniod

prior to death, TearmCare providers were used excluskely for all non-emergency care. Please refer to the
TearvCare Surnmany Plan Description for further information.

MyTeamnCare.org or B00-TEAMCARE For further benefit information, it our website at MyTeamCare.ong or call CustomenCane at BOO-TEAMCARE
(832-5237).

If theve is @ discrepancy between the Plan Benefit Profile and Plan Docurnent, the Plan Document will be the controlling document in determining the benefit.
This grouyp heniti plan believes this plon & o “prondfithered isecith plon” under the Patient Protection oo Afiovroble Core At (the Afftvriobie Core Act, or FRACAL As permitted by the Affordoble Core Act, @

gronclotheres henith plan con cerinin s henith covernoe ot wis ooy i effect when that low wes sroctend. Seing ammmmmmmmnﬁmmn
COFBLITIEY Ot et of e Cove At thet onply o ather plors;, for evomple, mwhnm¢MManmm . prndfithered health
plans mest comply wath cevinin other corsumer proterions i the Aforoichie Core Act, o somple, the simination of ietime bmits on henefies. Queshions regovding which proterioes: ool ond’ whicl

[rotections do not opoly to 0 grondiathered beoith plon and' whot might cowse @ plon fo change fiom grondfiathered heol pln sfofus am be directed o the plon odminstrotor ot Assearch and
Eomespondence Department, TeamCon: —A Crnfrol Siotes Health Plon, PO o 5126, Rusemant IL 800175126 or oo S00-TEAMCARE. Mo may bo-contort i Employes Senefis Secumty Adminktranon, LiS
Deportment of Lobnrat 8565443272 or wwi ol gty T This weetsite has o toble summaniing which profections do o oo not appls o grandontersd heokth ploms.




