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CHANGE OF ELIGIBILITY RULES

The Trustees may, in their discretion, amend the Eligibility Provisions

at any time; however, the Trustees shall make no change which, in their
sole opinion, would render the Fund actuarially unsound.

ELIGIBLE EMPLOYEES

. Dollar
l’

Classes for Eligible Employees Bank? HRA?
IBEW Members working under a Collective Bargaining Agreement
(Inside, Outside, Residential, Teledata, CW or CE). Yes Yes
IBEW Memebers working under a Collective Bargaining
Agreement* (Manufacturing or Utility) Varies Yes
IBEW Members employed by the IBEW or affiliated JATC*
(Business Manager, Business Agent, Organizer or JATC Instructor) Yes Yes

Alumni IBEW Members employed by an affiliated NECA Chapter,
a trade council affiliated with the IBEW or labor related govemn- Yes Yes
mental agency™

Non-IBEW Members employed by a Local Union, Contributing
Employer, affiliated JATC, IBEW Federal Credidt Union, or affili- No Yes
ated NECA Chapter™

Non-IBEW or IBEW Members employed by a Contributing
Employer who are owners (sole proprietor), or 5% or greater No NoO****
shareholders in an S-Corporation, Partnership or Limited Liability
Company™*

*Hourly or monthly contribution rate, along with Dollar Bank eligibility, will be
specified in the participation agreement. No contributions will be accepted prior
to the date the Board of Trustees approves a written participation agreement.

**Hourly contribution rate will be the same as the member’s home Local Union.
A written participation agreement must be signed and approved by the Board of
Trustees before contributions will be accepted.

**Monthly contribution rate and eligibility rules as herein after defined in “Salary
Employees Qualifying Schedule.” No contributions will be accepted prior to the
date the Board of Trustees approves a written participation agreement. An IBEW
Federal Credit Union will be accepted for participation only if membership in the
Credit Union is restricted to IBEW members associated with that Local Union.

***|IRS Regulations prohibit certain “owners” from participating in Health
Reimbursement Accounts. The applicable participation agreement will establish
the monthly contribution rate for such individuals.

ACTIVE PARTICIPANT ELIGIBILITY PROVISIONS
Contributions from Employers for each hour worked and reported will be
credited to an individual’s Dollar Bank upon receipt of the Employer’s
payment. Credit will only be granted for contributions actually paid to the
Fund on an individual’s behalf.

Participants will be come eligible for benefits following crediting of the
amount determined by the Trustees to the Participant’s Dollar Bank.

11 December 1, 2012



QUALIFYING SCHEDULE

Benefits will be effective on the first day of the Benefit Month if the Dollar Bank
balance on the first day of the preceding month, the Eligibility Determination
Date, is the amount determined by the Trustees, or more. For example, if con-
tributions for a new Participant equal or exceed the amount determined by the
Trustees are received in January, he will be eligible for March, which is the next
Benefit Month following the next Eligibility Determination Date. Below are the
Eligibility Determination Dates and the corresponding Benefit Months.

ELIGIBILITY DETERMINATION DATE BENEFIT MONTH
February

September 1
(@] o) o 1= i I
[\ )VZ=T0 01 o 1Y i PPN
[ Z=Tot=T0 0] o 1= i I

A Participant’s eligibility will continue on a month-by-month basis in accordance
with the schedule above. For each Benefit Month of eligibility, the Participant’s
Dollar Bank balance will be reduced by the amount determined by the Trustees.
If a Participant’s Dollar Bank balance is less than the required amount on an
Eligibility Determination Date, a self-payment notice for the difference between
the required amount and the Dollar Bank balance will be sent.

An ineligible member will be entitled to make a self-contribution to purchase
coverage if the balance in his Dollar Bank is at least 40 times the current preva-
lent hourly contribution rate. If the member does not make the required self-
contribution, the balance in his Dollar Bank is carried forward. Upon receipt of
an additional contribution to the Dollar Bank, the member would be offered the
opportunity to make a self-contribution for the difference between the required
monthly amount determined by the Trustees and the balance in his Dollar Bank.

The balance in the Dollar Bank is “rolled-forward” until the earlier of 1) the month
the member makes the required self-contribution to purchase coverage, 2) the
month the Dollar Bank balance reaches the required minimum amount as deter-
mined by the Trustees for coverage without self-contribution and coverage is
provided without self-payment or 3) the date twelve months elapse from the last
Dollar Bank activity.

[If the balance in an ineligible member’s Dollar Bank on any Eligibility Determination
Date is less than 40 times the prevalent hourly rate, the balance in his Dollar Bank
is carried forward.]

1.2 NOVEMBER 1, 2004



If an Eligibility Determination Date falls on a weekend or a holiday,
eligibility for benefits will be determined on the next business day.

All Employer contributions received on a Participant’s behalf will be cred-
ited to his Dollar Bank, subject to a maximum accumulation of $8,500.
This maximum accumulation will be applied after the determination of
eligibility at any Eligibility Determination Date.

The Trustees reserve the right to modify the amount required to purchase
coverage from the Dollar Bank based upon advice of the Fund’s profes-
sional advisors and to make any change in the required amount effective
when deemed necessary.

NOTES:

INORDERTOELECTCONTINUED COVERAGEUNDERTHE
REGULAR SELF-PAYMENT PROGRAM, A PARTICIPANT
MUST REJECT THE COBRA CONTINUANCE OPTION IN
WRITING.

A notice advising of the payment amount due will be sent to the partici-
pant. This notice will advise the date payment is due.

Failure to make the required payment when due will result in termination
of coverage. Late payments will not be accepted. Once coverage ter-
minates reinstatement is only possible by requalifying as an active partici-
pant.

The Fund has entered into reciprocal agreements permitting transfer of con-
tributions earned in the jurisdiction of another fund. Contributions received
from reciprocal funds will be posted in the month received. It is the partici-
pant’s responsibility to request and execute the required authorization form
for transfer of contribution and to contact the other fund in the event contribu-
tions are not transferred on a timely basis. Questions concerning reciprocal
agreements should be directed to the Administration Office.

The participant is responsible for advising the Administration Office
of changes of address, beneficiary or dependents.

1.3 MAY 1, 2010



SELF-PAYMENT PROVISIONS
FOR ACTIVE PARTICIPANTS

1. A covered participant who has a Dollar Bank balance on an Eligibility
Determination Date but does not have a sufficient balance in his/her
Dollar Bank to purchase a month’s coverage may make a payment to
continue coverage equal to the difference between the required amount
and the balance in his/her Dollar Bank. There is no limit to the number of
months of coverage a participant may purchase in this manner.

2. A covered participant who has no balance in his/her Dollar Bank on an
Eligibility Determination Date may make a payment to continue coverage
equal to the required monthly amount. A participant may make up to fifteen
(15) consecutive payments to purchase coverage in this manner. An addi-
tional three (3) months of coverage may be purchased under the COBRA
Benefits Continuation Provisions described on pages 1.9 through 1.11. The
total number of consecutive months allowed under this Self-Payment and
COBRA Benefit Continuation Provisions is eighteen (18).

If a covered participant has appealed the denial of Social Security
Disability benefits and in the interim the maximum period of full self-
contribution described above has expired, upon submission of proof
of appeal of that denial to Social Security Administration (in the form of
documentation from the attorney representing the participant) the partici-
pant will be entitled to make self-contributions for an additional period of
six (6) months. Additional six (6) month extensions may be granted upon
submission of status reports from the participant’s attorney.

Any covered participant who has exhausted the maximum period of full
self-contribution while unable to work due to an occupational injury may
continue to make self-contributions for additional six (6) month incre-
ments until he/she is able to regain eligibility through active employment.
The participant must submit a written request for the additional periods
of coverage and provide evidence of an occupational injury recognized
by a state Workers’ Compensation agency, as well as any other evidence
requested by the administrator. Once the participant is released to return
to work he must sign his Local Union’s referral book and actively seek
employment with a contributing employer.

3. A covered participant who becomes totally and permanently dis-
abled, as evidenced by receipt of a Social Security Disability Award or
a Worker’s Compensation Total and Permanent Disability Award, while
eligible for benefits may make a payment to continue coverage equal to
the required monthly amount. A participant may continue to purchase
coverage in this manner until the Participant either recovers and is able to
return to work or until the participant retires under a qualified pension plan.

1.4 JULY 1, 2012



Reduced Benefit Plan Self-Payment Election Option

A covered participant who has no balance in his/her Dollar Bank on
an Eligibility Determination Date will be permitted to select the Flexible
Choice benefit program in lieu of continuation of the benefits provided by
this plan (Building Trades benefit plan), either through self contribution or
COBRA. In making this election the participant will be required to reject
continuation of the Building Trades benefit plan in writing.

