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Preface

The Board of Trustees of the Iron Workers’ Healtm& of Eastern Michigan (Fund) defines its health
care plan by the official Iron Workers’ Health FuatiEastern Michigan Benefit Plan document (Plan).
This document is the summary plan description (“§RIDthe Plan. It is a summary of the officialail
document.

» The Fund is a health care plan intended to be @miaegd for the exclusive benefit of employees
and maintained on an indefinite basis. It is idegh that the Plan will serve to describe the
benefits of the Fund. It is also intended thatBtem will conform to the requirements found in
the Employee Retirement Income Security Act of 1EZRISA), 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 reguteits, 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 continuthe 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 Participats. 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.
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ARTICLE 1 — DEFINITIONS

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

Active Employeemeans a Journeyman, Apprentice, Union Employee rexpiigeship 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 providedieinthe eligibility rules of the Fund.

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

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

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

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

Beneficiary is the person(s) designated as such in the FufideOfecords in accordance with the
Participant's election. Any change in Beneficiarnyst be made by changing the election form in the
Fund Office. This may be done at any time, withtlue 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 purportiogchange the beneficiary, such as divorce or
separation orders, shall not be considered in ahiri@rg a Participant’s Beneficiary. If no Beneéity is
named or if the designated Beneficiary predecedisesParticipant, Beneficiary shall mean in the
following order: (1) Spouse; (2) Children; (3) Raie (4) Brothers and Sisters; and (5) Estate.

Children or Child means a person who qualifies under (a), (b), ooéw:

(@) Any person up until the first of the month &lling the month in which he/she turns age
26 and either:

) is a Participant’s natural child or adoptedahi
(2) has been placed with a Participant for adopton
3) is a Participant’s step-child, which meansdhid 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 toRbed Office prior to December 31 of
the year in which the child would otherwise ceaséd 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 Participamd foster children are not included in the
definition of Children and are not covered by tlenP

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

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

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

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

Covered Personmeans a Participant and Dependent, unless otteimdicated 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 resultingnfi@n injury or illness, which in the opinion
of a physician satisfactory to the Trustees, prvamperson from engaging in any regular occupaition
employment for remuneration or profit as an ironkeor and which requires the regular care and
attendance of a legally qualified physician or sorg provided, that no person shall be deemedue aa
Disability if such incapacity was contracted, stdfi or incurred while he was engaged in an illegal
activity or from service in the Armed Forces of aountry.

Employer means:

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

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

(© the Union to the extent, and solely to the metxtéhat 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 sdtelyre extent that it acts in the capacity of
an employer of administrative employees on whosalb&€ontributions are made to the
Fund.

Fund Office means the administration office located at 2518% X Drive, Novi, Michigan 48375;

mailing address is P.O. Box 8006, Novi, Ml 4837®®80telephone 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 Idigh.

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

Owner-Member means any person who performs work covered by &e€le Bargaining Agreement
who has a financial interest in an Employer, dicindirect, whether or not that interest shallklsesole
proprietor, partner, shareholder or similar finahdénterest. An eligible Owner-Member is entitlexd
benefits as an Active Participant unless otheragtdorth in this Plan.

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

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

Plan Administrator means the Trustees of the Fund.

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

Retiree or Covered Retireemeans a person who has been granted an early, lnomadssability pension
by Iron Workers’ Local No. 25 Pension Fund andtletito 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 Fafrigiastern 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 thenlm 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" poised of the Active Employees’ Credited
Employer Contributions. The cost of coverage sballdeducted from the Active Employee’s
Bank in an amount determined periodically by thastees. The "Bank System" shall operate as
follows:

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

(c)

(d)

(€)

(f)

(9)

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

For Owner-Members, monthly contributions muet rhade 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 owedaoy month in which no work was
performed, provided that the Owner-Member has ieotithe Trustees seven days before
the first of each month that no work will be perfed.

A record of each Participant's Credited Empto@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 benefstdoom the Participant's Bank for each
month's eligibility.

A Participant’s Bank will be limited to 12 timehe 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, 2001erceeds 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 replalern.

When an Employer declares Chapter 7 or Chapferbankruptcy, has manpower
withdrawn by the Union, or where lien proceedingsenbeen instituted by legal counsel,
the Participants involved will be credited with thentributions due the Fund for the
month in which the delinquency occurs, plus thevioigss 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 waivedrant immediate coverage for any employee
organized by the Union.

2.3 Continuing Eligibility

A Participant will remain eligible for benefits prided his Bank is equal to or greater than his
required monthly benefit charge. Notwithstandiiig;n Active Participant becomes and remains
ineligible for 12 or more consecutive months, hestraatisfy 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 differencevkeen 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 workinigr a non-contributing employer in the
industry. If verification by an area Union busineggnt is received that the Participant is actively
seeking employment in the jurisdiction of the Unitve will be allowed to make 3 additional
regular self-payments. If no verification is givbyp a union business agent, or if the maximum
time allowed for self-payment is exhausted, thei€lpant shall be offered COBRA.

When a request for a self-payment is issued andPéndcipant elects not to make the required
self-payment, his coverage will terminate. Any nemnstanding 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 dliity 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 amvirorker outside the jurisdiction of the
Union, and becomes eligible for health and welfagpefits under another Ironworker health and
welfare plan, he may elect to freeze his Bank arslispend his self-payment status. The Active
Participant who elects coverage under another looker 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 Rhan either by resuming self-payment
status, if eligible, or by directing the Plan Adhsitrator to commence deductions from his Bank
to cover the current monthly benefit costs. Priordinstatement of coverage and eligibility under
this Plan, the Active Participant must provide #an Administrator with a copy of the other
Ironworker plan. The Active Participant will be petted to reinstate his eligibility in the month
following the last month he was eligible in theattronworker 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 dutthe maximum premium that will be charged is
102% of the full premium for the coverage. Howevethe military service is for 30 or fewer
days, the maximum premium will be the self-paynsnbunt.

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

» For uniformed service of less than 31 days, bynaa work day after the end of service plus eight
hours, or as soon as possible after the end dadigie-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 earlieimpossible through no fault of the Participant.

