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Dear Participants:

The Trustees of the Cement Masons and PlasteraedthHad Welfare Trust (thé>tan”)
are pleased to present you with this new Health \iedfare Plan book describing the Plan’s
benefits, including medical, prescription, dentaidavision benefits. This book contains
important information about the benefits availalgou and your family. The Trustees urge you
to carefully read this book and keep it handy tdufe reference.

In this book, you will find information about whea icovered by the Plan and what
benefits are available. This Plan book, also reteo as the Summary Plan Description or
“SPD,” supersedes and replaces all previous Plan raieri

The Trustees want the Plan to continue well into ftiture. However, Plan benefits are
not guaranteed to always be available for you amda yamily (the benefits are not “vested”).
Events may happen in the future that force the t€assto change the benefits or even stop
providing benefits altogether. Therefore, the Teasthave full authority to change, reduce or
end any Plan benefits at any time as they deenssage If the Trustees change the Plan, you
will be informed of any changes by first class malil

All questions about the Plan should be made toRla®’s Administrative Office, the
address of which is on page 3. The only people arecauthorized to give you official answers
to your questions about the Plan are the TrusteeseoAdministrative Office. No Employer,
Employer association or labor organization, or amytheir employees, can give you official
answers to your questions about the Plan.

Be a Wise Consumer . . . It Will Save You Money

We all know that obtaining health care benefits basome more complicated for both
the Plan and for you. This is because health canefiis have become more expensive than ever
before. But there isn’t an unlimited amount of mpit@ pay for these benefits. Like your family,
the Plan has a budget and needs to spend wiselyrtited amount of health care money it has
available.

By understanding your health care benefits andgufsiem wisely, you will get the most
benefits with the least cost to you. There are (R)oeasy ways to reduce your medical costs
when receiving benefits through the Plan. Firsg B®O Providers whenever possible. As you
can see from the descriptions of benefits in tHenRook, you pay a lower Copayment or
Coinsurance for many medical services when yoluPise Providers.

The second way you can reduce your medical costg eing a wise consumer. Be sure
to ask questions of your health care providers @emdand proper answers. Don't rely on your
Physicians or health care providers to know yourefie Plan and use it wisely for you. You
must do it. For example, if your PPO Physiciannefgu to another Physician or laboratory, be
sure that YOU confirm that the other Physicianadydratory is on the PPO list. Don't rely on
your Physician to do so.

Some services require Prior Authorization. You areaesponsible for confirming that
your health care provider obtains Prior Authorization for certain services as described in



your Plan booklet. Don’t rely on your Physician orother health care provider to obtain
Prior Authorization. You must check on it yourself. If you do not obtain Prior
Authorization the Plan will pay a much lower amountand you will pay a much higher
amount. Your health care is your responsibility.

PRIOR AUTHORIZATION FOR ANY HEALTH CARE SERVICE OR
PROCEDURE MEANS ONLY THAT THE PROPOSED SERVICE OR PROCEDURE IS
MEDICALLY NECESSARY AND APPROPRIATE FOR THE DIAGNOS IS GIVEN.
PRIOR AUTHORIZATION DOES NOT MEAN THAT ELIGIBILITY, PAYMENT OR
BENEFITS ARE GUARANTEED. PAYMENT FOR ANY HEALTH CAR E SERVICE
OR PROCEDURE WILL BE DETERMINED ON THE BASIS OF THE PLAN OF
BENEFITS IN EFFECT AT THE TIME THE SERVICE OR PROCE DURE IS
PERFORMED, REGARDLESS OF ANY PRIOR AUTHORIZATION.

If you would like further information or assistancplease call or write the Plan
Administrative Office at the address on page 3.

The Trustees believe that this Health and Welfdae Rilly complies with the Employee
Retirement Income Security Act of 197£RISA”) and other applicable laws, regulations and
amendments. Any omissions or oversights will beolkel in favor of applicable laws and
regulations.

This January 2020 edition of the Benefit Bookleatlues the July 1, 2014 restated Plan
and all Plan amendments through December 2019.aCotiite Administrative Office to be sure
you have all later Plan amendments.



Quick Guide to Important Phone Numbers and Addresse

Administrative Office

BeneSys Administrators, Inc.
8311 W. Sunset Road, Suite 250
Las Vegas, Nevada 89113

(702) 415-2190
http://www.benesysinc.com/

Dental HMO

Delta Dental Insurance
P.O. Box 1803

Alpharetta, GA 30023
(800) 422-4234
http://www.deltadental.com

Dental PPO

Diversified Dental Services, Inc.
7312 W. Cheyenne Ave., Suite 7
Las Vegas, NV 89129

(702) 869-6200 or (800) 249-3538
www.ddsppo.com

(Claims are submitted to BeneSys Administrators¢.)n

Utilization Review Organization (Prior Authorizatio ns,
Preadmission, Concurrent Reviews Case Management)
Innovative Care Management, Inc.

PO Box 22386

Portland, OR 97269

(800) 862-3338

http://www.innovativecare.com/

Indemnity Medical Plan only; Prior Authorization des not
guarantee payment of medical benefits

PPO Prescription Benefits Provider (Actives)
Envision Rx

1100 Investment Blvd.

El Dorado Hills, CA 95762

(800) 361-4542

WWW.ENnvisionrx.com

Medicare Advantage and Prescription Drug Provider
(Medicare Retirees)

Humana

P.O. Box 14601

Lexington, KY 40512

(866) 945-4481

www.humana.com

PPO Mental Health & Substance Abuse Benefits
Provider (MAP)

Behavioral Healthcare OptionsBHO")

P.O. Box 36040

Las Vegas, NV 89133-6040

(702) 364-1484

1-800-873-2246

www.bhoptions.com

Life Insurance Provider
Symetra Life Insurance

777 108 Ave. NE, Suite 1200
Bellevue, WA 98004

(800) 426-7784

Vision Care Provider

Vision Service Plan

111 West Ocean Blvd., Ste. 1625
Long Beach, CA 90802

(800) 877-7195

WWW.VSp.com

Medical PPO/Indemnity Medical Plan Network
Multiplan, Inc.

115 Fifth Avenue|

New York, NY 10003

(212) 780-2000

http://www.multiplan.com




Quick Guide to Benefits.This Quick Guide describes Indemnity Medical Planddits.

Maximum Benefits:

Annual Maximum (per Individual)

There is no annoaximum benefit except a
indicated below.

\"2

Acupuncture

$300 per year

Chiropractic

Ten (10) visits per year

Hearing Aids One (1) device per ear every fivey&ars
Physical, Occupational and Speech Therapy 60 \psityear
Skilled Nursing or Extended Care Facilities 100gipgr year

Orthotics / Diabetic Shoes

One (1) pair every t@pyears

Deductibles:

Individual

$150 per year PPO / $600 Non-PPO

Family Maximum

$300 per year PPO / $1,200 Non-PPO

Common Accident Maximum

$150 per year PPO / $600-RBO

Copayments(services are subject to Coinsurance as well)

Emergency Facility

$0 ($500 in Non-Emergency sitrat)*

Physician Office Visit

$15 per visit




Percentage Payable (“Coinsurance’”) When you use contracted / PPO providers, the Plan
will pay more and you will pay less. Benefits wbk further reduced if you fail to obtain
Precertification, Concurrent Reviews, or Prior Autitization when required. Some services
have additional Copays as well. All Non-PPO benefiire based on the Plan’s adopted

Allowable Expense amount.

Plan pays: PPO No PPO Available Non-PPO*

In general (includes inpatient 90% of Allowable | 80% of Allowable | 75% of Allowable

admissions, Physician office visits, | Expenses Expenses Expenses

etc.)

First $300 Accident Benefit 100% of 100% of Allowable| 100% of
Allowable Expenses Allowable
Expenses Expenses

Acupuncture 90% of Allowable| 80% of Allowable | 80% of Allowable
Expenses Expenses Expenses

Ambulance Service 90% of Allowable 80% of Allowable | 80% of Allowable
Expenses Expenses Expenses

Diagnostic Lab — Outpatient & Out | 90% of Allowable | 80% of Allowable | 75% of Allowable

of Area Expenses Expenses Expenses

Diagnostic X-ray — Outpatient 90% of Allowable 65% of Allowable | 65% of Allowable
Expenses Expenses Expenses

Diagnostic X-ray — Out of Area 90% of Allowable 75% of Allowable | 75% of Allowable
Expenses Expenses Expenses

Dialysis Treatment — Outpatient

Applicable Coinsuwe Percentage but based on the Usua
and Reasonable (U&R) amount
For more information, refer to PART 3, INDEMNITY
MEDICAL BENEFITS, Section F, Covered Expenses,
Subsection 10, Dialysis Treatment — Outpatient

Hearing Aids 80% of Allowable| 80% of Allowable | 80% of Allowable
Expenses Expenses Expenses

Home Health Care 90% of Allowable 80% of Allowable | 80% of Allowable
Expenses Expenses Expenses

Hospice Care 90% of Allowablg 90% of Allowable | 90% of Allowable
Expenses Expenses Expenses

Mental Health / Substance Abuse
Treatment

Refer to Part 6.




Plan pays: PPO No PPO Available Non-PPO*

Preventive Care Benefits: Preventiv&00% of 100% of Allowable| 80% of Allowable

Care benefits, which includes: Allowable Expenses** Expenses
Expenses

(i) services rated “A” or “B” by the

U.S. Preventive Services Task For¢

(i) immunizations recommended b
the Advisory Committee on
Immunization Practices of the
Centers for Disease Control and
Prevention, and

(i) preventive care and screenings
for women and children as
recommended by the Health
Resources and Services
Administration

The current list of Preventive Care
benefits includes, but is not limited
to, the following services:
mammograms and other cancer

screening; abdominal ultrasounds for

men 65-75 who have ever smoked
bone screens for osteoporosis; pap
smears; colonoscopy /

sigmoidoscopy; blood tests for
syphilis, gonorrhea, HIV, cholesterg
/ lipid panels and blood sugar.

y

D

€,

**Preventive Care
benefits provided
by a Non-Network
Provider will be
100% covered only
if the particular
item or service
provided by the
Non-Network
Provider is not
available from a
Network Provider.

Physical, Occupational or Speech
Therapy

90% of Allowable
Expenses

80% of Allowable
Expenses

80% of Allowable
Expenses

Prescription Drugs

See chart below.

Second Surgical Opinion 100% of 80% of Allowable | 75% of Allowable
Allowable Expenses Expenses
Expenses

Skilled Nursing / Extended Care | 90% of Allowable | 80% of Allowable | 80% of Allowable

Facilities Expenses Expenses Expenses




Prescription Drugs

Formulary Brand

Nonformulary Brand

You pay: Generic Drugs | Name Drugs Name Drugs
Retail (30 days) 10% 20% 50%

($5 minimum) | ($10 minimum) ($10 minimum)
Mail Order (90 days) $10 $30 $120

(Specialty Drugs
10% $250 maximum
per 30-day supply )

Annual Out-of-Pocket Maximum. The Annual Out-of-Pocket Maximum applies to all dss
sharing for Essential Health Benefits. It includesll Copayments, Coinsurance amounts and
Deductibles you pay each year. For non-Emergencyv@s provided by Non-PPO Providers,
there is no Annual Out-of-Pocket Maximum. Use PPQOdviders when possible for non-
Emergency Services in order to minimize your poiahbut-of-pocket expenses.

PPO

Non-PPO (Non-Emergency Services)

Individual Annual Out-of-Pocket Maximunm  $3,500 None

Family Annual Out-of-Pocket Maximum

$10,500 None




PART 1.

A.

ELIGIBILITY AND ENROLLMENT.

Active Employees

1.

General. Employees whose work is covered by acile bargaining
agreement that requires contributions to the PidBargaining Unit

Employee$) or other written agreement, approved by the fees,
requiring contributions that are accepted by thenRINonbargaining

Unit Employees) are eligible to participate in the Plan providduht
enough hours are worked and reported to the Plan.

Bargaining Unit Employees. Your eligibility is ason your Hour Bank.
The “Hour Bank” is a system where your hours (reported by your
Employer) are accumulated in an Hour Bank accostabdéished for you
by the Administrator of the Plan. This system wovkesy much like the
way one might save money in a savings account.

a. Initial Eligibility — You will become eligible forcoverage on the
first day of the second calendar month followingeaiod of not
less than three (3) consecutive calendar monthagiwhich 320
or more hours are credited to your Hour Bank. kangple, if you
work 100 hours in January, 110 hours in FebruadyZdt© hours in
March (total of 320 hours) your coverage would beeotive
May 1.

b. In the event you have not acquired the necessanpbauof hours
within a three (3) month period, you will becoméyile on the
first day of the month following the “reporting” mth in which
your accumulated hours equal 320 or more.

C. “Lag Month” — In order that there will be sufficient time for
Employer reports to be received and processed by th
Administrator of the Plan, a “lag month” (the “repog month”)
will be used in determining your monthly eligibylit The lag
month is the month between the period in which hbars were
worked and the month of eligibility provided by #eohours. For
example, you work 320 hours during the months afilAplay and
June. You would then become eligible on August 1In-this
example, July is the lag month.

d. Once you have qualified for coverage, you will theteive a
month of coverage for each unit of 100 hours (thenlper of hours
required for one month of coverage) in your acconrgxcess of
the 320 hours required for initial eligibility. Yowill be permitted
to build up a maximum reserve accumulation of 600r&, after
having deducted the current month’s charge for @& This
reserve is intended to carry your coverage throaigh period of



unemployment. If you have no “reportable hours” éoperiod of
12 consecutive months, you will lose your credit &my Hour
Bank reserve that is less than 100 hours, or anynaglation of
hours if you have never qualified for eligibilityf your employer
has not reported your hours worked and contribstipaid to the
Administrator, you are able to provide proof of lowf covered
work to the Administrator’s Office to obtain Eligiity. You need
to provide your check stubs that reflect hours wdrikko the
Administrators

If an Active Employee has at least one (1) houhisther Hour
Bank, he/she may purchase additional hours ateapmt hour as
determined by the Trustees to maintain coveragéshdewill be
allowed to purchase additional hours twice perrude year and
must make the payment for the month by thé 2@y of the
month.

The following examples illustrate these eligibilgyovisions:

(1) Example 1: If you work 80 hours in June, 90 houarsuly,
100 hours in August and 80 hours in Septembertah ob
350 hours (at least 320) you would become eligible
benefits November 1 (hours worked are reported the
month following the month worked).

Total hours June, July, August and September 350

Subtract 100 hours from total for November eligiiit100

Reserve 250

If no more hours worked,

you would be eligible for

three (3) more months (December) _ -100
Reserve 150
(January) _-100
Reserve 50

If you were available for work in the jurisdictionf the
Union, you could self pay for February, if you made
payment to the Administrative Office by February'20

(2) Example 2. If you worked 100 hours in June, 100r&an
July and 90 hours in August, you would have a tot#90
hours and would not have the 320 hours neededdonie
eligible; however, if you then worked 110 hours in
September, then you would become eligible Noveniber



)

As long as your Hour Bank contains at least 100rhai
the beginning of each month, you would remain blegfor
benefits each month.

Example 3. If you worked 110 hours in June, 120r&on
July and 130 hours in August, for a total of 36Qitso

Total would start on October 1 360
-100
Reserve 260
Then you worked 90 hours in September _+90
350
Eligibility for November -100
250

Each month add the hours worked and subtract 10@sho
for the next month following the reporting monthouf
Employer should report your hours in the month
immediately following the month you work them. Yoan
accumulate up to a maximum of 600 hours in your rHou
Bank reserve. The reserve hours will be used wiendp
not work at least 100 hours in a month.

A Bargaining Unit Employee’s coverage terminategton earliest
of the following dates:

(1)

(2)

An Employee will cease to be eligible on the lagy af
any month during which the hours in his reserveoant
total less than 100 hours after deduction for theremt
month’s coverage unless provided for as a selfrdmrtior.

Forfeiture of Hour Bank:

@) If you engage in work of the type covered by a
collective bargaining agreement for a nonsignatory
or nonparticipating employer in the trade, you khal
immediately forfeit all hours in your Hour Bank. If
you had previously established eligibility for
benefits during the month in which you began
covered work for a nonsignatory employer, you
shall retain eligibility only through the end ofath
month.

(b) You may maintain eligibility under the Plan only to

the extent required by COBRA Continuation
Coverage provisions, if applicable.

10



B. Dependents

(c) A nonparticipating employer is one who is not

signed to a collective bargaining agreement that
requires the employer to make contributions to this

Plan.

(3)  On the date of entry into full-time military, naval air
service of any country (except for a temporary tamji
leave of absence not exceeding 31 days, or in danoe
with Uniform Services Employment & Reemployment
Rights Act of 1994);

(4) On the date the Plan terminates.

Eligible Dependents can be covered for healtre daenefits

(medical, prescription drug, hearing aid, dentat] @ision care).

1.

If you are married, your eligible Dependents are:

a.

b.

Your legal spouse.

Your children, including stepchildren and adoptéddren, from
birth up to the end of the month in which they tage 26.

Your unmarried children who, upon attainment of dge limit
specified above, are incapable of self-sustainimgpleyment by
reason of mental retardation or physical handiqgapvided the
condition of the child existed before the attaintn@&fithe age limit
and while eligible hereunder) and who are solelgethelent upon
you for support.

No Dependent will be considered an eligible Depenhdaless the
first, middle and last name, date of birth and trefeship to the
Covered Employee has been registered with the Adtrative
Office by completing an enroliment card. The Plaaymalso
require a Social Security number for a Dependent.

Dependents become eligible on the same date aSnipdoyee becomes
eligible, or when the individual first meets the fidiéion of a
“Depender,” whichever is later.

Qualified Medical Child Support Orders. Under t®ennibus Budget
Reconciliation Act of 1993, the Plan must recognemy Qualified

Medical Child Support Order and enroll the childeoPlan Participant as
directed by the Order.

a.

A Qualified Medical Child Support Order is any judgnt, decree
or order (including approval of a settlement agreethissued by a
court that:
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(1) provides the child of a Plan Participant with chslapport
or health benefits under the Plan; or

(2) enforces a state law relating to medical child supp
pursuant to the Social Security Act that providepart that
if the employee-parent does not enroll the child tther
parent or a state agency may enroll the child.

To be Qualified, a Medical Child Support Order muagtarly
specify:

(1) the name and last known mailing address of thedijzant
and the name and mailing address of each childredvey
the order;

(2) areasonable description of the type of Plan cgesta be
provided to each such child or the manner in wisabh
type of coverage is to be determined;

(3) the period to which such Order applies; and
(4)  the name of each Plan to which such Order applies.

Further, a Medical Child Support Order will not gfyaif it would
require the Plan to provide any type or form of dfégnor any
option not otherwise provided under the Plan, ektephe extent
necessary to comply with the Social Security Act.

Payment of benefits by the Plan under a MedicaldC8upport

Order to reimburse expenses advanced by a childsocustodial

parent or legal guardian shall be made to the ahildis custodial

parent or legal guardian. Further, the child masigleate an agent
to receive notices, including a notice of qualifioa.

No eligible Employee’s child covered by a Qualifiddedical
Child Support Order will be denied coverage on gheunds that
the child is not claimed as a Dependent of thaldegEmployee’s
federal income tax return or does not reside with eligible
Employee.

Contact the Administrative Office for the procedunrgou should
follow for approval of Qualified Medical Child Supg Orders.

The Plan’s costs in reviewing and approving QMCS@duding
legal fees, consultant’s fees and auditor’'s feesny, shall be
allocated to the Plan Participant and reimburseithéoPlan by the
Plan Participant. Such amounts shall be applied aas
“overpayment” by the Administrator and recoupednirduture
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benefits of the Participant. The Administrator sis&ind a notice
explaining the charge to the Participant paying it.

4, The eligibility of a Dependent will terminate on whever of the
following dates is applicable:

a. On the date the Employee’s eligibility terminategcept that in
the event of the death of the Employee, coverage the
Dependent will continue for a maximum of 12 montt@m the
date of the Employee’'s Hour Bank reserve is insigfit to
provide eligibility or until such time as the surwig spouse
remarries or the eligible Dependents no longer ifyuahs
Dependents, whichever is earlier. Such extendedrage shall not
include Life Insurance;

b. On the date the Dependent no longer qualifiesspendent;

C. On the date that the Dependent enters into fukktmilitary, naval,
or air service of any country;

d. On the date the Plan terminates.

e. A Non-Medicare Employee may discontinue coveragehis or
her Dependents at any time. If discontinued, Depstsdmay be
reenrolled only when they are enrolled in Medicare.

C. Enrollment.

1. By enrolling, you certify and warrant to the Pldratt all information on
the enrollment card is true, correct and currendfafie date signed. You
agree to immediately notify the Plan, in writing, any changes in this
information, including any change in eligibilityastis for any Dependent
listed on the enrollment carBailure to do so will be deemed an act or
omission constituting fraud or an intentional misrgresentation of
material fact by both the Covered Employee and th®ependent.

2. By enrolling, you acknowledge the right of the Ptarrequire from you,

and promptly receive from you, proof of identity mgal status, and
eligibility status, such as certified marriage dmdte, birth certificates,
family court orders, tax returns or any other pradf eligibility or
information as the Plan’s Trustees, in their sokemr@tion, may demand.
You agree to promptly furnish such proof or infotioa to the Plan and
further agree that furnishing such proof or infotimra satisfactory to the
Plan is a precondition to the payment of any bénéfir you or on your
behalf or on behalf of your Dependents. You und@dtthat health care
benefits are not vested rights and that the Trasbese full authority to
modify, limit or terminate health care benefitsamy time the Trustees
deem appropriate.
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3.

If the Plan pays benefits for you or on your belmlfon behalf of any
person listed as a Dependent by you, when you yisaoch person is not
in fact eligible or entitled to benefits, or if tidan otherwise mistakenly
pays benefits, you agree to promptly reimburseRlan in full for any
money so paid. You also agree that the Trusteethein sole discretion,
may deduct or offset any such money from your fituenefits. If the Plan
files any legal action against you to recover amghspayments, you agree
to pay all attorneys’ fees and costs of the Plamether or not such an
action proceeds to judgmerReceipt of Plan benefits is consent and
agreement by the ineligible person to such liabilt

Following initial enrollment, a Covered Employeeyrzhange his or her
selection once at any time during any 12 conseeuthonth period,
provided that the Employee has been enrolled in dnisher current
selection for at least 12 consecutive months. Césing Plan selection are
effective the first day of the first month follovwgnthe date the Plan’s
Administrative Office receives the appropriate éinment form indicating
the new selection. Within 30 days after the effextiate of the change,
the Employee must provide all required enrolimefdrimation to the Plan
Administrative Office, or claims may be delayeddenied.

If you did not enroll in this Plan when you werssfieligible, you are also
allowed to enroll, pursuant to the Children’s Hidlihsurance Program
Reauthorization Act of 2009 CHIP”) , if:

a. You or your Dependent loses coverage and eligyhilitder a Title
XIX Medicaid plan or under a Title XXI state chiletalth plan and
you request coverage in this Plan not later thaml®@ after the
date of termination of the other coverage; or

b. You or your Dependent becomes eligible for CHIPiségsce to
offset the cost of participating in this Plan, po®d you request
coverage under this Plan not later than 60 days #ie date you
or your Dependent is determined to be eligible foHIP
assistance.

Retirees SeePart 10 for Retired Employee coverage.

Nonbargaining Unit Employees. The Plan may permit participation by
Nonbargaining Unit Employees on behalf of Employetso contribute to the

Plan on behalf of their Bargaining Unit Employegsovided that each such
Employer shall execute a Nonbargaining Unit Pgéion Agreement approved
by the Trustees.

Newly Signatory Employers.

1.

The Trustees have discretion to grant immediatgibglity to current
Employees of a Newly Signatory Employer. If so, ard&aining Unit
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Employee who is employed by a Newly Signatory Emeioon the
effective date of the collective bargaining agreemeith the Newly
Signatory Employer may receive an Hour Bank loafficgent to enable
such Employee to acquire immediate eligibility fooverage. Hours
thereafter worked or paid in covered employmentsbgh an Employee
and reported to the Plan will first be credited fwrrent or on-going
eligibility. Hours remaining after the deductiorr fourrent eligibility will
be applied to reduce the Hour Bank loan. The démluadf sufficient
hours for current eligibility and the applicatioh the remaining surplus
hours to reduce the Hour Bank loan will be done timday month until the
Hour Bank loan is paid off. No hours will accumelain any such
Employee’s Hour Bank for extended eligibility urttile Hour Bank loan is
paid off. Thereafter, the Employee may accumulaier$ for extended
eligibility as normal.

If the contribution rate for such an Employee issléhan the standard
journeyman rate, then, for purposes of repayingHbar Bank loan, the
hours worked by such Employee shall be proratethbyAdministrative
Office.

Bargaining Unit Employees hired by a Newly Signgt&mployer after
the effective date of the collective bargainingesgnent with the Newly
Signatory Employer are initially eligible for cowge after working the
usual number of hours in covered employment tha Fdguires for initial
eligibility.

Where the contribution rate for an Employee hirttdrahe effective date
of the collective bargaining agreement is less tharjourneyman rate, the
hours worked will be calculated pro rata and sh@sna deficit on the
Employee’s Hour Bank. After the Employee acquinesial eligibility,
surplus hours worked, i.e., hours remaining aftedutting sufficient
hours for current eligibility will be applied todace the deficit until the
deficit is fully paid off. Thereafter, the Employ@say accumulate hours
for extended eligibility as normal.

If an Employee who acquired eligibility hereundéanges employment
from a Newly Signatory Employer to any other sigmatemployer before
his Hour Bank loan or deficit is repaid in full,shieportable hours in new
covered employment will continue to be applied &y pff his Hour Bank
loan or deficit, after first deducting sufficiendirs for current eligibility.

If an Employee who acquired eligibility hereundemtinates employment
before his Hour Bank loan or deficit has been mpaifull and does not
become employed by another signatory employer ascifsgd in
Paragraph 5 above, coverage shall cease on thdagstf the month of
termination of employment.
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G.

Apprentices.

1.

65% apprentices are eligible for immediate eligipithrough the Hour
Bank loan provision. Such apprentices may receivdHaur Bank loan
sufficient to enable such apprentices to acquirmécdiate eligibility for

coverage. Hours thereafter worked or paid in cayeraployment by such
an apprentice and reported to the Trust Fund wak fbe credited for
current or ongoing eligibility. Hours remaining exftthe deduction for
current eligibility will be applied to reduce theott Bank loan.

The deduction of sufficient hours for current dhigity and application of
the remaining surplus hours to reduce the Hour Baillkoe done month
by month until the Hour Bank loan is paid off. Nouns will accumulate
in any such apprentice’s Hour Bank for extendedilglity until the Hour
Bank loan is paid off. Thereafter the apprentice mecumulate hours for
extended eligibility as normal.

If the contribution rate for such an apprentickess than the standard rate,
then for purposes of repaying the Hour Bank loae, tours worked by
such an apprentice shall be prorated by the Adtnatige Office.

If an apprentice who acquired eligibility hereund&rminates his

apprenticeship or covered employment before hisrHdank loan or

deficit has been repaid in full, and does not bez@mployed by another
signatory employer, coverage shall cease on thedls of the month of
termination of apprenticeship or employment. A pais Hour Bank loan

or deficit must be paid in full, notwithstanding apprentice’s graduation
from the program.
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PART 2.

CONTINUATION COVERAGE

COBRA Continuation Coverage. A federal law known as Consolidated
Omnibus Budget Reconciliation ActGOBRA”) requires that group health plans
offer covered Participants the opportunity for emperary extension of health
coverage where coverage under the Plan would otberand. If you or your

spouse and/or Dependent child(ren) are coveredruhePlan, you and/or your
Dependents can continue coverage for a time if emeends for one of several
reasons (called “qualifying events”), even if youtbey are already covered by
another group health plan or Medicare. To recdn® ¢ontinuation of coverage,
the Participant must pay the monthly self paymaetitsctly to the Plan. This

section of the booklet is intended to inform yowuatbyour rights and obligations
regarding COBRA continuation coverage. You shoakktthe time to read this
carefully.