Once the Flexible Choice plan is selected:

1. Contributions received from employer(s) will be applied to the
participant’s Dollar Bank and will not be available to reduce the
self contribution required for the Flexible Choice plan nor be used
to allow reinstatement of the Building Trades benefit plan through
self-contribution.

2. The participant will not be allowed to reinstate the coverage for-
merly available under the Building Trades benefit plan until such
time as the balance in his/her Dollar Bank equals the amount
necessary to purchase coverage under the Building Trades benefit
plan for one month. (i.e. Contributions received will continue to
roll-forward until such time as the amount is sufficient to purchase
a months’ coverage.)

The self contribution amount payable by the participant for the Flexible
Choice benefit program will be that required of participants in that Class
FR. This amount will not include any allocation to the participant’s HRA
account.

The maximum period of full self-contribution remains fifteen consecu-
tive months. Following the expiration of this fifteen month period, the
participant will be permitted three additional months of coverage under
the COBRA continuation provisions.

Calendar year deductible and out-of-pocket amounts applied while
covered under the Building Trades benefit plan will be credited to satisfy
the calendar year deductible and out-of-pocket amounts of the Flexible
Choice plan. Likewise, if a participant would requalify for the Building
Trades benefit plan during a calendar year, amounts applied to the
deductible and out-of-pocket maximum under the Flexible Choice plan
would also apply to the Building Trades benefit plan.

1.4A JANUARY 1, 2012






FOR RETIRED PARTICIPANTS

1. A disabled participant who retired under a qualified pension plan may
continue eligibility for benefits through self-contribution for him or herself
and all eligible dependents.

2. A covered participant who (a) retires from the industry under a quali-
fied pension plan; (b) is at least age fifty-seven and one-half (57 1/2);
(c) has been eligible for benefits for at least forty-eight (48) of the most
recent sixty (60) months or for ninety-six (96) of the most recent one-
hundred and twenty (120) months and (d) is eligible for Plan benefits at
the time of retirement may make a payment to continue coverage for him
or herself and all eligible dependents in the amount determined by the
Trustees as appropriate.

3. A covered non-Medicare dependent of a deceased participant or a
retiree who becomes eligible for Medicare may purchase coverage. The
amount required is established by the Trustees from time to time.

4. When you retire and become eligible for Medicare due to age and
have maintained eligibility through the Fund from your retirement (and
for forty-eight (48) of the sixty (60) Benefit Months or for ninety-six (96)
of the most recent one-hundred and twenty (120) months immediately
preceding retirement, if you were eligible for Medicare at retirement), you
will be eligible to purchase the Supplemental Medicare Retiree Benefit
Plan F for yourself and your spouse, provided you and your spouse are
covered under Medicare Hospital and Medical Benefits (Parts A & B). All
claims, along with your Medicare Explanation of Benefits Statements and
completed Claim Form, should be submitted directly to the administra-
tion address listed on the Claim Form from the Insurance Company. All
premiums for the policy will be billed by the Fund. Information including
your policy, I.D. Cards, and Claim Forms will be provided after enrollment.

Prescription drug coverage will be provided by the Fund subject to the
copayment factors described in the Prescription Drug Benefit.

Disabled participants entitled to Medicare will also be permitted to pur-
chase Plan F benefits to supplement Medicare and coverage for pre-
scription drug expenses. These benefits are administered by the Fund
and the Prescription Benefit Manager, SAV-RX.

NOTES:

1. A notice of the required self-contribution amount will be sent from the
Fund Office monthly. A due date for receipt of the self-contributions will
be provided. LATE SELF-CONTRIBUTIONS WILL NOT BE ACCEPTED.

2. Weekly Disability Benefits are not provided to retired participants.
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3. Life Insurance, Accidental Death and Dismemberment Benefits,
Vision Benefits and Dental Benefits are not provided to retirees with
Medicare supplement benefits.

4. The Trustees reserve the right to terminate the continuance of eligi-
bility for a class of retirees at their discretion. In addition, coverage for
retirees and dependents under the Fund will terminate:

a. the date the Fund is terminated;

b. the date the retiree requalifies as an active participant;

c. the date the ending the last period for which the required

self-contribution is paid;

d. the date the spouse of a deceased participant remarries;

e. forretirees or spouses with Medicare benefits, the date coverage
under both Part A (hospital) and B (medical) of Medicare ends; or
for withdrawal of a participating Local Union effective on or after
September 1, 2004, the benefit eligibility for retired and other
non-active participants will terminate on the last day of the
month for which contributions are required to the Fund under
the terms of the applicable Collective Bargaining Agreement.

-+

5. Direct (debit) payment of self-contributions is available to permit you
to pay your self-contribution directly from your checking or savings
account. If you elect this option, your bank account will be debited for
the payment and you will no longer have to issue a check. The required
amount will be deducted from your account on the 15th day of each
month and will continue until you notify the Fund, in writing, that you wish
to terminate the authorization.

When there is a change to the self-contribution amount, you will be
provided at least thirty (30) days notice of the new amount that will be
deducted. It will not be necessary to complete a new authorization form
when the amount to be deducted monthly is changed.

Contact the Fund Administration Office to secure the necessary form for
completion.

1.6 APRIL 1, 2005



RETIREE SUSPENSION/REINSTATEMENT
OF BENEFIT ELIGIBILITY PROVISIONS

A retiree has the option to waive (decline) Fund coverage for both himself/
herself and his/her spouse if he/she is covered as a dependent under his/
her spouse’s plan. Proof of the coverage under the spouse’s employer-
sponsored group health plan is required and the retiree and spouse would
be required to complete and sign an Election to Decline Coverage form.

The retiree would then be permitted to reinstate coverage at a later date
upon certain conditions. The conditions which would allow reenroliment
for the retiree and spouse are:

1. The other employer-sponsored group health coverage ends;
2. The retiree acquires a dependent; or

3. The retiree becomes entitled to Medicare benefits due to age or
disability.

Likewise, if the spouse of the retiree is covered under a separate
employer-sponsored group health plan, the retiree can elect coverage
on his/her behalf only through the Fund and the spouse is permitted to
defer Fund coverage until the spouse’s employer-sponsored group health
coverage terminates. The spouse must reinstate coverage through the
Fund immediately upon termination of the separate employer-sponsored
group health coverage.

Reinstatement of Fund coverage must, for the retiree, be effective no
later than the date the retiree becomes entitled to Medicare benefits or,
for the spouse, be effective no later than the date the spouse becomes
entitled to Medicare benefits.

Failure of the retiree and/or spouse to reinstate coverage through
the Fund within thirty (30) days of the earliest of the reinstatement
conditions detailed above will result in the permanent termination of
eligibility and reinstatement of coverage will not be permitted at a
later date.

A retiree and/or spouse will be provided only one opportunity to waive
Fund coverage and request reinstatement of Fund coverage. Once
Fund coverage has been reinstated under the terms of this provision, a
retiree and/or spouse will not be allowed again to waive coverage with
the option of reinstatement at some future date. The second waiver of
Fund coverage will constitute a permanent termination of participation.

1.7 DECEMBER 1, 2012



SALARIED EMPLOYEES

QUALIFYING SCHEDULE
Payroll Month Benefit Month
If a salaried employee is credited Such employee will
with the required contribution for: be eligible for benefits
for:
JANUANY s February
FEDIUANY ... March
=V o o PSR April
Y o ] PSPPSR PR May
VLY . et e e e e June
JUN e July
JUIY e August
AUGUST e e September
SEPLEMDET . October
(@ o7 o] o 1Y PSRRI November
NOVEMIDE ... e December
DECEMDEN ... January

The contribution for salaried employees is due on the 15th day of
the Payroll Month for coverage in the following Benefit Month.

If a salaried employee becomes ineligible for benefits due to inad-
equate contribution for a Payroll Month, such employee will be permitted
to purchase continuance of benefits in accordance with the provisions
of the Consolidated Omnibus Budget Reconciliation Act (COBRA). It is
the employer’s responsibility to notify the Administration Office of the
termination of employment.

RESERVE BANK
No Dollar Bank credits will be posted for salaried employees.

The Trustees retain the absolute authority to reject any employer
application for participation in the Plan or terminate the participation
of any salaried employee group with or without cause upon thirty
(30) days written notice.

1.8 APRIL 1, 2004



CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT
(COBRA)
Benefits Continuation Provisions

You may elect to continue certain benefits provided by the Plan in the
event your coverage, or that of your dependents, would otherwise terminate.
You may continue your medical, prescription drug, dental, vision, and Life
Insurance benefits. The length of the time for which the benefits elected may
be continued is based upon the qualifying event which would have caused the
loss of benefit eligibility.