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

Self-Payments for Disabled Participants

An Active Participant who becomes Disabled whiligible to participate in the Fund shall be
permitted to continue his eligibility at a redua@dnthly benefit cost. This reduced rate remains
in effect for 24 months. At the end of this 24 nfoperiod, the self-payment rate for a Disabled
Participant is the same as the cost for an Actiagid®pant, i.e. the amount deducted from an
Active Participant’s Bank.
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2.8

Notwithstanding the foregoing, coverage under ¢kigtion is subject to the following:

(@)

(b)

(c)

(d)

(e)

To be eligible for the reduced monthly benefiist, the Participant must have been
eligible for 12 consecutive months, including thenth in which Disability occurs, prior
to becoming Disabled. In addition, an Active P&oaat 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 monthihefit 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 montlmduced benefit cost.

When a Disabled Participant's Bank is insudiitito 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 bllgiy 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 combinattbereof, exceed 24 months in
duration. Thereafter, the Disabled Participant Isbal required to meet the monthly
benefit cost for an Active Participant in ordemntaintain 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 veriftzato substantiate the Participant's Disability,
or request that a Disabled Participant submit tdMBE, at any time. Failure to furnish such
evidence or submit to an IME upon request will lesuthe forfeiture of eligibility under this
section.

Retirees

(@)

Eligibility

When an Active Participant is approved for a Norngarly, 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 Retireder the Fund.

So long as there is a balance of Credited Empl@gtributions in his Bank, the Fund
will deduct the appropriate monthly benefit costéo 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-payr@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 pensioncghgom the Iron Workers’ Local
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No. 25 Pension Fund.
(b) Other Coverage

If after becoming a Retiree, the Retiree desioesancel coverage because he wishes to
be covered under his Spouse's insurance or hasiedtto work on a full or part-time
basis and now has coverage through his employemust 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 prootiudr health coverage since date of
retirement. (The other coverage may be any groupgndividual health coverage.
Medicare does not qualify as other coverage fop@ses of this section.)

Coverage under the Plan will be reinstated th&t 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 amntain the other health coverage
referenced above.

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

(c) Special Election Period

A Retiree may cancel coverage under the Plan bedasas other health coverage. The
other coverage may be any group or individual heativerage. Medicare does not
qualify as other coverage for purposes of thisisect The Retiree will thereafter be
allowed to reinstate coverage under the Plan dndywritten request for reinstatement,
and proof of health coverage since he cancelled €baerage, 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 peatievhich begins the date the written
request for reinstatement is received. Reinstateofecoverage 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. iBrasone-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 eligdslédctive 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 Fomentinue his Retiree coverage.
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2.10

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

(@ A Retiree who returns to work will maintain ggbility via his Bank, like an
Active Participant. However, if his Bank is notffezient 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 eligitfier loss of time benefits under
section 3.3 if: (1) his Disability began duringetperiod of time he returned to
work, and (2) he was eligible for Active Participarenefits in the month in
which the injury occurred based on the prior monitontributions.

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

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

(b) The Retiree forfeits his pension benefit frome tiron Workers’ Local
No. 25 Pension Fund as a result of his return tdkyand

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

Self-Payment for Surviving Spouse

When a Participant dies, the eligibility of his eo@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 Participdddhk.

Thereafter, upon payment of the required monthlfypse/ment, 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 froma thon Workers’ Local No. 25 Pension Fund,

she must elect to have the self-payment deducted such 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, andste# will thereafter be offered COBRA.

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

Dependent Coverage

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

9
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(b) A new enrollment card must be submitted toRbed Office for each new Dependent. A
Participant must notify the Fund Office within 3ayd of the date the Participant acquires
a new Dependent family member - such as throughriaga;, birth, placement for
adoption, or adoption - to establish Dependentiage 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 masriagCoverage 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 1 thie Plan. If a Dependent is not timely
enrolled under this section, he/she will not beedblenroll until the next open enrollment
period, as set forth below in (c).

(© During the open enrollment period from April 30; Participants will have the
opportunity to enroll eligible Dependents who weat previously enrolled.

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

coverage for a Dependent is because such Depehdgrdther Coverage (as defined in
this section), then if the Other Coverage involtjaerminates during the Plan Year,

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

1) Coverage involuntarily terminates when:

® The other coverage was COBRA coverage andsitdegen exhausted; or

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

(2) “Other Coverage” is coverage under a grouptheplan or health insurance
coverage, not including accident or disability ophblicies, coverage issued as a
supplement to liability insurance, liability insa@e, workers compensation or
similar insurance, automobile medical payment iasoe, credit only insurance,
coverage for on-site medical clinics, or other &minsurance under which
benefits for medical care are secondary or incadntother insurance benefits.

(d) A Participant may voluntarily terminate his @eplent’s coverage.

D If proof of Other Coverage is provided for sublependent at the time of
voluntary termination of coverage, the Participaiit 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 permittegearoll no sooner than the
next open enrollment.
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2.11

3.1

(€)

(f)

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

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

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

QD Under COBRA, as set forth in Article 9; or

(2) By self-paying at the monthly rate charged twv&/ing Spouses until the earlier
of: (a) the month in which such self-payments raoe 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 eitheraptit cannot thereafter be elected. Once
elected, when coverage terminates under eitheomgticannot be reinstated.

Personal data on each Participant and Dependeali be maintained by the Plan
Administrator. The following data shall be requiredgarriage license, birth certificates,
adoption papers, divorce decree, Social Securitybau, 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 Plaallgbrminate the earlier of:

(a)
(b)

On the date the Plan is terminated; or
On the date the Covered Person ceases todielelior 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 $3 and an Accidental Death and
Dismemberment benefit in the amount of $100,000pao®ided for Active Participants.
This benefit is fully insured under a life insuranpolicy issued by United Mutual of
Omabha Life Insurance Company, Mutual of Omaha Rl@maha, Nebraska, 68175, 1-
800-775-8805. Further information, including liatibns and exclusions to coverage and
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(b)

beneficiary designations, is set forth in the lifeurance policy which is available upon
request at the Fund Office. In the event of arscr@dipancy between any terms of this
Plan and the insurance policy, the terms of theransce policy control.

