SIXTH AMENDMENT TO THE AMENDMENT AND RESTATEMENT OF
IRON WORKERS’ HEALTH FUND OF EASTERN MICHIGAN BENEFIT PLAN

WHEREAS, the Trustees of the Iron Workers’ Health Care Trust of Eastern Michigan
desire to amend the Amendment and Restatement of the Iron Workers’ Health Fund of Eastern
Michigan Benefit Plan dated May 1, 2013 (Plan);

WHEREAS, the Trust authorizes the Trustees to amend the Plan from time to time;

NOW THEREFORE, the Article 7, Internal Claims and Appeal Process, of the Plan is
amended as follows effective April 1, 2018:

ARTICLE 7 — INTERNAL CLAIMS AND APPEALS PROCESS

For benefits provided under the fully insured policies, such as life insurance, claims and
appeals will be governed solely by the procedures set forth in 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, the following terms are used to define
health claims:

Urgent health claims: claims that require expedited consideration in order to avoid
jeopardizing the life or health of the Claimant or subjecting the Claimant to severe
pain;

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

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

Concurrent claims: claims for a previously approved ongoing course of treatment
subsequently reduced or terminated, other than by plan amendment or plan
termination.

Rescission of Coverage: retroactive cancellation of coverage.

Diisability Claims: initial claims for disability benefits or any rescission of coverage

of a digability benefii.
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7.4

7.5

Initial Submission of Claims

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

Notice That Additional Information is Needed to Process Claim

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

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

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

» For Urgent Health Claims — 48 hours after receiving notice

» For Pre-Service Health Claims — 45 days after receiving notice
» For Post-Service Health Claims — 45 days after receiving notice
» For Disability Claims — 45 days after receiving notice.

Avoiding Conflicts of Interest

The Fund must ensure that all claims and appeals are adjudicated in a manner designed to
ensure the independence and impartiality of the persons involved in making the decision.
Accordingly, decisions regarding hiring, compensation, termination, promotion, or other
similar matters with respect to any individual (such as a claims adjudicator or medical
expert) must not be made based upon the likelihood that the individual will support the
denial of benefits.

Initial Decision on a Claim
(8)  Additional Evidence

(1)  The Fund must provide the Claimant, free of charge, with any new or
additional evidence considered, relied upon, or generated by the Fund (or
at the direction of the Fund) in connection with the claim; such evidence
must be provided as soon as possible and sufficiently in advance of the
date on which the notice of the adverse benefit determination is required to
be provided under (b), below, to give the Claimant a reasonable
opportunity to respond prior to that date; and
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(2)  Before the Fund can issue an initial benefit determination based on a new
or additional rationale, the Claimant must be provided, free of charge, with
the rationale. The rationale must be provided as soon as possible and
sufficiently in advance of the date on which the notice of the adverse
benefit determination is required to be provided under (b), to give the
claimant a reasonable opportunity to respond prior to that date.

The Fund deadline for making an initial decision on a claim is:

> For Urgent Health Claims — As soon as possible, taking into account medical
exigencies, but not later than 72 hours after receiving initial claim, if it was
complete; or 48 hours afier receiving completed claim or after the 48-hour
claimant deadline for submitting information needed to complete claim,
whichever is earlier.

> For Pre-Service Health Claims — 15 days after receiving the initial claim. A
15-day extension permitted is Plan needs more information and it has
provided notice of same to Claimant during initial 15 day period. Fund
deadline for responding is tolled while awaiting requested information from
Claimant.

» For Post-Service Health Claims — 30 days after receiving initial claim. A 15-
day extension permitted if Plan needs more information and has provided
notice of same to claimant during initial 30 day period. Fund deadline for
responding is tolled while awaiting requested information from Claimant,

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

7.6 Adverse Benefit Determination

Notice of an adverse benefii determination will include:
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the specific reasons for the denial;

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

if applicable, what additional material or information is necessary to complete the
claim and the reason why such material or information is necessary;

the internal rule or similar guideline relied upon in denying the claim_or. if
applicable, a statement that such rule or similar guideline does not exist;

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

information sufficient to identify the claim involved (including the date of
service, the health care provider, the claim amount (if applicable);




> a statement describing the availability, upon request, of the diagnosis code and its
corresponding meaning, and the treatment code and its corresponding meaning;

» a description of available internal appeal process and how to initiate the external
review process for an adverse benefit determination which involves a medical
condition of the claimant for which the timeframe for completion of the internal
appeal would jeopardize the life or health of the claimant or would jeopardize the
claimant’s ability to regain maximum function;

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

> the availability of possible assistance with the internal claims and appeals and
external review processes from the Employee Benefits Security Administration,
1-866-444-3272, or the Michigan Office of Financial and Insurance Regulation,
MiCHAP, P.0. Box 30220, Lansing, Michigan 48909, (877) 999-6442.