1. You may elect to continue benefits for yourself and your eligible
dependents (or your dependents may make the election) for up to
eighteen (18) months from the date your eligibility ends as the result of:
a. termination of employment (other than due to gross misconduct) or
b. you do not earn sufficient credits to qualify for benefits

2. You may elect to continue benefits for an additional eleven (11) month
period beyond the basic eighteen (18) months provided for in 1. above
if you are awarded Social Security Disability Benefits as the result of a
disability which commenced prior to the qualifying event or within sixty
(60) days of the commencement of the COBRA continuance. Proof of
the total disability must be provided to the Fund Office prior to the end
of the basic eighteen (18) month period.

3. Your eligible spouse and/or any eligible dependents may elect to con-
tinue benefits for as long as thirty-six (36) months from the date their
eligibility ends because:

a. you die;

b. you become eligible for Medicare benefits and elect that coverage
as primary;

c. you and your spouse are legally separated or divorced; or

d. a child is no longer eligible as a dependent.

When the qualifying event is the end of employment or reduction of the
participant’s hours of employment and the participant became entitled to
Medicare benefits less than eighteen (18) months before the qualifying event,
COBRA continuation coverage for qualified beneficiaries other than the par-
ticipant lasts until thirty-six (36) months after the date of Medicare entitiement.
For example, if a covered participant becomes entitled to Medicare eight (8)
months before the date on which his eligibility lapses, COBRA continuation
coverage for his spouse and children can last up to thirty-six (36) months after
the date of Medicare entitlement, which is equal to twenty-eight (28) months
after the date of the qualifying event (36 months minus 8 months).

You are responsible for notifying the Fund Office in writing when medical
benefits end in accordance with 3(b), 3(c), 3(d) above. This notice must be
received by the Fund Office within sixty (60) days after the divorce, legal sepa-
ration, or dependent’s loss of eligibility. You will need to provide a copy of any
court order, birth certificate, or other information the Plan may deem relevant.
Additionally, if you are already receiving COBRA continuation coverage, you
must notify the Fund Office, in writing, of any qualifying event that may extend
your COBRA eligibility period.

1.9 APRIL 1, 2005



If your family experiences another qualifying event while receiving eigh-
teen (18) months of COBRA continuation coverage, the spouse and depen-
dent children in your family can get up to (18) additional months of COBRA
continuation coverage, for a maximum of thirty-six (36) months, if notice of
the second qualifying event is properly given to the Plan. This extension may
be available to the spouse and any dependent children receiving continua-
tion coverage if the participant or former participant dies, becomes entitled
to Medicare benefits (under Part A, Part B or both), gets divorced or legally
separated or if the dependent child stops being eligible under the Plan as
a dependent child, but only if the event would have caused the spouse or
dependent child to lose coverage under the Plan had the first qualifying event
not occurred

Upon recognition of the occurrence of a qualifying event, the Fund Office
will send you and your spouse a notice describing your rights to purchase
continued benefits. (The notice will be sent to a former dependent if the
qualifying event resulted in the loss of dependent eligibility.) You or your
dependents have sixty (60) days to return the written application for COBRA
continuation coverage. This sixty (60) day period begins the latter of:

a. the date benefits would otherwise end (the last day of the Benefit

Month) or

b. the date the notice is received. (If the notice is sent after the last day
of the Benefit Month.)

The required contribution for purchase of the continued coverage must
be paid to the Fund within forty-five (45) days from the date the COBRA
continuation is elected. The notice of your rights to COBRA will provide the
costs associated with the options available. This initial payment must include
the current month’s premium plus any premium due for the months which
have elapsed since the end of the last Benefit Quarter for which you or your
dependents were eligible. Subsequent payments are due monthly on the first
day of the month. A thirty (30) day grace period is granted for payment of the
amount due.

The COBRA continuance will end at the earliest of the following to occur:

a. the date the Fund ceases to provide any group health plan;

b. the last day of the month through which you or your dependent have
paid the required premium;

c. the date the individual becomes covered under any other group ben-
efit plan which does not contain a pre-existing conditions clause or
such clause is not applicable to the individual due to the absence of
a pre-existing condition; (A plan’s pre-existing conditions limitation
period will be reduced for each month that you or your dependents
had continuous health coverage (including COBRA) with no break
in coverage greater than sixty-three (63) days. When your coverage
ends you will receive certification of the duration of your coverage.
This provision applies to each individual with COBRA coverage.)

d. the date you again become eligible for benefits as the result of contri-
butions credited;

e. the date the individual becomes covered for benefits under Medicare;
or

f. the end of the maximum periods described in paragraphs 1., 2. or 3.
above.
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NOTES:

1.

Continued coverage begins after the expiration of previously
earned eligibility. You cannot purchase double coverage for the
same period of time.

You or your dependents are not permitted to continue COBRA if
you and/or they become eligible for other group coverage on or
after the date the COBRA coverage becomes effective.

In the event more than one continuation provision applies, the
periods of continued coverage will run concurrently.

. The continuation of eligibility through self-contribution as

described on page 1.4 will be counted to reduce the maximum
eighteen (18) month continuation period described above.

The continuation of eligibility at no cost for the surviving depen-
dents of an active participant who dies while eligible for benefits
will be counted to reduce the maximum thirty-six (36) month con-
tinuation period described above.

You, or your dependents, WILL NOT receive monthly reminder
notices concerning payment of the required premium to keep
coverage in effect. It is the responsibility of the covered individu-
als to pay the premium when due.

The COBRA premium amount due to purchase continued cover-
age WILL NOT be affected by contributions made to the Fund by
your employer.

It is important all addresses for participants and dependents be
kept up to date. In the event the Fund Office does not have a valid
address on file, you may jeopardize your right, or a dependent’s
right, to elect continuation coverage.

This is not a complete description of your COBRA rights. For
more information contact the Fund Office at 888-466-9094, or
consult the Department of Labor website at www.dol.gov/ebsa.

BENEFIT CREDIT BANK PROVISIONS

Introduction

A new apprentice or a newly organized employee will be permitted to
request a deposit to a Benefit Credit Bank upon employment in the
industry under a Collective Bargaining Agreement associated with his/her

Local

Union. The purpose of the deposit to the Benefit Credit Bank is to

purchase initial eligibility for benefits through the Fund.

In order to participate in this program, the individual must:

1.11 APRIL 1, 2004



1. Have never been eligible under the Fund;
2. Be associated with a Local Union affiliated with the Fund;

3. Begin working or be available for work under a Collective Bargaining
Agreement covering members of the Local Union to which the individual
belongs; and

4. Complete and execute an agreement providing for the repayment of
the credit extended from contributions posted to the individual’s Dollar
Bank as the result of covered employment.

The amount of the deposit to the Benefit Credit Bank will be equal to the
amount required to purchase coverage through the Fund for three (3) months.

Administration

Upon receipt of the executed agreement from the individual’s Local
Union, two accounts would be created. The first is the Benefit Credit
Bank, which would receive the initial deposit, and the second is the Dollar
Bank for the deposit of employer contributions. An amount equal to the
cost to purchase one months’ coverage would immediately be trans-
ferred from the individual’s Benefit Credit Bank to the individual’s Dollar
Bank to purchase coverage for the next calendar month.

On the first day of the month (Eligibility Determination Date) following the
employment date a second transfer from the Benefit Credit Bank to the
Dollar Bank equal to the cost of one months’ coverage will occur. The
Dollar Bank will then be charged the required amount to purchase cov-
erage for the ensuing Benefit Month, in accordance with the qualifying
schedule applicable to active employees.

If sufficient contributions are not received during the month following
the month of employment, a third transfer from the Benefit Credit Bank
to the Dollar Bank will occur. The amount will be equal to the difference
between the balance in the Dollar Bank and the amount on the Eligibility
Determination Date to purchase a month of coverage.

This procedure will continue until the individual exhausts the balance in
the Benefit Credit Bank or until the individual earns sufficient contribu-
tions to qualify for coverage without further transfers from the Benefit
Credit Bank to the Dollar Bank. Transfers from the Benefit Credit Bank to
the Dollar Bank will no longer be possible once repayment of the Benefit
Credit Bank begins. (A self-payment notice will be provided any time the
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balance in the Dollar Bank is not sufficient.)