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 fizate of the Spouse of an eligible
Covered Retiree must be presented to the FundeOfiic payment of this benefit. The
death benefit is payable ONLY to the surviving QmekRetireelf the Covered Retiree
predeceases his Spouse, no benefit is payable.

3.2 Burial Benefit

(@)

(b)

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

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

D an individual who loses coverage as an Actigeti€ipant because he becomes
employed by the International Association of Brid§&uctural, Ornamental, and
Reinforcing Iron Workers of America, AFL-CIO, a hlihg or construction
trades council, a metal trades council, a cenafadil 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 smg§ as he remains employed in
such capacity; or

(2) an individual who dies as a result of on-theqguries suffered when he was an
Active Participant, even though he/she was notBéat 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 dfin in at least one month out
of the three month period immediately prior to dsath.

The Fund will pay for burial expenses upon receipbroper 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 tase of the death of a Participant's
Spouse, the difference will be paid to the Paréioip Before the Fund pays such
difference, it must be satisfied that all buriaberses have been incurred and paid.

Retirees

A self-insured burial benefit is payable upon teath 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) anar Early, Special or Disability
pension benefit from the Iron Workers' Local No.R¥nsion Fund, or (2) a pension from
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the International Association of Bridge, Structu@tnamental, and Reinforcing Iron
Workers of America, AFL-CIO, and his eligibility feuch 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 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 Retiree’s Beneficiary. Before thendF pays such difference, it must be
satisfied that all burial expenses have been ieduaind paid.

3.3 Loss of Time Benefits (Weekly Disability)

(@ Amount

Loss of Time benefits are available for Active Rgpants 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 wgdidnefit 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 beneditdhe time of application and at the
time the injury occurred or the illness commencdfistill 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 Btanetime in each of the three
preceding Plan Years.

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

A Participant may receive a maximum of 26 weekbeagfefits 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 eligibfer occupational Disability for six
weeks provided he is indoctrinated into the Iron rkéos 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 tagime the Fund must receive written
verification from the Participant’s doctor thatiseDisabled. The Trustees have the right
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to condition the commencement or continuation afdfiés 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 pregmgnanless the member is hospital
confined during the first seven days, then benefdmmence with the first day of
hospitalization.

If a Participant received non-occupational weeklgss-of-Time Benefits and it is
subsequently determined that the period of claiDsability was the result of injury or
illness arising out of or in the course of the Rgrant's employment, the Fund shall be
entitled to recover the Loss-of-Time Benefits péidt such period. This right to
reimbursement shall be exercised in accordance thghapplicable 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 fiteckaim with the Workers’ Compensation
Bureau, and (2) sign an assignment to the Fundratinfy that he will repay the Iron
Workers’ Health Fund of Eastern Michigan for anyéigs 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 suicidcany intentionally self-inflicted injury
or iliness, unless it was the result of a physimalmental condition. Loss-of-Time
benefits will not be paid if the Participant owesmay to the Fund.

3.4 Medical Coverage
(a) Medical

Self-insured medical benefits, including hospitatian, are provided for Participants and
their Covered Dependents. These benefits are dsteried 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 Ben€BCBSM Documents”) is
available atvww.bcbsm.comYou will be required to log into Member Secureahfces.

(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:

D 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,
school, sports, etc.

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

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

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

Services by persons not qualified or licensed.

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

Any part of the normal charges for services or §iappvhich the provider offers
to waive, such as part that would not be paid bgdrdue to its deductible or
Co-payment provisions.

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

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

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

Services provided by Employer facilities.

Services available without cost.

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

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

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

Maternity benefit is limited to the Covered Pagpit 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 motheduding coverage for
medical complications which arise from and aftestspregnancy.

Amniocentesis and/or genetic counseling will beraped on an individual basis
in situations where the attending physician recormasehat 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 riadse devices and infertility
drugs which are not approved by the FDA and reduiebe covered by law.

Services, supplies or treatment related to sexsfibamation.

Charges for surgical removal of silicone breast lanfs unless medically
necessary.

Cosmetic surgery, which means surgery performaohpoove appearance rather
than to correct a functional disorder. Functionabders 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 ingustained while under this
Plan, (b) an illness, such as breast cancer, @ if€wborn child's birth defect.

Care and treatment for male pattern baldness.

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

Non-Essential home installed conveniences even \phestribed by a physician.
Charges for services or supplies not medically ssamg.

Charges for food supplements and vitamins, othen tfhose 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 osdre

An injury or illness arising out of the commissiofha felony by the Covered
Participant, Retiree or Dependent; however, thidusion 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 hisy from war, whether or not
a declared war. Charges in a hospital owned andatgee by the United States
Government and any services and supplies eligilbde gayment by a

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

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

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

Weight loss programs.

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

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

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 eligibldarrthe Plan. However, in a
situation where a Covered Person is hospitalizeitevetigible under the Plan, is
receiving benefits, and becomes ineligible whilesgitalized, the Plan will

continue to provide benefits until such time ashbspitalization 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
D) Medicare Eligibility

All Participants who are covered by Medicare mustvfgle 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, whage 65 years or older to
obtain maximum health benefits, he or she mustyaigpland 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 Furinhitedl as set forth below in
section (2). Thus, it is strongly recommended th&etiree, his Spouse, or an
Active Employee contemplating retirement, contatie tSocial Security
Administration at least 4 months before they vwekech age 65.

Disability

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

Dialysis

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

(2) Coverage for Medicare Eligible Participants andDependents

In lieu of medical benefits provided under sectBofi(a), Supplemental Coverage
only is provided to Medicare eligible Participardead Dependents. These
benefits are administered by Blue Cross Blue StoéMichigan (BCBSM), 600
E. Lafayette, Detroit, Ml 48226, (877) 790-2583n 8n-line Benefit Guide and
Summary of Group Health Care Benefits (‘BCBSM Doemts”) is available at
www.bcbsm.com You will be required to log into Member Secureenfces.
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Supplemental Coverage is also subject to the ewetlsisset forth in section
3.4(b).