1. Rights of an Employee. If you are an Employee oeddy the Plan, you
may have a right to choose this continuation cayerid you lose your
Plan coverage because of:

a. a reduction in hours resulting in loss of eligityilin accordance
with the eligibility rules of a Plan;

b. voluntary resignation; or

C. the termination of your employment (for reasonseotinan gross
misconduct on your part).

2. Even if the Employee does not elect COBRA contilmmatoverage, the
Employee’s spouse and each of the Employee’s eligible Dependents
will have a separate right to elect it. THEREFORE]S IMPORTANT
THAT THE EMPLOYEE, SPOUSE AND ALL OTHER DEPENDENTS
READ THIS SECTION OF YOUR BENEFIT BOOKLET.

3. Rights of a Dependent Spouse. If you are the spotia covered Active
Employee, you may have the right to choose contiomecoverage for
yourself if you lose coverage under the Plan foy ah the following

reasons:
a. the death of your spouse; or
b. the voluntary resignation or the termination of y@pouse’s

employment (for reasons other than gross miscohdust a
reduction in hours resulting in loss of eligibility accordance with
the eligibility rules of the Plan; or

C. divorce or legal separation from your spouse.
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Rights of Dependent Children. In the case of adbdent child of an
Active Employee covered by the Plan, he or she haye the right to
continuation coverage if coverage under the Plaloss for any of the
following reasons:

a. the death of the parent who is the Covered Emplay®ter this

Plan;
b. the parents’ divorce or legal separation;
C. the voluntary resignation or the termination of temployed

parent's employment (for any reasons other thansgro
misconduct), or a reduction in hours resultingassl of eligibility
in accordance with the eligibility rules of the Rjar

d. the Dependent ceases to be an eligible Dependeafdfiaed under
this Plan.

Adding Dependents. A new spouse, newborn child ohild placed for
adoption may be added under your COBRA coveragéomg as the
Administrative Office is notified within 30 days aharriage, birth or
placement. Coverage for newly-acquired Dependeatts lonly for the
remainder of coverage of the current COBRA Benaficiwho acquired
the Dependent (new Dependents do not have theirG@BRA rights).

Period of COBRA Continuation Coverage. If you €l€cOBRA
continuation coverage you may continue your coverfag a maximum of
three (3) years (36 months) unless coverage was Hesause of a
termination of employment, voluntary resignation ar reduction in
earnings resulting in loss of eligibility. In thesestances, the required
continuation coverage period is 18 months unlessgroyour Dependent
were Totally Disabled or become Totally Disablecgay time during the
first 60 days of COBRA continuation coverage. laliidn, so long as you
or your Dependent receive a Social Security diggbdletermination
before the initial 18 months of continuation coggraxpires, and you or
your Dependent report that determination to the #dbtrative Office
within 60 days of the date notice was received @wyryDependent, you or
your Dependent’s coverage may be continued fordaitianal 11 months
at increased rates up to a total of 29 months. @geemay be extended
for the disabled person or for all family members.

If the Covered Employee loses coverage because tefrmaination of
employment or reduction in earnings after he becoreatitled to
Medicare, his Dependents will be allowed to cordgitioeir coverage until
the later of:

a. 18 months from the date coverage was lost; or
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10.

11.

12.

13.

14.

b. 36 months from the date the Employee became ahtitte
Medicare.

If a second qualifying event occurs within the tfii8-months, COBRA
continuation coverage may be extended up to 36 imsainbm the initial
qualifying event for an Employee’s spouse or Depandchild. For
example, if an Employee’s spouse is on COBRA caoatiion coverage
for 18 months due to the termination of the Empé&dyemployment, and
during the 18-month period the former Employee ,dies spouse will be
eligible to maintain his or her COBRA continuatiooverage for up to 36
months from the date of the first qualifying evedbwever, in no event
will COBRA continuation coverage extend beyond 36nths from the
date of the first qualifying event, and it may defore the 18 or 36 month
period expires, as explained later in this section.

Also, note that the maximum 18 or 36 months of icwa@tion coverage
will include the self-pay coverage provided by tRkan in case of the
Employee’s death.

Duty to Notify Administrative Office. The Employes family member
must inform the Administrative Office in writing thin 60 days of a
divorce, legal separation or loss of Dependenustat a child.

An Employee’s employer will inform the Administre# Office about
other qualifying events. However, we encourageBh®loyee or family
member to inform the Administrative Office prompthly any qualifying
event to assure prompt handling of your COBRA s8ght

Deadline for Election of COBRA Continuation Covegag When the
Administrative Office is notified that a qualifyingvent has occurred, the
Administrative Office will send you an election for and other
information regarding COBRA continuation coveray®u will have at
least 60 days from the later of (A) the date yamrerage terminates under
the Plan or (B) the date you receive the noticeisaaly you of your
election rights, to make your decision. You do hate to show that you
are insurable to obtain COBRA continuation coverage

If you elect COBRA continuation coverage, you vk entitled to the
same health coverage that is provided to similasiated Active
Employees or family members in the Plan. Howevdg insurance
benefits and disability benefits are not providedder COBRA
continuation coverage. You may elect to continuediced and
prescription benefits without continuing dental ansion, but dental and
vision cannot be continued alone.

Payment Obligations. Payment for the required dmumiion must be made
as follows:
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15.

16.

All payments must be made by check, cashier's cloeckoney
order.

The initial self-payment should be received by Auministrative
Office no later than the 30day of the month prior to the month
for which you desire coverage in order to avoidgias delays in
claim payments and eligibility problems. Howevehjst initial
payment will be accepted if received within 45 déagsn the day
the Participant mails the form electing COBRA Cags. The
initial payment must cover the number of monthsrirthe date
coverage would otherwise have terminated, includi@gmonth in
which the initial payment is made.

After the initial self-payment is made, self-payrteemust be made
monthly to continue coverage. Monthly payments #hobe
mailed by the 20 day of the month preceding each coverage
month to avoid possible delays in claim payments eligibility
problems.Failure to make a monthly payment within 30 days

of the beginning of the coverage month will resultin
termination of coverage as of the end of the periotbr which

the last payment has been made.

The Administrative Office will not send monthly Bilor warning
notices. It is the responsibility of the qualifiddrticipant to submit
payments when due.

Termination of COBRA Continuation Coverage. Couétion coverage

will terminate as of the date the maximum period baen reached as
described previously. However, continuation willnténate earlier for any
of the following reasons:

a.

d.

The health plan option (Fee-For-Service) you hatesen is
terminated (in which case you may have the oppdytufor
coverage under other group health benefit optidfeyed by the
Plan);

Your self-payment for COBRA continuation coveragenot paid
on time;

You become covered by another group health plan,ams
employee, or spouse or dependent of an employee; or

You become entitled to Medicare.

If you change marital status, add new Dependemntgow or your spouse
change your address, please notify the AdminisgaDffice at the
address on page 3.
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17.

Notice — The next page is the general COBRA naggglired by law.

Alternatives to COBRA Coverage. Instead ofolimg in COBRA
continuation coverage, there may be other coveopgens for you and
your family through the Health Insurance Marketpladledicaid, or other
group health plan coverage options (such as a s{gopkan) through what
is called a “special enroliment period.” Some loége options may cost
less than COBRA continuation coverage. You camlezore about many
of these options at www.healthcare.gov.
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Continuation of Health Coverage Notice and ElectioriProcedures

General Notice(Initial COBRA Notice):

A group health plan subject to the requirement€©@BRA must provide written
notice to each covered employee and spouse (ifcapf#) within 90 days after
coverage under the Plan commences of the righbtdintie coverage. (If a
Qualifying Event occurs during the first 90 dayscof’erage under the Plan and
before the general notice has been distributed,Ptha may provide only the
COBRA election notice, as described below). lu I, or in addition to, such
written notice, the Plan Administrator is herebgyiding the general notice to the
employee by delivery of the Summary Plan Desctiptio

The Plan may notify a covered employee and the redvemployee’s spouse
with a single general notice addressed to theintjoésidence, provided the
Plan’s latest information indicates that both resat that address. However,
when a spouse’s coverage under the Plan begins tlee the employee’s
coverage, a separate general notice must be séhé tspouse within 90 days
after the spouse’s coverage commences.

NOTE: It is important for the Plan Administrator be kept informed of the
current addresses of all Covered Persons undePlérewho are, or who may
become, Qualified Beneficiaries,

Employer's Notice of Qualifying Event And Notices hat Qualified
Beneficiaries Must Provide:

Continuation of health coverage shall be availablean employee and/or his
covered dependents upon the occurrence of a Quogliffvent. To continue
health coverage, the Plan Administrator must b#iedtin writing of a Qualifying
Event by:

1. The Employer, within 30 days of the later of} ttle date of such event or,
(2) the date of loss of coverage due to the evfighie Qualifying Event is:

a. for a covered dependent, the covered employeeth;dea

b. the covered employee’s termination (other than fpross

misconduct) or reduction in hours;

C. for a covered dependent, the covered employee'tlerr@nt to
Medicare.

d. the commencement of certain bankruptcy proceeditis respect
to the Employer.

2. The employee or a Qualified Beneficiary, witlei@ days of the later of:
(1) the date of such event, (2) the date of logowérage due to the event, or
(3) the date on which a Qualified Beneficiary ifoimed through the Plan’s
Summary Plan Description or general notice of iigtobligation to provide
notice and the procedures for providing such nptfdle Qualifying Event
is:

a. for a spouse, divorce or legal separation fromai@ employee;
b. for a dependent child, loss of dependent statusrithd Plan; or

C. the occurrence of a second Qualifying Event afteiQuaalified
Beneficiary has become entitled to continuation ecage with a
maximum duration of 18 (or 29) months.

An employee or Qualified Beneficiary who does natvide timely notice
to the Employer of one of the above such Qualifyiivgnts may lose his
rights under COBRA.

Upon termination of employment or reduction in fue Qualified
Beneficiary who is determined under Title 1l orl&itXVI of the Social
Security Act to be disabled on such date, or attang during the first 60
days of COBRA continuation coverage, will be eatitlto continue
coverage for up to 29 months if the Plan Admintsirés notified of such
disability within 60 days from the later of (andfdxe the end of the 18-
month period): (1) the date of determination, (@ tate on which the
Qualifying Event occurs, (3) the date on which @ealified Beneficiary
loses coverage, or (4)the date on which the QedliBeneficiary is
informed through the Plan’s Summary Plan Descriptipgeneral notice of
both the obligation to provide the disability netiand the Plan’s procedures
for providing such notice. If a Qualified Benefiy entitled to the
disability extension has non-disabled family mersb&ho are entitled to
COBRA continuation coverage, the non-disabled fammembers are also
entitled to the disability extension.

A Qualified Beneficiary who is disabled under Tiler Title XVI of the Social
Security Act must notify the Plan Administrator kit 30 days from the later
of: (1) the date of final determination that henis longer disabled, or (2) the
date on which the individual is informed througte tRlan’s Summary Plan
Description or general notice of both the respdlisitto provide such notice
and the Plan’s procedures for providing such notice

Plan Administrator's Notice Obligation — Election Notice:

The Plan Administrator must, within 14 days of rerg notice of a Qualifying
Event, notify any Qualified Beneficiary of his rigto continue coverage under
the Plan. Notice to a Qualified Beneficiary whahe employee’s spouse shall
be notice to all other Qualified Beneficiaries dirsg with such spouse when
such notice is given.

Election Procedures:

A Qualified Beneficiary must elect Continuation lééalth Coverage within 60
days from the later of the date of the Qualifyinget or the date notice was
sent by the Plan Administrator.

A new spouse, a newborn child, or a child placeth i Qualified Beneficiary
for adoption during a period of COBRA continuatimoverage may be added to|
the Plan according to the enrollment requirememtsi€pendent coverage unde
the “Special Enrollment” section of the Plan. Adlified Beneficiary may also
add new dependents during an open enroliment peetitionce each year at a
time and in accordance with the procedures established hy Mhan
Administrator.

Any election by an employee or his spouse shafldmmed to be an election by,
any other Qualified Beneficiary, though each QiedifBeneficiary is entitled to
an individual election of continuation coverage.

Upon election to continue health coverage, a QedlBeneficiary must, within 45
days of the date of such election, pay all requbautributions to date to the Plan
Administrator. All future contribution payments byQualified Beneficiary must be
made to the Plan Administrator and are due thedfreach month with a 30-day
grace period. If the initial contribution paymésinot made within 45 days of the
date of the election, COBRA coverage will not taffect. If future contribution
payments are not made within the allotted 30-dageyperiod, COBRA coverage
will be terminated retroactively back to the endh@ month in which the last full
contribution payment was made.

Except as provided herein, if the initial coveragection and required contribution
payments are made in a timely manner, as desdriltbis section, coverage under
the Plan will be reinstated retroactively backi®e date of the Qualifying Event.

If a Qualified Beneficiary waives COBRA coverage, imay revoke the waiver
at any time during the election period. The QiedifBeneficiary would be
eligible for continuation of coverage prospectivitym the date that the waiver
is revoked, if all other requirements, such as fynoentribution payments, are
met.

Plan Administrator's Notice Obligation — Notice Of Unavailability Of
Continuation Coverage:

The Plan Administrator must provide a notice ofwuaiability to an individual
within 14 days after receiving a request for camdtion coverage if the Plan
determines that such individual is not entitledadatinuation coverage. The notice|
must include an explanation as to why the individsanot entitled to COBRA.
This notice must be provided regardless of theshafsihe denial and regardless o
whether it involves a first or second Qualifyingee or a request for disability
extension.

Plan Administrator's Notice Obligation — Early Termination Notice:

The Plan Administrator must provide a notice to Ified Beneficiaries when
COBRA terminates earlier than the maximum perio€@OBRA applicable to the
Qualifying Event as soon as practicable following determination that
continuation coverage shall terminate. This notragst contain the reason thaf]
continuation coverage has terminated earlier thanntaximum period triggered
by the Qualifying Event, the date of terminatiorcofitinuation coverage, and any|
rights the Qualified Beneficiary may have under ften or under applicable law
to elect alternative group or individual coveragiech as a conversion right).

Trade Act Of 2002:

The Plan shall fully comply with the Trade Act dd@ as the Act applies to
employee welfare benefit plans.




Military Leave. Regardless of any existing contrary Plan promsjdhe Plan
shall be maintained in compliance with all requiesnis of the Uniformed
Services Employment and Reemployment Rights Actl@®4 (‘USERRA").
Benefits for military leave prior to USERRA sha# provided in accordance with
the law in place then. In no event shall benefigspoovided for illnesses or
Injuries determined by the Secretary of VeterarnaiAd to have been incurred in,
or aggravated during, performance of services wihilehe military. Unless the
terms of the collective bargaining agreement requtherwise, the following
policies shall govern contributions for coveragesl @enefits required under
USERRA.

1. Participants may self pay for coverage under tingssipion for up to 24
months continuation coverage required by federal la

2. The Employer shall provide coverage through couatrims for
Participants whose military service is for lesat34 days.

3. The Employer shall provide (through contributios)y seniority based
benefits of the Plan to which a Participant istéedidue to the provisions
of USERRA.

4, Upon discharge from uniformed service, a Partidipamo is reemployed
with an Employer in accord with the provisions oSERRA shall be
entitled to coverage under the Plan and all rigimd benefits under the
Plan that the Participant would have had if theti€ipant had remained
continuously employed with an Employer.

5. If the last Employer employing the Participant mfarmed services is no
longer functional, USERRA-required benefits for wi such last
Employer is liable shall be provided by the Plaitsabwn expense.

Self-Payments for Out-of-Work Bargaining Unit Employees.

1. If you are an eligible active Bargaining Unit Empée whose
accumulated credit for hours worked has fallenwel00 hours, you may,
in order to maintain continuous coverage, make @agnas a Self-Pay
Employeé¢ directly to the Plan.

a. The Self-Payment rate for an out-of-work Bargainitpit
Employee who loses coverage due to a voluntaryneolintary
termination after May 31, 2010 will be 100% of thél cost of
COBRA coverage (medical, prescription drug, deatadl vision
benefits).

b. There may be no breaks in payment and you mustidiele for
coverage at the time you wish to begin direct payme

23



C. You must be listed on the Union’s Hiring Hall redsrand must
not work for a nonsignatory employer doing cemerasams or
plasterers work.

d. You must make payment directly to the Plan by tb# &f the
month for which coverage is desired.

e. You must not be a member of the military, navahiorservices of
any country on a full-time basis.

2. The maximum months of self-pay coverage is basedhenmaximum
months of continuation coverage allowed by COBRA.

3. Coverage for the Dependents of a Self-Pay Emplsfesdl cease on
whichever of the earliest of the following dates:

a. On the date the Self-Pay Employee’s eligibilityrterates;
b. On the date the Dependent no longer qualifiesspendent;

C. On the date the Dependent enters into full-timatany, naval or
air service of any country;

d. On the date the Plan terminates.

Freezing of Benefits for Disabled Employees(Bargaining and Nonbargaining
Unit Employees). If an Employee has been eligide 12 months or more
preceding an injury and becomes Totally Disabled ttm an Occupational or
Nonoccupational lliness or Injury, coverage maycbetinued for a maximum of
12 months from the end of the month during whianhdrsability commenced, and
all hours remaining in his Hour Bank shall be frozgrovided:

1. Application for extended coverage is applied fothimi one (1) year
following the date of total disability;

2. A Physician certifies that the total disability indlontinue for 30 days or

more;
3. The disability occurred while the Employee wasiblig and
4. A Physician certifies the Employee is unable toagggin any work for

wage or profit, or the Employee is restricted tghti duty work, as
determined by the Trustees based on such evidéegedeem sufficient,
including medical records or a Social Security dateation, for example.

5. These benefits will terminate upon the occurrenteammy one of the
following:
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a. making yourself available for work in the Union’sridg Hall; or

b. certification from your Physician or an independantdical
examiner retained by the Plan that you are ablenggage in any
type of “work for pay or profit.”

C. Entering into any “work for pay or profit.”

Disabled Children. The maximum age limit (end of the month in whitleir
26" birthday occurs) may be extended for Dependentlren who are disabled
and incapable of self-sustaining support as atresyhysical or mental disability
while such condition exists, under the followindesu

1.

Written evidence of disability must be submittedthm 31 days of
attainment of the age limit.

The Plan may require, at reasonable times durireg ttho (2) years

following the child’s attainment of the limiting agsubsequent proof of
the child’s incapacity and dependency. After the {&)-year period the

Plan may require additional proof of the incapaeityl dependency of the
child once a year.

The disabled child must be and remain unmarried.

The incapacity must have commenced prior to theliage stated in the
eligibility rules.

The child must be chiefly dependent on the Covénegbloyee for support
and maintenance.

Coverage During Family and Medical Leave.

1.

The Family and Medical Leave ActRMLA ") requires certain employers
to give their employees up to 12 weeks of unpaayvdeduring any 12-
month period for certain family and medical reas@sing FMLA leave,
you may continue coverage for medical, prescriptdental and vision
benefits under the Plan provided that your Emplayettinues to pay the
required contributions for you and you continuep@y any required
employee contributions.

FMLA permits a spouse, son, daughter, parent ot oiekin to take up to
26 weeks of leave to care for a member of the Ark@des, including a
member of the National Guard or Reserves, who aergoing medical
treatment, recuperation, therapy, in outpatiertusteor is otherwise on a
temporary disability retired list, for a seriousjulry or illness. An
employee is permitted to take FMLA leave for anydtifying exigency”
(as defined by the Secretary of Labor) arising outhe fact that the
spouse, son, daughter, or parent of the employeactwe duty (or has
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been notified of an impending call or order to &etduty) in the Armed
Forces in support of a contingency operation.

Whether you are entitled to FMLA leave is determtheby your
Employerand your Union, not by the Plan. It is the resjahty of the
employer to notify the Administrative Office of afjranted leave and
provide the Administrative Office with documentaticoncerning the
reason for your leave. If you are not receivinggbeecks while on FMLA
leave you must make arrangements with your Emplayelfor Union to
ensure that contributions to the Plan are made ouor \behalf. If
contributions are late by 30 days or more, yourecage may be canceled
until you return to work.

When you return to work your benefits will be reitaded as though you
had not taken leave. If you do not return to wdtkraaking FMLA leave:

a. Your coverage will end on the date you give notiwd you are not
returning to work;

b. You may be required to repay your Employer the aufsthe
coverage you had while on leave (unless you daogtatn to work
because of a serious medical condition beyond gontrol); and

C. You may be eligible for COBRA (explained in PariS&ction A).

FMLA leave will not cause you to lose any accumuddtbenefits. For
more information on your Employer’s and Union’s FMEand other leave
policies, please call your Employer or your Union.
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PART 3. INDEMNITY MEDICAL BENEFITS.

This section applies to individuals enrolled in theemnity Medical Benefits (Part 3)
provided by the Plan. Employees who lose covefagéess-than 12 consecutive months need
not establish new initial eligibility, but instedzecome covered again as soon as they have
sufficient hours in their Hour Banks for coverage.

A. Mandatory Hospital & Medical Prior Authorization Pr ograms (Provided by
the Utilization Review Organization listed on p&)e

1. “Prior _Authorization” is a program designed to avoid unnecessary

medical treatment. Through this review process, god your Physician
will be advised if the requested treatment is appabe. Perhaps a
recommended surgery can be performed on an outpatsis thus saving
you out-of-pocket expense. If the review organ@atias a question as to
the necessity of Hospitalization, that organizatisill contact your
Physician and resolve the problem. The Trustees bamtracted with the
Utilization Review Organization to provide this wee. Benefits payable
will be reduced to 50% of Allowable Expenses ifdPrAuthorization is
not obtained.

2. Prior Authorization is required for all nonemerggrtospital Admissions
(other than admissions through the MAP progranorder for you or your
Dependents to have Plan benefits paid at the mawinevel. Prior
Authorization is also required for certain outpatieservices. If it is
necessary for you to be admitted to the HospitahlwrEmergency basis,
you do not need to get Prior Authorization, busihecessary to have the
Hospital call the Utilization Review Organizatidmetfirst day you are in
the Hospital. The Utilization Review Organizationllvhen review your
records to determine the necessity of your admssiod the required
length of stay. The following services require PAaithorization:

Allergy testing; Durable Medical Equipme over $50C
Cardiac monitoring Home Health (@re;

Echocardiograph CTICTA;

MRI/MRA; Outpatient surgery requiring sedati
Myocardial perfusion ImagingOutpatient surgery performed in
(Thalium);

PET scans; Outpatient Surgery Center

This is not a complete list of services and sugpliequiring Prior
Authorization.  Please contact the Administrativdfic® for more
information. All inpatient Hospitalization requireBrior Authorization.
This includes admissions for Mental Health and $b= Abuse
disorders. (See Part 7, Section B)
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Prior Authorization for any health care servicepoocedure means only
that the proposed service or procedure is medicakbgessary and
appropriate for the diagnosis givePrior Authorization does not mean
that eligibility, payment or benefits are guarantee. Payment for any
health care service or procedure will be determioedhe basis of the
Plan of benefits in effect at the time the sernac@rocedure is performed,
regardless of any Prior Authorization.

How does the Program Work?

If the Prior Authorization requirements are not @bated, your benefit
payment will be reduced to 50% of Allowable Expense

a. If you are recommended to have a nonemergency tbspi
admission, hospice care or Home Health Care, yost tell your
Physician that you are required to receive PricthAtization.

b. You also must call the Utilization Review Organiaatto confirm
that your Physician has obtained Prior Authorizatio

C. You, your Physician, the Hospital and the Admirittre Office
will be advised if the treatment is approved. la #vent there are
disagreements as to whether the treatment is nigdiecessary,
your Physician and the Physician from the UltiliaatiReview
Organization will resolve the problem.

d. If it is not resolved, you will be advised at thimte and told about
the appeals procedure. However, before any exp@meaacurred,
you will know that your claim may be denied becaubke
treatment is not medically necessary. This progpantects you.

Concurrent Review.

a. Once you have entered the Hospital following theorPr
Authorization or following an Emergency admissionhe
Utilization Review Organization will continue to mitor your stay
to determine the appropriate length of confinemantd the
necessity of medical services. Benefits payablé bealreduced to
50% of the amount otherwise payable if Prior Autbetion and
Concurrent Review are not obtained.

b. If the Utilization Review Organization concludesuyacontinued
Hospitalization is unnecessary, you and your Plgsiavill be
notified. You may continue to stay in the Hospitabwever, you
must be aware it will reduce payment of your claivfou, of
course, have the right to appeal this decision.
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Prior_Authorization for MAP. If you require Hosglization through a
referral by MAP, it is not necessary to obtain Prthorization or a
Concurrent Review through the Utilization Reviewg@mization. All
MAP referred Hospitalizations must receive Priortifarization from
MAP. If the Prior Authorization requirements aret remmpleted, your
benefit payment will be reduced to 50% of AllowaBbepenses.

Choosing a Contract Hospital. The Plan has contracted with several Hospitals
to reduce costs for Hospitalization. Therefore, ryaatual payment at a PPO
Hospital will be less than what you would pay foe same service at a Non-PPO
Hospital. Please contact the Utilization Review &nigation listed on page 3 for
the most current list of PPO Hospitals.

Elective services performed at Non-PPO Hospitadsganerally covered by the
Plan at 75% of Allowable Expenses.

Deductibles and Copayments. Deductibles and Copayments are amounts that
you must pay, in addition to coinsurance, in cartaicumstances before the Plan
pays benefits. The Plan’s various Deductibles aopa@ments include:

1.

An Individual Calendar Year Deductiblef $150 of out-of-pocket PPO
Covered Expenses incurred by each Eligible Indi@ideach Calendar
Year ($600 Non-PPO). A deductible is an amount jlwat must pay, in
addition to coinsurance, before the Plan pays litsndhe Calendar Year
deductible applies separately to Covered Expensesrred by or on
behalf of each Eligible Individual covered undez #lan once during each
Calendar Year (except as provided undearhily Limit ” or “Common
Accident’) even though expenses may be incurred for carsevkral
Injuries or Sicknesses during the year. Any Covediggenses incurred
during the last three (3) months of a Calendar Yleairare applied toward
the deductible (whether or not it is fully satisfjemay also be applied
toward the deductible for the following Calendaray.e

A $500 per visit Emergency Facility Copayment far\Emergency care
($0 for Emergency care).

A $15 Physician office visit Copayment.
Special Rules Regarding Deductibles.

a. Family Limit — Subject to the rules regarding “Com
Accident,” not more than two (2) deductibles ($32RO / $1,200
Non-PPO) per family need be satisfied during anke@iar Year.

b. Common Accident — If an Active Employee and onedfi)nore
Dependents, or if two (2) or more Dependents, aj@ed in the
same accident, all Covered Expenses arising othefaccident
will combine and only one (1) Deductible Amount abowill
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D.

apply to all such expenses incurred during the ri¢kle Year in
which the accident occurs.

C. The Deductible will not apply to the following bdits:
(2) Hearing Aid Benefits; or
(2)  Accident Expense (first $300).
Coinsurance and Annual Out-of-Pocket Maximums.

