Amendment 1 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the
Ironworkers Intermountain Health & Welfare Trust Article V Section 1 (b) empowers the
Trustees to amend the Ironworkers Intermountain Health and Welfare Plan (“Plan”);

AND WHEREAS, the Trustees wish to make certain clarifications to the Plan dated
November 1, 2016; o

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows:

Effective March 1, 2017, Section 2.1(a) is modified as follows:

2.1  Hour Bank Eligibility for Active Emplovees.
a. Eligibility.

The following Active Employees patticipate in the Plan under the hour bank

system:

1. Employees whose Contributing Employer makes contributions to the Fund
on behalf of the employee’s Hours of Work as required by a collective
bargaining agreement; and

2 Employees whose Contributing Employer is a JUnion or affiliated

training fund, and makes contributions to the Fund on behalf of the
employee’s Hours of Work as required by a participation agreement.

For an owner to participate in the hour bank system, at least 50% of their work must be
under the jurisdiction of a collective bargaining agreement.

A Contributing Employer may be required to make written application to the Board of
Trustees to participate in the Plan under the hour bank system. The Board of Trustees
may, in its discretion, accept or reject any such application.

Adopted thiskdayof é(k , 2017. |
el acllmDoral N

Michael L. McDonald, Chairman
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Amendment 2 to the Ironworkers Intermountain Health and Welfare Plan and Summary
Plan Description, dated November 1, 2016

WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the Ironworkers
Intermountain Health & Welfare Trust Article V Section 1 (b) empowers the Trustees to amend
the Ironworkers Intermountain Health and Welfare Plan (“Plan™);

AND WHEREAS, the Trustees wish to acknowledge changes made to the Plan by the October
2017 and October 2018 SMMs, and to make certain clarifications to the Plan;

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows:

1. Effective as of January 1, 2019, the SUMMARY OF BENEFITS is amended to read
as follows:

SUMMARY OF BENEFITS

| Note: this is just a summary. See the rest of the Plan for details, limits, and exclusions, ]

ACCIDENT AND SICKNESS WEEKLY BENEFITS FOR
ACTIVE EMPLOYEES

Weekly Benefit ......cccoevoeeeieieceeeceee e $200 minus FICA tax
Benefit duration per disability ....c.cccoevvervivvriversieenee, 21 weeks
Benefit Commencement: Injury...........cocoeceeeeevereirveennnne 1% day »
Benefit Commencement: Ilness ....c.coeeveveenieceeeevnnene. g day (or 1% day hospitalization)

TIMT et s $2,500

Other Calendar Year Maximums

OIthOICS. ..ot eere e ere e e e et st one pair
ChirOPraCtiC....ccevieirereeee et e st 12 visits
ACUDPUNCLUTE ...evevereceree et eesseeee 20 visits
Anesthesia for oral SUFZErY ....ccocoereeeeeeceeeececeeeceeas $750
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Amendment No 2 to the Ironworkers Intennountam Health and Welfare Plan and
Sumrna.ry Plan Descr1pt1on dated November 1, 2016

Individual Deductible

Phys1c1an/ other practitioner office -
visit Copay .. p gils 4 RS A
Hosp1talandoth mpatlent S e e
admlsslon Copa S ‘ o $100 v B $100

Preventlve Care (PPO L g

'only——non-PPOnot 0% 0%

covered) - : et s o lren T Dt el

Max1mmnComsurance——~ B R T SRS

PPOprov1 ders /non—PPO v $4,500/$7,SQO _$3,‘750/.$7,500. . ‘$3,0Q(‘)/$6‘,000 BE See Medlcal Out of
SRS R S o Pocket Maxunum

* If a Covered Ind1v1dual has surgery perforrned by a PPO Physmlan in a PPO ac1hty, other
' serwces ‘such as anesthe : 1f rendered by a non-Preferred Prov1der w111 be pa1d
percentage L

* Incaseofa lrfe—threatemng Emergency, the Plan pays benefits at the PPO percentage

* The Plan pays nothmg for Preven‘nve Care services. and supphes you receive from a non-Preferred
Provrder And the Plan pays nothlng for non-PPO Llcensed Substance Abuse Treatment Centers,
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Amendment No. 2 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

Residential Treatment Facilities, Skilled Nursing Facilities, or Rehabilitation Facilities.

* Only medical benefit Coinsurance counts toward the Coinsurance maximum. For example,
outpatient prescription drug payments do not count toward the Coinsurance maximum.

- CALENDARYEAROUT-0OF-POCKETMAXIMUM

Self-only covera ge ‘ Family coverage
Medical and Out-patient Medical and Out-patient

pediatric dental prescription drugs pediatric dental prescription drugs
Out-of:pocket | 5519:85,600%* | 2019:$1,660%* | 2019:$11,380%* 2019: $3,320%*
maximum*
Local 24 & . o . ook . ook . O
24A PPO 2019: $5,690 2019: $1,660 2019: $11,380 2019: $3,320
Local 24 & ) ‘ 10- ' . .
24A Non-PPO 2019: $11,380 2019: $3,320 2019: $22,760 2019: $6,640

*  The out-of-pocket maximums have the following restrictions:

o They apply only to Essential Health Benefits, as defined by law and the Plan.

¢ They do not apply to cost sharing for vision benefits or adult dental benefits.

o They apply only to the extent a service or supply is a Covered Charge and, except for members
of Locals 24 and 24A, only if received from a PPO including, for prescription drugs, a PPO
pharmacy. ‘

o They do not apply to expenses incurred for services or supplies in excess of another Plan limit,
such as a visit limit.

e They apply only to Covered Charges incurred for the family members you have properly
enrolled for coverage in the Plan.

e If a generic drug is available and you or your doctor choose a brand drug, you pay the
difference in cost. That difference will not count toward the out-of-pocket maximum.

o The maximums renew each calendar year. For example, cost sharing for expenses incurred in
2018 will not apply toward the out-of-pocket limits in 2019.

e  The out-of-pocket maximums are adjusted annually.

® Once you reach the out-of-pocket maximum for medical and pediatric dental expenses, you
owe no further Deductible, Copay, or Coinsurance for Covered Charges from PPOs that are
for medical and pediatric dental expenses, for the remainder of the calendar year.

¢ Once you reach the out-of-pocket maximum for prescription drugs, you owe no further Copay or
Coinsurance for covered drugs received from a PPO pharmacy, for the remainder of the
calendar year.

e Even if youreach the out-of-pocket maximum for a year, the Plan’s other limits and exclusions
continue to apply — for example, the requirement that a service be Medically Necessary
and visit limits.

**This is the maximum beginning January 1, 2019.
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Amendment No. 2 to the Tronworkers *Hiterfhountaithéélth and Welfare Plan and -
Summary Plan Description, dated November 1, 2016 SRR S

s o OUTPATIENT PRESCRIPTION DRUG BENEFITS 7

- Copay or Coinsurance you pay for Prescriptions .

S 90 day supply limit
IST%,_ A sl S
x| $20 min and $40 max |
~ | 34 day supply limit |

| Specialty

Pre

34 day supﬁ} ltmu‘ :

the Plan will not
to pay that cost,

If you or your pharmacy can use a mamufacturer’s copay assistance plan, 5

-
similar method, EnvisionRx may arrange for you or the Plan to pay less for your prescription drugs.
A coupon or rebate will not require you to pay more and will not entitle you to cash back. Certain
drugs may cost less than the amount you pay. The percentage you pay is based on the Allowable
Fee. : - ‘ ' o
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Amendment No. 2 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

HEARING AID (PARTICIPANTS ONLY, PPO ONLY)

$2,000 per ear every 3 years

$60 for comprehensive audiogram once every 3 years

DENTAL BENEFITS

Adults h Pediatric (under age 19)
Calendar Year Maximum $1,500 No maximum
Calendar Year Deductible ‘ $25 $25 for basic & major
services

LIFE INSURANCE AND ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS (ACTIVE
EMPLOYEES ONLY)

ACtiVE  EMPIOYEE...ccuirieeeieeeeteseeeeete e e eteeeeseeeeces e sseeass s s enenenas $10,000 .

See the attached insurance certificate of coverage for a description of benefits.

VISION
A portion of exams and eyewear may be covered. See Article VII.

2. Effective January 1, 2019, Section 2.1.e is amended to read as follows:

e. Hour Bank Accumulation. Active Employees may accumulate up to 480 Hours of Work
in their hour bank. Benefits and hour banks are not accrued or vested, and may be
terminated at any time in the discretion of the Trustees. Effective January 1, 2019 for
members of Locals 24 and 24 A, your hour bank, after satisfying the initial eligibility rules
(360 hours), may not exceed 240 hours. If your hour bank is higher than 240 on December
31, 2018, it will be reduced to 240 hours. If you are a Local 21, 27, 495 or 732 member
and work under a Local 24 or 24A agreement, contributions will be converted as if you
had worked outside the jurisdiction of the Plan and the contributions were reciprocated
from another plan that has a lower contribution rate.

3. Plan Section 2.1.i is clarified to read as follows:

Reciprocity Agreements. The Board of Trustees has entered into the Tron Workers’ International
Reciprocity Health and Welfare Agreement. If you work outside the jurisdiction of this Plan,
contact that plan for the appropriate forms.

When the Administrative Office receives reciprocal contributions from the other plan, it will
divide the amount received by the Plan’s then-current hourly contribution rate for your home
local union’s Master Collective Bargaining Agreement (construction), including the highest HR A
contribution (if any), to arrive at Hours of Work to be credited to your hour bank and dollars to
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Amendment No. 2 to the Tronworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

be credlted to your HRA 'However, see the I-[RA at Exhlblt A for a spec1a1 rule when the Plan
rece1ves reclprocal contrlbutlons for your work in Canada. i

Part101pants receive cred1t for hours under re 1proca1 plans only to the extent the Plan timely
receives an accurate employer report of hours and correspondmg payment of contributions. If
you want the Admmrstratlve Office to transfer contributions to your Home Fund, contact the
Adn'nnlstratlve Ofﬂce or your Local Unlon and complete the re01proc1ty paperwork

2019 Sectlon 2 6 ; '-"s amended to read as follows

4; Effectrve Jan ary 1;,

: E11g1b111y and Apphcatlon Effectlve January l 2019 Local 24 and 24A
- .me S are no 1onger ellgrble for Retiree Coverage. All other Actlve Y
Employees may elect to become a Retlree as follows

L At hcatlon 'deadlme File an __appllcatron on the Plan s form after your
S Pensron ‘retirement before- your hour bank runs ‘out or your
coverage under the Plan termmates S _

Pens1on retir ment date A Pensmn retlrement date s the date as of which
' the Part101pant receives his or ber first monthly retrrement payment from
one of the followmg Pension plans: the Intermountam Ironworkers
Persion Plan, or- the Omaha Construct1on ‘Industry - Pension Plan.
Participants who are not ehglble for a Pensmn benefit from one of the
“ ‘above referenced plans may be ellgrble for Retlree Coverage | if they apply -
- timely, meet all other ' Retiree provisions, mcludlng being an Active
Employee i in the Plan and meet the followmg service requirement prior to-
_dlsabrhty or retrrement Act1ve ehg1b111ty ﬁve (5) of the last seven (7) ’
years

Tiio No. Act1ve Emnlovee coverage Once you elect Retrree Coverage you
.+ may.not return to coverage as an ‘Active Employee However, if you
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Amendment No. 2 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

return to Covered Employment, the Plan will credit Contributing
Employer contributions toward your monthly payments due for Retiree
Coverage.