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

(a) Co-payments

Non Formulary Brand Formulary Brand Generic
Retail $30 $15 $10
Mail $60 $30 $20

Formulary Brands are those drugs provided throulge Envision Drug
Formulary.

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

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

(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 iBipant presents
documentation from a physician, in addition to asgription, stating that the
drugs are medically necessary, in which case thidybe covered with a
quantity limit of 10 pills per 30 days. Notwithatling, 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 Affite Care Act.

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

(8) Cosmetic drugs.
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3.6

Dental Benefits

(@)

(b)

Choice of Dental Plans

The Plan provides Participants with a choice betwadraditional 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)-8818

Participants will only be allowed to change Plane éme annually.

Traditional Dental Plan (Delta Dental)

(1)

Coverage

The annual maximum dental benefit per individuatis200.00. This annual
limit does not apply to Children up to the age 8f 1

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

IMPLANT

A maximum benefit per dental implants of $1,500inude 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 Delet®l or Golden Dental for
pre-approval.) Effective May 1, 2011, this lifeénmimit does not apply to
Children up to the age of 18.

ORTHODONTIC SERVICES OR SUPPLIES

A benefit equal to 75% of reasonable and custoncagrges made for such
services and supplies which are rendered whildntligidual 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 custoncagrges made for such
services and supplies which are rendered whileintdidual 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 custorohayges up to a maximum
of $150 per quadrant with an extraction and 100%eatonable and customary
charges up to a maximum of $644 if there is noagetion.
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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:

0] Charges for full mouth X-ray series with bitewirgjsall 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.

(iii) Charges for oral examinations shall be allowed d¢olthe 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 allowet) to the extent of
those charges made for the actual excision.

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

(vii)  Charges for a full or partial denture shall beadd 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 e teplacement of
anterior teeth.

) Charges for topical application of fluoride shaél bllowed every six
months prior to the age 19.

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

3.8

4.1.

4.2.

(xii)  Any procedure for which medical coverage would knidd 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-insureslon 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 aww.bcbsm.comYou will be required to log into Member Secured
Services.

Retiree Benefit Options
Retirees may elect the following options, for whiclower self-payment rate will be charged:
(@ Medical-Only Option
Medicare and non-Medicare Retirees may elect:
D 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 Hbt©rdinated policy offered by the
Fund in lieu of medical benefits and prescriptiongdbenefits 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 eligiblependents are Medicare eligible.

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

ARTICLE 4 - COORDINATION OF BENEFITS

Application

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

Coordination

Plan rules regarding coordination:
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(a) Another plan without a coordinating provisidra always be deemed to be the primary
Plan.

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

D 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’ plathe plan that covers the parent
whose birthday occurs earlier in the calendar gball be considered the primary
plan.

3) If neither (1) nor (2) applies, the plan comgrihe patient longest is primary.
(© With respect to dependents of divorced par¢nésfollowing rule applies:

D if there is a court decree, the plan that cewbe dependent of the parent with
responsibility to do so pursuant to such decre# bhgprimary;

(2) if (1) does not apply:

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

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

(©) the plan covering the parent without custodslldie considered last.

3) if neither (1) nor (2) apply, coordination benefits 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 aating to the Medicare Secondary Payer
(MSP) Rules when applicable.

The following addresses specific situations whe@PMRules are applicable:
@0} Coordination with Coverage By Virtue of Curréfrhployment Status

In the event a Medicare-eligible Covered Persoaligible under one plan as a
dependent (for example, a dependent of an actieetployed spouse) and
another plan other than as a dependent (for exam@Retiree under this Plan),
and as a result of the Medicare Secondary PayesRMedicare 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 Covereddtees a dependent are primary
to those of the plan covering the Covered Persberdhan as a dependent. For
example, if a Retiree is covered as a dependergruadlan covering his/her
Spouse as an active employee, then the benefite @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 #imsence of any other
coverage).

(2) End Stage Renal Disease

After a period of time, Medicare becomes the prymasurer for an individual
who needs a regular course of dialysis treatmemt kidney transplant because
of renal disease. Any Participant or Dependentivény such treatment should
contact the Social Security Administration as sams possible to obtain
information regarding Medicare eligibility and takppropriate steps to become
eligible for Medicare benefits. Once eligibilitpwld have been obtained, even if
it is not, the Plan will be primary (i.e. will prade 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 trary, a Participant or Dependent will never reeeiv
less if covered by two or more plans than he waoeltkive if covered by this Plan alone; provided,
however, that this Plan will pay no more than aroanh which would bring total coverage up to the
amount which would have been provided under tras Pl

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

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

ARTICLE 5- THIRD PARTY LIABILITY

5.1 Subrogation
(@) Application

Subrogation means the Plan has the right to redowera Participant or Dependent
those amounts paid by the Plan for medical camhmr expenses due to an injury caused
by a third party (for example, another person engany). 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 Plaulisogated to any claims the
Participant or Dependent may have against the garty who caused the injury. In
other words, the Participant or Dependent mustyrépthe 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 expensasyoother benefit provided by the
Plan. The right of subrogation applies regardiggte method of recovery, i.e. whether
by legal action, settlement or otherwise.

The Plan’s right to subrogation applies regardigswhether the injured Participant or
Dependent has been fully compensated, or made wkalenis 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 intezdl 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 Dependemhfthe third party or insurer.

Further, the Plan does not have any responsibflity the injured Participant or
Dependent’s attorneys’ fees, i.e. the common fuadrthe 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 lieh smain in effect until the Plan is
repaid in full for benefits paid because of theiigj

(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 (dod such benefits are otherwise
properly payable under the terms and conditionhefPlan), provided all the following
conditions are met:

QD As soon as reasonably possible, the Participaribependent must notify the
Fund Administrator that he or she has an injuryseduby 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 righasiy recovery arising out of
or related to any act or omission that caused ptritmited to the injury. If such
assignment is not made before the receipt of bsnéifien the receipt of benefits
automatically assigns to the Plan any rights thdidd@ant or Dependent may
have to recover payments from any third party suiar. (If the recovery so
assigned exceeds the benefits paid by the Plah,estgess shall be delivered to
the Participant or Dependent or other person asnestjby law.)

