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INTRODUCTION
A Letter From the Board of Trustees. ..
Dear Participants:

The Trustees of the Plumbers and Pipefitters Union Local No. 525 Health and Welfare Trust and
Plan (“Plan”) are pleased to present you with this new Plan book describing the Plan’s benefits, including
medical, prescription, dental, vision, life insurance and accidental death and dismemberment. This book
contains important information about the benefits available to you and your family. Please read this book
carefully and keep it where you can refer to it in the future.

The Plan offers two medical benefit and Prescription Drug coverage options - (1) a fee-for-service
(“PPO”) benefit option and (2) an exclusive provider organization (“EPO”) benefit option. In addition, the
Plan offers dental and vision benefits. Please note, for the first one year of eligibility, you will be eligible
for only the EPO benefit option. After you have been eligible for one year, provided that you are not a
Residential Employee, you may change to the PPO benefit option.

The Trustees want the Plan to continue well into the future. However, these benefits are not
guaranteed to always be available for you and your family (the benefits are not “vested”). Events may
happen in the future that force the Trustees to change the benefits or even stop providing benefits altogether.
Therefore, the Trustees have full authority to change, reduce or end any Plan benefits at any time they deem
necessary. If the Trustees change the Plan, you will be informed of any changes.

All questions about the Plan should be addressed to the Plan’s Administrative Office at the address
shown on page 2. Answers and information given to you must be in writing to be official. The only people
who are authorized to give you official information and answers to your questions about the Plan are the
Trustees or the Administrative Office. No Employer, Employer association or labor organization, or any of
their Employees, can give you official answers to your questions about the Plan.

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

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

By understanding your health care benefits and using them wisely, you will get the most benefits
with the least cost to you. There are two (2) easy ways to reduce your health costs when receiving benefits
through the Plan. First, use Exclusive Provider Organization (“EPO”) or Preferred Provider Organization
(“PPO”) providers, as appropriate. As you can see from the descriptions of benefits in this Plan booklet,
you pay a lower Copayment or Coinsurance for many medical services when you use In-Network Providers.
If you use Out-of-Network Providers, you will pay more. You are responsible for knowing whether your
provider is within the network or not.

The second way you can reduce your costs is by being a wise consumer. Be sure to ask questions
of your health care providers and demand proper answers. Don’t rely on your Physicians or health care
providers to know your benefit Plan and use it wisely for you. You must do it. For example, if your
Physician refers you to another Physician or laboratory, be sure that YOU confirm that the other Physician
or laboratory is on the In-Network Provider list. Don’t rely on your Physician to do so.



Some services require Prior Authorization. You are responsible for confirming that your
Physician obtains Prior Authorization for certain services as described in your Plan booklet. Don’t
rely on your Physician or other health care provider to obtain Prior Authorization. You must check
on it yourself. If you do not obtain Prior Authorization for a medical service or benefit when required,
the Plan will pay a much lower amount and you will pay a much higher amount. Your health care is
your responsibility.

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

If you would like further information or assistance, please call or write the Plan Administrative Office:

BeneSys Administrators
8311 W. Sunset Road, Suite 250
Las Vegas, NV 89103
702-415-2199 or 1 (844) 763-3228

The Trustees believe that this Health and Welfare Plan fully complies with the Employee Retirement
Income Security Act of 1974 (“ERISA”) and other applicable laws, regulations and amendments. Any
omissions or oversights will be resolved in favor of the laws and regulations.

BY ENROLLING IN THE PLAN:

You certify and warrant to the Board of Trustees that all information on the enrollment card is true, correct
and current as of the date you signed it. You agree to immediately notify the Board of Trustees, in writing
of any changes in this information, including any change in eligibility status for any Dependent listed on
the enrollment card. Failure to do so will be deemed an act or omission constituting fraud or an intentional
misrepresentation of material fact by both the Eligible Individual and Dependent. As a result, if the Plan
has paid any claims for noneligible Dependents, both the Eligible Individual and the Dependent are jointly
and severally liable for those claims, and for all legal and other costs of the Plan incurred in obtaining
recovery of the amounts paid by the Plan.

If the Plan pays benefits for you or on your behalf or for any person listed as a Dependent on your card,
when you or such person are not in fact eligible, or if the Plan otherwise mistakenly pays benefits, you
agree to promptly reimburse the Plan in full for any amount so paid. You also agree that the Trustees, in
their sole discretion, may deduct or offset any such amount from your future benefits. If the Plan files any
legal action against you to recover any such amount, you agree to pay all attorneys’ fees and costs of the
Plan, whether or not such an action proceeds to judgment. Receipt of Plan benefits is consent and agreement
by the ineligible person to such liability.

You acknowledge your obligation to provide, and the right of the Board of Trustees to require from you
and promptly receive from you, proof of eligibility status, such as marriage certificates, birth certificates,
domestic relations decrees or any other proof of eligibility or any other documentation which the Board of
Trustees, in its sole discretion, may demand. You agree to promptly furnish such proof or documentation
to the Board of Trustees and further agree that furnishing such proof or documentation satisfactory to the
Board of Trustees is a precondition to the payment of any benefits for you or on your behalf or on behalf



of your Dependents. You understand that health care benefits are not vested rights and that the Board of
Trustees has full authority to modify, limit or terminate health care benefits at any time as the Board deems
appropriate.

Please note. . .

The Board of Trustees has the full authority to design, structure and interpret the Plan and reserves the right
to change, modify, limit or terminate any health care benefits at any time the Board deems it appropriate.

Prior Authorization for any health care service or procedure means only that the proposed service or
procedure is Medically Necessary and appropriate for the diagnosis given.

Prior Authorization does not mean that the eligibility or payment of benefits is guaranteed. Payment for any
health care service or procedure will be determined on the basis of the Plan of benefits in effect at the time
the service or procedure is performed, regardless of any Prior Authorization.



Quick Guide to Important Addresses and Phone Numbers

Administrator

BeneSys, Inc.

8311 W. Sunset Road, Suite 250
Las Vegas, NV 89103
702-415-2199 or 1 (844) 763-3228

Professional Review Organization
Utilization Review and Case Management
Nevada Health Solutions

P.O. Box 61440

Las Vegas, NV 89160

(702) 216-1653

(855) 392-0778

Fax (702) 691-5614
https://nevadahealthsolutions.org

Behavioral Health Provider

Harmony Healthcare

1701 W. Charleston Boulevard, Suite 320
Las Vegas, Nevada 89102

Phone: (702) 251-8000

Website: www.harmonyhc.com

Vision Care Provider
VSP

(800) 877-7195
WWW.VSp.com

Out-of-network claims only:
P.O. Box 997105
Sacramento, California5899-7105

Prescription Benefits Provider
Highmark Inc.

PO Box 3355

Pittsburgh, PA 15230-3355
(866) 431-2551
www.myhighmark.com

Mail Order Prescriptions:
www.highmarkbcbs.com

Hearing Aid Network

TruHearing, Inc.

12936 Frontrunner Blvd #100
Draper, UT 84020
https://www.truhearing.com/local525
888-993-1842

Dental Network Provider

Cigna Dental ASO (DPPO)

Cigna Dental Care Plan (DHMO)
PO Box 188037

Chattanooga, Tennessee 37422
(800) Cigna-24 or (800) 244-6224
WWW.mycigna.com

Medical Preferred Provider Organization (“PPO”)
Network

Anthem Blue Cross Blue Shield

P.O. Box 5747

Denver, CO 80217

(800) 234-0111

www.anthem.com

Medical Exclusive Provider Organization (“EPO”)
Network

Anthem Blue Cross Blue Shield

P.O. Box 5747

Denver, CO 80217

(800) 234-0111

www.anthem.com

Life Insurance and Accidental Death and
Dismemberment Provider

Voya Financial — Employee Benefits

6140 Stoneridge Mall Rd., Suite 150
Pleasanton, California 94588

For Customer Service: 1-800-955-7736
For Group Life Claims: 1-888-238-4840

Collective Union Health
Health and Wellness Centers

1607 E. Windmill Lane, Suite 100
Las Vegas, NV 89123

911 North Buffalo Drive, Suite 113
Las Vegas, NV 89128



Boulder City Hospital
901 Adams

Boulder City, NV 89005
(702) 293-4111

Sunrise Mountain View Hospital
3100 N. Tenaya

Las Vegas, NV 89128

(702) 255-5000

University Medical Center
1800 W. Charleston Blvd.
Las Vegas, NV 89102
(702) 383-2000

Summerlin Hospital

657 N. Town Center Drive
Las Vegas, NV 89144
(702) 233-7000

Spring Valley Hospital
5400 S. Rainbow Blvd.
Las Vegas, NV 89118
(702) 853-5000

Kindred Hospital — Flamingo
2550 E. Flamingo Road

Las Vegas, NV 89121

(702) 784-4300

Kindred Hospital — Sahara
5100 W. Sahara Ave.

Las Vegas, NV 89146
(702) 871-1418

St. Rose Dominican
Rose de Lima Campus
102 E. Lake Mead Pkwy.
Henderson, NV 89015
(702) 564-2622

St. Rose Dominican
Siena Campus

3001 St. Rose Pkwy.
Henderson, NV 89052
(702) 616-5000

Dignity Health — St. Rose Dominican —
West Flamingo Campus

9892 W. Flamingo

Las Vegas, NV 89147

Dignity Health — St. Rose Dominican —
Sahara Campus

2333 South Decatur

Las Vegas, NV 89102

List of In-Network Hospitals in Medical Plan. This list is partial and subject to change; you must
contact the Administrator to confirm that a Hospital still participates in the Plan.

Sunrise Hospital and Medical Center
3186 Maryland Pkwy.

Las Vegas, NV 89109

(702) 731-8000

Southern Hills Hospital
9300 W. Sunset

Las Vegas, NV 89148
(702) 880-2100

Desert Springs Hospital
2075 E. Flamingo Road
Las Vegas, NV 89119
(702) 733-8800

Valley Hospital Medical Center
620 Shadow Lane

Las Vegas, NV 89106

(702) 388-4000

Centennial Hills Hospital
6900 N. Durango Dr.
Las Vegas, NV 89149
(702) 835-9700

North Vista Hospital

1409 E. Lake Mead Blvd.
North Las Vegas, NV 89030
(702) 649-7711

Healthsouth Hospital at Tenaya
2500 N. Tenaya Way

Las Vegas, NV 89128

(702) 562-2021

St. Rose Dominican

San Martin Campus

8280 W. Warm Springs Rd.
Las Vegas, NV 89113
(702) 492-8000

Dignity Health — St. Rose Dominican —North
Las Vegas Campus

1550 West Craig Road

North Las Vegas, NV 89032

Dignity Health — St. Rose Dominican — Blue
Diamond Campus

4855 Blue Diamond Road

Las Vegas, NV 89139

Southern Hills Hospital — ER at the Lake
3225 S. Ft. Apache
Las Vegas, NV 89117



Mike O’Callaghan Military Medical Center
4700 Las Vegas Blvd N.

Nellis Air Force Base, 89118

(702) 653-2273

A complete list of In-Network Hospitals located outside of Las Vegas may be found at www.anthem.com.



QUICK GUIDE TO COMMON BENEFITS

MEDICAL PLAN - PPO BENEFIT OPTION

If you do not use PPO Providers you will pay more. Always use PPO Providers to receive the maximum
Plan benefits. It is your responsibility to make sure each provider you use is a PPO Provider. Contact the
Administrator for a current list of PPO Providers.

TYPE OF BENEFIT

IN-NETWORK
(PPO PROVIDER) BENEFIT
AMOUNT

OUT-OF-NETWORK
(NON-PPO PROVIDER)
BENEFIT AMOUNT

MEDICAL BENEFITS

Calendar Year Deductible

$500 aggregate per family

$1,500 aggregate per family

Lifetime Maximum

None

None

Annual Maximum

None

None

Annual Out-of-Pocket
Maximum on Essential Health
Benefits

The Annual Out-of-Pocket
Maximum for In-Network
Essential Health Benefits will not
exceed the annual limit permitted
by Health Care Reform.

The annual out-of-Pocket
Maximum for medical benefits
that qualify as Essential Health
Benefits is $2,400 per person,
$7,200 per Family.

And, the Annual Out-of-Pocket
Maximum for prescription
benefits that qualify as Essential
Health Benefits is $4,200 per
person, $6,000 per Family.

These Annual Out-of-Pocket
Maximum includes all
Copayments, Coinsurance and
Deductibles. The Maximums on
medical benefits and prescription
drug benefits accumulate
separately.

For Emergency Services only, the
Annual Out-of-Pocket Maximum
for Out-of-Network medical
benefits will not exceed the annual
limit for In-Network medical
benefits, which is $2,400 per
person, $7,200 per Family.

For non-Emergency Services
provided by Out-of-Network
Providers, there is no Annual
Out-of-Pocket Maximum. Use
In-Network Providers when
possible for non-Emergency
Services in order to minimize your
potential out-of-pocket expenses.

No Plan benefits will be paid if you do not obtain Prior Authorization when required or if the Plan
determines through Prior Authorization that a service is not Medically Necessary.

0 .
Primary Care Office Visit at ]1)0%4 tofl; iAllowabile Expenses. Not applicable
Collective Union Health cductible waived.
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TYPE OF BENEFIT

IN-NETWORK
(PPO PROVIDER) BENEFIT
AMOUNT

OUT-OF-NETWORK
(NON-PPO PROVIDER)
BENEFIT AMOUNT

Non- Collective Union Health
Primary Care Office Visit

$25 Copayment; then Plan pays
80% of Allowable Expenses

60% of Allowable Expenses

Specialist Office Visit

80% of Allowable Expenses

60% of Allowable Expenses

LiveHealth Online

100% of Allowable Expenses

Not applicable

Preventive Care Benefits,
which includes:

(1) services rated “A” or “B” by
the U.S. Preventive Services
Task Force,

(i1) immunizations recommended
by the Advisory Committee on
Immunization Practices of the
Centers for Disease Control and
Prevention, and

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

100% of Allowable Expenses

60% of Allowable Expenses*

*Preventive Care Benefits
provided by an Out-of-Network
Provider will be 100% covered
only if the particular item or
service provided is not available
from an In-Network Provider.

The current list of Preventive Care Benefits includes, but is not limited to: mammograms and other cancer
screening; abdominal ultrasounds for men 65-75 who have ever smoked; bone screens for osteoporosis;
pap smears, colonoscopy / sigmoidoscopy; blood tests for syphilis, gonorrhea, HIV, cholesterol / lipid
panels and blood sugar, routine vision exams for children, breast pumps and supplies, etc.

Well Baby Care

100% if Well Baby Care benefits
qualify as Preventive Care
Benefits; 80% of Allowable
Expenses to the extent that such
services are not Preventive Care
Benefits

60% of Allowable Expenses

Physical Exam

100% if Physical Exam benefits
qualify as Preventive Care
Benefits; 80% of Allowable
Expenses to the extent that such
services are not Preventive Care
Benefits

60% of Allowable Expenses

Quick Guide to

Medical Plan PPO Benefit Option




TYPE OF BENEFIT

IN-NETWORK
(PPO PROVIDER) BENEFIT
AMOUNT

OUT-OF-NETWORK
(NON-PPO PROVIDER)
BENEFIT AMOUNT

Hospital Benefits

Hospital/Maternity Care &
Newborn Nursery/Intensive Care
Unit/Neonatal Care Unit

Prior Authorization is required
for nonemergency Inpatient
admissions.

80% of Allowable Expenses

60% of Allowable Expenses for
nonemergency Services

Amount your benefits will be
reduced if you do not timely
obtain Prior Authorization when
required

$500 reduction per Hospital
Confinement

$500 reduction per Hospital
Confinement

Amount your benefits will be
reduced if you do not timely
obtain Continued Stay Review
when required

$500 reduction per Hospital
Confinement

$500 reduction per Hospital
Confinement

Daily Room Allowance

Daily Average Semi-Private
Room Rate

Daily Average Semi-Private Room
Rate

Hospitalist Program

100% of Allowable Expenses;
only Hospitals contracted with
the Health Services Coalition

N/A

Emergency Services

80% of Allowable Expenses

Non-Emergency Services
received in Hospital Emergency
Room limit to $250
reimbursement

70% of Allowable Expenses

Non-Emergency Services received
in Hospital Emergency Room limit
to $250 reimbursement

Preadmission Testing

100% of Allowable Expenses,
Calendar Year Deductible waived

60% of Allowable Expenses

Emergency
Transportation/Ambulance

Prior Authorization is required
for all air ambulance transports

80% of Allowable Expenses

80% of Allowable Expenses

Inpatient Surgery (physician
services including assistant
surgeon)

Prior Authorization is required
for nonemergency inpatient
services.

80% of Allowable Expenses

60% of Allowable Expenses

Second Surgical Opinion

100% of Allowable Expenses;
Calendar Year Deductible waived

100% of Allowable Expenses;
Calendar Year Deductible waived

Quick Guide to
Medical Plan PPO Benefit Option




TYPE OF BENEFIT

IN-NETWORK
(PPO PROVIDER) BENEFIT
AMOUNT

OUT-OF-NETWORK
(NON-PPO PROVIDER)
BENEFIT AMOUNT

Outpatient Surgery

Prior Authorization required for
all surgery and invasive
diagnostic procedures performed
in surgery area.

80% of Allowable Expenses;
Calendar Year Deductible
waived.

70% of Allowable Expenses;
Calendar Year Deductible waived.

Extended Care Facility
(SNF/LTAC/Rehab Center)

Prior Authorization is required.
Limited to 100 days per
Calendar Year)

80% of Allowable Expenses

60% of Allowable Expenses

Home Health Care

Prior Authorization is required.

80% of Allowable Expenses

60% of Allowable Expenses

Infusion Therapy

Prior Authorization is required
for home health and home
infusion services.

80% of Allowable Expenses

60% of Allowable Expenses

Hospice Care:

Hospice Inpatient Daily Room
Limit is the Average Rate up to
21 days per person

Hospice Outpatient Limit is 21
days per person

Bereavement counseling
Covered only within 12 months

of date of death of terminally ill
patient

80% of Allowable Expenses

100% of Allowable Expenses

60% of Allowable Expenses

100% of Allowable Expenses

Inpatient & Outpatient
Diagnostic Lab, X-ray &
Therapeutic Service

Laboratory Services

X-ray Services

Complex Diagnostic Services
(MRI, CT Scan, Etc.)

80% of Allowable Expenses

60% of Allowable Expenses

10
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TYPE OF BENEFIT

IN-NETWORK
(PPO PROVIDER) BENEFIT
AMOUNT

OUT-OF-NETWORK
(NON-PPO PROVIDER)
BENEFIT AMOUNT

Chemotherapy

Prior authorization required for
radiology and
hematology/oncology services.

Durable Medical Equipment

Prior authorization is required
for equipment when the total
rental or purchase price exceeds
$500.

80% of Allowable Expenses

60% of Allowable Expenses

Manipulation of
Musculoskeletal System
(Chiropractic Services)

Limited to 20 visits per Calendar
Year (in- and out-of-network
combined)

80% of Allowable Expenses

60% of Allowable Expenses

Licensed Acupuncturist

Limited to $375 per Calendar
Year (in- and out-of-network
combined)

80% of Allowable Expenses

60% of Allowable Expenses

Therapy Charges (including
Physical, Occupational, and
Speech)

Limited to 60 visits per Calendar
Year aggregate for all therapy
(in- and out-of-network
combined)

Limit does not apply to cardiac
rehab or pulmonary therapy.

Prior authorization required.

80% of Allowable Expenses

60% of Allowable Expenses

Temporomandibular Joint
Syndrome, including surgery

Prior authorization required.

80% of Allowable Expenses

60% of Allowable Expenses

Laser Vision Correction

80% of Allowable Expenses;
Once per eye per lifetime up to a
maximum of $1,000 per eye

60% of Allowable Expenses, Once
per eye per lifetime up to a
maximum of $500 per eye

11
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TYPE OF BENEFIT

IN-NETWORK
(PPO PROVIDER) BENEFIT
AMOUNT

OUT-OF-NETWORK
(NON-PPO PROVIDER)
BENEFIT AMOUNT

Hearing Aid (including
Medicare eligible Retirees)

One (1) device per ear every
three (3) years

80% of Allowable Expenses,
Calendar Year Deductible waived

60% of Allowable Expenses,
Calendar Year Deductible waived

Hearing exam

80% of Allowable Expenses

60% of Allowable Expenses

Smoking Cessation Benefits

100% of Allowable Expenses for
up to 4 tobacco cessation
counseling sessions; prescribed
FDA-approved medication;
required enrollment in Plan’s
tobacco cessation program

N/A

Diabetes Education

80% of Allowable Expenses

60% of Allowable Expenses

Bariatric Surgery

80% of Allowable Expenses.

Prior authorization required Dependent child under age 18 not N/A
covered.
80% of Allowable Expenses for

Bariatric Surgery Related related Medically Necessary N/A

Services

subsequent surgical care,
including removal of excess skin.

Dialysis Treatment—QOutpatient

80% of Allowable Expenses

60% of Allowable Expenses

Organ and Marrow
Transplant

Prior authorization required.

80% of Allowable Expenses

60% of Allowable Expenses

Allergy Services (testing and
injection)

80% of Allowable Expenses

60% of Allowable Expenses

Sleep Studies

Prior Authorization is required

80% of Allowable Expenses

60% of Allowable Expenses

Podiatry

Medically Necessary services
only. Routine services not
covered.