5. Effective as of January 1, 2019, Plan Section 4.3, Out-of-Pocket Maximum, is
amended to read as follows:

4.3 ut-of- ket Maximum.

The sum of the medical benefit’ Deductibles, Copays ‘Coinsurance, ‘and" pedlatrlc dental
Deductibles you ‘pay for Covered Charges during a calendar year will not ‘exceed the out-
of-pocket maximum. However, -except for members: of T.ocals 24 and '24A, only
Covered Charges for Essential Health Beneﬁts from PPOs wﬂl accumulate toward the out-
ofpocket-maxinmum. s o ins o a0 0 aodvl WIDBL L Tieea L wetesti

The medical benefit Deductibles, Copays, Coinsurance, and pediatric dental Deductibles
you pay for Covered Charges are called your “out-of-pocket™ costs. Your out-of-pocket
costs incurred for services and supplies from PPOs will not exceed, for any calendar
year, the annual out-of-pocket maximum described in the Summary of Benefits.
Members of Locals 24 and 24 A also have a separate non-PPO out-of-pocket maximum
described in the Summary of Benefits. Note, however, that the Plan’s other limits and
exclusions continue to apply, such as the requirement that a service be Medically
Necessary and visit limits. Additional restrictions on the out-of-pocket maximum are
described in the Summary of Benefits.

6. Effective for claims incurred on or after November 1, 2017, Plan Section 4.7.i,
Pregnancy and childbirth benefits. is amended to read as follows:

Pregnancy and childbirth benefits. Services and supplies delivered as a result of pregnancy,
childbirth or related medical condition. Dependent children receive pregnancy and childbirth
benefits to the same extent as Covered Individuals who are Participants or Dependent spouses.

7. Effective as of January 1, 2019 the Plan is amended to add the following immediately
under the title banner for ARTICLE IV. - MEDICAL BENEFITS:

NOTE: Effective January 1, 2019 Local 24 and 24A members will have different health benefits
from members of Locals 21, 27, 495, and 732. Where benefits under the Plan are different for
members of Locals 24 and 24A, they will be noted in the Summary of Benefits. The different
benefit provisions apply regardless of whether the Local 24 or 24A member is working in an area
inside or outside the jurisdiction of Local 24 or 24A, and regardless of the member’s contributing
employer, contribution rate, collective bargaining agreement, key man agreement or other written
agreement. The Local 24 and 24 A benefits also apply to employees of Local 24 and 24A and
their apprenticeship/training funds, and to employees of Local 24 and 24A contractors who are
not covered by a collective bargaining agreement and participate in the Plan under a participation
agreement approved by the Trustees (also called “flat rate” participants).
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Amendment No. 2 to the Ironworkers Intermountam Health and Welfare Plan and
Summary Plan Descrlptlon dated November 1,2016

8. Effectlve January 1, 2019 Sectlon 5 5 Copays, Comsurance, and Out-of-Pocket
Maxunum, is amended to read as follows :

prescrlptlon drugs you owe no ﬁnther COpay Or Co e
' ﬁ‘om a PPO pharmacy for the remamder of the calend'

d1sease-re1ated ‘mqu1r1es or medlcal exammat1ons
' _activities and b aviors and

your health’mforma ion prlvate and only accesses, uses and
) ted pu “as provided above in th1s Sectlon

D'iScrtmmatzon isAga e Law i |

Th li 1 app hcab F ederal 01v11 rlghts laws and does not dlscrlmlnate on the ba51s
of race, color, national origin, age dlsablhty, Or SeX. The Plan does not exclude people or treat
them dlfferently because of race color nat1ona1 orlgln age, dlsablhty, or sex N

(0019938635}




Amendment No. 2 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

The Plan:

Provides free aids and services to people with disabilities to communicate effectively with us, such
as:
¢ Qualified sign language interpreters; and

e Written information in other formats (large print, audio, accessible electronic formats,
other formats)

Provides free language services to people whose primary language is not English, such as:
e Qualified interpreters; and

o Information written in other languages.
If you need these services, please contact Dawnette Butterworth at (888) 867-9510.

If you believe that the Plan has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Dawnette Butterworth,
Administrator

2156 West 2200 South

Salt Lake City, UT 84119

(888) 867-9510

(801) 606-2080 (TYY)

(801) 973-1007 (Fax)

Email: dawnetteb@compusysut.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Dawnette Butterworth, Administrator, is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,

available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

(800) 368-1019

(800) 537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

If you or someone you are helping has questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call (888) 867-9510.
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Amendment No. 2 to the Ironworkers Intermoumtain Health and Welfare Pian and
Summary Plan Descnpnon dated November 1,2016

: ,lf you, or someonc you re hcipmg, has qucstwns. you haVc the nght to get hcip imd mformatmn m your language at no cost. To
talk to an mterpre!er call 801-973- 1001 A

g 18015731001,

grans Hubungx 1-801-973 3001

I’I‘ALIAN ATTBNZIONB In caso la Imgua parlatn sia l':tahano, sono dxspombxlx servizi dl
Chmmare ﬂ numcro 1 801-973 1001

JAPANESE }Iﬁglﬁ BKEE’E-E’&‘*L-%?J}% #ﬂ@%‘%j‘zﬁzg :ﬂﬁqc‘f: ﬁHiTnl—Sﬂl-QB-wm §’C‘. é‘iﬁ
BI=T “ﬁ%(téu ' G _ R Y B

KAREN:

cﬁagﬁtﬁéa& ﬂﬁma'ix mé nﬁwoﬁ q.m.g'i rr%Sczmﬁmancm mﬁqﬁmﬁq1 3mamm§ogg§dx. cﬁz
o1 801‘-973 1001 S :

KOREAN: 2! QENEMRﬂAE saﬁmmﬁmmﬁéeggmga* ﬁguui$mgmwm59§
Mol FaAL, oL e '

i o 10
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Amendment No. 2 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

KURDISH: .
1-B0E-973-1001 <2 esboary  Aam pAr 51 54 bl 15548 b ) 530 )l oS 15 500 350 0anSo skl (53 )58 il j oy o 30580

"LAOTIAN: -
YUOQ')U ‘[T)O') m'mcmw')s') 290, ﬂ‘)UUQT)')D‘;}OE)CU)BO')Dw‘)ﬂ‘) EOE)UCSJE)‘) cuvd

wau?mtmu imsl -801-973-1001.

NAVAJO:
Dif baa aké ninizin: Du saad bee yanilti’go Dmé Bizaad, saad bee ak4’dnida’awo’dé¢’, t’aa

jiik’eh, é{ né hOIQ, koji’ h6dfilnil 1-801-973-1001
NEPALL w1 Ryt aardd el shqees 3 st Afy mmmﬁ@aww;mm B 1-801-973-1001
NORWEGIAN: MERK Hyvis du snakker norsk, er gratis sprﬁkassfstansgtjenéstcr tilgjengelige for deg. Ring 1-801-973-1001.

PENNSYLVANIA DUTCH : Wann du [Deitsch (Pennsylvania German / Dutch)) schwetzschi, kannscht du mitans Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummar uif: Call 1-801-973-1001,

.-\u‘-; wilS 1-801-973-1001 b Ay o a1 AL 5 5 di-:bm:-m ety CDlagd 28 a8 ol e ST e S

POR’E’UGUESE. ATENC.KO Se fala portugués cnconmas&dxsponives servigas lmgu(shcos, gréixs Ligue para 1-801-573-
1001,

ROMANIAN: ATENTIE: Daci vorbiji limba romﬁni!, Vi gtau la dispoznpe servicii de asistentd lingvistics, gratuit. Suna;: lal-
801-973-1001.

RUSSIAN: BHIMAHWE: Ecir 851 rOBOPHTE Ha PYCCKOM SIBIXG, 10 BAM NECTYIHEL GeciuiATisE YCHYIH epenoma. SgoguTe
1-801-973-1001.

SERBO~CROATION. OBA\(JEﬁTENJE Ako govome srpsko-brvatski, usluge jezitke pomodi dostupné su vam be.sp)atuo
Nazovite 1-801-973- 1001 "

SPANISH. ATENCION si habla cSpanol, tiene 2 su dnsposmén servicios.gratuitos de asistencia linglistica. Liameal 1-801-
973-1001.

SWAHILY: KUMBUKA Tciwa unazungumza szwahxh unaweza kupata, buduma za lugha, bila malipe. Piga simu 1-801-973-
1001.

TAGALOG: PAUNAWA: Kung nagsasalita ka ng Tagalog, masari Kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sz 1-801-973-1001.

THAL {Fou: 6’1ﬂm13ﬁmvﬂwaﬂmmmsnhmmsmamaamamm'lﬁvﬁ Tns 1-801-973-1001,

TONGAN: FAKATOKANGA’I Kapau “oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai atu ha tokoni
ta"etotongi, pea teke lava ‘o ma'u ia. Telefoni mai 1-801-973-1001.

UKRAINIAN: YBAIA! SIxiuo BH pO3MOBIAAETE yKPATHCHKOK MOBOIO, BY MOXETE IBEPHYTUCH A0 BE3KOWTORHOT cmyxbu
mosrol oigrpumkn, Tenedonyhre 3a vomepom 1-801-973-1001.

VIETNAMDSE CHUY: Néu ban néi Tiéng Viét, ¢6 cac dich vy ho tro ngdn nglt mign phi danh cho ban. Goi sd 1-861-973-
100t

YORUBA: AKTYESL: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro yi 1-801-973-1001.

11
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Amendment No. 2 to the Ironworkers Intermountam Health and Welfare Plan and Lo o
Summary Plan Description, dated November 1,2016 t

‘ 12. A new Sectlon 12 16 1s added as follows

‘12 16 vLe“ all 1 TE ulred benef tsand chan' es‘to the Plan

The | prov1des benef ts g requlred by law,‘ notwrthstandmg anythrng mthe Pﬂlan to the contrary
For example, as requrred by the Affordable Care Act, the Plan covers Preventive at, 100%

‘ When recerved ﬂom an m—network PPO prov1der The hst of c vered ,Preventlve Care s
es from tit i nderHe”,hC‘ LReform’

: 1 2019 the adnnmstratrve fee | 1s . , 7
rermbursement from your HRA. The admmlstratlve fee may be adjusted from tlme‘ to—tlme

, and W111 be reﬂected ona quarterly statement

3. Ehglblhty You are ellglble for relmbursement ﬁom your HRA once you | have recelved
~"'contributions in the ‘amount of $120 00. You must be a Plan Partlclpant or enrolled in
Medicare to receive I—IRA benef ts. Partlcrpants enro]led in the Plan under the flat rate
system (Section 2. 2 of the Plan) unless they are “covered by a' collective bargammg
agreement are mehglble for HRA benefits. '

: ‘ 12 .
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Amendment No. 2 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

10.

11.

Termination. Your HRA balance will be permanently eliminated if you are not available
for Covered Employment or if you have lost eligibility for Retiree Coverage because you
work for an employer that does not have a Written Agreement with the Plan. If your HRA
is permanently eliminated, it can never be reinstated.

Benefits. You may use your HRA to pay for medical care expenses (as defined by the Tax
Code and as permitted by law). The expenses must be incurred by you or your enrolled
Dependents while you and your Dependents are covered by the Plan. (There is one
exception, if you were covered by the Plan until you turned age 65 and are enrolled in
Medicare.) Note: an expense is “incurred” when the service is rendered or the supply
is delivered; a provider’s billing practices do not matter.