Repayment of Initial Deposit

Transfers from the Benefit Credit Bank will be recouped from the indi-
vidual’s Dollar Bank as follows:

1. If on any Eligibility Determination Date, after the deduction for the ensu-
ing Benefit month, there is a balance in the individual’s Dollar Bank, that
balance will be transferred from the Dollar Bank to the Benefit Credit Bank.
2. Excess balances will be transferred in such a manner each month (as
described in 1. above) until the value of the Benefit Credit Bank equals
the beginning balance, i.e. an amount equal to the cost of coverage for
three (3) months.

3. If the Benefit Credit Bank is not completely replenished by the second
anniversary of the date the individual’s Benefit Credit Bank was created,
all deposits to the individual’s Dollar Bank from that second anniversary
forward will be transferred to the Benefit Credit Bank until the beginning
balance in the Benefit Credit Bank is repaid. (In this situation the individual
will be required to make self-payments to continue eligibility for Fund
benefits.)

AMENDMENT OR TERMINATION
THE TRUSTEES RESERVE THE RIGHT TO MODIFY THE
TERMS OF THIS PROGRAM AT ANY TIME AS NECESSARY OR
TO TERMINATE THIS PROGRAM WITHOUT PRIOR NOTICE. THE
TRUSTEES MAY ALSO USE AND/OR MODIFY THIS PROGRAM TO
FACILITATE THE ADDITION OF ANY UNION THAT WISHES TO HAVE
ITS MEMBERS PARTICIPATE IN THE FUND.

REINSTATEMENT OF ELIGIBILITY
Generally, eligibility for benefits ceases on the date you enter full-
time service in the Armed Forces. The Fund will reinstate your benefits
without waiting period or initial eligibility periods or other exclusions,
upon your reemployment with any employer under this Fund.

The Fund will provide you with the ability to retain coverage in the
Fund during the time you are in qualified military service. If you are in
qualified military service for less than thirty-one (31) days, the cost of
continuation coverage will be the responsibility of the Fund, provided
you meet the conditions for reemployment. If you are in qualified military
service for more than thirty-one (31) days, the cost of continuation cover-
age will be your responsibility.
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If you are in qualified military service for more than thirty-one (31)
days, you will be entitled to continue coverage for a maximum period of
twenty-four (24) months. See the COBRA coverage section of this book-
let for a full explanation of how and when these circumstances may apply
to your medical coverage.

If you served more than thirty-one (31) days, your coverage will be
reinstated on your reemployment with any Employer under this Fund if
you apply for reemployment within fourteen (14) days after honorable
discharge. Coverage for the first three (3) months following discharge
from active duty and reemployment with a contributing Employer will be
provided at no cost to you.

Any questions about the effect of military service on your eligibility
should be addressed to the Benefit Administration Office.

EFFECTIVE DATE OF BENEFITS
Benefits with respect to you and your eligible dependents will
become effective on the date you become eligible for benefits in accor-
dance with the Qualifying Schedule.

DISCONTINUANCE OF BENEFITS
Your coverage under each type of benefit will cease on the earliest
to occur of the following dates:

1. The date the Plan is discontinued;

2. The date you are no longer eligible for the type of benefit either
because of an amendment to the Plan or because you have
become a member of an ineligible group of employees;

3. The date that any required contribution on your part is due and

unpaid;

The date you enter the Armed Forces on full-time active duty; or

5. The date a group of participants elect to withdraw from the Fund
by amending the applicable Collective Bargaining Agreement to
terminate contributions from the signatory employers. No benefits
will be provided on behalf of participants who would otherwise be
eligible for benefits for claim expenses incurred more than ninety
(90) days after the end of the work month for which contributions
were last required to be paid.

s

Your benefits with respect to any individual dependent will not be
continued beyond the date he or she no longer meets the definition of
“dependent” in the Definitions Section of this booklet, except as pro-
vided in the next paragraphs.
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A. Incapacitated Children - If you covered dependent child is mentally
or physically incapable of earning a living upon attaining the limiting age
for covered children, you may continued dependent benefits for the child
during such incapacity, provided that (a) proof of such incapacity and
its continuance is given to the Plan within thirty-one days after the child
attains the limiting age and whenever thereafter required by the Plan, (b)
the Plan may have the child examined by designated doctors from time
to time, but no more often than once a year after the second year of
continuance under this paragraph and (c) no dependent benefits will be
continued beyond the cessation date of such coverage as provided in the
first paragraph of this Discontinuance of Benefits Section.

B. Surviving Spouse and Children - If your death should occur while eli-
gible, benefits for your eligible dependents will continue without payment
until the end of the Benefit Month during which the second anniversary of
your death falls or until your spouse’s remarriage, whichever occurs first.
This survivor benefits continuance applies only to active participants and
covers dependents covered on the date of death and any of your then
unborn children when they meet the definition of “dependents” herein. An
individual dependent’s coverage under this survivor benefit continuance
will cease at the end of the Benefit Month described above, when the
individual no longer meets the definition of a “dependent”, or when he or
she becomes eligible for Medicare, whichever occurs first.

C. Qualified Medical Child Support Orders - In certain circumstances
a court may order a non-custodial parent to provide health care cover-
age on behalf of his/her child. This is accomplished through the use of
qualified medical child support order (QMCSO). The Plan has adopted
procedures to determine whether a medical child support order meets
all of the elements required by law. Any participant or beneficiary may
obtain, without charge, a copy of the procedures by contacting the
Benefit Administration Office.
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SELF-FUNDED SCHEDULE OF BENEFITS

Weekly Disability Benefit.............ccccevvvevenennnn. $250 for 26 weeks maximum*
Accident Benefit...........ccooeiiiiiiii i $300

Comprehensive Major Medical Benefit
1. Calendar Year Deductible
a. In-Network Provider Charges
Per INAiVIAUAL ......cvecveeeieieceeeeeeeee e $350
o O = o 1 S $1,050
b. Out-of-Network Provider Charges
Per Individual
Per Family......ceeiiieeeee e
(Charges applied to the in-network deductible will also apply to the out-of-
network deductible and vice versa)
2. Plan Payment Factors
a. For all covered charges:
In-Network Charges and All Emergency Care........ccccoeevcverneene 80%
Out-of-Network Charges........cuvveeeeiieeiiee e 60%
(Charges for chiropractic manipulations and treatments are subject
to a maximum benefit of $500 per calendar year per individual.)

3. Family Calendar Year Out-Of-Pocket Maximums**
IN-NEtWOrk Charges .......cccevuveeeeeeeiieeeeesee st e e e e $3,750
Out-0f-Network Charges.........cceeveeeeeeveeeeeeeeeerece e erese s $7,500

(The Out-Of-Pocket Maximum includes the deductible expense and amounts
applied to the in-network out-of-pocket maximum will also apply to the
out-of-network out-of-pocket maximum, and vice versa.)

4. Maximum Benefits Per Individual
Lifetime benefit for attendance of a registered graduate nurse in the

INAIVIAUAES NOMIE...ee ettt et eee e reeeean $50,000

5. Organ Transplant Benefit (Blue Distinction Centers for Transplants (BDCT)
Program)

a. In Network (BDCT faCility) .....ccceverueeeeseeereiee e 100%

[The calendar year deductible does not apply to this benefit. This
benefit includes a $10,000 allowance for transportation and lodging
prior to, during and after the transplant procedure for the patient
and one family member or companion.]

b. Out-Of-Network (non-BDCT facility) ......cceeeeeiiureereeennes Not Covered

* Offset by Social Security Disability and Pension Disability monthly benefits

** For non-Medicare retirees and spouses, the Calendar Year Out-Of-Pocket Maximums
are $2,000 per person for In-Network charges and $4,000 per person for Out-Of-Network
charges.
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Prescription Drug Benefit
Co-Payments Factors (amount you pay per fill)
a. Retail Pharmacy

i. GENEriC DIUQ.....ceeieeeeneeeeeseeee e 10% (minimum $10
maximum $100)

ii. Formulary Brand .......cccceeeveeienceneneeseeene 20% (minimum $15
Name Drug maximum $100)

iii. NON-FOrmMUIArY .......cccceeeveeireeirecreecreereeeveeneenn 30% (minimum $30
Brand Name Drug maximum $100)

Mail Service Program Co-Pay Amounts

I. GENEHIC DIUG. ... iivieiieeii e e $15

ii. Formulary (preferred) Brand Drug................. 20% (minimum $40

................................................................................ maximum $200)
iii. Non-Formulary (non-preferred) Brand Drug....30% (minimum $60
................................................................................ maximum $200)
Preventive Care Benefit.............. 100% of the stated benefit amount in the description
of benefits and 80% of the balance, for the services of an In-Network provider.
Smoking Cessation Program................ncnnenesesesssssessesssssesesssssesees 100%
Quit For Life® interventions per individual’s lifetime.........ooororeorncecneenecneceees 5
[Participants and Dependents will be entitled to telephone and on-line
support, and one course of a predetermined dosage of non-prescription
Nicotine Replacement Therapy upon recommendation of a Quit Coach.
Prescription smoking cessation products will be subject to the co-pay-

ments and limitations outlines in the Schedule of Benefits.]