1. Coinsurance. Except as may be stated elsewherednega&pecific items,
if an Eligible Individual receives treatment for amury or Sickness, the
Plan will, subject to the terms and conditions edtabelow, pay the
applicable percentage, as outlined below:

a. Contract Provider 90% of Allowable Expenses

b. No Contract Provider Available 80% of Allowable Exyses

C. Noncontract Provider 75% of Allowable Expenses
2. Annual Out-of-Pocket Maximums. The amount you pagheyear in

Copayments, Coinsurance and Deductibles on Eskétgmth Benefits
delivered by PPO Providers will not exceed $3,580qerson or $10,500
per family. Once you (or your family) meet the AmhuOut-of-Pocket
Maximum on Essential Health Benefits, the Plan wit charge you any
additional amounts for covered services. There asAmnual Out-of-
Pocket Maximum for non-Emergency services providgd Non-PPO
Providers. The Annual Out-of-Pocket Maximum youll wpay for
Emergency Services Provided by Non-PPO Providellsnai exceed the
annual limit for PPO Provider services ($3,500 person, $10,500 per
family). Use PPO Providers when possible for nomeEgency Services
in order to minimize your potential out-of-pockepenses.

Mandatory Case Management. The Plan has the authority to require or
mandate case management. Case management meaoal rmedther health care
management services to assist patients and thaithheare providers and
facilitate proper, effective and efficient caregliurding identifying and facilitating
additional medical resources and treatments, prmayidinformation about
treatment options, and facilitating activities armbmmunications among
professionals. Circumstances for case managemehidan chronic illnesses,
acute catastrophic Injury, infectious disease, utarminal illness, transplants,
prescription Drugs (for example, narcotics and o#mddictive Drugs), high risk
pregnancies, neonatal complications, AIDS and Alfated cases, among
others. Case management can also include requmddpéndent medical
examinations and evaluations.

If the Participant or his / her treating healthecproviders, including Physicians,
refuse or fail to participate in and fully cooperatith case management when it
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is required by the Plan, then the Plan has theoatjyhto reduce all Plan benefits
by 75%.

Covered Expenses. The term Covered Expenses refers to the items of

medical expense for which medical benefits may &gaple. Covered Expenses
include charges for the following services and siegpwvhich are certified by the

attending Physician and determined by the Planetoniedically necessary for
treatment of Injury or Sickness, to the extent ttie charges do not exceed
Allowable Expenses:

1.

Inpatient Hospital Benefits.

a.

PPO Hospitals. If an Eligible Individual becomemfined in a

PPO Hospital, the Plan will, subject to the termsl @onditions
hereafter stated, pay 90% of Allowable Expensesréam and
board (including confinement in an intensive cani)uand other
necessary services and supplies obtained duringatiém
confinement.

Non-PPO Hospitals. If an Eligible Individual becesnconfined in
a Non-PPO Hospital, the Plan will, subject to tleems and
conditions hereafter stated, pay 75% of the amaitherwise
payable if the Eligible Individual had been confinen a PPO
Hospital for the following:

(2) room and board charges;

(2) intensive care unit accommodations not to exceed an
amount equal to two and one-half (2 1/2) times the

Hospital's most common charge for its standard
semiprivate accommodations; and

3) other miscellaneous charges for services and sptiat
are necessary for treatment of Injury or Sickness.

Exceptions to Non-PPO rates: Unless specificallatesl
otherwise:

(2) If an Eligible Individual requires specialized cadhat can
only be provided in a Non-PPO Hospital, the Pla, wi
subject to the terms and conditions hereafter dtatay
80% of Allowable Expenses.

(2) If an Eligible Individual residing within the Plag’
Preferred Provider Service Area visits or is coadirin a
Non-PPO Hospital due to an Emergency Medical
Condition, the Plan will pay 90% of Allowable Expes

for Emergency Services provided by the Non-PPO
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Hospital. The Plan may require that the Eligibldiidual
be transferred to a PPO Hospital upon the advice of
Physician that it is medically safe to effect streimsfer.

Where it is medically necessary and appropriatéaoee
medical treatment that is otherwise covered byPiaa, but
which is not reasonably available through curre®OP
Physicians or facilities and the Eligible Individua
establishes such to the satisfaction of the Boairustees
based upon whatever evidence the Board of Trustegs
require, the Plan will pay 90% of Allowable Expesise

Mandatory Inpatient Care from Hospitalist Prograhy$tcian: If

a Participant is admitted as an inpatient at a Halspt which a
Hospitalist Program exists, the Participant is eabjto the
Hospitalist Program.

(1)

(2)

3)

(4)

Inpatient care by the Hospitalist Program Physkiias
required for all Participants. This is inpatientrecaby
Primary Care Physicians only. Pfimary Care
Physicians are general practice, family practice and
internal medicine Physicians. The Hospitalist Pangidoes
not include Physician care by specialists such as
cardiologists, dermatologists, oncologists or
anesthesiologists. For purposes of the HospitRlisgram
only, OB/GYN and Pediatric Physicians are considere
specialists, not Primary Care Physicians.

For inpatient Physician primary care under the Habgt
Program, the Plan will pay the full Allowable Expen
including any copays, coinsurance and deductiblds
Eligible Individuals will not have any out of podke
expenses for covered services by Hospitalist Pmgra
Physicians. Care by specialists will continue tocbeered
and paid as normal under the terms of the Plan.

If the Eligible Individual refuses care from the $patalist
Program Physician and instead accepts inpatienpitébs
care from his or her own Primary Care Physiciant (no
including OB/GYN and pediatric Physicians) or arthey
non-specialist Hospital based Physician outside thef
Hospitalist Program, the Plan will pay nothing $oich care
and the Eligible Individual will be solely respobl& for all
amounts billed by such Primary Care Physician.

An Eligible Individual who has been admitted and is
receiving care from a Hospitalist Program Physicidso
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may accept care from his or her pre-establishethd®yi
Care Physician who has been actively involved ia th
Eligible Individual's ongoing primary care. Howeydris
or her pre-established Primary Care Physician diogi
care to an admitted Eligible Individual will be maursed
by the Plan for a consultation only and will not tne
manager of the Eligible Individual’s inpatient care

Outpatient Hospital Benefits. If an Eligible Indivwal is not confined in a

Hospital as a registered bed patient but:

a.

b.

C.

undergoes a surgical operation;

undergoes Preadmission testing prior to a schedddspital stay;
or

receives necessary outpatient treatment at a Hibspit

The Plan will pay the percentage in accordance \lhh Percentage
Payable Schedule for the Hospital's Allowable Exge incurred for
necessary services and supplies, including Physigarvices.

Accident Expense.

a.

If you or your Dependent suffers bodily Injury in accident, and
you first receive treatment within 36 hours of sudtident, you
will receive a benefit up to $300 at 100% and ndiject to the
Deductible, to help you pay the costs during thst fthree (3)
months after the accident for the following:

(2) medical or surgical treatment by a licensed Phasici
(2) Hospital confinement;
3) laboratory and x-ray examinations;

(4) services of a Registered Nurse, not a relativeoafgr your
Dependent, when ordered by the attending Physician;

(5) the services of a registered physical therapist.

Limitations and Exclusions. The foregoing benefitdl not be
provided for:

(1)  Any Injury covered by Worker’'s Compensation;

(2) Ptomaine poisoning, disease or infection (excejpigppic
infection occurring through an accidental cut ouwa);
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3) Eye refractions or fitting of eye glasses;

(4) A self-inflicted Injury or illness unless such Imuor
illness is the result of a protected source underHealth
Insurance Portability and Accountability ActHIPAA ™)
and the Plan is made aware of that source;

(5)  Accidental damage to dentures, bridgework, natteath
or for the services of a chiropractor or acupunsturnder
this benefit.

Acupuncture. Acupuncture will be paid at 90% ofoable Expenses
for PPO providers and 80% of Allowable Expenses Kkwn-PPO
providers, up to a maximum of $300 each Calendar.Ye

Anesthesia, including its administration, which miag provided by a
Physician, Certified Registered Nurse Anesthesistog(CRNA),
Physician's assistant or APN.

Ambulance Service. The Plan will pay 90% of Alldie Expenses for
PPO providers and 80% of Allowable Expenses for-R&© providers,
for each trip to or from the Hospital, provided yarne being admitted as a
patient or being released from the Hospital as & fegient, or you are
receiving emergency room treatment immediatelyfelhg an accident.

Chiropractic Care. Manipulation of musculoskeletgdtem by a licensed
chiropractor is paid at 90% of Allowable ExpensaisRPPO providers and
75% of Allowable Expenses for Non-PPO providersnited to a
maximum of ten (10) visits per Calendar Year.

Clinical Trial. If you are a Qualified Individuadnd participate in an
Approved Clinical Trial, the Plan will not deny (dimit or impose
additional conditions on) the coverage of Routinest§ for items and
services furnished in connection with, nor discnate against you based
on, your participation in the Approved Clinical aki

a. Definitions.

(1) A “Qualified Individual ” is an Eligible Individual who is
eligible to participate in an Approved Clinical aki
according to the trial protocol with respect to treatment
of cancer or another life-threatening disease or condition;
and either: (1) the referring health care professias a
PPO Provider and has concluded that the Eligible
Individual's participation in such trial would be
appropriate; or (2) the Eligible Individual provalenedical
and scientific information establishing that thegtile
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10.

Individual's participation in such trial would be
appropriate.

(2)  An “Approved Clinical Trial ” is a phase I, Il, lll or IV
clinical trial that is conducted in relation to thesvention,
detection, or treatment of cancer or other lifeeftening
disease or condition, and is either (i) a federfllyded or
approved study or investigation, (ii) a study orastigation
conducted under an investigational new drug apiphica
reviewed by the Food and Drug Administration, o @
study or investigation that is a drug trial exenfiim
having such an investigational new drug application

(3) “Routine Costs are routine patient costs including items
and services consistent with the Plan’s coverageafo
individual who is not enrolled in a clinical triaRoutine
Costs do not include (i) the investigational itedayice, or
service, itself; (ii) items and services that amvpled
solely to satisfy data collection and analysis sesad that
are not used in the direct clinical management haf t
patient; or (iii) a service that is clearly incosteint with
widely accepted and established standards of carea f
particular diagnosis.

Contact Information. For questions about the cayerdor
Approved Clinical Trials, please contact the Adrsirative Office
or the Centers for Medicare & Medicaid Servicesnt€e for
Consumer Information and Insurance Oversight a8)Y3%3-2789.

COVID-19 Testing. Effective January 31, 202 Plan will pay 100%

of the costs for diagnostic and testing of COVID-&8 well as the in-
network visit associated with COVID-19 testing, e it takes place in
a doctor’s office, urgent care center, or emergedepartment. If a
positive diagnoses is confirmed, treatment for CDXIB will be covered
at 100% for in-network providers.

Diagnostic X-Ray and Laboratory Expenses

a.

Diagnostic Laboratory Expenses. Laboratory exatiuna for

diagnostic purposes on an outpatient basis wilpaid at 90% of

Allowable Expenses for PPO Providers, 80% of Allblea
Expenses for Non-PPO Providers when no PPO Prousler
available and otherwise 75% of Allowable ExpensgdNon-PPO

Providers.

Diagnostic X-ray Expenses. X-ray examinations daagnostic
purposes on an outpatient basis will be paid at @d%llowable
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11.

Expenses for PPO Providers and 65% of Allowableelagps for
Non-PPO providers, including when no PPO provideavailable
in the service area.

C. Diagnostic laboratory and x-ray claims in excess$6f000 for
outpatient treatment will require preauthorization.

NOTE: No payment will be made for premarital exaations or x-ray
treatments.

Dialysis Treatment — Outpatient. This Section dbss the Plan’s
Dialysis Benefit Preservation Program (thBidlysis Program’). The
Dialysis Program shall be the exclusive means é&beminining the amount
of Plan benefits to be provided to Eligible Indiwads and for managing
cases and claims involving dialysis services ampkes, regardless of the
condition causing the need for dialysis.

a. Dialysis Program Administrator. The Board of Teed has
delegated the administration and operation of tBiglysis
Program to the Dialysis Claims Administrator.

b. Reasons for the Dialysis Program. The DialysiggRnm has been
established for the following reasons:

(1) the concentration of dialysis providers in the nearin
which Eligible Individuals reside may allow suclopiders
to exercise control over prices for dialysis-retapgoducts
and services,

(2) the potential for discrimination by dialysis proerd
against the Plan because it is a non-governmentahan-
commercial health plan, which discrimination magdeo
increased prices for dialysis-related products seices
charged to Eligible Individuals,

3) evidence of (i) significant inflation of the pricebarged to
Eligible Individuals by dialysis providers, (ii)¢huse of
revenues from claims paid on behalf of Eligibleiunduals
to subsidize reduced prices to other types of pager
incentives, and (iii) the specific targeting of tRéan and
other non-governmental and non-commercial planshily
dialysis providers as profit centers, and

(4) the fiduciary obligation to preserve Plan assetaire
charges which (i) exceed reasonable value due dimrfa
not beneficial to Eligible Individuals, such as ketr
concentration and discrimination in charges, anpa(e
used by the dialysis providers for purposes contrarthe
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Eligible Individuals’ interests, such as subsidies other
plans and discriminatory profit-taking.

Dialysis Program Components. The components ofDiadysis

Program are as follows:

(1)

(2)

)

Application. The Dialysis Program shall apply to all
claims filed by, or on behalf of, Eligible Individis for
reimbursement of products and services provided for
purposes of outpatient dialysis, regardless ofctradition
causing the need for dialysis (“dialysis-relateairols”).

Claims Affected The Dialysis Program shall apply to all
dialysis-related claims received by the Plan onafier
February 1, 2010, regardless when the expensdedeia
such claim were incurred or when the initial cldon such
products or services was received by the Plan reisipect
to the Eligible Individual.

Mandated Cost ReviewAll dialysis-related claims will be
subject to cost review by the Dialysis Claims Adistirator

to determine whether the charges indicate the tsffet
market concentration or discrimination in chargés.
making this determination the Dialysis Claims
Administrator shall consider factors including:

(@) Market concentration The Dialysis Claims
Administrator shall consider whether the market for
outpatient dialysis products and services is
sufficiently concentrated to permit providers to
exercise control over charges due to limited
competition, based on reasonably available data and
authorities. For purposes of this consideration
multiple dialysis facilities under common
ownership or control shall be counted as a single
provider.

(b) Discrimination in charges The Dialysis Claims
Administrator shall consider whether the claims
reflect potential discrimination against the Plawy,
comparison of the charges in such claims against
reasonably available data about payments to
outpatient dialysis providers by governmental and
commercial plans for the same or materially
comparable goods and services.
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(4)

In the event that the Dialysis Claims Administrator
charge review indicates a reasonable probabilitat th
market concentration and/or discrimination in clearbave
been a material factors resulting in an increasethef
charges for outpatient dialysis products and/ovises for
the dialysis-related claims under review, the Dsay
Claims Administrator may, in its sole discretioetetrmine
that there is a reasonable probability that thergdm
exceed the reasonable value of the goods and/eicesr
Based upon such a determination, the Dialysis Glaim
Administrator may subject the claims and all futal@ms
for outpatient dialysis goods and services from shene
provider with respect to the Eligible Individualp the
following payment limitations, under the following
conditions:

(@) Where the Dialysis Claims Administrator deems it
appropriate in order to minimize disruption and
administrative burdens for the Eligible Individual,
dialysis-related claims received prior to the cost
review determination may, but are not required to
be, paid at the face or otherwise applicable rate.

(b)  Where the provider is or has been a participating
provider under a Preferred Provider Organization
(PPO) available to the Plan’s Eligible Individuals,
upon the Dialysis Claims Administrator’s
determination that payment limitations should be
implemented, the rate payable to such provided shal
be subject to the limitations of this Section.

(c) Maximum Benefit The maximum Plan benefit
payable to dialysis-related claims subject to the
payment limitation shall be the Usual and
Reasonable Charge for covered services and/or
supplies, after deduction of all amounts payable by
coinsurance or deductibles.

(d) Usual and Reasonable ChargeWith respect to
dialysis-related claims, the Dialysis Claims
Administrator shall determine the Usual and
Reasonable Charge based upon the average
payment actually made for reasonably comparable
services and/or supplies to all providers of theea
services and/or supplies by all types of plansha t
applicable market during the preceding Calendar
Year, based upon reasonably available data,
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12.

(5)

(6)

adjusted for the national Consumer Price Index
medical care rate of inflation. The Dialysis Claims
Administrator may increase or decrease the
payment based upon factors concerning the nature
and severity of the condition being treated.

(e)  Additional Information related to Value of Dialysis
Related Services and Supplies The Eligible
Individual, or where the right to Plan benefits has
been properly assigned the provider, may provide
information with respect to the reasonable value of
the supplies and/or services for which payment is
claimed, on appeal of the denial of any claim or
claims. In the event the Dialysis Claims
Administrator, in its sole discretion, determinbatt
such information demonstrates that the payment for
the claim or claims did not reflect the reasonable
value, the Dialysis Claims Administrator shall
increase or decrease the payments (as applicable) t
the amount of the reasonable value, as determined
by the Dialysis Claims Administrator based upon
credible information from identified sources. The
Dialysis Claims Administrator may, but is not
required to, review additional information from
third-party sources in making this determination.

() All charges must be billed by a provider in
accordance with generally accepted industry
standards.

Provider Agreements Where appropriate, and a willing
appropriate provider acceptable to the Eligiblewitthal is
available, the Dialysis Claims Administrator mayegrinto
an agreement or agreement establishing the ratesblea
for outpatient dialysis goods and/or services wikte
provider, provided that such agreement must iderikifs
Section of the Plan and clearly state that suckeagent is
intended to supersede this Section.

Discretion. The Dialysis Claims Administrator shall have
full authority and discretion to interpret, admieis and
apply this Section, to the greatest extent perohitielaw.

Doctor/Physician Visits. Treatment from a Physica his office or in a

Hospital. No allowances will be made for medicasi@n Drugs except as
specifically provided. In addition to Coinsuran@e,$10 Copay applies
whenever a patient visits a Physician, regardlésghether the Physician
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is a PPO or Non-PPO provider. This additional Copaly applies to
Physician office visits and not to any other ougyat services, such as
outpatient surgery, immunizations, diagnostic aadotatory expenses,
therapeutic services, etc. These other outpatentces are still subject to
Coinsurance as explained in fQeick Guide to Benefits

13. Hearing Aid Benefits.

a. A hearing aid benefit will be provided upon cediiion by a
Physician of a hearing loss that may be lessenethdywse of a
hearing aid. The Plan will pay 80% of Allowable Exjges
incurred for the examination and the hearing aj,te one (1)
device per ear per five (5)-year period. Early aepments are not
allowed without prior Plan approval. If approvedo further
replacement will be allowed for three (3) yearsspéun additional
waiting period equal to the amount of time remagnimthe current
five (5)-year period.

b. No payment will be made for:
(1) the examination without a hearing aid being obtdine

(2) batteries or any other ancillary equipment othemtthat
obtained upon purchase of the hearing aid; or

3) repairs, servicing or other alterations of a hegraid
(except for allowed replacements as set forth above

14. Home Health Care.

a. Services of a Registered Nurse, Licensed Pradtioede or Nurse
Aide that are provided as part of a Home Care BR&along as prior
approval is received from the Utilization Reviewg@nization.

b. “Home Care Plari means continued care and treatment of an
Eligible Person who is under the care of a Physicia

C. The Home Care Plan must be approved in writing IR®hgsician,
as well as by the Utilization Review Organization.

15. Hospice Care.

a. Services and supplies that are necessary for theageaent of
terminal illness for patients with a prognosis e$d than six (6)
months to live and that are provided:

(2) under a Hospice Care Plan that has been approvedeby
Utilization Review Organization; and
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16.

17.

18.

(2) by a Hospital or related institution, Home Healtlar€
Agency, Hospice Agency or other facility licenseyl the
state to operate that Hospice.

b. “Hospice Care Plari means a coordinated interdisciplinary
program to meet the physical, psychological andasotweeds of
terminally ill patients and their families, by piding palliative
(pain controlling) and supportive medical, nursargl other health
services through home or inpatient care during $iekness or
bereavement.

C. The Plan will cover 90% of Allowable Expenses of approved
Hospice Care Plan. Bereavement counseling is dlaila

NOTE: Coverage for Respite Caré (i.e. short-term inpatient
stays that may be necessary for the patient inrotdegive
temporary relief to a care givevho regularly assists with home
care) is limited each time to stays of no more thnam (5) days in a
row.

Maternity Benefits. If an individual (other than Rependent child)
becomes confined in a Hospital due to childbirthisaarriage or
complications of abortion, the Plan will pay foryBltian's fees and
Hospital charges as any other illness. The Plahpay for a minimum
Hospital stay of 48 hours for the mother and newldolowing a normal
vaginal delivery, and 96 hours for the mother aedtorn child following
a cesarean delivery.

Medical Equipment Rental and Supplies. Rental wfabdle basic (i.e.,

nonluxury) medical equipment (but not to exceed thechase price) or
purchase of such equipment where only purchasensitied or where

purchase is more cost efficient due to a long teemd for the equipment
as determined through Prior Authorization. Replaseimof medical

equipment is covered only if medically necessarg ttuphysical changes
or the growth and/or development of a child and@soved through Prior
Authorization. Medical equipment must be prescribgda Physician and
required for therapeutic use in treatment of anivactSickness or

accidental Injury. For Medicare enrollees, diabstipplies and services
are covered under Medicare Part B and classifiedluaable medical

equipment (DME). If prescribed by a Physician, anod covered under
Medicare Part B, the diabetic supplies will be cedeby the Plan up to
$100 per calendar year.

Mental Health Conditions. (See Part 6 for MAP)

a. Payable under comprehensive medical benefits.
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19.

20.

21.

22.

23.

b. Inpatient coverage for treatment of mental or nesvoonditions, if
not authorized by MAP, is limited to 50% of AllowlalExpenses.

C. Outpatient coverage for treatment of mental or oesvconditions
that is not authorized by MAP is limited to 50% Allowable
Expenses.

Newborn Care — see the section entitled “Prever@ize.”
Physical Exam — see the section entitled “Prevertfiare.”
Physical, Occupational and Speech Therapy. Servafea licensed

physical, occupational or speech therapist arelabaj limited to a
combined maximum of 60 visits per Calendar Year.

Prescription Drug Benefits. See the section edtitlPrescription Drug
Benefits.”

Preventive Care. Preventive Care benefits, whiethl snclude (i) services
rated “A” or “B” by the U.S. Preventive Services ska Force,
(i) immunizations recommended by the Advisory Coittee on
Immunization Practices of the Centers for Diseaset®| and Prevention,
and (iii) preventive care and screenings for wonsm children as
recommended by the Health Resources and Servicesnisdration, will
be covered at 100% of Allowable Expenses for NekwBroviders.
Preventive care services may include, but areimoteld to the following:
screening for gestational diabetes, HPV testingtistpat age 30, HIV
screening, screening and counseling for interpalsand domestic
violence, coverage for comprehensive lactation stipgnd counseling by
a trained provider during pregnancy and/or in tlwstpartum period.
BRCA testing and counseling for women with familgtbries of breast,
ovarian, tubal, or peritoneal cancer or for womethwa prior non-BRCA
related breast cancer or ovarian cancer diagnasid, colonoscopies
(including anesthesia if the attending providered®ines it is medically
appropriate). For a full list of covered preventizare benefits in
compliance with Health Care Reform regulations,apée contact the
Administrative Office. In the absence of specifiidance in a preventive
care guideline or recommendation, the Plan mayreasonable medical
management techniques to determine the frequenethad, treatment or
setting for a recommended preventive service.

a. Non-PPO Providers. Non-PPO Providers are covere80%i of
Allowable Expenses; provided that Preventive Carenddits
provided by a Non-PPO Provider will be covered 0% of
Allowable Expenses if, and only if, the particuleam or service
provided by the Non-PPO Provider is not availabtemf a PPO
Provider.
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24,

25.

26.

b. Women’s Preventive Care. Women'’s preventive sesvioelude,

but are not limited to, the following:

(1)

(2)

3)
(4)
(5)

FDA-approved female sterilization services (e.gibal
ligation, implants such as Essure).

FDA-approved contraceptive management, including
contraceptive methods and counseling for females.

Prenatal visits.
Well-woman visits.

Breastfeeding pump and supplies and lactation adungs
For the duration of breastfeeding, coverage is idex\ for
lactation support and counseling and a standarduatar
standard electric breast pump, plus necessary tbpeasp
supplies. Rental is payable up to the allowed pasetprice
of the breastfeeding pump. Repair, adjustment miseg

of a breastfeeding pump is payable. Replacemena of
breastfeeding pump is payable only if there is ange in
the covered person’s physical condition or if teipment
cannot be satisfactorily repaired at a lesser esgaen

Preventive care services related to pregnancybwilprovided for
dependent children when an attending provider detes the
services are age and developmentally appropriate the
dependent.

Skilled Nursing Care Confinement. Coverage forfc@mment in a Skilled

Nursing Care Facility is limited to 100 days perlédd@ar Year and is

available:

a. upon the specific recommendation and under the rgkne
supervision of a legally qualified Physician; and

b. when Hospital confinement would be necessary inaltwence of
Skilled Nursing Care Facility confinement.

Specialty Drugs. Specialty Drug medications foatneent of oncology

and rheumatoid arthritis, if not readily availaltkeough the prescription
Drug program.

Substance Abuse Treatment. This benefit is payabfellows:

a. Inpatient coverage for treatment of substance abasauthorized
by MAP is limited to 50% of Allowable Expenses.
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27.

28.

29.

b. Outpatient coverage for treatment of substanceeathat is NOT
authorized by MAP is limited to 50% of Allowable fgenses.

Surgical Expenses. The Plan will cover expenses afurgeon and
assistant surgeon. Covered expenses of an assstgeon are limited to
20% of the surgery allowance for the primary surgedultiple surgeries
within the same incision will be paid accordingrdustry standards or, in
the case of contracted providers, as set fortudh sontracts.

Transplants. The Plan covers non-Experimental rorgansplants as
provided here.

a. All organ transplants require mandatory Case Mamag¢ and
must be performed at a network facility through tifeTrac organ
transplant network or Coalition (HSC) facilities)less LifeTrac or
HSC does not offer the particular type of eligibl@nsplant. The
case manager will determine whether the organ ptans
procedure is medically necessary and appropriatéht specific
condition of the patient.

b. With respect to allowable organ transplant surg@gn benefits
shall be provided to an organ donor for Covereddasps incurred
by that person (whether or not such person is ayibe Individual
under the Plan), that are directly related to ta@dplant surgery
only if the organ recipient is an Eligible Individluunder the Plan
and provided that such expenses are not payablangyother
insurance or health plan.

C. The Plan will cover all expenses related to thevedible transplant
of an organ including patient screening, organ prement and
transportation of the organ, patient and/or donogery for the
patient and donor (subject to the conditions in thigove
paragraphs), follow-up care in the home or Hospitalno case
will the Plan cover expenses for transportationsofgeons or
family members.

Well Child Care — see the section entitled “PrenenCare.”

Limitations and Exclusions — Benefits willNOT be payable for the following
services and supplies, except as specified otherwis

1.

Abortion. Elective abortion, other than one whiére mother’s life would
be endangered if the fetus were carried to term.

Criminal Activities. Expenses incurred as a resdilparticipation in or
consequence of the commission of a felony or migdarar, participation
in a riot or otherwise being “outside the law.”
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Cosmetic Surgery. Any loss, expense or chargerédsaits from cosmetic
or reconstructive surgery except:

a. for accidental Injuries, provided the surgery isf@ened within 12
months of the date of the accident;

b. for repair of congenital defects of newborn chitdrer

C. for the initial reconstruction of a breast aftemastectomy (i.e.
medically necessary removal of all or part of thesalst).

In the case of a Eligible Individual who is receiyiBenefits under
the Plan in connection with a mastectomy and wieatslbreast
reconstruction, the law requires coverage in a readetermined
in consultation with the attending Physician arel Batient, for:

(2) Reconstruction of the breast on which the mastegtaas
performed,;

(2)  Surgery and reconstruction of the other breastodyce a
symmetrical appearance; and

3) Prostheses and treatment of Physical complicatainasll
states of the mastectomy, including lymphedemas.