Medical care expenses that are reimbursable under the HRA: Medical care expenses
under Tax Code Section 213(d), such as COBRA payments to the Plan, deductibles, co-
pays and coinsurance, prescriptions, chiropractic care, acupuncture, vision care (including
LASIK), hearing aids, and medically necessary orthodontics.

Examples of medical care expenses that are not reimbursable under the HRA:
Non-Tax Code Section 213(d) expenses, wage replacement/cash, tuition, long-term care,
most cosmetic procedures, toiletries, non-FDA-approved drugs, drugs obtained outside the
U.S., over the counter medications (unless you also have a doctor’s prescription for the
medication), expenses for which the Participant has no payment responsibility or that are
otherwise reimbursable, health insurance premiums, COBRA for another Plan, and
payments toward Medicare or other health coverage.

Debit Card. You will receive a special debit card that you can use to pay medical care
expenses you incur at participating IIAS pharmacies and medical facilities. The debit card
will be activated after you agree to use it only according to the terms of the Plan and Tax
Law. The Administrative Office will provide you with further details about the debit card
program before your card is activated.

Request Reimbursement for other Services and Supplies. You may also apply to the
Administrative Office for reimbursement of medical care expenses not charged to your
debit card within 90 days of when the expense is incurred. A claim form is available from
the Administrative Office or via the Trust Fund website. When you submit a claim for
reimbursement, you will be asked to include written statements and/or bills from an
independent third party describing the service or product, the amount of the expense, and
the date of the service or sale. Depending on the circumstances, this would include an
invoice, prescription, an affidavit, and/or other documentation required by the
Administrative Office. Cash register receipts are not, alone, an acceptable form of
substantiation. (Further details about required documentation are on the claim form.)

COBRA. Ifyou have a COBRA qualifying event that causes you to lose coverage under
the Plan you will be given an opportunity to elect to continue your Plan coverage, with or
without your HRA. You must notify the Administrative Office in writing if you wish to use
your HRA to pay the monthly contributions required for COBRA. '

Retirement. If your active coverage ends and you elect coverage as a Retiree, your HRA

13

{00199386; 5 }




Amendment No. 2 to the Ironworkers Intermotntain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

‘ccordance '
Cla}unn for

for 'the Life and

the Acc1dent and
all he: lth benefits,
1§ to Whether L

or"”D ablhty Benef ts ﬁom‘ zyour Local“;Unlon oﬂice or 'from the Admmstratlve Office.
However, you may obtam a claim form for Life and AD&D Insurance ‘benefits from the
Admm1strat1ve Ofﬁce or. ﬁom UmtedHealthcare Whlch is the insurer for these beneﬁts .
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Amendment No. 2 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

Where to file claim forms and appeals. All claims must be filed with the Claims
Administrator (identified below). However, a claim for Life and AD&D Insurance benefits
should be submitted to the Administrative Office, which will assist in the filing of your claim
with the life insurance Claims Administrator. All appeals of denied claims must be filed
with the Claims Fiduciary (identified below).

Required infb:’mation You must provide all the information requested and reasonably
required to decide your claim or appeal (as applicable). If you do not provide this information
during the applicable review periods described under the “Claims Review Process,” your

claim (or appeal, as applicable) will be denied.

CLAIMS ADMINISTRATOR/CLAIMS FIDUCIARY CHART

PLANBENEFITS

CLAIMSADMINISTRATOR

" CLAIMS FIDUCIARY

Medical and Disability Benefits

Administrative Office
CompuSys of Utah, Inc.
P.O.Box 30124
Salt Lake City, UT 84130-0124
(888)-867-9510
(801)-606-2425

Board of Trustees
c/o Administrative Office
(see contact information at
left)

Insurance Benefits

(see contact information above)
Or, you may contact
UnitedHealthcare directly at:
UHC specialty benefits
P.O.Box 7149
Portland, ME 04112-7149
Tel.: 1-888-299-2070

i ipti Envision Rx Board of Trustees —c/o
](3):;;;%25 nt Prescription Drug 1100 Inve§tment Blvd. Administrative Office
El Dorado Hills, CA 95762 (see contact information
(800)361-4542 » above)
Life Insurance & AD&D c/o Administrative Office United Healthcare

(see contact information at
left)

Hearing Aids

Epic
17870 Castleton Street
Suite 308
City of Industry, CA 91748
www.epichearing.com
Tel.: 1-866-956-5400

Board of Trustees c/o
Administrative Office (see
contact information
above)

How to complete your claim form for Medical Benefits. In order for a medical claim form
to be considered complete, you must:

{00199386; 5 }

15




Amendment No. 2 to the Ironworkers Intérmountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

ety -_-co’mmefeithe ‘emﬁibyeehpéﬁi\pnféf-thé claim form. *

Llfe and AD&D Insurance clatms. Contact the Admlmstratlve Ofﬁce to ﬁle a claim for
Life and AD&D Insurance benefits. Llfe and AD&D Insurance claims, along with any required

proof of loss, should be submitted as soon as p0551b1e followmg the date of death or
dlsmemberment ' i : RN
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Eligibility claims. A dispute solely as to whether you have met the requirements for
enrollment or eligibility under the Plan is subject to the Plan’s internal claim and appeal
procedures, as if it were a Disability Benefits claim. The internal appeal procedures need to
be exhausted for such disputes before you can bring a civil action under Section 502(a) of
ERISA.

Your “authorized representative” may file a claim or appeal a denied claim on your
behalf. Your “authorized representative” means a person you authorize, in writing, to act on
your behalf with respect to a claim. It also means a person authorized by court order to
submit claims on your behalf. For a healthcare claim involving urgent care, a health care
professional with knowledge of your condition may always act as your authorized
representative.

CLAIMS REVIEW PROCESS

A claim for benefits under the Plan arises only if you have filed a written request for a benefit
determination with the Claims Administrator. The following sets forth the Plan’s timelines for
deciding your claim, and your appeal rights if your claim for benefits is denied. Please note that
the Claims Fiduciary may, outside of the timelines set forth herein, reconsider an initial claim or
appeal determination at any time if facts that were not within the control of the Claims Fiduciary
become known subsequent to the initial determination. In addition, if your claim is for Medical
Benefits, different claim and appeal procedures apply based on whether your claim is for prior
approval of a benefit before the service or treatment is obtained, or is after service or treatment,
and your claim may also be eligible for an external review process.

GENERAL PRO VISIONS APPLICABLE TO MEDICAL BENEFIT AND DISABILI T Y BENEFI T
it CLAIM DETERMINATIONS

Initial Denial Decisions and Appeal Decisions will be provided in a culturally and
linguistically appropriate manner in a non-English language upon request, but only if you
live in a county where 10 percent or more of the population is literate only in the same
non-English language as determined by applicable federal guidance.

If the above percentage threshold standard is met, the following three conditions will apply
to claimants in such counties: Oral language services such as a telephone hotline in the
applicable non-English language will be available to answer questions and assist in filing
claims and appeals; the Plan will provide upon request a notice in the applicable non-English
language; and the Plan will include in the English version of all notices a statement in
the applicable non- English language clearly indicating how to access the language services.

The Plan ensures that claims and appeals are adjudicated in a manner designed to ensure
the independence and impartiality of persons, such as medical or vocational experts or a claims
adjudicator, involved in making decisions and no decisions regarding hiring, compensation,

17
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termmatlon promot1on ‘or other similar matters wﬂl be based upon the hkehhood that the
person w1ll support a demal of benef' ts SR : 4

If the Plan falls to adhere to all the requlrements of the Cla1ms Rev1ew Process you may
be deemed to have exhausted the mternal clalms and appeal process and may submlt a

Vlolatlon from the Plan Whlch must be prov1ded within 10 days mcludmg the bases for
asserting that the Vlolatlon should not cause the internal clalms and appeals process to be
deemed exhausted In case there is a deemed exhaust1on “you may also be entitled to
remed1es under Sectlon 502 of ERISA by ﬁlmg a case» m court Unless otherw1se spec1f1ed

pnor approval is not- obtamed lT, fo owing . rules apply’to these clanns for prlor review or
approval requlred by the Plan, ‘,“‘All pI‘lOI' rev1ew or approval procedures requlred by the Plan '

Plati’s ‘ré’é‘eip “the ‘requested mformatlon or 2) the exp1rat1on of the tlme perlod set by the
Plan for you to prov1de the requested lnformatlon (at least 48 hours) Benefit denials may
be oral or in writing. If the denial is prov1ded orally, wrltten notice w111 also be prov1ded
W1th1n three days after the oral not1ce ‘ SEN C o :
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A “claim involving urgent care” is a claim for precertification where application of the
normal time periods for deciding your claim 1) could seriously jeopardize your life or
health or your ability to regain maximum function, or 2) in the opinion of a physician with
knowledge of your medical condition, would subject you to severe pain that cannot adequately
be managed without the care or treatment being sought. If a physician with knowledge of
your medical condition determines that your claim meets this definition of urgent care, the
claim will be treated by the Plan as involving urgent care.

Regular precertification claims. If your precertification claim is not an urgent care claim,
written notice of the Plan’s decision will generally be provided to you within a reasonable
period of time, but no later than 15 days after receipt of your claim by the Plan. If matters
beyond the control of the Plan so require, one 15-day extension of time for processing the
claim beyond the initial 15 days may be taken. Written notice of the extension will be
furnished to you before the end of the initial 15-day period. An extension notice will explain
the reasons for the extension and the expected date of a decision.

If an extension is required because you have not provided the information necessary to
decide your claim, the notice of extension will specifically describe the required information,
and the time period for processing your claim will not run from the date of such notice until
the earlier of : : :

1) the date the Plan receives your response to a request for additional information or 2) the
date set by the Plan for your requested response (at least 45 days from the date of the request).

Failure to follow precertification procedures. If your communication to the Plan concerning
precertification does not comply with the Plan’s procedures for filing precertification claims,
notice of the proper procedures will be provided to you within five days of the
communication. If, however, the communication involves urgent care, notice will be provided
within 24 hours. Such corrective notice will be provided only if your communication
specifically names the claimant, medical condition or symptoms, and the treatment, service
or product being requested.

Notice may be oral, unless you request written notice.

Timing of Initial Determination - Medical Benefits Claims After Service or
Treatment

If your claim for a benefit does not require pre-approval in advance of receiving medical care,
written notice of a denial will generally be provided to you within a reasonable period of time,
but no later than 30 days after receipt of your claim by the Plan. If matters beyond the control of
the Plan so require, one 15-day extension of time for processing the claim beyond the initial 30
days may be taken. A written notice of the extension will be furnished to you before the end of
the initial 30-day period. An extension notice will explain the reasons for the extension and the
expected date of a decision.
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If an extens1on 1s requlred because you have not prov1ded the mformatlon necessary to decide
’ i ; SCH on and the
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pendlng an appeal :

: to ma yon the : :
second extensron will be sent before the end of the ﬁrst 30—day ;
extens1ons shall not exeeed a peﬂod of 60 days from the end of the 1mt1al 45-day perlod

An extensmn notlce W111 explaln the reasons for the extensron the expected date of a
dec1s10n the standards for a benefit entltlement any unresolved issues that prevent a
decrslon on your claim, “and any addrtlonal mformatlon needed to resolve those issues. If an
extension is requlred because you have not prov1ded the information necessary to decide
your claim, the time per10d for processmg your clarm w1ll not run ﬁom the date of notlce of
an extenswn untll the earller ,of AR R o

1) ‘the date the Plan recelves your response to a request fo addltlonal mformatron or 2) the
date’ set by the Plan for your requested response (at least 45 days from the date of the request)
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Contents of Initial Denial - Medical Benefits Claims and Disability Benefits Claims

If your claim is denied, in whole or in part, you will be notified in writing by the Plan.
The written notice will include the following:

the specific reason or reasons for the denial,

references to the specific Plan provisions on which the denial is based;

a description of any additional material or information necessary in order for you
to '

perfect the claim, and an explanation of why such material or information is needed;

an explanation of the Plan’s available internal appeal and external review processes
(as applicable) for denied claims, including information regarding how to initiate an
appeal and the applicable time limits for submitting your appeal (claims involving
urgent care will have a description of expedited appeal procedures);

a statement of your right to bring a civil action under Section 502(a) of ERISA if
your claim is denied on appeal;

if the decision was based on a medical necessity or experimental treatment or other
similar exclusion or limit, either an explanation of the scientific or clinical judgment
for the determination, applying Plan terms to your medical circumstances, or a
statement that an explanation will be provided free of charge upon request; and

a statement of your right to receive upon request, free of charge, reasonable access to and
copies of all Relevant Documents.

