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Preface

The Board of Trustees of the Iron Workers’ Healtmé& of Eastern Michigan (Fund) defines its health
care plan by the official Iron Workers’ Health FuoflEastern Michigan Benefit Plan document (Plan).
This document is the summary plan description (“3RiDthe Plan. It is a summary of the officialaRl
document.

» The Fund is a health care plan intended to be miagd for the exclusive benefit of employees
and maintained on an indefinite basis. It is idtwh that the Plan will serve to describe the
benefits of the Fund. It is also intended thatPten will conform to the requirements found in
the Employee Retirement Income Security Act of 1G#RISA), as amended from time to time,
as it applies to employee welfare benefit plarfsanly portion of the Plan now, or in the future,
conflicts with ERISA or applicable federal reguteis, ERISA and/or such regulations will
govern. If any portion of this SPD conflicts with the official Plan document, the Plan will
control.

» Although the Trustees expect and intend to continuéhe Fund indefinitely, they reserve the
right to change or terminate the Fund at any time ad for any reason, for any group or
class of Participants as well as for all Participars. Correspondingly, the Trustees may
change the level of benefits provided, eliminate aentire category of benefits, or change
self-payment requirements at any time and/or for ag reason. THERE ARE NO VESTED
BENEFITS UNDER THIS PLAN.

» Eligibility for benefits and payment of benefiteaubject to all terms, provisions and limitations
stated on the following pages and in the Plan.



TABLE OF CONTENTS

ARTICLE 1 - DEFINITIONS ...ttt e 1
ARTICLE 2 - ELIGIBILITY .ottt 3
2.1 Eligibility Requirements for Active Employees.........ccccccvvveeeeeeiiiiiininn, 3
2.2 Initial Eligibility for Active EMPIOYEES ........ccooveviviiiiiiiiieiccccviirviee e, 4
2.3 Continuing Elgibility ...........uvuiiiiimmmmeeieeeeeeeee e cccse e e e eeeess 5
2.4 Self-Payment for Active Participants ......cccccccceeeeeieinn e, 5
2.5 Eligibility and Coverage for Active ParticigaiWorking
Outside Jurisdiction of Local NO. 25 oo 6
2.6 Absence Due to Military DULY .......ccoovcemreiee e 6
2.7 Self-Payments for Disabled Participants...........cccccececvviiiiieieeeieieineenn. 6
2.8 REUIMEES ooiiiei e et e e 7
2.9 Self-Payment for SUrviving SPOUSE .....ccceeeeiiiiiiiiiiiiiiiiieeeiee e 9
2.10 DePeNENt COVEIAGE .......uuvuvrreeessmmmmmmmm s seseeeeeaeaseasasassssssssnsssssssssnsens 9
2.11 Termination Of COVEIAQgE ........ueueeeiiccccceeeeeeeeesenrnrerrrrreereeeeeeeeaaanee s 11
ARTICLE 3 - BENEFITS ...ttt ettt e e e 11
3.1 Death and Accidental Death and Dismemberment..............c.ccccceeeeene 11
3.2 BUral BENETit ......eiiiiiiiiiiii e 12
3.3 Loss of Time Benefits (Weekly Disability) cuee..vvvveeeeeeiiviiiiieiis 13
3.4 Medical COVEIAQE .....ccooeiiii i emmeeeee e e e e e e e e 14
G ) LY=o Lo | PP 14
(b) Exclusions and Limitations .......eeeeeeeeeeeereeeeeeeeeeenneeessiiecnennieee 14
(c) Medicare Eligibility and COVErage w.eee.ccooeveeeeeeeeiiieiii e 18
3.5 Prescription Drug Benefit ..........cooiceeemmeiiiiiiiieeeeee e 19
3.6 Dental BENEFIS .....ccoiiiiiiiie e 20
3.7 ViSiON BENETILS ...oeeiiieeiiieieee et 22
3.8 Retiree Benefit OPtioNS .........uuiiiiiiiiieeiiee v ee s 22
ARTICLE 4 - COORDINATION OF BENEFITS ..ot 22
ARTICLE 5 - THIRD PARTY LIABILITY oottt 24
LT AU T o F- L1 o] o USRS 24
5.2 Workers' COmMPENSALiON .......cccccuuuiieeeeee e e e e e ee et reeree e e e e e eeeeeneans 26
ARTICLE 6 - RECIPROCITY ..iiiiiiiiiiiiiiee ittt 26
ARTICLE 7 - INTERNAL CLAIMS AND APPEALS PROCESS. ........cccccceeeniieen. 26
ARTICLE 8 - EXTERNAL REVIEW PROCESS .......ooimee e 32
ARTICLE 9 - COBRA ... e eeemee e e 36
ARTICLE 10 - QUALIFIED MEDICAL SUPPORT ORDER ..ceeiiiiiiiiieeeiiien, 40

ARTICLE 11 - FMLA Lottt 41



ARTICLE 12 - HIPAA PLAN SPONSOR PROVISIONS ..o 41

ARTICLE 13 - INTERPRETATION OF PLAN DOCUMENTS .cceiiiieiiiiiieeee e 41
ARTICLE 14 - CHANGES TO OR TERMINATION OF COVERAGE..................... 41
ARTICLE 15 - RESCISSION OF COVERAGE ... 14
ARTICLE 16 - REVERSION ....cooiiiiiiiiii ettt memnne e 42
ARTICLE 17 - OTHER PROVISIONS .....cooiiiiiiiiimiieeeeeeee e 42



ARTICLE 1 — DEFINITIONS

As used in this document, the following words agéireed as follows:

Active Employeemeans a Journeyman, Apprentice, Union Employeerépgigzeship Fund Employee,
Fund Office Employee, or other person on whose wtican Employer has made Contributions to the
Fund or who is eligible for benefits as providedienthe eligibility rules of the Fund.

Active Participant means an Active Employee entitled to coverage utideFund.
Apprenticeship Fund means the Iron Workers’ Apprenticeship Fund of &asMichigan.

Apprenticeship Fund Employeemeans an instructor or other employee of the Agjreship Fund on
whose behalf the Apprenticeship Fund makes Coritdbsi to the Fund.

Association means the Great Lakes Fabricators and Erectorsciasi®m, Inc., the Associated General
Contractors of America, Detroit Chapter, Inc., ichigan Conveyer Manufactures Association, Inc.,
the Resteel Contractors Association, Inc., andsaicgessors to these entities.

Bank means the total cumulative Credited Employer Cbatibns made to the Fund on behalf of a
Participant subject to any maximum plan limit oclsamounts.

Beneficiary is the person(s) designated as such in the FufideOQfecords in accordance with the
Participant's election. Any change in Beneficiaryst be made by changing the election form in the
Fund Office. This may be done at any time, withtlieé consent of any previously designated
Beneficiary. Any change in Beneficiary shall nake effect until the request for the change isivece

by the Fund Office. Any other documents purporttogchange the beneficiary, such as divorce or
separation orders, shall not be considered in ihirtérg a Participant’'s Beneficiary. If no Beneéfigy is
named or if the designated Beneficiary predecedisesParticipant, Beneficiary shall mean in the
following order: (1) Spouse; (2) Children; (3) Ratse (4) Brothers and Sisters; and (5) Estate.

Children or Child means a person who qualifies under (a), (b), obé&w:

€) Any person up until the first of the month éelling the month in which he/she turns age
26 and either:

(1) is a Participant’'s natural child or adoptedd;hi
(2) has been placed with a Participant for adoption
) is a Participant’s step-child, which meansahitd of the Participant's Spouse.

(b) A person who would qualify as a “child” undearpgraph (a) but for the age limitations,
who by reason of mental or physical handicap iapable of sustaining employment and
the Participant has submitted proof of such toRhed Office prior to December 31 of
the year in which the child would otherwise ceasbé a dependent under the terms of
this Plan.

(© An alternate recipient under a Qualified Medichild Support Order of a Participant.
1
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Children under the guardianship of the Participamil foster children are not included in the
definition of Children and are not covered by thanP

Collective Bargaining Agreement means any contract entered into between the Unimh the
Association or any Employer under which the Empidyes agreed to contribute to the Fund.

Contributions means payments made or required to be made touhe Iy an Employer as required
under a Collective Bargaining Agreement or otheittem agreement satisfying the requirements of the
National Labor Relations Act. Contributions becovested Plan assets at the time they become due and
owing to the Fund. An Employer shall have no righite or interest in the Contributions owing to o
made to the Fund.

Credited Employer Contributions means the actual Contributions received and crbdite a
Participant’s Bank for purposes of determiningibligy for coverage and benefits.

Co-paymentmeans the amount of the claim for which the Cov&eson is responsible.

Covered Personmeans a Participant and Dependent, unless othleemidcated in any section of this
Plan explaining a particular benefit.

Dependentsmean Participant’s Spouse and Children, if any.

Disability means a physical or mental condition resultingnftan injury or illness, which in the opinion
of a physician satisfactory to the Trustees, prevarperson from engaging in any regular occupation
employment for remuneration or profit as an irorkeor and which requires the regular care and
attendance of a legally qualified physician or sarg provided, that no person shall be deemedue aa
Disability if such incapacity was contracted, stéfé or incurred while he was engaged in an illegal
activity or from service in the Armed Forces of aoyuntry.

Employer means:

€) a member of the Association who is bound by tdrens of a Collective Bargaining
Agreement between the Union and the Associationgke Contributions to the Fund;

(b) any other employer engaged in work coming withie jurisdiction of the Union who is
obliged, by a Collective Bargaining Agreement drestwritten agreement satisfying the
requirements of the National Labor Relations Agtiake Contributions to the Fund;

(©) the Union to the extent, and solely to the mixt¢hat it acts in the capacity of an
employer of its business agents or other employeeswhose behalf it makes
Contributions to the Fund; and

(d) the Board of Trustees, to the extent and sdtethe extent that it acts in the capacity of
an employer of administrative employees on whos$alb&ontributions are made to the
Fund.

Fund Office means the administration office located at 25183 X Drive, Novi, Michigan 48375;

mailing address is P.O. Box 8006, Novi, Ml 4837®®&0telephone number (248) 347-3100 or 1-800-
2
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572-8553.
Fund or Health Fund means the Iron Workers’ Health Fund of Eastern g&h.

Journeyman/Journeymen means persons designated as such pursuant torthe t a Collective
Bargaining Agreement.

Owner-Member means any person who performs work covered by &E€ise Bargaining Agreement
who has a financial interest in an Employer, dicindirect, whether or not that interest shalldsesole
proprietor, partner, shareholder or similar finahdnterest. An eligible Owner-Member is entitled
benefits as an Active Participant unless othersitdorth in this Plan.

Participant means an Active Employee or Covered Retiree edtitecoverage under the Fund.

Plan or Plan Documentmeans this document, i.e. the Iron Workers’ Hekliihd of Eastern Michigan
Benefit Plan.

Plan Administrator means the Trustees of the Fund.

Plan Year means the fiscal period that begins on May 1st gaen and ends on April 30th of the
following year.

Retiree or Covered Retireemeans a person who has been granted an early, Inomdgsability pension
by Iron Workers’ Local No. 25 Pension Fund andtitito coverage under the Fund.

Spousemeans the Participant’s legal spouse.

Surviving Spousemeans that person who was married to the Participathe date of the Participant’s
death.

Trusteesmeans the Trustees of the Iron Workers' Health Fafrieiastern Michigan.

Union means Iron Workers Local No. 25 of the InternatioAasociation of Bridge, Structural,
Ornamental and Reinforcing Iron Workers, AFL-CIO.

Union Employee means a business agent or other employee of thenlomi whose behalf the Union
makes Contributions to the Fund.

ARTICLE 2 - ELIGIBILITY

2.1 Eligibility Requirements for Active Employees

Eligibility shall be based upon a "Bank System" qoised of the Active Employees’ Credited
Employer Contributions. The cost of coverage shalldeducted from the Active Employee’s
Bank in an amount determined periodically by thestees. The "Bank System" shall operate as
follows:

(@) Periodically, the Trustees will determine irithsole discretion the monthly benefit cost
per Active Participant. This monthly benefit cebtill be computed to include the cost of
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(b)

()

(d)

(e)

(f)

(@)

all benefits provided by the Fund, administratixpaenses, and retiree benefits subsidy (if
any).

For Owner-Members, monthly contributions mustrade in an amount equal to the
greater of: (i) 160 hours of work or (ii) the adtnamber of hours worked, at the current
Journeyman's rate. No contributions will be owed&oy month in which no work was
performed, provided that the Owner-Member has iedtifhe Trustees seven days before
the first of each month that no work will be perfad.

A record of each Participant's Credited Emplo@entributions as received from the
Employer(s) will be kept by the Trustees.

All Credited Employer Contributions receivedllwbe added together to form the
Participant's Bank.

The Trustees will deduct the monthly benefistcioom the Participant's Bank for each
month's eligibility.

A Participant’'s Bank will be limited to 12 tirsethe current monthly benefit cost. When
a Participant’'s Bank reaches the maximum limit, additional Credited Contributions
will be placed in the general assets of the Fund.

Notwithstanding, any Participant whose Bank exse2dl but is less than 48 times the
current monthly benefit cost as of May 1, 2001exceeds 12 but is less than 24 times
the current monthly cost as of September 1, 2086, contributions shall not revert to
the general assets of the Fund. However, as thiéciPant draws on these excess
contributions he will not be permitted to replabert.