Dental Care. Medical treatment of teeth and gurte@ treatment of
tumors; any operation or treatment in connectiothwvthe fitting or
wearing of dentures (refer to Dental Benefits); atmgatment for
Temporomandibular Joint Disorder TMJ”) or related conditions.
Exception: the Plan’s medical benefits will provigeneral anesthesia for
Dependent children for dental procedures when nadiginecessary.

Experimental Services. Any services or procedthias are experimental
in nature, as determined by the American Medicao&gtion or that are
not within the standards of generally accepted nadair dental practice.

Fertility Testing and Treatment.

Foot Care — Routine. Nonsurgical treatment of teet, except if
medically necessary due to chronic foot conditigdghotics and diabetic
shoes are also covered up to a maximum of one {it)gvery two (2)
years.

Government Operated Facilities. Charges for sesvar supplies received
from or in facilities owned or operated by the @ditStates Government
or any government, or for services and suppliexkwthe individual is not
required to pay, unless mandated by law.
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10.

11.

Home Health Care and Hospice Care expense for:

a. services and supplies that are not part of a Hormee ®@lan or
Hospice Care Plan;

b. services of a care giver or a person who livesh& tovered
person’s home or is a member of the Eligible Indlinal’s family.
A “care giver” is a person who provides nonmedssivices and
companionship and is not associated with a coveredder;

C. domestic or housekeeping services that are undel&be the
Eligible Individual's care;

d. providing a protective environment when no skillséervice is
required (such as companionship or sitter servjces)

e. services that are not directly related to the Bl@ilndividual's
medical condition, including but not limited to:

(1)  estate planning, drafting of wills or other legahsces;
(2) pastoral counseling or funeral arrangements olicEsy

3) nutritional guidance or food services such as “meat
wheels,” transportation services; or

4) expense for which benefits are paid under any other
provisions of the Plan.

Immunizations. Immunizations except as providedleunthe section
entitled “Preventive Care” in the list of Coveregpenses.

Medical Equipment — Rental and Purchase. Purchasental costs that
are not medically necessary and/or exceed thenatigiurchase price are
not covered under the Plan. Costs incurred forgpair or replacement of
a purchased item, including but not limited to, m@nance, upgrades,
temporary replacement while repairs are being cetaeg| parts and labor
needed to repair or replace any part of the itestgl treplacement of
equipment, batteries, etc., are not covered uraePtan. Replacement of
medical equipment is covered only if medically resagy due to Physical
Changes or the Growth and/or Development of a Cémld as approved
through Prior Authorization. Life sustaining equignb is not subject to
this limit. Life sustaining equipment is defined asedical equipment
designed to perform a vital function, such as legtand heartbeat, or
that is considered essential to the patient’s tghib maintain his or her
life or necessary to avoid a life threatening awteptially catastrophic
healthcare event (i.e., oxygen, suction machinespirators, dialysis or
heart/lung machines, critical life monitoring equignt, etc.). Diabetic
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12.

13.
14.

15.

16.

17.

18.

19.
20.

21.

22.

supplies purchased from a Contracted PPO Providecjuding
Compression Stockings, will also not be subjec¢his limit.

Non-Medically Necessary. Medical examinationsyises and supplies
not necessary for the treatment of any Injury ockBess, except
vasectomies for the Covered Employee or Dependamise.

Obesity. See the section entitled “Weight Redurctio

Other Coverage. Expenses for which you or yourdpdpnt receives
benefits under other insurance or health plan.

Other Examinations. Expenses for routine healtméxations and normal
eye and ear examinations, including the fittingegéglasses and hearing
aids, except as specifically provided.

Pregnancy of a Dependent Child. Charges for a Dugd child in
connection with pregnancy, childbirth or miscargagxcept as provided
under the section entitled “Preventive Care.”

Relative Care. Charges for services received hyHigible Individual
that are performed by a member of the immediatelyaoh the Employee
or spouse.

Self-Inflicted Injury. As a result of suicide, athpted suicide,
intentionally self-inflicted Injury or Sickness, l@ss such Injury or illness
is the result of a protected source under HIPAA d#rel Plan is made
aware of that source.

Vision Care. Vision training or radial keratotomy.

War or Active Duty. Treatment of Injury or Sickisethat is occasioned
by war, declared or undeclared.

Weight Reduction. Treatment of obesity, includgestric bypass surgery
or any other type of bariatric surgery, and anytesl complications of
such surgery, or any expense or charge for diescot weight loss except
as provided under the section entitled “Preventiaee.”

Work-Related Conditions. The Plan does not coxeerses incurred by
you or any of your covered Dependents for any injusickness or
condition arising out of or in the course of empi@nt. The Plan may
pay claims pending a workers’ compensation detatiuin regarding
course and scope of employment if the approprigigaiment Agreement
is signed and all the Plan’s rules and requiremeanés followed and
satisfied. Refer to Part 13, Section B (Third P&¢ecovery Rules).
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23.

Third Party Liabilities. Any expenses caused by #nird party, except as
provided to individuals who, along with their atteys, fully comply with

the Plan’s Third Party Recovery Rules. Refer td P23, Section B (Third
Party Recover Rules).
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PART 4. INDEMNITY PRESCRIPTION DRUG BENEFITS.

This section applies to individuals enrolled in tinedemnity Medical Benefits (Part 3)
provided by the Plan.

A. Benefits

1. If the Covered Item is obtained at a Contract Plaagmthe Plan will pay
100% of the cost (following the applicable Copaymen Coinsurance
charge to the Eligible Individual, as indicateddve)] for each prescription
or refill obtained, subject to the limitations $etth below;

a. Copayment for Generic Drugs — 10% ($5 minimum)

b. Copayment for Formulary Brand Name Drugs — 20% ($10
minimum)

C. Copayment for Nonformulary Drugs — 50% ($10 minimum

d. There is no copayment for Preventive Care DrugslisA of
Preventive Care Drugs can be obtained by contactimg
Administrative Office.

2. If the Covered Item is obtained through mail ordeQ0 day supply is
available (only 30-day supply available for Spdgi@rugs), and the Plan
will pay 100% of the cost (following the applicalflmpayment charge to
the Eligible Individual, as indicated below) forchaprescription or refill
obtained subject to the limitations below;

a. Copayment for Generic Drugs — $10

b. Copayment for Formulary Brand Name Drugs — $30

C. Copayment for Nonformulary Drugs — $120

d. Copayment Specialty Drugs - 10%; $250 maximum at
participating in-network specialty pharmacies.

e. There is no copayment for Preventive Care DrugslisA of
Preventive Care Drugs can be obtained by contactimg
Administrative Office.

B. Prescription Benefits Pharmacy and Mail Order Program.
1. The Plan’s Prescription Benefits Provider is listaud page 3. Contract

Pharmacies include any retail pharmacy in the Ppgmn Benefits
Provider’s national network of participating phames or the Prescription
Benefits Provider mail order facility. Contract pimeacies have agreed to
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provide prescription Drugs to Eligible Individuasnd bill the Plan
directly for the cost of Drugs dispensed. To use wWalk-in pharmacy
program, you must show your Prescription Benefits/ller identification

card to the contracting pharmacy. The pharmacy wollect only the

Coinsurance from you if applicable, and bill tharPfor the remainder of
the cost of Covered Items.

2. To use the Prescription Benefits Provider mail iservsimply complete
the mail order form and mail your prescription teestription Benefits
Provider in the mail order envelope provided. Yepuescriptions will be
mailed directly to your home.

3. You may call Prescription Benefits Provider custonservice at the
number listed on page 3 for the name and locatiohsontracting
pharmacies and information on how to use the nealise.

C. Covered Items.

1. “Covered Items means the following when prescribed by a Physica
Dentist for the Eligible Individual's personal use:

a. All legend Drugs;

b. The following items, when prescribed by a Physician the
treatment of a specified illness or complaint:

Q) Insulin and diabetic supplies including insulin iages,
needles, test strips and test reagents. Theses itam
covered under Medicare Part B as durable medical
equipment (DME) for Medicare enrollees.

(2) Compounded dermatological agents containing a le@et
(1) federal legend Drug.

3) Eye and ear medications.

4) Prenatal vitamins for Employees and Dependent ysous
only: vitamins containing fluoride and folic acid;

(5) Erectile dysfunction Drugs if medically necessaryg,to a
maximum of six (6) doses per 30 days. Prior Auttation
is required.

C. Injectables.
d. Interferons.
e. Oral contraceptives.
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f. Zyrtec Syrup (over the counter).

Step Therapy. The Plan’s prescription benefitduohe a step therapy
program, under which you may be required to trytaierless expensive
first-line Drug options, sometimes generics, befoteer Drugs will be
covered. Contact the Plan’s Prescription Benefits/iders for details on
the Step Therapy rules.

Some prescriptions require Prior Authorization. ntot the Plan’s
Prescription Benefits Provider for details and infation.

Prescription Quantity. A 30-day supply is allowable per prescriptionrefill
(90-day supply for maintenance Drugs ordered thmotlg Contract Pharmacy
mail order program), providing the Physician or D&nprescribes that amount.
Quantities may be limited to less than 30 days @@@s) based on FDA
recommendations. Specialty Drugs are limited t0-a&y supply.

Limitations and Exclusions. Benefits are not payable for:

1.

2.

10.
11.

Drugs taken or administered while a patient i ospital.

Medicines not requiring a prescription except imsulnsulin injection
kits, and those items listed as Covered Items above

Appliances, prosthetics, bandages, heat lampse&raplints.

Vitamins (except prenatal vitamins for Employee &wependent Spouse
only), cosmetics, dietary supplements, health amauty aids, Mother’s
Milk or artificial blood.

Blood and blood plasma.

Any Drugs not reasonably necessary for the cargeatment of bodily
Injuries or Sickness.

Nicotine patches, Nicorette gum, or any other potslulesigned to help
you quit smoking, except as may be required todweed by the Plan as
Preventive Care benefits.

Nose drops or other nasal preparations not requaiprescription.

Routine immunization agents (except Synagis whighconsidered a
specialty Drug and may be obtained through the '®l&rescription
Benefit Provider listed on page 3).

Drugs covered by any Worker's Compensation lawirarlar legislation.

Over-the-counter items.
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12.
13.
14.
15.

16.

17.
18.

19.

20.

21.

Investigational or experimental Drugs.
Appetite suppressants.

Rogaine.

Retin-A.

Drugs taken or administered in a rest home, coseal® home or
sanitarium, unless dispensed by a licensed pharnpacguant to a
prescription.

Drugs dispensed in a Physician’s office.
Anti-acid medications.

Specialty Drugs for the treatment of oncology ahdumatoid arthritis
(please refer to the Indemnity Medical Benefit).

Charges for prescriptions containing in excess 8-@ay supply (90-day
supply for mail order prescriptions).

Out-of-Country Claims — Claims incurred outsidetiod United States are
only covered if they are considered an Emergency.
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PART 5. DENTAL BENEFITS.

The Plan provides this comprehensive dental benefitEligible Individual and
Dependents enrolled in the Indemnity Dental Playou are enrolled in the Dental HMO, please
refer to item E below.

Quick Guide to Dental Benefits:

Calendar Year Deductible $25 per Eligible Individ$a5 per family

Maximum Dental Benefit $2,500 per Eligible Indivalyper Calendar
Year. There is no Calendar Year Maximum
for enrollees under age 19 for dental benefit
considered Essential Health Benefits.

U

Dental Benefit PPO Providers: Plan pays 100% tdwdble
Expenses for all preventative and diagnostig
services; Plan pays 80% of Allowable
Expenses for all other covered services.

Non-PPO Providers: Plan pays 100% of
Allowable Expenses of Dental Procedures for
all preventative and diagnostic services; Pla
pays 80% of Allowable Expenses for all othe
covered services.

=S

Orthodontic Benefit PPO Providers: Plan pays 80% of Allowable
(Dependent children under age 19 only. Expensegon bills received from Dentist)
Member must be eligible for at least one (1)| Non-PPO Providers: Plan pays 80% of

full year and continue to remain eligible Allowable Expenses of Dental Procedufes

during the duration of the treatment plan.) | pills received from Dentist)

$1,500 incurred during a consecutive two (2
year period, applicable to the extent such
benefits are not considered Essential Health
Benefits.

o
1

A. Details of Covered Benefits.Dental benefits are payable as follows. Beneaties
subject to the limitations and exclusions descrilager in this section.

1. PPO Network: The Plan uses a dental PPO NetwadnkreTis a $25
Calendar Year individual deductible and a $75 Gd#denYear family
deductible. A deductible is an amount that you npsst, in addition to
coinsurance, before the Plan pays benefits. Atigsfying the deductible,
the Plan pays 100% of Allowable Expenses for alleced preventative
and diagnostic dental expenses received from a P@der. The Plan
pays 80% of Allowable Expenses for all other demtgbenses received
from a PPO Provider. If you use a PPO Providery yaut-of-pocket costs
will likely be lower than if you use a Non-PPO Pider. A list of PPO
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Providers is available from the Administrative ©fior the Dental PPO
Provider shown on page 3.

Non-PPO Benefits: There is a $25 Calendar Yeaivithaal deductible
and a $75 Calendar Year family deductible. A debleis an amount that
you must pay, in addition to coinsurance, before Rtan pays benefits.
After satisfying the deductible, the Plan pays 10@¥ Allowable
Expenses for preventative and diagnostic dentaleresgs up to the
maximum amount shown in the Non-PPO Schedule otd)éirocedures
available upon request from the Administrative CdfiThe Plan pays 80%
of Allowable Expenses for all other dental expengego the maximum
amount shown in the Non-PPO Schedule of Dental dhares. If you
undergo a dental examination or dental treatmerfoppeed by a Dentist,
or by a dental hygienist under the supervision d@eatist, you will be
reimbursed up to the maximum amount shown on thedide. You will
be responsible for paying any difference betweeatule Dentist charges
and the maximum amount paid by the Plan. No paymwéhbe made for
any procedure not shown on the schedule.

Denture Benefits: Denture benefits will be proddtr the Eligible
Individual, other than a Dependent child, for exgemincurred for a
denture or the repair of an existing denture. THewance for any
allowable denture work will be made only once ity aonsecutive five-
(5) year period. Early replacements are not allowghout prior approval
from the Plan. If any early replacement is approved further
replacement will be allowed for five (5) years frothe date of
replacement plus an additional waiting period eqadahe amount of time
remaining in the current five (5)-year period.

Orthodontic Benefits: Non-medically necessary adiimtics are available
for Dependent children up to age 19 only.

Orthodontic benefits will be provided to your Degdent children,
provided that you were eligible for at least ongf(dl year and continue
to remain eligible during the duration of the treant plan. Orthodontic
charges will be paid at 80% of Allowable Expensasservices received
from a PPO Providefpaid on bills received from the Dentisi) 80% of
Allowable Expenses for services received from aIR&®O providelpaid
on bills received from the Dentistfovered charges will be paid up to a
maximum of $1,500 of Allowable Expenses incurredripa consecutive
two (2)-year period. This maximum is applicable ttee extent such
benefits are not considered Essential Health Benelihis benefit is
available only if services are performed by a IgmhOrthodontist.
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B.

Schedule of Services.

1.

Subject to the limitations and exclusions listedha General Limitations
and Exclusions in Part 9, the services and supptitd in the Non-PPO
Schedule of Dental Procedures or on the PPO Sahedndll be
considered covered dental expenses when renderadiwtist, or Dental
Hygienist under the supervision of a Dentist, pded such services are
necessary and customary as determined by genexaligpted dental
practice.

Preventive and diagnostic services will be covesedbject to any of the
following applicable limitations:

a. Oral Examinations (periodic), limited to one every months.
b. Prophylaxis (teeth cleaning), limited to one evarymonths.
C. Full-mouth x-rays, limited to one (1) complete deting any 24-

month period.

d. Bitewing x-rays, limited to two (2) sets each CaenYear.

e. Topical application of fluoride, limited to onceataCalendar Year
to age 14.

f. Sealants, limited to once per lifetime per tooth gosterior teeth
up to age 19.

g. Biopsy and examination of oral tissue.

h. Bacteriologic cultures, pulp vitality tests, diagtio models (when

not required from prep) and miscellaneous tests labdratory
examinations.

I. Space maintainers.

J- Emergency examinations and treatment to allevisaén pare
covered only if no other dental services are peréa on the same
day.

K. General anesthesia for Dependent Children, if detexd to be
medically necessary by the treating Dentist.

Oral Surgery. All Hospital costs, except for geeanesthesia and all
related costs for Dependent Children, are the resipiity of the patient.

The Plan will allow for the procedures listed ire tachedule. Additional
fees charged by the Dentist for performing procedim a Hospital are the
responsibility of the patient.
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Extractions. Coverage for extractions includesaloanesthesia and
routine postoperative visits.

Dental Implants. Coverage for dental implants ang eelated surgery,
placement and removal (once per tooth per lifetime)

Extended Benefits. There is no extension of benefits beyond losaligfbility in
the Plan.

Limitations and Exclusions. In addition to the limitations and exclusiongdds
in the General Limitations and Exclusions in P&t Ao benefits will be payable

for:

1.

Any service or supply not provided or supervisedaldicensed Dentist or
Orthodontist.

Services or supplies for cosmetic purposes, orsamyice not medically
necessary, except orthodontia and dental implants.

Any service or supply not provided for in the PPch&lule or the Non-
PPO Schedule of Dental Procedures.

Claims incurred outside of the United States atlg oavered if they are
medically necessary due to an Emergency as detednhiy the Plan.

Replacement of any artificial teeth or similar d®4d, such as crowns,
bridges or prosthesis is not covered if replacenoentrs within five (5)-
year consecutive period.

Dental HMO Option. If you elect to enroll in the Dental HMO Optioouwy will
receive dental benefits directly from the Dental @NProvider listed on page 3
instead of the dental benefits described aboveulAdescription of the Dental
HMO Option may be obtained from the Administrat®#ice.
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PART 6.

MENTAL HEALTH & SUBSTANCE ABUSE TREATMENT BENEFITS.

Membership Assistance Plan (MAP) Program. (Servmesided by the Mental Health
Provider listed on page 3).

A.

The “Membership Assistance Plan” (MAP) is a program providing confidential
and professional counseling for you and your famigmbers in the event of a
personal crisis. They have professional counselihresiapists and Physicians.
MAP handles problems such as: marital, family,dreih, alcohol abuse (personal
or family), other personal/emotional problems, dabgse (personal or family).

How Does This Program Work?

1. The MAP Program provides assistance in solving lprab 24 hours a
day, seven (7) days a week. MAP is available tsass®embers in finding
gualified providers for mental health and substame disorder treatment
and provides Prior Authorization for all inpatiestmissions (including
partial hospitalization) and residential treatmgmbgrams for mental
health and substance use disorder care. Call MAReatumber listed on
page 3 for crisis help or to make an appointmentdoinseling support.

2. If you have an Emergency and call between 5:00 ard.8:00 a.m., or on
the weekend or holiday, ask the operator to immeljiaonnect you to a
counselor. Counselors and Physicians are on cdtio24s a day. If your
situation is not an Emergency, give your name, phaommber and brief
description of your problem and a counselor willl g@u back on that
same day (Monday-Friday) and discuss the situatitimyou.

3. If you or your Dependent requires inpatient mehelth related care for
alcohol rehabilitation, drug abuse detoxificatioedtment or for other
problems, please call MAP at the number listed agep3 before you
admit yourself or a member of your family.

NOTE: Prior Authorization is required through thé\R! program.

What Will it Cost? There is no cost to you or your family for thes\ace. There
is no cost to call MAP in the face of a crisistdtk to MAP about the problem, to
find out what your options are, or to better untierd your benefits. If you then
decide to seek counseling or treatment, there neagdme cost for continuing
help.

What Are the Benefits? After satisfaction of the Indemnity Medical Benef
(Part 3) deductible per person (two (2) per famthg Plan will pay benefits at
90% of Allowable Expenses for approved chemical edelency problems,
residential and day treatment and intensive owpatreatment. The deductible is
waived for routine outpatient therapy and outpdtreredication management and
MAP approved intensive outpatient treatment. A cargon of the benefits
provided with and without the use of MAP are ilhaséd in the following table.

57



All amounts you pay for mental health or substasizese/substance use disorder

care with PPO Providers accumulate to your annutabtpocket maximum.

E. Schedules of Benefits:
Mental Health Benefits & Substance Abuse TreatnBamefits (Alcohol, Drug &
Adolescent Behavior)
Treatment In-Network Out-of- Benefits without
Benefits with Network MAP
MAP Prior Benefits with Prior
Authorization MAP Prior Authorization
Authorization
Acute Hospital 90% of the 75% of 50% of Allowable
Allowable Allowable Expenses
Expense Expense
Residential 90% of the 75% of 50% of Allowable
Inpatient, Group | Allowable Allowable Expenses
Homes, Half-Way | Expenses Expenses
Homes, Day
Treatment and
Intensive
Outpatient
Treatmer
Outpatient Care 100% of 75% of N/A
Allowable Allowable
Expense Expense
F. Definitions.
1. Membership Assistance Plan means the organizatmracted by the

Plan to provide referral services for emotional,ntagé nervous and
substance abuse disorders.

2. Residential Facility. Any licensed social rehabiion facility, licensed
group home, licensed family home, or similar liceshgacility providing
24-hour nonmedical care to persons in need of pats®ervices essential
for sustaining the activities of daily living orrfadhe protection of the
individual.

3. Adult Day Facility. Any licensed social rehabititan facility, day care
center, family day home or similar licensed fagikthich provides, on a
less-than-24-hour basis, nonmedical care to adnltseed of personal
services essential for sustaining the activitiedaily living or for the
protection of the individual.
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Alcohol and/or Drug Dependency Treatment Center. fagility that
provides 24-hour nonmedical care to persons in égrrsonal services
essential for sustaining the activities of dailyrig or for the protection of
the individual, and that is state licensed ancestattified as an alcohol or
other drug dependency treatment center by the ppgpte governmental
agency.

Outpatient Psychiatric Care. Medically necessaychiatric treatments,
consultations, or psychological services renderedarount of emotional
and personality disorders and illnesses when peavidnd billed by a
Physician, Psychologist or outpatient Psychiatdacilty. Also, Outpatient
Psychiatric Care will mean the services of a lieeh<linical Social
Worker, and a licensed Marriage, Family, Child Cselar or other duly
licensed mental health practitioners.

G. Limitations and Exclusions.

1.

The following services require Prior Authorization:
a. Psychological testing.

b. Multiple inpatient psychotherapy. If Prior Authaaton is not
obtained, 50% of allowable expenses will be paid dae (1)
psychotherapy or medical management session per day

C. Aversion therapy.
d. Home and/or therapeutic passes.
e. Experimental use of medication (nontraditional).

f. Certain nonroutine outpatient services, includingtemsive
outpatient programs (IOP) and partial hospital@aprograms.

Benefits will not be payable for:
a. Days of confinement prior to the effective day oferage.

b. Confinements in a Community Care Facility that ist ran
approved facility.

C. Care during a period for which services, payments
reimbursements are obtained under any other sipligar to which
the Employer contributes.

d. Any services that are not necessary to, or arecastomarily
rendered for, the treatment of the Sickness ordeso
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PART 7.

WEEKLY ACCIDENT AND SICKNESS EXPENSE BENEFIT.

Weekly Accidents and Sickness Benefits are only alable to Employees and
Self-Pay Employees.

1.

If an Active Employee or Self-Pay Employee becortwally disabled

after having been eligible for a minimum of one {Bar preceding the
disability or, in the case of an on-the-job or woekated Injury, for a

minimum of three (3) months, as a result of aredks or accidental bodily
Injury that occurred on or off the job, the Planllwsubject to the

conditions, exclusions and limitations hereinafstated, pay to the
Employee or Self Contributor a weekly benefit 0085

Benefit payments will begin on the eightd"(&lay of disability and will
continue only for the duration of the disabilitydaonly up to a maximum
of 13 weeks for any one (1) period of disability.

Period of Disability.

1.

Successive periods of total disability separatedeby than two (2) weeks
of full-time employment or availability for work sl be considered one
(1) period of disability, unless the total disaliliis due to a
cause(s) entirely unrelated to the previous digglahd commences after
you have returned to full-time employment or auaility for work.

No period of disability will be considered to hastarted until the day you
have been seen and treated personally by a Physicisurgeon. In order
for these benefits to be payable, you must be vexeregular care and be
seen by the attending Physician at least once reacith.

Your Physician must have stated on his “Attendingydician’s
Statement” the period of time that he attendeddo y a total disabled
condition. Benefit checks will be issued weekly \pded you have
supplied the above-described after-the-fact prodf loss to the
Administrative Office.

You are considered wholly and continuously disabbedy while, as a
result of bodily Injury or Sickness:

a. you are prevented from engaging in your regularupaton
(including a restriction to light duty work, as denined by the
Trustees based on evidence they deem sufficierdiudimg
medical records or a Social Security determinatfon,example);
and

b. you are not engaged in any other occupation forpsmsation,
profit or gain.
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C. Limitations and Exclusions.
1. No Benefits are payable if:

a. The attending Physician does not certify that yaremunder his
care for the period of time for which benefits hé#deen sought.

b. You are engaged in any occupation for compensapouijt, or
gain.
C. Your disability is a result of participation in arconsequence of

the commission of a felony, misdemeanor, or othegal act (not
to include mere traffic violations), or is the rksof participation
in ariot.

2. If, while disabled, you enter into work for pay profit in an attempt to
return to work, but are unsuccessful due to theesdisabling condition;
the following will apply:

a. The seven (7)-day waiting period to begin disapipay will be

waived.
b. The 12-month waiting period to for freezing of heuwill be
waived.
C. The disability benefit will recommence for a comdminmaximum
of 13 weeks.
3. A disability related in any way to the use of alobhbarbiturates,

hypnotics, LSD, or any type of addiction, is lintitédo no more than
one (1) period of disability per lifetime.
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PART 8.

VISION BENEFITS.

The Vision Benefits Provider listed on page 3 pdesg the benefits specified below to
Eligible Individuals through Vision Benefits ProeidPanel Doctors:

A.

Vision Examinations. A complete analysis of the eyes and relatedcsiras to
determine the presence of vision problems, or otimrormalities. Available
every 12 months.

Lenses: The Panel Doctor will order the proper lensesy(ohneeded). The
program provides the finest quality lenses fabedatio exacting standards. The
Panel Doctor also verifies the accuracy of thesfied lenses. Available every 12
months only if needed. Single vision, lined bifoeald lined trifocal lenses are
covered in full. Charges will apply for other lemstions.

1. Frames: The Plan offers a wide selection of fraara$ pays up to $130.
However, if you select a frame that costs more tharamount allowed by
the Plan (or a large frame that requires oversieedes), there will be an
additional charge. Available every 24 months orfljnéeded. A 20%
discount applies to more expensive frames.

2. Medically Necessary Contact Lenses: Contact leasegurnished under
the Plan when the Vision Benefits Provider Panettbiosecures Prior
Authorization for the following conditions: (a) folving cataract surgery,
(b) to correct extreme visual acuity problems ttaatnot be corrected with
spectacle lenses, (c) certain conditions of Anidoopéa, (d) Keratoconus.
When Panel Doctors receive approval of such casests are fully
covered in full by the Vision Benefits Provider.

3. Elective Contact Lenses: You receive up to a $aBvance towards
elective contact lenses and your contact lens exén. receive a 15%
discount on the contact lens exam if you use alFRnogider.

Contact Lens Allowance When patients choose contact lenses for otlasiores,
the Vision Benefits Provider will make an allowarafeb125 toward their costs in
lieu of all other benefits for that eligibility ged.

Costs of Benefits. When you select a Panel Doctor from a Vision Biene

Provider list, this Plan covers the visual carecdbsd herein (examination,

professional services, lenses, frames) at no erpéasyou except a $20
deductible for examinations and materials. Dedlesilare payable to the Panel
Doctor at the time of the examination. Any addiibrcare, service and/or
materials not covered by this Plan may be arrafggebeen you and your Panel
Doctor.
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E. How to Use the Plan.