If your claim is for Medical Benefits, the notice will also include the following:

information sufficient to identify the claim involved, including the date of service,
the health care provider, the claim amount (if applicable), and a statement describing
the - availability, upon request, of the diagnosis code and treatment code and their
corresponding meanings;

the specific reason or reasons for the denial will include, to the extent applicable, the
denial code and its corresponding meaning and a description of the Plan’s standard,
if any, that was used in denying the claim;

any internal rule, guideline, protocol or other similar criterion that was relied upon
in deciding your claim for benefits, or a statement that such was relied upon and a
copy will be provided free of charge upon request; and

the availability of, and contact information for, any applicable office of health
insurance consumer ombudsman established under the Public Health Services Act
section 2793 to assist individuals with the internal and external claims and appeals
process.

If your claim is for Disability Benefits, the notice will also include the following:

a discussion of the decision, including an explanation of the basis for disagreeing with or
not following the views presented by you to the Plan ofhealth care professionals that treated
you and vocational professionals that evaluated you, the views of medical or vocational
experts whose advice was obtained on behalf of the Plan in connection with the decision,

21
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The Claims Fiduciary reviews appeals of denied claims and makes final determinations. The
Claims Fiduciary has the discretionary authority to administer, construe and interpret the
terms and provisions of the Plan, SPD and Trust Agreement in order to determine benefits
under the Plan. '

Bringing an appeal within applicable timelines is a pretequisite to filing a lawsuit in court
regarding your claim.

Timing of Appeal Decision - Precertification Medical Benefits Claims

Urgent care precertification claims. A decision on your appeal will be made as soon as
possible, but no later than 72 hours after an appeal is received.

Regular precertification claims. A decision on your appeal will be made within a reasonable
period of time, but no later than 30 days after an appeal is received.

Timing of Appeal Decision - Medical Benefits Claims After Servu:e or Treatment and
Disability Benefits Claims : :

If you or your representatlve would like to appear before the Board of Trustees when
they consider your appeal, notify the Administrative Office when you file your appeal. The
Administrative Office will notify you of the time and date you may appear.

Your appeal generally will be addressed at the next regularly scheduled quarterly meeting of
the Claims Fiduciary after an appeal is received. If, however, your appeal is received within
30 days prior to such a meeting, it will be considered by the second regularly scheduled
quarterly meeting after it is received. In addition, if special circumstances require an extension
of time for processing your appeal, a decision will be rendered no later than the third
regularly scheduled quarterly meeting after your appeal is received. Written notice of any
extension of time will be sent before it commences explammg the reason for the extension
and the expected date of the appeal determination. Notice of the appeal decision will be
provided not later than five days after the decision is made.

If an extension is required because you have not provided the information necessary to
decide your claim, the time period for processing your claim will not run from the date of
notice of an extension until the earlier of 1) the date the Plan receives your response to a request
for additional information or 2) the date set by the Plan for your requested response (at least
45 days from the date of the request).

Contents qf Appeal Decision - Medical Benefits and Disability Benefits Claims

If you appeal a denied claim, the decision on review will be in writing and will include
the following information:

o the specific reason or reasons for the decision;

o references to the specific Plan provisions on which the decision is based;

e a statement of your right to receive, upon request free of charge, reasonable access to
and copies of all Relevant Documents;

23
{00199386; 5 }




Amendment No. 2 to the Ironworkers Intermountam Health and Welfare Plan and
Summary Plan Description, ‘dated November 1, 2016 '

e a statement of your nght to brmg a 01v11 act1on under Sectlon 502(a) of ERISA
A ' ; ti d th 1d thé cale dar date on

~anda dlsablhtyﬁ’determmatlon rnade by the Soc1a1 Sectmty Admlmstr 1011 aboutyourself

' and i : ,

o any mternal rule guldelme protocol st ndard or. other sumlar crltenon that was
v relied upon in deciding your claim for benefits, or a statement that such mternal rule,

o guldehne protocol standard or other smular cr1tenon does not emst

S . 24
: {00199386; 5} :




Amendment No. 2 to the Tronworkers Intermountain Health and Welfare Plan and
Summary Plan Description, dated November 1, 2016

Standard External Review Process for Denied Medical Benefits Claims

If your claim for Medical Benefits is denied in an Initial Determination or Appeal Decision
and you have exhausted the Plan’s internal appeal process or are not required to exhaust that
process, you may submit a request for external review of the denial but only if the denial
involves 1) medical judgment (including but not limited to requirements for medical
necessity, appropriateness, health care setting, level of care, or effectiveness of a covered
benefit; or a determination that treatment is experimental or investigational), as determined
by the external reviewer (a denial, reduction, termination, or a failure to provide payment for a
benefit based on a determination that you fail to meet the requirements for eligibility under the
terms of the Plan is not eligible for external review); or 2) a rescission of coverage, regardless
whether the rescission has any effect on a benefit at that time. The request must be filed
with the Claims Fiduciary within four months after the date of receipt of the denial decision.
If there is no corresponding date four months after the date of receipt of the denial decision,
the request must be filed by the first day of the fifth month following the recelpt of the denial
decision. 'If the last filing date falls on a weekend or Federal hohday, the ﬁlmg date is
extended to the next week day that is not a weekend or Federal holiday.

Within five business days following the date of receipt of the external review request, the
Plan will complete a preliminary review of the request to determine whether:

o the claim was covered under the Plan at the time the health care item or service
was requested or, in the case of retrospective review, was covered under the Plan at
the time the health care item or service was provided;

e the denial decision does not relate to the claimant’s failure to meet eligibility
requirements under the terms of the Plan;

e you have exhausted the Plan’s internal appeal process unless you are not required to
exhaust the internal appeals process under applicable final regulations; and

« you have provided all the information and forms required to process an external review.

Within one business day after completing the preliminary review, the Plan shall issue a
written notice to you as to whether your claim is eligible for external review. If your request
is complete but not eligible, the notice will include the reasons for its ineligibility and contact
information for the Employee Benefits Security Administration (toll-free number 866-444-
EBSA (3272) at the Department of Labor. If the request is not complete, the notice will
describe the information or materials needed to make the request complete. You will be
allowed to perfect the request for external review within the four-month filing period or within
the 48-hour period following receipt of the notice, whichever is later.

If your request for external review is complete and ellglble it will be ass1gned to an
independent review organization (“IRO”) that has been accredited by URAC or a similar
nationally recognized accrediting organization to conduct the external review. The Plan
has contracted with IROs for assignments under the Plan and uses unbiased methods for
selecting the IRO for your claim.

The assigned IRO will utilize legal experts where appropriate to make coverage
determinations under the Plan. It will provide you a written notice of your request’s eligibility
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may be available under State or Federal law to you or the Plan;

o a statement that judicial review may be available to you; and

e current contact information, including phone number, for any applicable office of
health insurance consumer assistance or ombudsman established under the Public
Health Services Act Section 2793.

After a final external review decision, the IRO shall maintain records of the claim and notices
for six years. Such records are available for examination by you, the Plan or applicable
governmental oversight agencies upon request, except where such disclosure would violate
applicable privacy laws. ’

Upon receipt of a final external review decision reversing a denial dec151on the Plan shall
immediately provide coverage or payment for the claim.

Expedited External Review Process for Denied Claims

If your claim is eligible for the external review process, you may request an expedited
external review if:

e an Initial Determination involves a medical condition for which the timeframe for

completing an expedited internal appeal would seriously jeopardize your life or health
" or would jeopardize your ability to regain maximum function, and you have filed a
request for an expedited internal appeal; or :

e a final internal Appeal Decision involves a medical condition where the timelines for
completion of a standard external review would seriously jeopardize your life or health
or would jeopardize your ability to regain maximum function, or the Appeal Decision
concerns an admission, availability of care, continued stay, or health care item or service
for which you have received emergency services but have not been discharged from a
facility. :

Immediately upon receipt of a request for expedited external review, the Plan shall determine
whether the request meets the reviewability standards set for preliminary reviews under the
Standard External Review Process discussed above. The Plan shall immediately send you a
notice that complies with the requirements for standard external rev1ews as to whether your
request for an expedited external review is eligible.

If your request for an expedited external review is complete and eligible, it will be assigned to
an IRO. The Plan shall provide all necessary documents and information considered in making
its denial decision to the IRO electronically or by telephone or facsimile or other available
expeditious method. The IRO, to the extent information or documents are available and the IRO
considers them appropriate, shall consider the documents and information described above for
standard external reviews. The TRO shall review the claim de novo and is not bound by any
decision or conclusions reached during the Plan’s internal claims and appeals process.
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Administrative Office of a beneficiary or family composition change.

3. FAMILY COMPOSITION. Give prompt, written notice to the Administrative Office
about any change in your family such as marriage or divorce, birth of a child, the marriage
or loss of Dependent status of any of your children, or the death of any Dependent. A
new enrollment form will be sent to you when you notify the Administrative Office of a’
beneficiary or family composition change.

4. OTHER INSURANCE COVERAGE. Give prompt written notice to the Administrative
Office about any other insurance coverage you or your Dependents may have. Also give
written notice of changes in employment of Dependent spouse or children.

It is your responsibility to notify the Administrative Office of a change in Dependent status,
such as a divorce. If notice is not given and the Fund pays the claims of a person who is not
eligible for coverage, you will be responsible to reimburse the Fund. If you do not promptly
reimburse the Fund, the Fund will not pay your and your Dependents’ future claims, which the
Fund would otherwise cover. The Fund may also sue you to recover overpaid amounts.