80% of Allowable Expenses

60% of Allowable Expenses

Orthotics /Prosthetics

One (1) every two (2) years up to
$400 per foot condition

Prior Authorization is required
for appliances over $500

80% of Allowable Expenses

60% of Allowable Expenses

12
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TYPE OF BENEFIT

IN-NETWORK
(PPO PROVIDER) BENEFIT
AMOUNT

OUT-OF-NETWORK
(NON-PPO PROVIDER)
BENEFIT AMOUNT

Midwifery 80% of Allowable Expenses Not covered
Birthing Center 80% of Allowable Expenses Not covered
Infertility Diagnosis 80% of Allowable Expenses 60% of Allowable Expenses

MENTAL HEALTH CARE AND SUBSTANCE USE DISORDER CARE BENEFITS

Inpatient Hospital or Partial
Hospitalization or Residential
Care Facility

Prior Authorization is required.

80% of Allowable Expenses

60% of Allowable Expenses

Outpatient Care

Prior Authorization is required
for certain therapy and
medication consultation and
management services as outlined
in Part 3, Section 1.

80% of Allowable Expenses

60% of Allowable Expenses

Amount your benefits will be
reduced if you do not timely

obtain Prior Authorization when $500 reduction $500 reduction
required
Amount your benefits will be
reduced if you do not timely . .
obtain Continued Stay Review $500 reduction $500 reduction
when required
PRESCRIPTION DRUG BENEFITS
Walk-In Program
Tier 1 — most Generic Drugs and .
some low cost Brands No Copayment required N/A
Tier 2 — Preferred Brand-Name o o
and some high cost Generic You pay 30% of the prescription N/A
or refill
Drugs
Tier 3 — Non-Preferred Brand- 0 -
Name and Non-Preferred high You pay 40% of the prescription N/A
. or refill
cost Generic Drugs
Preveptlve Care Drugs and No Copayment required N/A
Supplies
Up to a 30-day supply per
prescription or refill (90-day
Maximum sup.ply available for certain N/A
maintenance drugs)

13
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IN-NETWORK OUT-OF-NETWORK
(PPO PROVIDER) BENEFIT (NON-PPO PROVIDER)
TYPE OF BENEFIT AMOUNT BENEFIT AMOUNT
Mail Order Plan
Tier 1 — most Generic
Maintenance Drugs and some No Copayment required N/A
low cost Brands
Tier 2 — Preferred Brand-Name o .
Maintenance and some high cost You pay 15% of the prescription N/A
) or refill
Generic Drugs
Tier 3 — Non-Preferred Brand- o o
Name and Non-Preferred high You pay 25% of the prescription N/A
) or refill
costs Generic Drugs
You pay 20% of the prescription
or refill not to exceed $100
(For Copay Armor program-
Specialty Drugs Qualified Specialty Drugs, N/A
coinsurance will be reduced or
waived for those who elect to
participant in the Program.)
Preveptlve Care Drugs and No Copayment required N/A
Supplies
Maximum Up to a 90-day supply per N/A
prescription or refill

14
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OTHER PPO PLAN BENEFITS

These additional benefits are provided to participants enrolled in the PPO Medical Plan, the Non-

Residential Active Employees & Non-Medicare Eligible Retirees EPO Plan, or the Medicare Eligible
Retirees EPO Plan, including dental, vision, life insurance, AD&D and, for active employees, Weekly
Disability benefits. Residential Employees are not eligible to enroll in any of these additional benefits,

except for Weekly Disability Benefits.

TYPE OF BENEFIT

IN-NETWORK
PROVIDER
BENEFIT AMOUNT

OUT-OF-NETWORK
PROVIDER
BENEFIT AMOUNT

DENTAL PPO (DPPO) BENEFITS

$100 per person; $200 maximum

$100 per person; $200 maximum per

Services).

Annual Deductible per family (consists of two family (consists of two individual
individual maximums) maximums)
$3,000 per person (not including . .
Annual Maximum orthodontics or Preventive $3,000 per person (not including

orthodontics or Preventive Services).

Diagnostic and Preventive
Class 1

100% of Allowable Expenses,
Annual Deductible does not apply

100% of Allowable Expenses,
Annual Deductible does not apply

Basic Restorative
Class 11

80% of Allowable Expenses
After deductible

80% of Allowable Expenses
After deductible

Major Restorative
Class 111

60% of Allowable Expenses
After deductible

60% of Allowable Expenses
After deductible

Orthodontic Services
Class IV

50% of Allowable Expenses,
Deductible required annually.
maximum lifetime benefit of
$1,500 per person to the extent
that such services are not
Medically Necessary.

50% of Allowable Expenses,
Deductible required annually.
maximum lifetime benefit of $1,500
per person to the extent that such
services are not Medically
Necessary.

Periodontic Services
Class VII

75% of Allowable Expenses
After deductible.

75% of Allowable Expenses After
deductible.

Surgical Dental Implants
Class IX

60% of Allowable Expenses
After deductible

60% of Allowable Expenses
After deductible

Time Limits:

Exam

Bitewing mouth x-rays
Full mouth x-rays

Two (2) per Calendar Year
Two (2) per Calendar Year
One (1) set every 24 months

Two (2) per Calendar Year
Two (2) per Calendar Year
One (1) set every 24 months
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TYPE OF BENEFIT

IN-NETWORK
PROVIDER
BENEFIT AMOUNT

OUT-OF-NETWORK
PROVIDER
BENEFIT AMOUNT

Prophylaxis
Dentures
Crowns/Bridges

Two (2) per Calendar Year
Five (5)-year replacement limit
Five (5)-year replacement limit

Two (2) per Calendar Year
Five (5)-year replacement limit
Five (5)-year replacement limit

DENTAL HMO (DHMO) BENEFITS

Annual Deductible None No Coverage
Annual Maximum None No Coverage
Diagnostic and Preventive

Class | 100% No Coverage
Basic Restorative

Class 11 100% No Coverage
Major Restorative

Class 111 60% No Coverage
Orthodontia

Class IV 50% No Coverage
Temporomandibular Joint (TMJ)

Class V 50% No Coverage
Surgical Implants

Class IX 60% No Coverage
VISION CARE BENEFITS

Examinations $5 Copayment Up to $46 Copayment

Prescription Glasses

$15 Copayment

Up to $55 for single, $75 for bifocal,
$95 for trifocal lenses; $125 for
lenticular lenses

Time Limits:
Exam
Prescription Glasses or Contacts

Once every 12 months
Once every 12 months

Once every 12 months
Once every 12 months

Frames Once every 24 months (and at Once every 24 months up to $45,
least 12 months after a participant | plus 20% of any out-of-pocket costs
has received contact lenses) up to
$150, plus 20% of any out-of-
pocket costs

Contacts When you choose contacts When you choose contacts instead of

instead of glasses, you receive a
$135 allowance towards the cost
of your lenses, fitting and
evaluation exam.

glasses, you receive a $105
allowance towards the cost of your
lenses, fitting and evaluation exam
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TYPE OF BENEFIT

IN-NETWORK
PROVIDER
BENEFIT AMOUNT

OUT-OF-NETWORK
PROVIDER
BENEFIT AMOUNT

Safety Glasses for Employees
only (no coverage for

$15 copayment for lenses, once
every 12 month

Not covered

dependents) Frames once every 24 months up
to $150, plus 20% of any out-of-
pocket costs

OTHER PLAN BENEFITS

Life Insurance
For Employees and Retirees

$4,000 (amount reduced 50% at age 70)

For Dependents:
Spouse $1,000
Children 14 days to 6 months $100
Children 6 months to 2 years $500
Children 2 years to 26 years $1,000
Accidental Death &
Dismemberment . $4,000 maximum (amount reduces 50% at age 70)
For Employees and Retirees

None
For Dependents
Weekly Disability Insurance $700

for Employees and Self-Pay
Employees only (excludes
Retirees, COBRA beneficiaries
and Dependents)
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EPO BENEFIT OPTION

Non-Residential

Active Employees & Non-Medicare Eligible Retirees

Except for Emergency Services, there are no EPO benefits provided for Non-EPO Provider services.
Always use EPO Providers to receive the maximum Plan benefits. It is your responsibility to make sure
each provider you use is a EPO Provider. Contact the Administrator for a current list of EPO Providers.

TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

MEDICAL BENEFITS

Calendar Year Deductible $0

Coinsurance 100% of Allowable Expenses (You pay 0%)
Lifetime Maximum None

Annual Maximum None

Annual Out-of-Pocket
Maximum on Essential Health
Benefits

The Annual Out-of-Pocket Maximum for In-Network Essential Health
Benefits will not exceed $6,000 per person, $12,000 per Family.

These Annual Out-of-Pocket Maximum includes all Copayments,
Coinsurance and Deductibles for medical benefits and prescription drug
benefits.

No Plan benefits will be paid if you do not obtain Prior Authorization when required or if the Plan
determines through Prior Authorization that a service is not Medically Necessary.

Primary Care Office Visit at
Collective Union Health
(children under the age of 3
not permitted)

No charge

Non-Collective Union Health
Primary Care Office Visit

Not covered

Primary Care Office Visit for
Children Under 3 Years Old

$10 Copayment per visit

Specialist Office Visit

$30 Copayment per visit

Urgent Care

$30 Copayment per visit

LiveHealth Online

$10 Copayment per visit

Preventive Care Benefits:

(1) services rated “A” or “B” by
the U.S. Preventive Services
Task Force,

No charge
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

(i1) immunizations recommended
by the Advisory Committee on
Immunization Practices of the
Centers for Disease Control and
Prevention, and

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

The current list of Preventive Care Benefits includes, but is not limited to: mammograms and other cancer
screening; abdominal ultrasounds for men 65-75 who have ever smoked, bone screens for osteoporosis; pap
smears, colonoscopy / sigmoidoscopy, blood tests for syphilis, gonorrhea, HIV, cholesterol / lipid panels and
blood sugar, routine vision exams for children, breast pumps and supplies, etc.

Hospital Benefits

Hospital/Maternity
Care/Intensive Care
Unit/Neonatal Care Unit

Prior Authorization is required
for nonemergency Inpatient
admissions.

$400 Copayment for facility per admission/$100 Copayment for
physician services

No charge for Newborn Nursery

Amount your benefits will be
reduced if you do not timely
obtain Prior Authorization when
required

$500 reduction per Hospital Confinement

Amount your benefits will be
reduced if you do not timely
obtain Continued Stay Review
when required

$500 reduction per Hospital Confinement

Daily Room Allowance

Daily Average Semi-Private Room Rate

Hospitalist Program

No charge; only Hospitals contracted with the Health Services Coalition

Emergency Services

$250 Copayment per visit

Non-Emergency Services received in Hospital Emergency Room limited
to $250 reimbursement

Preadmission Testing

No charge.
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Emergency
Transportation/Ambulance

Prior Authorization is required
for all air ambulance transports.

$150 Copayment per trip

Inpatient Surgery

Prior Authorization is required
for nonemergency inpatient
services.

$400 Copayment for facility per admission/ $100 Copayment for
physician per surgery

Second Surgical Opinion

No charge

Outpatient Surgery

Prior Authorization required for
all surgery and invasive
diagnostic procedures performed
in surgery area.

$50 Copayment for ambulatory surgical facility

$200 Copayment for outpatient hospital facility

$50 Copayment for physician per surgery at ambulatory surgical facility
$100 Copayment for physician per surgery at outpatient hospital facility
$100 Copayment for Anesthesia per surgery

Extended Care Facility
(SNF/LTAC/Rehab Center)

Prior Authorization is required.
Limited to 100 days per
Calendar Year (in- and out-of-
network combined)

$300 Copayment per admission

Home Health Care

Prior Authorization is required.

$35 Copayment per visit

Infusion Therapy

Prior Authorization is required.

$30 Copayment per visit
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Hospice Care:

Hospice Inpatient Daily Room
Limit is the Average Rate up to
21 days per person

Hospice Outpatient Limit is 21
days per person

Respite Care covered up to 5
days per inpatient admission.

Bereavement counseling
Covered only within 12 months

of date of death of terminally ill
patient

$400 Copayment per admission for inpatient hospice care; $0 Copayment
per visit for outpatient hospice care

Inpatient respite care included in $400 Copayment for admission; $20
Copayment per visit for outpatient respite care

$30 Copayment per visit for bereavement counseling

Inpatient & Outpatient
Diagnostic Lab, X-ray &
Therapeutic Service
Laboratory Services

X-ray Services

Complex Diagnostic Services
(MRI, CT Scan, Etc.)

Chemotherapy
Prior authorization required for

radiology and
hematology/oncology services.

$10 Copayment per visit
$20 Copayment per visit

$100 Copayment per visit

$30 Copayment per visit

Durable Medical Equipment

Prior authorization is required
for equipment when the total
rental or purchase price exceeds
$500. One (1) DME for every
three (3) years

No charge
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IN-NETWORK
TYPE OF BENEFIT (EPO PROVIDER) BENEFIT AMOUNT

Manipulation of
Musculoskeletal System
(Chiropractic Services)
$30 Copayment per visit
Limited to 20 visits per Calendar
Year (in- and out-of-network
combined)

Acupuncture Not covered

Therapy Charges (including
Physical, Occupational, and
Speech)

Limited to 60 visits per Calendar
Year aggregate for all therapy
(in- and out-of-network
combined)

$10 Copayment per visit

Limit does not apply to cardiac
rehab or pulmonary therapy.

Prior authorization is required.

Temporomandibular Joint

Syndrome, including surgery 50% Coinsurance

Prior Authorization is required.

Laser Vision Correction Not covered

Hearing Aid

One (1) device per ear every No charge

three (3) years

Hearing exam $30 Copayment per exam

Smoking Cessation Benefits No charge for up to 4 tobacco cessation counseling sessions; prescribed
FDA-approved medication; required enrollment in Plan’s tobacco
cessation program
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Self-Management and
Treatment of Diabetes:

Education & Training

Insulin Pump Supplies

Other Supplies

Insulin Pump

Other Equipment

Prior Authorization is required
for insulin pumps. insulin pump

supplies and other diabetes
equipment.

$30 Copayment per visit
$10 Copayment per supply
$5 Copayment per supply
$100 Copayment per pump

$20 Copayment per device

Bariatric Surgery

Prior Authorization is required.

$3,000 Copayment per surgery/$30 Copayment per physician visit

Dialysis Treatment—Qutpatient

$10 Copayment per day

Organ and Marrow
Transplant

Prior authorization is required.

$400 Copayment for facility per admission/$100 Copayment for
physician per surgery

Allergy Services (testing and
injection)

For injection, pay lower of
copayment or allowable charge

$10 Copayment per visit

Sleep Studies
Prior Authorization is required

$30 Copayment per study

Podiatry

Medically Necessary services
only. Routine services not
covered.

$30 Copayment per visit
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Orthotics /Prosthetics

810,000 prosthesis lifetime
coverage maximum,; One

(1) prosthesis every three

(3) years; one foot orthotic every
three (3) years

Prior Authorization is required
for appliances over $500.

$50 Copayment per orthotic
$80 Copayment per foot orthotic
$750 Copayment per prosthetic

Midwifery No charge
Birthing Center $400 Copayment per admission
Infertility Diagnosis $30 Copayment per visit

Special Food Products and
Enteral Formulas

Limited to one 30-day supply per
individual four times per

calendar year.

Prior Authorization is required

$0 Copayment per product

MENTAL HEALTH CARE AND SUBSTANCE USE DISORDER CARE BENEFITS

Inpatient Hospital or Partial
Hospitalization or Residential
Care Facility

Prior Authorization is required.

$400 Copayment for facility per admission/$100 Copayment for
physician services

Outpatient Care

Prior Authorization is required
for certain therapy and
medication consultation and
management services as outlined
in Part 3, Section 1.

$10 Copayment per visit
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

$500 reduction
Amount your benefits will be
reduced if you do not timely
obtain Prior Authorization when
required
Amount your benefits will be $500 reduction

reduced if you do not timely
obtain Continued Stay Review
when required

PRESCRIPTION DRUG BENEFITS

Walk-In Program

Tier 1 — most Generic Drugs and

some low cost Brands $15
Tier 2 — Preferred Brand-Name

and some high cost Generic $40
Drugs

Tier 3 — Non-Preferred Brand-

Name and Non-Preferred high $60

cost Generic Drugs

Preventive Care Drugs and
Supplies

No Copayment required

Maximum

Up to a 30-day supply per prescription or refill (90-day supply available
for certain maintenance drugs)

Mail Order Plan

Tier 1 — most Generic
Maintenance Drugs and some
low cost Brands

$37.50

Tier 2 — Preferred Brand-Name
Maintenance and some high cost
Generic Drugs

$100

Tier 3 — Non-Preferred Brand-
Name and Non-Preferred high
costs Generic Drugs

$150

Specialty Drugs

Covered under Tiers set forth above. (For Copay Armor program-
Qualified Specialty Drugs, copayment will be reduced or waived for
those who elect to participant in the Program.)

Preventive Care Drugs and
Supplies

No Copayment required

Maximum

Up to a 90-day supply per prescription or refill
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

OTHER PLAN BENEFITS

Weekly Disability Insurance
for Employees and Self-Pay
Employees only (excludes
Retirees, COBRA beneficiaries,
and Dependents)

$700
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EPO BENEFIT OPTION
for Active Residential Employees

Except for Emergency Services, there are no EPO benefits provided for Non-EPO Provider services.
Always use EPO Providers to receive the maximum Plan benefits. It is your responsibility to make sure
each provider you use is a EPO Provider. Contact the Administrator for a current list of EPO Providers.

IN-NETWORK

TYPE OF BENEFIT (EPO PROVIDER) BENEFIT AMOUNT
MEDICAL BENEFITS
Calendar Year Deductible $0
Coinsurance 100% of Allowable Expenses (You pay 0%)
Lifetime Maximum None
Annual Maximum None
Annual Out-of-Pocket The Annual Out-of-Pocket Maximum for In-Network Essential Health

Maximum on Essential Health | Benefits will not exceed $6,250 per person, $12,500 per Family.
Benefits
These Annual Out-of-Pocket Maximum includes all Copayments,
Coinsurance and Deductibles for medical benefits and prescription drug
benefits.

No Plan benefits will be paid if you do not obtain Prior Authorization when required or if the Plan
determines through Prior Authorization that a service is not Medically Necessary.

Primary Care Office Visit at
Collective Union Health No charge
(children under the age of 3
not permitted)

Non- Collective Union Health Not covered
Primary Care Office Visit

Primary Care Office Visit for $25 Copayment per visit
Children Under 3 Years Old

Specialist Office Visit $50 Copayment per visit

Urgent Care $50 Copayment per visit
LiveHealth Online $25 Copayment per visit
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Preventive Care Benefits:

(1) services rated “A” or “B” by
the U.S. Preventive Services
Task Force,

(i1) immunizations recommended
by the Advisory Committee on
Immunization Practices of the
Centers for Disease Control and
Prevention, and

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

No charge

The current list of Preventive Care Benefits includes, but is not limited to: mammograms and other cancer
screening; abdominal ultrasounds for men 65-75 who have ever smoked, bone screens for osteoporosis; pap
smears, colonoscopy / sigmoidoscopy, blood tests for syphilis, gonorrhea, HIV, cholesterol / lipid panels and
blood sugar, routine vision exams for children, breast pumps and supplies, etc.

Hospital Benefits

Hospital/Maternity
Care/Intensive Care
Unit/Neonatal Care Unit

Prior Authorization is required
for nonemergency Inpatient
admissions.

$300 facility charge per day up to $900 per admission/$150 Copayment
for physician services

No charge for Newborn Nursery

Amount your benefits will be
reduced if you do not timely
obtain Prior Authorization when
required

$500 reduction per Hospital Confinement

Amount your benefits will be
reduced if you do not timely
obtain Continued Stay Review
when required

$500 reduction per Hospital Confinement

Daily Room Allowance

Daily Average Semi-Private Room Rate

Hospitalist Program

No charge; only Hospitals contracted with the Health Services Coalition

Emergency Services

$250 Copayment

Non-Emergency Services received in Hospital Emergency Room limited
to $250 reimbursement
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Preadmission Testing

No charge

Emergency
Transportation/Ambulance

$250 Copayment per trip

Inpatient Surgery

Prior Authorization is required
for nonemergency inpatient
services.

$300 facility charge per day up to $900 admission/$150 per surgery for
physician services

Second Surgical Opinion

No charge

Outpatient Surgery

Prior Authorization required for
all surgery and invasive
diagnostic procedures performed
in surgery area.

$75 Copayment for ambulatory surgical facility

$300 Copayment for outpatient hospital facility

$75 Copayment for physician per surgery at ambulatory surgical facility
$150 Copayment for physician per surgery at outpatient hospital facility
$150 Copayment for Anesthesia per surgery

Extended Care Facility
(SNF/LTAC/Rehab Center)

Prior Authorization is required.
Limited to 100 days per
Calendar Year (in- and out-of-
network combined)

$400 Copayment per admission

Home Health Care

Prior Authorization is required.

$35 Copayment per visit

Infusion Therapy

$50 Copayment per visit
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IN-NETWORK
TYPE OF BENEFIT (EPO PROVIDER) BENEFIT AMOUNT

Hospice Care:

Prior Authorization is required.