1.

You simply need to contact a Vision Benefits PrevidPanel Doctor
selected from the list of Vision Benefits Providest and schedule your
appointment. At that time, you will need to infothe doctor’s office staff
that your eye care provider is a Vision ServicenRdad give them your
Participant ID number, which in most instances airysocial security
number. The doctor’s office will then contact thisign Benefits Provider
to verify your eligibility and coverage informatiomprior to your

appointment.

The list does not include all current Vision BetefProvider Panel
Doctors in Nevada. Should you seek services fratoaor that is not on
this list, you will need to contact Vision BenefRsovider.

Should you have any questions, please contact thmeirfstrative Office
or Vision Benefits Provider directly at the numhisted on page 3.

F. Non-Panel Providers.

1.

A Participant or eligible Dependent may obtain ggs from a Non-Panel
optometrist, ophthalmologist and dispensing optici®articipants and
eligible Dependents who follow this course must tta Vision Benefits
Provider to obtain an authorization number. Theepatshould pay the
doctor his or her full fee and then submit an itdi bill to the Vision
Benefits Provider at the address listed on page 3.

The Participant will be reimbursed by the VisionnBéts Provider in
accordance with a reimbursement schedulBHERE IS NO
ASSURANCE THAT THE SCHEDULE WILL BE SUFFICIENT TO
PAY FOR THE EXAMINATION OR THE GLASSES.
REIMBURSEMENT BENEFITS ARE NOT ASSIGNABLE. The
Nonpanel allowances are up to:

a. $45 for examinations

b. $30 for single vision lenses
C. $50 for lined bifocal lenses
d. $65 for lined trifocal lenses
e. $70 for frames

f. $105 for contact lenses
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If you or a Dependent obtain contact lenses fromoapanel provider,
determination of “necessary” verses “elective” emmtlenses will be
consistent with Panel Doctor services.

Reimbursement for contact lenses is in lieu of kahefits, including
examinations and materials.

Availability of service for Non-Panel providerssabject to the same time
limits as those described for Panel Services, aadralieu of obtaining
these services from a panel member of Vision BenBfiovider.

Claim for services from a Non-Panel Doctor or miatsr from a
dispensing optician must be submitted within sixn@®nths of completion
of services.

Limitations and Exclusions.

1.

Extra Costs. This Plan is designed to cover yaswal needs rather than
cosmetic materials. If you select any of the follogy there will be an
extra charge: (a) blended lenses; (b) contact $er(egcept as noted
elsewhere herein); (c) multifocal plastic lensesl) dversize lenses;
(e) progressive multifocal lenses; (f) coated Isngg) laminated lenses;
or (h) a frame that cost more than the Plan all@saThere are also
certain limitations on low vision care.

Not Covered. There are no benefits for professieaevices or materials
connected with:

a. Orthoptics or vision training and any associateghpgement
testing; plano lenses; or two (2) pairs of glasséu of bifocals.

b. Lenses and frames furnished under this programhaéaie lost or
broken will not be replaced except at the normétrirals when
services are otherwise available.

C. Medical or surgical treatment of the eye.

d. Any eye examination, or any corrective eye weajuired by an
Employer as a condition of employment.

e. Services or materials provided as a result of angrkét’s
Compensation law, or similar legislation, or ob&inthrough or
required by any government agency or program whetgaeral,
state or any subdivision thereof, except Vision &is Provider
will pay benefits if the State of Nevada makes argh for this
benefit and if the service is provided by the StdtBevada.
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PART 9. GENERAL LIMITATIONS AND EXCLUSIONS.

In addition to the Exclusions and Limitations astetl in the previous sections, the Plan
will not provide benefits for the following:

A. Medical services or supplies not reasonably necg$sathe care or treatment of
bodily Injuries or Sicknesses or dental servicessopplies not reasonably
necessary for dental health. Furthermore, the Rilmot provide benefits for
services, treatments or supplies for the care ssmtnhent of bodily Injuries or
Sicknesses that are in excess of the customargehdherefor or in excess of
such charges as would have been made for suctagdrigeatment in the absence
of the benefits provided by the Plan. A customdmgrge shall mean the usual
charges made by a Hospital, Physician, Dentisterised Pharmacist or other
professional person, or other person or firm hawiegdered or furnished the
services, treatments, or supplies that do not ektlee general level of charges
made by others rendering or furnishing such sesyiteeatments, or supplies
within the county in which the charge was incurréol, bodily Injuries or
Sicknesses comparable in severity and nature tbdb#y Injuries or Sicknesses
treated or being treated.

B. Any condition for which benefits of any nature aszovered or found to have
been recoverable, whether by adjudication or se#td, under any Worker's
Compensation or Occupational Disease law, evengthdle Eligible Individual
fails to claim his or her rights to such benefits.

C. Conditions caused by or arising out of an act af, wevasion or aggression.

D. Services performed by a person related to the léigindividual by blood or
marriage.

E. Any supplies or services: (1) for which no chargamade; or (2) for which the

Eligible Individual is not required to pay; or (Birnished by a Hospital or facility
operated by the United States Government or anyoaaed agency thereof or
furnished at the expense of such Government or é&geor (4) which are

provided without cost by an municipal, county, trey political subdivision.

F. Expense incurred as a result of participation inimrconsequence of the
commission of a felony or misdemeanor or othenbisiag “outside the law” (not
including traffic violations) or participation inréot.

G. An intentionally self-inflicted Injury or illnessynless such Injury or illness is the
result of a protected source under HIPAA and trenR$ made aware of that
source.

H. Any services or supplies incurred after the datelosks of eligibility unless
specified.
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Contact the Administrative Office for additional fanmation regarding
Homeopathic medications.

Fertility Drugs and testing.

Any services or procedures that are experimentakinre, as determined by the
American Medical Association. Additionally, the pemlure must be within the
standards of generally accepted medical or demniattipe. Refer to Medical

Benefits Exclusions for information about coverehsplants.

Treatment of obesity, including gastric bypass swyrgor any other type of
bariatric surgery, and any related complicationswfh surgery, or any expense
or charge for dieticians or weight loss.

Any expenses caused by any third party, exceptr@asded to individuals who,
along with their attorneys, fully comply with thdaR’'s Third Party Recovery
Rules. Refer to Part 12, Section B (Third Partgd¥ery Rules).
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PART 10.

A.

RETIREE COVERAGE.

Who is Eligible for Retiree Coverage?

1.

Non-Medicare Retired Employee. If you retire aé & through age 64,

are not eligible for Medicare benefits, you wengible under the Health
and Welfare Plan as an Employee for at least oher(inore months in
each of the preceding seven (7) years and yourmaasfteligibility total
at least 42 or more months, you and your Dependeititbe eligible for
the following benefits:

a. Indemnity medical and prescription drug benefitse(farts 3, 4
and 6). These benefits are only available to yowouf are eligible
to receive a pension from the Cement Masons argtePéas Joint
Pension Trust for any reason other than as a retbking totally
disabled. Also, you must not work for a honsignatemployer in
the trade.

b. Dental HMO benefits through Self Payments. If ydect Dental
HMO coverage, you must do so within 30 days of yonitial
eligibility for retiree coverage. If you choose teaive Dental
HMO coverage, no dental coverage will be offered kter time.

C. Vision benefits.

Medicare Eligible Retired Employees (nondisabletf)you retire at age
65 or older and meet the same eligibility requirataeas a Non-Medicare
Retired Employee, or you are already retired aikdicare eligible age,
you and your Dependents will be eligible for théd@ing benefits:

a. A Group Medicare Advantage Plan and a Group Medicar
Prescription Drug Plan.

b. If you are age 65 or over, the Plan will treat yemiif you had
enrolled in Medicare Part A and Part B, without amely to
Medicare eligibility. Also, if your spouse is ag® 6r over, the
Plan will treat your spouse as if your spouse hablked in
Medicare Part A and Part B, without regard to Maticeligibility.
The Plan will pay on a secondary basis what rem@iranything)
of the Medicare approved charges (or what Medigavald have
approved) regardless whether you or your spousalcenroll in
Medicare.

C. Your coverage as a Medicare Eligible Retired Emedoywill
continue for you and your eligible Dependents usitith time as
you or your Dependents become eligible for healid aelfare
benefits from some other group plan, other than ib&ed.
Coverage will terminate on the effective date & tither coverage
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or insurance. Coverage may be reinstated upon nation of
other coverage or insurance. Proof of terminatibotloer coverage
is required.

3. A Non-Medicare Retired Employee may discontinueecage for his or
her Dependents at any time. If discontinued, Depetsd may be
reenrolled only when they are enrolled in Medicare.

4, If you are under age 62 and become totally disabjed are eligible for
continued coverage by freezing your Hour Bank fomaximum of 12
months (see Part 2, Section D for Freezing of Bendbr Disabled
Employees). Your coverage may be extended furthesvugh COBRA
(see Part 2, Section A).

5. If you retired prior to January 1, 2008 and areshdng retiree coverage
under this Plan, your benefits will be limited teedncal and prescription
drugs. Optional Dental HMO coverage through Selfrifents and vision
benefits are also available.

6. If you return to Covered Employment, you will bejuéed to reestablish
initial eligibility. (Example: if the retiree workor less than the three (3)
consecutive months required for initial eligibilithe would remain on
retiree coverage.)

7. All Employees must deplete their Hour Bank to bigikle as a Retired
Employee.

How Do You Pay for Retiree Coverage?
1. Dental HMO Self Payments for Retired Employees.

a. If you are an eligible Retired Employee who eldoental HMO
coverage, you and your Dependents will be entittedthis
coverage through monthly ACH self-payments in aoam set by
the Plan.

b. The following rules for retiree Self Payments vaitiply:

(1) Self-payments must be made on a continuous andytime
monthly basis.

(2)  Self-payments must be in an amount establishedhby t
Board of Trustees, which is subject to change ftione to
time.

2. There are no retiree Self Payments required foricakdr prescription
drug coverage at this time, subject to change eatstite discretion of the
Board of Trustees.
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C.

D.

Termination of Retiree Coverage.

1. Coverage and eligibility for you and all Dependestsll end on the
earlier of the following dates:

a. The date any required Self-Payment is not made.

b. The date the Plan terminates.

C. The date the Retired Employee or Dependent(s) beceligible
for health and welfare benefits from some othewgrplan, other
than Medicare.

d. The date of the death of the Retired Employee, mxdbat
coverage for the eligible Dependents shall contifoe an
additional 12 months following the date of the tieatt until such
time as the surviving spouse remarries or the Dég@nchildren
no longer qualify as Dependents. However, Depeisdenay
continue coverage for a longer period of time ascgid by
COBRA Continuation of Coverage law.

e. The date of the entrance into full-time militargwval or air service
of any country.

f. The date the Retired Employee performs work oftyipe covered
by the collective bargaining agreement for a notig@pating
employer.

Medicare.

1. Any person age 65 or older may be entitled to Me@ic This is a broad
program of health benefits that includes Hospitglurance (Part A) and
medical insurance (Part B). Medicare coveragesliariéed to expenses
incurred in the United States.

2. It is extremely important that every person enfoll Medicare Part B
during the three (3) months before the month incitiis 6% birthday
occurs, so that he will be covered by Medicarefabefirst of the month
in which he attains age 65. If you are eligible Medicare, you must
enroll in Parts A and B to be eligible under thiar®? You should not
enroll in Medicare Part D Prescription benefitswieuer.

3. If you or your Dependent spouse are approaching6ageyou are not

automatically enrolled in Medicare unless you héledl an application
and established eligibility for a monthly Socialc8gty benefit. If you
have not applied for Social Security benefits youstrfile a Medicare
application form during the three (3)-month perjmtbr to the month in
which you become 65 years of age in order for cyerto begin at the
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start of the month in which you reach age 65. Madianay affect Plan
benefits; therefore, you may want to contact yagal Social Security
Office for information about Medicare. This shoblel done before your or
your Spouse’s 85birthday.

The Administrative Office will consider you Medieaeligible even if you
have not enrolled in Medicare. Medical coveragedeurthis Plan for all
eligible persons will coordinate with Medicare bftseon the earliest date
that any coverage under Medicare could become teféedor that
individual, whether or not the individual has signg for Medicare. It is
therefore important that you enroll when you becatigble.

Most workers age 65 and over do not have to payMedicare Part A
(basic Hospital insurance). Medicare Part B (suppletary medical
insurance) may be purchased for a low monthly puemi

Medicare has an initial seven (7)-month enrollmpatiod which ends
three (3) months after your 8®irthday month. If you fail to enroll during
this period, you will have to wait until the beging of the next Calendar
Year to enroll. Your coverage will not start uritie next July <

Medicare is available to people who have been Tyotélisabled
continuously for two (2) years. When you or yourpPedents become
eligible for Medicare under this arrangement, ybawd enroll promptly
in the extensive Medicare program of health insceathe same as the 65-
year-old Medicare eligibles.

Medicare prescription drug coverage, or Medicard Pais available to
everyone with Medicare for a monthly premium (sanito the Medicare
Part B premium). The Board of Trustees has detexthithat the
prescription drug coverage offered by the Planois, average for all
retirees, expected to pay out more than the stdridadicare prescription
drug coverage will pay. Therefore, you do not neeenroll in a Medicare
Part D prescription drug plan. If you decide toadnin a Medicare
prescription drug plan, you should compare youremircoverage under
this Plan, including which Drugs are covered, with coverage and cost
of the plans offering Medicare prescription drug&@ge in your area.
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PART 11. DEATH, LIFE INSURANCE, AND ACCIDENTAL DEATH AND
DISMEMBERMENT BENEFITS.

A. Death Benefits. If a Retired Employee dies while eligible undkee tPlan, the
Plan will, subject to the provisions that follovgypa death benefit of $1,000.

1.

Beneficiaries. A Retired Employee may designate endgiciary or
Beneficiaries to receive the death benefit by fodiy such designation
on an acceptable form (as determined by the Ptatha Administrative
Office. A Retired Employee will have the right tbamge his designation
of Beneficiary without consent of the Beneficialyyt no such change
shall be effective unless it is received by the Adstrative Office prior to
the time any payments are made to the Beneficidrgse designation is
on file with the Plan. If more than one (1) Bengdig is designated, and
there is no provision for how they will split therefit, they will share
equally.

Lack of Designated Beneficiary. If no Beneficiargshbeen designated, or
if a designated Beneficiary dies before the Deathesit is paid, the Death
Benefit shall be paid to one (1) or more of thelofeing surviving
relatives of the Retired Employee or Retired SeifitCibutor: lawful
spouse, child or children, including legally adaptehildren, mother,
father, brothers, and sisters, or to the Retiredoleyee’s estate, as the
Board of Trustees in its sole discretion may designAny payment in
accordance with this provision shall discharge dbigation of the Plan
hereunder to the extent of such payment.

B. Life Insurance Benefits.

1.

This Benefit is for Active Employees, Self-Pay Eoy#e and Retired
Employees.

Benefit Amount

Employee Life Insurance $7,000

Dependent Life Insurance
Spouse $2,000
Child (under 14 days) $0
Child (14 days through five (5) months) $100
Child (six (6) months through 18 years) $1,000
Retired Employee Death Benefit $1,000

If your death occurs while you are covered undes ®lan, your
Beneficiary will be paid the amount of your groufe linsurance. If you
are disabled on the date of any change in the atwduifie insurance, you
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will not be eligible for the increased amount ustich time as you return
to full-time work or availability for work.

Life Insurance During Total Disability for Activeriployees and Self-Pay

Employees.

a.

Your life insurance will stay in effect if you baoe totally
disabled while eligible for this benefit and befgai reach age 60.
The full amount of your insurance will be paid twuy Beneficiary
if your total disability continues until the dateymur death.

You will be required, within one (1) year of becomidisabled, to
submit proof that the total disability began whjieu were eligible
for this benefit. Proof of continued disability Wile required on a
year-to-year basis.

Beneficiary.

a.

You may name anyone you wish as your Beneficiargdpt the
Plan) by filing a form furnished for that purposéhithe Plan.

You may change your Beneficiary at any time, withibne consent
of any Beneficiary, by filing a written notice dfé¢ change with the
Plan.

The change will become effective on the date yga gour notice;
however, the Plan will not be liable for any payinerade before
receiving your notice of change.

If you name two (2) or more Beneficiaries withopesifying their
shares, they shall share equally. If one of youndBeiaries dies
before you, the share that Beneficiary would hageeived if
living will be divided among your other Beneficiasi equally, or
all to the survivor if only one (1) Beneficiary sures you, unless
you have provided differently in the form you fileéming your
Beneficiaries.

If you have not named a Beneficiary with respedlt@r a part of
your insurance or if no Beneficiary you have nanselizing when

you die, payment will be made to your estate, eixtigget the Plan
may in such case, at its option, pay such benefyour widow or
widower, if living, or if not living, in equal shas to your then
living children, if any; if none, to either yourtfeer or mother or to
both equally if both are living.

If your Beneficiary is a minor or is otherwise l#gancapable of

giving valid release for any payment due, the PRiaay, at its
option, and until claim is made by a duly appointgdrdian or
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committee of such Beneficiary, make payment of #meount

payable to such Beneficiary at a rate not exceefiiitga month to
any person or institution appearing to the Plarhawe assumed
custody and principal support of such Beneficidrge Plan shall
be discharged from all liability to the extent ath payment.

g. The continued death benefit for Active Employeel be paid to
the Beneficiary for your group life insurance, gxcéhat if you
named a different Beneficiary for an individual ipgl issued in
accordance with the Conversion Privilege (refenaéat paragraph)
and that policy is surrendered for return of premsy your
application for that policy will be considered yawtice of change
of Beneficiary.

How to Continue your Life Insurance if you Losedtility. If your Plan
eligibility terminates, your group life insurancellwbe continued for a
period of 31 days and is payable in the event attdeuring this 31-day
period. During this 31-day period, you have thehtigo obtain an
individual policy to replace your group life insae coverage without
having to pass a medical examination. You may ohoasy type of
individual policy then being issued by the insuompany, other than a
policy containing term insurance of disability bétse The premium cost
to you will be based upon your class of risk andryage at the time of the
conversion.

Life Benefit. For Dependents of Active EmployeesdaSelf-Pay
Employees. If one of your insured Dependents diss,amount of the
insurance then in effect on the life of that Departdvill be paid to you as
Beneficiary. No benefit is payable to DependentsSpouses of Retired
Employees, unless otherwise designated as Bengficia

C. Accidental Death and Dismemberment Benefit{for Active Employees and
Self-Pay Employees).

1.

Accidental Death and Dismemberment Coverage benieiityour loss of

life, limbs, or the entire and irreversible losssajht, including losses that
happen on the job. Benefits are payable if the lssa direct result of

bodily Injury caused by an accident, and the Isssustained within 90
days after the date of that accident. The full ggal sum of $7,000 will

be paid for the loss of:

a. Life
b. Both hands
C. Both feet

d. One (1) hand and one (1) foot
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e.

f.

g.

One (1) hand and one (1) eye
One (1) foot and one (1) eye

Both eyes

One-half (1/2) the principal sum ($3,500) will baig for the loss of one
(1) hand, one (1) foot, or one (1) eye. In no casgemore than the full
principal sum be paid for all losses sustainedughoany one (1) accident.

Since the purpose of this coverage is to provideehis for losses due to
accidents, except as required by applicable fedanglno benefits will be
payable for your death or dismemberment which tegtom:

a.

b.

Disease or mental infirmity.

Self-inflicted Injury (except to the event requirbg applicable
law, e.g., HIPAA).

Drug, poison, or inhalation of gas.

Bodily Injury sustained in the course of any mebickental or
surgical diagnosis or treatment.

Bodily Injury sustained as a result of any act efw

Bodily Injury sustained while in or upon any airtraxcept when
a fare-paying passenger upon a regularly schedlidgadl

Bodily Injury sustained in the commission of anine.

Release of nuclear energy except when being usksdy sfor
medical treatment of a disease or bodily Injuryhaf insured under
the direction and prescription of a Physician.

The Injury causing the loss must occur while theumance is in
force.
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PART 12. OTHER IMPORTANT PLAN RULES.

A. Coordination of Benefits (“COB”).

1.

If the Claimant is entitled to benefits for Hospitanedical or dental
expenses from another group Plan, the benefitsruhie Plan and the
other Plan will be coordinated. This means one PBkys its full benefits
first, then the other Plan paysClaimant” means the Eligible Individual
for whom the claim is made.

a.

The Primary Plan (which is the Plan that pays henéfst) pays
the benefits that would be payable under its temike absence of
the COB provision.

The Secondary Plan (which is the Plan that payefiisrafter the
Primary Plan) will limit the benefits it pays socatithe sum of its
benefits and the benefits paid by the Primary Ridihnot exceed
the lesser of 100% of total Covered Expenses dgtururred, or
the amount of benefits it would have paid in theeaize of other
group coverage.

Benefits subject to the Provision. All benefitoyided under this Plan,

except weekly accident and Sickness benefits, Wgst to the following
additional provisions and limitations.

Definitions.

a.

Plan. For purposes of this section only, the t&dtan” means any
plan providing benefits or services for or by remsof medical,
dental, or vision care or treatment, which beneditservices are
provided by (1) group, blanket or franchise insemrmoverage,
(2) service plan contracts, group practice, indiaidpractice and
other prepayment coverage, (3)any coverage undéor-
management trustee plans, union welfare plans, cmapl
organization plans, or employer benefit organizatmans, and
(4) any coverage under government program, and canwgrage
required or provided by a statute.

(1) The term “Plan” shall be construed separately wapect
to each benefit plan or service that reserves itfgs to

take the benefits or services of other Plans into

consideration in determining what benefits willgzad.

(2)  Anindividual's enrolliment and eligibility for befits as an
Employee or Dependent under the Plan will not taite
account the individual’s eligibility for or the prizion of
state Medicaid assistance.
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This Plan. For purposes of this section only,téren “This Plan”
means that portion of this Benefits Booklet thaiviles Medical,
Hospital, Dental, Prescription and Vision Care Bise

When a Plan provides benefits in the form of s&wiather than
cash payments, the reasonable cash value of eadbeseendered
shall be deemed to be both an Allowable Expenseaabdnefit
paid. The Plan shall not be required to determiveeetxistence of
any other Plan, or the amount of benefits payabdeuany Plan
other than This Plan. The payment of benefits undes Plan
shall be affected by the benefits payable undeerd#tans only if
This Plan is furnished with information concernihg existence of
such other Plans by the Eligible Individual or ireswce company,
organization, agency of government or person.

Claim Determination Period. The ternClaim Determination
Period” means a period, commencing with any January 1 and
ending at 12 o’clock midnight on the next succegddecember

31 or that portion of such period during which th#igible
Individual with respect to whose expense claimasda has been
covered under this Plan.

4, Effects on Benefits.

a.

This provision shall apply in determining the betsefdue an
Eligible Individual under This Plan for any Claimef@rmination
Period if, for the Allowable Expenses incurred astich Eligible
Individual during such period, the sum of the bé&sahat would
be payable under This Plan in the absence of ttugigon, and
the benefits that would be payable under all ofhlans in the
absence in them of provision of a similar purpaséhts provision
would exceed such Allowable Expenses.

As to any Claim Determination Period to which tpi®vision is
applicable, the benefits that would be payable urides Plan in
the absence of this provision for the Allowable Emxpes incurred
as to such Eligible Individual during such Claim t€enination
Period shall be reduced to the extent necessatigasdhe sum of
such reduced benefits, and all the benefits payéiesuch
Allowable Expenses under all other plans, excepprasided in
item (c) of this Section 4, shall not exceed thesée of 100% of
total Covered Expenses actually incurred, or thltof such
Allowable Expenses it would have paid in the abseat other
group coverage. Benefits payable under another ipldnde the
benefits that would have been payable had a claiynlteen made
for them.

76



If another plan covering the Eligible Individualvesed by This
Plan contains a similar nonduplication of benefitsvision that
coordinates its benefits with those of This Plard amould,
according to its rules, determine its benefitsrafte benefits of
This Plan have been determined, and the rulesostt in item
(d) of this Section would require This Plan to detee its benefits
before such other plan, then the benefits of stiearglan will not
be considered for the purposes of determining theefits due
under This Plan.

Order of Benefits. For the purposes of item (c)ho Section, the
rules establishing the order of benefit determoratare (in all
cases, COBRA or other forms of continuation or-pal§ coverage
shall be treated based on the individual's statusr go such
coverage):

(1) The benefits of a plan that covers the person onseh
expense claim is based as an Active Employee swall
determined before the benefits of a Plan that cogech
person as a retired employee or a dependent;

(2) The benefits of a plan that covers the person onseh

expense claim is based as a dependent of an active

employee shall be determined before the benefits Bllan

that covers such person as a dependent of a retired

employee;

(3)  When both plans cover the person on whose expdaise ¢
is based as a dependent child of an active emplayree
when both plans cover the person on whose expédaise c
is based as a dependent child of a retired emp|dayee
benefits of the plan that covers the parent whogaday
(month and day only) occurs first during the Cablandear
shall be determined before the benefits of the Rhet
covers the parent whose birthday (month and day)onl
occurs later in the year, except that in the eaeiather and
mother are not married to each other, the followinlkgs

apply:

(@  The benefits of a plan that covers the person on

whose expense claim is based as a Dependent child

of the parent with primary financial responsibility
for the child’s medical expenses by virtue of artou
decree shall be determined first;

(b) If there is no court decree assigning primary
financial responsibility, the benefits of a plaratth
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covers the person on whose expense claim is based
as a Dependent child of the parent with primary
physical custody shall be determined first;

(c) If there is no court decree assigning primary
financial responsibility and the parent with primpar
physical custody is married to someone other than
the Dependent’s other natural parent, the order of
benefit determination shall be as follows:

0] The plan that covers the parent with primary
physical custody;

(i) the plan that covers the stepparent with
primary physical custody; and

(i)  the plan that covers the parent without
primary physical custody.

(4)  When This Plan and another plan cover the samempers

(@) When This Plan and another plan cover the same
person on whose expense claim is based as a
Dependent child and such other plan does not
contain the birthday rule as set forth above (d)(3)
but instead uses the rules that the Plan that sover
such person as a Dependent child of the fathel shal
be determined before the benefits of a Plan that
covers such person as a Dependent child of the
mother, then This Plan shall also use this benefit
determination provision when applicable.

(b) For a Dependent child who has coverage under
either or both parents’ plans and also has hissor h
own coverage as a dependent under a spouse’s plan,
the longer or shorter coverage rule in paragraph
(d)(4)(e) applies. In the event the Dependent
child’s coverage under the spouse’s plan began on
the same date as the dependent child’s coverage
under either or both parents’ plans, the order of
benefits shall be determined by applying the
birthday rule in paragraph (d)(3) to the Dependent
child’s parent(s) and the Dependent child’s spouse.

When rule (d) does not establish an order of bedetermination,
the benefits of a plan that has covered the pemornwhose
expense claim is based for the longer period ofketishall be
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determined before the benefits of a plan that lasered such
person the shorter period of time.

f. When this provision operates to reduce the totalwarhof benefits
otherwise payable as to a person covered under Flais during
any Claim Determination Period, each benefit thaiudd be
payable in the absence of this provision shall leeuced
proportionately, and such reduced amount shallhaeged against
any applicable benefit limit of This Plan.

Right to receive and release necessary informafian.the purpose of
determining the applicability of and implementingetterms of this
provision of This Plan or any provision of similpurpose of any other
plan the Plan may, consistent with HIPAA’s PrivadRyle, release to or
obtain from an insurance company or other orgaio@abr person any
information, with respect to any person, that tHeanPdeems to be
necessary for such purposes. Any Eligible Individclaiming benefits
under This Plan shall furnish the plan such infdroma as may be
necessary to implement this provision.