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

(4) The Participant or Dependent cooperates inglaihat is necessary to assist the
Plan in any recovery, which includes but is notitéd to executing and
delivering all necessary instruments and papers.
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(© 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 imsuvbether or not the Participant or
Dependent chooses to pursue that claim.

(d) Enforcement

» If it becomes necessary for the Plan to enforce ghovision by initiating any action
against the Participant or Dependent, the Partitipa Dependent agrees to pay the
Plan’s attorney’s fees and costs associated wehathion 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 eajpi¢ remedy.

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

5.2 Workers’ Compensation

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

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

If a Participant or Dependent receives any benefider this Plan that are properly payable by
workers’ compensation, then this Plan must be inmdied by the Participant or Dependent for
the amount paid by the Plan for such benefits. Hlaa shall be indemnified out of the proceeds
received from the Participant or Dependent in eei#int 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 poliges, such as life insurance, claims and appeals
will be governed solely by the procedures set fortim 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 fdiewing 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, Claimamtis Physician submits a claim after
claimant receives treatment from Physician; and

Concurrent claims: claims for a previously appobvengoing course of treatment
subsequently reduced or terminated, other tharidsyamendment or plan termination.
Rescission of Coverage: retroactive cancellatioczogerage.

YV V VY V

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 Blues€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 deadlineptovide notice to Claimant that the claim is
incomplete (with explanation of additional infornaat is necessary to process claim) is:

» For Urgent Health Claims — 24 hours after receivingroper claim
» For Pre-Service health claims — 5 days after r@ogivnproper 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 receiviotice

For Pre-Service Health Claims — 45 days after vaoginotice
For Post-Service Health Claims — 45 days afteriveggenotice
For Disability Claims — 45 days after receivingioet

YVVVY

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 persomelwed in making the decision. Accordingly,
decisions regarding hiring, compensation, termamatpromotion, or other similar matters with
respect to any individual (such as a claims adptdicor medical expert) must not be made based
upon the likelihood that the individual will supptine denial of benefits.

Initial Decision on a Claim
(a) Additional Evidence

D The Fund must provide the Claimant, free airgl, with any new or additional
evidence considered, relied upon, or generatetidytnd (or at the direction of
the Fund) in connection with the claim; such evmemust 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 be&igeal under (b), below, to give
the Claimant a reasonable opportunity to respoiudt fir that date; and

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

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

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

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

» For Post-Service Health Claims — 30 days afterivewg 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 digael for responding is tolled while
awaiting requested information from Claimant.

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

7.6 Adverse Benefit Determination

Notice of an adverse benefit determination willlirue:

vV VYV ¥V VYV VVYVYVY

the specific reasons for the denial,
the specific Plan provision or provisions on whilth decision was based,
if applicable, what additional material or infornaat is necessary to complete the claim
and the reason why such material or informatiameisessary;
the internal rule or similar guideline relied ugardenying 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 applliegb
a statement describing the availability, upon retguef the diagnosis code and its
corresponding meaning, and the treatment codetamdiresponding meaning;
a description of available internal appeal pro@ess 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 jeopaedthe claimant’s ability to regain
maximum function;
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if applicable, a statement of the Claimant’s righitbring a civil action after further
denial on appeal or external appeal; and

the availability of possible assistance with thiiinal claims and appeals and external
review processes from the Employee Benefits SgcAdministration, 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 Detertibmareceived pursuant to Section
7.6. An Adverse Benefit Determination means antheffollowing:

» adenial, reduction, or termination of, or a faélo provide or make payment (in
whole or in part) for a benefit, including any sutdnial, 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;

» adenial, reduction, or termination of, or a faélio 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 beétsefire 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 Trusteesgehbrth issues to consider related to the
benefit denial, along with any additional commethts 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@tite claimant's claim for benefits.

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

The Plan will continue to provide coverage pendhgoutcome of an internal appeal.
The review on appeal shall take into account athm@nts, documents, records, and other
information submitted by the Claimant relating b 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 ajspt 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, sulapgeals to the Plan Office.
(© Time for Submitting Internal Appeals

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

For Urgent Health Claims — 180 days after receidagial.

For Pre-Service Health Claims - 180 days aftegix@eg denial.

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

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

For Disability Claims — 180 days after receivingnidé

YV VYVVV

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 whilsh decision was based;

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

the internal rule or similar guideline relied ugardenying the claim;

if the denial was based on medical necessity,raxpeatal 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 amdtiapplicable);

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

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

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

the availability of possible assistance with thteinal claims and appeals and
external review processes from the Employee Ben&kgcurity Administration,
1-866-444-3272, or the Michigan Office of Financald Insurance Regulation,
MiCHAP, P.O. Box 30220, Lansing, Michigan 489097 13999-6442.

vV Vv ¥V VYV V¥V VV VVYV

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 receiapgeal.
» For Pre-Service Health Claims — 30 days after vaogithe appeal.
» For Post-Service Health Claims: The Trustees stelide the appeal at a Board
Meeting.*
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7.8

7.9

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

» For Disability Claims — The Trustees shall decide tappeal at a Board
Meeting.*
* Reference to decisions made at a Trustee BoamtiMemeans the appeal will
be decided at the first meeting following receiptio 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#wnd Board Meeting
following the Trustees receipt of the appeal. pédal circumstances require a
further extension, upon due notice to the Claim#r&,decision shall be made no
later than the third board meeting following retedp appeal. The Plan shall
notify the Claimant of the Trustees decision onegbmo later than 5 days after
the decision is made.

Deemed Exhaustion of Internal Claims and Appds 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 intetaahg and appeals process. Accordingly, the
Claimant may initiate an external review under &eti8. The Claimant is also entitled to pursue
any available remedies under Section 502(a) of BR&® 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 lossdd minimis violations that do not cause,
and are not likely to cause, prejudice or harmhi €laimant so long as the Plan demonstrates
that the violation was for good cause or due taemsibeyond the control of the Plan and that the
violation occurred in the context of an ongoingpgdaith exchange of information between the
Plan and the Claimant.