When an Employer declares Chapter 7 or Chapferbankruptcy, has manpower
withdrawn by the Union, or where lien proceedingseéhbeen instituted by legal counsel,
the Participants involved will be credited with thentributions due the Fund for the
month in which the delinquency occurs, plus theviptes month’s delinquency, if any.

The applicable contributions will be credited basedthe employer report (if received),
pay stubs, and/or audit.

2.2 Initial Eligibility for Active Employees

An Active Employee will become an Active Participand be eligible for benefits under the
Fund the first day of the third month following thenth in which his Bank is equal to or greater
than 3 times the required monthly benefit cost.

The chart below illustrates the relationship betweeredited Employer Contributions and
eligibility:

4
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Credited Employer

Contributions for Provide Eligibility
Work Month of: for Month of:

May August
June September
July October
August November
September December
October January
November February
December March
January April
February May
March June
April July

With Trustee approval, this section may be waiwedrant immediate coverage for any employee
organized by the Union.

2.3 Continuing Eligibility

A Participant will remain eligible for benefits piided his Bank is equal to or greater than his
required monthly benefit charge. Notwithstandiifigyn Active Participant becomes and remains
ineligible for 12 or more consecutive months, heshaatisfy the initial eligibility requirements
for Active Participants before again becoming éligifor benefits.

2.4 Self-Payment for Active Participants

When a Participant’'s Bank is not sufficient to miet monthly benefit cost the Participant will
be billed by the Fund Office for the differencevketn what he has in his Bank and the current
monthly cost.

Any Active Participant shall be allowed to make @secutive self-payments to the Fund to
maintain his eligibility provided he is not workinfpr a non-contributing employer in the
industry. If verification by an area Union busineggent is received that the Participant is actively
seeking employment in the jurisdiction of the Unidwe will be allowed to make 3 additional
regular self-payments. If no verification is givbey a union business agent, or if the maximum
time allowed for self-payment is exhausted, thdi€@pant shall be offered COBRA.

When a request for a self-payment is issued andPénicipant elects not to make the required
self-payment, his coverage will terminate. Any ne@nstanding to his credit will remain in his
Bank for 12 months and thereafter revert to theegdrassets of the Fund.

No Owner-Member shall be entitled to maintain dliifly by way of self-payment. Once an
Owner-Member's Bank is not sufficient to meet thenthly benefit cost, he will be offered
COBRA.

A Retiree who returns to work cannot make self-payts to maintain coverage.
5
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2.5

2.6

2.7

Eligibility and Coverage for Active Participants Working Outside the Jurisdiction of Local
No. 25

If the Active Participant becomes employed as amviorker outside the jurisdiction of the
Union, and becomes eligible for health and welfzggefits under another Ironworker health and
welfare plan, he may elect to freeze his Bank ansligpend his self-payment status. The Active
Participant who elects coverage under another lookey health and welfare plan must provide
the Plan Administrator confirmation in writing frothe other plan as to his date of eligibility in
the other plan. The Active Participant's Bank witit be frozen nor will his self-payment status
be suspended until such confirmation is receivethbyPlan Administrator.

The Active Participant may resume coverage under Rlen either by resuming self-payment
status, if eligible, or by directing the Plan Adhistrator to commence deductions from his Bank
to cover the current monthly benefit costs. Prioreinstatement of coverage and eligibility under
this Plan, the Active Participant must provide Blan Administrator with a copy of the other
Ironworker plan. The Active Participant will be p@tted to reinstate his eligibility in the month
following the last month he was eligible in the eattronworker plan.

Absence Due to Military Duty

If coverage under the Plan is terminating due tbtany service, the Participant may elect to
continue the health plan coverage under the Planddo 24 months after the absence begins, or
for the period of military service, if shorter. TRarticipant must notify the Fund Office as soon
as he volunteers for or is called to active dufithe maximum premium that will be charged is
102% of the full premium for the coverage. Howevtthe military service is for 30 or fewer
days, the maximum premium will be the self-payn@mbunt.

Upon termination for military duty, a Participang$igibility shall be frozen, with reinstatement
under that same status upon his discharge frommifitary. Exclusions and waiting periods will
not be imposed upon re-employment provided covenaméd have been afforded had the person
not been absent for military service, unless tlageedisabilities that the Veterans Administration
determines to be service related. For these bertefipply, however, the period of service must
be less than five years and a Participant mustretn work as an iron worker under the
Collective Bargaining Agreement within the followitime frames:

» For uniformed service of less than 31 days, bynésd work day after the end of service plus eight
hours, or as soon as possible after the end diti-hour period if reporting earlier is impossibl
through no fault of the Participant.

» For service of more than 30 days but less thandb§%, within 14 days of completing the service,
or the next full calendar day if returning earligeimpossible through no fault of the Participant.

» For service of more than 180 days, within 90 ddtexr @ompletion of the service.

Self-Payments for Disabled Participants

An Active Participant who becomes Disabled whilgible to participate in the Fund shall be
permitted to continue his eligibility at a reduaadnthly benefit cost. This reduced rate remains
in effect for 24 months. At the end of this 24 moperiod, the self-payment rate for a Disabled
Participant is the same as the cost for an Actigdidtpant, i.e. the amount deducted from an
Active Participant’s Bank.
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Notwithstanding the foregoing, coverage under $higtion is subject to the following:

(@)

(b)

()

(d)

(e)

To be eligible for the reduced monthly benefiist, the Participant must have been
eligible for 12 consecutive months, including thentn in which Disability occurs, prior
to becoming Disabled. In addition, an Active Paptnt must be disabled on the first of
the month in for which the reduced benefit cosepuested and the Disability must have
lasted for at least 2 weeks. The reduced monthhefit cost shall be determined by the
Trustees in their sole discretion.

The reduced monthly benefit cost will be deddctrom the disabled Participant's Bank
until his Bank is insufficient to cover the montligduced benefit cost.

When a Disabled Participant's Bank is insuéfitito cover the monthly reduced benefit
cost, the Disabled Participant will be requiredrtake monthly self-payments in order to
continue his eligibility.

The Disabled Participant may continue his bllgy while disabled for a maximum of 24
consecutive months. In no event shall the DisaBladicipant's reduced benefit cost and
required monthly self-payments, or any combinatibereof, exceed 24 months in
duration. Thereafter, the Disabled Participant Ishal required to meet the monthly
benefit cost for an Active Participant in ordentaintain his eligibility.

Disabled Participants who request that thewecage under the Fund be cancelled
because they have returned to work on a full ot-frae basis and now have coverage
through their current employer shall not be allowedeinstate their coverage under the
Fund.

The Trustees may request written medical verifizato substantiate the Participant's Disability,
or request that a Disabled Participant submit tdNBE, at any time. Failure to furnish such
evidence or submit to an IME upon request will esuthe forfeiture of eligibility under this
section.

2.8 Retirees

(@)

Eligibility

When an Active Participant is approved for a Nornialrly, Special Retirement Benefit
or a Disability Benefit from the Iron Workers' Ldddo. 25 Pension Fund (as those terms
are defined in that plan), he will become a Retineder the Fund.

So long as there is a balance of Credited Empl@gstributions in his Bank, the Fund
will deduct the appropriate monthly benefit costda Active Participant to continue his
eligibility. Beginning with the first of the montfor which such Bank is completely
depleted, a Retiree will have to make a self-paynh@maintain coverage in an amount
determined by the Trustees from time to time.

A Retiree is not eligible for coverage unless he/sbnsents to have such self-payment
automatically deducted from his monthly pensioncghigom the Iron Workers’ Local
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No. 25 Pension Fund.
(b) Other Coverage

If after becoming a Retiree, the Retiree desivesancel coverage because he wishes to
be covered under his Spouse's insurance or hasedttio work on a full or part-time
basis and now has coverage through his employemus notify the Fund Office in
writing of such intent. At that time, the Fund widllow the Retiree to terminate his
coverage under the Fund; however, if at some fullate the Retiree wishes to resume
his coverage, he must provide the Fund Office vatlwritten statement requesting
reinstatement of coverage, accompanied by prooftieér health coverage since date of
retirement. (The other coverage may be any groupndividual health coverage.
Medicare does not qualify as other coverage fopgses of this section.)

Coverage under the Plan will be reinstated thet fif the month following a 90 day
waiting period which begins the date the writtequest for reinstatement is received.
During such 90 days, the Retiree must continue aintain the other health coverage
referenced above.

If the Retiree wishes to terminate his coveragairagt some time in the future, he will
not be permitted to resume coverage a second time.

(© Special Election Period

A Retiree may cancel coverage under the Plan bedaubas other health coverage. The
other coverage may be any group or individual heativerage. Medicare does not
qgualify as other coverage for purposes of thisisect The Retiree will thereafter be
allowed to reinstate coverage under the Plan drdyviritten request for reinstatement,
and proof of health coverage since he cancelled &aerage, is received by the Fund
Office on or before December 20, 2013. Coveragieuthe Plan will be reinstated the
first of the month following a 90 day waiting petiavhich begins the date the written
request for reinstatement is received. Reinstatenfecoverage under this provision will
be allowed one time only.

(d)  COBRA

In lieu of Retiree coverage, at the time of retiemt a Retiree and his eligible Dependents
shall be offered COBRA continuation coverage whiifhselected, shall exclusively
govern the terms and conditions of coverage. iBhisone-time election which cannot be
changed or rescinded.

(e) Continued Eligibility for Retirees Who Return to Work

When a Retiree returns to work, he becomes eliddsléctive Participant benefits when
he satisfies the initial eligibility requirements fan Active Participant. Prior to satisfying
the initial eligibility requirements for an ActivParticipant, the working Retiree will
continue to make Retiree self-payments to the Ramdntinue his Retiree coverage.
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2.9

2.10

Once a working Retiree satisfies the initial elilifp requirements for an Active
Participant, he is eligible for benefits providem Active Participants, subject to the
following:

€) A Retiree who returns to work will maintain gghility via his Bank, like an
Active Participant. However, if his Bank is notffizient to cover the current
Active Participant monthly benefit cost, he will bequired to make a Retiree
self-payment to maintain coverage for any such mont

(b) A Retiree who returns to work is only eligifler loss of time benefits under
section 3.3 if: (1) his Disability began duringetheriod of time he returned to
work, and (2) he was eligible for Active Participerenefits in the month in
which the injury occurred based on the prior manttontributions.

(© A Retiree who returns to work is only entiteddeath benefits under section 3.1
for Active Participants provided:

(@) The Retiree notifies the Fund Office (priorhie return to work) that he
will be returning to work;

(b) The Retiree forfeits his pension benefit frone tron Workers’ Local
No. 25 Pension Fund as a result of his return tkyand

(©) The Retiree maintains his coverage under thalthld-und through his
Bank.

Self-Payment for Surviving Spouse

When a Participant dies, the eligibility of his eoe#d Dependents shall continue so long as their
eligibility would have continued had the Participaiot died based on the balance of Credited
Employer Contributions in the deceased Participd3ank.

Thereafter, upon payment of the required monthlfypseyment, Surviving Spouses and Children
continue to be covered under the Fund, providey Were covered under the Fund prior to the
date of the Participant’s death.

If a Surviving Spouse is receiving benefits frome thon Workers' Local No. 25 Pension Fund,

she must elect to have the self-payment deducted $uch pension benefit to continue coverage
as a Surviving Spouse. If a Surviving Spouse glaot to continue coverage by self-payment,
she must notify the Fund Office in writing, andsie# will thereafter be offered COBRA.

If upon the death of a Participant, a Surviving @&moelects not to continue coverage under this
section, COBRA applies to the extent required by la

Dependent Coverage

(a) Dependents are eligible for coverage underFilned when the Participant upon whom
they are dependent is eligible and the Particifpeast completed and submitted to the
Fund Office a completed enroliment card for suclpéelents.

9
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(b) A new enrollment card must be submitted toRbad Office for each new Dependent. A
Participant must notify the Fund Office within 34yd of the date the Participant acquires
a new Dependent family member - such as throughriaga; birth, placement for
adoption, or adoption - to establish Dependentiame This time period applies to both
Active Participants and Retirees who enroll theimily members. Coverage for a
Spouse shall be effective as of the date of mariagCoverage for a new Child shall be
effective the date of birth, adoption, or placemémt adoption, or the date such
individual qualifies as a Child under Article 1thfe Plan. If a Dependent is not timely
enrolled under this section, he/she will not beedblenroll until the next open enroliment
period, as set forth below in (c).

(©) During the open enroliment period from April30; Participants will have the
opportunity to enroll eligible Dependents who weat previously enrolled.

If during open enroliment the Participant statesviiting that the reason for declining

coverage for a Dependent is because such Depehdgr@ther Coverage (as defined in
this section), then if the Other Coverage involdhtderminates during the Plan Year,

the Dependent may enroll in the Plan the firshefinonth following the date a request to
enroll is received, provided this request is maitbim 30 days of such termination. For
purposes of this section:

(1) Coverage involuntarily terminates when:

® The other coverage was COBRA coverage andsitdeen exhausted; or

(i) The Other Coverage was non-COBRA coverage #@ndas been
terminated as a result of loss of eligibility fbetcoverage (including due
to legal separation, divorce, death, terminatioeraployment, reduction
in the number of hours of employment, terminatidntlee plan for
similarly situated individuals, cessation of depamtdstatus, or employer
contributions toward such coverage were terminatedi the Dependent
Child had no control over such termination of cimttions).

(2) “Other Coverage” is coverage under a grouptheplan or health insurance
coverage, not including accident or disability ophlicies, coverage issued as a
supplement to liability insurance, liability insmee, workers compensation or
similar insurance, automobile medical payment iasae, credit only insurance,
coverage for on-site medical clinics, or other fminsurance under which
benefits for medical care are secondary or incaldntother insurance benefits.