With respect to an adverse benefit determination involving disability benefits. the
adverse benefit determination must also include the following:

#__An explanation of the basis for disagreeing with any of the following:
o___The health care professionals that treated the Claimant;

o__The advice of the health professional obtained by the Plan: or

o A disability determination from the Social Security Administration.

» A statement that the Claimant is entitled to receive. free of charge and

upon request, reasonable access to copies of all documents, records, and
other information relevant to the Claimant’s claim for benefits.

» The adverse benefit determination must be_in a culturally and
linguistically appropriate manner,

7.7  Internal Appeals
(a)  Adverse Benefit Determinations

A Claimant may appeal any Adverse Benefit Determination received pursuant to
Section 7.6. An Adverse Benefit Determination means any of the following:

» a denial, reduction, or termination of, or a failure to provide or make
payment (in whole or in part) for a benefit, including any such denial,
reduction, termination, or failure to provide or make payment that is based
on a determination of a participant’s or beneficiary’s eligibility to
participate in a plan;

» a denial, reduction, or termination of, or a failure to provide or make
payment (in whole or in part) for a benefit resulting from the application
of any utilization review;

» failure to cover an item or service for which benefits are otherwise
provided because it is determined to be experimental or investigational or
not medically necessary or appropriate; e

> _ rescission of coverage; or

4



(b)

©

» a denial. reduction, termination of, or failure to provide or make payment
(in whole or in part) for a disability benefit or any rescission of coverage

of a disability benefit.-

Submission of Internal Appeals

An appeal is a written request to the Trustees setting forth issues to consider
related to the benefit denial, along with any additional comments the Claimant
may have. A Claimant, free of charge and upon request, shall be provided
reasonable access to, and copies of, all documents, records, and other information
relevant to the claimant's claim for benefits.

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

The Plan will continue to provide coverage pending the outcome of an internal
appeal.

The review on appeal shall take into account all comments, documents, records,
and other information submitted by the Claimant relating to the claim, without
regard to whether such information was submitted or considered in the initial
benefit determination. Appeals should be submitted as follows:

Appeals Regarding Benefits Administered By Blue Cross Blue Shield:

For those claims administered by BCBSM, submit appeals to the address set forth
on the BCBSM denial. However, appeals involving eligibility for benefits under
the terms of the Plan should be submiitted to the Plan Office.

Appeals Regarding Benefits Not Administered by Blue Cross Blue Shield:
For those claims not administered by BCBSM, submit appeals to the Plan Office.
Time for Submitting Internal Appeals

A Claimant must appeal a benefit denial within the following time limits:

For Urgent Health Claims — 180 days after receiving denial.

For Pre-Service Health Claims - 180 days after receiving denial.

For Post-Service Health Claims — 180 days after receiving dental.

For Concurrent Claims — Claimant must be given enough time to appeal

decision before termination effective.
For Disability Claims — 180 days after receiving denial.
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ALL APPEALS MUST BE TIMELY SUBMITTED. A CLAIMANT WHO
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,

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 which the decision was based;

a statement that the Claimant is entitled to receive, free of charge, copies

of all documents and other information relevant to the claim for benefits;

the internal rule or similar guideline relied upon in denying the claim or, if
applicable, a statement that such rule or similar guideline does not exist;

if the denial was based on medical necessity, experimental nature of

treatment or similar matter, an explanation of same;

information sufficient to identify the claim involved (including the date of

service, the health care provider, the claim amount, if applicable);

a statement describing the availability, upon request, of the diagnosis code

and its corresponding meaning, and the freatment code and its

corresponding meaning;

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

#—a statement of the Claimant’s right to bring a civil action_under ERISA
§502(a) er-denigl-on-appe O o enal-apnaegl i aenlicables
and

» _a statement describing any contractual limitation period that applies to the

Claimant’s right to bring an action under ERISA §502(a) and the calendar

date on which such contractual limitation expires:

»_the availability of possible assistance with the internal claims and appeals
and external review processes from the Employee Benefits Security
Administration, 1-866-444-3272, or the Michigan Office of Financial and
Insurance Regulation, MiCHAP, P.O. Box 30220, Lansing, Michigan
48909, (877) 999-6442; and-

The following statement: "You and your plan may have other voluntary
alternative dispute resolution options, such as mediation. One way to find
out what may be available is to contact your local U.S. Department of

Labor Office and vour State insurance regulatory agency."
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Before the Fund can issue a notice of decision on appeal with respect to disability
benefits based on_new or additional evidence, the Fund must provide the
Claimant, fiee of charge. with any new or additional evidence considered, relied

upon, or generated by the Fund (or at the direction of the Fund) in connection

with the claim; such evidence must be provided as soon as possible and
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sufficiently in advance of the date on which the notice of decision on appeal is
required to be provided to_give the Claimant a reasonable opportunity to respond

prior to that date.

Before the Fund can a notice of decision on appeal with respect to_disability
benefits based on_a new _or additional rationale, the Claimant must be provided,
free of charge, with the rationale. The rationale must be provided as soon as

possible and sufficiently in advance of the date on which the notice of decision on
appeal is required to be provided to give the Claimant a reasonable opportunity to

respond prior to that date,

With respect to a notice of decision on appeal involving disability benefits. the

notice of decision on appeal must also include the following:

» _An explanation of the basis for disagreeing with any of the following:

o __The health care professionals that treated the Claimant;
o __The advice of the health professional obtained by the Plan; or
o A disability determination from the Social Security Administration,

»_A statement that the Claimant is entitled to_receive, free of charge and
upon_reguest, reasonable access to copies of all documents, records, and

other information relevant to the Claimant’s claim for benefits.

» The adverse benefit determination must be in a culturally and

linguistically appropriate manner,

The Fund deadline for deciding an appeal of a benefit denial and notifying the
Claimant of its decision is:

For Urgent Health Claims — 72 hours after receiving appeal.

For Pre-Service Health Claims — 30 days after receiving the appeal.

For Post-Service Health Claims: The Trustees shall decide the appeal at a
Board Meeting. *

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

For Disability Claims — The Trustees shall decide the appeal at a Board
Meeting. *
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* Reference to decisions made at a Trustee Board Meeting means
the appeal will be decided at the first meeting following receipt of
an appeal, unless the appeal is filed within 30 days preceding the
date of such meeting. In such case, the decision may be made no
later than the date of the second Board Meeting following the
Trustees receipt of the appeal. If special circumstances require a
further extension, upon due notice to the Claimant, the decision
shall be made no later than the third board meeting following
receipt of appeal. The Plan shall notify the Claimant of the
Trustees decision on appeal no later than 5 days after the decision
is made.

Deemed Exhaustion of Internal Claims and Appeals Processes

If the Plan fails to adhere to all of the requirements in this Article 7 with respect to a
claim, the Claimant is deemed to have exhausted the internal claims and appeals process.
Accordingly, the Claimant may initiate an external review under Article 8. The Claimant
is also entitled to pursue any available remedies under Section 502(a) of ERISA, or under
State law, as applicable, on the basis that the Plan has failed to provide a reasonable
internal claims and appeals process that would yield a decision on the merits of the claim.

In addition to the above, if the Plan fails to sirictly adhere to all procedures with respect
to a claim for disability benefits and the Claimant chooses fo pursue available remedies

under ERISA §502(a), the claim is deemed denied on review without the exercise of
discretion by the Trustees.

Notwithstanding, the internal claims and appeals process will not be deemed exhausted
based on de minimis violations that do not cause, and are not likely to cause, prejudice or
harm to the Claimant so long as the Plan demonstrates that the violation was for good
cause or due to matters beyond the control of the Plan and that the violation occurred in
the context of an ongoing, good faith exchange of information between the Plan and the
Claimant.

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

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



7.9  Discretion of Trustees

The Trustees have full discretionary authority to determine eligibility for benefits,
interpret plan documents, and determine the amount of benefits due. Their decision, if
not in conflict with any applicable law or government regulation, shall be final and
conclusive.

7.10 Limitations of Actions

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

This Amendment was adopted on Cﬂ, ’ D/ , 2018.
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