Hospice Inpatient Daily Room $400 Copayment per admission for inpatient hospice care;
Limit is the Average Rate up to $0 Copayment per visit for outpatient hospice care
21 days per person

Inpatient respite care included in $400 Copayment for admission;

Hospice Outpatient Limit is 21 .. . .
OpIce LAUIpATLEnt FAMIT 1S $50 Copayment per visit for outpatient respite care

days per person

Respite Care covered up to 5
days per inpatient admission.

Bereavement counseling $50 Copayment per visit for bereavement counseling

Covered only within 12 months
of date of death of terminally ill
patient

Inpatient & Outpatient
Diagnostic Lab, X-ray &
Therapeutic Service

Laboratory Services $15 Copayment per visit
X-ray Services $25 Copayment per visit
Complex Diagnostic Services $100 Copayment per visit

(MRI, CT Scan, Etc.)
Chemotherapy $50 Copayment per visit
Prior authorization required for

radiology and
hematology/oncology services.

Durable Medical Equipment No charge

Prior authorization is required
for equipment when the total
rental or purchase price exceeds
$500.
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Manipulation of
Musculoskeletal System
(Chiropractic Services)

Limited to 20 visits per Calendar
Year (in- and out-of-network
combined)

$50 Copayment per visit

Acupuncture

Not covered

Therapy Charges (including
Physical, Occupational, and
Speech)

Limited to 60 visits per Calendar
Year aggregate for all therapy
(in- and out-of-network
combined)

Limit does not apply to cardiac
rehab or pulmonary therapy.

$25 Copayment per visit

Temporomandibular Joint
Syndrome, including surgery

50% coinsurance

Laser Vision Correction

Not covered.

Hearing Aid

One (1) device per ear every
three (3) years

No charge

Hearing exam

$50 Copayment per exam

Smoking Cessation Benefits

No charge for up to 4 tobacco cessation counseling sessions; prescribed
FDA-approved medication; required enrollment in Plan’s tobacco
cessation program
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Self-Management and
Treatment of Diabetes:

Education & Training

Insulin Pump Supplies

Other Supplies

Insulin Pump

Other Equipment

Prior Authorization is required
for insulin pumps. insulin pump

supplies and other diabetes
equipment.

$50 Copayment per visit
$10 Copayment per supply
$5 Copayment per supply
$100 Copayment per pump

$20 Copayment per device

Bariatric Surgery

$3,000 Copayment per surgery
$50 Copayment per physician visit

Dialysis Treatment—Qutpatient

$25 Copayment per day

Organ and Marrow
Transplant

$300 facility charge per day up to $900 admission/$150 per surgery for
physician services

Allergy Services (testing and
injection)

For injection, pay lower of
copayment or allowable charge

$25 Copayment per visit

Sleep Studies

Prior Authorization is required

$50 Copayment per study

Podiatry

Medically Necessary services
only. Routine services not
covered.

$50 Copayment per visit

Orthotics /Prosthetics

810,000 prosthesis lifetime
coverage maximum,; One

(1) prosthesis every three

(3) yvears; one foot orthotic every
three (3) years

$50 Copayment per orthotic
$80 Copayment per foot orthotic
$750 Copayment per prosthetic

Midwifery

No charge
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Birthing Center

$300 per day up to $900 per admission

Infertility Diagnosis

$50 Copayment per visit

Special Food Products and
Enteral Formulas

Limited to one 30-day supply per
individual four times per

calendar year.

Prior Authorization is required

$0 Copayment per product

MENTAL HEALTH CARE AND SUBSTANCE USE DISORDER CARE BENEFITS

Inpatient Hospital or Partial
Hospitalization or Residential
Care Facility

Prior Authorization is required.

$300 facility charge per day up to $900 per admission/$150 Copayment
for physician services

Outpatient Care

Prior Authorization is required
for certain therapy and
medication consultation and
management services as outlined
in Part 3, Section 1.

$25 Copayment per visit

Amount your benefits will be
reduced if you do not timely

obtain Prior Authorization when $500 reduction
required

Amount your benefits will be

reduced if you do not timely $500 reduction

obtain Continued Stay Review
when required

PRESCRIPTION DRUG BENEFITS

Walk-In Program

Tier 1 — most Generic Drugs and

some low cost Brands $15
Tier 2 — Preferred Brand-Name

and some high cost Generic $40
Drugs

Tier 3 — Non-Preferred Brand-

Name and Non-Preferred high $60

cost Generic Drugs
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Preventive Care Drugs and
Supplies

No Copayment required

Maximum

Up to a 30-day supply per prescription or refill (90-day supply available
for certain maintenance drugs)

Mail Order Plan

Tier 1 — most Generic
Maintenance Drugs and some
low cost Brands

$37.50

Tier 2 — Preferred Brand-Name
Maintenance and some high cost
Generic Drugs

$100

Tier 3 — Non-Preferred Brand-
Name and Non-Preferred high
costs Generic Drugs

$150

Specialty Drugs

Covered under Tiers set forth above. (For Copay Armor program-
Qualified Specialty Drugs, copayment will be reduced or waived for
those who elect to participant in the Program.)

Preventive Care Drugs and
Supplies

No Copayment required

Maximum

Up to a 90-day supply per prescription or refill
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EPO BENEFIT OPTION
for Medicare Eligible Retirees

Except for Emergency Services, there are no EPO benefits provided for Non-EPO Provider services.
Always use EPO Providers to receive the maximum Plan benefits. It is your responsibility to make sure
each provider you use is a EPO Provider. Contact the Administrator for a current list of EPO Providers.

TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

MEDICAL BENEFITS

Calendar Year Deductible None
Coinsurance 100% of Allowable Expenses (You pay 0%)
Lifetime Maximum None

Annual Maximum

No annual maximum

Annual Out-of-Pocket
Maximum

The Annual Out-of-Pocket Maximum for In-Network medical services
will not exceed $2,500 per person.

The Annual Out-of-Pocket Maximum for In-Network prescription drugs
will not exceed $5,000 per person.

These Annual Out-of-Pocket Maximum includes all Copayments,
Coinsurance and Deductibles for medical benefits and prescription drug
benefits, separately.

No Plan benefits will be paid if you do not obtain Prior Authorization when required, such as for those
services that Medicare does not cover, or where Medicare is not primary coverage for the beneficiary, or if
the Plan determines through Prior Authorization that a service is not Medically Necessary.

Primary Care Office Visit at
Collective Union Health

No charge

Non- Collective Union Health
Primary Care Office Visit

Not covered

Specialist Office Visit

No charge

Urgent Care

$15 Copayment per visit

LiveHealth Online

No charge
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IN-NETWORK
TYPE OF BENEFIT (EPO PROVIDER) BENEFIT AMOUNT

Preventive Care Benefits, No charge
which includes:

(1) services rated “A” or “B” by
the U.S. Preventive Services
Task Force,

(i1) immunizations recommended
by the Advisory Committee on
Immunization Practices of the
Centers for Disease Control and
Prevention, and

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

The current list of Preventive Care Benefits includes, but is not limited to: mammograms and other cancer
screening; abdominal ultrasounds for men 65-75 who have ever smoked,; bone screens for osteoporosis; pap
smears, colonoscopy / sigmoidoscopy; blood tests for syphilis, gonorrhea, HIV, cholesterol / lipid panels and
blood sugar, routine vision exams for children, breast pumps and supplies, etc.

Hospital Benefits

Hospital/Maternity
Care/Intensive Care
Unit/Neonatal Care Unit No charge

Prior Authorization is required No charge for Newborn Nursery
for nonemergency Inpatient
admissions.

Amount your benefits will be
reduced if you do not timely
obtain Prior Authorization when
required

$500 reduction per Hospital Confinement

Amount your benefits will be
reduced if you do not timely
obtain Continued Stay Review
when required

$500 reduction per Hospital Confinement

Daily Room Allowance Daily Average Semi-Private Room Rate
Hospitalist Program No charge; only Hospitals contracted with the Health Services Coalition
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IN-NETWORK
TYPE OF BENEFIT (EPO PROVIDER) BENEFIT AMOUNT

Emergency Services $25 Copayment

Non-Emergency Services received in Hospital Emergency Room limited
to $250 reimbursement

Preadmission Testing No charge

Emergency

Transportation/Ambulance No charge

Inpatient Surgery

Prior Authorization is required No charge
for nonemergency inpatient
services.

Second Surgical Opinion No charge

Outpatient Surgery

Prior Authorization required for
all surgery and invasive
diagnostic procedures performed
in surgery area.

No charge

Extended Care Facility
(SNF/LTAC/Rehab Center)

Day 0-20: No charge.

Prior Authorization is required. Day 21-100: $25 per day

Limited to 100 days per
Calendar Year (in- and out-of-
network combined)

Home Health Care
No charge
Prior Authorization is required.

Infusion Therapy No charge
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Hospice Care:
Prior Authorization is required.
Hospice Inpatient Daily Room

Limit is the Average Rate up to
21 days per person

Hospice Outpatient Limit is 21
days per person

Respite Care covered up to 5
days per inpatient admission.

Bereavement counseling
Covered only within 12 months

of date of death of terminally ill
patient

No charge

No charge

Inpatient & Outpatient
Diagnostic Lab, X-ray &
Therapeutic Service

Laboratory Services

X-ray Services, Complex
Diagnostic Services (MRI, CT
Scan, Etc.)

Chemotherapy

Prior authorization required for

radiology and
hematology/oncology services.

Lab Services: No charge, excluding genetic testing
$50 Copayment genetic testing

X-ray, CT scan, MRI: $100 Copayment
PET Scan: $200 Copayment

No charge for chemotherapy

Durable Medical Equipment

Prior authorization is required
for equipment when the total
rental or purchase price exceeds
$500.

No charge for rentals

80% coinsurance for purchases
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Manipulation of
Musculoskeletal System
(Chiropractic Services)

Limited to 20 visits per Calendar
Year (in- and out-of-network
combined)

No charge

Acupuncture

Not covered

Therapy Charges (including
Physical, Occupational, and
Speech)

Limited to 60 visits per Calendar
Year aggregate for all therapy
(in- and out-of-network
combined)

Limit does not apply to cardiac
rehab or pulmonary therapy.

$15 Copayment per visit

Temporomandibular Joint
Syndrome, including surgery

Not covered

Laser Vision Correction

Not covered

Hearing Aid

One (1) device per ear every
three (3) years

Behind-the ear: $330 Copayment
Open-Fit in the Canal: $380 Copayment

Hearing exam

No charge

Smoking Cessation Benefits

No charge for up to 4 tobacco cessation counseling sessions; prescribed
FDA-approved medication; required enrollment in Plan’s tobacco
cessation program

Diabetes Education & Supplies

No charge

Bariatric Surgery
Prior Authorization required.

No charge

Dialysis Treatment—Qutpatient

$10 Copayment per visit

Organ and Marrow
Transplant

No charge
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Inpatient Surgery (physician
services including assistant
surgeon)

Prior Authorization is required
for nonemergency inpatient
services.

No charge

Allergy Services (testing and
injection)

No charge

Sleep Studies

Prior Authorization is required

No charge

Podiatry

Medically Necessary services, no
limits. Routine services limited to
4 visits per year.

No charge

Orthotics /Prosthetics

$10,000 prosthesis lifetime
coverage maximum,; One

(1) prosthesis every three

(3) years, one foot orthotic every
three (3) years

No charge for rentals

80% coinsurance for purchases

Midwifery No charge
Birthing Center No charge
Infertility Diagnosis No charge

MENTAL HEALTH CARE AND SUBSTANCE USE DISORDER CARE BENEFITS

Inpatient Hospital or Partial
Hospitalization or Residential
Care Facility

Prior Authorization is required.

No charge

Outpatient Care

Prior Authorization is required
for certain therapy and
medication consultation and
management services as outlined
in Part 3, Section L.

$15 Copayment per visit
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TYPE OF BENEFIT

IN-NETWORK
(EPO PROVIDER) BENEFIT AMOUNT

Amount your benefits will be
reduced if you do not timely

obtain Prior Authorization when $500 reduction
required

Amount your benefits will be

reduced if you do not timely $500 reduction

obtain Continued Stay Review
when required

PRESCRIPTION DRUG BENEFITS from the Plan’s Prescription Benefits Provider for Eligible

Individuals and their Dependents

Walk-In Program

Tier 1 — most Generic Drugs and
some low cost Brands

$0 Copayment Preferred Generic

Tier 2 — Preferred Brand-Name
and some high cost Generic
Drugs

$35 Copayment

Tier 3 — Non-Preferred Brand-
Name and Non-Preferred high
cost Generic Drugs

$60 Copayment

33% coinsurance (For Copay Armor program-Qualified Specialty Drugs,

Specialty Drugs copayment will be reduced or waived for those who elect to participant in
the Program.)

Maximum Uptoa 3.0—da}./ supply per prescription or refill (90-day supply available
for certain maintenance drugs)

Mail Order Plan

Tier 1 — most Generic
Maintenance Drugs and some
low cost Brands

$0 Copayment Preferred Generic

Tier 2 — Preferred Brand-Name
Maintenance and some high cost
Generic Drugs

$35 Copayment

Tier 3 — Non-Preferred Brand-
Name and Non-Preferred high
costs Generic Drugs

$60 Copayment

Specialty Drugs

33% coinsurance (For Copay Armor program-Qualified Specialty Drugs,
copayment will be reduced or waived for those who elect to participant in
the Program.)

Preventive Care Drugs and
Supplies

No charge.

Maximum

Up to a 90-day supply per prescription or refill
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PART 1: ELIGIBILITY.

Much of this Section may not apply to Residential Employees or Retirees except as explained in
Part 7 (Residential Employees) and Part 8 (Retiree Benefits). If you are a Residential Employee or
Retiree, please read those Parts of the Plan.

A. Employees and their Dependents.

1.

2.

When do Employees and their Dependents first become eligible? Employees
working for Employers required to contribute to the Plumbers & Pipefitters Union
Local 525 Health and Welfare Trust and Plan shall be eligible for benefits as

As early as the first day of the first calendar month following any period
of at Least three (3) consecutive calendar months during which the
Employee has worked at least 500 or more hours for one or more
contributing Employers.

If, at the end of twelve (12) months of employment, the Employee has not
acquired eligibility, any hours worked by the Employee will be lost and
the Employee must start building his/her work hours again to qualify for
initial eligibility.

If an Employee has lost eligibility and needs to requalify under these initial
eligibility rules and works under a travel card for an employer that is
signatory to a collective bargaining agreement and that collective
bargaining agreement requires a contribution for health and welfare
benefits that exceeds the contribution amount required under the Local 525
collective bargaining agreements, then the excess amount of the
contributions will be converted to hours at the Local 525 collective
bargaining agreement rate and those hours will reduce the number of hours
needed to qualify for initial eligibility.

Self-Direct Enrollment.

Following initial enrollment, an Employee may change his or her selection
and add or drop any eligible Dependents at any time once during the year,
provided that the Employee has been enrolled in his or her current
selection for at least twelve (12) consecutive months. Thus, an Employee
and his or her Dependents may switch plans once per year provided he/she
has been enrolled in his/her current Plan for twelve (12) consecutive
months. Changes in Plan options are effective the first day of the first
month following the date the Administrative Office receives the
appropriate enrollment form indicating the new selection or the change in
Dependent enrollment. Within 30 days after the effective date of the
change, the Employee must provide all required enrollment information to
the Administrative Office, or claims may be delayed or denied.

Initial enrollment for coverage may be done year-round, subject to the
rules regarding effective date of coverage explained in this Section.

42



C. A Retiree as described in Part 8 is also subject to these Self-Direct
enrollment rules.

Special Enrollment for You and Your Eligible Dependents. Except as
explained in this “Special Enrollment” Section, coverage takes effect on the first
day of the calendar month following completion of the enrollment process. In these
special circumstances, the effective date of coverage will date back to the date
indicated below.

a. Bargaining Unit Employees. If a Bargaining Unit Employee has enough
reported hours of covered work to be eligible, but has not enrolled himself,
he may enroll at any time and his coverage will date back to the first date
he became eligible and could have enrolled, except that enrollment in the
EPO option cannot date back more than 90 days.

b. Newly Acquired Spouse and/or Dependent Child(ren). If you acquire
a Spouse by marriage, or if you acquire any Dependent children other than
by birth, adoption or Placement for Adoption, you may enroll your newly
acquired Spouse and/or Dependent child(ren) within 31 days after the date
of marriage or date the Dependent was acquired and, except for
stepchildren, the effective date of coverage will date back to the date you
acquired the Dependent.

C. Birth, Adoption, or Guardianship. If you acquire any Dependent
children by birth, adoption Placement for Adoption, or by being appointed
legal guardian by a court, such child will be covered automatically for the
first 31 days following the birth, adoption Placement for Adoption, or
appointment of legal guardianship by a court over the Dependent children,
without the need to complete the enrollment process. However, after 31
days coverage will terminate if the children are not properly enrolled. Such
an event also opens the special enrollment.

Note: For purposes of Dependent life insurance only, newborns are
covered only after reaching 14 days old.

If your Spouse is not already enrolled, and if you acquire a Dependent
child by birth, adoption or Placement for Adoption, you may enroll your
Spouse within 31 days after the date of your newly acquired Dependent
child’s birth, adoption or Placement for Adoption, and coverage for your
Spouse will date back to the date you acquired the new Dependent child.

d. CHIP. If you did not enroll yourself or your Dependent in this Plan when
you were first eligible, you are also allowed to enroll yourself or your
Dependent, pursuant to the Children’s Health Insurance Program
Reauthorization Act of 2009 (“CHIP”), provided that you request
enrollment within 60 days after the occurrence of either of the following:

(1 You or your Dependent is covered under a Title XIX Medicaid
plan or under a Title XXI State child health plan and coverage of
you or your Dependent under such a plan is terminated as a result
of the loss of eligibility for such coverage; or
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2) Y ou or your Dependent becomes eligible for CHIP assistance with
the cost of participating in this Plan.

When You, Your Spouse or Dependent Child(ren) Lose Other
Coverage.

If:

() you did not enroll yourself, your Spouse and/or your Dependent
child(ren) for coverage within 31 days of the date on which you
or they first become eligible for coverage because you or they had
health coverage under any other insurance policy or program or
Employer plan, including COBRA continuation coverage,
individual insurance, Medicare, Medicaid, or other public
program; and

2) you, your Spouse and/or any Dependent child(ren) cease to be
covered by that other health insurance policy or plan; then

3) you may enroll yourself and/or that Spouse and/or Dependent
child(ren) within 31 days after the termination of coverage under
that other health insurance policy or plan, either as a result of:

(a) loss of eligibility for that other coverage;

(b) termination of Employer contributions toward that other
coverage; or

(©) if that other coverage was COBRA continuation
coverage, the coverage was exhausted.

and the effective date of coverage will be the date the prior
coverage terminated.

You may not avail yourself of this opportunity for back-dated “Special
Enrollment” for lost coverage unless, at the time of Initial Enrollment, you
indicated in writing that the reason you, your Spouse and/or your
Dependent child(ren) were not enrolled was because they had coverage
under another health insurance policy or plan.

Failure to Enroll During Special Enrollment. If you fail to enroll any of
your eligible Dependents within 31 days from the date on which they first
become eligible for “Special Enrollment,” you will have to follow the
“Late Enrollment” procedure described later in this Section.

Elective Disenrollment of a Dependent. You are permitted to remove an eligible
Dependent from coverage under the Plan for a reason other than loss of eligibility.
A disenrollment request must be submitted in writing to the Administrative Office.
Please contact the Administrative Office for an elective disenrollment form which
requests the desired disenrollment date.
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A request for elective disenrollment is not a COBRA qualifying event for the
individual being disenrolled. Once disenrolled from the Plan, an otherwise eligible
Dependent can be only be re-enrolled if the Dependent experiences an event that
would qualify for Special Enrollment (See Part 1, Section A(3)).

Who is an eligible Dependent? Dependents of an Employee become eligible for
coverage on the same date as the Employee, or if acquired later, on the date the
Dependent first becomes an eligible Dependent. The term “Dependent(s)” means:

a.

The eligible Employee’s lawful Spouse. If a Dependent Spouse is also
an eligible Employee, the Spouse is eligible both as an eligible Employee
and as a Dependent. When this happens, a Dependent child is covered as
a Dependent of both parents and coverage for the Dependent child will be
primary for the parent whose birthday occurs first in the Calendar Year.

The eligible Employee’s children, from birth until the end of the month
in which the child reaches age 26, regardless of whether a child has
coverage through the child’s employer or the employer of the child’s
spouse, including:

(D) natural children, provided that the child’s birth certificate shows
the Employee is the parent (or there’s a court order that he is the
parent).

2) adopted children of an eligible Employee are also Dependents
once the adoption is final, or upon placement of the child while
waiting for the adoption to be final.

3) stepchildren are also Dependents.

4) any other child for whom the Employee has been appointed by the
court as the child’s legal guardian, while the Employee is the legal
guardian.

For information about extended coverage for Dependent disabled
children, please read Part 2 “Continued Coverage (Including Cobra)” on
page 51.

Qualified Medical Child Support Orders (“QMCSO”). Sometimes a
court or other agency will issue an order that an Employee covered under
the Plan must enroll a child as a Dependent. The Plan will honor the order
if it contains certain information required by law and is therefore a
QMCSO. Here are the procedures for QMCSOs:

(D) The court or agency Employee or Spouse sends the order to the
Plan.