(d) A Patrticipant may voluntarily terminate his [2eglent’s coverage.

() If proof of Other Coverage is provided for sublependent at the time of
voluntary termination of coverage, the Participa#it be permitted to reenroll
the Dependent within 30 days of the loss of sudte©Coverage.

2 If no proof of Other Coverage is provided a thme of voluntary termination of
coverage, or if reenrollment is not requested witBd days of the loss of such
Other Coverage, such Dependent will be permittegéaroll no sooner than the
next open enroliment.
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2.11

3.1

(e)

(f)

3) To reenroll a Dependent, a new enrollment gawdst be completed and the
Dependent must meet the eligibility requirementdfependent coverage.

Notwithstanding the foregoing, a Dependent of drBetmay only be reenrolled if he/she
provides proof of continuous coverage from the daigerage terminated. If such
Dependent’'s Fund coverage under the Fund terminatgsn, he/she will not be
permitted to reenroll. Voluntary termination ofveosage is not a COBRA qualifying
event.

In the event of the death of a Participantepdé&hdent Child who is not the dependent of
a Surviving Spouse of the Participant may contiomerage until the Participant’s Bank
is exhausted (at the monthly cost charged Activeiddaants) and thereafter elect to
continue coverage either:

() Under COBRA, as set forth in Article 9; or

(2) By self-paying at the monthly rate charged twvi&ing Spouses until the earlier
of: (a) the month in which such self-payments @aoe timely received by the
Fund Office, or (b) first of the month followingeghmonth the Dependent Child
reaches age 26.

If coverage is not timely elected under either amtit cannot thereafter be elected. Once
elected, when coverage terminates under eitheprmpticannot be reinstated.

Personal data on each Participant and Dependeall be maintained by the Plan
Administrator. The following data shall be requiredarriage license, birth certificates,
adoption papers, divorce decree, Social Securitpbau, and any other documents to
show actual dependency. Appropriate forms shallubgished upon request in order to
change or correct the Fund's information and datards. A Participant must notify the
Fund Office, in writing, of any change of address.

Termination of Coverage

The coverage for benefits provided by this Plaadldbrminate the earlier of:

(a)
(b)

On the date the Plan is terminated; or
On the date the Covered Person ceases todiklelior coverage under the terms of the
Plan.

ARTICLE 3 - BENEFITS

Death and Accidental Death and Dismemberment

(@)

Active Participants

A fully insured Death benefit in the amount of $)@ and an Accidental Death and
Dismemberment benefit in the amount of $100,000pa0eided for Active Participants.
This benefit is fully insured under a life insuranpolicy issued by United Mutual of
Omaha Life Insurance Company, Mutual of Omaha Rl@maaha, Nebraska, 68175, 1-
800-775-8805. Further information, including liatibns and exclusions to coverage and

11

In the event of a conflict between this SPD and thelan document, which may contain additional limitaions
and exclusions, the plan document controls. The gh document is available without charge at the Fund
Office (248) 347-3100 or (800) 572-8553.



beneficiary designations, is set forth in the lifsurance policy which is available upon
request at the Fund Office. In the event of asgmipancy between any terms of this
Plan and the insurance policy, the terms of therarsce policy control.

(b) Retirees
A self-insured death benefit in the amount of $8,09 payable to a Retiree upon the
death of his/her Spouse. A copy of the Death fimate of the Spouse of an eligible
Covered Retiree must be presented to the FundeOfficpayment of this benefit. The
death benefit is payable ONLY to the surviving QeeeRetireelf the Covered Retiree
predeceases his Spouse, no benefit is payable.

3.2 Burial Benefit

@) Active Participants
A self-insured burial benefit is payable upon teath of an Active Participant or an
Active Participant’s Spouse in the amount of $5,000

Notwithstanding, the benefit will be paid even ifgibility is lost in the following
circumstances:

(2) an individual who loses coverage as an Actiagti€ipant because he becomes
employed by the International Association of Brid§&uctural, Ornamental, and
Reinforcing Iron Workers of America, AFL-CIO, a hiling or construction
trades council, a metal trades council, a centtadd union, a state federation of
labor, state or federal department of labor, the eAcan Federation of
Labor-Congress or Industrial Organization or any itsf departments, shall
continue to be eligible for the Burial Benefit smdj as he remains employed in
such capacity; or

2 an individual who dies as a result of on-thie-jigjuries suffered when he was an
Active Participant, even though he/she was notl#éaat the time of death; or

3 upon the death of an Active Employee who waseligible for benefits at the
time of his death, provided he was eligible for &fa in at least one month out
of the three month period immediately prior to desth.

The Fund will pay for burial expenses upon receipproper notification of death. The
Fund will pay the burial expenses directly or te thdividual who paid such expenses
upon receipt of paid bills. If the burial expenses less than $5,000, the difference will
be paid to the Participant's Beneficiary or in ttase of the death of a Participant’s
Spouse, the difference will be paid to the Partioip Before the Fund pays such
difference, it must be satisfied that all burigberses have been incurred and paid.

(b) Retirees

A self-insured burial benefit is payable upon theath of a Retiree in the amount of
$5,000.00.

The burial benefit is payable upon the death ofoaefed Retiree provided that at the
time of his death he was receiving either (1) arhar Early, Special or Disability
pension benefit from the Iron Workers' Local No.R2nsion Fund, or (2) a pension from

12
In the event of a conflict between this SPD and thelan document, which may contain additional limitaions

and exclusions, the plan document controls. The gh document is available without charge at the Fund
Office (248) 347-3100 or (800) 572-8553.



the International Association of Bridge, Structu@tnamental, and Reinforcing Iron
Workers of America, AFL-CIO, and his eligibility fesuch international pension benefit
was predicated primarily on his participation inclsuplan while he was under the
jurisdiction of the Union.

The Fund will pay for burial expenses upon recefpproper notification of death. The
Fund will pay the burial expenses directly or te thdividual who paid such expenses
upon receipt of paid bills. If the burial expenses less than $5,000, the difference will
be paid to the Retiree’s Beneficiary. Before thmdrpays such difference, it must be
satisfied that all burial expenses have been iedusnd paid.

3.3 Loss of Time Benefits (Weekly Disability)
(@) Amount

Loss of Time benefits are available for Active R#wants in the amount of
$324.85/week (subject to F.I.C.A. withholding).

(b) Loss of Time Benefits - Non-Occupational

An Active Participant may receive the current wgdddnefit for each week of Disability

for the first 13 weeks of Disability, even if hehetwise loses his eligibility during this 13
week period, provided he was eligible for benedditshe time of application and at the
time the injury occurred or the illness commencdtlstill disabled, an additional 13

weeks of Disability will be paid provided he/sheais Active Participant at the outset of
such extension and was also eligible under the B@ametime in each of the three
preceding Plan Years.

Benefits under this section are also payable t@aferRarticipants who are unable to work
due to pregnancy.

A Participant may receive a maximum of 26 weekbeosfefits in a 24 month period.
(©) Loss-of-Time Benefits - Occupational
An Active Participant is eligible for six weeks Dfsability for the same injury or illness.

(d) Loss-of-Time Benefits — Occupational - Apprentes Who Are Not Active
Participants

An Apprentice, not otherwise eligible, is eligibler occupational Disability for six
weeks provided he is indoctrinated into the Ironrkéos Local 25 Apprenticeship
Program and remains an apprentice in good standing.

(e) Payment of Loss-of-Time Benefits

In order for payment of Loss-of-Time Benefits taglme the Fund must receive written
verification from the Participant’s doctor thatikeDisabled. The Trustees have the right
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to condition the commencement or continuation ofdfiés on an independent medical
examination at any time, to be paid for by the Fund

Benefits begin with the first day of Disability dde injury. Benefits begin with the
eighth day of Disability due to illness or pregngnanless the member is hospital
confined during the first seven days, then benefammence with the first day of
hospitalization.

If a Participant received non-occupational weeklgs¢-of-Time Benefits and it is
subsequently determined that the period of claibsability was the result of injury or
illness arising out of or in the course of the Bgraint's employment, the Fund shall be
entitled to recover the Loss-of-Time Benefits p&id such period. This right to
reimbursement shall be exercised in accordance tighapplicable provisions of the
Michigan Workers' Disability Compensation Act.

If a Participant with an occupational Disabilitydenied workers’ compensation, he: (1)
must retain the services of an attorney and fibeckdim with the Workers’ Compensation
Bureau, and (2) sign an assignment to the Fundraanf that he will repay the Iron
Workers' Health Fund of Eastern Michigan for anyéf#és paid on his behalf as a result
of his work-related injury.

Loss-of-Time benefits are not payable for: (1) acident with a motorized vehicle
licensed by any state; or (2) an attempted suicidEny intentionally self-inflicted injury
or illness, unless it was the result of a physigalmental condition. Loss-of-Time
benefits will not be paid if the Participant owesmay to the Fund.

3.4 Medical Coverage
€) Medical

Self-insured medical benefits, including hospitatlian, are provided for Participants and
their Covered Dependents. These benefits are &temed by Blue Cross Blue Shield of
Michigan (BCBSM), 600 E. Lafayette, Detroit, Ml 482, (877) 790-2583. An on-line
Benefit Guide and Summary of Group Health Care Bsn€BCBSM Documents”) is
available atvwww.bcbsm.comYou will be required to log into Member Secureshfces.

(b) Exclusions and Limitations

In addition to any exclusion and/or limitation $etth in the BCBSM Documents, the
following services and benefits are not coveredheyFund:

Q) Services provided before the effective date of caye.
(2) Services provided after the effective date of teation of coverage.
3) Charges that exceed reasonable and customary level.

(4) Services or supplies that are not medically necgssa
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()

(6)

(7)

(8)

(9)
(10)

(11)

(12)

(13)

(14)

(15)

(16)

(17)

(18)

(19)

(20)

Physical examinations that are considered prenhasitdor pre-employment,
schooal, sports, etc.

Charges for use of any treatment, supply, devictadiity which (a) does not
have required governmental approval, or (b) is fbun be experimental,
investigative or not a generally accepted medicattice.

Services that are not health care services (pdramdaconvenience, completion
of forms, cost of transportation except covered @mite services).

Services, care, supplies or devices not presctilyes physician and not directly
related to the diagnosis or treatment of ilinesmjorry.

Services by persons not qualified or licensed.

Charges for services rendered by a Covered Patitipimmediate family (i.e.,
Spouse, brother, sister, parent, or child). Chatigasthe Covered Participant or
Retiree has no obligation to pay are also excludaetinot the cost of services or
supplies provided by a state's Medicaid program.

Any part of the normal charges for services or appvhich the provider offers
to waive, such as part that would not be paid byd=due to its deductible or
co-payment provisions.

Services for which a charge would not have beernentadl no coverage existed;
services that the Covered Patrticipant or Retiremidegally obligated to pay.

When a private room is occupied, benefits are dithito the semi-private room
rate.

Care and treatment billed by a hospital for non+gerecy admissions on Friday
or Saturday. This exclusion does not apply if siyrgs performed within
twenty-four (24) hours of admission.

Services provided by Employer facilities.

Services available without cost.

An injury or illness for which the Covered Partiaiyi is eligible for benefits
under any workers’ compensation plan.

Medical, hospital, surgical or loss-of-time berefigsulting from a motorcycle or
motor vehicle accident.

An elective abortion performed when the mothef&swould not be in danger if
the fetus were carried to term. This does not ebkeclaoverage for medical
complications which arise from and after such abort

Maternity benefit is limited to the Covered Pagpint or Covered Participant's
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(21)

(22)

(23)

(24)

(25)

(26)

(27)

(28)

(29)

(30)

(31)

(32)
(33)

(34)

(35)

Spouse.

Pregnancy expenses relating to surrogate mothedduding coverage for
medical complications which arise from and aftestspregnancy.

Amniocentesis and/or genetic counseling will berapged on an individual basis
in situations where the attending physician recomasdhat such procedure is a
medical necessity; based on age, etc.

Artificial insemination, in-vitro fertilization oembryo transfer, and any charges
for infertility testing.

Surgery to reverse voluntary sterilization.

Charges for oral contraceptives, contraceptive rizd$e devices and infertility
drugs which are not approved by the FDA and reduinebe covered by law.

Services, supplies or treatment related to sestoamation.

Charges for surgical removal of silicone breast [an{s unless medically
necessary.

Cosmetic surgery, which means surgery performachpoove appearance rather
than to correct a functional disorder. Functionabrers do not include mental
or emotional distress related to a physical coodibut do include the correction
of a newborn child’s birth defect.

Reconstructive surgery unless due to (a) an infustained while under this
Plan, (b) an iliness, such as breast cancer, @ iewborn child's birth defect.

Care and treatment for male pattern baldness.

Air conditioners, air-purification units, humidifie allergy-free pillows, blanket
or mattress covers, electric heating units, swingnpiools, orthopedic mattresses,
exercising equipment, vibratory equipment, elevatorstair lifts, blood pressure
instruments, stethoscopes, clinical thermometersles, elastic bandages,
devices for simulating natural female body contpaxgept for post-mastectomy
surgery, non-prescription drugs and medicines, #irgt-aid supplies and
non-hospital adjustable beds.

Non-Essential home installed conveniences even whestribed by a physician.
Charges for services or supplies not medically seagy.

Charges for food supplements and vitamins, othan tinose required to treat
metabolic disease.