Facility of Payment. Whenever payments that shdwdde been made
under This Plan in accordance with this provisiawvéhbeen made under
any other plan, This Plan shall have the righttsnsple discretion to pay
any organization making such payments any amotstsalil determine to

be warranted in order to satisfy the intent of msvision, and amounts so
paid shall be deemed to be benefits paid under Hlais and to the extent
of such payments, This Plan shall be fully disckedrfyom liability.

Right of Recovery. Whenever payments have beerenbgdThis Plan

with respect to Allowable Expenses in a total antpan any time, in

excess of the maximum amount of payment necesdatiah time to

satisfy the intent of this provision, This Planlshave the right to recover
such payments, to the extent of such excess, froong one (1) or more
of the following, as This Plan shall determine:

a. Any persons to or for with respect to whom suchnpagts were
made.
b. Insurance companies, service plans or any othenagtions.

Dual Coverage Penalties Inapplicable.

a. In any case where This Plan is determined to beor&kocy
according to the rules above, or otherwise, anithef other plan
contains any provision reducing its benefits whieae patient is
covered by more than one (1) plab(ial Coverage Penalty),
This Plan shall pay as Secondary, and determinendecy
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benefits, without regard to the other plan’s Dualv€age Penalty
and as if the other plan did not contain such &ipron.

b. For purposes of this rule, it makes no differencsvithe Dual
Coverage Penalty is denominated by the other plduether as a
“sub-plan,” “wrap-around plan,” an eligibility ruleoordination of
benefits rule, or in some other manner. Whether atiner plan
contains a Dual Coverage Penalty with respect ts Hian’s
liability as Secondary Coverage shall be determimethe sole,
absolute and complete discretion of the Trustee§to§ Plan,
which determination shall be binding and final u@dhinterested
parties, subject only to This Plan’'s Claims and &glp
Procedures.

B. Third Party Recovery Rules.

Important Note: This Plan does not provide benefits for work-retatinjuries or
Sicknesses, or Injuries or Sicknesses when theemasher source for payment of the
related claims, including but not limited to workecompensation coverage or a third
party who has caused the Injury or Sickness (cbliely and interchangeable referred to
as a “Third Party”). The rules below provide véingited exceptions to this general Plan
exclusion so that you and your eligible Dependantsy receive Plan benefits on a
conditional, interim basis while you take stepseacover from workers’ compensation or
another Third Party responsible for the Injury ack8ess and/or related medical care
expenses.

The following provisions set forth the Plan’s righdindyour obligationsin any case
where you seek conditional, interim Plan benefitsilevyou pursue a recovery from
workers’ compensation or a Third Party who has edugour Injury or Sickness. The
Plan is not an insurance company, nor is it a fof{pentity. The contributions that fund
Plan benefits do not come from insurance premilbus,instead from limited employer
contributions negotiated by the Union, and emplogeatributions, which must be
protected and preserved for the benefit of all RPlaneficiaries as a whole. Accordingly,
the Trustees shall, in their sole and completeréigm, interpret and apply these rules
broadly to ensure the maximum Plan recovery in@se, and their interpretation shall be
binding on all parties and any reviewing court thew tribunal.

Failure to comply with any provision of these rulemmay result in immediate
ineligibility for any Plan benefits.

1. “Third Party” means the person or organization (including warker
compensation) that is or may be liable or finahgiakésponsible for the
Injury or Sickness and/or related medical care Bgps, even if that
person is a relative and/or another Participanthia Plan. The Plan’s
Third Party Recovery Rules do not extend to fiestypinsurance, which
is an insurance policy (other than workers’ comits) under which
the injured person is a named insured.
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“Third Party Recovery’means any money sought or received by an
Injured or Sick Participant or Dependent (or by@mg on their behalf), as
payment to themselves or any other party (includiognot limited to a
special needs trust, charity, fund, or any othetitygn from workers’
compensation or other Third Party, where the masepught or received
in relation to the Sickness or Injury (not neceggdor the payment of
medical claims). The term Third Party Recovernas limited to money
recovered specifically for medical expenses or #@bis/ the Plan’s
repayment rights under these rules. The Planistgiginder these rules
apply no matter how the recovery is labeled or denomuhatehich label
or denomination shall be disregarded when applyihgse rules. Any
issue regarding whether a particular expense mtelto a particular
Sickness or Injury shall be resolved by the Trustee their sole and
complete discretion. Where the Third Party Recpvier not from
workers’ compensation, the Plan’s Third Party Recpvights herein are
limited to 100% of the Third Party Recovery obtaiiey the Participant or
Dependent. Where the Injury or Sickness is wolateel, amounts not
recovered out of a workers’ compensation recoveay fre recovered by
the Plan directly from the Participant and Inju&dk Dependent.

Duty to Cooperate; Liability to Plan for Attorneyisées.

a. As a condition precedent and to receive ongoing) Rlanefits
generally and for the conditional, interim Plan &S described
under these rules, the Participant and any Injuoed Sick
Dependent, their attorney or anyone acting on thehalf, must
not take any action that would prejudice the Planghts
hereunder, and must fully cooperate in doing whatRlan deems
necessary to assist the Plan in obtaining the Tady Recovery
described in these rules. Such cooperation inslualg is not
limited to immediately and fully disclosing the aommd and
circumstances of any Third Party Recovery, andhtlisbe a
violation of these rules to enter into any confitity agreement
purporting to prevent such disclosure to the Plan.

b. If the Participant, Dependent, their attorney oyae acting on
their behalf fails to fully cooperate with the Plander these Third
Party Recovery Rules, including but not limitedthe failure to
promptly response to information requests and w@sgaand to
promptly turn over any Third Party Recovery ideetif by the
Trustees, the Participant and Dependent shall dadelifor the
Plan’s attorneys’ fees and costs incurred purssug cooperation
or recovery, prior to, during and after any necss$agal action,
whether or not formal legal action is filed or peeds to judgment,
and any judgment in favor of the Plan in such aecstll bear
interest at 18% not the applicable statutory rate.
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Any dispute or controversy regarding applicationtloése rules
that arises before the Participant or Dependenth&sned a Third
parry Recovery may be resolved by a declaratorgrjueht action
in the appropriate state or federal court. Anyhtigf the

Participant or Dependent to challenge the ripepnéssich a case is
waived and attempting to do shall be a failure doperate under
these Third Party Recovery Rules.

In any action to resolve any dispute regardhng dpplication of
these rules the Plan shall not be required to goiy other party
(including but not limited to the third party or irthparty
insurance provider), and shall be entitled to, #rel Participant
and/or Dependent shall stipulate to, a preliminarjnction
preventing the distribution, transfer or dissipatiof any Third
Party Recovery money identified by the Plan.

4. Precondition to Eligibility for Benefits and Plamynent of Benefits

a.

The right of any person to receive Plan benefitsulsject to and
conditioned on that person’s and his or her atygsner other
representative’s, full agreement and acquiescemewdry term of
the Plan, including these Third Party Rules.

If the Participant or Dependent hires an attorneydlation the

Sickness or Injury, he or she agrees to obtairfuthieooperation

and agreement of the attorney to fully comply witbse rules and
the Repayment Agreement.

Before the Plan pays any benefits, and in ordeargrperson to be
eligible for benefits under these Third Party RengvRules, the
Participant and any Injured or Sick Dependent sepkiPlan

benefits must sign a separate agreement with o Bl form and
substance acceptable to the Plan, to (jointly anckrally) repay
the Plan and otherwise fully comply with these @hiParty

Recovery Rules (the “Repayment Agreement”). Thedyment

Agreement is a contract enforceable as a mattestate law,

independently from and in addition to, enforcemahit as a Plan
document, enforcement of the terms of this Planeunany

applicable state or federal law, or enforcementhefPlan’s rights
in equity.

In any case where a Participant or Dependent, catemney or
other representative, fails to fully acknowledgeamply and
cooperate with these Third Party Recovery Rulegluding
prompt, full and accurate communication and respems the Plan
and its representatives, such Participant and eauh every
Dependent of such Participant shall have all Planebts

82



suspended pending full recovery by the Plan, stibjecthe

Trustees’ discretion to waive benefit suspensiongood cause
shown as determined in the sole discretion of thest€es. The
Board of Trustees, in its sole discretion, mayaddition to any
other rights the Plan may have, deduct or offsetntioney it is due
(including attorney’s fees and interest describredubsection 3(b)
above) from future benefits to Participant and/ay aof his

Dependents.

If the Injured or Sick person is a minor, the miagoarent/legal
guardian must sign the required Repayment AgreemBntdoing
so, the parent/legal guardian certifies that heler is the parent
and/or legal guardian of the minor, has fully expda the
Repayment Agreement to the minor, will take whatelegal
action is required on behalf of the minor to make Repayment
Agreement and these rules legal and binding onnther, and
personally guarantee the Plan’s Third Party Regoxights.

A Participant and Injured or Sick Dependent seeliegefits in
circumstances described in these Third Party Regdvales shall
be required to execute a Stipulation and Order Hotry of
Preliminary Injunction, on a form prescribed by tRkan, which
the Plan may file in court at any time the Plaredeines that there
has been a failure to fully cooperate and compth wiese rules.

Plan Rights. The Plan’s Third Party Recovery Riglte cumulative and
may be asserted by the Plan singly, together, anjncombination as the
Board of Trustees, in its sole discretion, detegwin The Plan’s Third
Party Recovery Rights include but are not limited t

a.

Lien and Express Trust Rights. To the extent theidiaant or
Dependent, their attorney, agent, assignee, trusany other
person or entity on behalf of such Participant cgp@ndent,
recovers money from a Third Party, or as a restitorkers’
compensation, in relation to an Injury or Sickné&sswhich the
Plan has paid or later pays benefits, the Planl $fzale a first
priority lien on the amounts so recovered. Theti€lpant or
Dependent, their attorney, agent, assignee, trusany other
person or entity on behalf of such Participant epéndent, holds
all such money in trust, as expressly provided heréor the Plan
and must pay such amount, up to the amount of slén@ Plan has
paid to date (or as of such later date on whichRlaem demands
reimbursement for additional or other claims pato)the Plan
within then (10) days of receipt by such entity mgrson (or
demand by the Plan). Prior to payment, any petsading or
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controlling such funds is a fiduciary as to therPaassets thus
held.

Repayment Rights. The Participant or dependenty #itorney,
agent, assignee, trust or any other person oryeatitbehalf of
such Participant or Dependent, is obligated toyftdimburse the
Plan to the extent of any recovery from a Thirdtypasr workers’
compensation or other similar sources, in relatmm@an Injury or
Sickness for which the Plan has paid or later feeysefits. Before
the Plan pays any benefits and in order for theidizeint or
Dependent to be eligible for benefits, the Paréinipand Injured or
Sick Dependent, and their attorney, must sign arsgép agreement
with the Plan, in form and substance acceptabléh¢oPlan, to
repay the Plan under these Rules and fully abididm.

Assignment of Funds. Any funds due as the resula ofhird
Party’s conduct or financial responsibility hereendshall be
deemed assigned to the Plan prior to receipt byPdr@icipant or
Dependent, or their agent or attorney, or paymerdny person,
provider or entity on behalf of the injured pers@uch funds, thus
assigned, are the sole property of the Plan angarty taking any
action contrary to the Plan’s rights to such furdiges so in
violation of such rights. Any party or entity imgsession of such
funds following such assignment to the Plan holdashsfunds in
trust, and as a fiduciary, for the exclusive bdnefithe Plan and
upon demand of the Plan must immediately transfersach
amounts to the Plan.

Subrogation. The Plan has a right of subrogatiahécextent of all
benefits paid under the Plan as a result of a TRady’s wrongful
act or negligence that causes an Injury to theidjaaht or
Dependent. The Plan has the right but not thegabitin to assert
any and all rights the Participant or Dependenthinitave against
the Third Party in order to recover an amount equahe amount
of benefits paid under the Plan. The Plan’s sudtiiog rights also
apply to workers’ compensation Injuries or Sickmssfor which
the Plan paid benefits. The Plan is subrogatedsandeeds to the
Participant’s or Dependent’s rights, which righte assigned to
the Plan.

Rejection of Make Whole, Common Fund, and othertriftees. The

Plan’s Third Party Recovery Rights, as describegtihe apply without
regard to whether the amount recovered is suffidienrmake the injured
party whole, and without reduction for costs orsfaacurred by the
injured party in obtaining such recovery. The “MaWhole,”>Common
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Fund,” and any other doctrine having the effectreducing the Plan’s
recoveries under these rules, are hereby spebificgiected by the Plan
and any Participant or Dependent seeking Plan lienehould any court
or other competent tribunal rule that, despite thisvision, any such
doctrine applies at common law, causing any redaoctn the Plan’s
recovery under these rules, the Participant andeBa#gnt’'s contractual
obligations to the Plan under the Repayment Agre¢steall be increased
in an equal amount.

7. Future Claims. The Plan’s Third Party Recoveryhtsg extend to
additional benefits paid after receiving initiat faultiple) reimbursements
under these Rules to the extent of any claims reduafter the date of
such reimbursement; future claims by the Plan utidese rules are not
extinguished by resolution of past claims. Insisteby any party that the
Plan waive future claims to receive reimbursememnten these rules shall
be deemed a failure to cooperate.

8. Workers’ Compensation Claims. Regarding workers’mpensation
claims, the Participant or Dependent must timelg difigently make and
keep appointments, file papers, including claimmfsy attend hearing and
pursue all appeals available, including to the mixterovided by any
separate Plan policies that apply, and otherwillg ¢ooperate and act in
good faith with other in connection with such wasecompensation
claims. If workers’ compensation benefits are awedilable for a work-
related Injury due to any failure of the Participan Dependent to comply
with this provision, or misconduct of the injureérpon at the time of
Injury or during the course of subsequent procegjithe Plan’s Third
Party Recovery Rights in such cases shall be predesind enforceable
for the recovery of ineligible benefit payments iagathe Participant and
an Injured or Sick Dependent.

Anticipation, Alienation, Sale or Transfer. Benefits payable hereunder shall
not be subject in any manner to anticipation, aliem, sale, transfer, assignment,
pledge, encumbrance or charge by any person; howewy Employee may
direct that benefits due him be paid to an insttuin which he or his eligible
Dependent is Hospitalized or to any provider of im&dservices or supplies in
consideration for medical or Hospital services e¥ad or to be rendered. Such
direction may be honored by the Plan as a coutteslye patient but may not in
any event deemed an assignment of rights or de¢mgidvide standing to such
institution or provider to assert any claim in aourt or other tribunal against the
Plan, including but not limited to filing an appeaith this Plan or a lawsuit for
benefits, all of which must be done, if at all hetpatient’'s own name and not as
an assignor of rights, which is not permitted urttierPlan.

Facility of Payment. In the event the Plan determines that the Empglage

incompetent or incapable of executing a valid ngicand no guardian has been
appointed, or in the event the Employee has natigeed the Plan with an address
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at which he can be located for payment, the Play, mharing the lifetime of the
Employee, pay any amount otherwise payable to thpl&yee, to the spouse, or a
relative by blood of the Employee, or to any otlmgrson or institution
determined by the Plan to be equitably entitlegpagment. In the event of the
death of the Employee before all amounts payabfieutne Plan have been paid,
the Plan may pay any such amount to any persomsatution determined by the
Plan to be equitably entitled to payment. The rewhai of such amount shall be
paid to one (1) or more of the following survivimglatives of the Employee:
lawful spouse, child or children, mother, fatherpthers or sisters, or to the
Employee’s estate, as the Board of Trustees igalis discretion may designate.
Any payment in accordance with this provision sliidicharge the obligation of
the Plan hereunder to the extent of such payment.

Disputes. No Employee, eligible Dependent, Beneficiary timen person shall
have any right or claim to benefits under the Pdanany right or claim to
payments from the Plan other than as specifiethi;mRlan, the rules of the Plan
and the provisions of the Trust Agreement. Any dispas to eligibility, type,
amount of duration of such benefits or any rightclaim to payments from the
Plan shall be resolved by the Board of Trustees, swtbcommittee thereof, under
and pursuant to the Trust and the Plan and itsidecregarding any such dispute,
right or claim shall be final and binding upon p#irties thereto, subject only to
such judicial review as may be provided by applieddw.

Direct Payment to Providers.

1. Unless notified differently and in writing by anig@ible Individual, the
Plan shall assume all Eligible Individuals desireect payment of their
benefits to their providers as a convenience ambramodation to the
Eligible Individual. All such assigned Hospital, diweal or surgical
benefits will be paid by the Plan to the Hospitatathe provider of such
services as they accrue upon receipt of writterofpreatisfactory to the
Plan, covering the occurrence, character, and egfahe event for which
the claim is paid. Such payments are for claim pses and the
convenience of Eligible Individuals only and do rweate standing for
such providers to appeal claim denials or maingiegal action against
the Plan in any court or tribunal.

2. Benefits not paid directly to providers will be gaby the Plan to the
Eligible Individual.

3. For any benefits to be payable by the Plan, in aage where the
applicable stop-loss attachment point has beerhegor is reasonably
likely to be reached, as determined by the Plam,pifovider of services
must submit all claims and related billing inforioat within 30 days
following the date of service, and in no eventiddten the deadline by
which such claims must be submitted by the Planststop-loss carrier
for such claims to be covered by the Plan’s st@s-lcarrier. Such stop

86



loss deadline shall be provided to any such provig®n written request
to the Plan’s Administrator.

Benefits After Death.

1.

In the event of the death of the Employee befoteamlounts payable
under the Plan have been paid, the Plan may payaamunt to any
person or institution determined by the Plan toeleitably entitled to
receive it.

The remainder of any benefits will be paid to thigilele Employee’s
beneficiary or to the Employee’s estate, as the®o&Trustees in its sole
discretion may decide. If the beneficiary is unaiolegive a valid release
or if benefits unpaid at the time of the Employesgsth are not more than
$1,000, benefits of up to $1,000 may be paid to eslgtive of the
Employee who is found to be entitled to the besefny payment in
accordance with this provision will discharge thxigation of the Plan to
the extent of such payment.

Reduction of Benefits. The Trustees have authority to adjust and/or cedu
benefits available to Employees on whose behalfrimutions are insufficient to
cover the full current cost of benefits, as deteedi in the sole and complete
discretion of the Trustees. Such an adjustmentoamdfiuction may include, but
is not limited to, elimination of dental, vision any other item of coverage,
higher deductibles, copays, etc. The basis for smchdjustment and/or reduction
may include, but is not limited to, the failure aiegotiated contribution rate to
keep pace with the costs of benefits, or an Emgsy®ilure to pay, or authorize
his Employer to transfer, the Employee’s portiorcomitributions.

Miscellaneous.

1.

The Plan, at its own expense, shall have the agttopportunity, through
the Plan’s Medical Consultant, to examine the pemoreview any claim
of any Eligible Individual when and so often asnidy reasonably require
during the pendency of any claim, and also thetragid opportunity to
make an autopsy in case of death where it is nbidden by law. Proof
of claim forms, as well as other forms, and methafdadministration and
procedure, will be solely determined by the Plan.

The benefits provided by this Plan are not in iéiand do not affect any
requirement for coverage by Worker's Compensatiawsl or similar
legislation.

The provisions of this Plan Document are subje@no controlled by the
provisions of the Trust Agreement, and in the evehtany conflict

between the provisions of this Plan Document amdpifovisions of the
Trust Agreement, the provisions of the Trust Agreetrshall prevail.
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Trustee Discretion. The Trustees have the exausight, power and
authority in their sole and absolute discretion,atbminister, apply and
interpret this Plan and all other documents thatdee the Plan and Trust
Fund. The Trustees may decide all matters arisingphnection with the
operation and administration of the Plan. Plan benghall be paid only if
the Trustees, in their discretion, decide that digilite Individual is
entitled to them. Except as described in the clangappeals procedures,
all determinations made by the Trustees with resjpeany matter arising
with regard to Plan benefits will be final and kbimgl on all concerned.
Any judicial review of any Trustee decision mustdme in deference to
the Trustees’ decision. Without limiting the genigéyaof the foregoing,
the Trustees shall have the sole and absoluteetiscary authority:

a. To take all actions and make all decisions withpees to the
eligibility for, and the amount of, benefits reimbad under the
Plan.

b. To formulate, interpret and apply rules, regulatianterpretations,

practices and policies necessary to administer Bian in
accordance with its terms.

C. To decide questions, including legal or factual uoas, relating
to the calculation and payment of benefits underRlan.

d. To resolve and/or clarify any ambiguities, incotesigies and
omissions arising under the Plan or other Plan uhecus.

e. To process, and approve or deny, benefit claimsraleon any
benefit exclusions.

All determinations made by the Trustees with respeany matter arising
under the Plan and any other Plan document shdihkeand binding on
all parties.

Claims Payments Made in Error. If the Plan paysehies for or on behalf
of an Employee or Dependent, when the EmployeeemeDdent is not in
fact eligible or entitled to the benefits or if tRéan otherwise mistakenly
pays benefits, the Employee or Dependent will prigympeimburse the
Plan in full for the amount paid in error. The Tres, in their sole
discretion, may deduct or offset any erroneous magnfrom future
benefits, and/or cancel eligibility for the Empleyeand/or all his
Dependents (which shall not be a COBRA qualifyingrg). If the Plan
files any legal action against the Participant @p&ndent(s) to recover
any erroneous payment, the Participant will paya#tibrneys’ fees and
costs of the Plan, whether or not such an acti@tgads to judgment.
Receipt of Plan benefits is consent and agreemeny lthe ineligible
person to such liability.
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7. Amendment Procedures. The Board of Trustees majifynor amend
this Plan at any time or from time to time throughtten, sequentially-
numbered Amendments adopted by a majority votauwd,in relation to,
by restating or republishing the Plan. This Planynb@ modified or
amended retroactively. Ordinarily, however, thesiees will not exercise
the power to amend the Plan retroactively unlesslitincrease benefits
to the Participants. When Plan changes are madeneypdment:

a. An Amendment modifying or amending the Plan magiggested
or proposed by a Trustee or professional who wiokghe Plan.

b. The Trustees will consider and discuss the Amendnagna
meeting of the Board of Trustees, seeking inpuinftbe Trustees
and the professionals who work for the Plan.

C. An Amendment will be adopted by vote by a majority the
Trustees. If the Trustees are deadlocked, the g@uoee for
resolution of a deadlock will apply. Plan changeaynalso be
adopted from time to time when the Plan is restatets entirety
and mailed out to all Participants.

d. Participants will be notified of material Plan clgas no later than
60 days after the meeting of the Board of Trusegewhich the
change was approved or ratified, as the case may be

e. An Amendment may be signed by the Chair and Co+Gifaihe
Board of Trustees outside of regularly scheduledgttmeetings,
subject to approval of the Plan change during astTroeeting
either before or after the Amendment is signed.

8. Establishment and Verification of Identity. Theu$tees have the right to
verify and confirm the identity of any Participamt Beneficiaryapplying
for, or entitled to receive, benefits. Such Paptcit or Beneficiary has the
responsibility and obligation to establish his oer hidentity to the
satisfaction of the Trustees. Such a ParticipantBeneficiary must
reimburse the Trust for the costs and expensesrettiy the Trust in
verifying and confirming identity.

Alternative / Substitute Treatment Plan. The Plan specifies certain types,
levels and limitations of benefits. In addition ttiose specified in the Plan, the
Board of Trustees may elect to provide benefitsaswices pursuant to a Board-
approved Alternative/Substitute Treatment PlaAST Plan”) for an eligible

person. The Board will only authorize an AST Planew the Board, in its sole
and absolute discretion, based upon such mediahl atimer information and

advice the Board deems sufficient and approprdgégrmines that such an AST
Plan is medically necessary and appropriate andsiinegh an AST Plan is both
cost effective and less costly to the Plan thaatitnent otherwise available under
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the Plan rules. If the Board elects to approve & Rlan, it will do so only for as
long as such services are medically necessarypppate and cost effective for
the Plan, and that the total benefits paid for sseivices do not exceed the total
benefits to which the Claimant would otherwise hatled under this Plan in the
absence of an AST Plan. If the Board approves am Rfn for an eligible
Participant in one instance, it shall not be olibgao provide the same or similar
plan for other eligible Participants in any othestance. Nor shall such election
be construed as a waiver of the right of the Bdarddminister the Plan in strict
accordance with the provisions of the Plan documeamd Plan rules and
regulations. This provision is for AST Plans anchat a means of Plan redesign,
nor is it intended to be applied to authorize pdures that are not FDA approved
or otherwise experimental. It is not intended toapplied to experimental, non-
FDA approved or over-the-counter Drugs or medicegio
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PART 13.

A.

SOME DETAILS ABOUT THE PLAN AND THE TRUSTEES.

Name of the Plan. This Plan is known as the Cement Masons and dpéast
Health and Welfare Trust of Southern Nevada.

Name, Address and Telephone Number of Plan Sponsor.

The Board of Trustees is both the Plan sponsomdnanistrator. This means that
the Board of Trustees is responsible for seeingitii@armation regarding the Plan
is reported to government agencies and disclos@atiicipants and Beneficiaries
in accordance with the requirements of ERISA. Thiereass and telephone
number of the Plan sponsor are the same as thenistrative Office listed on
page 3.

Name, Title and Principal Place of Business of Eachrustee.

Union Trustees Employer Trustees

Marc Leavitt Thomas Pfundstein

Operative Plasterers & Cement MasonsPDCA

Union Local 797 1701 Whitney Mesa Drive

4231 West Oquendo Road Suite 104

Las Vegas, NV 89118 Henderson, NV 89104

Paul Benigno Kim Christensen

Operative Plasterers & Cement MasonsAssociated General Constructors

Union Local 797 150 N. Durango Drive

4231 West Oquendo Road Las Vegas, NV 89145

Las Vegas, NV 89118

Isaac Leos Brady Stevens

Operative Plasterers & Cement MasonsNevada Contractors Association

Union Local 797 150 N. Durango Drive

4231 West Oquendo Road Las Vegas, NV 89145

Las Vegas, NV 89118

Pablo Leos Robert Campbell

Operative Plasterers & Cement MasonsWestern Wall & Ceiling Contractors

Union Local 797 6280 S. Valley View Blvd., Suite

4231 West Oquendo Road 610

Las Vegas, NV 89118 Las Vegas, NV 89118

Thelma Waggoner (Alternate) Patrick Velasquez (Alternate)

Operative Plasterers & Cement MasonsNevada Contractors Association

:Jznéolnvbocagw 1o Road 6600 Amelia Earhart Court, Ste. B
est Oquendo Roa

Las Vegas, NV 89118 Las Vegas, NV 89119
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Plan Administrator and Type of Administration.

The Board of Trusteesis both the Plan sponsor and administrator and is
responsible for seeing to it that information abdbé Plan is reported to
government agencies and properly disclosed todizatits and Beneficiaries, in
accordance with the requirements of ERISA. Daydg-ddministrative functions
are performed by the Administrator listed on page 3

Identification Number, Type of Plan, Plan Year. The number assigned to the
Plan by the Internal Revenue Service is 88-6010%6é.Plan Number is 501.

This Plan is maintained for the purpose of prowdliie insurance, accidental
death and dismemberment, weekly disability, hogpitadical, prescription drug,
dental and vision care benefits.

The records of the Plan are kept separately fon gaar. The Plan’s fiscal year
ends June 30.

The Plan’s Source of Funding and Contributions.

The Cement Masons and Plasterers Health and Weleust for Southern

Nevada is sponsored by Operative Plasterers ance@eltasons International
Association Local No. 797 and the Employers whoehegllectively-bargained

agreements with the Union. The agreements reghiee Employers to make
contributions to the Cement Masons and Plastereedtiland Welfare Trust for
Southern Nevada, and the contributions are usg@dowide Participants with the
health and welfare benefits specified in the PTdre contribution rate is specified
in the collectively-bargained agreements.