2) The Plan’s Administrator sends a copy of the order to the Plan’s
attorney for review to determine if the order is a QMCSO.
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3) The Plan’s attorney reviews the order to see if it is a QMCSO. The
main requirements of a QMCSO are:

(a) the name of the Plan;

(b) the name, address and social security number of the child
to be enrolled in the Plan;

(©) the exact time period that the child is to be enrolled; and

(d) no requirements for eligibility or benefits that are not
provided by the Plan.

@) The Plan’s attorney notifies the Plan’s Administrator, the child
(through his or her parents), Employee and Spouse (through their
attorneys, if any) whether the order is approved as a QMCSO or,
if not, what changes need to be made.

(5) If the Administrator receives a QMCSO that uses the National
Medical Support Notice Part B form, no attorney review is
required and the children listed on such order may be enrolled
provided that they are otherwise eligible under the Plan’s rules.

(6) Once the QMCSO has been approved, the child will be enrolled
under the terms of the Plan.

d. Other rules about Dependents.

(D) No eligible child will be denied enrollment solely on the ground
that the child was born out-of-wedlock, is not claimed as a
Dependent on the parent’s federal Income Tax return, or does not
live with the parent or in the Plan’s service area.

2) No Dependent will be considered an eligible Dependent unless the
full name, date of birth, and relationship to the eligible Employee
has been filed with the Plan. The Board of Trustees reserves the
right to require whatever proof of Dependency it deems necessary.

Hour Banks.

1.

Starting an hour bank. An hour bank will be established by the Plan for each
Employee and it includes all the Employee’s reported work hours above the 500
hours worked during the initial period of eligibility (refer to page 42). These extra
hours will be carried over for continued eligibility for benefits. Each month, a
certain number of hours will be deducted from the bank to provide coverage as
follows.

a. 129 hours for those Employees for whom the hourly contribution rate is
equal to or greater than the hourly contribution rate (not including any
additional substance abuse contribution) required by the Master Labor
Agreement between the Mechanical Contractors Association, Inc. and the
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United Association of Journeymen and Apprentices of the Plumbing and
Pipefitting Industry of the United States and Canada, Local Union No.
525, Las Vegas, Nevada, AFL-CIO, as amended from time to time
(“MLA”), including any renewed, modified or successor MLA.

b. For Employees for whom the hourly contribution rate is below the MLA
rate, more hours are deducted each month from the hour bank so that the
dollar amount contributed for coverage for all Employees is approximately
the same. The monthly hour bank deduction will be 129 hours, plus
additional hours calculated as follows:

(D) first, the Administrator determines how much less per hour, below
the MLA rate, was contributed, in terms of a percent of the MLA.
For example, contributions for you may be only 90% of the MLA
rate, so the difference is 10%.

2) second, that percent is increased by adding 5% to it. This is simply
an adjustment necessary to ensure Employees’ contributions are
approximately the same for a month of coverage. So, in the
example above 5% is added to the 10%, to equal a 15% increase
to the number of hours deducted each month for coverage. In the
example, an Employee whose contribution rate is only 90% of the
MLA rate would have approximately 149 hours deducted from his
hour bank each month for coverage (129 x 1.15), or 15% more
than an ML A worker.

How can you lose your hour bank? There are a few circumstances in which your
hour bank can be canceled.

a. Your hour bank will be canceled if you do not earn any hours for twelve
consecutive months, or if you do not qualify for initial eligibility within
12 months of starting covered work.

However, in the event an eligible Employee accepts a non-bargaining
position in management with a contracted Employer, the Employee’s hour
bank will be “frozen” for up to a twelve month period, provided the
following requirements are met:

(D) the Employee has accumulated an hour bank; and

2) the Employee is currently eligible for benefits through the Health
and Welfare Trust and has been eligible for at least two and half
(2 Y4 )years; and

3) the Employee is eligible for medical coverage through the
contracted Employer; and

4) an application for the “freezing” of the Employee’s hour bank is
presented to and approved by the Board of Trustees.
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If, after the twelve (12) month period, the Employee does not return to
covered employment, the unused hours remaining in the hour bank
account will automatically be forfeited. If such Employee again seeks
employment in covered work, the Employee must re-establish eligibility
in the same manner as described for a new Employee.

b. If an eligible Employee performs work of the type covered by the
Collective Bargaining Agreement for an Employer who has not agreed to
contribute to the Plan, all hours in the Employee’s hour bank will be
immediately canceled and the Employee will be immediately ineligible for
health and welfare coverage under the Plan.

(D Such an Employee is not eligible for self-pay under the self-pay
provisions of the Plan. However, if the Employee had already
established eligibility for the month in which he commenced
covered work for a nonparticipating Employer, the Employee will
be eligible for benefits only to the end of that month.

2) An Employee who loses coverage under this rule is eligible for
COBRA coverage (refer to page 54) only so long as he qualifies
under the COBRA law and applicable Plan. rules, including the
payment of applicable self-payments.

3) In the event the Trustees determine that an Employee is not
entitled to coverage or to an hour bank because of this type of
work, the Plan will give written notice of the grounds for the
action taken. The Employee may file an appeal and submit
evidence showing entitlement to coverage and an hour bank under
the Plan’s claims and appeals procedures.

Maximum Hour Bank. Depending on your years of Plan eligibility, your hour
bank maximum will go up. Hours above the maximum are forfeited to the Plan.

a. Less than 2.5 years: 260 Hours
b. At least 2.5 but less than 5 years: 500 Hours
c. At least 5 but less than 10 years: 1,000 Hours
d. At least 10 years but less than 15 years: 1,500 Hours
e. At least 15 years: 2,000 Hours

What if your Employer fails to contribute? If you have done covered work but
your Employer fails to contribute or report your work to the Plan, you may
establish coverage by showing your paycheck stub to the Administrative Office.

What Happens if I Work Under a Travel Card and Have Excess
Contributions? If an eligible Employee works hours under a travel card for an
employer that is signatory to a collective bargaining agreement and that collective
bargaining agreement requires a contribution for health and welfare benefits that
exceeds the contribution amount required under the Local 525 collective
bargaining agreements, then the excess amount of the contributions will be
contributed to the eligible Employee’s Local 525 hour banks up to the permitted
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maximum amount. See subsection 3 above regarding the Maximum Hour Bank
amounts.

Maximum Hour Bank Accrual Grace Period., A grace period will be
implemented for the purposes of the accrual of hour bank maximums, as outlined
in subsection 3. If an eligible Employee becomes ineligible and loses coverage
under the Plan, then, for the purposes of subsection 3’s hour bank maximums, the
Employee will be treated as though he or she has maintained coverage for a grace
period up to a two consecutive month gap in coverage. An Employee can utilize
the grace period only once every 12 months regardless of whether less than two
consecutive months were used.

If after utilizing grace period the Employee does not continue coverage, then the
Employee will experience a break in coverage. Such a break in coverage will affect
the Employee’s allowable hour bank maximum under subsection 3.

Termination of Eligibility for Employees and their Dependents.

1.

Eligibility for Employees will end on the earlier of the following dates (please
review Part 2 regarding continuation coverage to see if benefits may be extended
beyond these dates):

a. the first day of the second calendar month following a month in which the
hours in his hour bank are not enough for the monthly deduction needed
for coverage (please review the discussion of hour banks above);

b. the first day of the second calendar month following the date any
contribution, if required, is not made when due;

C. the first day of the calendar month following the date any self-payment, if
required, is not made when due;

d. the date of entry into full-time military, naval or air service of any country;
e. the date the Plan terminates;

Eligibility of a Dependent of an Employee will terminate on the earlier of the
following dates:

a. the date the Employee’s eligibility terminates, except that if the Employee
dies, coverage for the Dependent will continue until the deceased
Employee’s hour bank is exhausted or for three (3) months, whichever is
longer. Thereafter, the Dependent will have the option of continuing
coverage at a subsidized self-payment rate as determined and subject to
change by the Board of Trustees. Eligibility for this coverage for the
Dependent Spouse will terminate for Dependent Spouses upon remarriage
and will terminate for Dependent Children the date the child ceases to be
an eligible Dependent as prescribed by the Plan. This extra coverage does
not include Dependent Life Insurance;
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b. the date the Dependent no longer qualities as a Dependent as defined
above;

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

d. the date the Plan terminates, or the date Dependent coverage under the
Plan is terminated.

A Dependent child will not lose eligibility if he or she becomes employed and
obtains medical coverage through his or her Employer. Dependent children who
obtain separate medical coverage through their Employers may continue to receive
coverage through the Plan; however, coverage under this Plan will always be
secondary to the child’s coverage through his or her Employer(s).

Special Limited Extended Eligibility for Collective Union Health Services Only.

1. An Employee who meets the following criteria, and each of the Employee’s
Dependents, is eligible for clinic visits and services only at the Collective Union
Health:

a. The Employee was eligible for health and welfare coverage through the
Plan but has lost eligibility because he does not have enough hours in his
hour bank.

b. The Employee has no other eligibility for coverage under the Plan, for
example, by virtue of COBRA, hour bank and Self-Pay.

C. The Employee is not eligible for and therefore has no health care coverage
under any other health plan.

d. A clinic fee, in an amount to be determined by the Plan, is paid by or on
behalf of the Employee or Dependent at the time of service.

e. To insure and facilitate the Employee is available for dispatch to work to
achieve regular eligibility, the Employee is a member in good standing
with the local union and is current on union dues (and not in a union dues
grace period) at the time of service.

f. The Employee complies with such other clinic utilization rules and
procedures as the Plan may prescribe.

2. Eligible Individuals utilizing this Special Limited Eligibility are eligible only for
clinic visit and services and no other benefits under the Plan.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 2:

CONTINUED COVERAGE (INCLUDING COBRA).

This Part describes continued coverage for disabled children, self-payments, COBRA, Military
Leave and similar ways in which you may, in certain cases, extend health coverage under the Plan.
Some forms of continuation coverage do not apply to Residential Employees or Retirees (please
review Part 7 (Residential Employees) and Part 8 (Retirees) for details).

A.

Coverage for an eligible Dependent Child may be extended for a child of the eligible
Employee who, when he or she reaches the age limit for coverage, is incapable of self-
sustaining employment because of a mental or physical disability. This rule only applies if
the child’s disability existed before reaching the age limit and only if the Employee is
responsible for the primary support and maintenance of the child(ren). Proof of incapacity
must be submitted to the Plan within 31 days of the date the Dependent’s coverage would
otherwise end. In addition, the Plan may require, at reasonable intervals during the two
years following the child’s reaching the age limit, additional proof of the child’s disability
and dependency. After the two (2)-year period, the Plan may require additional proof of
the disability and dependency of the child once a year. The Plan will cover such child until
he or she is eligible for enrollment in Medicare.

Self-Pay Provisions for Employees with Work Related Injuries or who are Totally
Disabled.

1. An Employee who loses eligibility because he does not have enough hours in his
hour bank may continue eligibility as a self-pay Employee for up to the maximum
allowable months of self-pay eligibility per cycle, for himself and his eligible
Dependents by making self-payments directly to the Administrative Office to
maintain Plan benefits, only if:

a. the Employee is available for immediate employment for work as reflected
in the hiring hall records of Local Union No. 525 or is working in covered
employment but earns insufficient hours needed for Employee coverage;

b. self-payments are made on a monthly basis starting with the month prior
to the Employee’s loss of eligibility;

c. self-payment is made to the Administrative Office no later than the last
calendar day of the month prior to the month in which the Employee’s
eligibility would otherwise end. Those working outside the jurisdiction of
the Local 525 must submit self-payment to the Administrative Office by
the end of the month; and

d. self-payment is made to the Administrative Office at the contribution rate
established by the Trustees as amended from time to time (check with the
Administrator for the current rate).

e. 1,000 hours have been worked between the previous and new self-pay

cycle. Any hours worked while on a self-pay cycle will be counted toward
the 1,000 hour requirement.
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2.

Eligibility for self-pay coverage will end on the earlier of:

a. the maximum allowable months of self-pay per cycle is attained. The
maximum allowable months of self-pay per cycle depend on the number
of years of continuous Active coverage as follows:

Maximum Allowable Months of
Years of Continuous Active Coverage Self-Pay Per Cycle
0—2.5 Years 4 Months
2.5—-5 Years 6 Months
5+ Years 12 Months
b. at any of the times coverage for an Employee would end (discussed

above), except a lack of hours in his bank;

C. the first day of the month following the calendar month in which the self-
pay Employee’s contribution payment was not made; or

d. the first day of the second month following a calendar month in which the
Employee’s hour bank equals or exceeds the required hour bank monthly
deduction needed for Employee coverage. If the Employee’s hour bank
equals or exceeds the required hour bank monthly deduction needed for
Employee coverage before the maximum allowable months of self-pay per
cycle is attained, the Employees may return to self-pay for the remaining
balance of months in his allotted maximum per self-pay cycle if his hour
bank falls below the minimum amount required for eligibility.

Coverage for the Dependent of a self-pay Employee will end at the same times as
Dependents of Employees, except that the three (3) month extension in a case
where the Employee dies does not apply.

An employee who works under a travel card for an employer that is signatory to a
collective bargaining agreement who does not meet minimum hours for coverage
may choose to self-pay the contribution amount or pay the difference between the
amount the traveling employee earns and the cost for COBRA, whichever is less.

Whenever self-pay eligibility ends, the self-pay Employee or his eligible
Dependent can elect COBRA continuation coverage as explained later in this Part.
Months of self-payments do not reduce the available COBRA period. However, if
you select COBRA first, you cannot later elect to self-pay under this Section.

If an Employee has a work-related Injury or an Injury or Sickness unrelated to
work that results in Total Disability and as a result is not available for immediate
employment as is normally a requirement under the self-pay rules for self-pay
Employees, and if the Employee meets all other requirements under the self-
payment rules, the injured or disabled Employee may self-pay for 12 months. The
Trustees, in their sole discretion, may extend the 12 month period for an additional
12 months or more if there are extenuating circumstances when a work-related
Injury continues to prevent the Employee from being available for work; provided,
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however, this special self-pay extension shall not be applied to provide indefinite
self-pay coverage.

Self-Pay Grace Period. A grace period will be implemented for the purposes of
the accrual of maximum length of Self-Pay per cycle, as outlined in subsection 2.
For a participant who has a break in coverage, the Plan allows for a grace period
of up to a two consecutive month gap in coverage for the participant to maintain
their current maximum length of Self-Pay eligibility per cycle. If after those two
months the participant is still ineligible, then that participant’s maximum length of
Self-Pay per cycle will revert back to the lowest level. An Employee can utilize
this 60-day grace period only once every 12 months, regardless of whether less
than two consecutive months have passed.

Continuation of Eligibility During Military Leave of Absence.

An Eligible Employee who is on Military Leave of Absence from his employment will be
allowed to continue coverage, as described in this Plan, under the Uniformed Services
Employment and Reemployment Rights Act of 1994 (USERRA) as follows.

L.

If the period of military leave is less than 31 days, the eligible Employee and his
Dependents will continue to be eligible for benefits under this Plan during such
period of military leave. The Employee will be required to pay the Employee share
of the cost for such coverage, if any.

If the period of military leave lasts longer than 31 days, the eligible Employee and
his Dependents may continue eligibility for up to 24 months, or such longer period
as may be approved at the discretion of the Trustees upon a showing of good cause,
through self-payments at the rate available for self-pay Employees. Continuation
of coverage will terminate on the earlier of:

a. the first day of the calendar month following the date the required self-
payment, if any, is due and not made;

b. the cumulative length of the absence and all previous absences from a
position of employment with that Employer for military service exceeds
five years (except as required by law);

c. the date the Employee receives a dishonorable or bad conduct discharge,
an other than honorable separation, a dismissal under 10 U.S.C. Section
1161(a), or a dropping from the rolls under U.S.C. Section 1161 (b); or

d. the maximum period of coverage expires.

When you return from a Military Leave of Absence, you and your Dependents will
become eligible for benefits on the first day you are reemployed as follows.

a. The Employer must be a participating Employer in this Plan;
b. The total length of the absence and all previous absences from a position

of employment with participating Employers for military services is not
more than five (5) years (except as required by law);
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C. Y ou apply for reemployment or return to a position of employment within
the time allowed by USERRA; and

d. You do not receive a dishonorable discharge, a bad conduct discharge, an
other than honorable separation, a dismissal under 10 U.S.C. Section
1161(a), or a dropping from the rolls under 10 U.S.C. Section 1161(b).

4. Employees on Military Leave Who Elect Not to Self-Pay.

a. Utilizing Hour Bank. An Employee who elects not to self-pay for
continued coverage during military leave will continue to have coverage
until his hour bank is exhausted as provided by Part 1(B).

b. Optional Freezing of Hour Bank During Military Leave. An Employee

who otherwise qualifies to self-pay during military leave may elect instead
to neither self-pay nor to utilize his hour bank, and instead freeze his hour
bank and have no coverage from this Plan. during the period of military
leave. Following military leave, such Employee may recommence
coverage under the terms and requirements that apply to all Employees
covered by USERRA, and with his hour bank intact. An election to freeze
his hour bank during military leave must be made in writing to the
Administrator within 30 days of commencing military leave. If not,
coverage will be provided by the Plan until the hour bank runs out.

Continuation Coverage Under COBRA.

Covered Employees or their Dependents who lose eligibility may continue coverage
(except Life Insurance, Accidental Death and Dismemberment benefits and Weekly
Disability benefits), under COBRA, which refers to the law that established this type of
coverage, upon the occurrence of a “Qualifying Event.”

1. A “Qualifying Event” is any of the following:

a.

the Employee’s loss of eligibility under the Plan due to insufficient hours
or termination of the Employee’s employment for any reason other than
gross misconduct;

b. divorce or legal separation from the Employee;
C. death of the Employee;
d. loss of status as a Dependent child as defined under the Plan; or
e. such other circumstances provided in this Plan,
2. A “Qualified Beneficiary” is an individual who loses coverage due to a

Qualifying Event. Dependent children eligible for COBRA coverage include those
born or adopted after a Qualifying Event occurs. The newborn and adopted
children have the same rights as a Dependent child who had coverage the day
before the qualifying event, except that these new Dependents do not have a
separate right to elect COBRA in their own name.
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Duration of COBRA Coverage.
a. The normal COBRA coverage length is 18 months.

b. A Qualified Beneficiary, including the eligible Employee, who is
determined by Social Security to have been Totally Disabled at the time
eligibility was lost due to the Qualifying Event, or during the first 60 days
of COBRA continuation coverage, may extend coverage beyond the
original 18 months up to 29 months. To qualify for the additional 11
months, a Qualified Beneficiary must report the Social Security disability
determination to the Plan’s Administrator in writing before the original
18-month period expires (and within 60 days after the date of the
determination).

c. The 18-month period may extend to a maximum of 36 months from the
date coverage would have otherwise been lost if a second Qualifying Event
occurs with respect to the Qualified Dependent Beneficiary during the
original 18-month period and while the Qualified Dependent Beneficiary
is covered under the Plan.

d. If an Employee loses coverage due to a Qualifying Event after the
Employee has become entitled to Medicare, the Dependents of the
Employee will be allowed to receive continuation coverage until the latter
of:

(D) 18 months from the date of the Qualifying Event; or

2) 36 months from the date the Employee became entitled to
Medicare, minus any months of coverage provided under any
other continuation rule in the Plan.

Other Options. An Employee may have other options available when the
Employee loses group health coverage. Instead of enrolling in COBRA
continuation coverage, there may be other coverage options for the Employee and
the Employee’s family through the Health Insurance Marketplace, Medicaid, or
other group health plan coverage options (such as a spouse’s plan) through what is
called a “special enrollment period.” Some of these options may cost less than
COBRA continuation coverage. For example, an Employee may be eligible to buy
an individual plan through the Health Insurance Marketplace. By enrolling in
coverage through the Marketplace, the Employee may qualify for lower costs on
your monthly premiums and lower out-of-pocket costs. Additionally, the
Employee may qualify for a 30-day special enrollment period for another group
health plan for which the Employee is eligible (such as a spouse’s plan), even if
that plan generally doesn’t accept late enrollees. You can learn more about many
of these options at www.healthcare.gov.

Termination of Coverage. COBRA coverage will end early if:
a. the Plan no longer provides group health coverage to any Employee;

b. the COBRA payment is not paid on time;
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C. the Qualified Beneficiary becomes covered under any other group plan (as
an Employee, Retiree or Dependent);

d. the Qualified Beneficiary becomes entitled to Medicare coverage;

e. the Employee or Dependent has continued coverage for additional months
due to disability and there has been a final determination by Social
Security that the individual is no longer disabled. Extended disability
coverage will terminate as of the end of the first month that begins more
than 30 days after the final determination that the disability has ended; or

f. this Plan terminates.

Election Procedure. A Qualified Beneficiary must elect COBRA coverage within
60 days after the later of:

a. the date of the Qualifying Event; or

b. the date on which the Qualified Beneficiary receives notice of COBRA
continuation coverage from the Plan Administrative Office.

If an Employee elects the COBRA continuation coverage, he cannot later elect
coverage as a self-pay Employee, as described in Part 2(B)(4) above.

Types of Benefits Provided. A Qualified Beneficiary will be provided health
coverage under COBRA continuation coverage that, as of the time the health
coverage is being provided, is identical to the health coverage that is provided to
similarly situated Employees with respect to whom a Qualifying Event has not
occurred. A Qualified Beneficiary will have the option of continuing medical and
prescription drug coverage only; or medical, prescription drug, dental and vision
coverage. Life Insurance, Accidental Death and Dismemberment benefits and
Weekly Disability benefits may not be continued.