Hypnosis, except when performed by a physicidieinof anesthesia.
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(36)

(37)

(38)

(39)

(40)

(41)

(42)

(43)

(44)

(45)

(46)

Custodial care, which means care furnished to mithé activities of a normal
daily life, such as help to walk, bathe, eat oisdre

An injury or illness arising out of the commissioha felony by the Covered
Participant, Retiree or Dependent; however, thiduskon shall not operate to
deny coverage for injuries that result from an afttdomestic violence. No
benefits will be provided for services or supplipohibited by law. Also

excluded from coverage is an injury or illness tasg from war, whether or not
a declared war. Charges in a hospital owned anchtgzbby the United States
Government and any services and supplies eligie gayment by a

governmental or charitable program, except as reduby law, are also
excluded.

Charges incurred in connection with any intentinakelf-inflicted injury or
illness, unless it was the result of a physicainental condition. This exclusion
does not apply to Death and Burial Benefits, asfanthh under Article 3, when
either a Participant, Retiree or their Spouse cdmatiicide.

Charges for travel outside the United States witlitban approval if sole purpose
is to obtain medical services, supplies or drugs.

Weight loss programs.

Radial keratotomy, photo-refractive keratotomy,otiter eye surgery to correct
nearsightedness.

Hospital and professional services for dental tneat, other than repair of
accidental injuries, are limited to multiple extians, removal of one or more
unerupted teeth, alveloplasty or gingivectomy, amty when performed in a
hospital when a concurrent hazardous medical dondéxists.

Charges for non-drug supplies.

Out-of-network ambulance service providers shalcbeered at the in-network
rate only if there are no in-network ambulance iserproviders available.

No benefits are payable under this Plan unles<lien is incurred while the

Covered Participant or his Dependent is eligibldarthe Plan. However, in a
situation where a Covered Person is hospitalizeitevettigible under the Plan, is
receiving benefits, and becomes ineligible whilesgitalized, the Plan will

continue to provide benefits until such time ashbepitalization confinement is
ended.

Any claims that are incurred a year or more priodate that they are submitted
for payment will not be eligible for payment.
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(©) Medicare Eligibility and Coverage
(1) Medicare Eligibility

All Participants who are covered by Medicare must/jae the Fund office with
a photocopy of their Medicare card at the timeeakipt.

Medicare Parts A and B

In order for a Covered Retiree, or his Spouse, i8hage 65 years or older to
obtain maximum health benefits, he or she mustyafopland obtain Parts A and
B of Medicare. (Part A is for hospitalization béte Part B is for medical
insurance.) This is because upon attainment of6ageven if Medicare has not
been obtained, medical coverage under the Furithitedl as set forth below in
section (2). Thus, it is strongly recommended thi&ketiree, his Spouse, or an
Active Employee contemplating retirement, contatte tSocial Security
Administration at least 4 months before they vathch age 65.

Disability

An individual becomes eligible for Medicare, redlass of age, after receiving
Social Security Disability payments for 2 years.yAparticipant or Dependent
who is eligible to apply for Medicare due to didipiis required to do so. Once
Medicare eligibility could have been obtained, eifdhis not, medical coverage
under the Fund is limited as set forth below intisac(2). Thus, it is strongly
recommended that the Social Security Administratiencontacted as soon as
possible regarding Social Security Disability paptse

Dialysis

After a period of time, Medicare becomes the primasurer for an individual
who needs a regular course of dialysis treatmert kidney transplant because
of renal disease. Any Participant or Dependergivéngy such treatment should
contact the Social Security Administration as saams possible to obtain
information regarding Medicare eligibility and takppropriate steps to become
eligible for Medicare benefits. Once Medicare ibligy could have been
obtained, even if it is not, the Plan will be primdi.e. will provide benefits)
only to the extent required by the Medicare’'s Seleoy Payer rules. The Plan
will not pay benefits which otherwise would haveebepaid by Medicare once
the Participant or Dependent would have otherwesnteligible for Medicare.

(2) Coverage for Medicare Eligible Participants andDependents

In lieu of medical benefits provided under sectdof(a), Supplemental Coverage
only is provided to Medicare eligible Participardad Dependents. These
benefits are administered by Blue Cross Blue ShiéMichigan (BCBSM), 600
E. Lafayette, Detroit, Ml 48226, (877) 790-2583n An-line Benefit Guide and
Summary of Group Health Care Benefits (‘“BCBSM Doemts”) is available at
www.bcbhsm.com You will be required to log into Member Secureengces.
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Supplemental Coverage is also subject to the ewrclsisset forth in section
3.4(b).

3.5 Prescription Drug Benefit
The Fund provides self-funded prescription drug efighh administered by
EnvisionRxOptions, 2181 E. Aurora Rd., Twinsburd® 44087, (800) 361-4542. The
Fund covers only legally prescribed Federal Ledends.

(a) Co-payments

Non Formulay Branc Formulary Bran Generit
Retai $3C $1E $1C
Mail $6C $3C $2C

Formulary Brands are those drugs provided througl Envision Drug
Formulary.

The co-pay charges for Mail prescriptions are basea@ 3-month supply. The
co-pay for Retail prescriptions are for prescripticnot exceeding a one month

supply.
(b) Exclusions
The following is excluded from prescription drugrecage:

(1) Any drug prescribed for any of the reasons sethfart the Medical
exclusions, see section 3.4(b).

(2) Any drug purchased at Sam’s Club or Wal-Mart.

(3) Any drug which is not a Federal Legend Drug.

(4) Sexual dysfunction drugs are only covered if a iBipent presents
documentation from a physician, in addition to esgription, stating that the
drugs are medically necessary, in which case thédybe covered with a
guantity limit of 10 pills per 30 days. Notwithatiing, sexual dysfunction
drugs will be covered if medically necessary tatra condition other than
ED.

(5) Over the counter medications, other than over thanter preventive
medications required to be provided under the Affibte Care Act.

(6) Weight loss drugs.
(7) Fertility drugs.

(8) Cosmetic drugs.
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3.6 Dental Benefits
(@) Choice of Dental Plans

The Plan provides Participants with a choice betwaeraditional self-insured dental
plan administered by Delta Dental Plan of MichigarQ. Box 30416, Lansing, Michigan
48909, (800) 482-8915, or a fully insured DMO pfaovided by Golden Dental Plans,
29377 Hoover Rd., Warren, Michigan 48093, (800)-8918

Participants will only be allowed to change Plans time annually.
(b) Traditional Dental Plan (Delta Dental)
() Coverage

The annual maximum dental benefit per individua$is200.00. This annual
limit does not apply to Children up to the age 8f 1

All dental procedures set forth below will be pdi accordance with the
prevailing schedule under the Delta Dental Plan.

IMPLANT

A maximum benefit per dental implants of $1,500intdude anesthesia/sedative
and any hospital charges, but in no event shah fienefit exceed a lifetime
maximum per eligible dependent and Participant @0@0. (All claims for
dental implants must be submitted to either Delemtdl or Golden Dental for
pre-approval.) Effective May 1, 2011, this lifeémimit does not apply to
Children up to the age of 18.

ORTHODONTIC SERVICES OR SUPPLIES

A benefit equal to 75% of reasonable and custoncgrges made for such
services and supplies which are rendered whildéntiigidual is eligible, but in
no event shall such benefits exceed a lifetime mari of $1,500.00 per eligible
Participant and Dependent.

PERIODONTIC SERVICES OR SUPPLIES

A benefit equal to 75% of reasonable and custoncgrges made for such
services and supplies which are rendered whileintizvidual is eligible with
maximum annual benefit per individual of $1,200ffeEtive May 1, 2011, this
annual limit does not apply to Children up to tige af 18.

ALVELOPLASTY

A benefit equal to 100% of reasonable and custorolayges up to a maximum
of $150 per quadrant with an extraction and 100%eafonable and customary
charges up to a maximum of $644 if there is noaekion.
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CANCER TREATMENT

Crowns will be covered where teeth need to be ceamo prevent infections
during cancer treatment.

NO OTHER BENEFITS ARE PAYABLE FOR TRADITIONAL DENTA L
PLAN SERVICES THAT ARE NOT SPECIFICALLY LISTED IN T HIS
SECTION.

(2) Exclusions and Limitations
Coverage is not provided for the following:

® Charges for full mouth X-ray series with bitewirgfsall be allowed only
to the extent of one such series every five years.

(i) Charges for bitewings and all other X-rays shallabewed only to the
extent of one every 12 months.

(i) Charges for oral examinations shall be allowed ¢althe extent of one
every six months.

(iv) Charges for prophylaxis shall be allowed only te #xtent of one such
treatment every six months.

(v) Charges for biopsy of oral tissue shall be allowety to the extent of
those charges made for the actual excision.

(vi) Charges for relining procedures in connection withl or partial
dentures shall be allowed only to the extent of sneh procedure per
denture every two years.

(vii)  Charges for a full or partial denture shall bea#td only once every five
years.

(viii)  Occlusal Guard payable once every three years.

(iX) Charges for replacement of teeth on persons less dige 19 shall be
allowed only to the extent that they are made fer teplacement of
anterior teeth.

(x) Charges for topical application of fluoride sha#t bllowed every six
months prior to the age 19.

(xi) A prosthodontic appliance, crown or bridge is naygble more than
once in a five year period. This five year penmitl be measured from
the date on which the existing appliance was lagpled.
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3.7

3.8

4.1.

4.2.

(xii)  Any procedure for which medical coverage would knied under
section 3.4(b).

(© Golden Dental

All information regarding coverage and benefitsét forth in the Golden Dental Plan
Benefits Guide, available at the Fund Office upequest.

Vision Benefits

The Fund provides participants with self-insureglon benefits. These benefits are administered
by Blue Cross Blue Shield of Michigan (BCBSM), 6H0 Lafayette, Detroit, Ml 48226, (877)
790-2583. An on-line Benefit Guide and SummaryGobup Health Care Benefits (“BCBSM
Documents”) is available atww.bcbsm.comYou will be required to log into Member Secured
Services.

Retiree Benefit Options
Retirees may elect the following options, for whztower self-payment rate will be charged:
€) Medical-Only Option
Medicare and non-Medicare Retirees may elect:
(2) Medical benefits under section 3.4;
(2) NO Dental coverage under section 3.6; and
3) NO Prescription Drug coverage under section 3.5.
(b) Coordinated Medicare HMO Option
Medicare eligible Retirees may elect a Medicare Ht&©rdinated policy offered by the
Fund in lieu of medical benefits and prescriptionglbenefits under sections 3.4 and 3.5.
Information regarding such benefits is set forththe HMO guides. This option may
only be elected if the Retiree and all his eligibiependents are Medicare eligible.

Any Dependent of a Retiree is covered under theegation elected by the Retiree.

ARTICLE 4 - COORDINATION OF BENEFITS

Application

No duplication of benefits will be paid under thiariPfor any Covered Person who is eligible for
benefits under any other insurance program. Thoedauation of such benefits is governed by the
provisions below. The provisions of this Articleadl not apply to individual insurance purchased
by an Active Participant.

Coordination

Plan rules regarding coordination:
22

In the event of a conflict between this SPD and thelan document, which may contain additional limitaions
and exclusions, the plan document controls. The gh document is available without charge at the Fund
Office (248) 347-3100 or (800) 572-8553.



(a) Another plan without a coordinating provisidrab always be deemed to be the primary
Plan.

(b) If another plan has a provision that makes Rtés primary, then:

(1) The plan covering the patient directly ratheart as a dependent is primary and
the other is secondary.

(2) If a child is covered under both parents’ plahe plan that covers the parent
whose birthday occurs earlier in the calendar geall be considered the primary
plan.

3) If neither (1) nor (2) applies, the plan congrthe patient longest is primary.
(9] With respect to dependents of divorced parehesfollowing rule applies:

(2) if there is a court decree, the plan that cevbe dependent of the parent with
responsibility to do so pursuant to such decre# Bhgrimary;

(2) if (1) does not apply:

(A) the plan covering the parent with custody oé ttiependent shall be
considered the primary plan;

(B) the plan covering the spouse, if any, of theepaiwith custody of the
dependent will be secondarily liable; then

© the plan covering the parent without custodalidte considered last.

3 if neither (1) nor (2) apply, coordination bénefits shall be determined in
accordance with the Michigan Coordination of Betsefict (MCL 550.251, et
seq.), or any successor law.

(d) Benefits will be coordinated with Medicare aaling to the Medicare Secondary Payer
(MSP) Rules when applicable.

The following addresses specific situations whe@PMRules are applicable:
() Coordination with Coverage By Virtue of Curré&rhployment Status

In the event a Medicare-eligible Covered Persoeliggible under one plan as a
dependent (for example, a dependent of an actieetployed spouse) and
another plan other than as a dependent (for exaragRetiree under this Plan),
and as a result of the Medicare Secondary PayersRMedicare is

(A) Secondary to the plan covering the Coveredd®ess a dependent, and
(B) Primary to the plan covering the Covered Persther than as a
dependent,
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then benefits of the plan covering the Coveredd®ess a dependent are primary
to those of the plan covering the Covered Persbardhan as a dependent. For
example, if a Retiree is covered as a dependergruaclan covering his/her
Spouse as an active employee, then the benefike@pouse’s plan are primary
to the benefits provided by this Plan (and in nergwvill this Plan pay more than
the benefits otherwise provided by the Plan in #imence of any other
coverage).