A list of Employers and unions that sponsor thenPland a copy of each
collectively bargained agreement, is available dgamination without cost by
Participants and Beneficiaries at the Administet@®ffice of the Trust. Copying
charges may apply.

Name and Address of Agent for Service of Legal Press. The Plan’s agent for
service of legal process is its Administrator,détbove.

Termination of Trust Provisions. The Trust shall remain in full force and effect
until terminated by the action of the Trusteestha event of termination, the
Trustees shall:

1. Make provision out of the Trust for the paymentegpenses incurred up
to the date of termination of the Trust and expsnseident to such
termination.

2. Distribute the balance, if any, of the assets ef Thust remaining in the

hands of the Trustees in such manner as they detemmll carry out the
purpose of the Trust, including, but not limited tfee purchase of existing
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insurance benefits on a pro rata basis or the femm$ such funds to a
successor trust having the same or similar purpéseshe benefit of
Participants.

Arrange for a final audit and report of their traosons and accounts for
the purpose of terminating their trusteeship.

In any event, upon termination, the Trustees maysfier group insurance
policies and the balance, if any, of the assetv®fTrust remaining in the
hands of the Trustees, or any portion thereofhto ttustees of another
fund established for the purpose of providing saisally the same or
greater group coverage than that contemplatedé?ldn.

In no event shall any of the Trust assets, exaapbénefits due, revert to
or be recoverable by any Participant, Employer oiob.
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PART 14. DEFINITIONS.

1.

Active Employee. An Active Employee means any pensho, by reason
of his active employment, meets the eligibility uggments established by
the Plan and as amended from time to time.

Allowable Expense. Allowable Expense is the ratmount, or

schedule on which the Plan’s payment for coveredaes and supplies is
based. Allowable Expenses are subject to dedustibte®-payments,
coinsurance, and Plan limits. The Plan pays no e the Allowable
Expense or the actual billed charges, whicheveless. However, the
amount actually paid by the Plan may be a percentdghe Allowable
Expense. The Plan has the sole, complete and fn#hority and
discretion in determining Allowable Expense. Allda Expense is
determined according to the following method:

a.

In-Network Services Except as specified in subsections ¢, d and e
below or as may be otherwise specified in the Piarthe extent
benefits are paid pursuant to a PPO Agreement antr&x
between the Plan and a provider, the Allowable Bsgpeis the
rate, amount, or schedule stated in such Agreeoredbntract.

Out-of-Network ServicesExcept as specified in subsections c, d
and e below or as may be otherwise specified inRlzn, for
covered services and supplies provided by a Noracted
Provider, the Allowable Expense is (i) the negetiatate between
the Plan and the provider, or (ii) the Plan’s rateschedule, or
percentage thereof, for such covered services @plies,
whichever is less, as determined in the sole, skady and final
judgment of the Plan.

Fully Contracted Hospital Services For Hospital and related
services and supplies covered by contracts with Health
Services Coalition rendered or delivered by a @mtéd provider,
the Allowable Expense is the rate, amount, or scleestated in
the applicable contract with the Health Servicesalifion
(“HSC").

Hospital Services with Non-HSC Contracted Provideside
Nevada For an HSC Service rendered or delivered byraHi8C
contracted provider within the Nevada geograph&cah serviced
by the HSC, the Allowable Expense is the lowest HB6tracted
rate, amount, or schedule, or percentage theresficr other rate,
amount, schedule or percentage that is the lowesisbnable
amount” that complies with the requirements of Bec2719A of
the Public Health Service Act and related fedenaildgnce, as
determined in the sole, exclusive and final judgimanthe Plan;
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provided, however, to facilitate the transition afprovider from
Contract Provider status to Noncontracted Provati#ius, the Plan
in its sole and absolute discretion, may utilizg amailable wrap
network for a limited period.

e. Hospital Services with Noncontracted Provider Cuegsof Nevada
For Hospital and related services and supplies emud or
delivered outside the Nevada geographical areaicsenby the
HSC, and not subject to any PPO Agreement or Ccintihe
Allowable Expense is the negotiated, discountedpther rate,
amount, or schedule, whichever is less, or suceratte, amount,
schedule or percentage that is the lowest “reaseraabount” that
complies with the requirements of Section 2719Atled Public
Health Service Act and related federal guidancejedasrmined in
the sole, exclusive, and final judgment of the Plan

f. Medicare Expense$or Medicare expenses, the Plan will consider
the Allowable Expenses to be the Medicare approaeuunt,
which is the amount recognized as reasonable byiddesl for
health care expenses of the kinds covered by Medicghe
Medicare approve amount also includes amounts deresi
payable under the Medicare Part B fee schedule Pldu@ will not
pay charges that exceed Medicare’s approved amounts

Calendar Year. January 1 through December 31atf gaar is a Calendar
Year.

Concurrent Review. This refers to the process alherthe Utilization
Review Organization under contract to the Planrdatees the number of
authorized days considered medically necessary d@nat eligible for
unreduced benefits according to the terms of tta BIhce an Eligible
Individual has been confined to a Hospital.

Contract Pharmacy. A Contract Pharmacy is a pheymehich has a
contract with the Plan to provide prescription Dsug Eligible Individuals
on a walk-in or mail order basis at negotiated ost

Contract Hospital or PPO Hospital. This means agdital bound to a
written agreement with the Plan, through the Preter Provider
Organization, concerning the provision of healthecservices to Eligible
Individuals of the Plan at negotiated fees.

Contract Provider or PPO Provider. A Physiciamolatory, radiology
facility or other provider of health care servickeund to a written
agreement with the Plan through the Preferred BesviOrganization
concerning the provision of health care servicekligible Individuals of
the Plan at negotiated fees.
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10.

11.

12.

13.

14.

15.

16.

Covered Employee. An Active Employee, Retired Eoypk or Self-Pay
Employee.

Covered Expense. The expense for covered servicsupply. A
Physician must order or prescribe the service pplsufor treatment of an
illness or Injury. Expense is considered incurradite date the service or
supply is received. Covered Expense does not ieckhly charge for:
services or supplies that are not medically necgssa are in excess of
the Allowable Expenses for a service or supplyam@ incurred while you
or your Dependent are not eligible for benefitsemttiis Plan.

Dentist. A dentist who is licensed to practice td#ry in the state in
which he/she renders treatment.

Dependent(s). Refer to Part 1 (B).

Drugs. Any article which may be lawfully dispensasl provided under
the Federal Food, Drug and Cosmetic Act includimy amendments
thereto, only upon a written or oral prescriptidracPhysician or Dentist
licensed to administer it.

Eligible Individual. A Covered Employee and eaélnis/her Dependents,
if any.

Emergency. Means an acute medical condition oidant that requires
immediate treatment because it is life threateranggbling or disfiguring.

Emergency Medical Condition. A condition manifegtiitself by acute
symptoms of sufficient severity (including seveman) so that a prudent
layperson, who possesses an average knowledgealthh lsmd medicine,
could reasonably expect the absence of immediatdicaleattention to
result in (i) placing the health of the individu@r, with respect to a
pregnant woman, the health of the woman or her imbbild) in serious
jeopardy; (ii) serious impairment to bodily funaig) and (iii) serious
dysfunction of any bodily organ or part.

Emergency Services. With respect to an Emergenegidal Condition —
(i) A medical screening examination that is withire capability of the
emergency department of a Hospital, including #emgilservices routinely
available to the emergency department to evaluatth £mergency
Medical Condition, and (ii) such further medical amination and

treatment, to the extent they are within the cdpis of the staff and
facilities available at the Hospital, as are regdito stabilize the patient.
For purposes of this definition, stabilize meangtovide such medical
treatment of the condition as may be necessary ssura, within

reasonable medical probability, that no materiatederation of the

condition is likely to result from or occur durinfpe transfer of the
individual from a facility, or, with respect to aggnant woman who is
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17.

18.

having contractions, that the woman has deliverettiuding the
placenta).

Employee. Any person, includingNbnbargaining Unit” Employees,
who perform any work under a collective bargainaggeement between
an Employer and the Union, and for whom the Emplayekes or is
obligated to make contributions to this Plan asim@gl or permitted by an
applicable collective bargaining agreement or asnfited by the Plan,
and who meets the eligibility requirements hereurate established by
this Plan and as amended from time to time; anch sther person as the
Employer and Union may agree to designate as Emptowithin the
meaning and purpose of an applicable bargainingesagent.

The term Employe€ shall not include self-employed persons or a sole
proprietor of a business organization that is ampleger.

a. An “Employee” may include Participants who have eav¥rom a
position covered under a collective bargaining egrent into a
position with an Employer, the Union or relatedstréund that is
not covered by the collective bargaining agreensmr may be
treated as an Employee with respect to all of timplByee’s Hours
of Service for the fiscal year.

b. An Employee for whom contributions were due undepkective
bargaining agreement for all hours worked in a &istear but
who subsequently becomes in a position not covdrgdthe
collective bargaining agreement may be an Emploigethe
duration of the collective bargaining agreementliapple to that
Fiscal Year, or if later, until the end of the tolling Fiscal Year.

C. An Employee who was treated as an Employee purst@mnt
paragraphs (a) or (b) will continue to be treatsdaacollectively
bargained Employee beyond the time period set fargaragraphs
(@) or (b), provided that the Employee is perforgnservices for
one (1) or more Employers that are parties to tioleClively
Bargaining Agreement, for related trust funds, ar the Union.
This paragraph (c) will apply only so long as norenthe five
percent (5%) of the Employees covered by this Péae
noncollectively bargained Employees (including tBmployees
described in paragraphs (a) or (b) above as coldgtbargained
Employees). Further, an Employer must sign a writigreement
obligating it to payments on behalf of such an Eoypé.

Employer.

a. Any Employer employing persons performing work aaeeby an
agreement with the Union and bound by the termsghefTrust
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19.

20.

Agreement, who makes or is required to make anyriborion to
this Plan;

b. Any other employer who is permitted to make conttitns into
the Plan pursuant to a written agreement after {gsram has been
granted by the Trustees. Sole proprietors and @artshall not be
considered as eligible Employees under this Plam.efployer
shall not be deemed an Employer simply becausg jart of a
controlled group of a corporation or of a tradebasiness under
common control, some other part of which is an Exypgt. To the
extent consistent with applicable law and the nemoents of the
Code, the term “Employer” shall also include theidgnor labor
organization representing the Employees of Covéisiployers,
and any related trust fund including the Apprergite Council
Trust Fund, provided such Union, organization asttifund makes
contributions to the Plan on behalf of its Emplayesith the
approval of the Trustees.

Essential Health Benefits. Benefits specified urskmtion 1302(b) of the
Patient Protection and Affordable Care Act and pple regulations, as
may be amended from time to time. Essential Heaéhefits include at

least the following general categories and the stamd services covered
within these categories: ambulatory patient sesjiEmergency services;
Hospitalization; maternity and newborn care; mehgdlth and substance
use disorder services, including behavioral heatment; prescription

drugs; rehabilitative and habilitative services amelvices; laboratory

services; preventive and wellness services and nahradisease

management; and pediatric services, including amdlvision care.

Extended Care Facility or Skilled Nursing Care Kaci An institution
that is primarily engaged in providing inpatientishwy

a. Skilled nursing care and related services for paievho require
medical or nursing care; or

b. Rehabilitation services for the rehabilitation ojured, disabled or
sick persons and that meets all of the followingureements:

(2) It is regularly engaged in providing skilled nuigicare for
sick and injured persons under 24 hours a day wiso@n
of a Physician or a graduate Registered Nurse.

(2) It has available at all times the services of adrfign who
is a staff member of a general Hospital.

3) It has on duty 24 hours a day a graduate Registévese,
licensed vocational nurse, or skilled practicalseyrand it
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21.

22.

23.

has a graduate Registered Nurse on duty at legist )
hours per day.

4) It maintains a clinical record for each patient.

5) It is not, other that incidentally, a place fortres place for
custodial care, a place for the aged, a placerfgg dddicts,
a place for alcoholics, a hotel, or a similar igion.

Home Health Care Agency. An organization or ageth@at meets the
requirements for participation as a “home healthe cagency” under
Medicare.

Hospice Agency. A public or private agency or migation which
administers and provides hospice care and meetsetiigrements for
participation as a hospice under Medicare.

Hospital. An institution legally operating as aspdal that is:

a. primarily engaged in providing, for compensatioonirits patients,
inpatient medical and surgical care for diagnosi@ seatment of
Sickness or Injury, and which has a laboratory @perating room;
and

b. operated under the supervision of a staff of Plgsg and
continuously provides nursing services by registegraduate
nurses for 24 hours every day.

In no event, however, shall such term include arsyitution, or part of an
institution, which is operated principally as atrésme, nursing home,
convalescent home or any institution or part thievelmich is principally
devoted to the care of the aged or any institueiogaged in the schooling
of its patients.

For the purpose of paying benefits for nervous amehtal disorders,
“Hospital” also shall mean a place, other than avetescent, nursing or
rest home, which has accommodations for residethtpla¢ients, facilities
for the treatment of nervous or mental disordersesadent psychiatrist
always on duty, and which as a regular practiceggsathe patient for the
expense of confinement.

For the purpose of paying benefits for treatmentsobstance abuse,
“Hospital” also means a place, other than a corsealet, nursing or rest
home which is licensed, accredited and certified hsalth care facility or
primary treatment facility licensed by the stateninich the treatment was
received and which as a regular practice chargespttient for the

expense of confinement.
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24,

25.

26.

27.

28.

29.

30.

31.

32.

The Hospitalist Program provides Hospital inpatihysician services to
Eligible Individuals and is mandatory for inpatigmimary Physician care.
The Hospitalist Program utilizes licensed nonspistidiospital based
Physicians who have directly contracted with thenRdr with the Health
Services Coalition on behalf of the Plan. Use ofspitalist Program
Physicians for inpatient care is required for allgible Individuals.
Eligible Individuals receiving care through the Iditalist Program will
have no out of pocket expenses such as deductitd@ssurance and
copays for the covered services by Hospitalist Rmog Physicians.
Eligible Individuals who refuse care under the Htast Program are
responsible for 100% of the billed charges by tbe-Hospitalist Program
Physicians. Physician care by specialists suchB&®N and Pediatric
will continue to be covered and paid as normal urigke plan Rules, since
specialists are not part of the Hospitalist Program

Injury. An accidental bodily injury that requiregatment by a Physician.
It must result in a loss independent of Sicknessather causes.

Licensed Pharmacist. A person who is licensedraotize pharmacy by
the governmental authority having jurisdiction owée licensing and
practice of pharmacy.

Medicare. The program established under the SoBedurity Act
(Federal Health Insurance for the Aged) as it mssently constituted or
hereafter be amended.

Noncontract Hospital or Non-PPO Hospital. A Hoapithat does not
have a contract in effect with the Plan under ttefePred Provider Plan.

Noncontract Provider or Non-PPO Provider. A Phgsic laboratory,
radiology facility or other health care providerathdoes not have a
contract in effect with the Plan under the Pref@iPeovider Plan.

Nonoccupational Injury. Physical harm sustainethadirect result of an
accident effected solely through external meaneyided the accident
does not arise out of (or in the course of) anykwor pay or profit, nor in
any way results from an Injury which does.

Nonoccupational lllness or Sickness. A bodily disw, infection or
disease that does not arise out of (or in the eoafsany work for pay or
profit, nor in any way results from an illness whidoes, provided,
however, if proof is furnished that the Eligibledlmidual is covered under
a Worker's Compensation law or similar law but ist movered for a
particular illness under such law, that illness Iwile considered
“Nonoccupational” regardless of the cause.

Occupational lliness. A bodily disorder, infection disease that arises
out of (or in the course of) any work for pay oofur
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33.
34.
35.

36.

37.

38.

39.

40.

4].

42.

43.

Orthodontist. A Dentist who specializes in orthotlcs.
Participant. See “Eligible Individual.”

Physician. A legally qualified medical doctor argeon. This definition
includes a licensed chiropractor, podiatrist andipaacturist, acting
within the scope of his or her license.

Plan. This means the plan of benefits providethikeyCement Masons and
Plasterers Health and Welfare Plan for Southerraa\established by the
Trust Agreement. The term “Plan” also means the &#nMasons and

Plasterers Health and Welfare Trust for Southermada and its Trustees,
as the context may indicate.

Preferred Provider Service Area. The geograplea @ which Eligible
Individuals residing therein are subject to thent@irsement provision of
the Preferred Provider Plan.

Preferred Provider Plan or Preferred Provider Omgdion (“PPO”"). A
program through which Hospitals, laboratory andiclady facilities,
Physicians and other providers of health care sesvcontract with the
Plan to provide Hospitalization and medical sersice® Eligible
Individuals payable on the basis of negotiatedstate

Prior Authorization. The process whereby the Uhifion Review

Organization under contract to the Plan determthesmedical necessity
of an Eligible Individual's elective confinement & Hospital and the
number of preauthorized days eligible for unreduoedefits according to
the terms of the Plan, prior to such elective Hagmionfinement actually
occurring.

Reqistered Nurse. A registered graduate nurse daas not ordinarily
reside in the active or Retired Employee’s home @ndot the spouse,
child, brother, sister or parent of the active etiRRd Employee.

Retired Employee. Any person who meets the retiree eligibility
requirements as established by the Plan and ast@ué&mom time to time.

Sickness. A disease, disorder or condition thquires treatment by a
Physician. It includes pregnancy, complicationgpaggnancy, childbirth
and well child care, but not for a dependent cletdept for preventive
care services related to pregnancy when an attgruiovider determines
the services are age and developmentally apprepfiatthe dependent
child. It does not include elective abortion; but does include
complications that are the result of an electiveran.

Skilled Nursing Care Facility. An institution thiat primarily engaged in
providing inpatients with: (1) skilled nursing caaad related services for
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44,

45.

46.

47.

48.

49.

patients who require medical or nursing care org¢BRabilitation services
for the rehabilitation of injured, disabled or sig&rsons and which meets
all of the following requirements:

a. it is regularly engaged in providing skilled nuiginare for sick
and injured persons under 24-hour-a-day supervisidna
Physician or a graduate Registered Nurse;

b. it has available at all times the services of adiiign who is a
staff member of a general Hospital,

C. it has on duty 24 hours per day a graduate Regstélurse,
licensed vocational nurse, or skilled practicalseyrand it has a
graduate Registered Nurse on duty at least eightq@rs a day;

d. it maintains a clinical record for each patientglan

@

it is not, other than incidentally, a place fortrea place for
custodial care, a place for the aged, a hotelsomdar institution.

Trust. The Cement Masons and Plasterers HealthVdelfare Trust

established by the Trust Agreement.

Trust Agreement. The Restated and Amended AgreieamehDeclaration
of Trust for the Cement Masons and Plasterers heaitl Welfare Trust
and any modification, amendment, extension or reh#vereof.

Trustee. Any person designated as a Trustee pursmahe term of the
Trust Agreement, and the successor of such persom time to time in
office. The term “Board of Trustees” and “Board” ams the Board of
Trustees established by the Trust Agreement.

Union. The Operative Plasterers and Cement MaSaren Local 797.

“Usual and Reasonable” or “U&R” shall be as defined Part 3,

INDEMNITY MEDICAL BENEFITS, Section G, Covered Expses,

Subsection 28, Dialysis Treatment — Outpatient,a@§aph (c)(4). The
Trustees have the discretionary authority to deewtether a charge is
Usual and Reasonable.

Utilization Review Organization. An organizatiompder contract with
the Plan, that is responsible for determining thedital necessity of
certain medical services specified by the Plarherdlective confinement
of an Eligible Individual to a Hospital and the noen of necessary days
for such confinement. Such determination is to kedensolely for the
purpose of determining whether such Eligible Indial is to receive
unreduced benefit coverage according to the tefrttseedPlan for Covered
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Expenses incurred as a result of such Hospitalimemientor specified
medical services.
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PART 15.

A.

LAWS THAT IMPACT YOUR BENEFITS.

Statement of ERISA Rights. As a Participant in the Plan, you are entitled to
certain rights and protections under ERISA. ERISAvpmles that all Plan
Participants are entitled to:

1. Examine, without charge, at the Administrative CGdfiand at other
specified locations, such as work sites and uniallshall documents
governing the Plan, including insurance contractsd acollective
bargaining agreements, and a copy of the latesiaamaport (Form 5500
Series) filed by the Plan with the U.S. Departnudritabor.

2. Obtain, upon written request to the Board of Trestecopies of
documents governing the operation of the Plan,udiny insurance
contracts and collective bargaining agreement, @pules of the latest
annual report (Form 5500 Series) and updated suynpian description.
The Board of Trustees may make a reasonable cfargee copies.

3. Receive a summary of the Plan’s annual financipbre The Board of
Trustees is required by law to furnish each Paudict with a copy of this
summary annual report.

4, Continue health care coverage for yourself, Spaudeependents if there
is a loss of coverage under the Plan as a resut ©OBRA qualifying
event. You or your Dependents may have to pay tmhscoverage.
Review this Summary Plan Description and the doeusngoverning the
Plan for the rules governing your COBRA continuatomverage rights.

5. In addition to creating rights for Participants, IER imposes duties on
the people who are responsible for the operatioth®fPlan. The people
who operate your Plan, called “fiduciaries” of tAkan, have a duty to do
so prudently and in the interest of you and othian FParticipants and
Beneficiaries. No one, including your Employer, y&inion, or any other
person, may fire you or otherwise discriminate ag@ayou in any way to
prevent you from obtaining a health and welfaredfieor exercising your
rights under ERISA. If your claim for a health anglfare benefit is
denied or ignored in whole or in part, you musteree a written
explanation of the reason for the denial and yoeehhe right to obtain
copies of documents relating to the decision withanarge. You have the
right to have the Plan review and reconsider ydaint Under ERISA,
there are steps you can take to enforce the abghkts.r For instance, if
you request materials from the Plan and do notivecdaem within 30
days, you may file suit in a federal court. In sucltase, the court may
require the Board of Trustees to provide the mai®eand pay you up to
$110 a day until you receive the materials, unteesmaterials were not
sent because of reasons beyond the control of dlaedBof Trustees. If you
have a claim for benefits that is denied or ignpnedvhole or in part, you
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may file suit in a state or federal court. In adbstt if you disagree with
the Plan’s decision or lack thereof concerning dqalified status of a
medical child support order, you may file suit @déral court. If it should
happen that Plan fiduciaries misuse the Plan’'s mooe if you are
discriminated against for asserting your rightsy ynay seek assistance
from the U.S. Department of Labor, or you may &tet in a federal court.
The court will decide who should pay court costd Egal fees. If you are
successful the court may order the person you baed to pay these costs
and fees. If you lose, the court may order youayp fese costs and fees,
for example, if it finds your claim is frivolous.

6. If you have any questions about your Plan, you khoantact the Board
of Trustees. If you have any questions about ttatesent or about your
rights under ERISA, you should contact the neartte of the Employee
Benefits Security Administration, U.S. DepartmehtLabor, listed in your
telephone directory or the Division of Technicalsisance and Inquiries,
Pension and Welfare Benefits Administration, U.&pBrtment of Labor,
200 Constitution Avenue N.W., Washington, D.C. 202You may also
obtain certain publications about your rights aedponsibilities under
ERISA by calling the publications hotline of Empémy Benefits Security
Administration.

Mothers and Newborns. Under federal law, group health plans and health
insurance issuers offering group health insurarmeer@ge generally may not
restrict benefits for any Hospital length of stayconnection with childbirth for
the mother or newborn child to less than 48 hooitewing a vaginal delivery, or
less than 96 hours following a delivery by cesarsegtion. However, the plan or
issuer may pay for a shorter stay if the attengirayider (e.g., your Physician,
nurse midwife, or physician assistant), after cttaton with the mother,
discharges the mother or newborn earlier.

Also, under federal law, plans and issuers maysabthe level of benefits or out-
of-pocket costs so that any later portion of thehd8r (or 96-hour) stay is treated
in a manner less favorable to the mother or newltloan any earlier portion of
the stay.

In addition, a plan or issuer may not, under feldexa, require that a Physician or
other health care provider obtain authorizationdscribing a length of stay of
up to 48 hours (or 96 hours). However, to use sepeoviders or facilities, or to
reduce your out-of-pocket costs, you may be reduite obtain Prior
Authorization. For information on Prior Authorizati, contact the Administrative
Office.

Women’s Cancer Rights A federal law called the Women'’s Health and @&anc
Rights Act of 1998 requires that group health plansurers and HMOs that
provide medical and surgical benefits in connectiath a mastectomy must
provide benefits for certain reconstructive surgénythe case of a Participant or
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Beneficiary who is receiving benefits under thenPia connection with a
mastectomy and who elects breast reconstructienlatin requires coverage in a
manner determined in consultation with the attegddmysician and the Patient,
for:

1. Reconstruction of the breast on which the mastegtoas performed;

2. Surgery and reconstruction of the other breastrtalyce a symmetrical
appearance; and

3. Prostheses and treatment of physical complicatainall stages of the
mastectomy, including lymphedemas.

If you have any questions about Plan coverage atentomies or reconstructive
surgery, please contact the Administrative Offittha number on page 3.

Mental Health Parity (MHPA) and Mental Health Parity and Addiction
Equity Act (MHPAEA). This Plan complies with MHPA, which generally doe
not permit annual or lifetime dollar limits for m@h health benefits to be lower
than those that apply to medical benefits. The Blao complies with the Mental
Health Parity and Addiction Equity Act of 2008 (MHWEBA) which requires
group health plans to ensure that financial requénats, treatment limitations and
nonquantitative limits applicable to mental heatth substance abuse disorder
benefits are no more restrictive than the predontinequirements or limitations
applies to substantially all medical/surgical bésef

Privacy of Protected Health Information.

1. The Trustees and appropriate professionals retadogetthe Plan, may, to
the extent necessary and in accordance with fedarhbktate privacy laws
(to the extent applicable) and the Plan’s HIPAAi€&e$ and Procedures,
have access to such Protected Health Informatigardéng Participants
and Beneficiaries as is reasonably necessary t@ mlgibility, payment,
claims and appeals decisions, or as otherwise sa&gesto the
administration of the Plan. The preceding statemsensubject to the
provisions of Subsection b below.

a. The Trustees shall develop HIPAA Policies and Rtaces in
accordance with HIPAA and other applicable lawsd ahall
furnish to each Participant and Beneficiary a Notaf Privacy
Practices. Such policies and practices shall besisamt with
applicable federal and state laws.

b. The following are permitted and required uses aisdlasures of
Protected Health Information, as that term is defimn HIPAA,
that may be made by the Plan sponsors, the Boardustees.
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(1)

(2)

The Board of Trustees may make the following pdedit
and required disclosures of Protected Health In&dion.

All disclosures shall be of the Minimum Necessary
information, as that term is defined under HIPAAcept

in the case of Subsections (0) through (s) below.

Permitted disclosure purposes:

(@)

(b)
(©)

(d)

(€)

(f)

(9)
(h)
(i)
()

(k)

0

(m)

As necessary for claims payment, Plan operations
and treatment, including for the purpose of
deidentifying information for further permitted

disclosure.

Determining eligibility and amount of benefits.

Determining medical necessity, utilization reviews,
and precertifications.

Coordination of benefits.

Processing claims, auditing claims, investigating
claims, responding to Participant inquiries regagdi
claims, and insuring proper claims payment.

Subrogation and other third-party recovery
processing.

Determining proper Employer contributions.
Processing and determining stop loss coverage.
Claims and appeals processing.

Quality assessment, case management, provider
rating, underwriting and premium rating and other
related activities, except that the Plan will nsé wr
disclose Protected Health Information that is genet
information for underwriting purposes.

Legal and auditing services, including plan
compliance.

Plan design analysis, including cost analysis and
plan change evaluations.