COBRA Payments.

a. A COBRA payment for continuation coverage will be charged to
Qualified Beneficiaries in amounts established by the Board at Trustees.
COBRA payments must be paid monthly.

b. Any COBRA payment due for coverage during the period before the
election was made must be paid within 45 days of the date the Qualified
Beneficiary elects continuation coverage. After that, monthly COBRA
payments must be mailed no later than the 10th day of the month preceding
each coverage month.

C. Failure to make a monthly payment within 30 days following the
beginning of the coverage month will result in termination of coverage as

of the end of the last period for which payment has been made.

Notice Requirement. If the Qualifying Event is a divorce or a child losing
Dependent status, the Qualified Beneficiary must notify the Plan Administrative
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Office in writing of the Qualifying Event no later than 60 days after the latter of
the date of the Qualifying Event or the date the Qualified Beneficiary loses
coverage. The Plan Administrative Office must also be notified in writing by the
disabled beneficiary within 30 days of a determination that he or she is no longer
disabled. If the required notice is not provided, COBRA rights are lost.

Family and Medical Leave Act (FMLA).

L.

The Family and Medical Leave Act (“FMLA”) requires some Employers to give
their Employees up to 12 weeks of unpaid leave during any 12-month period for
certain family and medical reasons. During FMLA leave, you may continue
coverage for medical, prescription, dental and vision benefits under the Plan
provided that your Contributing Employer continues to pay the required
contributions for you and you continue to pay any required Employee
contributions.

The National Defense Authorization Act for 2008 created two (2) new forms of
FMLA leave related to a family member’s military service:

a. Leave to Care for Service Member. An Employee may take up to 26
weeks, during one 12-month period, if his/her parent, spouse, son or
daughter (any age) or “next of kin” has suffered a serious Injury or illness
in the line of active duty and is undergoing medical treatment, recuperation
or, or is in outpatient status or on the “temporary disability retirement list.”
The term “next of kin” is defined as the nearest blood relative (other than
parent, spouse, son or daughter).

b. Qualifying Exigency Leave. An Employee whose parent, spouse, son or
daughter (any age) is on active-duty status or on call to active-duty status
in support of a U.S. military “contingency operation” may take FMLA
leave due to “qualifying exigencies.” This form of leave is only available
if the family member is called to active duty as a member of the Reserve
or National Guard, or as a retired regular member of the U.S. Armed
Forces. The new rule defines “qualifying exigencies” as: (1) short-notice
deployment; (2) military events and related activities; (3) childcare and
school activities; (4) financial and legal arrangements; (5) counseling;
(6)rest and recuperation; (7) post-deployment activities; and
(8) additional activities where the Employee and Employer agree to the
leave.

Whether you are entitled to FMLA leave is determined by your Employer and
your union, not by the Plan. Continued participation in this Plan while on leave is
at the option of the Employee. Employer contributions must be continued to be
paid on the Employee’s behalf while he is on FMLA leave and any remaining
hours in his Hour Bank will be frozen; however, the Employee will be required to
make the same Employee contributions, if any, made as an Employee.

When you return to work your benefits will be reinstated as though you had not
taken leave. If you do not return to work after taking FMLA leave:
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a. your coverage will end on the date you give notice that you are not
returning to work;

b. you may be required to repay your Employer the cost of the coverage you
had while on leave (unless you do not return to work because of a serious
medical condition beyond your control); and

C. you may be eligible for COBRA (explained in Part 2, Section D).
5. FMLA leave will not cause you to lose any accumulated benefits. For more

information on your Employer’s and union’s FMLA and other leave policies,
please call your Employer or your union.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 3:

MEDICAL BENEFITS.
Two Medical Benefit Options -- The PPO and EPO

The Plan offers two benefit options for Non-Residential Employees and Non-Medicare
Eligible Retirees: (1) the Preferred Provider Organization Plan (“PPO”) and (2)the
Exclusive Provider Organization Plan (“EPO”).

The PPO option is not available to Employees for the first one year of plan eligibility.
During this time, Employees are eligible only for the EPO.

Except for Residential Employees, if you are otherwise eligible for coverage under the
Plan, and you have been eligible for more than one year, you may elect to be covered under
either the EPO or the PPO. Residential Employees, see Part 7 for a description of benefits.
Medicare-Eligible Retirees, see Part 8 for a description of the EPO benefits.

Further information is available at the Administrative Office whose address and telephone
number are listed in the Quick Guide to Important Contacts. After the first year of
eligibility, Active Employee Participants who do not select the EPO option will be covered
by the PPO.

PPO: Under the PPO, you may choose any Doctor or Hospital when you or an eligible
member of your family needs medical care. You are not required to select or designate a
primary care provider. You have the ability to visit any PPO or Non-PPO Provider.
However, payment by the Plan will usually be less for the use of a Non-PPO Provider,
with the exception of Emergency Services, air ambulance services, and services provided
by a Non-PPO Provider in an In-Network facility without a valid Participant waiver.

EPO: If you enroll in the EPO, you are required to use the Collective Union Health
providers to receive primary care services, except for children under the age of 3 years old.
Children under the age of 3 years old may receive primary care services from an EPO
Provider. For all other services, you have the ability to visit any EPO Provider; you do not
need a referral from the Collective Union Health providers. When you obtain covered
medical services from an EPO Provider, you have broad coverage with minimal out-of-
pocket expenses, often limited to only a Copayment. Except for Emergency Services, air
ambulance services, and services provided by a Non-EPO Provider in an In-Network
facility without a valid Participant waiver, if you visit a Non-EPO Provider, the Plan will
not provide any coverage.

Unless otherwise indicated, the benefit terms in this Section apply to both the PPO and the
EPO benefit options.

In-Network and Out-of-Network Providers Comparison.

To obtain the maximum possible benefits from the Plan you must use In-Network
Providers. In-Network Providers and facilities have agreements with the Plan under which
they provide covered health care services and supplies for a favorable negotiated discount
fee for our plan participants. Your lowest out-of-pocket costs occur when you use an In-
Network Provider/facility.
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For the PPQ, you should aim to obtain services from PPO Providers. As described in the
Coinsurance and Copayments section below, you obtain the maximum possible benefits
from the PPO when you receive services from PPO Providers. Payments to Non-Network
Providers are limited to Allowable Expenses after application of your cost-sharing which
includes the Deductible, Copayments and/or Coinsurance. Y ou will be responsible for any
amounts charged in excess of Allowable Expenses for Non-Network Providers in addition
to other applicable Participant cost-sharing such as Deductibles, Copayments or
Coinsurance.

If you receive ancillary services, including but not limited to, anesthesiology, radiology
and pathology rendered by an Out-of-Network Provider at an In-Network facility, the
charges will be payable at the In-Network benefit level.

For_the EPO, you must obtain services from EPO Providers. Except for Emergency
Services, the Plan will not cover any services for an enrollee in the EPO plan that are
provided by a Non-EPO Provider.

Please contact the Medical network listed in the Quick Guide to Important Addresses and
Phone Numbers for a list of facilities and professionals in the PPO or EPO network. From
time to time we update the list of PPO or EPO networks with whom we contract and you
will be notified of changes. Also, the Administrative Office can help you locate a PPO or
EPO provider/facility.

If you are referred to a lab for tests, or a specialist for specific diagnosis or treatment, ask
whether the lab or specialist is a Network Provider.

If for any reason you are going to see another Doctor in your Doctor’s office, find out first
whether the new Doctor is a Network Provider. Physicians in the same office do not always
accept the same insurance plans.

IMPORTANT:

Because providers are added to and dropped from the Preferred Provider network periodically
throughout the year it is best if when you schedule an appointment, ask your Health Care
Provider IF they are still participating with the PPO or EPO Provider Network or contact the

network each time BEFORE you seek services.

For the first one year of eligibility, only the EPO plan described in this Part 3 is available for all
Employees. After that, Employees, except Residential Employees, may change to the PPO
described here. Residential Employees are only eligible for the Residential EPO described in Part

7.

C.

Calendar Year Deductible Amount — For the PPO Plan.

There are no Deductibles that apply under the EPO.

1. The term “Calendar Year Deductible” refers to the combined amount of out-of-
pocket Allowable Expenses the Eligible Individual and his or her eligible family
members are responsible for paying each Calendar Year before the Plan’s payment
of benefits.
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The Quick Guide to PPO Plan Benefits includes Deductibles that apply under the
PPO. This information is also explained below.

The Calendar Year Deductible amount is $500 per family each Calendar Year for
PPO Providers and $1,500 per family each Calendar Year for Non-PPO Providers.
The deductible does not apply to services received at the Collective Union Health
facilities.

2. The Calendar Year Deductible amount is subject to the following rules.

a. The Calendar Year Deductible applies only once in any Calendar Year.
Any amount incurred in the last three months of a Calendar Year and
applied to the Calendar Year Deductible for that year will be applied
against the Calendar Year Deductible for the next Calendar Year.

b. If two (2) or more eligible members of a family are injured in the same
accident, the covered medical Allowable Expenses that result from such
accident will be combined and only one Calendar Year Deductible will be
charged, regardless of the number of family members injured.

C. The Calendar Year Deductible does not apply to Preadmission Testing,
Outpatient Surgical services received from an In-Network Provider or
Out-of-Network Provider, Second Surgical Opinion (if applies),
Outpatient Prescription Drug benefits and Preventive Care Benefits.

D. Annual Out-of-Pocket Maximum on Essential Health Benefits.

1. For the PPO: Copayments, Coinsurance and Deductibles on Essential Health
Benefits for PPO Providers will not exceed $6,600 per person, $13,200 per Family.
However, the Annual Out-of-Pocket Maximums on medical benefits and the
Annual Out-of-Pocket Maximums on prescription drug benefits accumulate
separately as follows:

a. Copayments, Coinsurance and Deductibles on medical benefits that
qualify as Essential Health Benefits will not exceed $2,400 per person or
$7,200 per Family.

b. Copayments and Coinsurance on prescription drug benefits that qualify as
Essential Health Benefits will not exceed $4,200 per person or $6,000 per
Family.

2. For the EPO Plan: For the EPO Plan, the Annual Out-of-Pocket maximums vary

based on the benefit plan as follows:

a. For the active and non-Medicare eligible members in the non-Residential
plan, Copayments, Coinsurance and Deductibles on Essential Health
Benefits for EPO Providers will not exceed $6,000 per person, $12,000
per Family. These Annual Out-of-Pocket Maximum includes all
Copayments, Coinsurance and Deductibles for medical benefits and
prescription drug benefits. Out-of-pocket amounts for medical and
Prescription drug benefits do not accumulate separately.

61



b. For the active members in the Residential plan, Copayments, Coinsurance
and Deductibles on Essential Health Benefits for EPO Providers will not
exceed $6,250 per person, $12,500 per Family. These Annual Out-of-
Pocket Maximum includes all Copayments, Coinsurance and Deductibles
for medical benefits and prescription drug benefits. Out-of-pocket
amounts for medical and Prescription drug benefits do not accumulate
separately.

C. For the Medicare-eligible retirees in the non-Residential plan,
Copayments, Coinsurance and Deductibles on medical services for EPO
Providers will not exceed $2,500 per person. Copayments, Coinsurance
and Deductibles for prescription drugs will not exceed $5,000 per person.
Out-of-pocket amounts for medical and Prescription drug benefits
accumulate separately.

3. Each Annual Out-of-Pocket Maximum on Essential Health Benefits is the
maximum amount an individual or family must pay per Calendar Year for covered
services that are considered Essential Health Benefits. Once you or your family
meet the Annual Out-of-Pocket Maximum, the Plan will not charge any additional
Copayments, Coinsurance or Deductibles for those Essential Health Benefits.

Except for Emergency Services, there is no Annual Out-of-Pocket Maximum
for Out-of-Network Provider benefits. Use In-Network Providers when
possible for non-Emergency Services in order to minimize your potential out-
of-pocket expenses.

Reimbursement Provision. The Plan may reimburse claims from out-of-network Utah
providers associated with Intermountain Healthcare at in-network rates. The Plan may also
reimburse claims from other out of network providers at in-network rates if no in-network
provider is reasonably accessible for the Participant. The Plan Administrator or its designee
determines if and when the reimbursement circumstances apply to a claim. Medical records
may be requested in order to assist with a determination on the need for a reimbursement.
To minimize costs to yourself and the Plan, you should seek an in-network provider except
when an Emergency or special circumstances make this impractical or impossible.

Covered Medical Benefits. The Quick Guide to Benefits provides a summary of the most
common benefits under the PPO Plan and the EPO Plan. Important additional information
is included below.

The Plan will pay for Medically Necessary services and supplies, certified by a Physician
for treatment of an Injury or Sickness for Eligible Individuals provided the expenses are
Allowable Expenses and are incurred while the individual is covered under this Plan.
Allowable Expenses under the PPO and EPO Plans include the following charges and/or
services and supplies:

1. Hospital Care:
a. Room and board and general nursing services, up to the Hospital’s daily

average semi-private rate, up to a Medically Necessary length of stay as
determined by the Professional Review Organization;
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b. Care in the Hospital’s Intensive Care or Coronary Care Units, up to a
Medically Necessary length of stay as determined by the Professional
Review Organization;

C. Charges made by a Hospital for medical services and supplies; and

d. Operating and recovery room charges.

Eligible Individuals must call the Professional Review Organization listed on page 4 within
24 hours of any Emergency admission. The Professional Review Organization will review
the admission for Medical Necessity and length of stay. If the Eligible Individual does not
call the Professional Review Organization, benefits will be denied. If the admission is later
determined upon retrospective review to be Medically Necessary, benefits will be paid but
reduced by $500. If the admission is determined upon retrospective review to be not
Medically Necessary, no benefits will be provided for the admission.

Hospital benefits are affected by the following benefit penalties when Prior Authorization
from the Professional Review Organization listed on page 4 is not obtained and when this
Plan is the primary payor over another group health plan:

For any Nonemergency Hospital admission where Prior Authorization has not
been obtained from the Professional Review Organization prior to admission, Plan
benefits will be denied. If the admission is later determined upon retrospective
review to be Medically Necessary, then normal Plan benefits will be paid but
reduced by $500 per Hospital Confinement. If the admission is determined upon
retrospective review to be not Medically Necessary, no benefits will be provided
for the admission.

For any Emergency Hospital admission where Certification is not obtained from
the Professional Review Organization within 24 hours from the date of admission,
Plan benefits will be denied. If the admission is later determined upon retrospective
review to be Medically Necessary, then normal Plan benefits will paid but reduced
by $500 per Hospital Confinement. If the admission is determined upon
retrospective review to be not Medically Necessary, no benefits will be provided
for the admission.

For Precertified Hospital stays where the stay is extended past the certified period,
Plan benefits will be denied for the extended stay. If the extended stay is later
determined upon retrospective review to be Medically Necessary, then normal Plan
benefits will be paid but reduced by $500. If the extended stay is determined upon
retrospective review to be not Medically Necessary, no benefits will be provided
for the extended stay.

All Prior Authorizations expire after one year and a new Prior Authorization must
be obtained to avoid the reduction in benefits slated above.

Preadmission Tests: Preadmission tests are covered if:

a. the Eligible Individual’s Physician determines that Hospital confinement
is required prior to the tests being performed;
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b. the tests are performed on an outpatient basis, within three (3) days of
admission as a registered patient or before outpatient surgery, and in
connection with a subsequent covered Hospital confinement;

C. the tests would be covered if performed during Hospital confinement; and
d. the Hospital where the Eligible Individual is confined:
(D accepts the tests in lieu of tests that would have been performed

during Hospital confinement; and
2) does not repeat the tests upon admission (unless the Eligible
Individual’s medical record shows both the results of the
Preadmission tests and that repeated tests are Medically
Necessary).
Extended Care Facility: The Plan will pay room and board and general nursing
services, up to the Hospital’s daily average semiprivate rate, for confinement in an
Extended Care Facility not to exceed 100 days per Calendar Year. Confinement
must begin within seven (7) days of a Hospital stay of at least five (5) consecutive
days.
Second Surgical Opinion: The Plan will pay Allowable Expenses for a second
surgical opinion when requested by the Plan’s Professional Review Organization
and:
a. a second opinion is given by a specialist who:

@8 is certified by the American Board of Medical Specialties in a field
related to the proposed surgery;

2) is independent of the Physician who first advised the surgery; and
3) does not perform the surgery for the Eligible Individual,

b. the specialist makes a personal exam of the Eligible Individual; and

C. the specialist sends to the Plan a written report.

Physician Services — Office Visits Physician Services — Office Visits: The plan
will pay for benefits for covered services and supplies as follows:

a. Services provided at the Collective Union Health facilities are covered in
full at no cost.

b. Primary care services that are performed by all other providers are covered
as follows:

(D For the PPO plan:

(a) PPO Providers: $25 Copayment and then 80% of
Allowable Expenses. Calendar Year Deductible applies.
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(b) Non-PPO Providers: 60% of Allowable Expenses.
Calendar Year Deductible applies.

2) For the EPO plan, these services are not covered by the Plan,
except for children under 3 years old. Children under 3 years old
may visit an EPO Provider for primary care services.

Services provided by specialists will be covered as described in the Quick
Guide for Benefits; a referral from the Collective Union Health providers
or a Primary Care provider is not required.

Outpatient Benefits: The Plan will pay benefits for covered Outpatient Services
and supplies as follows.

a.

Physician services for surgical procedures, regardless of where the
procedures are performed - an Ambulatory Surgical Facility or Physician’s
office;

Diagnostic services that are performed by a Physician on an outpatient
basis provided the service would have been covered under the Plan if
performed on an inpatient basis;

Any other service that is provided on an outpatient basis in a Freestanding
Surgical Facility or the outpatient department of a Hospital provided the
service would have been covered under the Plan if performed on an
inpatient basis.

Outpatient benefits payable will not include:

(D) any dental, vision or hearing examination;
2) extraction of teeth or other dental work or surgery;
3) expense for which benefits are paid under any other provision of

this Plan; or

4) anything excluded under the Plan.

Surgical Services Performed by a Physician: When more than one procedure is
performed during the surgery, the following rules will apply.

a.

Through the same incision, payment will be made for the one operation
for which the largest amount is provided.

Through different incisions, or in remote operative fields, payment will be
made for the one operation for which the largest amount is provided, plus
50% of the minor amount provided for the other procedure.

For bilateral procedures in separate operative fields, an additional 50% of

the listed value will be allowed unless otherwise specified in the fee
schedule.
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10.

Preventive Care Benefits —Preventive Care benefits, which includes:

a. services rated “A” or “B” by the U.S. Preventive Services Task Force,

b. immunizations recommended by the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention,
and

C. preventive care and screenings for women and children as recommended

by the Health Resources and Services Administration.

The current list of Preventive Care Benefits includes, but is not limited to, the
following services: mammograms and other cancer screening; genetic cancer
(BRCA) testing and counseling for women with family histories of breast, ovarian,
tubal, or peritoneal cancer or for women with a prior non-BRCA related breast
cancer or ovarian cancer diagnosis; abdominal ultrasounds for men 65-75 who
have ever smoked; bone screens for osteoporosis; pap smears; colonoscopy
(including anesthesia if the attending provider determines it is medically
appropriate) / sigmoidoscopy; blood tests for syphilis, gonorrhea, HIV, cholesterol
/ lipid panels and blood sugar.

Preventive Care Benefits provided by an Out-of-Network Provider will be covered
as if provided by an In-Network Provider only if the particular item or service
provided by the Out-of-Network Provider is not available from an In-Network
Provider.

Well-Baby Care: Treatment of a newborn child, including charges normally
considered routine charges or well-baby care. Many of these services may qualify
as Preventive Care Benefits.

Home Health Care: The Plan will pay for covered Home Health Care services
and supplies that are:

a. authorized by the Professional Review Organization prior to services or
supplies being rendered,

b. prescribed by a Physician for a medical reason, certified by the Physician,
and not for Custodial Care;

C. reviewed and approved by a Physician at least every 30 days;

d. determined to cost less when provided in the home than the average length
of in-Hospital confinement for the same service;

e. furnished in accord with a Home Health Care Plan;

f. furnished by a Home Health Care Agency; and

66



furnished in the Eligible Individual’s home, except for services and
supplies provided on an outpatient basis at a Hospital, Extended Care
Facility, or a rehabilitation center, provided that the following conditions
are met:

(D) the furnishing of such services and supplies involves the use of
equipment of such nature that the services and supplies cannot be
made readily available in the Eligible Individuals home; and

2) such services and supplies are furnished in such facility while the
Eligible Individual is there to receive the service or supply
described in item (a) above; however any transportation of the
Eligible Individual in connection with the service or supply is not
included.

Home Health Care that meets the requirements of (a) through (g) may
include:

(D) nursing care provided on a part-time or intermittent basis (i.e., less
than an eight (8)-hour shift) by, or under the supervision of a

registered professional nurse (R.N.);

2) physical, occupational or speech therapy provided by a licensed
therapist;

3) part-time or intermittent home health aide services provided by a
home health aide and under the supervision of a Registered Nurse.
Home health aide services include, but are not limited to, helping
the Eligible Individual with:
(a) bathing and care of mouth, skin and hair;
(b) bowel and bladder care;
(©) getting in and out of bed and walking;

(d) exercises prescribed and taught by appropriate

professionals;
(e) medication ordered by a Physician;
) household services essential to the home health care (if

the services would be performed if the Eligible Individual
were in a Hospital or Extended Care Facility); and

(2) reporting changes in the Eligible Individual’s condition to
the supervising nurse.