(2) End Stage Renal Disease

After a period of time, Medicare becomes the primasurer for an individual
who needs a regular course of dialysis treatment kidney transplant because
of renal disease. Any Participant or Dependergivéngy such treatment should
contact the Social Security Administration as sam, possible to obtain
information regarding Medicare eligibility and takppropriate steps to become
eligible for Medicare benefits. Once eligibilitpuld have been obtained, even if
it is not, the Plan will be primary (i.e. will prile benefits) only to the extent
required by Medicare’s Secondary Payer rules.

(e) With respect to a Participant or Dependent @BRA Continuation of Coverage from
any other plan, this plan will be secondary.

()] This Plan is primary when Medicaid is involvad the other carrier.

Notwithstanding anything in this section to the tcary, a Participant or Dependent will never reeeiv
less if covered by two or more plans than he waelkkive if covered by this Plan alone; provided,
however, that this Plan will pay no more than aroamh which would bring total coverage up to the
amount which would have been provided under thas.PI

Any person claiming benefits under the Plan sHallfigrnish to the Plan Administrator such inforroati
as may be necessary to administer the coordinptiovisions and (2) abide by his or her primary Rlan
rules and requirements before a claim may be stdmiriv the Fund.

Whenever payments have been made by the Plan espiect to allowable expenses in a total amount
which is at any time in excess of the maximum anmadrpayment necessary at that time to satisfy the
requirements of this provision, the Fund has thktrio recover such excess payments from amongimone
more of the following: any persons to or for, otlwiespect to whom, such payments were made (subjec
to Article 15); any insurance companies; or aneptirganizations.

ARTICLE 5- THIRD PARTY LIABILITY

5.1 Subrogation
€) Application

Subrogation means the Plan has the right to redomar a Participant or Dependent
those amounts paid by the Plan for medical camdlmr expenses due to an injury caused
by a third party (for example, another person ongany). To the extent benefits are
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paid by the Plan to a Participant or Dependentrfedical, dental, wage loss, or other
expenses arising out of such an injury, the Plaulsogated to any claims the
Participant or Dependent may have against the garty who caused the injury. In
other words, the Participant or Dependent mustyrép#he Plan the benefits paid on his
or her behalf out of any recovery received frorhiedtparty and/or any applicable
insurer.

The Plan’s right of subrogation applies to any amsurecovered, whether or not
designated as reimbursement for medical expensanyoother benefit provided by the
Plan. The right of subrogation applies regardtdstie method of recovery, i.e. whether
by legal action, settlement or otherwise.

The Plan’s right to subrogation applies regardiEsehether the injured Participant or
Dependent has been fully compensated, or made wkmienhis or her losses and/or
expenses by the third party or insurer, as the'®laght to subrogation applies to any
full or partial recovery. This provision is intezdi to make it clear that this provision
shall apply in lieu of the “make whole” doctrinehd Plan has first priority to any funds
recovered by the injured Participant or Dependearhfthe third party or insurer.

Further, the Plan does not have any responsibflity the injured Participant or
Dependent’s attorneys’ fees, i.e. the common fusdrthe will not be applied.

The Plan also has a lien on any amounts recoveredRarticipant or Dependent due to
an injury caused by a third party, and such lielt kgimain in effect until the Plan is
repaid in full for benefits paid because of theiiyj

(b) Conditions to Payment of Benefits

If a Participant or Dependent sustains an injaysed by a third party, or is being denied
workers compensation as there is a dispute as éthehthe claims are work related, the
Plan will pay benefits related to such injury (pomd such benefits are otherwise
properly payable under the terms and conditionthefPlan), provided all the following
conditions are met:

(2) As soon as reasonably possible, the Participaribependent must notify the
Fund Administrator that he or she has an injurysedlby a third party.

(2) Prior to the receipt of benefits for such igjuthe injured Participant or
Dependent must assign to the Plan his or her rightsy recovery arising out of
or related to any act or omission that caused otribmited to the injury. If such
assignment is not made before the receipt of bsndfien the receipt of benefits
automatically assigns to the Plan any rights theidd@ant or Dependent may
have to recover payments from any third party euiar. (If the recovery so
assigned exceeds the benefits paid by the Plah,estgess shall be delivered to
the Participant or Dependent or other person asnestiby law.)

3 The Participant or Dependent does not takeaatipn that would prejudice the
Plan’s subrogation rights.

(4) The Participant or Dependent cooperates inglwaihat is necessary to assist the
Plan in any recovery, which includes but is notitént to executing and
delivering all necessary instruments and papers.
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5.2

(©) Right to Pursue Claim

The Plan’s subrogation rights allow the Plan tectly pursue any claims the Participant
or Dependent has against any third party, or inswhether or not the Participant or
Dependent chooses to pursue that claim.

(d) Enforcement

» If it becomes necessary for the Plan to enforce hdvision by initiating any action
against the Participant or Dependent, the Partitipa Dependent agrees to pay the
Plan’s attorney’s fees and costs associated wéhattion regardless of the action’s
outcome. The Plan shall be entitled to enforce phovision by way of an equitable
restitution, constructive trust, or any other egjolié remedy.

» At the Plan’s option, it may enforce this provisioy deducting amounts owed from
future benefits, to the extent allowed by law.

Workers’ Compensation

The Plan does not pay any claims covered by Wark@ampensation. The Plan will only cover
those claims which:

€) Workers' Compensation denies because theyoangark related; and
(b) Are covered under the terms of the Plan.

If a Participant or Dependent receives any benefitder this Plan that are properly payable by
workers’ compensation, then this Plan must be imiféed by the Participant or Dependent for
the amount paid by the Plan for such benefits. Alaa shall be indemnified out of the proceeds
received from the Participant or Dependent in aeitint of any workers’ compensation claim.
The Participant must complete any forms requiredhgyFund to preserve its rights under this
section.

ARTICLE 6 - RECIPROCITY

The Plan is authorized to enter into and abidesbiprocity agreements.

ARTICLE 7 — INTERNAL CLAIMS AND APPEALS PROCESS

For benefits provided under the fully insured poliées, such as life insurance, claims and appeals
will be governed solely by the procedures set fortm the documents governing such benefits, and
not by the provisions of Articles 7 and 8.

7.1 Types of Claims Covered

For purposes of the procedures set forth below fadhewing terms are used to define health
claims:

» Urgent health claims: claims that require expeditonsideration in order to avoid
jeopardizing the life or health of the Claimantsabjecting the Claimant to severe pain;
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7.2

7.3

7.4

7.5

Pre-service health claims: for example, pre-cegtfon of a hospital stay or predetermination
of dental coverage;

Post-service health claims: for example, Claimantis Physician submits a claim after
claimant receives treatment from Physician; and

Concurrent claims: claims for a previously appovengoing course of treatment
subsequently reduced or terminated, other thardsygmendment or plan termination.
Rescission of Coverage: retroactive cancellatfarouerage.

vV VYV V VY

Initial Submission of Claims

Most claims will be submitted directly from the pider to the appropriate party. However, if
they are not, claims should be submitted to Blugs€Blue Shield of Michigan, the prescription
benefit manager, or the dental network providempglicable. All other claims for benefits
should be submitted to the Plan Office. A claimsimbuld contact the Plan Office for applicable
forms.

Notice That Additional Information is Neededo Process Claim

After the claim is submitted, the Fund deadlingptovide notice to Claimant that the claim is
incomplete (with explanation of additional infornast is necessary to process claim) is:

» For Urgent Health Claims — 24 hours after receivingroper claim
» For Pre-Service health claims — 5 days after réogivnproper claim.

After receipt of notice from the Fund that the glais incomplete, the Claimant’s deadline to
supply the Fund the information requested to cotepiaim is:

» For Urgent Health Claims — 48 hours after receiviontice

» For Pre-Service Health Claims — 45 days after véginotice
» For Post-Service Health Claims — 45 days afterivawgnotice
» For Disability Claims — 45 days after receivingioet

Avoiding Conflicts of Interest

The Fund must ensure that all claims and appealadjudicated in a manner designed to ensure
the independence and impartiality of the persomeled in making the decision. Accordingly,
decisions regarding hiring, compensation, termamatpromotion, or other similar matters with
respect to any individual (such as a claims adatdicor medical expert) must not be made based
upon the likelihood that the individual will suppdine denial of benefits.

Initial Decision on a Claim
€) Additional Evidence

(1) The Fund must provide the Claimant, free argk, with any new or additional
evidence considered, relied upon, or generatethdytind (or at the direction of
the Fund) in connection with the claim; such evidemust be provided as soon
as possible and sufficiently in advance of the datewhich the notice of the
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(b)

adverse benefit determination is required to beigeml under (b), below, to give
the Claimant a reasonable opportunity to resporut fir that date; and

(2) Before the Fund can issue an initial beneéitermination based on a new or
additional rationale, the Claimant must be providiede of charge, with the
rationale. The rationale must be provided as smopossible and sufficiently in
advance of the date on which the notice of the i@#vbenefit determination is
required to be provided under (b), to give therckait a reasonable opportunity
to respond prior to that date.

The Fund deadline for making an initial deaisan a claim is:

» For Urgent Health Claims — As soon as possibleintaknto account medical
exigencies, but not later than 72 hours after v@agiinitial claim, if it was complete;
or 48 hours after receiving completed claim orrafte 48-hour claimant deadline for
submitting information needed to complete claimjoclbver is earlier.

» For Pre-Service Health Claims — 15 days after virogithe initial claim. A 15-day
extension permitted is Plan needs more informatind it has provided notice of
same to Claimant during initial 15 day period. &weadline for responding is tolled
while awaiting requested information from Claimant.

» For Post-Service Health Claims — 30 days afterivawg initial claim. A 15-day
extension permitted if Plan needs more informa#ind has provided notice of same
to claimant during initial 30 day period. Fund dé&zel for responding is tolled while
awaiting requested information from Claimant.

» For Disability Claims — 45 days after receiving thigial claim. A 30-day extension
permitted if Plan needs more information and hawided proper notice of same to
Claimant. An additional 30-day extension is petaditif the Plan needs more
information and has provided notice of same toncdait during first 30-day
extension. Fund deadline for responding is tolledile awaiting additional
information from Claimant.

7.6 Adverse Benefit Determination

Notice of an adverse benefit determination willine:

YV VYV ¥V VYV VYVV

the specific reasons for the denial,
the specific Plan provision or provisions on whilkik decision was based;
if applicable, what additional material or inforneet is necessary to complete the claim
and the reason why such material or informatiameisessary;
the internal rule or similar guideline relied upardenying the claim;
if the denial was based on medical necessity, @xeatal nature of treatment or similar
matter, an explanation of same;
information sufficient to identify the claim invadd (including the date of service, the
health care provider, the claim amount (if appliegb
a statement describing the availability, upon reguef the diagnosis code and its
corresponding meaning, and the treatment codetsiediresponding meaning;
a description of available internal appeal pro@ss how to initiate the external review
process for an adverse benefit determination wimeblves a medical condition of the
claimant for which the timeframe for completiontbé internal appeal would jeopardize
the life or health of the claimant or would jeogaedthe claimant’s ability to regain
maximum function;
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> if applicable, a statement of the Claimant's rightbring a civil action after further
denial on appeal or external appeal; and
» the availability of possible assistance with thieiinal claims and appeals and external
review processes from the Employee Benefits SgcAdmministration, 1-866-444-3272,
or the Michigan Office of Financial and InsurancegRlation, MiCHAP, P.O. Box
30220, Lansing, Michigan 48909, (877) 999-6442.
7.7 Internal Appeals

(@)

(b)

Adverse Benefit Determinations

A Claimant may appeal any Adverse Benefit Detertimareceived pursuant to Section
7.6. An Adverse Benefit Determination means antheffollowing:

» a denial, reduction, or termination of, or a fa@ldo provide or make payment (in
whole or in part) for a benefit, including any sudgmial, reduction, termination,
or failure to provide or make payment that is basada determination of a
participant’s or beneficiary’s eligibility to pacipate in a plan;

» a denial, reduction, or termination of, or a fa@ldo provide or make payment (in
whole or in part) for a benefit resulting from thpplication of any utilization
review;

» failure to cover an item or service for which béisefire otherwise provided
because it is determined to be experimental orsiiy&tional or not medically
necessary or appropriate; or

» rescission of coverage.

Submission of Internal Appeals

An appeal is a written request to the Trusteemggeibrth issues to consider related to the
benefit denial, along with any additional commehts Claimant may have. A Claimant,
free of charge and upon request, shall be providasonable access to, and copies of, all
documents, records, and other information relet@tiie claimant's claim for benefits.

The Fund will not consider a request for diagnesid treatment information, in itself, to
be a request for an internal appeal.

The Plan will continue to provide coverage pendigoutcome of an internal appeal.
The review on appeal shall take into account athiments, documents, records, and other
information submitted by the Claimant relating be tclaim, without regard to whether
such information was submitted or considered in ithidal benefit determination.
Appeals should be submitted as follows:

Appeals Regarding Benefits Administered By Blue Crss Blue Shield:

For those claims administered by BCBSM, submit afspt the address set forth on the

BCBSM denial. However, appeals involving eligityilfor benefits under the terms of
the Plan should be submitted to the Plan Office.
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Appeals Regarding Benefits Not Administered by Blu€ross Blue Shield:
For those claims not administered by BCBSM, sulapfteals to the Plan Office.
(© Time for Submitting Internal Appeals

A Claimant must appeal a benefit denial within fillowing time limits:

For Urgent Health Claims — 180 days after receidagial.

For Pre-Service Health Claims - 180 days aftegixétg denial.

For Post-Service Health Claims — 180 days aftezivaty denial.

For Concurrent Claims — Claimant must be given ghdime to appeal decision
before termination effective.