Outpatient Laboratory Services Benefit

IN-NEIWOIK PrOVIAEN ......eeeeeeeeeeee e e e s s sssneees 100%
(Not subject to calendar year deductible.)
OUL-Of-NEIWOIK PrOVIAET ......eeeeeeeeeeeeeee e sens 60%

(Subject to calendar year deductible.)
(Laboratory services received when confined in a hospital are treated the same
as any other hospital expenses.)

ViSION EX@M ccoiiiiiiiencnnninssssssnnnsssssssssssssssssssssssssssssnssnsssssssssssnsssssnnnsnsssssnnnnsssnssnan
One per calendar year
[Participants will be entitled to discount pricing for lenses, includ-
ing contact lenses, and frames under the contract between the
Fund and National Vision Administrators.]
Dental Benefit
1. Deductible Per Calendar Year

A. Preventive ... None
b. Other
[T ==Y [ Ve [1ViTo L8 = PR $75
i, Per Family ..o $225
2. Payment Factors
Q. PreVENTIVE ... 100%
D. Other SEIVICES .....oevetecee e 75%
3. Calendar Year Maximum Per Individual
P2 [ I V=Y Yo TR $900**
(O T O U o i V1= £ Yo T R $750**

** The Calendar Year Maximum does not apply to pediatric oral services
provided to dependent children less than age 18.

Refer to the following pages for additional information concerning these benefits.
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GENERAL PROVISIONS

The following General Provisions are applicable to all of the Health
Benefits described in this section which provide reimbursement of
expenses for medical care or treatment. Until such time as regula-
tions are issued by the appropriate federal agencies, the Plan will
use good faith efforts to define and interpret the term “essential
health benefits” in a reasonable and consistent manner to comply
with the restrictions against lifetime and annual limits under the fed-
eral health care reform law (Patient Protection and Affordable Care
Act of 2010).

PRE-EXISTING CONDITION LIMITATION

PRE-EXISTING CONDITION-is an injury or iliness, including a pregnan-
cy, for which you or your dependent receives medical care, advice, diagnosis
or treatment, including the prescribing of prescription drugs, or for which a
diagnosis was made in the six (6) month period prior to the effective date of
your coverage or the effective date of your dependent’s coverage. The Plan
will pay up to $2,000 for covered expenses related to a pre-existing condition.
No further benefits will be provided for that pre-existing condition until you or
your dependent have gone six (6) months without treatment of the pre-existing
condition or until you or your dependent have been continuously covered by
the Plan for twelve (12) months.

The Plan’s pre-existing condition limitations do not apply to individuals
who are under 19 years of age. This pre-existing conditions limitation will
apply to all Plan participants and their dependents, subject to the foregoing
age limitation, upon their initial eligibility date for Plan benefits and will reapply
to all Plan participants and dependents upon reinstatement of their eligibility
for Plan benefits following a break of eligibility of more than six (6) consecutive
months.

This pre-existing conditions limitation does not apply to the Life Insurance,
Accidental Death and Dismemberment, Weekly Disability, Vision Care, or
Dental Care Benefits. Further, this provision will not apply to covered maternity
expenses incurred by an employee or spouse or to covered expenses of a
newborn or newly adopted child under age eighteen (18) if enrolled within thirty
(80) days of birth or adoption. This provision will also not apply to individuals
who present a Certificate of Creditable Coverage from a prior plan reflecting
continuous coverage for a minimum of twelve (12) months and a period of less
than sixty-three (63) days separated the termination date of the prior plan’s
coverage and the effective date of coverage under this plan.

HOSPITAL PRE-ADMISSION
CERTIFICATION PROGRAM

MENTAL HEALTH & SUBSTANCE ABUSE TREATMENT
If you do not follow the Pre-Admission Certification Program for

any admission, a penalty of $250 will be applied.
Precertification is a review process where physicians, nurses and/or
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pharmacists work with your physician to determine whether a procedure,
treatment or service is a covered benefit. The precertification process pro-
vides information to your physician on what your benefits will be for a proce-
dure, treatment or service.

The Plan requires precertification for hospital admissions for mental health
and substance abuse treatment. When a request for precertification comes
in from your provider, a nurse evaluates the request using a nationally recog-
nized guidelines to assist with the review. These guidelines are consistent
with sound clinical principals and processes, and have been developed with
involvement from actively practicing health care providers. Nurses determine
which services are covered based on the benefit plan, and using these guide-
lines. When guidelines do not exist, clinical resource tools based on clinical
evidence are used.

Anytime a nurse is unable to approve coverage for clinical reasons; the
case is referred to a physician who considers each case individually. The phy-
sician may speak with your physician to obtain additional information. Your
physician will be notified in writing if a request for precertification cannot be
approved based on the information that received, and your plan benefits.

Your provider or you must call the toll-free number listed on your ID card to
precertify designated services. In an emergency, seek care immediately, then
call your primary care doctor as soon as possible for further assistance and
directions on follow-up care within the number of hours noted on your ID card.

Failure to make contact within seventy-two (72) hours of an emergency
admission will result in application of the $250 penalty described above.

Failure to make contact prior to an elective admission for mental health
and substance abuse treatment will result in application of the $250 penalty
described above.

GENERAL LIMITATIONS

Benefits are not payable for expenses due to any of the following:

1. medical care or treatment given by or in any facility owned or
operated by the Federal Government, unless a charge is made to
the claimant;

2. medical care or treatment given by or in any facility owned or
operated by a State or its political subdivision, unless there is an
unconditional requirement to pay without regard to rights against
others, contractual or otherwise;

3. disease for which you or your dependent are entitled to benefits
under any Workers’ Compensation Law or Act, or an accidental
injury arising out of or in the course of employment;

4. maternity services of any type on or for a dependent child; how-
ever the Plan will pay for Complications of Pregnancy which are
conditions of the dependent pregnant child caused or contributed
to by pregnancy, childbirth, or related medical conditions;

5. any confinement, treatment, care, service or supply which is not
recommended or approved by a Physician, or periods of disability
when not under the regular care of a Physician;

6. bodily injury, disease or sickness caused by any act of war,
whether war is declared or undeclared, any act of international
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10.
11.

12.

13.
14.

15.
16.

17.
18.

19.
. vision therapy, unless treatment is required in treatment of strabis-

21.

armed conflict or any conflict involving the armed forces of any
international body, or insurrection or any military service-connect-
ed injury or sickness;

. treatment or services not deemed by the Plan to be medically

necessary, unless otherwise provided herein;

. treatment or services for a non-accidental, self-inflicted injury or

condition sustained by you or your dependent, unless due to a
physical or mental condition;

. any loss, expense, or charge resulting from participation in a riot or

in the commission of a felony, whether charges are filed or not;

any loss, expense, or charge which the individual is not respon-

sible, in the absence of coverage under this Plan;

any part of the expense for medical services and supplies for

which benefits are payable under any other benefit provision for

the Plan or for which case or service benefits are provided by any

other Group Plan of Medical Care Benefits;

any part of the expense for medical services and supplies which

exceeds the usual and customary charge or fair and reasonable value

of such services and supplies, as determined by the Fund by compar-

ing the charge with charges made to other individuals of similar age

and sex for the same type of illness in the locality where furnished;

dental treatment, except for the necessary repair of natural teeth

as a consequence of an accidental injury;

cosmetic surgery performed on other than a child to correct a

deformity present at birth or other than to repair disfigurement as

the result of an accidental injury;

any loss, expense or charge which results from appetite control or

any treatment of obesity (except for surgery to treat morbid obesity);

any expense or charge for services or supplies which are:

a. not provided in accord with generally accepted medical stan-
dards within the U.S. of America,

b. for experimental treatment,

c. investigative and not proven safe and effective;

any operation or treatment in connection with sex transformations

or treatment of sexual dysfunction that is not organic in nature;

in vitro fertilization, artificial insemination, gamete intra-fallopian

transfer (GIFT) embryo transplant, surrogate parenting, donor

semen, or similar type procedures, all expenses related to any of

the foregoing, and fertility treatments;

reversal of sterilization;

mus, estrophia, or exotrophia;

health examinations, normal eye and ear examinations, and the
purchase of fitting of glasses and hearing aids, except as pro-
vided for herein;
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22.
23.

24.