4) medical supplies (other than drugs and medicines) and equipment

that would be covered under the Plan if the Eligible Individual was
confined as a registered patient in a Hospital;
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(6)

medical social services provided under the direct supervision of a
Physician;

medical services that would be covered under the Plan if the
Individual was confined as a registered patient in a Hospital and
that are provided by an intern or resident-in-training of a Hospital
affiliated with, or under common control with, a Home Health
Care Agency and under a teaching program of such Hospital.

1. Home Health Care benefits will not include;

(1)
)

)

4)

)

services and supplies that are not part of a Home Health Care Plan;

services of a person who lives in the Covered Individual’s home
or is a member of the Eligible Individual’s family;

domestic or housekeeping services that are unrelated to the
patient’s care;

services that provide a protective environment when no skilled
service is required (such as companionship or sitter services);

services that are not directly related to the Eligible Individual’s
medical condition including, but not limited to:

(a) estate planning, drafting of wills or other legal services;
(b) pastoral counseling or funeral arrangements or services;

(©) nutritional guidance or food services such as “meals on
wheels”;

(d) transportation services; or

(e) services that are primarily for the convenience of the
Eligible Individual’s family or consist primarily of
Custodial Care;

€3] services provided while the Eligible Individual is
confined as a registered patient in a Hospital, Extended
Care Facility or Convalescent Home, rest home, nursing
home or home for the aged;

(2) expense for which benefits are paid under any other
provision of this Plan; or

(h) anything excluded under this Plan.

11. Hospice Care: The Plan will pay benefits for services and supplies provided or
arranged through a Hospice Facility when a Physician has indicated a prognosis of
less than six months to live as follows.
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a. Room and board and general nursing services, up to the Hospital’s daily
average rate, up to a maximum of 21 days per Eligible Individual.

b. Home Health Care furnished to a terminally ill patient in the patient’s
home (review the Outpatient Limit explained below). Home Health Care
includes services of a home health aide, professional services of a nurse,
physical therapy or other therapy, and nutrition counseling and special
meals.

C. Medical social services furnished to the terminally ill patient or to the
family unit (review the Outpatient Limit explained below).

d. The Outpatient Limit for all outpatient care is 21 days per Eligible
Individual.
e. Bereavement counseling furnished to the family unit during the

bereavement period (within 12 months of the date of death of the
terminally ill patient) payable at 100% of Allowable Expense for the PPO
option. The EPO Benefit Options may have copayments associated with
Bereavement counseling. “Bereavement Counseling” is counseling by a
licensed or certified social worker or licensed pastoral counselor to assist
the family unit in coping with the death of the terminally ill patient.

Mental Health and Substance Use Disorders Care: The Plan has contracted
with a Managed Mental Health Care Organization to provide mental health and
substance use disorder benefits through a network of Hospitals and Physicians. For
details and to speak with a mental health professional, call the Mental Health Care
Organization listed on page 4. The Plan will pay the following benefits for
Allowable Expense incurred as a result of a mental health or substance use
disorder:

a. Inpatient Care: The Plan will pay benefits incurred as an inpatient in a
Hospital or residential care facility or for partial hospitalization services.
If an Eligible Individual is scheduled to be admitted to a Hospital or
residential care facility or to receive partial hospitalization services, the
Eligible Individual must notify the Managed Mental Health Care
Organization prior to admittance to the Hospital or residential care facility.
For any Nonemergency admission where Prior Authorization has not been
obtained from the Managed Mental Health Care Organization prior to
admission, Plan benefits will be denied. If the admission is later
determined upon retrospective review to be Medically Necessary, then
normal Plan benefits will be paid but reduced by $500. If the admission is
determined upon retrospective review to be not Medically Necessary, no
benefits will be provided for the admission.

The Managed Mental Health Care Organization must approve all
treatments and will determine the appropriate level of care and the location
of the treating facility for both In-Network Providers and Out-of-Network
Providers. Failure to notify the Managed Mental Health Care Organization
will result in a denial of benefits. If the admission is later determined upon
retrospective review to be Medically Necessary, then normal Plan benefits

69



13.

payable by the Plan will be reduced by the first $500 of Allowable
Expenses. If the admission is determined upon retrospective review to be
not Medically Necessary, no benefits will be provided.

Outpatient Care: The Plan will pay benefits incurred on an outpatient
basis. The Managed Mental Health Care Organization must approve
certain therapy and medication consultation and management services, as
well as Intensive Outpatient Programs and certain psychological testing,
as outlined in Part 3, Section I. Failure to notify the Managed Mental
Health Care Organization and obtain Prior Authorization regarding these
nonroutine outpatient services will result in a denial of benefits. If the
services are later determined upon retrospective review to be Medically
Necessary, then normal benefits payable by the Plan will be reduced by
the first $500 of Allowable Expenses. If the services are determined upon
retrospective review to be not Medically Necessary, no benefits will be
provided.

Other Services and Supplies: The Plan will pay benefits for Allowable Expenses
incurred for the following:

a.

b.

anesthesia, including its administration;

inpatient professional services of a Registered Nurse, licensed practical
nurse or lesser skilled professional (when authorized by the Professional
Review Organization) other than one related by blood or marriage to the
patient or who ordinarily resides in the patient’s home;

x-ray, radium and radioactive isotope therapys;

diagnostic X-ray and laboratory services;

rental of wheel chairs, Hospital-type beds, or other durable medical
equipment and purchase of supplies used exclusively for treatment of
Injury or Sickness. Post vision/cataract surgery contacts, glasses, lenses
and frames are subject to a one per lifetime limit. See limits under EPO
Plan benefit schedules;

blood, blood plasma and blood processing fees;

artificial limbs or eyes, casts, splints, trusses, braces, and crutches;

local ground transportation to or from a Hospital, when furnished by a
Hospital or a professional ambulance service (or air ambulance, if

Medically Necessary);

manipulation of the musculoskeletal system, 80% of the Allowable
Expenses, up to a maximum of 20 visits per Calendar Year;

services of a licensed Acupuncturist, up to a maximum payment of $375

per Calendar Year for the PPO Benefit Option (Acupuncturists are not
covered under the EPO Benefit Option);
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services performed in connection with physical, occupational or speech
therapy, up to a maximum of 60 visits per Calendar Year for all therapy
combined;

covered services and supplies for a physical examination that are
considered Preventive Care Benefits as described in further detail at
http://www .hhs.gov/healthcare/prevention/index.html;

services and supplies for treatment of Temporomandibular Joint
Syndrome including surgery;

chemotherapy and injections;

laser vision correction (LASIK, Custom LASIK or PRK), once per eye,
per lifetime, up to a maximum of $1000 per eye. Out of Network
reimbursement is $500 per eye. Please note this benefit is only available
under the PPO Plan. It is not covered under any EPO Pol benefit.

reconstruction surgery and prosthetic devices following mastectomy
surgery.

hearing aids, limited to one device per ear every three (3) years, no
Calendar Year Deductible. This benefit requires an initial doctor’s visit to
a Collective Union Health provider, and a referral from a Collective Union
Health provider, who certifies that a hearing loss exists and that such loss
may be lessened by use of a hearing aid, before any benefits are payable.
After a referral from a Collective Union Health provider, the Hearing Aid
Network will refer the Participant to an audiologist for any audiological
testing needed to provide hearing aids. Once a Participant has been
diagnosed with hearing loss, no additional doctor’s visit to Collective
Union Health provider, no initial or additional doctor’s visit to Collective
Union Health will be required for subsequent coverage of hearing aids.
Participants who do not reside in Southern Nevada may visit a doctor
outside of Collective Union Health for the required initial diagnosis of
hearing loss. No benefits are payable under this benefit to cover cleaning,
repair and maintenance of a hearing aid, batteries, or replacement of a lost,
stolen, or broken hearing aid.

smoking cessation benefits, but only through the exclusive smoking
cessation program established by the Plan. Four (4) tobacco cessation
counseling sessions of at least 10 minutes each (including telephone
counseling, group counseling and individual counseling). Any prescribed
FDA-approved tobacco cessation medication (including both prescription
and over-the-counter medications), but only if you are enrolled in the
exclusive smoking cessation program established by the Plan, subject to
prescription drug Copayments (limited to a 90-day supply). EPO
participants included. A participant may enroll in the smoking cessation
program four (4) times a year.

allergy services (testing and injection);
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aa.

bb.

CC.

dd.

cc.

ff.

g8.

sleep studies, subject to Prior Authorization;

therapeutic injection services (See the Prescription Drug section for
information on coverage of related drugs);

urgent care;

vasectomies;

non-routine podiatry services;

biofeedback performed in a clinical setting;

penial implants, in-network only, when medically necessary; and
infertility diagnosis. Treatment of infertility is not covered.

one hair prosthesis (wig) per year up to $300 for hair loss due to injury,
disease or treatment of disease such as: burns resulting in permanent
alopecia, lupus, alopecia areata, alopecia totalis, alopecia universalis,
fungal infections not responding to a course of anti-fungal treatment
resulting in near or complete cranial hair loss, chemotherapy or radiation
therapy;

two pairs of compression stockings per year up to $400 total for the
conditions identified for treatment of the following conditions:
complications of chronic venous insufficiency (liopdermatosclerosis,
statis dermatitis, varicose veins (except spider veins), venous edema,
venous ulcers, edema accompanying paraplegia, quadriplegia, etc., edema
following surgery, fracture, burns or other trauma, lymphedema, post
sclerotherapy, post-thrombotic syndrome, postural hypotension, severe
edema in pregnancy; and prevention of thrombosis in immobilized
persons;

orthotics every two years up to $400 total for symptoms associated with a
particular foot condition only when prescribed by a physician where the
participant has failed to respond to a course of appropriate conservative
treatment;

neuromonitoring, subject to Prior Authorization;

services and supplies for self-treatment of diabetes, subject to certain Prior
Authorization requirements; and

under the EPO plan for Nonresidential Employees and Non-Medicare
Retirees and the EPO plan for Residential Employees, enteral formulas
and special food products, subject to Prior Authorization.

Bariatric Surgery: The Plan will pay benefits for Medically Necessary Bariatric
Surgery to treat morbid obesity under the following conditions:
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a. Bariatric Surgery must be recommended by your primary care provider for
the treatment of morbid obesity. It must be Medically Necessary and
receive Prior Authorization by the Professional Review Organization.

b. The surgery must be performed by the Plan’s designated bariatric surgeons
and be performed at an in-network facility. No benefits are payable if
performed out-of-network.

c. You must meet all the following criteria to be eligible for the coverage:
(D Y ou are currently eligible under the Plan at the time of the surgery;
2) You visit the Plan’s behavioral health provider and have a
psychological/psychiatric evaluation by a licensed practitioner,

with a recommendation for gastric restrictive surgery;

3) You fully and cooperatively attend the pre-operative seminar
offered by the Plan’s designated bariatric surgeons;

4 You comply with Prescription Drug benefit guidelines’ use of
ply p g g
generic and formulary medications wherever possible;

(5) You actively participate in diet programs prior to Plan approval;

(6) You have not previously undergone bariatric surgery covered by
this Plan; and

(7 You complete all required preoperative screening tests, and based
on the results, qualify for weight loss surgery.

d. Dependent children under age 18 are not eligible; and

e. the Plan will pay for related Medically Necessary subsequent surgical care,
including removal of excess skin, if approved by the Professional Review
Organization and be performed by an in-network facility.

15. Dialysis Treatment — Outpatient: Dialysis outpatient services and supplies.
16. Routine Costs for Clinical Trials:

(1 Coverage. If you are a Qualified Individual and participate in an
Approved Clinical Trial, the Plan will not deny (or limit or impose
additional conditions on) the coverage of Routine Costs for items
and services furnished in connection with your participation in the
trial. The Plan will not discriminate against you based on your
participation in the Approved Clinical Trial.

2) Definitions.
(a) A “Qualified Individual” is a Eligible Individual who is

eligible to participate in an Approved Clinical Trial
according to the trial protocol with respect to the
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treatment of cancer or another life-threatening disease or
condition; and either: (1)the referring health care
professional is an In-Network Provider and has concluded
that the individual’s participation in such trial would be
appropriate; or (2) the Eligible Individual or beneficiary
provides medical and scientific information establishing
that the individual’s participation in such trial would be
appropriate.

(b) An “Approved Clinical Trial” is a phase I, II, III or IV
clinical trial that is conducted in relation to the prevention,
detection, or treatment of cancer or other life-threatening
disease or condition, and is either (i) a federally funded or
approved study or investigation, (ii)a study or
investigation conducted under an investigational new
drug application reviewed by the Food and Drug
Administration, or (iii) a study or investigation that is a
drug trial exempt from having such an investigational new
drug application.

(©) “Routine Costs” are routine patient costs including items
and services consistent with the Plan’s coverage for an
individual who is not enrolled in a clinical trial. Routine
Costs do not include (i) the investigational item, device,
or service, itself; (ii) items and services that are provided
solely to satisfy data collection and analysis needs and
that are not used in the direct clinical management of the
patient; or (iii) a service that is clearly inconsistent with
widely accepted and established standards of care for a
particular diagnosis.

17. Organ And Marrow Transplant Benefits: Medically Necessary organ
transplants that are non-experimental as determined by the Professional Review
Organization. Case management is mandatory for all organ transplant candidates.

(1)

2)

Covered Transplants. The Plan includes a Centers of Excellence
transplant benefit and offers transplant benefits for solid organs
(heart, lung, liver, pancreas, kidney, multi-visceral/small bowel,
or any combination thereof as a multi-organ transplant), bone
marrow, stem cell and islet transplants through the INTERLINK
Health Services (“INTERLINK”) TransplantCOE EPO network.
To view the current list of eligible TransplantCOE transplant
providers, please visit www.interlinkhealth.com/TransplantCOE.

Prior Authorization. Covered Expenses incurred in connection
with any organ or tissue transplant listed in this provision will be
covered subject to Prior Authorization by the Plan. Following
Prior Authorization, the Administrator will advise your Physician
of those facilities that have been approved by the Plan for the type
of transplant procedure involved. Benefits are payable only if the
procedure is performed in an approved facility, except in
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Emergency Situations where a person cannot, for medical reasons,
be transported to a network facility. In such a case, Prior
Authorization for treatment in an Out-of-Network facility must be
obtained from the Utilization Review Organization.

Covered Expenses. The term “Covered Expenses” with respect to
transplants includes the reasonable and customary expenses for
services and supplies which are covered under this Plan (or which
are specifically identified as covered only under this provision)
and which are Medically Necessary and appropriate to the
transplant, including:

(a) charges incurred in the evaluation, screening, and
candidacy determination process;

(b) charges incurred for organ transplantation;

(©) charges for organ procurement, including donor expenses
only to the extent such expenses are directly related to the
transplant surgery and are not covered under the donor’s
Plan of benefits.

(d) coverage for organ procurement from a non-living donor
will be provided for costs involved in removing,
preserving and transporting the organ;

(e) charges for organ procurement for a living donor will be
provided for the costs involved in screening the potential
donor, transporting the donor to and from the site of the
transplant, as well as for medical expenses associated
with removal of the donated organ and the medical
services provided to the donor in the interim and for
follow up care;

® if the transplant procedure is a hematopoietic stem cell
transplant, coverage will be provided for the cost of the
acquisition of stem cells. This may be either peripherally
or via bone marrow aspiration as clinically indicated, and
is applicable to both the patient as the source (autologous)
and related or unrelated donor as the source (allogeneic).
Coverage will also be provided for search charges to
identify an unrelated match, treatment and storage costs
of the stem cells, up to the time of reinfusion. (The
harvesting of the stem cells need not be performed within
the transplant benefit period);

(2) charges incurred for follow up care, including immuno-
suppressant therapy; and

(h) charges for transportation to and from the site of the
covered organ transplant procedure for the recipient.
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)

(6)

(7

Re-Transplantation will be covered up to two (2) re-transplants,
for a total of three (3) transplants per person.

Donor Expense. Medical expenses of the donor will be covered
under this provision to the extent that they are not covered
elsewhere under this Plan or any other benefit plan covering the
donor. In addition, medical expense benefits for a donor who is
not a participant under this Plan are limited to a maximum of
$10,000 per transplant benefit period when the transplant services
are provided out of network. This does not include the donor’s
transportation and lodging expenses.

Extended Benefits in the Event of Termination. In the event of
termination of the Plan, or of the recipient’s termination of
membership in an eligible class, if a transplant treatment program
had commenced while coverage was in force and benefits had not
been exhausted, then benefits will be paid for Covered Expenses
related to the same organ transplant which are incurred during the
lesser of: (a) the remainder of that transplant benefit period or
(b) one month after termination of the Plan or membership, as
though coverage had not ended.

Transplant Related Travel Benefit. With Prior Authorization,
transplant related travel benefits for medical care received at a
contract in-network facility may be payable (e.g. pre-operative
work-up, transplant operation and post-transplant treatment
phases). This travel benefit can also be used to bring the donor to
the location where the preapproved transplant will occur. The
Maximum Plan Benefit for transplant related travel expenses,
including transportation and lodging for the covered recipient (and
where necessary for the covered recipient’s well-being, the
addition of one family member or travel companion) is $10,000
per transplant. Reimbursement is available as follows:

(a) 100% of the cost for round trip “coach airfare”;

(b) up to a maximum of $100 per person per day for lodging
incurred primarily for and essential to the receipt of
medical care (For example, if a parent is traveling with a
recipient child, up to $200 per night ($100/person) can be
reimbursed for lodging);

(©) necessary travel expenses related to receiving medical
care, such as for a taxi, subway, train, which will be
reimbursed at the face value indicated on the receipt, not
to exceed $50 a day;

(d) mileage reimbursement for use of your personal car for
medical care with reimbursement up to the IRS maximum
allowance for medical related travel, adjusted periodically
(e.g. for 2016: $0.19 cents/mile).
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19.

Receipts are required for all lodging and travel expenses submitted
for consideration for reimbursement. The following expenses will
not be reimbursed by the Plan: meals, car rentals, telephone calls,
personal care items such as shampoo, entertainment/recreation or
personal pleasure expenses; alcohol/tobacco, souvenirs and
expenses for persons other than the patient and his/her designated
family member/travel companion. The travel benefit is available
only when the transplant occurs in an in-network facility.

Maternity Care. The Plan covers pregnancy-related expenses of a covered
Employee or covered Dependent. Eligible Pregnancy-related expenses include the
following, are covered at least to the same extent as any other Sickness, and may
include other care that is deemed to be Medically Necessary by the patient's
attending Physician:

@8 pre-natal visits and routine pre-natal and post-partum care;

2) expenses associated with a normal or cesarean delivery as well as
expenses associated with any complications of pregnancy;

3) midwifery services provided by in network providers only.
Midwife services must be performed under the supervision of a
duly licensed Physician whether the services are performed at a
residence, medical office, or a Hospital;

4) birthing center services by properly credentialed, in-network
providers only.

In accordance with the Newborns' and Mothers' Health Protection Act, the Plan
will not restrict benefits for a pregnancy-related Hospital stay for a mother to less
than forty-eight (48) hours following a normal vaginal delivery or ninety-six (96)
hours following a cesarean section. Also, the Prior Authorization requirements for
Inpatient Hospital admissions will not apply for this minimum length of stay and
early discharge.

NOTE: Pregnancy coverage will not include: (1) Lamaze and other charges for
education related to pre-natal care and birthing procedures, (2) adoption expenses,
or (3) expenses of a surrogate mother who is not a Covered Person.

Genetic Counseling & Testing. Genetic testing involves the extraction of DNA
from an individual's cells and analysis of that DNA to detect the presence or
absence of chromosomal abnormalities or genetically transmitted characteristics.
The following medically necessary genetic testing is payable under this Plan (in
accordance with how other covered laboratory services are payable under the
Plan), subject to prior authorization:

a. state-mandated newborn screening tests for genetic disorders;
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b. fluid/tissue obtained as a result of amniocentesis, chorionic villus
sampling (CVS), and alpha-fetoprotein (AFP) analysis in covered
pregnant women and only if the procedure is Medically Necessary as
determined by the Plan Administrator or its designee;

c. tests to determine sensitivity to FDA approved drugs, such as the genetic
test for warfarin (blood thinning medication) sensitivity;

d. genetic testing recommended by the American College of Obstetrics and
Gynecology (ACOG) for pregnant women such as genetic carrier testing
for cystic fibrosis;

e. genetic testing (e.g. BRCA) and genetic counseling required as a
Preventive service, in accordance with Health Reform regulations (see
also the Preventive Care services outlined in this Part 3).

f. the detection and evaluation of chromosomal abnormalities or genetically
transmitted characteristics in covered participants if all the following
conditions are met:

€)) the testing method is considered scientifically wvalid for
identification of a genetically-linked heritable disease; and

2) the covered individual displays clinical features/symptoms, or is
at direct risk (family history or 1st or 2nd degree relative) of
developing the genetically linked heritable disease/condition in
question (pre-symptomatic); and

3) the results of the test will directly impact clinical decision-making,
outcome or treatment being delivered to the covered individual.