For Disability Claims — 180 days after receivingnidé

YV VYVVY

ALL APPEALS MUST BE TIMELY SUBMITTED. A CLAIMANT W HO DOES
NOT TIMELY SUBMIT AN APPEAL WAIVES HIS/HER RIGHT TO HAVE
THE BENEFIT CLAIM SUBSEQUENTLY REVIEWED ON INTERNAL
APPEAL, BY EXTERNAL REVIEW, OR IN A COURT OF LAW.

(d) Notice of Decision on Internal Appeal

The notice of a decision on appeal will include:

the specific reasons for the denial,

the specific Plan provision or provisions on whibl decision was based;

a statement that the Claimant is entitled to rexefree of charge, copies of all
documents and other information relevant to tharcfar benefits;

the internal rule or similar guideline relied upgardenying the claim;

if the denial was based on medical necessity, raxgatal nature of treatment or
similar matter, an explanation of same;

information sufficient to identify the claim invadd (including the date of
service, the health care provider, the claim amafiapplicable);

a statement describing the availability, upon retjus the diagnosis code and its
corresponding meaning, and the treatment codetadiresponding meaning;

a description of the external review process, idiclg information regarding how
to initiate the external review process;

a statement of the Claimant’s right to bring alcadgtion after a further denial on
appeal or external appeal, if applicable; and

the availability of possible assistance with thteiinal claims and appeals and
external review processes from the Employee Ben&fcurity Administration,
1-866-444-3272, or the Michigan Office of Financald Insurance Regulation,
MICHAP, P.O. Box 30220, Lansing, Michigan 489097 {B999-6442.

YV VYV ¥V YV ¥V VV VVY

The Fund deadline for deciding an appeal of a biedehial and notifying the Claimant
of its decision is:
» For Urgent Health Claims — 72 hours after receivdapgeal.
» For Pre-Service Health Claims — 30 days after véngithe appeal.
» For Post-Service Health Claims: The Trustees stalide the appeal at a Board
Meeting.*
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7.8

7.9

» For Concurrent Claims — Prior to termination ofyioeisly approved course of
treatment.

» For Disability Claims — The Trustees shall decite tappeal at a Board
Meeting.*
* Reference to decisions made at a Trustee BoamtiMgmeans the appeal will
be decided at the first meeting following receipap appeal, unless the appeal is
filed within 30 days preceding the date of such tinge In such case, the
decision may be made no later than the date ofs#wond Board Meeting
following the Trustees receipt of the appeal. péaal circumstances require a
further extension, upon due notice to the Claimtuat,decision shall be made no
later than the third board meeting following reteip appeal. The Plan shall
notify the Claimant of the Trustees decision onembmo later than 5 days after
the decision is made.

Deemed Exhaustion of Internal Claims and Apgs Processes

If the Plan fails to adhere to all of the requirensein this Article 7 with respect to a claim, the
Claimant is deemed to have exhausted the intelaimh€ and appeals process. Accordingly, the
Claimant may initiate an external review under @€i8. The Claimant is also entitled to pursue
any available remedies under Section 502(a) of BR#8 under State law, as applicable, on the
basis that the Plan has failed to provide a reddenaternal claims and appeals process that
would yield a decision on the merits of the claimlotwithstanding, the internal claims and
appeals process will not be deemed exhausted lmsisdd minimis violations that do not cause,
and are not likely to cause, prejudice or harmh €laimant so long as the Plan demonstrates
that the violation was for good cause or due taenaibeyond the control of the Plan and that the
violation occurred in the context of an ongoingoddaith exchange of information between the
Plan and the Claimant.

The Claimant may request a written explanatiorhefiiolation from the Plan, and the Plan must
provide such explanation within 10 days, includingpecific description of its bases, if any, for
asserting that the violation should not causertermal claims and appeals process to be deemed
exhausted.

If an external reviewer or a court rejects the @kait's request for immediate review on the basis
that the Plan met the standards for the exceptidhe deemed exhaustion rule, the Claimant has
the right to resubmit and pursue the internal appédhe claim. In such a case, within a
reasonable time after the external reviewer orta@jects the claim for immediate review (not to
exceed 10 days), the Plan shall provide the Cldimdth the notice of the opportunity to
resubmit and pursue the internal appeal of thenclaiime periods for re-filing the claim shall
begin to run upon Claimant’s receipt of such notice

Discretion of Trustees
The Trustees have full discretionary authority &tedmine eligibility for benefits, interpret plan

documents, and determine the amount of benefits dbeir decision, if not in conflict with any
applicable law or government regulation, shallibalfand conclusive.
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7.10 Limitations of Actions

For adverse benefit denials not subject to exteredew, no action may be brought to recover
any benefits allegedly due under the terms of tha more than 180 days following the Notice of
Decision on Appeal. For adverse benefit deniaigest to external review, a request for external
review must be made within the time limitationsyded in Section 8.2. In the event a Claimant
does not abide by these time limitations, he/shiwaegahis/her right to any further review of an
adverse determination, including waiving his/hghtito have the determination reviewed in a
court of law.

ARTICLE 8: EXTERNAL REVIEW PROCESS

8.1 Eligibility for External Review

The external review process applies to any finakriral adverse benefit determination that
involves (1) medical judgment, including, but niobited to, medical necessity, appropriateness,
health care setting, level of care, or effectivene$s a covered benefit, or experimental or
investigational treatment (excluding, however, dateations that involve only contractual or

legal interpretation without any use of medical goebnt), or (2) a rescission of coverage
(whether or not the rescission has any effect gnpamticular benefits at that time). Loss of time
benefits are not subject to external review.

A denial, reduction, or termination, or a failu provide payment for a benefit based on a
determination that a Claimant fails to meet thaumegments for eligibility under the terms of the
Plan is not eligible for the external review praces

Claims administered by BCBSM will be handled thiotlge BCBSM External Review Process.
8.2 Request for External Review

A Claimant must file a request for an external egwivith the Fund within 4 months after receipt
of a notice of the final internal appeal. If hedsfails to do so, he/she waives the right to an
external review or review in a court of law. ThenBuwill not consider a request for diagnosis
and treatment information, in itself, to be a resjder an external review.

8.3 Preliminary Review

Within five business days following the receiptthEé external review request, the Fund must
complete a preliminary review of the request t@datne whether:

€) The Claimant is or was covered under the Pldheatime the health care item or service
was requested or provided;

(b) The final adverse benefit determination doesralate to the Claimant’s failure to meet
the requirements for eligibility under the termstoé Plan;

(©) The Claimant has exhausted the Plan’s intexpaéal process; and
(d) The Claimant has provided all the informatiar dorms required to process an external
review.
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Within one business day after completion of thelimiaary review, the Fund must issue a
notification in writing to the Claimant. If the ragst is complete but not eligible for external
review, such notification must include the reasfamsts ineligibility and contact information for
the Employee Benefits Security Administration @fode number 866-444-ESBS (3272)). If the
request is not complete, the notification must dbscthe information or materials needed to
make the request complete and the Fund must allGiaienant to perfect the request for external
review within the four-month filing period or withithe 48 hour period following the receipt of
the notification, whichever is later.

8.4 Referral to Independent Review Organization

(@) The Fund must assign an independent reviewnaagion (IRO) to conduct the external
review.

(b) The IRO will timely notify the Claimant in wittg of the request’s eligibility and
acceptance for external review. This notice wittlime a statement that the Claimant
may submit in writing to the IRO within ten busisefays additional information that the
IRO must consider when conducting the externalesgvi The IRO is not required to, but
may, accept and consider additional informatiomsitted after ten business days.

Upon receipt of any information submitted by thei@lant, the assigned IRO
must within one business day forward the informmatio the Fund. Upon receipt
of such information, the Fund may reconsider itwlfiinternal decision on
appeal, but such reconsideration will not delaydkternal review. If the Fund
decides to provide coverage, within one business ateger such decision the
Fund must provide written notice of same to theirGdamt and the IRO and the
IRO must then terminate the external review.

(© Within five business days after the date ofgasrent, the Fund will provide to the IRO
documents and any information considered in malkhg final decision on internal
appeal, but failure to do so will not delay the doct of the external review. If the Fund
fails to timely provide this information, the IROam terminate the external review and
make a decision to reverse the adverse benefitrdiei@tion and notice of such decision
will be provided by the IRO to the Claimant and &uwvithin one business day.

(d) The IRO will review all of the information amtbcuments timely received. In reaching a
decision, the assigned IRO will review the claim m®/o and not be bound by any
decisions or conclusions reached during the Plemésnal claims and appeals process.
The IRO, to the extent the information or documemes available and the IRO considers
them appropriate, will consider the following iraching a decision:

1) The Claimant’s medical records;

2) The attending health care professional’s recommerma

3) Reports from appropriate health care professiorsisl other documents
submitted by the plan or issuer, Claimant, or thk@rant’s treating provider;

4) The terms of the Claimant’s Plan to ensure thatR@'s decision is not contrary
to the terms of the Plan, unless the terms arensistent with applicable law;

5) Appropriate practice guidelines, which must inclumplicable evidence-based
standards and may include any other practice goieldeveloped by the
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8.5

(e)

(f)

(9)

(h)

Federal government, national or professional médsomieties, boards, and
associations;

6) Any applicable clinical review criteria developettaused by the Plan, unless the
criteria are inconsistent with the terms of thenRdawith applicable law; and
7 The opinion of the IRO's clinical reviewer or rewers after considering

information described in this notice to the extdm@ information or documents
are available and the clinical reviewer or reviessasnsider appropriate.

The IRO must provide written notice of the fieaternal review decision within 45 days
after the IRO receives the request for the extemdbw and deliver its decision to the
Claimant and the Fund.

The IRO’s decision notice will contain:

1) A general description of the reason for the reqtarséxternal review, including
information sufficient to identify the claim (inaling the date or dates of service,
the health care provider, the claim amount, if Eple, the diagnosis code and
its corresponding meaning, the treatment code endarresponding meaning,
and the reason for the previous denial);

2) the date the IRO received the assignment and tieeofighe IRO decision;

3) references to the evidence or documentation, imuthe specific coverage
provisions and evidence-based standards, consideredching its decision;

4) a discussion of the principal reason or reasonstfodecision, including the
rationale for its decision and any evidence-basaadards that were relied on in
making its decision;

5) A statement that the determination is binding ekdepthe extent that other
remedies may be available under State or Fedawaldeeither the group health
plan or to the claimant;

6) A statement that judicial review may be availabl¢he Claimant; and

7) Current contact information, including phone number any applicable state
office of health insurance consumer assistancardgrudsman established under
PHS Act 82793.

The external reviewer’'s decision is bindingtbe Plan and the Claimant, except to the
extent other remedies are available under Stateederal law. The Plan must provide
any benefits (including by making payment on thang) pursuant to the final external
review decision without delay, regardless of whetthe Plan intends to seek judicial
review of the external review decision and unlessurtil there is a judicial decision
otherwise.

The IRO must maintain records of all claims arudices associated with the external
review process for six years. An IRO must make geclords available for examination
by the Claimant, Fund, or State or Federal ovetsagiency upon request, except where
such disclosure would violate State or FederalgagMaws.

Expedited External Review

A Claimant can make a request for an expeditedrextereview at the time the Claimant
receives:
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8.6

8.7

(@) An adverse benefit determination which inveleemedical condition of the Claimant for
which the timeframe for completion of an expeditet#rnal appeal would jeopardize the
life or health of the Claimant or would jeoparditee Claimant’'s ability to regain
maximum function and the Claimant has filed a retifier an expedited internal appeal;
or

(b) A final internal appeal denial which involvasmedical condition where the timeframe
for completion of a standard external review wasgdiously jeopardize the life or health
of the Claimant, or would jeopardize the Claimaiatslity to regain maximum function,
or if the final internal adverse benefit determimatconcerns an admission, availability
of care, continued stay, or health care item oviserfor which the Claimant received
emergency services, but has not been dischargeddiiacility.

Immediately upon receipt of the request for exmatigxternal review, the Fund must take the
steps for Preliminary Review outlined above undier standard external review procedures and
immediately send the notification of such reviewitte claimant.

Upon a determination that a request is eligible drternal review following the preliminary
review, the plan will assign an IRO as outlinedSiection 13A.4, above. The Plan must provide
or transmit all necessary documents and informationsidered in making the final internal
adverse benefit determination to the assigned IRGtrenically or by telephone or facsimile or
any other available expeditious method.

The IRO, to the extent the information or documents available and the IRO considers them
appropriate, must consider the information or doeni® described above under the procedures
for standard review. In reaching a decision, tteigaed IRO must review the claim de novo and
is not bound by any decisions or conclusions rehahgring the plan’s internal claims and
appeals process.

The plan’s contract with the assigned IRO must iregthe IRO to provide notice of the final
external review decision as expeditiously as tln@nt’'s medical condition or circumstances
require, but in no event more than 72 hours afterlRO receives the request for an expedited
external review. If the notice is not in writingjthin 48 hours after the date of providing that
notice, the assigned IRO must provide written comdition to the Claimant and the Fund.

Discretion of Trustees

The Trustees have full discretionary authority &tedmine eligibility for benefits, interpret plan
documents, and determine the amount of benefits dbeir decision, if not in conflict with any
applicable law or government regulation, shallibalfand conclusive.