Adopted thisé g%kday of M, 2019, with effective dates as noted herein.
= 7 f” .

oug "Exomas, Chairman llian Santillanes, Secretary
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WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the [ronworkers
Intermountain Health & Welfare Trust Article V Section 1(b) empowers the Trustees to amend the
Ironworkers Intermountain Health and Welfare Plan (*Plan”);

AND WHEREAS, the Trustees wish to acknowledge changes made to the Plan by the May 2019
and July 2019 SMMs, and to make certain clarifications to the Plan;

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows:

1. Lffective as of August 1,2019, the portions of the SUMMARY OF BENEFITS entitled
ACCIDENT AND SICKNESS WEEKLY BENEFITS FOR ACTIVE EMPLOYEES,
MAXIMUM MEDICAL BENEFITS, MEDICAL BENEFITS: Your calendar Year
Deductible/Copays, DENTAL BENEFITS, and LIFE INSURANCE AND
ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS (ACTIVE
EMPLOYEES ONLY) are amended to read as follows:

ACCIDENT AND SICKNESS WEEKLY BENEFITS
FOR ACTIVE EMPLOYEES

Weekly Benefit ..o $350 minus FICA tax
Benefit duration per disability ... 21 weeks
Benefit Commencement: INJUry ... reesvsmanseciennn 1 day
Benefit Commencement: [1IN€SS .ivvimnieincniieeoinnens 8™ day {or 1% day hospitalization]

MAXIMUM MEDICAL BENEFITS

Lifetime Maximums

Skilled NUrsing Facility. ..o cuesrmcssiseemarmmversiismssisyesseess 10 dYS

Other Calendar Year Maximums
OIthOLICS v v vrereessessreseerineseessisissiossessnssisenssuvsssssssnansons s ONE PAIL
ChirOPEACHIC..veviciiiriissiieiessersersasesmascansans rvnrereennenesnn 20 ViSIES

ACUPUNCIULE 1vvvviviiiiinieeisnes verneesrsers reerermreierenssonenenss 20 ViSILS
Anesthesia or oral SUIBETY ....cvrmimsmirrirsinmiressenesnd 190
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MEDICAL BENEFITS:

Your calendar year Deductible/Copuays

Class | Class 11 Class 111 Local 24 & 24A

Individual Deductible $1,000 $750 $500 PPO - $2,500
» non-PPO - $5,000
Maximum Family Deductible $2,000 $1,500 $1,000 PPO - $5,000
’ non-PPO - §10,000

Physician/other practitioner $0 ' $0 $30 50 '
office visit Copay » ,
Hospital and other §100 §100 $100 50
inpatient admission
Emergency Room Copay $300 $300 $300 $0

*  Copays are not applied toward the Deductible or maximum Coinsurance. Deductibles are not applied

toward maximum Coinsurance.

*  The emergency room Copay is waived if following treatment in the emergency room the Covered
Individual is admitted on the same day to a Hospital.

*  There is no Copay for acupuncture, chiropractic benefits, or Preventive Care.

*  There is no Deductible for Preferred Provider Physician office visits (non-surgical services), chiropractic

benefits, and Preventive Care.

de e Kk

DENTAL BENEFITS

, Adults Pediatric (under age kl9)
"Calendar Year Maximum $2,500 Nomaximum
Calendar Year Deductible $25 '§25 for basic & major

services

LIFE INSURANCE AND ACCIDENTAL DEATH AND DISMEMBERMENT
BENEFITS (ACTIVE EMPLOYEES ONLY)

| Active Employee. ...

I L

PRARAABII R AN

eevennenceerersse 920,000

See the attached insurance certificate of coverage for a description of benefits,

2. Effective September 1, 2019, the portions of the SUMMARY OF BENEFITS
entitled MEDICAL BENEFITS: Your calendar year Deductible/Copays and
MEDICAL BENEFITS: Percentuage of Covered Charges you pay — Coinsurance are
amended to read as follows:

{00218005. 7 }
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MEDICAL BENEFITS: Your calendar year Deductible/Copays

Class | Class 11 Class 11 Local 24 & 24A

Individual Deductible $1,000 $750 $500 PPO - $2,500

_ _ non-PPO - $5,000
Maximum Family $2,000 $1,500 $1,000 PPO - $5,000
Deductible non-PPO - $10,000
Physician/other '
practitjoner office visit $0 50 830 S0
Hospital and other $100 $100 $100 50
inpatient admission

$300 $300 $300 $0

Emergency Room Copay

*  Copays are not applied toward the Deductible or maximum Coinsurance. Deductibles are not applied

toward maximum Coinsurance.

*  The emergency room Copay is waived if following treatment in the emergency room the Covered
Individual is admitted on the same day to a Hospital.

*  There is no Copay for acupuncture, chiropractic benefits, Preventive Care, or Teludoc program benefits.

%  There is no Deductible for Preferred Provider Physician office visits (non-surgical services), chiropractic
benefits, Preventive Care, or Teladoc program benefits.

MEDICAL BENEFITS: Percentage of Covered Charges you pay - Coinsurance

Class | Class 1l Class 11 Local 24 & 24A

PPO (and non-PPO outside
PPO Service area) Physician 30% 25% 0% 20%
office visits
PPQO (and non-PPO outside
PPO Service area) services 30% 25% 20% 20%

‘and supplies

Non-PPO services and

supplies within PPO Service 50% 50% 40% 40%
Area
Preventive Care (PPO
only—non-PPO not 0% 0% 0% 0%
covered) ,
Maximum Coinsurance— \ . .
PPO providers/non-PPO $4,500/$7,500 $3,750/87,500 |  $3,000/$6,000 See Medical

. Out-of-Pocket |

Maximum

* 1f a Covered Individual has surgery performed by a PPO Physician in a PPO facility, other
services, such as anesthesia, if rendered by a non-Preferred Provider will be paid at the PPO

percentage.

*  No Coinsurance is owed for Teladoc program benefits,
*  In case of a life-threatening Emergency, the Plan pays benefits at the PPO percentage.

*  The Plan pays nothing for Preventive Care services and supplies you receive from a non-Preferred
Provider. And the Plan pays nothing for non-PPO Licensed Substance Abuse Treatment Centers,
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Residential Treatment Facilities, Skilled Nursing Facilities, or Rehabilitation Facilities.

*  Only medical benefit Coinsurance counts toward the Coinsurance maximum. For example,
outpatient prescription drug payments do not count toward the Coinsurance maximum.

3. Effective January 1, 2020, the portion of the SUMMARY OF BENEFITS entitled
CALENDAR YEAR OUT-OF-POCKET MAXIMUM is amended to read as follows:

CALENDAR YEAR OUT-OF-POCKET MAXIMUMS

Self-only coverage Family coverage
Medical and | Out-patient Medical and Out-patient
pediatric dental prescription drugs pediatric dental prescription drugs
Class 1 & $6,120 $1,780 $12240 | $3,560
booa 20 & $6,310 51,840 $12,620 $3,680
boca 24 & §12,620 53,680 om0 | §7,360

*  The out-of-pocket maximums have the following restrictions:

¢ They apply only to Essential Health Benefits, as defined by law and the Plan.

s They do not apply to cost sharing for vision benefits or adult dental benefits.

« They apply only to the extent a service or supply is a Covered Charge and, except for members of
Locals 24 and 24A, only if received from a PPO including, for prescription drugs, a PPO pharmacy.

e They do not apply to expenses incurred for services or supplies in excess of another Plan limit, such
as a visit limit.

e They apply only to Covered Charges incurred for the family members you have properly enrolled
for coverage in the Plan,

o If a generic drug is available and you or your doctor choose a brand drug, you pay the
difference in cost, That difference will not count toward the out-of-pocket maximums.

e The maximums renew each calendar year, For example, cost sharing for expenses incurred in 2019
will not apply toward the out-of-pocket maximums in 2020,

The out-of-pocket maximums are adjusted annually.

» Once you reach the out-of-pocket maximum for medical and pediatric dental expenses, you owe
no further Deductible, Copay, or Coinsurance for Covered Charges from PPOs that are for medical
and pediatric dental expenses for the remainder of the calendar year,

e Once you reach the out-of-pocket maximum for prescription drugs, you owe no further Copay or
Coinsurance for covered drugs received from a PPO pharmacy for the remainder of the calendar
year,

e Even if you reach the out-of-pocket maximums for a year, the Plan’s other limits and exclustons
continue to apply— for example, the requirement that a service be Medically Necessary and
visit limits.

* The maximums listed in the chart above are effective beginning January 1, 2020,
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4, Effective August 1, 2019, the PRECERTIFICATION section is amended to read as
follows:

PRECERTIFICATION

PRECERTIFY YOUR VISITS TO THE HOSPITAL, AND CERTAIN SERVICES AND
SUPPLIES

Precertification is required for all inpatient admissions and certain other services and supplies. 1f
you don’t obtain precertification, for some claims the Plan reduces its reimbursements by $200—
that means you will have to pay an additional $200 of Covered Charges. For other claims, the
Plan pays nothing, as described below.

The following services and supplies require precertification to avoid the $200 penalty: inpatient
admissions (and services and supplies received while you are an inpatient), including but not
limited to admissions to a Hospital, Skilled Nursing Facility, Rehabilitation Facility, Residential
Treatment facility, and Licensed Substance Abuse Treatment Center, Intensive Outpatient
Substance Abuse or Mental/Behavioral Health services, Durable Medical Equipment, Home
Health Care, home infusion therapy, injectable medications, orthotics and prosthetics, Speech
Therapy, therapeutic radiology (brachytherapy, proton beam therapy, neutron beam therapy), sleep
studies, spinal procedures, and other surgical procedures rendered in an outpatient facility.

The following services and supplies require precertification to receive any Plan coverage: organ
transplants, eye surgeries (LASIK, etc.), hearing aids (see below), compound drugs and specialty
drugs.

You can precertify a procedure or hospital admission by calling the Plan’s medical reviewer,
CIGNA, at (800) 768-4695. The precertification will be provided to you in writing. If the procedure
does not require precertification, you will be advised precertification is not needed. If you are
uncertain if precertification should be obtained, call CIGNA. Hearing aids are precertified by
calling the Hearing Aid Benefit Preferred Provider, and drugs are precertified by calling the
Pharmacy Benefit Manager. See the next page (PPOs) for contact information.

In an emergency, you don’t have to precertify a hospital admission. But you do have to contact
CIGNA within two working days of admission, or the Plan will reduce its reimbursements by
$200.

The $200 penalty or nonpayment for failure to precertify does not count toward your Deductible,
Coinsurance, or out-of-pocket maximum, unless otherwise required by law.

PRECERTIFY YOUR HEARING AIDS

Precertification is required to obtain a hearing aid. If you don’t obtain precertification, the Plan
covers no expenses related to a hearing aid.
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You can precertify by calling EPIC. Their contact information s in the section below (PPO). The

precertification will be provided to you in writing.

You must also purchase your hearing aid through EPIC. See Article VI for details.

S.

7.

Effective August 1,2019, Plan Section 3.1(b) is amended to read as follows:

b. Amount of Benelit, $350 per week (less FICA taxes) in which the Participant is disabled
every day. The benefit is not paid for days the Participant is not totally disabled, and so is

prorated for partial weeks of total disability.

Effective August 1,2019, Plan Section 7.2(b) is amended to read as follows:

b. M;ats::.rims;md-D‘iﬁsmﬁsilzyz(l?am

Caléndaf Year
Maximum Benefit

Single vision lenses (pair) $30
Bifocal lenses (pair) $75
Trifocal lenses (pair) $90
Lenticular lenses (pair) $240

Eyeglass lenses for Covered Individuals under age 19

No maximum
dollar amount*

Frames

$150

“Contact lenses (pair) — following cataract surgery or
when visual acuity cannot be corrected to 20/70 in the
better eye except by their use

$500°

for the affected eye) or in cases of keratoconus

Contact lenses — following a cornea transplant (but only |

No maximum
dollar amount*

Other — when contact lenses are in lieu of glasses

$150

(including disposable contact lenses)

* Limited to Medically Necessary lenses

Effective September 1, 2019, the following section is added immediately following the

section entitled PREFERRED PROVIDER ORGANIZATIONS (PPOs):

TELADOC PROGRAM

Teladoc is a telemedicine program that allows you and your enrolled Dependents to consult with
a Physician or licensed therapist by phone or videoconference, at no cost. Teladoc services are

available 24 hours a day, 7 days a week.
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Teladoc Physicians can treat many common minor illnesses, such as colds, sore throats, flu,
allergies, upset stomach, and pink eye. Where appropriate, Physicians can provide short-term
prescriptions and call the prescription in to your preferred local pharmacy. However, Physicians
cannot prescribe controlled substances or certain other drugs.