Autism Treatment Services. For those enrolled in the PPO plan, subject to Prior
Authorization, the Plan will pay for autism treatment services, including Applied
Behavioral Analysis (ABA) therapy, subject to the plan deductible, a $25
copayment per visit, and 20% coinsurance of the Allowable Expense, up to the
annual out-of-pocket maximum of $2,400 per individual, for PPO Providers, with
a $72,000 calendar year maximum Plan cost. The coverage applies to dependent
children up to age 18 or, if the child is enrolled in high school, up to age 22. Prior
authorization is required for all services and must be obtained every 6 months.
Treatment must be identified in a treatment plan. There is no Plan coverage for any
autism services provided by a Non-PPO Provider.

For those enrolled in the EPO plan for Non-Residential Active Employees and
Non-Medicare Eligible Retirees, subject to Prior Authorization, the Plan will pay
100% of Allowable Expenses for autism treatment services, including Applied
Behavioral Analysis (ABA) therapy, for EPO Providers, after a $10 copayment per
visit, subject to a maximum Plan cost of $72,000 per calendar year. This coverage
applies to dependent children up to age 18 or, if the child is enrolled in high school,
up to age 22. Prior authorization is required for all services and must be obtained
every 6 months. Treatment must be identified in a treatment plan. There is no Plan
coverage for any autism services provided by a Non-EPO Provider.
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For those enrolled in the EPO plan for Active Residential Employees, subject to
Prior Authorization, the Plan will pay 100% of Allowable Expenses for autism
treatment services, including Applied Behavioral Analysis (ABA) therapy, after a
$25 copayment per visit, for EPO Providers, subject to a maximum Plan cost of
$72,000 per calendar year. This coverage applies to dependent children up to age
18 or, if the child is enrolled in high school up to age 22. Prior authorization is
required for all services and must be obtained every 6 months. Treatment must be
identified in a treatment plan. There is no Plan coverage for any autism services
provided by a Non-EPO Provider.

Gender affirming care.

a.

Medically Necessary services for treatment of gender affirming care,
including but not limited to, diagnosis, psychotherapy, continuous
hormone therapy, laboratory testing (to monitor the safety of continuous
hormone therapy), and gender affirming surgery.

Coverage for gender reassignment surgery is covered at 20% coinsurance.
Participants must be 18 years or older to be eligible for this benefit. Gender
reassignment surgery must be performed by the Plan’s designated
surgeons and be performed by an in-network facility. Gender reassignment
surgery is covered once per lifetime.

Preauthorization is required and certain criteria must be met for gender
affirming surgery and certain other services. Not all expenses are eligible.
For more information regarding what is required to be authorized for
certain procedures contact Nevada Health Solutions.

Not all expenses are eligible. Cosmetic procedures are generally not
covered. Procedures and services that are not covered include, but are not
limited to, the following:

. Brow lift

. Calf implants

. Cheek/malar implants

. Collagen injections

. Facial feminization and masculinization surgeries
. Forehead lift

. Jaw reduction (jaw contouring)

. Hair removal (e.g., electrolysis, laser hair removal)
. Lip reduction

. Liposuction

. Nose implants

° Pectoral implants

. Rhinoplasty
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° Tracheal shave

. Voice therapy/voice lessons

Extended Benefits. If an Eligible Individual is Totally Disabled by Injury or illness at the
time his coverage would terminate, and no form of continuation coverage applies, benefits
will continue to be payable for the Injury or Sickness that caused the Total Disability only
until the earliest of:

1. one year from the date coverage ended;
2. the date the Eligible Individual becomes eligible under another group plan; or
3. the date the Total Disability ends.

Limitations and Exclusions.

1. Limitations. The PPO and EPO Medical Plan benefits are subject to the following
limitations (in addition to the general exclusions and limitations explained in
Part 11).

a.

Benefits provided for Hospital care, outpatient surgery and tests in excess
of $1,500, home health care and hospice care are subject to the Hospital
review programs described at Part 3, Section E, Subsection 8 and Part 3,
Section E, Subsection 9 respectively.

Cosmetic surgery is limited to (A) operations necessary to repair
disfigurement due to an accidental Injury or infection, disease or other
Sickness, provided the surgery is performed within 12 months of the date
of the accident or Sickness, except where it is medically determined to the
satisfaction of the Board of Trustees that cosmetic surgery cannot be
performed within 12 months due to the medical or physical condition of
the patient, or (B) operations for repair following a mastectomy (see
Part 14 (Q)). Prior Authorization is required.

Treatment of the teeth and gums is limited to (A) tumors and cysts and
(B) treatment of accidental Injury to natural teeth due to an accident and if
performed within 12 months from the date of the accident.

2. Exclusions. Benefits will not be payable for any of the following items.

a.

Expenses in connection with injuries or illnesses for which benefits are
available under any Workers’ Compensation act or similar law. To be
eligible for benefits from the Plan for a work-related Injury that may be
subject to Workers’ Compensation, the injured individual must timely and
diligently pursue all available levels of appeal to the Workers’
Compensation carrier, sign the Plan’s Third Party Recovery Agreement
and satisfies all the Plan’s rules and requirements. Refer to Part 13, Section
E (Third Party Recovery Rules). The Trustees have discretion to deny Plan
coverage in a case where Workers’ Compensation has denied coverage
based on the delay or improper conduct of the injured person.
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Expenses for an autopsy, forensic examination and any related expenses,
except as required by the Board of Trustees or its designee.

Hospital or other health care facility expenses if you leave the facility
against the medical advice of the attending Physician within 72 hours after
admission.

Expenses for medical services or supplies rendered or provided outside the
United States, except for treatment for an Emergency.

Expenses for and related to non-Emergency travel or transportation
(including lodging, meals and related expenses) of a medical provider,
Eligible Individual or family member of a Covered Individual or travel
expenses related to a transplant, unless those expenses have been pre-
approved by the Professional Review Organization.

Medical examinations, services and supplies not necessary for the
treatment of any Injury or Sickness, unless specifically allowed by the
Plan.

Treatment of Injury or Sickness which is occasioned by war, declared or
undeclared.

Charges for services or supplies received from or in facilities owned or
operated by the United States government or any government, or for
services and supplies that the individual is not required to pay, unless
mandated by law. (for instance where such services are reimbursable to
the Veterans’ Administration for nonservice-connected conditions under
38 U.S.C. § 629.

Charges for services received by any Eligible Employee or Dependent that
are performed by a member of the immediate family (spouse, child,
sibling, parent or grandparent) of the Employee or Spouse.

Nonsurgical treatment of chronic foot conditions.

An intentionally self-inflicted Injury or illness, unless caused by a physical
or mental condition or other source, protected by HIPAA (Health
Insurance Portability and Accountability Act).

Treatment for eating disorders is excluded.

Immunizations, except as provided under the Preventive Care or Well
Baby Care benefits and for the vaccine Zostavax for Eligible Individuals

age 60 and over.

Vitamins, prescription drugs and nonprescription drugs except as payable
under the Prescription Drug Benefit of this Plan;
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Expenses incurred as a result of participation in or consequence of the
commission of a felony or misdemeanor or otherwise being “outside the
law” (not including traffic violations) or participation in a riot.

Except to the extent considered Preventive Care Benefits, expenses for
physical examinations, screenings, testing and immunizations as may be
required for functional capacity/job analysis examinations and testing
required for employment/career, commercial driving, government or
regulatory purposes, insurance, school, camp, recreation, sports, vocation,
workers’ compensation, retirement/disability status or pension, required
by any third party, education, travel, marriage, adoption, legal/judicial or
administrative proceedings/orders, medical research or to obtain or
maintain a license of any type.

Oral medication, topical ointments, and other over-the-counter supplies
dispensed through the Physician’s office.

Charges incurred that are not Medically Necessary.

Eye refractions, eye glasses, the fitting of eye glasses, orthoptics, vision
training, except for certain post-surgical durable medical equipment and
as described under “Vision Benefits” and Laser Vision Correction
described in Part 3(E)(11).

Experimental procedures.

(D) Expenses for treatments, procedures, devices, or drugs that the
Plan determines, in the exercise of its Trustees’ discretion, are
experimental, investigational, or done primarily for research.
Treatments, procedures, devices, or drugs shall be excluded under
this Plan unless:

(a) approval of the U.S. Food and Drug Administration for
marketing the drug or device has been given at the time it
is furnished, if such approval is required by law; and

(b) reliable evidence shows that the treatment, procedure,
device or drug is not the subject of ongoing phase I, II or
III clinical trials or under study to determine its maximum
tolerated dose, its toxicity, its safety, its efficacy, or its
efficacy as compared with the standard means of
treatment or diagnosis; and

(©) reliable evidence shows that the consensus of opinion
among experts regarding the treatment, procedure, device
or drug is that further studies or clinical trials are not
necessary to determine its maximum tolerated dose, its
toxicity, its safety, its efficacy as compared with the
standard means of treatment or diagnosis.
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aa.

bb.

CC.

dd.

ccC.

“Reliable evidence” shall include anything determined to be such
by the Plan, within its Trustees’ sole and absolute discretion, and
may include published reports and articles in the medical and
scientific literature generally considered to be authoritative by the
national medical professional community.

2) All costs that qualify as Routine Costs for Clinical Trials will be
included under this Plan as described in Part 3, Section E(14).

Any operation or treatment in connection with the fitting or wearing of
dentures.

Treatment for complications as a result of service or treatment that is not
itself a covered service or treatment, except as specifically allowed by the
Plan.

Education, training or services for treatment of dyslexia, attention deficit
disorders or delays in the development of a child’s language, cognitive,
motor or social skills. Diagnosis of testing for learning disabilities is
covered, but not their treatment with the exception of coverage for the
treatment of Autism, including coverage for Applied Behavioral Analysis
(ABA) for the active population. ABA includes treatment for disorders
such as Autism, Rett Syndrome, Asperger Syndrome, and other pervasive
development disorders.

Expenses for services or supplies that would otherwise be covered by the
Plan will not be covered or payable by the Plan if a claim for payment of
such services is not submitted to the Claims Administrator within 24
months from the date that the service is rendered or the supply provided.

Except as provided under the Mental Health and Substance Use Disorders
benefit, marital family problems (including counseling) or sexual
problems (including counseling).

Third Party Liabilities. Any expenses caused by any third party, except as
provided to individuals who, along with their attorneys, fully comply with
the Plan’s Third Party Recovery Rules. Refer to Part 13, Section E (Third
Party Recovery Rules).

court-ordered services;

growth hormones;

sexual dysfunction services, except as otherwise provided for in mental
healthcare benefits and Prescription Drug benefits; and

sterilization reversal procedures and related services;

mouthguards, nightguards and any other appliances for bruxism, grinding
or clenching of teeth;
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ff. Respite Care, except as set forth in benefit chart for EPO benefits, and
Custodial Care;

gg. Dsuvia.

hh. Genetic Testing and Counseling: Certain genetic tests are covered as listed
in Part 3, Section F, Subsection 19. The genetic services that are not
covered by the Plan include:

(1)

2)

)

4)
)

Pre-parental genetic testing (also called carrier testing) intended
to determine if an individual (such as a prospective parent) is at
risk of passing on a particular genetic mutation (at risk for
producing affected children).

Expenses for Pre-implantation Genetic Diagnosis (PGD) where
one or more cells are removed from an embryo and genetically
analyzed to determine if it is normal in connection with in vitro
fertilization.

No coverage of genetic testing of plan participants if the testing is
performed primarily for the medical management of family
members who are not covered under this Plan. Genetic testing
costs may be covered for a non-covered family member only if
such testing would directly impact the medically necessary
treatment of a plan participant.

Home genetic testing kits/services are not covered.
Genetic testing determined by the Plan Administrator or its

designee to be not medically necessary, or is determined to be
experimental or investigational.

Expenses for genetic counseling are not covered, unless these three conditions
are met: is ordered by a Physician, performed by a qualified genetic counselor,
and performed in conjunction with a genetic test that is payable by this Plan.

il. All forms of gene therapy.

L. Prior Authorization and Continued Stay Review.

Failure to obtain approval prior to receiving any of the services listed below will result in either
reduction or nonpayment of benefits, except in the case of any services received from an Emergency
department of a Hospital for an Emergency admission.

Prior Authorization for any health care service or procedure means only that the proposed service
or procedure is Medically Necessary and appropriate for the diagnosis given. Prior Authorization
does not mean that eligibility, payment, or benefits are guaranteed. Payment for any health care
service or procedure will be determined on the basis of the Plan benefits in effect at the time the
service or procedure is performed, regardless of any Prior Authorization.
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Hospital Prior Authorization.

a.

Prior Authorization for Hospitalization that is not a matter of life or death
(and does not require immediate admission in order to protect health or
life) must be obtained through the services of the Professional Review
Organization.

All Prior Authorizations expire after one year and new Prior Authorization
must be obtained to avoid the reduction in benefits stated in item 4 below.

Continued Stay Review.

a.

Continued Stay Review must be obtained through the Professional Review
Organization within 24 hours of an Emergency Hospital admission.

Once an Eligible Individual has been admitted to the Hospital following a
Prior Authorization, the Professional Review Organization will continue
to monitor the admission to determine the appropriate length of
confinement and the necessity of medical services.

General. In addition to any other Prior Authorization requirement stated in the
Plan, and superseding any conflicting requirements, Prior Authorization is
required for many services and tests, including, but not limited to as set forth in
the following general guidelines (unless otherwise noted, call Nevada Health
Solutions at (855) 392-0778):

a.

all inpatient admissions (except for giving birth and Emergency
admissions), extensions of stay beyond the original certified length of stay
in a Hospital. For Hospital admissions related to childbirth, Prior
Authorization is required for Hospital stays that last, or are expected to
last, longer than 48 hours following a normal delivery, or 96 hours
following a cesarean section;

all admissions to skilled nursing, acute rehabilitation, and long-term acute
care facilities;

certain in-office or outpatient freestanding facility services, including:

(D) all hematology/oncology services,

2) hyperbaric treatment,

3) orthotic and prosthetic appliances over $500,

4) radiology services: CT/CTA, discography, Magnetic Resonance
Imaging (MRI), and MRAs (angiography with CT or MRI), and
PET scans,

®)] varicose veins,

(6) TMJ procedures/orthognathic surgery,
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@) all biologic injections/infusions,

() botox injections,

)} rhinoplasties, and

(10)  any spinal injections or procedures, including neuromonitoring;

home health and home infusion services — all skilled services in a home
setting;

certain outpatient hospital services, including:
(D hyperbaric treatment,

2) radiology services: CT/CTA, discography, Magnetic Resonance
Imaging (MRI), and MRAs (angiography with CT or MRI), and

PET scans,
3) all hematology/oncology services,
4) physical, speech and occupational therapies,

5) polysomnography (sleep studies),
(6) all surgery and invasive diagnostic procedures performed in
surgery area; all outpatient surgeries or procedures at an

ambulatory surgery center except colonoscopy/sigmoidoscopy;

all outpatient surgeries or procedures at an ambulatory surgery center,
except colonoscopy/sigmoidoscopy;

all transplant services (including consultations);

all genetic testing;

all air ambulance transports;

polysomnography (sleep studies);

all inpatient and certain outpatient mental health services (for all mental

health and substance abuse prior authorizations, call Harmony Healthcare
at (702) 251-8000) including:

(D inpatient mental health / substance abuse hospitalization
2) residential treatment programs
3) partial hospitalization treatment services

4) autism treatment, including Applied Behavioral Analysis (ABA)
Therapy;
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q.

durable medical equipment (including wheelchairs, oxygen equipment,
hospital beds, etc.), if line item charges are $500 or more, whether rented
or purchased;

all clinical trials;

bariatric surgery and related services;

insulin pumps, insulin pump supplies and diabetes equipment provided
under the EPO benefit options (except for the EPO for Medicare Retirees);

and

enteral formulas and special food products provided under the EPO benefit
options.

gender affirming care.

The list of services requiring Prior Authorization is subject to change. For the most
current list and for additional information, please contact the Administrator.

Effect on Benefits.

Eligible Individuals Who Obtain Prior Authorization or Continued
Stay Review and use a Contract Hospital: Subject to any other
limitations in the Plan, “Full Plan Benefits” will be provided to Eligible
Individuals complying with this Section H. The term “Full Plan Benefits”
means those benefits described in this Part 3.

Eligible Individuals who obtain a Prior Authorization or Continued
Stay Review, but do not use a Contract Hospital: Subject to any other
limitations in the Plan, the benefits payable will be reduced to 60% of
Allowable Expenses.

Eligible Individuals who do not timely obtain a Prior Authorization,
or Continued Stay Review, but use a Contract Hospital: Subject to any
other limitations in the Plan, the Plan will reduce by $500 the amount
otherwise payable for benefits determined to be Medically Necessary upon
a retrospective review. If a Prior Authorization is not obtained, or if
services are determined not to be Medically Necessary upon a
retrospective review, then no benefits will be paid for such services.

Eligible Individuals who do not timely obtain a Prior Authorization,
or Continued Stay Review, and do not use a Contract Hospital:
Subject to any other limitations in the Plan, the first $500 of Allowable
Expenses will not be paid and remaining benefits will be reduced to 60%
of Allowable Expenses for services determined to be Medically Necessary
upon a retrospective review. If a Prior Authorization is not obtained, or if
services are determined not to be Medically Necessary upon a
retrospective review, then no benefits will be paid for such services.
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Prior Authorization for all inpatient and certain outpatient mental health, alcohol
and drug abuse treatment must be obtained through the Mental Health Care
Organization listed on page 4.

Benefits in mandatory case management cases involving narcotics and a Trust
determination that the participant and/or his treating health care providers have
failed or refused to fully and faithfully participate in, or fully cooperate and comply
with mandatory case management, coverage under the Plan for narcotics is entirely
excluded.

All Prior Authorization and Continued Stay Review provisions apply to services
obtained both in and out of the Las Vegas area.

Case Management.

1.

Diagnosis, care and treatment plans may be reviewed to determine whether
effective, efficient care is being provided or accessed. For example, a patient’s
needs may be met as well or better by offering an alternative to an acute care
Hospital confinement. Such alternatives could include home, hospice, or skilled
nursing facility care. In those cases involving long-term disabling diseases or
frequent readmissions, the Trust’s case management organization may assist the
patient’s Physician to assess whether additional alternative care is appropriate or
warranted for the patient. In some cases, determined in the sole discretion of the
Trustees, case management may be optional. However, in other cases, also
determined in the sole discretion of the Trustees, case management may be
mandatory.

The Trustees have the full authority and discretion to require or mandate case
management. Case management means medical or other healthcare management
services to assist patients, their healthcare providers, and the Fund, and facilitating
proper, effective and efficient care, including identifying and facilitation additional
medical resources and treatments, expanding and providing information about
treatment options, and facilitating activities and communications among
professionals. Circumstances for case management include, but are not limited to,
chronic illnesses, acute catastrophic Injury, infectious diseases, burns, terminal
illness, transplants, prescription drugs (for example, narcotics or other controlled
substances), high risk pregnancies, neonatal complications, AIDS and AIDS
related cases, among others. Case management can also include required
independent medical examinations and evaluations, and specialty providers,
among others.

If the covered person whom case management is mandated, and/or his or her
treating health care providers, including Physicians, fail or refuse to fully cooperate
with and participate in case management when mandated, as determined in the sole
discretion of the Trustees, all Plan benefits, medical, prescription drugs, dental and
vision, for that participant are reduced by seventy five percent (75%).

If there are repeated failures or refusals to fully and faithfully participate in or fully
cooperate and comply with mandatory case management, or if determined in the
sole discretion of the Trustees, all coverage under the Plan is suspended and no
benefits shall be payable to that person.
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In mandatory case management cases involving narcotics and a Trust
determination that the participant and/or his treating health care providers have
failed or refused to fully and faithfully participate in, or fully cooperate and comply
with mandatory case management, coverage under the Plan for narcotics is entirely
excluded.

Mandatory Inpatient Care from Hospitalist Program Physician: If an Employee or
Dependent is admitted as an inpatient at a Hospital at which a Hospitalist Program exists,
he or she is subject to the Hospitalist Program.

1.

Inpatient care by the Hospitalist Program Physicians is required for all Employees
and Dependents. This is inpatient care by Primary Care Physicians only. Primary
Care Physicians are general practice, family practice and internal medicine
Physicians. The Hospitalist Program does not include Physician care by specialists
such as cardiologists, dermatologists, oncologists or anesthesiologists. For
purposes of the Hospitalist Program only, OB/GYN and Pediatric Physicians are
considered specialists, not Primary Care Physicians. For inpatient Physician
primary care under the Hospitalist Program, the Plan will pay the full Allowable
Expense including any copays, Coinsurance and Deductibles. The Employee or
Dependent will not have any out of pocket expenses for covered services by
Hospitalist Program Physicians. Care by specialists will continue to be covered
and paid as normal under the Plan’s Rules.

If the Employee or Dependent refuses care from the Hospitalist Program Physician
and instead accepts inpatient Hospital care from his or her own Primary Care
Physician (not including OB/GYN and Pediatric Physicians) or any other non-
specialist Hospital based Physician outside of the Hospitalist Program, the Plan
will pay nothing for such care and the Employee or Dependent will be solely
responsible for all amounts billed by such Primary Care Physician.