Limitations of Actions

No action may be brought to recover any beneflegatlly due under the terms of the Plan more
than 180 days following the Notice of Decision oxteEnal Review. In the event a Claimant

does not bring an action within such 180 days,Hee¥gaives his/her right to any further review of
an adverse determination in a court of law.
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9.1

ARTICLE 9 - COBRA

Introduction: The right to COBRA continuation coverage was creétea federal law, the
Consolidated Omnibus Budget Reconciliation Act 83 (COBRA). COBRA continuation

coverage can become available to participantstaiddependents when they would otherwise

lose group health coverage.

9.2 Nature of COBRA Continuation Coverage

(@)

(b)

()

(d)

COBRA continuation coverage is a continuatidncoverage when coverage would
otherwise end because of a life event known asialifging event.” Specific qualifying

events are listed later in this section. Afterualidying event, COBRA continuation

coverage must be offered to each person who isialifed beneficiary.” A Participant,

his Spouse, and dependent Children could becomiiegiebeneficiaries if coverage

under the Fund is lost because of the qualifyingnev Under the Fund, qualified
beneficiaries who elect COBRA continuation coverageist pay for COBRA

continuation coverage.

A Participant will become a qualified benefigiaf coverage is lost under the Fund
because either one of the following qualifying eégdmappens:

(1)
(2)

Hours of employment are reduced such that hatgsinsufficient to maintain
eligibility, or
Employment ends for any reason other than griassonduct.

The Spouse of a participant will become a diealibeneficiary if coverage is lost under
the Fund because any of the following qualifyingreé happens:

(1)
(2)

3)
(4)
(5)

Death of spouse;

Spouse’s hours of employment are reduced s@hhours are insufficient to
maintain eligibility;

Spouse’s employment ends for any reason ofiaer this or her gross misconduct;
Spouse becomes entitled to Medicare benefitdguPart A, Part B, or both); or
Divorce from the participant.

Dependent Children become qualified benefiemiif coverage is lost under the Fund
because any of the following qualifying events rapp

(1)
(2)

(3)
(4)

(5)
(6)

The parent-participant dies;

The parent-participant’s hours of employmeiet @duced such that dollars in the
dollar bank are insufficient to maintain eligibytit

The parent-participant’'s employment ends foy egason other than his or her
gross misconduct;

The parent-participant becomes entitled to Maai benefits (under Part A, Part
B, or both);

The parents become divorced; or

The child stops being eligible for coverage emthe Fund as a “Dependent
Child.”
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9.3

9.4

9.5

9.6

When COBRA Coverage Is Available: The Fund will offer COBRA continuation coverage to
qualified beneficiaries only after the Plan Admirasor has been notified that a qualifying event
has occurred. When the qualifying event is thetdefthe Participant, the employer must notify
the Plan Administrator of this qualifying event Wit 30 days of the death. The Plan
Administrator will monitor whether a qualifying evehas occurred due to reduction in hours,
termination of employment, or Medicare eligibility.

Participant/Spouse Obligation to Give Notice tthe Fund of Some Qualifying Events

In the event of divorce or a dependent child ladiggbility for coverage as a dependent child (for
example, exceeds age limitations), or if after C@Bfverage is elected a qualified beneficiary
becomes covered under another group health planpdtticipant and his spouse both have an
obligation to notify the Plan Administrator of suelvent within 60 days after this qualifying
event occurs. This notice must include: the nafithe participant, the social security number of
the participant, the name of the qualified benafieis (for example, a former spouse after divorce
or a child no longer eligible for coverage as aetwlent), the qualifying event (for example, the
date of a divorce), and the date on which the fyila§j event occurred. If timely notice is not
provided, the right to COBRA coverage is forfeited.

Further, failure to timely notify the Fund of a divorce or a child losing eligibility gives the
Fund the right to hold the participant and his/her spouse separately and fully liable for any
benefits paid by the Fund which would not have beepaid had the Fund received timely
notification of such event. At its sole electiorthe Fund may suspend the payment of future
benefits until such amount has been recovered.

How COBRA Coverage Is Provided

Once the Plan Administrator receives notice thajualifying event has occurred, COBRA

continuation coverage will be offered to each & tjualified beneficiaries within 14 days. Each
qgualified beneficiary will have an independent tigh elect COBRA continuation coverage.

Covered participants may elect COBRA continuatiometage on behalf of their spouses, and
parents may elect COBRA continuation coverage dalbef their children.

The COBRA notice will contain information regardinlge premium that must be paid for
COBRA coverage, which is 102% of the cost to thad-for such coverage. If the period of
COBRA coverage is extended due to disability, dised below, the premium is 150% of the
cost to the Fund.

Coverage under the Fund will be terminated uporotteeirrence of a qualifying event and will be
retroactively reinstated to the date of the quadidyevent once a qualified beneficiary elects
COBRA continuation coverage and pays the applicatdenium.

Duration of COBRA Coverage

COBRA continuation coverage is a temporary contioneof coverage, as follows:

(@) When the qualifying event is the death of tlatipipant, the participant’s becoming
entitled to Medicare benefits (under Part A, PartoB both), divorce, or a dependent
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child's losing eligibility as a dependent child, BRA continuation coverage lasts for up
to a total of 36 months.

(b) When the qualifying event is the end of emplewnor reduction of the participant’s
hours of employment, and the participant becamigdlezhto Medicare benefits less than
18 months before the qualifying event, COBRA camition coverage for qualified
beneficiaries other than the participant lastsl8@i months after the date of Medicare
entitlement.

For example, if a participant becomes entitled tediare 8 months before the
date on which his eligibility terminates, COBRA tiomation coverage for his

spouse and children can last up to 36 months dlfterdate of Medicare

entitlement, which is equal to 28 months afterdhte of the qualifying event (36
months minus 8 months).

(9] In all other events, when the qualifying eventhe end of employment or reduction of
the employee’s hours of employment, COBRA contiimmtoverage generally lasts for
only up to a total of 18 months. There are two sviywhich this 18-month period of
COBRA continuation coverage can be extended.

Q) Disability Extension

» If the qualified beneficiary or anyone in his fayndovered under the Fund is
determined by the Social Security Administratiorbeodisabled and notifies
the Plan Administrator in a timely fashion, all eoed family members may
be entitled to receive up to an additional 11 memthCOBRA continuation
coverage, for a total maximum of 29 months. Taambthis extension, the
disability would have to have started at some timeéore the 60th day of
COBRA continuation coverage and must last at least the end of the 18-
month period of continuation coverage.

» The Plan Administrator must be notified of the SbciSecurity
Administration’s determination within 60 days of ethdate of the
determination and before the end of the 18-monthogeof COBRA
continuation coverage.

» The Plan Administrator must also be notified of asybsequent
determination by the Social Security Administratitimat the qualified
beneficiary is no longer disabled. This notice trhes provided within 30
days of such determination.

(2) Second Qualifying Event Extension

If another qualifying event occurs while receividig months of COBRA
continuation coverage, the covered spouse and depeghildren can get up to
18 additional months of COBRA continuation coverafge a maximum of 36
months, if notice of the second qualifying evenpisperly given to the Fund.
This extension may be available to the spouse amddependent children
receiving continuation coverage if the participamt former participant dies,
becomes entitled to Medicare benefits (under ParPdst B, or both), or gets
divorced, or if the dependent child stops beingilelé under the Fund as a
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9.7

9.8

9.9

dependent child, but only if such event would hazised the spouse or
dependent child to lose coverage under the Fundtadirst qualifying event

not occurred. The Plan Administrator must be retiof this second qualifying

event within 60 days of such event.

The Election Period for COBRA Continuation: Qualified beneficiaries have 60 days after
receipt of the Election Notice, which will be senteach qualified beneficiaries’ last known
address, to elect COBRA continuation coverage. hEpmlified beneficiary has an independent
right to elect COBRA continuation coverage.

Premium Payment for COBRA Coverage

Following an election, a qualified beneficiary Rsdays to pay the initial COBRA premium. If
this is not timely paid, coverage will not be réated and the qualified beneficiary will not be
given a second chance to reinstate coverage.

Payments are thereafter due on the first day ofrttveth of coverage. The postmark will serve as
proof of the date paid. There is a 30-day gracs@eo make such payment. Coverage will be
terminated the first day of the month of coveragievihich payment has not yet been received,
and rectroactively reinstated if such payment c¢eireed within the grace period. If payments are
not made by the end of the grace period, coveraljgenminate and the qualified beneficiary
will not be given an opportunity to reinstate cagse.

If, for whatever reason, the Fund pays medical fisnr a month in which the premium was
not timely paid, the qualified beneficiary will bequired to reimburse the Fund for such benefits.

The premium equals the cost to the Fund of progidioverage plus a 2% administration fee. In
the event of extended coverage as a result ofabitity for the 19' — 29" months of coverage,
the Fund will charge 150% of the cost of providimyerage.

Scope of Coverage

If a Qualifying Event occurs, the Plan Administrateill offer each Qualified Beneficiary an
opportunity to elect to continue the Plan covenagwided below.

COBRA Continuation Coverage will be offered asdork:

» Combined Plan Coverage, which is all of the Pladios coverage the Qualified
Beneficiary received immediately prior to the Qfyétig Event; or
» Core Coverage, which is Combined Plan Coverage tith@ coverage for Vision and Dental
benefits.
Exclusions: The death, accidental death and disreemdnt, loss-of-time and burial benefits are
not included in Combined Plan or Core Coverage.

A COBRA participant will be permitted to change bisher election of Continuation Coverage
(core or combined) one time during his period ofesage. Further, qualified beneficiary may
also be able to elect different coverage optionsnduthe period of time he is on COBRA
coverage, provided such a right is available tdlanhy situated active employees.
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9.10 Enrollment of Dependents During Period of COBR Coverage/Coverage Options

A child born to, adopted by, or placed for adoptidth a Participant during a period of COBRA
coverage is considered to be a qualified beneficiprovided that the Participant has elected
continuation coverage for himself/herself. If atRgpant desires to add such a child to COBRA
coverage, he must notify the Plan Office withind&ys of the adoption, placement for adoption,
or birth. During the COBRA coverage period, a iegrant may add an eligible dependent who
initially declined COBRA coverage because of aldifre coverage and later lost such coverage
due to certain qualifying reasons. If a Participdasires to add such a child to COBRA
coverage, he must notify the Plan Office withinda@s of the loss of coverage.

9.11 Qualified Medical Child Support Orders: If a Child is enrolled in the Fund pursuant to a
qualified medical child support order while the tRdpant was an active employee under the
Fund, he is entitled to the same rights under COBRAny dependent Child.

9.12 Termination of COBRA Coverage

COBRA continuation coverage terminates the eartiéshe last day of the maximum coverage
period, the first day timely payment (including pagnt for the full amount due) is not made, the
date upon which the Plan terminates, the date aftection of COBRA that a qualified
beneficiary becomes covered under any other gragithh plan, or the date after election if a
gualified beneficiary becomes entitled to Medichenefits and such entitlement would have
caused the qualified beneficiary to lose coveragteuthe Fund had the first qualifying event not
occurred.

In the case of a qualified beneficiary entitledataisability extension, COBRA continuation
coverage terminates the later of: (a) 29 monttes #tie date of the Qualifying Event, or the first
day of the month that is more than 30 days afterdéite of a final determination from Social
Security that the qualified beneficiary is no londesabled, whichever is earlier; or (b) the end of
the maximum coverage period that applies to thdifgpdh beneficiary without regard to the
disability extension.

9.13 Keep the Plan Office Informed of Address Chares: A participant or his spouse must keep the
Plan Administrator informed of any changes in tldrasses of family members and is advised to
keep a copy of any notices sent to the Plan Adtnatcs.

ARTICLE 10 - QUALIFIED MEDICAL SUPPORT ORDER

In accordance with 8609 of ERISA, the Fund shablviate benefits as required by a Qualified Medical
Support Order (“*QMSCOQO”). In general, a QMSCO isnadical child support order which creates or
recognizes the right of an alternate recipient @.ehild of the Participant) to receive benefitsler a
group health plan. A QMSCO must meet certain meguénts and cannot require a Plan to provide any
type or form of benefit, or any option, not otheswiprovided under the Plan, except to the extent
necessary to meet the requirements of 42 U.S.@GdtR9 Procedures for determining the qualifiedusta

of medical support orders are available, withowargk, from the Plan Office.
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ARTICLE 11 — FMLA

Certain Employers are required to continue to n@akdributions to the Fund on behalf of an employee
while such employee is on a medical leave of ales@unecsuant to the federal Family and Medical Leave
Act (“FMLA"). Requests for FMLA leave must be dited to such Employer; the Plan cannot determine
whether or not a person qualifies for FMLA leavkaldispute arises between a Participant and his
Employer concerning eligibility for FMLA leave, thBarticipant may continue health coverage by
making COBRA payments. If the dispute is resolvedhe Participant’s favor, the Plan will refund
COBRA payments made by the Participant upon readiphe FMLA-required contributions from the
Employer.

If the Employer continues a Participant’s coverdgeng an FMLA leave and the Participant fails to
return to work, he may be required to repay the laygp for all contributions paid to the Plan forchu
coverage during the leave. The Fund will not retamy contributions to the Employer. Failure tture

to work at the end of a FMLA Leave may constitu@ualifying Event under COBRA.

ARTICLE 12 - HIPAA PLAN SPONSOR PROVISIONS

12.1 Protected Health Information (“PHI"), as defined the Health Insurance Portability and
Accountability Act (HIPAA), will only be disclosetb the Plan Sponsor when and if necessary to
carry out the Fund’s payment and health care dpesat In particular, it is anticipated that such
disclosures may be necessary to verify eligibitityto make a decision on appeal. All such
disclosures will be made in accordance with HIPAW #&s corresponding regulations. The Fund
otherwise complies with the terms of HIPAA.