For adults, Teladoc also offers confidential counseling with a licensed therapist for behavioral
health issues such as depression, anxiety, stress, and marital or family issues. Counseling
appointments must be scheduled in advance.

To request services, call Teladoc at 1-800-835-2362, visit www.teladoc.com or download the
Teladoc app. Note that Teladoc is not intended for medical emergencies, as a replacement for your
primary care Physician, or for management of a chronic or serious condition,

8. Effective September 1, 2019, Plan Sections 4.7(0) & (v) are amended to read as
follows:

0.

Z.

{00218005; 2 )

Physician Services. Physician services as follows:

daily visits when confined in a Hospital as a registered inpatient,
office visits and consultations,

emergency room visits, and

telemedicine provided through the Teladoc program.

BN -

Benefits are not payable for charges which are considered post-operative care for
which surgical benefits are payable, or any charge for more than one (1) treatment
per day, except for a consultation when referred by a Physician.

sl o

Mental Health and Substance Abuse Benelits. The Plan provides benefits for

Licensed Substance Abuse Treatment Center, Hospital, and Residential Treatment
Facility charges for inpatient treatment of a Mental 1llness and/or Substance Abuse,
Physician Covered Charges incurred for outpatient treatment of a Mental Illness
and/or Substance Abuse, and counseling services provided through the Teladoc
program; however, coverage for Licensed Substance Abuse Treatment Centers and
Residential Treatment Facilities is only provided to the extent treatment is received
at a PPO facility. Admission should be precertified by the Plan’s medical reviewer to
avoid a failure to precertify penalty.

or 1, 2019, Plan Sections 9.01(z) & (g5

situational disturbances, stress, strain, financial, marital or family counseling,
environmental and social maladjustments, dissocial behavior or chronic situation
reactions, except as required by law or under the Teladoc program.

sk
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gg. Teports or appearances in connection with legal proceedings whether or not an
Injury or liness is involved; for Physician’s telephone consultations and/or travel
time (other than consultations provided through the Teladoe progyam); charges
in connection with shipping, handling, postage, interest, oifinance.

10,  Effective August 1,2019, the Life and Accidental Death and Dismemberment Insurance
Certificate is replaced with the attachment hereto.

Adopted at a meeting of Trustees on May 3, 2020, with the effective dates as noted herein.

Secretary

Tilllan Santillanes,

D&Jg' Thomas, Chafrman
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Amendment 4 to the Ironworkers Intermountain Health and Welfare Plan and

WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the Ironworkers
Intermountain Health & Welfare Trust Article V Section 1(b) empowers the Trustees to amend the

Summary Plan Description dated November 1, 2016

Ironworkers Intermountain Health and Welfare Plan (“Plan”);

AND WHEREAS, the Trustees wish to incorporate certain changes made to the Plan and to update

the Plan;

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows:

1. Effective January 1, 2020, Plan Section 4.7(0) is amended to read as follows:

0.

Physician and Physician Assistant Services. Physician services as follows:

daily visits when confined in a Hospital as a registered inpatient,

emergency room visits, and
telemedicine provided through the Teladoc program.

Ealhall S e

Benefits are not payable for charges which are considered post-operative care for
which surgical benefits are payable, or any charge for more than one (1) treatment
per day, except for a consultation when referred by a Physician.

2. Effective January 1, 2020, a new Plan Section 4.7(z) is added as follows:

2z

Telehealth. Office visits provided by a Covered Individual’s existing Physician or
Physician Assistant via an interactive audio and video telecommunications system
that permits real-time communication between the distant site and the patient at
home, Telehealth, telemedicine, telephone, video and similar office visits and
consultations are otherwise covered only if provided through the Teladoc program.

3. Effective January 1, 2020, Plan Section 9.01 (gg) is amended to read as follows:

gg. reports or appearances in connection with legal proceedings whether or not an
Injury or Iilness is involved; for Physician_to Physician travel time,; charges in
connection with shipping, handling, postage, interest, or finance.
4. The NAME AND ADDRESS OF THE PERSON DESIGNATED AS THE AGENT FOR

SERVICE OF LEGAL PROCESS is updated as follows:

{00235625,6 }
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For the uninsured benefits:

Ellen Mondress
Mondress, Monaco, Parr, Lockwood PLLC

2101 Fourth Avenue, Suite 2170 ///"[ Deleted: 720 Third Avenue, Suite 1500
Seattle, WA 98121 N ) } ——{ Deleted: 98104

(206)398-1500

Service of legal process may also be made by service on the Plan Administrator or
any Plan Trustee. The Plan Administrator for insured benefits is the insurance carrier,

5. The NAME AND CONTACT INFORMATION FOR THE PLAN
ADMINISTRATOR is updated as follows:

NAME AND CONTACT INFORMATION FOR THE PLAN ADMINISTRATOR

The Board of Trustees is the Plan Administrator, except with respect to insured
benefits, The Plan Administrator for an insured benefit is the insurer. The Trustees
have engaged the independent contractor, CompuSys of Utah, Inc., to perform the
routine administration of the Plan. Both the Board of Trustees and CompuSys of Utah,
Inc., can be reached at:

Salt |

" Phone (801) 606-2425
Toll free (888) 867-9510

Written communications (including written communications made electronically) to the
Administrative Office, the Trustees, or their delegees, agents or representatives, must be
received before the expiration of any time period expressed in this booklet or any
modifications to this booklet. These parties’ records will be conclusive as to whether
a communication has been received and the date of such receipt, unless you procure
a United States Postal Service return receipt, So the common law “mailbox rule” does
not apply to determine receipt by these parties. The common law mailbox rule does
apply for all other purposes under the Plan. From time to time, the above parties may
communicate with you via telephone, rather than in writing. The Plan’s rules on content
and date of sending/receiving written communications also apply to telephonic
communications. It is your responsibility to update your address with the Administrative

Office. You are deemed to have received all communications sent to you at your last
address on file with the Administrative Office,

6. The NAME AND ADDRESS OF TRUSTEES is updated effective August 4, 2020 as follows:
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Summary Plan Description dated November 1, 2016

WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the Ironworkers
Intermountain Health & Welfare Trust Article V Section 1(b) empowers the Trustees to amend the
Ironworkers Intermountain Health and Welfare Plan (“Plan”); and

AND WHEREAS, the Trustees wish to clarify the Plan; and

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows effective
November 1, 2020:

ARTICLE Hll. — ACCIDENT AND SICKNESS WEEKLY
BENEFITS

Accident and Sickness Weekly Benefits are available only to Active Employees.

t work becau
end to help

e you are sick or injured (outside of work), the Plan pay
you ends meet. He St

a. Requirements to Receive Benefit. To receive an Accident and Sickness Weekly
Benefit, the Participant must have contracted an Illness or sustained an

Injury which renders the Participant, totally disabled and unable to work, ‘Delebiédy: be )

.

at_their, own occupation, _The Participant, must produce an uncontroverted \[ Deleted: from
physician’s certification to that effect acceptable to the Board of Trustees. \\\\\[ Deleted: his or her
L :
b.  Amount of Benefit. $200 per week (less FICA taxes) in which the Participant is { Deleted:, and

disabled every day. The benefit is not paid for days the Participant is not totally
disabled, and so is prorated for partial weeks of total disability.

c. First Day of Benefits. Benefits begin on the first day for Injuries, the eighth day
for llInesses or, if earlier, the first day of hospitalization.

d. Maximum Period. Benefits are paid for a maximum period of twenty-one (21)
weeks, whether for one or multiple Ilinesses or Injuries. If the Participant returns
to Covered Employment for not less than 32 hours per week for 2 consecutive
weeks, the Participant may again become eligible for a new Maximum period of
benefits.

3.2 Exclusions. Accident and Sickness Weekly Benefits are not payable:

a, when the Active Employee is not under the care of a Physician;

{00241008; 1 }
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WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the Ironworkers
Intermountain Health & Welfare Trust Article V Section 1(b) empowers the Trustees to amend the
Ironworkers Intermountain Health and Welfare Plan (“Plan”™);

AND WHEREAS, the Trustees wish to update the Plan for changes in the law; and
NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows:

The Section titled PREFERRED PROVIDER ORGANIZATIONS (PPOs) is amended as follows effective
November 1, 2022:

The Fund has entered into agreements with Preferred Provider Organization(s) (“PPO”), which in
turn contract with certain medical providers, such as Hospitals, Physicians, and laboratories. These
medical providers_are Preferred Providers, and have agreed to charge reduced amounts for certain
services or supplies. The Plan is designed so that at-smeans-you il pay a lower percentage of the

cost of medlcal services and supphes from a PPO Hosp1tal Phys1c1an and laboratory t-addition;

also thatﬂewe’vtef« the Plan does not pay beneﬁts for services or supphes recelved from anon- PPO
Residential Treatment Facility, Rehabilitation Facility, Licensed Substance Abuse Treatment
Center, or Skilled Nursing Facility.

MEDICALBENEFITPREFERRED PROVIDER (1-800-768-4695) CIGNA

To locate a Cigna PPO provider, visit Cigna’s web site at www.cignasharedadministration.com
and click on FIND A DOCTOR, and then select “Shared Administration OAP Provider
Directory” or visit www.iiw.compusysut.com and click on the CIGNAigna link.

CIGNA updates the provider directory at least everv 90 days and will respond to vour inguiry
about the PPO status of a provider or facility within one business day. Beginning November
1, 2022, if vou receive inaccurate information from CIGNA that a non-Preferred Provider was
a Preferred Provider, the Plan will impose the PPO cost sharing amount and will count that
amount toward your PPO deductible and annual out of pocket maximums (as applicable). Note.
however, that it is vour responsibility to confirm that the provider or facility that you have
selected is a Preferred Provider at the time vou receive services.
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PHARMACY BENEFIT MANAGER ¢ (Jennifer Wiseman at jwiseman@savrx.com)

Article 1.-DEFINITIONS, Section 1.3 is amended as follows:

Allowable Fee. “Allowable Fee” means the charge for a service or supply furnished
by a provider, which meets all of the following criteria: The charge is no more than
the charge the provider actually charges the individual and that the provider most
frequently makes to the majority of his or her patients for the service or supply. The

charge is equal to or less than the 9oth percentile rate established for the geographic
area by the Plan’s third party service. And finally, the charge is within reasonable
utilization limits, and is justifiable considering the circumstances involved.

With respect to individuals covered by Medicare, the term “Allowable Fee” is
further limited to the maximum amounts allowed by Medicare for participating and
non- participating Medicare Physicians.

A PPO provider’s Allowable Fee is the fee set forth in the agreement between the
provider and the PPO._The Plan may also separately negotiate with a provider or facility
to determine the Allowable Fee for a service or supply.

Notwithstanding the above, for covered prescription drugs obtained from a PPO or
non- PPO pharmacy, “Allowable Fee” means the pharmacy network price of the
prescription drug as determined by the Pharmacy Benefit Manager.

The Plan will not reimburse any charge for covered services, supplies, or
prescription drugs in excess of the “Allowable Fee”.