25.
26.
27.
28.
29.

30.

31.

32.
33.

34.
35.

36.

radial keratotomy, lasik, lasek, or similar surgery;

high dose chemotherapy with autologous transplantation (HDC/ABMT) for
solid type tumors, including, but not limited to, cancerous breast tumors;

personal hygiene and convenience items such as, but not limited to: air
conditioners, air purifiers, whirlpools, swimming pools, humidifiers, de-
humidifiers, allergy-free pillow, blankets or mattress covers, electric heating
units, orthopedic mattresses, exercising equipment, vibratory equipment,
elevators or stair lifts, cliical thermometers, scales, elastic bandages, or wigs,
devices or surgical implantation for simulating natural body contours, breast
pumps, or health club memberships;

contraceptive devices or any other method of contraception, other than cov-
ered surgical sterilization or birth control pills (Prescription Drug Benefit);

telephone consultations, charges for failure to keep a scheduled visit, or
charges for completion of a claim form;
travel and accommodations, even if prescribed by a Physician, unless oth-
erwise noted specified in the Schedule of Benefits;

services rendered to you or your dependent by a member of your immediate
family or anyone residing with you;

physical therapy, or any other type of therapy if either the prognosis or history
of the person receiving the treatment or therapy does not indicate there is a
reasonable chance of improvement;

rental or purchase of any durable medical equipment or other equipment that
is not necessary solely for therapeutic treatment of a single individual’s injury
or sickness;

in-hospital items such as telephones, TV’s, cosmetics, newspapers, maga-
zines, laundry, guest trays, or beds or cots for guests or other family mem-
bers, or any other personal comfort items or items that are not medically
necessary;
educational services and devices;

“over-the-counter” drugs or medicines and drugs or medicines not legally
dispensed by a registered pharmacist or physician according to the written
prescription of a doctor, or more than a 90-day supply of a drug or medicine
obtained at one time.
any transplant services performed at a non-Blue Distinction Centers for
Transplants Program facility; and
the additional costs associated with the following preventable medical
errors; 1) surgery on the wrong patient, 2) surgery on the wrong body part,
3) the performance of the wrong surgical procedure and 4) foreign objects
inadvertently left in a patient following surgery.

The Plan will provide coverage for the screening and evaluation nec-
essary to diagnose an individual with an autism spectrum disorder,
which includes autism disorder, Asperger’s Syndrome, Rett’s Syndrome,
Childhood Disintegrative Disorder and pervasive developemental disorder
not otherwise specified. This coverage will not extend to treatment of the
autism spectrum disorder, regardless of whether the treatment is prescribed
by a physician and provided by qualified providers. The Plan will not cover
Applied Behavioral Analysis, intervention and modifications for the disorders.
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37. psychotherapy, counseling, or other services in connection with marital
problems, developemental disorders, learning disabilities or mental retarda-
tion.

38. hypnotherapy, bio feedback and other forms of self-care or self-help training,
and related diagnostic testing.

39. expenses associated with confinement and services in a halfway house or
group home.

Any additional limitations applicable to specific types of benefits appear in the provi-
sions describing the benefits payable.
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COORDINATION OF BENEFITS PROVISION

The Coordination of Benefits Provision is applied to individuals who
are covered under another Group Plan. When a dependent spouse is also
eligible as an employee, the total amount payable for all benefits (except
Life, Accidental Death & Dismemberment and Weekly Disability Benefits)
shall not exceed the lesser of the Reasonable and Customary charges
for expenses incurred or the total benefits allowable under the benefit
program on behalf of the employee and spouse.

These definitions are provided so that you will have a better under-
standing of this provision.

“Coordination of Benefits “ means if you or your eligible dependent
are covered under more than one Group Plan, the total benefits payable
under such plans for care, services or supplies shall not exceed one
hundred percent (100%) of the total allowable expenses.

“Plan” means any Plan providing benefits or services for or by rea-
son of medical or dental care or treatment if such benefits or services
are provided by (a) group, or blanket coverage; (b) group hospital service
prepayment plans, group medical service prepayment plans, or group
practice; (c) any coverage under labor-management trusteed plans,
union welfare plans, employer organization plans or employee benefit
organization plans, and (d) any coverage under governmental programs
(including Medicare) and any coverage required or provided by any stat-
ute.

The term “Plan” will be considered separately with respect to each
policy, contract or other arrangement for benefits or services and sepa-
rately with respect to any portion of the policy, contract or other arrange-
ment which reserves the right to consider benefits or services of other
Plans in order to determine its benefits and that portion which does not
reserve that right.

“Plan” means the following listed benefits of this summary: All ben-
efits are affected except the Weekly Disability Benefits and Vision Care
Expense Benefits.

“Allowable Expense” means any necessary, reasonable and custom-
ary expense which is covered at least partially under one or more of the
Plans covering the person for whom claim is made.

When a Plan provides benefits in the form of services rather than
cash payments, the reasonable cash value of each service rendered will
be considered both and Allowable Expense and a benefit paid.

“Claim Determination Period” means a calendar year (January 1
through December 31).

The rules for determining which Plan is the primary carrier Plan are
(in order of their application) as follows:

1. A Plan without a Coordination of Benefits clause always pays first.

2. The Plan covering the patient as employee (rather than as depen-

dent) pays first.
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3. The Plan covering a child as dependent of the parent whose birth-
day occurs first during the calendar year pays first.

4. The Plan covering a child as dependent of a male (rather than a
female) employee pays first.

In the case of divorced parents, the following line of benefit determi-
nation is applied:
a. A dependent of the (natural) mother, if the mother has custody.
b. A dependent of the stepfather, if the mother has custody.
c. A dependent of the (natural) father.

5. The Plan covering the patient as an active member, or dependent,
(rather than a retiree or laid-off employee) pays first.

6. The Plan not covering the patient under a COBRA continuance
pays before the Plan with the COBRA continuance.

Medicare benefits will provide secondary coverage for an eligible
active participant entitled to Medicare and for the Medicare eligible
spouse of an eligible active participant.

Except insofar as the above may apply first, when a participant is
covered as employee under two (2) plans, or as dependent under two (2)
plans, the Plan under which the patient has been covered the longer time
pays first. In determining the length of time the individual has been covered
under a given plan, we will consider two (2) successive plans covering a
given group to be one continuous plan so long as the claimant concerned
was eligible for coverage within twenty-four (24) hours after the prior plan
terminated.

If there is a court decree which would otherwise establish financial
responsibility for the health care expenses with respect to the child, the
benefits of a Plan which covers the child as a dependent of the parent with
such financial responsibility shall be determined before the benefits of any
other Plan which covers the child as a dependent child.

In applying the rules for determining which plan is the primary carrier,
the provisions of any plan which would: 1) attempt to shift the status of this
Plan from secondary to primary by excluding from coverage under such
other plan any participant or dependent eligible under this Plan; or 2) limit
the amount or type of coverage available to a participant or dependent as
a result of eligibility under this plan, shall not be considered.

In the event another plan is determined to be primary and such other
plan is either not financially able or refuses to discharge its responsibility,
such action shall not cause this Plan to assume primary status.

In the event an employee or dependent fails or refuses to comply with
the terms and conditions of another plan, thereby resulting in that plan
reducing or denying benefits, this Plan will only provide benefits under the
Coordination of Benefits provision based upon the benefit which the other
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plan would have provided if the employee or dependent had fully and
properly complied with the terms and conditions of the other plan.

The Fund may exchange benefit information with other insurance
companies, organizations and individuals, and has the right to recover
any overpayment made to you if you neglect to report coverage under any
Plan.

In order to obtain all benefits available to you, a claim should be filed
under each Plan.

SUBROGATION, REIMBURSEMENT,
& THIRD PARTY RESPONSIBILITY

Subrogation and Reimbursement allows the Fund to recover the full
value of any benefits (medical, disability, etc.) it pays on behalf of a per-
son covered by this Plan who is injured or suffers an iliness through the
act or omission of another person or persons (herein-after called “third
party or parties”). In such event the Fund is subrogated to all rights of recov-
ery that the covered person may have for injury or illness caused by third
party or parties. The fund’s subrogation/reimbursement rights apply even
though the covered person may not have been “made whole” or fully com-
pensated for his physical, psychological, or financial damages. Additionally,
the subrogation/reimbursement rights apply to any recovery made by the
Participant/Dependent regardless of whether classified as medical/disability,
pain and suffering, etc. The Participant/Dependent has the right to reject
the payment of benefits by the Plan and may choose to attempt to recover
such costs from the third party who caused the illness or injury. However, by
accepting benefits, the covered person shall be deemed to have conclusively
agreed to the terms and conditions set forth in this section. Any recovery,
whether by settlement or judgement, and from any source, including your
own insurance, must be held in trust for the benefit of the Plan. If necessary,
the Plan may file a lien or constructive trust action to enforce its subrogation/
reimbursement rights.