12.2 The Plan and the Plan Sponsor will comply with feeurity regulations issued pursuant to
HIPAA. The Plan Sponsor shall, among other thingmlement administrative, physical and
technical safeguards that reasonably and apprefyriptotect the confidentiality, integrity and
availability of the electronic Protected Healthdmmhation that it creates, receives, maintains or
transmits on behalf of the Plan.

ARTICLE 13 - INTERPRETATION OF PLAN DOCUMENTS

The Trustees have full discretionary authority tetedmine eligibility for benefits, interpret plan
documents, and determine the amount of benefits diikeir decision, if not in conflict with any
applicable law or government regulation, shallibalfand conclusive.

ARTICLE 14 - CHANGES TO OR TERMINATION OF COVERAGE

The Trustees reserve the right to amend, alteieraninate any or all coverages hereunder, for argllo
classes of Participants or Dependents, at any time.

ARTICLE 15 — RESCISSION OF COVERAGE

Rescission means the retroactive cancellation edrage. Where coverage was provided as a result of
fraud or an intentional misrepresentation of a mtéact by a Participant or Dependent, or anvidiial
seeking coverage on behalf of such Participantepdddent, the Plan will rescind coverage. Fatiore
inform the Fund Office of a divorce or any otheeetvwhich makes a Dependent ineligible for coverage
is considered fraud or intentional misrepresentatiomaterial fact. A thirty day notice of reséisswill

41

In the event of a conflict between this SPD and thelan document, which may contain additional limitaions
and exclusions, the plan document controls. The gh document is available without charge at the Fund
Office (248) 347-3100 or (800) 572-8553.



be provided.

In the event coverage is rescinded, in additioanty legal and equitable means of recovery availdhée
Plan has the right to pursue the Participant oredpnt, jointly and severally, for the full amouyaid

for such coverage from the date of cancellatioojuting all costs and attorney’s fees, expended in
collecting the amount owed. At the Plan’s soléaptit may enforce this provision by offsettingute
benefits until the amount owed has been recovered.

Nothing in this section limits the rights of theaRlto prospectively terminate coverage where such
coverage was previously provided as a result ofistake, intentional misrepresentation, or fraud.
Further, nothing in this section limits the riglittbe Plan to cancel coverage retroactively folufai of a
Participant or Dependent to make a self-paymengra/khere has been a reasonable delay in terngnatin
coverage due to administrative recordkeeping.

ARTICLE 16 — REVERSION

In the event any payment issued by the Fund, fgrraason, has not been cashed for a period of 24
months, or such lesser time set as forth on thekcissued by the Fund, such payment is void anertev
to the Plan as a plan asset.

ARTICLE 17 — OTHER PROVISIONS

A. Type of Administration/Plan Administrator/Plan Sponsor
The Board of Trustees of the Iron Workers’' Healtbné of Eastern Michigan is the Plan
Administrator and Plan Sponsor. As such, the Eesstare responsible for overall Plan
administration. There are three Trustees appoioyettie Union and three Trustees appointed by
the Association. The current Trustees are:

Jack O’'Donnell, Secrets
Iron Workers Local 25
P.O. Box 965

Novi, Ml 48376-0965

John Rieckhoff, Chairm:
C.L. Rieckhoff Co., Inc.
26265 Northline Road
Taylor, Ml 48180

Steve Gulicl

Iron Workers Local 25
P.O. Box 965

Novi, Ml 48376-0965

Patrick Dime
Vertex Steel Inc.
2175 Fyke
Milford, Ml 48381

Pat Buck

Iron Workers’ Local No. 25

P.O. Box 965
Novi, Ml 48376-0965

Frank Nehr, J

Davis Iron Works, Inc.
1166 Bernstein Rd.
Walled Lake, Ml 48390

LEGAL COUNSEL FOR THE PLAN
Anthony A. Asher, Esq.
Sullivan, Ward, Asher & Patton, P.C.
25800 Northwestern Hwy, Suite 1000
Southfield, Ml 48037-0222
(248) 747-0700
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The Trustees have delegated the day-to-day redplittess for Plan administration to Dennis
Kramer, Plan Manager, Iron Workers’ Health Fundeaktern Michigan, P. O. Box 8006, Novi,
Ml 48376-8006, 248-347-3100 or toll free 1-80@HB553.

B. Effective Date of Plan/Fiscal Year: The effective date of the Plan is 11/30/50. Thankl
fiscal year ends April 30.

C. Agent for Service of Legal Process:Service of process should be made upon Dennis Krame
Plan Manager, Iron Workers’ Health Fund of Eastkfichigan, P. O. Box 8006, Novi, Ml
48376-8006, 248-347-3100 or toll free 1-800-5723855%ervice of legal process may also be
made upon any Plan Trustee.

D. Type of Plan/Employer Identification Number/Plan Number: The Plan is a welfare benefit
plan hospitalization, medical, prescription drugdgntal, vision, disability and death benefits. The
employer identification number assigned by the iR$8-6216995. The Plan Number is 501.

E. Collective Bargaining Agreements:The Plan is maintained pursuant to collective hiaigg
agreements. Copies of such agreements may benetitaipon written request to the Plan
Administration Office, or are available for exantioa by participants and beneficiaries at the
Plan Administration Office. Alternatively, withihO days of a written request, such agreements
will be made available at the Union hall or at @mployer establishment where at least 50 or
more participants are customarily working. ThenRisay impose a reasonable charge for such
copies.

F. Source of Plan Contributions: The primary source of financing for the benefiteyided under
the Plan and for the expenses of the Plan opesatiom employer contributions. The rate of
contribution is set forth in the Collective Bargaimp Agreement. Additionally, under certain
circumstances pursuant to the terms of the Pldgracipant may make self-payments to retain
eligibility. A portion of Plan assets are investad this also produces additional Plan income. A
complete list of the employers contributing to lan may be obtained upon written request to
the Plan Administration Office and may be examiatthe Plan Administration Office.

G. Welfare Trust Assets and Reserves:The Board of Trustees holds all assets in trusttter
purpose of providing benefits to eligible partigipg and defraying reasonable administrative
expenses.

H. Compliance with Federal Laws. The extent applicable, the Plan will comply witle lollowing
laws:

» The Newborns’ and Mothers’ Health Protection Act 1896 (NMHPA) was enacted to
provide that health plans and insurance issuers maayrestrict a mother's or newborn’s
benefits for a hospital length of stay that is @wgtad to childbirth to less than 48 hours
following a vaginal delivery or 96 hours followiregdelivery by cesarean section. However,
the attending provider (who may be a physician orse midwife) may decide, after
consulting with the mother, to discharge the mothrenewborn child earlier. In any case,
plans and issuers may not, under Federal law, redhat a provider obtain authorization
from the plan or the issuer for prescribing a léngt stay not in excess of 48 hours (or 96
hours).
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» The Women's Health and Cancer Rights Act of 19981QRA) includes protections for
individuals who elect breast reconstruction in awmtion with a mastectomy. WHCRA
provides that group health plans and health ins#rassuers that provide coverage for
medical and surgical benefits with respect to ntasieies must also cover certain post-
mastectomy benefits, including reconstructive syrgend the treatment of complications
(such as lymphedema).

» The Patient Protection and Affordable Care Act@f@ and the Health Care and Education
Reconciliation Act (collectively known as HealtheaReform) was enacted to provide
various protections, including but not limited teetprovision of minimum essential health
benefits and certain preventative services witlvost sharing.

l. Copies of Schedule of Benefits or Benefit Boolitist of Network Providers. A copy of any
benefits booklet or summary referred to in this S®Bvailable without cost to any participant or
beneficiary under the Plan upon request to the Rlffite. Additionally, a list of network
providers is also available without cost upon ratjte the Plan Office.

J. Statement of ERISA Rights: As a participant you are entitled to certain rigtsl protections
under the Employee Retirement Income Security Adt9Y4 (ERISA). ERISA provides that all
plan participants shall be entitled to:

Receive Information About Your Plan and Benefits:

» Examine, without charge, at the Plan Administrai@ffice and at other specified locations,
such as worksites and union halls, all documentgming the plan, including insurance
contracts and collective bargaining agreements,aaoopy of the latest annual report (Form
5500 Series) filed by the plan with the U.S. Deparit of Labor and available at the Public
Disclosure Room of the Employee Benefits Securityninistration.

» Obtain, upon written request to the plan administracopies of documents governing the
operation of the plan, including insurance consaatd collective bargaining agreements, and
copies of the latest annual report (Form 5500 Seead updated summary plan description.
The Administrator may make a reasonable chargthéocopies.

» Receive a summary of the plan's annual financjgbnte The plan administrator is required
by law to furnish each participant with a copylitsummary annual report.

Continue Group Health Plan Coverage: Continue health care coverage for yourself, spouse

dependents if there is a loss of coverage undeplreas a result of a qualifying event. You or
your dependents may have to pay for such coveRgegew this summary plan description and
the documents governing the plan on the rules gavgryour COBRA continuation coverage

rights.

Reduction or elimination of exclusionary periods ofcoverage for preexisting conditions
under your group health plan, if you have creditabé coverage from another plan.You
should be provided a certificate of creditable cage, free of charge, from your group health
plan or health insurance issuer when you lose ageeunder the plan, when you become entitled
to elect COBRA continuation coverage, when your ®@Bontinuation coverage ceases, if you
request it before losing coverage, or if you reguesip to 24 months after losing coverage.
Without evidence of creditable coverage, you maguigect to a preexisting condition exclusion

44

In the event of a conflict between this SPD and thelan document, which may contain additional limitaions
and exclusions, the plan document controls. The gh document is available without charge at the Fund
Office (248) 347-3100 or (800) 572-8553.



for 12 months (18 months for late enrollees) aftmur enrollment date in subsequent coverage.
The procedure for requesting a certificate of ¢edade coverage is as follows:

a. A covered person may contact the Iron Workers’ Heund of Eastern Michigan, P. O.
Box 8006, Novi, Ml  48376-8006, 248-347-3100 df teee 1-800-572-8553, in writing
to request a certificate of creditable coverage.

b. The requested certificate shall be provided byetiitiest date that the Plan Administrator
acting in a reasonable and prompt fashion, canigeahe certificate. In that regard, the
parties shall use best and reasonable effortsoimeps and mail (first class, postage paid)
the requested certificate of creditable coveraggh¢orequesting party within 5 business
days of receipt of the request.

c. The above applies to requests for certificates nigda covered person before losing
coverage or within 24 months after losing coverage.

d. This procedure is in addition to the automatic éssxe of certificates of creditable
coverage to covered persons upon termination céreoee.

Prudent Actions by Plan Fiduciaries: In addition to creating rights for plan participsuRISA
imposes duties upon the people who are responfaiblthe operation of the employee benefit
plan. The people who operate your plan, calledutidries” of the plan, have a duty to do so
prudently and in the interest of you and other ppemticipants and beneficiaries. No one,
including your employer, your union, or any othergon, may fire you or otherwise discriminate
against you in any way to prevent you from obtajréinwelfare benefit or exercising your rights
under ERISA.

Enforce Your Rights: If your claim for a welfare benefit is denied onaged, in whole or in
part, you have a right to know why this was dooeglttain copies of documents relating to the
decision without charge, and to appeal any demithlwithin certain time schedules. Under
ERISA, there are steps you can take to enforcallowe rights. For instance, if you request a
copy of plan documents or the latest annual refpom the plan and do not receive them within
30 days, you may file suit in a Federal court. litts a case, the court may require the plan
administrator to provide the materials and pay yputo $110 a day until you receive the
materials, unless the materials were not sent kecafi reasons beyond the control of the
administrator. If you have a claim for benefitsttisadenied or ignored, in whole or in part, you
may file suit in a state or Federal court. In addit if you disagree with the plan's decision or
lack thereof concerning the qualified status ofcendstic relations order or a medical child
support order, you may file suit in Federal colfrit should happen that plan fiduciaries misuse
the plan's money, or if you are discriminated agfafor asserting your rights, you may seek
assistance from the U.S. Department of Labor, armpay file suit in a Federal court. The court
will decide who should pay court costs and legakfdf you are successful, the court may order
the person you have sued to pay these costs asdffgeu lose, the court may order you to pay
these costs and fees, for example, if it finds yabaim is frivolous.

Assistance with Your Questionsif you have any questions about your plan you shgaohtact
the Plan Administrator. If you have any questiobsu this statement or about your rights under
ERISA, you should contact the nearest office ofEneployee Benefits Security Administration,
United States Department of Labor, listed in yoelephone directory, or the Division of
Technical Assistance and Inquiries, Employee Bé&n&ecurity Administration, United States
Department of Labor, 200 Constitution Avenue, NWadhington, DC 20210. You may also
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obtain certain publications about your rights aedponsibilities under ERISA by calling the
publications hotline of the Employee Benefits Sagukdministration.

l. Termination of the Plan: The Trustees reserve the right to amend, alteeraninate any or all
coverages hereunder, for any or all classes oficRemts or Dependents, at any time. The
Trustees also have the right to change requirdepbagiment amounts for any benefit or class of
Participants or Dependents, including the rightingose self-payment for coverage that
previously had been provided without requiring swself-payments. If the Plan is terminated,
plan assets shall be used to pay eligible claintsexpenses incurred prior to termination and
expenses incident to the termination. The Trustedl in their discretion, allocate any
remaining assets in a manner which best effectubtepurposes of the Trust. In no event will
plan assets revert to or inure to the benefit ofrilouting employers or the Association.
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