Article 1.-DEFINITIONS, Section 1.27 is amended as follows:

Hour of Work. “Hour of Work” means an hour of work for which a Contributing
Employer is required by Written Agreement to contribute to the Trust. The Plan
credits an Hour of Work only if the Trust timely receives the correct contribution for
such Hour of Work. Hours of Work are generally credited to the month in which they
were worked: however, where a pay period begins before or extends beyond the end of
a month, hours for that pay period will be credited according to the Contributing
Employer’s reasonable payroll and reporting practices. If the Plan is presented with
convincing proof an employer failed to make a required contribution, it will credit
the Participant with up to 120 Hours of Work in each of two months. Such credit
shall be made for the earliest delinquencies, and no more than once in a 12-month
period. However, credit without receipt of contributions is unavailable with respect
to reciprocal contributions. Section 2.01 describes crediting of Hours of Work upon
receipt of reciprocal contributions.
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New Section 3.2 h. is added to ARTICLE Ill. — ACCIDENT AND SICKNESS WEEKLY BENEFITS effective
November 1, 2022, as follows:

3.2 Exclusions. Accident and Sickness Weekly Benefits are not payable:

a. when the Active Employee is not under the care of a Physician;

b. when the Active Employee is receiving a benefit from any workers compensation
fund or insurance, or a pension or a disability pension benefit;

c. when the Active Employee is working or receiving remuneration for any other work
or service;

d. if the Injury or Illness is related to war or any act of war;

e. if the Illness or Injury arises out of or occurs in the course of employment or work

for wage or profit;

f. for any week when the Active Employee is eligible for benefits under the
Ironworker Management Progressive Action Cooperative Trust (“IMPACT”) Off-
the Job Accident Plan; and

g. when the Participant’s total disability is due in whole or in part to a possible or
probable future Illness, Injury, event or risk; and-

h. if the Illness or Injury arises out of commission or attempted commission of a
felony. an assault, or an illegal act or occupation, whether or not charges are filed
or a conviction results.

Article 4.4-ARRANGEMENTS WITH PREFERRED PROVIDER ORGANIZATIONS-is amended as follows
effective November 1, 2022:

The Plan has contracted with certain physicians and hospitals to charge no more than the Contracted or
Allowable Fee. See the contact information before Article I for the Preferred Provider Organization
(“PPO”) in your area. In general, if you visit a PPO provider, that is, a provider with whom the Plan has
a contract, the Plan is desmned so that you pay a lower percentage of the cos‘( of medical services and
suppliesye A cour-chars - 2550 £ wer._The following
gxceptions appm 0 the extent reqmred bV the No burprzses Act ( LAA ”021)

a. If vou have an emergency and get emergency services covered by the Plan from a
non-Preferred Provider, the most the non-Preferred Provider may bill vou is the
Plan’s PPO cost-sharing amount (such as Copays. Deductible and Coinsurance).
You can’t be balance billed for these emergency services. This includes services
you may get after vou’re in stable condition, unless vou give written consent and
give up vour protections not to be balance billed for these post-stabilization
services.

b. When you get services covered by the Plan from a PPO hospital or ambulatory
surgical center, certain providers there may be non-PPQO. In these cases, the most
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those providers may bill yvou is the Plan’s PPO cost-sharing amount. This applies
to emergency medicine, anesthesia, pathology. radiclogy, laboratory, neonatology.
assistant surgeon, hospitalist, or intensivist services. These providers can’t balance
bill vou and may not ask vou to give up yvour protections not to be balance billed.

It vou get other services covered by the Plan at a PPO hospital or other facility,

Non-PPO providers at that facility can’t balance bill vou unless vou give written
consent and give up vour protections. You’re never required to give up your
protections from balance billing. You also aren’t required to get care from a non-
PPO provider. You can choose a PPO hospital. physician or other provider.

If vou receive air ambulance services covered by the Plan. the most the air

ambulance may bill you is the Plan’s PPO cost-sharing amount. You can’t be
balance billed.

When balance billing isn’t allowed, vou also have the following protections for services

and supplies covered by the Plan:

° You are only responsible for paying vour share of the cost (like the Copays,
Coinsurance, and Deductible) that vou would pav if the non-Preferred
Provider were a Preferred Provider. The Plan will pay non-Preferred
Provider directly.

® The Plan will:

0 Cover emergency services without requiring vou to get approval in
advance (precertification).

0 Cover emergency services from non-Preferred Providers.

0 Base your share of the cost on what it would pay a Preferred
Provider or facility, and show that amount in your explanation of
benefits.

o) Count any amount vou pay for emergency services or out-of-
network services toward your PPO Deductible and out-of-pocket
maximum.

New Section 4.10 is added to Article IV-MEDICAL BENEFITS, as follows:

4.10  Continuity of Coverage. Beginning November 1, 2022. the Plan will provide “continuity

of coverage” in certain situations where a termination of a contractual arrangement changes

the PPO status of a provider or facility to non-PPO (except in the case of a termination of

the contract for failure to meet applicable quality standards or for fraud).

Specifically, if you are a “Continuing Care Patient,” vou will be notified of the contract

termination and your right to elect continued transitional care from the provider or facility:
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and, you will be allowed 90 days of transitional care from the provider or facility at PPQ
cost sharing to allow you time to transition to a new PPO provider or facility (provided vou
remain eligible for Plan coverage).

A Continuing Care Patient is an individual, who, with respect to a provider or facility, (1)
is_undergoing a course of treatment for an acute illness (serious enough to require
specialized medical treatment to avoid the reasonable possibility of death or permanent
harm) or chronic illness or condition (life-threatening, degenerative. potentially disablin
or congenital: and requires specialized medical care over a prolonged period of time); (2)
is undergoing a course of institutional or inpatient care from the provider or facility: (3) is
scheduled to undergo non-elective surgery from the provider. including receipt of
postoperative care from such provider or facility: (4) is pregnant or undergoing a course of
treatment for the pregnancy from the provider or facility; or (5) is or was determined to be
terminally ill (under Social Security Act § 1862(dd)(3)(A), a medical prognosis that the
individual’s life expectancy is six months or less) and is receiving treatment for such illness
from such provider or facility.

Article VI1.-VISION CARE BENEFITS, Section 7.1 is amended as follows:

7.1  Benefits. Benefits for vision care will be paid for each Participant and Dependent up to
the maximum amount in the following Schedule of Allowances, subject to Sections 7.03 and 7.04
and any other applicable limitations or restrictions. There are no deductibles, no copays, and no
coinsurance for vision care benefits._ You may decline vision care benefits by notifving the

Administrative Office. in writing, that you wish to opt out.

Article VII.-—DENTAL BENEFITS, Section 8.1 is amended as follows:

- 8.1  Benefits. IfaParticipant or Dependent receives dental care, the Fund will pay the expenses
incurred for covered dental services according to the Summary of Benefits chart at the beginning
of this booklet. Effective January 1, 2019, Members of Locals 24 and 24A are not eligible for
dental benefits. You may decline dental benefits by notifying the Administrative Office. in
writing, that you wish to opt out.

CLAIMS REVIEW PROCESS—Standard External Review Process for Denied Medical Benefit Claims is
amended as follows:

If your claim for Medical Benefits is denied in an Initial Determination or Appeal Decision and
you have exhausted the Plan’s internal appeal process or are not required to exhaust that process,
you may submit a request for external review of the denial but only ifthe denial involves 1) medical
judgment (including but not limited to requirements for medical necessity, appropriateness, health
care setting, level of care, or effectiveness of a covered benefit; or a determination that treatment
is experimental or investigational), as determined by the external reviewer (a denial, reduction,
termination, or a failure to provide payment for a benefit based on a determination that you fail to
meet the requirements for eligibility under the terms of the Plan is not eligible for external review);
or 2) a rescission of coverage, regardless whether the rescission has any effect on a benefit at that
time. Effective November 1, 2022. you may also submit a request for external review of the denial.
if the denial involves (1) whether precertification was improperly required for emergency services:
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Amendment 7 to the Ironworkers Intermountain Health and Welfare Plan and

Summary Plan Description dated November 1, 2016

WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the Ironworkers
Intermountain Health & Welfare Trust Article V Section 1(b) empowers the Trustees to amend the
Tronworkers Intermountain Health and Welfare Plan (“Plan”),

AND WHEREAS, the Trustees wish to amend the Plan;

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows:

Article IL. - ELIGIBILITY RULES FOR ACTIVE EMPLOYEES AND RETIREES,
Section 2.1 f. is amended, effective August 1, 2022 as follows:

X % %

*ekwk

Continuation of Eligibility While Disabled. Active Employees may make
written  application for disability continuation. Disability continuation is
available only if you are disabled from your own occupation. Application must
be made within 12 months of first becoming disabled. If the application is
granted, an Active Employee who becomes continuously disabled for more than
thirty (30) consecutive days will have Plan coverage without reduction of
hours from their hour bank. In other words, the hour bank will be frozen and
the entire program of health and welfare benefits will remain in effect for the
Active Employee and his/her Dependents. This extended coverage will continue
until the earlier of: (1) the la% day of the month in which the disability ends,
or (2) the last day of the 12" month in which the dlsablhty began, or (3) the
last day of the month in which the disabled employee is awarded a Social

Security benefit-er-applies-for-a-pension-benefit.

Article II. - ELIGIBILITY RULES FOR ACTIVE EMPLOYEES AND RETIREES,
Section 2.6(a) 7. is deleted, as follows:

*kk

L
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Adopted at a meeting of Trustees on February 6, 2023.
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Amendment 8 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description dated November 1, 2016

WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the Ironworkers
Intermountain Health & Welfare Trust Article V Section 1(b) empowers the Trustees to amend the
Ironworkers Intermountain Health and Welfare Plan (“Plan™);

WHEREAS, Article III Section 13 of the Trust empowers the Trustees to allocate their powers
and responsibilities to a committee of Trustees;

WHEREAS, at their February 2023 meeting the Trustees designated a committee to decide
whether to modify certain Plan benefits;

WHEREAS, the committee so designated did unanimously decide to modify Plan benefits
effective March 1, 2023; and

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows effective
March 1, 2023:

Section 9.01 is amended as follows:

9.01 General Health Plan Exclusions and Limitations.

Except as required by law, the Plan does not cover services or supplies rendered for or in
connection with any treatment directly or indirectly related to the following. The phrase “in
connection with” means any services, supplies which would not be necessary but for the
occurrence of the excluded type of service, treatment, supply, or accommodations.

q. dental services or supplies not covered under Article VIII. The medical plan does cover
dental treatment for accidental damage to sound natural teeth which have not been
extensively restored or become extensively decayed or diseased, if the damage results from
an accidental Injury and the charges are incurred within 6 months of the accident. In
addition, the medical plan does cover up to 10 dental implants in the following

circumstance: the Covered Individual has experienced at least 10 years of edentulism and full
dentures, made necessary by acid reflux; has severe bone loss in both the maxillary and
mandibular arches; has a considerable amount of sores from dentures and pain caused by denture
mobility and pressure on the inferior alveolar nerve bilaterally lying on top of the mandible
secondary to significant bone loss; and the dental implants are secondary to and received after
performance of and success is known with respect to bone grafts to treat the Covered
Individual’s significant class III skeletal relationship.
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Amendment 9 to the Ironworkers Intermountain Health and Welfare Plan and
Summary Plan Description dated November 1,2016

WHEREAS, the Third Restated Agreement and Declaration of Trust (“Trust”) of the Ironworkers
Intermountain Health & Welfare Trust Article V Section 1(b) empowers the Trustees to amend the
Ironworkers Intermountain Health and Welfare Plan (“Plan”); and

WHEREAS, the Trustees wish to clarify the Plan’s subrogation and reimbursement rules and the
Plan’s list of general exclusions and limitations.

