IRANSPORT

A DIVISION OF NAAT

Owner-Driver Overview - Terminal 532

Lordstown, OH

Qualifications:

e CSA violations, 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

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

e Auto haul trailer must have the ability to haul at least 7 units (7 car carrier or larger)

Pay:

e 80 % of gross load pay

o 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)

o 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 300K+

e 100% fuel surcharge paid to owner-driver

e All major deductions come out of the monthly truck check (fuel, CLC, insurance, medical, pension,
maintenance etc)

e Union dues come out of weekly settlement

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:

¢ Home terminal is based out of Lordstown, OH
o Inventory at your home terminal is a priority, but there are other opportunities
throughout the network
e Product hauled is Stellantis (Chrysler, Dodge & Jeep)
e Lanesfrom Lordstown runinto PA & OH
e Backhauls are out of Toledo, Fort Wayne and Avon Lake. Toledo, OH runs to KY, eastern TN, VA, MD,
NC and Evansville, IN area. Avon Lake, OH runs to Elhart, IN area. Fort Wayne, IN runs to OH, PA,
Western NY, WV and VA.
e Your first dispatch of the week will be seniority based. For backhauls, 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 Map of lanes throughout netowork: https://www.jackcoopernews.com/drive-jack-cooper

e 2000-2500 average projected miles per week
General Information:

e  You will be operating under North American Auto Transport’s authority
e Contract applies to one single driver, and we do not allow the operation of team drivers
e Teamster’s Union
e Upto .40 cents per gallon in fuel discounts
o Company provided fuel card
e Company provided CLC card for hotel discounts
e Accessto company discounts for repairs/maintenance
o 4.25% monthly admin fee deducted from monthly truck check (this cover 40 hours of sick time,
workman comp coverage, cargo losses over $3500 escrow, the use of our systems & maintaining
customer contracts) Unused sick pay will be cashed out at the end of the contract year.
e Additional 10% broker fee applies to purchased transportation loads only
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-$80 per month, depending on the local union
e Anescrow 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
e Alldeductions for fuel, hotels, maintenance, insurance, health benefits etc. are deducted from the
monthly truck check. The only expenses coming out of the weekly driver’s check will be taxes and
union dues


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

e Signed lease is good for one year

v PLAN C6 BENEFIT PROFILE
T E A M CA R E Coverage Period: Beginning on or after 00,/01/2021

A CEMTAAL STATES HEALTH PLAN

PLAN BENEFIT LIMIT (ANNUAL) PLAN DEDUCTIBLE [ANMNLUAL) MEDICAL OUT-OF-POCKET EXPENSE LIMIT [ANMNUAL)

None 5200 per Indhidual £1.000 per Individual
5400 per Family 52,000 per Family
%20 copayment for in-network office wisit For nor-emergency medical care, your cost is 108 greater than an in-network proider plus all charges above
|Flan Deductiblie does not apply) Reasonable and Customany and the loss of TeamCare Farily Protection Benefit.
Fox it formation,inckeing ool ey Pl Deselion (57D} it our webate ot Wy TeomCore v

TeamiCare Wellness * weliness benefits are payable at 100% of covered charges. PRO office visit copayment does not apply.

A TearnCars Pinysician must be used.

Teladoc Telemedicdine Benefit *  Teladoc prosides 247 access to doctors by phone or video for a variety of senvices, including general medical
Tedador comy TeamCane conditions, desmatology and behavioral health at no cost (S0 copay). Plan Deductible does not apply.
BDO-TELADOC [E35-2362)

CE MinuteCinic *  pinuteCinic 5 3 walk-n fality within certain OVS and Target stores that prowides treatment for general
s comyMinuteClinic medical conditions, minor injuries and ilinesses, health screenings and routine vacdnations at no cost (50
BEE-IED-ASAP [2727) copay]. Plan Deductible does not apply.

Hospital Expense Benefit *  after Plan Deducibde, 1009 of covered charges.

Suwgical and Matemity Benefit *  After Plan Dedudible, 1008 of covered charges.

Ambulance Service Benefit *  After Plan Dedudible, 1005 of covered charges subject to redical necessity review.

Outpatient Accidental Bodlly injury Benefit ~ #  After Plan Dedudible, 1009 on the first day of treatrnent for accidental injury; 809 for all other senvices.

Lab Benefit *  The TeamCare Lab Benefit &5 a woluntary program that covers lab testing at 100% {Plan Deductible doss not
BOO-G45-TTER apply] provided the Physidan submits the reguisition through Quest LabCard, If a Physidan does nob submit
labcard com spedrmens through Quest LabCard, sirmply visit a Ouest LabCand collection site.

I you diy ot use the TearmCare Lab Benefit, after Man Deductible the outpatient lab benedit is 8086, then 10064
after Medical Out-of-Pocket Expensa Limit is met.

Imaging Benefit *  The TeamCare Imaging Benefit is a woluntary program that covers MR, CT, and PET scans at 1009 (Man
To schedule a sarvice cal Deductible does nok apply] provided that the scans are scheduled directhy through LS
BTrT-674-0674

B you do not use the TeamCare Imaging Benefit, after Plan Deductible the outpatient imaging benefit (induding
w-rEys) s paid under Major Miedical 3t 805, then 1009 after Medical Dut-of-Pocket Expense: Limit s rmet.

Outpatient Cancer Treatrment Benefit + after Plan Deductible, 100% of cowered charpes for outpatient nudear therapy, radisbion therapy,
chernatherapy, x-ray and lab procedures for the trestment of cancer. I treatment & provided in a doctor's
office, a %20 TearmCare office visit copayment ks due.

Hearing Ald Benefit *  after Plan Deductible, 10088 of covered changes to a madmum of 51,000 per ear ($2,000 total] every 356
mionths. The Medical Out-of Pocket Experse Limit does not apply.