Implementation of HIPAA and other applicable
laws.
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(n)
(0)
(p)

(a)

Tax and other regulatory filings.
Disclosures to the covered individual.

Disclosures that are subject to a specific written
authorization from the covered individual.

Uses that are incident to a use or disclosure
otherwise permitted or required by law.

Required Disclosures:

3)

(r)

(s)

To the covered individual, when requested, to the
extent required by law.

To the Secretary of Health and Human Services,
when requested.

Further, the Board of Trustees will:

(@)

(b)

()

(d)

(€)

(f)

Not use or further disclose the information other
than as permitted or required by the Plan’'s HIPAA
Policies and Procedures, or as required by law.

Ensure that any agents, including a subcontratdor,
whom it provides Protected Health Information
received from the Plan agree to the same resingtio
and conditions that apply to the Trustees with
respect to such information.

Not use or disclose the information for
employment-related actions and decisions or in
connection with any other benefit or employee
benefit plan of the Plan sponsor.

Report to the Plan any use or disclosure of the
information that is inconsistent with the uses or
disclosures provided for of which it becomes aware.

Make available Protected Health Information for
inspection and copying in accordance with HIPAA.

Make available Protected Health Information for
amendment by Participants and Beneficiaries and
incorporate any amendments to Protected Health
Information in accordance with HIPAA.
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(4)

(5)

(9) Make available the information required to provide
an accounting of nonroutine disclosures in
accordance with HIPAA.

(h) Make its internal practices, books, and records
relating to the use and disclosure of Protected
Health Information received from the Plan available
to the Secretary of Health and Human Services
(“HHS") or any other officer or employee of HHS
to whom the authority involved has been delegated
for purposes of determining compliance by the Plan
with the regulations requiring the Plan’s HIPAA
Policies and Procedures and Part 16 (E) of the Plan

0] To the extent feasible, return or destroy all
Protected Health Information received from the
Plan that the Trustees still maintain in any formd a
retain no copies of such information when no longer
needed for the purpose for which disclosure was
made, except that, if such return or destruction is
not feasible, limit further uses and disclosures to
those purposes that make the return or destruction
of the information infeasible.

()] Ensure that the adequate separation required by the
following Subsection.

The Board of Trustees and the Plan shall be treated
separate and distinct entities for purposes ofethpgs/acy
rules. To that end, only the Plan’s Administratod ats
employees, including claims adjusters, benefits and
eligibility staff, and accounting personnel shalle b
authorized by the Trustees to have access to Redtec
Health Information and such access shall be sdtelyhe
specific Plan-related functions performed by suehspns

or entities.

Noncompliance. In the event any person or entityhich

the Plan has provided personal health information i
accordance with this Section uses or discloses such
information in a manner inconsistent with the Plas,
HIPAA Policies and Procedures, or applicable lahe t
Trustees shall have the right to:

@ Notify such person or entity in writing of such
violation and demand immediate correction and
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remedial measures be taken to correct such use or
disclosure.

(b)  Assess against such person or entity the actutd cos
of the corrective or remedial action described in
subsection (a) hereof.

(© Send a letter of reprimand to any such person or
entity that repeatedly commits such violations.

(d)  Take such additional appropriate action including,
to the extent feasible, terminating the Plan’s
relationship with such person or entity, or repagti
such violations to the Secretary of Health and
Human Services.

Security of ePHI. The Trustees shall (1) implemawiministrative,
physical and technical safeguards that reasonahly appropriately
protect the confidentiality, integrity and availétlyi of the electronic
Protected Health Information €PHI”) (if any) that they create, receive,
maintain or transmit on behalf of the Plan; (2)wasthat the adequate
separation required between the Trustees and the R supported by
reasonable and appropriate security measuresng8ye that any agent,
including a subcontractor, to whom it provides timformation agrees to
implement reasonable and appropriate security mesdio protect the
information; and (4) report to the full Board of uBtees any security
incident of which any Trustee becomes aware. kxpected, however,
that no Trustee shall engage in any of the aforéioved activity with
regard to ePHI.
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PART 16.

A.

CLAIMS AND APPEALS PROCEDURES.

These claims and appeals procedures supersedeeplader all previous claims
and appeals procedures adopted by the Trusteeshevh&uch procedures are
contained in a Plan document, SPD, or separatentlertis. These procedures are
intended to comply with ERISA and the Internal Rawe Code, and all
applicable regulations. Any provision of these paares that is determined to
conflict with such laws and regulations shall berded to be displaced by such
laws and regulations, which shall govern the claensl appeal process. Any
Participant or Beneficiary may request a copy asth procedures from the
Administrative Office for no charge, except thatemsonable copy charge may
apply. These are the procedures for when a Claimersed and you want to
appeal the denial to the Board of Trustees.

Benefits will be paid by the Plan only if notice thie Claim is made within 24
months from the date on which the Claim was finstirred.

Important note regarding unofficial claims: Afaim” may be made regarding
any adverse benefit determination, which is a dereduction or termination of,
or a failure to provide or make payment (in wholeim part) for a benefit,
including any such denial, reduction, termination failure to provide or make
payment that is based on a determination of anvithgal's eligibility to
participate in a plan. An adverse determinationceoning Disability Benefits
also means any rescission (cancellation or diseoatice) of your Disability
Coverage, whether or not, in connection with theecission, there is an adverse
effect on any particular Benefit at that time, thas retroactive effect, except to
the extent it is attributable to failure to timepay required premiums or
contributions toward the cost of Coverage. Clainmgjuiries, questions and
requests regarding eligibility, enrollment or asdie benefits made before the
expense is incurred are not “Claims” for purposéshes section, and are not
subject to the Plan’s claims and appeals procedurdsss Prior Authorization is
required by the Plan. This is true even if thegeesyof unofficial claims are
referred to as “claims” by the Administrator, Tres$ or anyone acting on their
behalf. Responses to such unofficial claims andstijpes will be issued in a
prompt manner, but carry no obligation to applystherocedures and no right to
appeal under these procedures.

Making a Claim— There are no fees or charges to file a Clainhooappeal a
benefit decision. These procedures apply whene@aia for services that have
already been received by you is not granted in yawor. A Claim is a written
request by you, your authorized representative, bealth care provider, that the
Plan pay benefits. You may authorize another petsomake a Claim for you
only in writing, signed by you. However, in an Emgency, your Physician may
make a Claim on your behalf. An oral request is a@laim, but a facsimile is
acceptable. Once a Claim is made by you or yourasizted representative, the
rights of any other person or entity to make a 1@léor the same benefits are
terminated. Although the Plan accepts claims orr yahalf directly from your
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providers, doing so does not grant the providenditey to appeal a claim denial
or take legal action against the Plan.

Prior Authorization for Treatmert These procedures also apply whenever you
are required to obtain Prior Authorization beforeaarse of treatment, which is
also considered a Claim. You should review the Rleetions that discuss your
treatment carefully to determine whether Prior Autration is required and who
to ask for authorization.

Deciding a Claim— Whether a Claim is granted in your favor will éhetermined
independently and impatrtially based on the Planubwnts. The Trustees have
full discretion to interpret and apply the Plan’soysions. However, the
provisions of the Plan will be interpreted congsidie in similar circumstances
and similar past appeals, if any, will be reviewelden your appeal is decided.
The Plan will not hire, promote, terminate or comgate Claims adjusters,
medical or vocational experts based on the likelth@f the person denying
Benefit Claims.

When Will Your Claim be Decided?The time periods in subsections (1) through
(4) apply to health care Claims. The time perigassubsection (5) apply to
disability benefit Claims. For all other types ofiins, the time periods set forth
in subsection (6) apply.

1. Urgent Care— If you have a Claim for Urgent Care and you faev
sufficient information to determine whether bersefére covered, your
Claim will be decided as soon as possible andatet khan 72 hours after
the Plan receives your Claim. If you have a ClabomUWrgent care and you
do not provide sufficient information to determinénether benefits are
covered, you will be told within 24 hours what adhial information is
needed to decide your Claim. You will then havehd8rs to provide the
additional information. The Plan will notify you @& decision as soon as
possible and within 48 hours after (1) all necessexformation is
provided, or (2) the 48 hours you have in whiclptovide the necessary
information ends, whichever is sooner.

2. Ongoing Treatment If you are receiving ongoing treatment over aqae
of time and the Plan determines to reduce or diswos that treatment,
you will receive notice early enough for you to egpthat decision and
receive a decision on your appeal before the omgweatment is reduced
or discontinued. If you are receiving ongoing Urgeare treatment and
make a Claim to continue such treatment, a decisitirbe made within
24 hours after receipt of the Claim.

3. Claims Made Before Treatmentlf you make a Claim for benefits before
you receive the benefits, and neither (1) nor (@va apply, your Claim
will be decided within a reasonable time no longen 15 days after
receipt of your Claim. However, an additional 15ysianay be needed if
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there are special circumstances beyond the Plamgal. If so, you will

be given notice of the special circumstances befogeend of the first 15
days and told whether additional information is dexk to decide your
Claim. You will have at least 45 days to providee tladditional

information. Keep in mind that only where Prior Aatization is required
will such a request prior to receiving benefitsapeofficial Claim.

When Prior Authorization is Required The Plan will notify you if your
request for Prior Authorization is not sufficiewt be a Claim as soon as
possible, but in any event not later than fived&ys (24 hours in a case of
Urgent care), and tell you how to submit a propdair@ for Prior
Authorization of treatment. However, you must aaske provide your
name, medical condition and a description of theatment requested
before the Plan will be able to help you complaianClaim.

4. Claims Made After Treatmentlf you make a Claim for benefits after you
receive the treatment, and neither (1) nor (2) ekapply, your Claim will
be decided within a reasonable time no longer 8tadays after receipt of
your Claim. However, an additional 15 days may beded if there are
special circumstances beyond the Plan’s contrado)fyou will be given
notice of the special circumstances before theddrnbe first 30 days and
told whether additional information is needed taide your Claim. You
will have at least 45 days to provide the additionrmation.

5. Disability Benefit Claims- If you make a Claim for disability benefits,
your Claim will be decided within a reasonable time longer than 45
days after receipt of your Claim. However, an addal 30 days may be
needed if there are special circumstances beyan®ldm’s control. If so,
you will be given notice of the special circumstesibefore the end of the
first 45 days and told the requirements for recgjvibenefits, any
unresolved issues, whether additional informat®meeded, and when a
decision is expected. You will have at least 45sd&y provide the
additional information.

6. Other Claims— For all Claims for which the time frames in {ijough
(5) above do not apply, a decision will be madehinita reasonable time
no longer than 90 days after receipt of your Clattawever, an additional
90 days may be needed if there are special ciramoss beyond the
Plan’s control. If so, you will be given notice thie special circumstances
before the end of the first 90 days and statingnadnéecision is expected.

7. The time in which to make any Claim decision iseexted during any
time in which the Plan is waiting to receive redads additional
information.

H. Contents of Claim Denials If your Claim is denied, you will be provided in

writing (via facsimile if you wish) information siigient to identify the claim:

113



10.

11.

12.

13.

14.

The specific reasons for the denial;
The date of service;

The name of the health care provider;
The claim amount (if applicable);

Notification that the claimant may request, and Ften will provide upon
request, the diagnosis code and treatment codeg alwith the
corresponding meaning of such codes;

The reason for the denial, including any denial egodorresponding
meaning of such code and a description of the Plst@ndard, if any, that
was used in denying the claim, and, for a finaliglemotice, a discussion
of the Plan’s decision, and a request for any métion required from the
Claimant to perfect the Claim and an explanatiowloy such information

IS necessary;

The Plan provisions on which the denial is basetlay internal rules or
guidelines that are not in the Plan, with copiethemn;

If the denial is based on medical necessity, erpantal treatment or other
similar exclusions or limits, an explanation of teeentific or clinical
judgment used in the decision or a statement that explanation will be
provided free of charge upon request;

A list of any additional information needed to dbtapproval of your
Claim, and why such information is needed;

If the denial relates to a claim involving urgeare, a description of the
expedited review process applicable to such claim;

A reminder of your right to access and receive espof relevant
documents free of charge upon request.

A description of available internal appeals anceexdl review processes,
including information regarding how to initiate appeal,

A reminder that these Claims and appeals procedus be obtained

from the Administrator for no charge, except foagenable copy charges,
and notice of your right to file a lawsuit if yoappeal of the denial is
denied; and

Information regarding the availability of, and cactt information for, any
applicable office of health insurance consumerssasce or ombudsman
available to assist with internal claims and appeald external review
processes.
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15. In the case of an Adverse Benefit Decision conogrra G(5) Disability
Benefit Claim, the following additional informatiomill be provided;

a. An explanation of the Adverse Decision, includiig tviews and
determination of: (i) any health care professioraid vocational
professionals who evaluated the Claimant, (ii) angdical or
vocational experts whose advice was obtained alnetirapon in
the Decision, and (iii) any Social Security Admiragion’s
Disability Determination of the Claimant.

b. If the Adverse Benefit Decision is based on medinatessity,
experimental treatment or other similar exclusiamslimits, an
explanation of the scientific or clinical judgmensed in the
Decision, or a statement of such explanation, wél provided
upon request free of charge;

C. The Plan provisions on which the Adverse BenefitiBien is
based and any internal rules or guidelines thahar@ the Plan;

d. A statement that the Claimant is entitled to reeeivpon request
and free of charge, reasonable access to all dousnrecords and
information relevant to the Claimant’s Claim forrigdits; and

e. If the Adverse Benefit Decision relates to a Clamvolving urgent
care, a description of the expedited review procggdicable to
such Claim.

16.  The information related to a Claim denial will beoyided in a culturally
and linguistically appropriate manner, upon requestluding the
availability of a verbal customer assistance progiathe applicable non-
English language, for those whose address is iroumtty where ten
percent (10%) or more of the population is literatdy in the same non-
English language.

Appealing a Claim Decisior You have the right to appeal any adverse Claim
decision. You may designate an Authorized Reprasigatin writing on a form
acceptable to the Plan. Otherwise, only you, paibgmmay pursue an appeal of
a Claim denial. Only you may bring a legal actigaiast the Plan regarding a
denied appeal. Your Authorized Representative owviders may not do so and
your rights under this Plan may not be assignedad® keep in mind that only
where (a) Prior Authorization is required by thearPlor (b) you have already
received the medical service is there a Claim sligethese procedures. Certain
retroactive terminations of coverage, whether drthere is an adverse effect on
any particular benefit at the time are also subjecthese procedures. Medical
coverage for you and your Dependents will contipaading the outcome of an
internal appeal. this means that the Plan willteaninate or reduce any ongoing
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course of treatment without providing advance motand the opportunity to

review.

1. For all Claims to which either G(5) or (6) apply:

a.

A written appeal may be filed within sixty (60) dagf notice of
the Claim denial, or within one hundred eighty (J.88ys of notice
for group health plans.

You may submit any written records you wish to éeilewed and
you may obtain copies of any related Plan records.

You may, upon request and free of charge, receicess to all
relevant documents, records and information to @aim for
benefits.

You may submit all information relating to the Q@hai without
regard whether such information was previously stibeoh or
considered in the initial benefit determination.

Your appeal will be decided on or before the neagutarly-

scheduled meeting of the Board of Trustees that igast thirty
(30) days after your written appeal is received. siiecial

circumstances require additional time to process appeal, you
will be notified of those circumstances and a denisvill be made

no later than the third @ meeting following receipt of your
written appeal. If your appeal is denied, you wdteive written

(or electronic as permitted by law) notice, inchglithe specific
reasons for denial, reference to specific Plan iprons, and you
may have access to all Plan records that were inseching the
decision.

If your Claim involves a medical judgment, a healtlare
professional trained in the relevant field will lsensulted (one
who did not take part in the Claim Denial and wisonot the
subordinate of such a person). You may also réghesnames of
medical professionals who gave advice on your CRaanial.

The Plan will provide you, free of charge, with angw or
additional evidence considered and relied upon Bking the
Adverse Benefit Decision (in connection with thetiad Claim)
before issuing a determination on Appeal. The oewdditional
evidence will be provided to you, along with théiamal for the
Adverse Benefit Decision, with a reasonable amaintime for
your response before any Appeal review.

For Claims made to which G(1) through (4) abovelypihe following

appeals procedures apply:
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You have 180 days to appeal a Claim denial. Yoy suomit any
written records you wish to be reviewed and you nadyain
copies of any related Plan records. You have thlet io review
your file and present evidence as part of the vevigou may
submit written comments, documents, records, andierot
information relating to the claim. No deferencelw# given to the
initial Claim denial. Your appeal will be decidedy ban
individual(s) who did not take part in the Claimndd and who is
not subordinate of such a person. The Administratdir ensure
that there is no conflict of interest with regaadthe individual
making the decision.

If your Claim involves a medical judgment, a healtlare
professional trained in the relevant field will d@nsulted; one who
did not take part in the Claim denial and who isthe subordinate
of such a person. You may also request the namesedlical
professionals who gave advice on your Claim denial.

For Urgent care Claims, you may make a requesarioexpedited
appeal, orally or in writing, and all necessaryomfation may be
exchanged by telephone, facsimile or other expmditmethod.

Appeal for Urgent care Claims will be decided asrsas possible,
but not later than 72 hours after receipt of theeah

Appeals of Claims made before treatment will beiaksgt within a
reasonable period of time, but not later than 3@&da

Appeals of Claims made after treatment and of Claifar

disability benefits will be decided by the next wgly scheduled
meeting of the Board of Trustees that is at le@sti&ys after your
written appeal is received. If special circumstanocequire
additional time to process your appeal, you will hatified of

those circumstances and a decision will be madkiateo than the
third meeting following receipt of your written agxd.

If your appeal is denied, you will receive writtéar electronic as
permitted by law) notice, including the specifi@asens, reference
to the specific Plan provisions, and you may hawveess to all
records that were used in reaching that decision.

You will receive, free of charge, any new or aduitl rationale
and/or evidence considered, relied on, or genetayetie Plan (or
at the direction of the Plan) in connection withuyalaim. You
will receive this rationale and/or evidence su#fidly in advance
of the date on which the notice of the adverse fitene
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determination is required in order to give you aswmnable
opportunity to respond prior to that date.

h. If any internal rule, guideline, protocol or oth&milar criterion

was used in the appeal denial, you will be toldutbband may
have a copy of it. If the denial is based on Meldiacessity or
experimental treatment, or the like, you may haveogy of
whatever scientific or clinical explanation was disen the
determination.

I. The appeal denial will also provide the followingsaosure
required by ERISA: “You and your Plan may have oti@untary
alternative dispute resolution options, such asiatied. One way
to find out what may be available is to contact rytacal U.S.
Department of Labor Office.”

J- If you are not satisfied with the decision madeyoar appeal, you

may file a lawsuit in federal court against therPldowever, you
must complete the appeal to the Trustees beforenyay file a
lawsuit. You will have 90 days after completing theppeals
process, including any applicable external revieapeovided for
in Sections L and M, and being denied to file safiter which your
Claim will be waived. Your rights under the Planymaot be
assigned.

Exhaustion of RemediesNo legal or equitable action for benefits unités Plan
may be brought unless and until you, in accordavitethe foregoing claims and
appeal procedures:

1.

2.

Have submitted a written Claim for benefits;

Have been notified that the Claim is denied (or @laim is deemed
denied);

Have filed a written appeal for review; and

Have been notified in writing that the denial oktiClaim has been
confirmed (or the Claim is deemed denied on review)

With regard to Disability Claims only, the Claimastnot prohibited from
seeking court review of a Claim Denial based oraitufe to exhaust
administrative remedies under this Plan, if thenR&led to comply with
the Claim procedure requirements, unless the vavlavas the result of a
minor error and the violation occurred in the cahi@ an ongoing, good
faith exchange of information between the Plan #adClaimant. This
exception is not available if the violation is pafta pattern or practice of
violations by the Plan. The Claimant may requestiten explanation of
the violation from the Plan and the Plan must gtevsuch explanation
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within ten (10) days, including a specific desaoptof its bases, if any,
for asserting that the violation should not cauke tdministrative

remedies available under the Plan, the Claim ore&ps deemed denied
on review without the exercise of discretion by Thastees, the Claimant
may immediately pursue review of the Claim in Coufithe Court rejects

the Claimant’'s request for review, the Plan wiélar your Claim as re-
filed on Appeal upon the Plan’s receipt of the @gubecision rejecting

the Claimant’s request for review.

No health provider shall have any right under th@Ro maintain any action
against the Plan in any court or other tribunakhsught being exclusive to
individual Plan Participants, and any alleged assignt of such right shall be
void and ineffective against the Plan.

Standard External ReviewYou may request, in writing, an independent etk
review of certain claim denials. However, a claimnidl that relates to your
failure to meet the Plan’s eligibility requiremerdses not entitle you to an
external review.

1.

Request for External ReviewYeu may request an external review only
after completing the Plan’s internal claims and eshp procedures with
respect to your medical claim unless the Plan failstrictly adhere to all
of the requirements of the internal claims and ajspprocess with respect
to your medical claim. In such case, you are deetmé@dve exhausted the
internal claims and appeals process and you mdy aeexternal review
or pursue legal remedies (as discussed below) wihing for further
action. However, this will not apply if the errorasr de minimis, if the
error does not cause harm to the claimant, if tiher avas due to good
cause or to matters beyond the Plan’s control; dccurs in context of
good faith exchange of information, or if the erswes not reflect a
pattern or practice of noncompliance. It that cgse, may resubmit your
claim for internal review and you may ask the Plarexplain why the
error is minor and why it meets this exception.cjld your claim is an
Urgent Care Claim or a claim requiring an ongoingirse of treatment,
you may begin an expedited external review befbee Rlan’s internal
appeals process has been completed. For all oHfygrests, you must
request an external review within 4 months afterdhte that you receive
the Plan’s final written decision. Such a requestsdnot delay or extend
the 90-day deadline to file suit following final rdal of an appeal. Your
written request should include:

a. A specific request for an external review;

b. the Eligible Individual's name, address, and menbeanumber;

C. Your designated representative’s name and addredsn
applicable;
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d. the service that was denied; and

e. any new, relevant information that was not providkaing the
internal appeal.

You will be provided more information about the exxtal review process
at the time we receive your request.

Preliminary Review- Within five (5) business days after receivinguyo
request, the Plan will complete a preliminary rewte determine whether:

a. The denial determination is within the scope ofélkternal review
process because it involves (i) medical judgmentidding, but
not limited to, those based on the Plan’s requirdmér medical
necessity, appropriateness. health care settivgl lef care or
effectiveness of a covered benefit, or its deteatnom that a
treatment is experimental or investigational) drdirescission of
coverage (whether or not the rescission has angctefbn a
particular benefit at that time);

b. Your claim denial does not relate to whether youemthe
requirements for eligibility under the terms of fPlan;

C. You have completed the Plan’s internal claims gmukals process
unless, under the regulations, you are not requoged

d. You have provided all the information and forms uieed to
process an external review.

Within one (1) business day after completing theliprinary review, the
Plan will provide you with written notification. ifour request is complete
but not eligible for external review, the notificat will include the
reasons you cannot seek external review and comifmctation for the
Employee Benefits Security Administration. If thegjuest is not complete,
the notification will describe the information oraterials needed to
complete your request. You may complete your requéthin the 120-
day request period or, within the 48-hour perioterafjou receive the
notification, whichever is later.

Referral to Independent Review Organizatienf it is determined that
your request is eligible for external review, th&rP will assign an
Independent Review OrganizationlRO”) to conduct your external
review. External reviews are randomly assignedrte of the IROs that
are contracted with the Plan. Within five (5) besis days of referral to
the IRO, the Plan will provide the IRO with any doments and
information considered in denying your appeal.
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4, Independent Review The IRO will notify you in writing whether your
request has been accepted for external review.nidtise will inform you
that you may submit in writing, within ten (10) lnsss days following
the date of receipt of the notice, additional ination that the IRO must
consider when conducting the external review.

The IRO will forward the information received teetRlan. If the Plan reconsiders
its denial, it will provide written notice to yound the IRO of such decision.
Meanwhile, the IRO will review all of the informati and documents it receives
within the time limit. (Provided the Plan does meverse its decision, the IRO
will make a decision within the time limit for iexternal review.) In addition, the
IRO will consider the following items, to the extethey are available and the
IRO considers them appropriate:

a.

b.

Your medical records;
Your attending health care professional’'s recomragads;

Reports from appropriate health care professiorsald other
documents submitted by you, your treating provmrethe Plan;

The terms of the Plan to ensure that the IRO’ssil@tiis not
contrary to the terms of the Plan, unless the texrasnconsistent
with applicable law.

Appropriate practice guidelines, which must incluggplicable
evidence based standards and may include any qitagtice
guidelines developed by the federal governmentjonat or
professional medical societies, boards and assmusat

Any applicable clinical review criteria developeddaused by the
Plan, unless the criteria are inconsistent withténms of the Plan
or with applicable law; and

The opinion of the IRQO’s clinical reviewer or rewiers after
considering the information to the extent the infation or
documents are available and the clinical reviewereviewers
consider appropriate.

5. Notice of External Review Decisich The IRO must provide written
notice of the final external review decision witib days after the IRO
receives the request for external review. The IR@tndeliver the notice
of final external review decision to you and tharRlThe decision will
contain:

a.

A general description of the reason for the requestexternal
review, including information sufficient to identifthe claims
(including the date or dates of service, the hezdiie provider, the
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claim amount, the diagnosis code and its correspgneheaning,
the treatment code and its corresponding meanimd) tlee reason
for the previous denial);

b. The date the IRO received the assignment to cortieceéxternal
review and the date of the IRO’s decision;

C. References to the evidence or documentation, imgudhe
specific coverage provisions and evidence basetdatds,
considered in reaching its decision.

d. A discussion of the principal reason or reasonsit®rdecision,
including the rationale for its decision and anydewce based
standards that were relied on in making the detjsio

e. A statement that the determination is binding ek¢epghe extent
that other remedies may be available under statedaral law to
either you or the Plan;

f. A statement that judicial review may be availalblgdu; and
g. Current contact information, including phone numbfer any
applicable office of health insurance consumer sé&sce or
ombudsman.
6. Effect of Reversal of Plan’s Decisienlf the IRO reverses the denial of

your appeal, the Plan must immediately provide caye or payment
(including immediately authorizing or immediatelaying benefits) for

the claim.
M. Expedited External Review
1. Request for Expedited External Reviewou may make a request for an

expedited external review, if you receive:

a. A claim denial that involves a medical conditiorr fwhich the
time for completing the expedited internal appealld seriously
jeopardize your life or health or would jeopardyamur ability to
regain maximum function, provided that you haveodited a
request for an expedited appeal with the Plan; or

b. A claim denial that has been upheld by the Plaryoii have a
medical condition for which the time for completitige standard
external review would seriously jeopardize youe ldr health or
would jeopardize your ability to regain maximum d¢tion, or if
the claim denial concerns an admission, availgbiof care,
continued stay, or health care item or service vidrich you
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received Emergency Services, but for which you haot been
discharged from a facility.

Preliminary Review— Once the request is received, the Plan must
immediately determine whether the request meets réhwewability
requirements for standard external review. The Rlarst immediately
send you a notice that meets the requirementddadard external review

of its eligibility determination.

Referral to Independent Review Organizatienf it is determined that
your request is eligible for external review, tHarPmust assign an IRO
pursuant to the requirements for standard revigwve Flan must provide
all necessary documents and information consideredaking the claim

denial to the IRO.

Independent Review The assigned IRO must consider the information o
documents described in the standard review proesdtm the extent the
information or documents are available and the IRfhsiders them
appropriate.

Notice of External Review DecisienThe IRO must provide notice of the
final external review decision, in accordance witle requirements for

standard review, within 72 hours after the IRO nee®the request. If the

notice is not in writing, within 48 hours after tdate of providing notice,

the IRO must provide written confirmation of thec#on to you and the

Plan.
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