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

If an external reviewer or a court rejects the @hkit's request for immediate review on the basis
that the Plan met the standards for the exceptidtha 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 Claiméth 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 édetimine eligibility for benefits, interpret plan

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

8.1

8.2

8.3

Limitations of Actions

For adverse benefit denials not subject to extamdbw, no action may be brought to recover
any benefits allegedly due under the terms of tha Rore than 180 days following the Notice of
Decision on Appeal. For adverse benefit denialbgest to external review, a request for external
review must be made within the time limitations\pded in Section 8.2. In the event a Claimant
does not abide by these time limitations, he/shigegahis/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

Eligibility for External Review

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

legal interpretation without any use of medical goeknt), or (2) a rescission of coverage
(whether or not the rescission has any effect gnpanticular 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 thauinexments for eligibility under the terms of the
Plan is not eligible for the external review praces

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

A Claimant must file a request for an external egvivith the Fund within 4 months after receipt
of a notice of the final internal appeal. If hedshails 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 resider an external review.

Preliminary Review

Within five business days following the receipttbé external review request, the Fund must
complete a preliminary review of the request tedatne 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 doeisralate to the Claimant’s failure to meet
the requirements for eligibility under the termgiué Plan;

(© The Claimant has exhausted the Plan’s intexppéal process; and

(d) The Claimant has provided all the information dorms required to process an external
review.
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Within one business day after completion of thelimieary review, the Fund must issue a
notification in writing to the Claimant. If the regst is complete but not eligible for external
review, such notification must include the reasfmdts ineligibility and contact information for
the Employee Benefits Security Administration {fole number 866-444-ESBS (3272)). If the
request is not complete, the notification must dbecthe information or materials needed to
make the request complete and the Fund must allGlaianant 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

(a) The Fund must assign an independent reviewnaagon (IRO) to conduct the external
review.

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

Upon receipt of any information submitted by thai@lant, the assigned IRO
must within one business day forward the informatio the Fund. Upon receipt
of such information, the Fund may reconsider itsalffiinternal decision on
appeal, but such reconsideration will not delay ¢kternal review. If the Fund
decides to provide coverage, within one business after 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 ofgassent, the Fund will provide to the IRO
documents and any information considered in makheg 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 IROamy 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 &wvithin one business day.

(d) The IRO will review all of the information arbcuments timely received. In reaching a
decision, the assigned IRO will review the claim @0 and not be bound by any
decisions or conclusions reached during the Pleatésnal claims and appeals process.
The IRO, to the extent the information or documemts available and the IRO considers
them appropriate, will consider the following iraohling a decision:

1) The Claimant’s medical records;

2) The attending health care professional’s recomnterga

3) Reports from appropriate health care professioraisl other documents
submitted by the plan or issuer, Claimant, or tker@ant’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 arengistent with applicable law;

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

(€)

(f)

(9

(h)

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

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

information described in this notice to the extdrd information or documents
are available and the clinical reviewer or reviesvesnsider appropriate.

The IRO must provide written notice of the fieaternal review decision within 45 days
after the IRO receives the request for the extermdbw 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 reqtmséxternal review, including
information sufficient to identify the claim (indiing the date or dates of service,
the health care provider, the claim amount, if eyglle, the diagnosis code and
its corresponding meaning, the treatment code tndarresponding meaning,
and the reason for the previous denial);

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

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

4) a discussion of the principal reason or reasonst$odecision, including the
rationale for its decision and any evidence-basaaldsirds 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 Fedewaldaeither 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 numlder any applicable state
office of health insurance consumer assistancergyuodsman established under
PHS Act §2793.

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 treng) pursuant to the final external
review decision without delay, regardless of whette Plan intends to seek judicial
review of the external review decision and unlesamtil there is a judicial decision
otherwise.

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

Expedited External Review

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

34

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



8.6

8.7

(@) An adverse benefit determination which inveléemedical condition of the Claimant for
which the timeframe for completion of an expeditetgrnal 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 retfer an expedited internal appeal;
or

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

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

Upon a determination that a request is eligible érternal 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 IRCtrenically or by telephone or facsimile or
any other available expeditious method.

The IRO, to the extent the information or documeares available and the IRO considers them
appropriate, must consider the information or doents described above under the procedures
for standard review. In reaching a decision, ttegaed IRO must review the claim de novo and
is not bound by any decisions or conclusions redahg@ing 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 writingjtiin 48 hours after the date of providing that
notice, the assigned IRO must provide written gomdition to the Claimant and the Fund.

Discretion of Trustees

The Trustees have full discretionary authority étedmine 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 benefieggatlly due under the terms of the Plan more
than 180 days following the Notice of Decision oxtdtnal Review. In the event a Claimant

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

9.2

ARTICLE 9 - COBRA

Introduction: The right to COBRA continuation coverage was creaiea federal law, the
Consolidated Omnibus Budget Reconciliation Act @83 (COBRA). COBRA continuation
coverage can become available to participantstziddependents when they would otherwise
lose group health coverage.

Nature of COBRA Continuation Coverage

(@)

(b)

(c)

(d)

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

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

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

his Spouse, and dependent Children could becomkfiediebeneficiaries 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 egdmappens:

D Hours of employment are reduced such that hatgsinsufficient to maintain
eligibility, or
(2) Employment ends for any reason other than gressonduct.

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

D Death of spouse;

(2) Spouse’s hours of employment are reduced duahhours are insufficient to
maintain eligibility;

3) Spouse’s employment ends for any reason offaer ltis or her gross misconduct;

4) Spouse becomes entitled to Medicare benefitdguPart A, Part B, or both); or

(5) Divorce from the participant.