Chiropractic Benefit *  pfter Plan Deductible, 80% of covered charges to a meximum $1,000 per person per clendar year. The
Medical Out-of-Podket Expense Limit does not appky.

Behavioral Health Benefits = Inpatient * Fadlity:  After Plan Deductible, 10096 of covered charges.

Physiclan:  After Plan Deductible, B06% of covered charges; then 1008 after Medical Out-of-Pocket Expense
Lirnit i met.

Bahavioral Health Benefits — Outpatisnt * 520 copayment for in-network office vsit (Plan Deductible does not apply). Othenstse, after Plan Deductible,
80% of covered charnges; then 100% after Medical Out-of-Pocket Expense Limnit s met.

Major Medical Benefit +  after Plan Dedudible, B0% of coverad charges; then 10066 after Medical Out-of-Pocket Expense Limit s met.
WA GF =L 250 BASE 6




TEAMCARE

A CEMTAAL STATES HEALTH FLAN

PLAN C6 BENEFIT PROFILE

Coverape Period: Baginning on or after 00,/01,/2021

PRESCRIFTION BENERAT

For more information call
BRE-1R3-650 or visit

RETAIL PHARMALY STORE:

25% copayment for short-tenm prescription fils
and mon-mantenance  medications o a
rnandrnurn oopayTent of 5200 per prescr ption.

MAINTENANCE CHOICE / MAR SERVICE PHARMALY:

2% copayment o @ madmum copeyment of 5200 per
prescripion for & 90-day  supply of medication. Under
Maintenance Choice, Member can receive a 90-day supply of

miedication at a local WS phanmacy store.
After the second fill of the same prescription, long-term maintenance medications must be filed through Maintenance
Choice of CvSCaremark Mall Sendce Pharmacy or be subject 1o a S0% co-payment if filed through the Retal
Phanmacy Program. On both Retal and Mail Order, if a generic equivalent is available, the Member ust take the

generic or be responsible for the cost difference plus any copayrment and the per prescrigtion masimum does not apphy.
Plan Deductible does not apply. The Medical Out-of-Pocket Expense Lirnit does not apphy.

TeamCare does not cover drugs or medidnes on a formulany exclusion list compiled by 005/ Caremark. The formulary
exclusion list is available at MyTeamCane.ong or by cortacting O/ Carermark.

DEMTAL BENEFITS Annual Dental Masdimum 52,500 * TeamCare offers a voluntary network through
¥ Annual Dertal Deductivle hone Hurnana Dental that provides

‘ou ey use any dental provider for services
without an  out-ofnetwork  penalty. F'm“‘eaﬂm“m Lo discounts and protection from balance biling —
However, TeamCane does offer @ woluntary ﬂa@'ﬂiﬂé End;?ttrm w streaching the Annual Dental Maximum further.
dental network through TeamCareDental Mnﬂ tluralrn.ll and F" a'tln ) 1008 Emnﬂam,mlmmau.tu

v humanadentalnetvwori.oom.

The Dental Plan Benefit madimaums are per Girthadonti: m”r‘;'ﬂ':‘ Child]  10F:
person per colendar year. (ChifAcht Chil) 2,500 Liletime Masimum

* Arinuan! Dental hexirmm doss nol apply to dhildren under oge 19

VISION BEMEFITS TeamCareVision is a volurtany vision network offered through Eyeled Vision Care:

Routine Eye Exam 510 copayment
You can Lse any vision provider for sarvices. Frames S0 copayment up to 5150 allwance
However, TearmCane does offer a woluntary Lenses (per pair) S0 copayment

vision network through the TearmCarevison
peogram.

Contads (in beu of glasses) S0 copayment up to 5120 allowance
For adirectony of Eyeled providers in the Select network, cll BeE-72 340514 or wisit eyemed. omm.
For non-Eye Med providers, the masimum reimibursement for Vision Plan Benefits i

Wision Plan Benefits do not have an out-of-

network penalty but there & a maxirmum Routine Eye Exam S5000* Plan Deductible does not apply.
reimbursement per servce as indicated. Frames 7500
Lenses (per pair) S50.00 *  Routine Epe Exam charges from  nov-
The Viion Plan Benefits are payable once Bi-Focal Lenses (per pair S50.00 Eyened providers for Covered Dependsnts
every 12 months. Tri-Focal Lenses [per pair) 55000 undier pge 19 wall be subjedt to Regsonabie
Lenticular Lenses (per pair) S60.00 and Customary ollowonces and paid af
Cortads (in lieu of gasses) SE0.00 a0

Benefit provides 300 per week for the first 10 weeks and 5350 per week for the next 16 weeks (masmum of 26
weeks); and includes continued coverage while on Short-Term Disability.

SHORT-TERM DISABILITY BEMEFITS

Mermber Death 540000
Aridental Death 540,000
Spouse Death * 54,000 *  Dependent Life insurance Benefits ave only
(Child/aduit Child Death * 42,000 payabie on Covensd Dependents.
Total Permanent Disabiity 516,000
ianer of Premium)

Inthe event of a Member's death, the TeamCare Family Protection Benefit provides a maximum of five years of
free TeamCare PPO coverage for the Covered Spouse and Dependents provided that during the two-year period
prior to death, TeamCare providers were wed exclusively for all non-emengency care. Please refer to the
TearmCare Summary Plan Description for further information.

WyTeamCare.org or S00-TEAMCARE For further benefit information, visit our website at MyTeamCare.ong or call CustornenCare at BOO-TEAMOARE
(832-6227).

If there is o discrepancy between the Plan Benefit Profile end Plan Docurnent, the Plan Document will be the controlling document in determining the benefit.
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