Payment of benefits are also CONDITIONAL upon the covered per-
son’s agreement (including forms required by the Fund to sustain the
operation of this provision) to reimburse the Fund for any benefits paid,
should the covered person recover monies or damages or be compen-
sated for that same injury or iliness, either directly by the third party or
parties or through insurance. And, in such event, the Fund shall have
the right to recover against any source which makes payment, or to be
reimbursed by the covered person who receives benefits from the Fund,
100% of the benefits paid. If the 100% reimbursement provided above
exceeds the amount recovered by the covered person, less attorney fees
incurred by the covered person in obtaining such recovery (the covered
person’s “Net Recovery”), the covered person shall reimburse the Fund
the entire amount of the Net Recovery.
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In addition, the Fund may file a lien for such a return of benefits.

Each covered person shall be deemed to have conclusively agreed
to and accepted the terms and conditions of the Fund when he or she
becomes a covered person.

If (1) the Fund pays benefits on a claim and payments are received
from a third party who is responsible for the expenses incurred and the
recipient of benefits does not repay the Fund as agreed upon under the
Subrogation Provisions, or (2) if the Fund pays benefits based upon mis-
representations and were not otherwise covered under the Plan; then the
Trustees have the right to withhold any future benefits such person may
be entitled to on claims for that person or his/her dependents until the
proper amount has been satisfied.

DEFINITIONS

The words and phrases have the following meanings when used in this
booklet:

Complication of Pregnancy-non-obstetrical treatment of a defin-
able medical condition or disability occurring to the mother during the
pregnancy, delivery, or after termination of pregnancy that is related to
the pregnancy, and that is classified as a medical condition under the
following ICD-9 codes: V23, V28, 630-649.6, 651-677. Complications of
pregnancy does not include common symptoms/discomforts associated
with pregnancy such as spotting, false labor, morning sickness, skin
changes, backache, headache, leg cramps, indigestion, constipation,
hemorrhoids, or the usual lab/ultrasound tests to monitor status and
progression of the pregnancy.

Dependent-The term “dependent” means your spouse provided you
are not legally separated or divorced. Your “dependent” also means your
children: 1) who are considered disabled under the terms of the Plan; or
2) who are less than twenty-six (26) years of age.

The word “children” includes your biological children, your step-chil-
dren and any legally adopted children. Coverage for adopted children
will begin when the child is initially placed in your home for purposes of
adoption. Grandchildren, nieces, nephews, siblings, etc. are not eligible
unless you have initiated the adoption process.

The children of a divorced or legally separated participant will be eli-
gible for coverage if the Plan receives a Qualified Medical Child Support
Order from a state court which meets all the conditions of the Omnibus
Budget Reconciliation Act of 1994.

While your dependent coverage is in effect, newly acquired depen-
dents automatically become Covered Individuals on the date they meet
this definition of “dependent,” subject to the Effective Date of Benefits
provisions appearing in this booklet.

When an eligible employee dies, benefits for his eligible dependents,
if any, shall be continued to the end of the employee’s normal termina-
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tion date as set forth in the provisions for DISCONTINUANCE OF
BENEFITS.

Covered Participant-A covered employee or a dependent with
respect to whom an employee is covered.

Total Disability—(except when differently defined in the text of
this booklet)-Disability which commences after the effective date of a
Covered Individual’s benefits and which, with respect to you, prevents
you from performing any and all of the duties of your occupation or, with
respect to a dependent, prevents the dependent from doing any and all
of his or her usual activities.

Hospice Agency-An agency which primarily provides hospice care
and services and which is licensed by the State, if required by law.

Hospital-An institution which:

1. provides day and night lodging and is primarily engaged in further
providing diagnostic and therapeutic facilities for the diagnosis
and treatment of injury or disease under the supervision of doc-
tors;

2. regularly and continuously provides day and night nursing service
by or under the supervision of registered graduate nurses;

3. is not primarily a place for rest, a place for the aged, or a nursing
or convalescent home; and

4. is operated in accordance with the laws of the jurisdiction in which
it is located pertaining to hospitals.

Inpatient-A Covered Participant or dependent who incurs a hospital
charge for a day of hospital confinement in other than the outpatient
department of the hospital.

Day of Hospital Confinement-A period of twenty-four (24) hours or
less for which the hospital makes a full daily Room and Board charge.

Physician-A doctor licensed to practice medicine.

Medicare-The Medical Care Benefits provided under Title XVIII of
the Social Security Amendments of 1965 and as subsequently amended.

Durable Medical Equipment - Equipment which meets all of these
requirements:

1. it can withstand repeated use;

2. it is primarily and customarily used to serve a medical purpose;

3. it is generally not useful in the absence of an illness or injury;

4. it is appropriate for use in the home;

5. it is not primarily and customarily for the convenience of the indi-

vidual;

6. it provides direct aid or relief of the medical condition; and

7. it is recommended by a Physician.

Surgery-is an operation or procedure which requires cutting. Surgery
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also includes the setting of fractured or dislocated bones. There are other
procedures that are considered surgery. The payment for surgery includes
the usual care given by a provider before and after your surgery.
When more than one surgical procedure is performed during an operation:
the allowable amount will be paid for a major procedure and
the allowable amount for a secondary procedure will be reduced by
50%.

Payment will not be made for secondary procedures through the same
incision that are determined to be incidental.

Usual, Customary and Reasonable Charge-

1. Usual Charge: The amount most consistently charged by a
Physician or other provider to patients for a given service.

2. Customary Charge: A charge which falls within the range of Usual
Charges for a given or similar service billed by most Physicians
or other providers with similar training, experience, certification,
qualification, accreditation, and/or experience within a given geo-
graphic area.

3. Reasonable Charge: A charge which meets the Usual and
Customary criteria, or which the Plan determines is reasonable in
the light of the circumstances.

[Charges of an In-Network provider will be deemed by the Plan to
satisfy this definition.]

Medically Necessary-services and supplies which are:

1. consistent with the symptom or diagnosis and treatment of the
individual’s condition, disease, ailments or injuries;

2. appropriate with regard to standards of good medical practice;

3. not solely at the choice of or for the convenience of an individual,
Physician, Hospital or other provider; and

4. the most appropriate supply or level of service which can be
safely provided to the individual. When applied to the care of an
inpatient, most appropriate means that the medical symptoms
or conditions require that the services or supplies cannot be pro-
vided as an outpatient in a Physician’s office or in another facility.

Benefits will not be provided for Hospital stays when based upon
the primary reason for the admission, the hospitalization is not Medically
Necessary, as determined by the Plan.

THE FACT THAT A PHYSICIAN HAS PRESCRIBED, ORDERED,
RECOMMENDED, OR APPROVED A SERVICE, TREATMENT,
HOSPITALIZATION OR SUPPLY DOES NOT, OR ITSELF, MAKE SUCH
SERVICE, TREATMENT, HOSPITALIZATION OR SUPPLY MEDICALLY
NECESSARY NOR DOES IT MAKE THE CHARGE A COVERED
EXPENSE. THE PLAN RESERVES THE RIGHT TO MAKE THE FINAL
DETERMINATION OF MEDICAL NECESSITY ON THE BASIS OF FINAL
DIAGNOSIS AND SUPPORTING MEDICAL DATA.
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CLAIMS PROCEDURES

HOW TO OBTAIN INPATIENT HOSPITAL SERVICES

Your Plan has adopted a special rule regarding the ability to obtain
inpatient hospital services for mental health and substance abuse treat-
ment. You must follow the Pre-Admission Certification Program outlined
on pages 2.3 through 2.4 of your booklet PRIOR to obtaining inpatient
treatment.

Once you or your physician contact the Pre-Admission Certification
Program, they will contact determine the appropriateness of your
hospitalization. This review will be performed as quickly as possible. The
Pre-Admission Certification Program will make a decision on the request
as soon as possible, but within 15 days.

If the Pre-Admission Certification Program needs additional information
from you or your physician to make the decision, you will be notified as to
what information must be submitted. You and/or your physician will have at
least 45 days to submit the additional information. Once the Pre-Admission
Certification Program receives the information from you or your physician,
you will be notified of the decision on the claims generally within 10 days.