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

D The parent-participant dies;

(2) The parent-participant’s hours of employmeiet r@duced such that dollars in the
dollar bank are insufficient to maintain eligibyjt

3) The parent-participant’s employment ends foy esason other than his or her
gross misconduct;

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

(5) The parents become divorced; or

(6) 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 thdéltdehthe Participant, the employer must notify
the Plan Administrator of this qualifying event kit 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 Iedegbility 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 planpdhticipant and his spouse both have an
obligation to notify the Plan Administrator of suelrent within 60 days after this qualifying
event occurs. This notice must include: the nafribe participant, the social security number of
the participant, the name of the qualified benefies (for example, a former spouse after divorce
or a child no longer eligible for coverage as aatejent), the qualifying event (for example, the
date of a divorce), and the date on which the tyuadj 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
gualified 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 dralbef their children.

The COBRA notice will contain information regardiige premium that must be paid for
COBRA coverage, which is 102% of the cost to thaed~tor 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 uporoteeirrence of a qualifying event and will be
retroactively reinstated to the date of the qualdyevent once a qualified beneficiary elects
COBRA continuation coverage and pays the applicat@enium.

Duration of COBRA Coverage

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

(a) When the qualifying event is the death of tltipipant, 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 empleymor reduction of the participant’s
hours of employment, and the participant becamigleshto Medicare benefits less than
18 months before the qualifying event, COBRA camiition coverage for qualified
beneficiaries other than the participant lastsl88i months after the date of Medicare

entitlement.

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

spouse and children can last up to 36 months dlfter date of Medicare

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

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

D 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 eogd family members may
be entitled to receive up to an additional 11 mer@hCOBRA continuation
coverage, for a total maximum of 29 months. Taambthis extension, the
disability would have to have started at some thméore 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 @bciSecurity
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 amsybsequent
determination by the Social Security Administratitimat the qualified
beneficiary is no longer disabled. This notice trius provided within 30
days of such determination.

(2) Second Qualifying Event Extension

If another qualifying event occurs while receividi@ months of COBRA
continuation coverage, the covered spouse and depechildren can get up to
18 additional months of COBRA continuation coveraige a maximum of 36
months, if notice of the second qualifying evenpisperly given to the Fund.
This extension may be available to the spouse amyd dependent children
receiving continuation coverage if the participant former participant dies,
becomes entitled to Medicare benefits (under ParP#t B, or both), or gets
divorced, or if the dependent child stops beingjilele under the Fund as a
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9.7

9.8

9.9

dependent child, but only if such event would haased the spouse or
dependent child to lose coverage under the Fundthmdirst qualifying event
not occurred. The Plan Administrator must be redibf 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 sdnteach qualified beneficiaries’ last known
address, to elect COBRA continuation coverage. hEp@lified beneficiary has an independent
right to elect COBRA continuation coverage.

Premium Payment for COBRA Coverage

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

Payments are thereafter due on the first day ofritveth of coverage. The postmark will serve as
proof of the date paid. There is a 30-day grac®gdo make such payment. Coverage will be
terminated the first day of the month of coveragewhich payment has not yet been received,
and rectroactively reinstated if such payment ezireed within the grace period. If payments are
not made by the end of the grace period, coveradligenminate and the qualified beneficiary
will not be given an opportunity to reinstate cags.

If, for whatever reason, the Fund pays medical fisnfor 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 providaayerage.

Scope of Coverage

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

COBRA Continuation Coverage will be offered asdafs:

» Combined Plan Coverage, which is all of the Pladinz coverage the Qualified
Beneficiary received immediately prior to the Qfyatig Event; or
» Core Coverage, which is Combined Plan Coverage tith@ coverage for Vision and Dental
benefits.
Exclusions: The death, accidental death and dismaemémt, 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 ofezage. 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 tdlaihy situated active employees.
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9.10 Enrolliment of Dependents During Period of COBR Coverage/Coverage Options

A child born to, adopted by, or placed for adoptiath 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 withind2@/s of the adoption, placement for adoption,
or birth. During the COBRA coverage period, a eggant may add an eligible dependent who
initially declined COBRA coverage because of aline coverage and later lost such coverage
due to certain qualifying reasons. If a Participdesires to add such a child to COBRA
coverage, he must notify the Plan Office withind2@'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 tR#pant 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 pasnt 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 graaithh plan, or the date after election if a
gualified beneficiary becomes entitled to Medichmnefits and such entitlement would have
caused the qualified beneficiary to lose coveraggeuthe Fund had the first qualifying event not
occurred.

In the case of a qualified beneficiary entitledaalisability extension, COBRA continuation
coverage terminates the later of: (a) 29 monttes #ie date of the Qualifying Event, or the first
day of the month that is more than 30 days afterdate 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 thdifqpch 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 ttdrasses of family members and is advised to
keep a copy of any notices sent to the Plan Admnaics .

ARTICLE 10 - QUALIFIED MEDICAL SUPPORT ORDER

In accordance with 8609 of ERISA, the Fund shadlvte benefits as required by a Qualified Medical
Support Order ("*QMSCO”). In general, a QMSCO isnadical child support order which creates or
recognizes the right of an alternate recipient @.ehild of the Participant) to receive benefitaler a
group health plan. A QMSCO must meet certain regquénts and cannot require a Plan to provide any
type or form of benefit, or any option, not otheseviprovided under the Plan, except to the extent
necessary to meet the requirements of 42 U.S.@Gdt39 Procedures for determining the qualifiedusta

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

Certain Employers are required to continue to nmakdributions to the Fund on behalf of an employee
while such employee is on a medical leave of als@uocsuant to the federal Family and Medical Leave
Act (“FMLA"). Requests for FMLA leave must be dated 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 resolvedhie 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 coverageing an FMLA leave and the Participant fails to
return to work, he may be required to repay the IBygy 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 eligibiityto 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 Heeurity regulations issued pursuant to
HIPAA. The Plan Sponsor shall, among other thingglement administrative, physical and
technical safeguards that reasonably and apprelyriptotect the confidentiality, integrity and
availability of the electronic Protected Healthdmhation 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 dilibeir 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, altelerarinate any or all coverages hereunder, for argilo
classes of Participants or Dependents, at any time.