NOW, THEREFORE, BE IT RESOLVED THAT the Plan is amended as follows:

Article IX. General Exclusions and Limitations, is amended as follows:

9.01 General Health Plan Exclusions and Limitations.

Except as required by law, the Plan does not cover services or supplies rendered for or
in connection with any treatment directly or indirectly related to the following. The
phrase “in connection with” means any services, supplies which would not be necessary
but for the occurrence of the excluded type of service, treatment, supply, or
accommodations.

r. Any-ireatments-services;or-supphies-te-diagnosise or treatment of-gender-dysphoria
{er-any—other—gender—identity—disorder); sexual addictions, sexual or psychosexual
identities-ox dysfunctions, sexual-deviatiensparaphilic disorders;-sexual-inadequacies;

transsexualism, or any other similar disorders or conditions of a sexual nature,

1nc1ud1ng any complications arising therefrom;regardless-ofthe-condition’s-origin..

qq charges payable under any other program, plan or insurance-Gaeluding-any-type-of
automebile-insurance); or —ehargesrecoverable from forwhieh-a third party isrespensible
for-paying (or that would be payable or recoverable but for coverage under this Plan),

except that the Plan may coordinate benefits as described in Article X. or advance payment
of expenses as described in Article XI.)-

bbb. charges pavable (or that would be payable in the absence of Plan coverage) by any
medical benefits, personal injury protection (PIP)., or similar coverage under any motor
vehicle, commercial liability, homeowner’s, or other insurance policy.
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Article XI, Plan’s Rights to Recovery, Subrogation and Reimbursement, is amended as
follows:

The Plan’s Subrogation and Reimbursement Rights

The Plan does not cover any health expenses for an Injury or Illness if the-expenses—are
recoverable-from-someone else (a “third party”) is responsible to pay the expenses or other
damages related to the Injury or Illness. If the Plan believes a third party is or may
be liable for an Imurv or Illness, Fthe Plan may refuse to pay any health expenses

. n-believes—are —the—¥e : - arty. Alternatively, the
Plan may advance payment of benefits while you pursue recovery of the health
expenses or other damages from a third party, subject to the Plan’s right to be fully
reimbursed out of any payment that a third party makes to you, your family members,
your attorney or to anyone else acting—en-your-behalf-in connection with the Injury or
Illness (a “third-party payment”). Third-party payments are assets of the Plan and
cannot be transferred or paid to you or any other person until the Plan has been fully
reimbursed. This is called the Plan’s right to reimbursement.

In addition, the Plan has the right to take your place in recovering payments directly
from the third party. The Plan’s right to do this is called its right of subrogation.

For instance, if you are injured in an automobile accident, the Plan is entitled to both
subrogation and reimbursement as follows:

. If your insurance company or the other driver’s insurance company is responsible
for making a payment to you because of the accident, the Plan has the right to
demand that the insurance company first pay the Plan directly fizst—for the
expenses covered by the Plan, before you get any excess amount.

o If you make a claim or file a lawsuit against the other driver and get any kind of
recovery, the Plan again has the right to be paid first, even if you don’t agree it
should. If you obtain any kind of payment before the Plan gets its share, you must
reimburse the Plan immediately.

Under its rights of subrogation, the Plan may make a claim or file a lawsuit for you,
or act oin your behalf in any claim or legal proceeding, and would be entitled to
reimbursement for court costs, expenses, and attorneys’ fees, in addition to the benefits
advanced by the Plan.

The Plan’s rights to subrogation and reimbursement also constitute a “constructive trust”
or “equitable lien” against any and all third-party payments made now or in the future,
regardless of how the payments are characterized. The Plan’s lien is in the full amount of
all the health expenses paid by the Plan in connection with the Illness or Injury, regardless
of when the expenses are paid or incurred (including, for example, expenses incurred
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after you receive a third-party payment). In the Plan’s sole discretion, the Plan’s lien
may also include interest on the amounts paid by the Plan from the time of payment
until the time the Plan is reimbursed. The Plan is not required to pay any fees to the
attorney you hire to pursue a third-party payment, or to reduce its lien for any costs or
attorney’s fees you incur or for any other reason.

The Plan’s rights to third-party payments. The Plan is entitled to full reimbursement
for all health expenses it pays relating to the Illness or Injury and has a “first dollar”
right of reimbursement. That is, the Plan has the right to be reimbursed first from the
total amount of any and all third-party payments, without reduction for any attorney’s
fees or costs that you may incur in pursuit of the recovery. The Plan has the right to

be reimbursed even if the third-party payments are not designated—as—payment for
medical or disability expenses. This includes, for example, the following payments:

e Any judgment, settlement, or other payment relating to the Illness or Injury, from
any whatever-source.

e Any payment made by your insurance or a third party’s insurance, including vehicle
insurance, no-fault automobile insurance, uninsured or under—insured motorist
coverage, business insurance, homeowner’s insurance, personal umbrella insurance,
or any other type-efinsurance or insurance-type coverage, or a payment made under
any workers’ compensation program.

e Payments designated as medical benefits, as disability payments, as compensation
for pain and suffering, as attorneys’ fees, as economic, non-economic, or punitive
damages, or as other specified or general damages. '

e Any partial payment made for any reason, even if you are not “made whole.” This
means that the Plan has the right to be repaid in full first, even if you do not
expect to receive full compensation for your damages from the third party.

Your notification and cooperation are required. By accepting benefits under the
Plan, you agree that the Plan has the rights of subrogation and reimbursement, and you
agree to promptly provide information and execute documents as requested by the

Administrative Office te-help-thePlan-enforee-theserights-and to take no action that may

prejudice the Plan’s rights.

You must notify the Administrative Office within 45 days of the date that you have an
Injury or Illness that might be the responsibility of a third party and when you or
your attorney gives notice to any third party that you intend to investigate or pursue a
claim to recover damages._You must also notify the third party of the Plan’s lien against

any recovery.

In—addition—tThe Administrative Office may require that, as a condition of the Plan
advancing further benefits relating to the Illness or Injury, you or your covered spouse
or other family members, as well as any attorney or authorized representative for you
or your covered spouse or other family members, sign a reimbursement agreement within
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45 days of request by the Administrative Office. This reimbursement agreement may:

(1) incorporate any or all of the rules of the Plan regarding the Plan’s rights to
subrogation and reimbursement,

(2) require that your attorney agree to honor the Plan’s lien on third-party payments
and that the Plan is not obligated to pay any portion of your attorney’s fees or costs, and/or
(3) contain any other terms necessary or appropriate to enforce the Plan’s rights or to
ensure that the contract will be enforceable in state or federal court, at the Plan’s
election.

Any benefits the Plan advances in absence of a signed reimbursement agreement will
nonetheless be fully subject to the Plan’s subrogation and reimbursement rights.

If you receive a third-party payment, you must promptly notify- the Plan and hold —the
total amount of the paymentin an escrow or trust account acceptable to the Plan (or,
if you are represented by an attorney, you must direct your attorney to hold such funds
in trust) until the Plan has been fully reimbursed for the current amount of its lien. You
must promptly reimburse the Plan in full, regardless of the manner in which the third-party
payment is structured. A third-party payment constitutes Plan assets under ERISA, to
the extent of the Plan’s lien. That means that you have a fiduciary responsibility to
protect the Plan’s lien and reimbursement rights.

If you or your attorney do not timely provide requested information, do not timely
sign the Plan’s reimbursement agreement, do not timely reimburse the Plan following
receipt of a third- party payment, or otherwise fail to cooperate, the Plan will stop
advancing benefits related to the Injury or Illness, and any expenses previously advanced
by the Plan will be considered an overpayment of Plan benefits. To recoup the
overpayment, the Plan may reverse (i.e., deny) payment of such -benefits, deny
coverage of your other benefit claims or the claims of your covered family members
(even if the claims do not relate to the Injury or Illness), and/or take legal action. You
will be responsible for all reasonable attorney’s fees and costs the Plan incurs due to your

failure to cooperate with the Plan. The Plan’s lien continues to apply to a third-party
payment regardless of whether the funds have been disbursed or commingled with other

funds. In addition, failure to reimburse the Plan may result in termination of Plan coverage
for you and vour family members.

More about subrogation and reimbursement.

e After you have received a third-party payment, the Plan may pay no further expenses
relating to the Illness or Injury, regardless of when the expenses are incurred. As
a condition of advancing payment of any further expenses, the Plan may require
that you continue to hold all or a portion of the total third-party payment in trust
for the purpose of reimbursing the Plan.

e The Plan’s subrogation and reimbursement rights (and your obligations related to
the Plan’s rights) also apply to: your covered spouse and other family members;
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your (or their) guardians or other representatives in the event of incapacity: and-te-your
(or their) estates, -personal representatives of estates, and beneficiaries or heirs in the
event of death; and, if the covered spouse or family member is a minor, to the minor’s
parents, guardians, or other representatives. Any recovery they obtain that relates to or
arises out of an Illness or Injury for which the Plan has paid health expenses ( including
for example, a recovery for wrongful death) is a third-party payment that is subiect to
the Plan’s reimbursement rights. In the case of a wroneful death or survival claim, no
allocation of a third-party payment shall be valid if it does not fully reimburse the Plan
for its lien, unless the Plan provides written consent to the allocation.

If disbursements from a third-party payment are subject to approval by a probate or

other court, you must take all reasonable action to obtain court approval of full
reimbursement of the Plan’s lien. The Plan’s lien is not affected by any allocation or
similar court order that is inconsistent with the Plan’s reimbursement rights.

If you violate the Plan’s subrogation and reimbursement rights, Plan coverage for you

and your family members may be terminated.
If you file a petition for bankruptcy. you acknowledge that the Plan’s lien existed prior

to the creation of the bankruptcy estate.
If requested by the Plan, you will instruct the third party to reimburse the Plan’s lien

via a check made payable and mailed directly to the Plan, or via a joint check made
payable to you and the Plan, at the Plan’s option.

The Plan’s subrogation and reimbursement rights apply even if you receive a third-
party payment before the Plan has paid any health expenses relating to the Injury or
Illness. In that case, you are responsible to use the third-party payment to pay the health
expenses.

Where the Plan advances benefits related to an Illness or Injury, it pays secondary
to any other insurance coverage (for example, personal injury protection (PIP),
medical payments, speeifieloss;-or homeowner’s insurance). Charges that are payable
by such other coverage, or that would be payable in the absence of Plan coverage, are
not covered by the Plan. The Plan will pay secondary even if benefits under such other
coverage are paid directly to you instead of your health care providers, or if you choose
to use the benefits for a purpose other than payment of health expenses.

The Administrative Office’s determination of whether a health expense is related- to
the Illness or Injury controls. For purposes of the Plan’s subrogation and
reimbursement rights, an “Illness” also includes a disability. A health expense will
not be removed from the Plan’s lien if you treated the expense as related to the Injury
or Illness while pursuing a third-party payment, or if you released a third party from
liability for the health expense (or related treatment) in connection with obtaining a
third-party payment.

The Plan is an employee welfare benefit plan governed by ERISA. The- Plan’s -medical
benefits are self-funded.

The Plan may reject a reimbursement agreement that has been signed on your behalf
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pursuant to a power of attorney. unless you are incapacitated, legally incompetent, or
on military leave, and the power of attorney is valid under applicable state law.

The Plan’s rights of subrogation and reimbursement are not affected in any way by
claims that you must be made whole, or that a “common fund” or any other
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