In the event that the Pre-Admission Certification Program does not
approve the admission as requested, this would be considered a denial
or “Adverse Benefit Determination.” You will receive a Notice of the
Adverse Benefit Determination in writing that contains the following:

¢ The specific reasons for the adverse benefit determination;

e The specific reference to the Plan and / or Summary Plan Description
provisions on which the adverse benefit determination was based;

e A description of any additional materials or information necessary for
you to perfect your claim and an explanation of why such material or
information is necessary;

¢ The notice of any internal guidelines or protocols used in making the
decision, if applicable, and your right to receive a copy;

¢ A notice of your right to a written explanation of any exclusion which
affects your claim; and

e A description of the Pre-Admission Certification Program vendor’s
Appeals Procedure.
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HOW TO FILE A CLAIM FOR HOSPITAL AND MEDICAL BENEFITS
When you receive health care services:
e Show your identification card to the provider of service
¢ Ask the provider to file a claim for you

If the provider of service files a claim for you, he/she will then submit all
necessary claim information to the Fund’s Claims Administrator and will
receive reimbursement directly.

In some cases, however, you may have to submit a claim for benefits
directly to the Fund. If you must submit a claim for health care services
received, you should:

¢ Obtain an itemized bill from the hospital, doctor or medical facility
e Obtain a claim form from the Fund’s Administrative Office
e Complete the claim form and attach the itemized bill to the form
e Send the claim form and bill to the address on the claim form
e An itemized bill generally includes all of the following:
e Patient’s name and address
¢ Date of Service
¢ Type of Service and diagnosis
e [temized charges
e Provider’s complete name, address, and tax identification number

Payment for eligible benefits will be made to the health care vendor
unless your claim includes a paid receipt. If a receipt is submitted with
your claim, payment will be sent to you.

A claim is not considered filed until it is received by the Fund’s
Administrative Office. The Fund’s Administrative Office will process your
claim within 30 days of the date it is filed unless special circumstances
require additional processing time. If additional information is needed to
process your claim, the Fund may request additional information from
you or the provider. You and/or your physician will have at least 45 days
to submit the additional information.

When certain expenses are not eligible under the Plan, you will be noti-
fied by the Fund’s Administrative Office that the claim is denied, with an
explanation of the reasons for the denial. You will receive a Notice of the
Adverse Benefit Determination in writing which contains the following:
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e The specific reasons for the adverse benefit determination;

¢ The specific reference to the Plan and/or Summary Plan Description
provisions on which the adverse benefit determination was based;

¢ A description of any additional materials or information necessary for
you to perfect your claim and an explanation of why such material
or information is necessary;

e The notice of any internal guidelines or protocols used in making
the decision, if applicable, and your right to receive a copy;

¢ A notice of your right to a written explanation of any exclusion
which affects your claim; and

e A description of this Plan’s Appeals Procedure.

PRESCRIPTION CLAIMS
SAV-RX PROGRAM

You will receive a personalized SAV-RX Prescription Benefits
Identification Card with eligible family status listed on the card once you
become eligible in this Plan. You must present your Prescription Benefits
Identification Card along with your Doctor’s prescription to any partici-
pating SAV-RX pharmacy. No benefits are payable for prescriptions filled
at a non-network pharmacy.

The pharmacist will fill the prescription and charge you the co-payment,
which is the amount you pay. The pharmacist will generally ask you to sign
the form to indicate that you received the prescription. It is permissible
for any of your eligible Dependents to present your identification card with
a prescription to the pharmacist and sign for receipt of the prescription.
This point of sale purchase of a prescription is not a claim for benefits.

If you elect to have your prescription filled by a pharmacy other
than a participating pharmacy, no benefits are payable by the Plan.

If you are not eligible for benefits at the time you contact the pharmacy
or in the event that the prescription is not a covered drug under the Plan,
you must contact the Fund’s Administrative Office for additional informa-
tion regarding the adverse benefit decision. The Fund’s Administrative
Office will provide you with a Notice of the Adverse Benefit Determination
in writing that contains the following:

¢ The specific reasons for the adverse benefit determination;

e The specific reference to the Plan and/or Summary Plan Description
provisions on which the adverse benefit determination was based;

e A description of any additional materials or information necessary for
you to perfect your claim and an explanation of why such material
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or information is necessary;

* The notice of any internal guidelines or protocols used in making
the decision, if applicable, and your right to receive a copy;

¢ A notice of your right to a written explanation of any exclusion
which affects your claim; and

e A description of this Plan’s Appeals Procedure.

VISION BENEFIT CLAIMS
NATIONAL VISION ADMINISTRATORS PROGRAM

To locate a participating vision care provider refer to the direc-
tory provided by the administrator for the program (National Vision
Administrators). The selected provider should then be contacted for
an appointment and advised of the availability of benefits through this
program. At the time of the appointment, the vision care provider should
be presented with the identification card you received.

If you elect to receive services from a provider who does not participate in
the panel of network providers, you will still be entitled to benefits through
the program, however you will be responsible for the difference between the
amount paid by the program and the charge amount. You may be required
to make a payment for the balance due at the time services are received.

If you are not eligible for benefits at the time you obtain services from
the vision care provider or in the event that the desired service is not
covered under the Plan, you must contact the Fund’s Administrative Office
for additional information regarding the adverse benefit decision. The
Fund’s Administrative Office will provide you with a Notice of the Adverse
Benefit Determination in writing that contains the following:

¢ The specific reasons for the adverse benefit determination;

¢ The specific reference to the Plan and/or Summary Plan Description
provisions on which the adverse benefit determination was based;

¢ A description of any additional materials or information necessary for
you to perfect your claim and an explanation of why such material
or information is necessary;

e The notice of any internal guidelines or protocols used in making
the decision, if applicable, and your right to receive a copy;

¢ A notice of your right to a written explanation of any exclusion
which affects your claim; and

¢ A description of this Plan’s Appeals Procedure.
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DENTAL BENEFIT CLAIMS
(Delta Dental PPO and Delta Dental Premier)

You will receive a Delta Dental of Ohio reference card once you become
eligible in this Plan. To locate a participating Delta Dental PPO or Premier
provider you may visit www.deltadentaloh.com or call customer service
at (800) 524-0149. The selected provider should then be contacted for
an appointment and advised of the availability of benefits through this
program. At the time of the appointment, the dental care provider should
be presented with the reference card you received.

If you elect to receive services from a provider who does not participate
in the Delta Dental network, you will still be entitled to benefits through
the program, but at an overall lower calendar year maximum, as shown
in the Self-Funded Schedule of Benefits. You will also be responsible
for the difference between amount paid through the program and the
charge amount from the Out-of-Network provider. This difference may
be charged at the time services are rendered.

If you seek care from a dentist who participates in the Delta Dental
PPO or Premier network, your dentist will fill out and file claims for you.
Out-of-Network dentists may not fill out and file your claims. If this is the
case, you can print a claim form from www.deltadentaloh.com and send
the paperwork to:

Delta Dental
P.O. Box 9085
Farmington Hills, MI 48333-9085

If you are not eligible for benefits at the time you obtain services from
the dental care provider, or in the event the desired service is not covered
under the Plan, you will receive a written Notice of Adverse Benefit
Determination that contains the following:

e The specific reasons for the adverse benefit determination;

e The specific reference to the Plan and/or Summary Plan Description
provisions on which the adverse benefit determination was based;

¢ A description of any additional materials or information necessary
for you to perfect your claim and an explanation of why such
material or information is necessary.

e The notice of any internal rule or guidelines or protocols used in
making the decision, if applicable, and your right to receive a copy;

¢ A notice of your right to a written explanation of any exclusion
which affects your claim; and

e A description of the Appeals Procedure.
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WEEKLY DISABILITY CLAIMS

Claims should be submitted to the Fund’s Administrative Office as
soon as possible; do not delay in filing any claims. Claims submitted must
be accompanied by any information or proof requested and reasonably
required to process such claims. You must obtain a claim form from the
Fund’s Administrative Office to be completed by you and your treating
physician. This documentation should be completed as soon as possible
in order to begin receiving your weekly benefits after you complete the
waiting period.

The Fund’s Administrative Office will make a decision on the claim
and notify you of the decision within 45 days. If the fund requires
an extension of time due to matters beyond its control, you will be
notified of the reason for the delay and when the decision will be made.
This notification will occur before the expiration of the 45 day period.
A decision will be made within 30 days of the time the Fund’s
Administrative Office notifies you of the delay.

If the Fund’s Administrative Office needs additional information
from you to make its decision, you will be notified as to what informa-
tion must be submitted. You will have at least 45 days to submit the
additional information. Once the Fund’s Administrative Office receives
the information from you, you will be notified of the decision on the claim
within 30 days.

The Fund’s Administrative Office will provide you with a Notice of the
Adverse Benefit Determination in writing that cont