ARTICLE 15 — RESCISSION OF COVERAGE

Rescission means the retroactive cancellation wéreme. Where coverage was provided as a result of
fraud or an intentional misrepresentation of a matéact by a Participant or Dependent, or anvitlial
seeking coverage on behalf of such Participantegreddent, the Plan will rescind coverage. Faiore
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
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be provided.

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

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

Nothing in this section limits the rights of theaRIto prospectively terminate coverage where such
coverage was previously provided as a result of istake, intentional misrepresentation, or fraud.
Further, nothing in this section limits the rigtittbe Plan to cancel coverage retroactively folufai of a
Participant or Dependent to make a self-paymengravkhere 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' Healthn& of Eastern Michigan is the Plan
Administrator and Plan Sponsor. As such, the ®estare responsible for overall Plan
administration. There are three Trustees appoioyeithe Union and three Trustees appointed by
the Association. The current Trustees are:

Jack O’Donnell, Secretary John Rieckhoff, Chairman

Iron Workers Local 25
P.O. Box 965
Novi, Ml 48376-0965

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

Steve Gulick
Iron Workers Local 25
P.O. Box 965
Novi, Ml 48376-0965

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

Pat Buck

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

Iron Workers’ Local No. 25

Frank Nehr, Jr.

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

LEGAL COUNSEL FOR THE PLAN
Anthony A. Asher, Esq.
Sullivan, Ward, Asher & Patton, P.C.
25800 Northwestern Hwy, Suite 1000
Southfield, MI 48037-0222
(248) 747-0700
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The Trustees have delegated the day-to-day redplitress 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@HH53.

B. Effective Date of Plan/Fiscal Year: The effective date of the Plan is 11/30/50. ThanRl
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 1-800-5728B5%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 drudgntal, 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 biaigg
agreements. Copies of such agreements may benebtaipon 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 amgployer establishment where at least 50 or
more participants are customarily working. ThenPiaay 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 opesato®m employer contributions. The rate of
contribution is set forth in the Collective Bargaigp Agreement. Additionally, under certain
circumstances pursuant to the terms of the Pl&taracipant may make self-payments to retain
eligibility. A portion of Plan assets are investedl 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 trustther
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 tiollowing
laws:

» The Newborns’ and Mothers’ Health Protection Act 896 (NMHPA) was enacted to
provide that health plans and insurance issuers moayrestrict a mother’'s or newborn’s
benefits for a hospital length of stay that is amtad to childbirth to less than 48 hours
following a vaginal delivery or 96 hours followiragdelivery by cesarean section. However,
the attending provider (who may be a physician aorsa 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, needhat a provider obtain authorization
from the plan or the issuer for prescribing a lengt stay not in excess of 48 hours (or 96
hours).
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» The Women's Health and Cancer Rights Act of 1998(QRA) includes protections for
individuals who elect breast reconstruction in amtion with a mastectomy. WHCRA
provides that group health plans and health ingerassuers that provide coverage for
medical and surgical benefits with respect to nusteies must also cover certain post-
mastectomy benefits, including reconstructive styrgend the treatment of complications
(such as lymphedema).

» The Patient Protection and Affordable Care Act @@ 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 witleost sharing.

l. Copies of Schedule of Benefits or Benefit Booklgist 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 Elffite. Additionally, a list of network
providers is also available without cost upon retjte the Plan Office.

J. Statement of ERISA Rights: As a participant you are entitled to certain rightsl protections
under the Employee Retirement Income Security Ad974 (ERISA). ERISA provides that all
plan participants shall be entitled to:

Receive Information About Your Plan and Benefits:

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

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

» Receive a summary of the plan’'s annual financiabnte The plan administrator is required
by law to furnish each participant with a copy listsummary annual report.

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

dependents if there is a loss of coverage undepldreas a result of a qualifying event. You or
your dependents may have to pay for such coveRgdew this summary plan description and
the documents governing the plan on the rules gawvgryour 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 egesunder the plan, when you become entitled
to elect COBRA continuation coverage, when your G@Rontinuation coverage ceases, if you
request it before losing coverage, or if you reguesp to 24 months after losing coverage.
Without evidence of creditable coverage, you maguigect to a preexisting condition exclusion
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for 12 months (18 months for late enrollees) ajtaur enrollment date in subsequent coverage.
The procedure for requesting a certificate of d¢edidé coverage is as follows:

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

b. The requested certificate shall be provided byetiiest date that the Plan Administrator
acting in a reasonable and prompt fashion, canigeahe certificate. In that regard, the
parties shall use best and reasonable effortsomeps and mail (first class, postage paid)
the requested certificate of creditable coveragedorequesting 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 @sse of certificates of creditable
coverage to covered persons upon termination cfre@e.

Prudent Actions by Plan Fiduciaries: In addition to creating rights for plan participsuERISA
imposes duties upon the people who are responfiblthe operation of the employee benefit
plan. The people who operate your plan, calledutfidries” of the plan, have a duty to do so
prudently and in the interest of you and other ptamticipants 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 obtajrénwelfare benefit or exercising your rights
under ERISA.

Enforce Your Rights: If your claim for a welfare benefit is denied onayed, in whole or in
part, you have a right to know why this was doweplitain copies of documents relating to the
decision without charge, and to appeal any demitlwithin certain time schedules. Under
ERISA, there are steps you can take to enforcalttowe rights. For instance, if you request a
copy of plan documents or the latest annual refpon the plan and do not receive them within
30 days, you may file suit in a Federal court. lichs 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 lsecafi reasons beyond the control of the
administrator. If you have a claim for benefitstttgadenied or ignored, in whole or in part, you
may file suit in a state or Federal court. In aiddit if you disagree with the plan's decision or
lack thereof concerning the qualified status of andstic relations order or a medical child
support order, you may file suit in Federal colirit 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, orrpay 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 andffgeu 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 sheohtact
the Plan Administrator. If you have any questiobsu this statement or about your rights under
ERISA, you should contact the nearest office of Engployee Benefits Security Administration,
United States Department of Labor, listed in yoelephone directory, or the Division of
Technical Assistance and Inquiries, Employee Béné&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 ardponsibilities under ERISA by calling the
publications hotline of the Employee Benefits Segukdministration.

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

W1274357v1
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