An Employee or Dependent who has been admitted and is receiving care from a
Hospitalist Program Physician also may accept care from his or her pre-established
Primary Care Physician who has been actively involved in his or her ongoing
primary care. However, his or her pre-established Primary Care Physician
providing care to an admitted Employee or Dependent will be reimbursed by the
Plan for a consultation only and will not be the manager of the Employee’s or
Dependent’s inpatient care.

Pilot Program.

1.

A pilot program is an activity or benefit administered by the Plan or its designee,
but outside the structured scope of the Plan benefits. The Trustees can use the pilot
program structure to test the feasibility and impact of health care initiatives,
alternative benefit structures, education programs, and health care delivery models
for a limited timeframe and at a limited cost to the Plan. The purpose of a pilot
program is to operate, test, and evaluate program impact prior to implementing a
permanent Plan change.

Pilot programs may be developed and executed for all or only a specific portion or

subset of the Employees and Dependents under the guidelines approved by the
Trustees or their designee.
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3. A pilot program may impact other Plan benefits not related to the pilot.
Participation in a pilot program is voluntary. Pilot program administrators may
offer alternate treatment, benefits, or education programs than those covered under
the Plan. The Trustees, at their discretion, may approve coverage for these
alternatives, even if they would not ordinarily be covered by the Plan. However,
in all cases, the decision to access these alternatives by participating in the pilot
program rests with the Eligible Individual. The Trustees reserve the right to make
the final determination as to whether an Employee or Dependent is eligible for
participation in a pilot program.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 4:

MEDICAL PLAN PRESCRIPTION DRUGS

Benefits. If an Eligible Individual receives any of the “Covered Items” listed below, the
Plan will provide coverage, except as explained below. If the “Covered Item” is received
from a Contracting Pharmacy, the Plan will pay the remaining cost (following the
applicable Copayment charge payable by the Eligible Individual, as indicated below) for
each prescription or refill received.

Out of Pocket Maximum

For the PPO Plan - The Out of Pocket Maximum for prescription drug benefits is $4,200
for an individual and $6,000 for a family.

For the EPO Plan for Non-Residential Active Employees and Non-Medicare Retirees
- The Out of Pocket Maximum for both medical benefits and prescription drug benefits is
$6,000 for an individual and $12,000 for a family.

For the EPO Plan for Active Residential Employees - The Out of Pocket Maximum for
both medical benefits and prescription drug benefits is $6,250 for an individual and
$12,500 for a family.

For the EPO Plan for Medicare Retirees - The Out of Pocket Maximum for prescription
drug benefits is $5,000 for an individual.

Copayments/Coinsurance. Copayments and coinsurance are the part of the prescription
cost that you pay. The Copayments or Coinsurance for each tier of drugs under the PPO
Plan and the EPO Plan are set forth in the Quick Guide to Common Benefits.

1. If your physician specifies you use a higher cost drug or you request a higher cost
drug when a less expensive alternative is available, you will pay the appropriate
Copayment plus the difference in cost between the higher and lower cost products.

2. There is no Copayment for any prescription drug or over-the-counter medication
that is a Preventive Care Benefit. Some Preventive Care Benefits require Prior
Authorization. Contact the Prescription Benefits Provider for further details.

Step Therapy. The Plan provides for a Preferred Drug Step Therapy program that
identifies generic or brand medications in certain drug classes then recommends FDA-
approved lower cost generic options to the brand name medication. If your Physician
prescribes a non-preferred brand drug, you will need to switch to a generic or preferred
brand for the Plan to cover the medication. In certain cases, if your Physician believes you
cannot switch medications, he can request a coverage review by the Prescription Benefit
Provider. Please contact the Prescription Benefits Provider for further details regarding the
step therapy program.

Prior Authorization. Many medications require Prior Authorization before they will be
covered by the Plan. The Prescription Benefits Provider communicates directly with your
prescribing Physician to ensure the medication is being dispensed for its intended use and
in accordance with manufacturer recommendations. For Prior Authorization, and to find
out which drugs require Prior Authorization, please contact the Prescription Benefits
Provider.
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Specialty Medications. For specialty medications, those that often require special
handling and are used to treat chronic and rare conditions, the Plan has contracted with the
Prescription Benefits Provider to provide Prior Authorization, Quantity Limits, Step
Therapy and other clinical interventions. Self-injectables, including Insulin and Imitrex,
and injecting devices are covered at retail subject to Prior Authorization requirements for
certain medications. All other specialty and injectable medications must be obtained
through the Plan’s mail order prescription service. Specialty or injectable drugs obtained
from a Physician’s office will not be covered. Contact the Prescription Benefits Provider
for additional information.

The Plan offers a Copay Armor program for certain specialty drugs included in the
specialty tier and dispenses only through the Plan’s specialty pharmacy. This program will
properly manager your expenses for eligible specialty medications while also lowering the
Plan’s overall costs if copay assistance is available. For these drugs., the prescription
benefit provider will reduce the price with the drug manufacturer to cover most, if not all,
of the Specialty Drug copayment with your completion of certain necessary paperwork.
Only the amount you pay out-of-pocket will apply to your annual deductible and/or out-
of-pocket maximum. If a specialty drug does not qualify or is removed from the program,
your copay will default to the formulary’s current tiered coinsurance/copay.

Dual Coverage. If an Employee covered under this Plan is also eligible as a Dependent
Spouse under this Plan, the Plan will pay in full, subject to the usual exclusions and
limitations, the charges for the prescriptions, but never more than 100% of the actual
charges.

Covered Items.

1. Federal legend drugs when prescribed by a Physician for the Eligible Individual’s
personal use.

2. The following items when prescribed by a Physician and dispensed by a licensed
pharmacist for the treatment of a specified illness or complaint:

a. insulin and diabetic supplies: insulin, insulin syringes and needles, sugar
test tablets, sugar test tape, acetone test tablets, and Benedict’s Solution or
equivalent. A Copayment applies to insulin. However, testing supplies are
available with no Copayment required;

b. compounded preparations, subject to prior authorization;
C. oral contraceptives, diaphragms and contraceptives devices;
d. smoking cessation drugs and supplies: Any prescribed FDA-approved

tobacco cessation medication (including both prescription and over-the-
counter medications), subject to enrollment in the exclusive smoking
cessation program established by the Plan (limited to a 90-day supply);

e. other prescription drugs that qualify as Preventive Care Benefits;
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f. Retin A covered when prescribed for a covered medical condition for an
Eligible Individual age 26 and younger. Prior authorization required for
coverage for an Eligible Individual over the age of 26;

g. medications approved by the Food and Drug Administration for general
marketing;

h. specialty medications, subject to the provisions in paragraph e. above.

1. prenatal vitamins; and

J- erectile dysfunction drugs limited to six (6) pills per month.

k. weight loss medications, subject to Prior Authorization and appropriate

clinical criteria.
L. medications for the treatment of Hypoactive Sexual Desire Disorder

Prescription Quantity. For non-narcotic prescription drugs, a 30-day supply is allowed
per prescription or refill, (90 day for certain maintenance drugs), provided that the
Physician prescribes that amount. After that, refills will be provided when the prescription
has been at least 85% depleted, provided the Physician has prescribed refills.

For narcotic prescription drugs, a thirty (30) day supply IS allowed per prescription or refill
through either a retail participating pharmacy or the Contract Pharmacy mail order service,
provided that the Physician prescribes that amount, subject to prior authorization. After
that, refills will be provided when the prescription has been at least 75% depleted, provided
the Physician has prescribed refills.

For narcotic prescription drugs written for less than or equal to a seven (7) day supply IS
allowed per prescription at a retail participating pharmacy ONE (1) time within one
hundred eighty (180) calendar days, provided that the Physician prescribes that amount.

Exclusions and Limitations. In addition to the General Exclusions listed in Part 11,
benefits are not payable for:

1. prescriptions filled by a Noncontracting Pharmacy or for prescriptions that are not
Medically Necessary;
2. drugs that are sold over-the-counter or that do not legally require a Physician’s

written prescription, and prescription equivalents that are sold over-the-counter,
except for certain drugs that are considered Preventive Care Benefits;

3. prescriptions that are covered by Workers’ Compensation laws, occupational
disease law, or other county, state or federal programs;

4. experimental or investigational drugs;

5. drugs dispensed or administered in an outpatient setting, including but not limited
to outpatient Hospital facilities and Physicians’ offices;

6. drugs taken while in a Hospital, nursing home or similar facility;
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7. blood and blood-related products;

8. oxygen;

9. drugs obtained outside the United States;

10. professional charges in connection with administering or injecting drugs;
11. devices, appliances and medical supplies;

12. fertility drugs;
13. vitamins (except for prenatal vitamins) and minerals;

14. drugs prescribed for cosmetic purposes including, but not limited to: Rogaine
solutions; external preparations of Minoxidil and any mixtures or compounds
containing Minoxidil; Retin A except when prescribed for a covered medical
condition;

15. any item prescribed for purposes other than the treatment or diagnosis of a specific
illness or accident;

16. immunization agents, except as provided under the Preventive Care Benefit or
Well-Baby Care benefit of this Plan;

17. growth hormones.
18. controlled substances and narcotics as determined by the Plan; and
19. Dsuvia.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART S:

DENTAL BENEFITS.

Individuals enrolled in the PPO and Non-Residential Active Employees, Non-Medicare Eligible
Retirees and Medicare Eligible Retirees who are enrolled in the EPO are also eligible for Dental Benefits
under the Plan. The Plan offers the Cigna Dental ASO (DPPO) and the Cigna Dental Care Plan (DHMO).
Residential Employees are not eligible for these benefits.

A.

How does the DHMO work?

The Plan offers the Dental HMO Plan through Cigna. The Dental HMO contracts directly
with licensed dental professionals. Please visit www.cigna.com for a list of participating
Dentists in Cigna’s Dental Provider Network. There are no benefits unless you use Cigna
Dental Provider.

Comprehensive dental benefits are provided under the Dental DHMO as listed below for
coinsurance rates that vary depending on the service. There is no plan year maximum or
deductible. Many procedures will cost you $0 out of pocket, including all preventive care.
Referrals are required for specialty care services, except for pediatric dentists for children
under 7 and orthodontics. Coverage for treatment by a pediatric dentist ends on your child’s
7th birthday. Effective on your child’s 7th birthday, dental services generally must be
obtained from a network general dentist.

Contact Cigna for a list of the current coinsurance rates at 800.cigna24 (800-244-6224).
The following services are available subject to the Dental DHMO’s exclusions and
limitations:

BENEFIT DHMO PAYS

Class I — Preventive: Oral Exams, Routine Cleanings, Full Mouth
X-rays, Bitewing X-rays, Panoramic X-ray, Periapical X-rays,
Fluoride Application, Sealants, Space Maintainers, Emergency Care | 100%
to Relieve Pain, Local Anesthesia.

Class
Therapy/Endodontics - all except Molar Root Canal, Periodontal
Scaling and Root Planing, Denture Adjustments and Repairs, Oral | 100%
Surgery - Simple Extractions, Repairs to Crowns, Surgical
Extractions - Soft Tissue Impacted Tooth Removal, IV Sedation and
General Anesthesia.

II - Basic restorative: Fillings, Root Canal

Class III — Major restorative*: Crowns, Stainless Steel Crowns, | 60%
Inlays/Onlays, Prosthesis Over Implant, Removable Dentures,
Bridges Oral Surgery - all except simple extractions, Osseous
Surgery, Molar Root Canal, Bony Impacted Tooth and Partial Tooth
Removal.

Class IV — Orthodontia 50%

Maximum benefit of 24 months of interceptive and/or
comprehensive treatment. Atypical cases or cases beyond 24
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months require an additional payment by the patient. 1 treatment per
lifetime

Class V — Temporomandibular Joint (TMJ): diagnosis and | 50%
treatment, including cone beam x-ray and appliance

Class IX — Surgical implants: services associated with placement, | 60%
repair, removal or restoration of a dental implant.

No dollar maximum

*The coinsurance for fixed and removable restorations (crowns, bridges, implant/abutment supported
prosthetics, complete and partial dentures) do not include additional charges for material upgrades such as
CAD/CAM services or complex rehabilitation. Any additional allowable charge for these upgrades is the
patient’s responsibility as specifically outlined in your Patient Charge Schedule.

General anesthesia is covered when performed by an oral surgeon when medically necessary for covered
procedures listed on the Patient Charge Schedule. IV sedation is covered when performed by a periodontist
or oral surgeon when medically necessary for covered procedures listed on the Patient Charge Schedule.
Plan limitation for this benefit is 1 hour per appointment.

See the Cigna Dental Care Plan Benefit Summary for additional information on coverage, limitations
and exclusion. Contact Cigna for all questions concerning benefits, limitations and exclusions.

B. How does the DPPO Dental Plan work?

1. The charges incurred for dental services furnished to you or your covered
Dependents are eligible if the service is for reasonably necessary and customary
care or treatment, subject to the following provisions and exclusions. A dental
expense is considered to be incurred on the date the service or supply is furnished.

2. Many dental conditions can properly be treated in more than one way. This Plan is
designed to help pay dental expense, but not on the basis of treatment that is more
expensive than necessary for good dental care. Thus, if a condition is being treated
for which two or more services are suitable under customary dental practices, the
benefit will be based on the least expensive of the services.

3. The term “course of treatment” means all treatment performed in the oral cavity
during one or more one sessions as the result of the same diagnosis, including
examinations, x-rays, prophylaxis, and any complications arising during such
treatment.

4. The term “dentist” means only a person licensed to practice as a dentist, doctor of

medicine, or doctor of osteopathy. The term “dentist” will not include the covered
person or the Spouse, parent, child brother or sister of the covered person.
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C.

What Dental benefits are provided by the DPPO Dental Plan?

1.

Coverage.

a. The Dental Expense Benefit will pay 100% of the Allowable Expenses
charged by the Dentist for eligible Diagnostic and Preventative services.

b. There is a $100 Deductible per person (maximum of 2 Deductibles per
family), per year, for all dental services other than Diagnostic and
Preventive services. The Deductible is reapplied on January 1 of each year.
However, Allowable Expenses applied toward the Deductible in the last 3
months of a Calendar Year will be carried forward toward the Deductible
for the next Calendar Year.

C. After the Deductible has been met, the Dental Expense Benefit will pay
60% of the Allowable Expenses charged by the Dentist for other eligible
dental services such as Major Restorative.

d. After meeting the Deductible, the Plan will pay 60% of the Allowable
Expenses charged by the Dentist for Prosthodontics and Oral Surgery
(except simple extractions).

e. The maximum payment is $3,000 per individual during the Calendar Year,
except for Preventive Services and Orthodontics. There is no maximum
payment for Preventive Services. If more than one Dentist furnished
services in connection with one dental service performed on any one
individual, the benefit will not exceed the amount that would be payable
if such service had been furnished by only one Dentist.

f. If an Employee covered under this Plan is also eligible as a Dependent
Spouse under this Plan, the Plan will pay in full, subject to the usual
exclusions and limitations, the charges for such services that are rendered
under the terms of this Plan, not to exceed 100% of the actual charges.

g. An Employee may opt out of receiving the Dental Expense Benefit. Please
contact the Administrator if you elect to exercise this option.

IN NO EVENT SHALL PAYMENT EXCEED 100% OF ALLOWABLE
EXPENSES.

Extended Benefits. If the Dental Expense Benefit of a covered individual
terminates and such person is under the care of a Dentist, the benefits will be
extended one month for any covered dental service already started, provided the
work is done by the same Dentist and benefits would have been paid had the
coverage remained in effect. In no event will diagnosis, prophylaxis or the taking
of x-rays constitute a service started. When this extension applies, it will operate
only to the extent that coverage for the service is not otherwise provided for the
person through the Plan.

Covered Dental Services. Dental benefits are payable only for the following
procedures subject to the benefit percentages payable and maximums. Benefits are
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also subject to the exclusions and maximums. Benefits are also subject to the
exclusions and limitations described later in this Section.

a. Diagnostic and Preventative Services — Paid at 100% of Allowable

Expenses.

(D) Prophylaxis (teeth cleaning), limited to twice each Calendar Year.

2) Oral Examination.

3) Emergency examination and treatment to alleviate pain.

4) Topical application of fluorides, limited to once each year.

®)] Bitewing x-rays, limited to twice a year.

(6) Full-mouth x-rays limited to once during any 24-month period.

@) Biopsy and examination of oral tissue.

() Bacteriologic cultures, pulp vitality tests, diagnostic models
(when not required for prep) and miscellaneous tests and
laboratory examinations.

9 Space maintainers.

(10)  Sealants, limited to once for posterior teeth only on children under
age 19.

b. Major Restorative Services — Paid at 60% of Allowable Expenses.

(1 Amalgam, Silicate cement, acrylic or plastic, composite or
porcelain restorations.

2) Gold foil and gold inlay restorations.

3) Replacement inlays and crowns; remove crowns and decay.

@) Fixed bridgework and crowns. Payment is made on seating dates,
not prep dates, and is subject to the five (5)-year replacement
limitation.

(5) Dental implants to replace natural teeth.

C. Endodontic Services — Paid at 80% of Allowable Expenses.

(D Pulp capping.

2) Pulpotomy.

3) Periapical services; apicoectomy.
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4)

Root canal therapy. The Plan pays all root canals as Sargenti
unless specifically listed on the dental claim form that the method
to be used is routine.

Periodontic Services — Paid at 75% of Allowable Expenses.

(1)

2)
3)
4)

Treatment of periodontal and other diseases of the gums and
mouth tissues.

Gingival curettage and gingivectomy.
Osseous surgery and grafts.

Adjunctive services — crown splinting; occlusal adjustment;
periodontal scaling and root planing.

Prosthodontics Services — Paid at 60% of Allowable Expenses.

(1)
2)

)

Payment is made on delivery dates and not prep dates.

Complete and partial dentures, including adjustments and felines
for a six (6)-month period (once every five (5) years).

Temporary dentures and repairs to dentures.

Oral Surgery — Paid at 60% of Allowable Expenses.

(M

2)
3)

4)
)

Simple and surgical extractions including local anesthesia and
routine postoperative care.

Alveoplasty.

Surgical excision of inflammatory lesions, tumors, cysts and bone
tissue.

Treatment of fractures and dislocations.

Repair of traumatic wounds and other repair procedures.

Orthodontic Services — Paid at 50% of Allowable Expenses; Deductible
required annually.

(1)

2)

For all participants and their eligible Dependents, Orthodontic
care, treatment, services and supplies (except for missing primary
teeth) including the correction of malocclusion are covered.

Benefits are subject to the following conditions:

(a) Maximum lifetime benefit of $1,500 per individual, to the
extent that such services are not Medically Necessary.
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(b) If the treatment plan is ended for any reason before
completion of the case, the Plan’s obligation to pay ceases
effective the date of termination of the treatment plan.

(©) Once a scheduled treatment plan is established, the Plan
will pay for that month or months for which the
participant is eligible.

h. Other Services — Paid at 80% of Allowable Expenses.

(D Unclassified treatment — minor procedures; general anesthesia
(administered by oral surgeon only),

2) Professional consultation (diagnostic service provided by a
Physician or dentist” other than practitioner providing treatment).

3) Professional visits — house calls; Hospital calls; office visit, during
regularly scheduled office hours (no operative services
performed).

Exclusions and Limitations — The Dental Expense Benefit does not cover:
a. any dental procedure performed for cosmetic reasons;

b. replacement of a prosthesis that, in the opinion of the dental consultant, is
or can be rendered satisfactory;

C. replacement of a prosthesis for which benefits were paid under the Plan, if
such replacement occurs within five (5) years from the date the Allowable
Expense was incurred for the prosthesis, unless:

(D) replacement is made necessary by the initial placement of an
opposing full denture or the extraction of natural teeth;

2) the prosthesis is temporary and is being replaced by a permanent
prosthesis; or

3) the prosthesis, while in the oral cavity, has been damaged beyond
repair as a result of Injury;

d. replacement of a lost or stolen appliance;

e. any treatment for a condition for which the covered individual has or had
a right to compensation under any Worker’s Compensation or
occupational disease law. To be eligible for benefits from the Plan for a
work-related Injury that may be subject to Workers” Compensation, the
injured individual must pursue all available levels of appeal to the
Workers’ Compensation carrier, sign the Plan’s Third Party Recovery
Agreement and satisfies all the Plan’s rules and requirements. Refer to Part
13, Section E (Third Party Recovery Rules). The Trustees have discretion
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to deny Plan coverage in a case where Workers’ Compensation has denied
coverage based on the delay or improper conduct of the injured person;

a gold crown or other gold restoration in excess of the amount payable for
an amalgam restoration except when required to restore a tooth to its
proper contour and there is no other reasonable means for restoring the
contour of the tooth;

any treatment for a condition that arises from or is sustained in the course
of any occupation or employment for compensation, profit or gain.
(Review item “e” above as well, for situations where it is unclear whether
an Injury arose out of the course of employment);

any supplies or services:

(D) for which no charge is made;
2) for which no payment is required; or
3) furnished by or payable under any plan or law of any government,

federal or state, dominion or provincial or any political
subdivision thereof;

dental supplies or services for which benefits are paid under the PPO Plan
provided by the Plan;

periodic oral examinations are limited to two (2) per year. There is no limit
on oral examinations in case of Emergency;

full mouth complete series x-rays to include bitewing, and panoramic view
if taken, will be limited to once during any 24 consecutive months, unless
the patient is involved in an accident. Nonroutine intraoral and bitewing
x-rays are limited to need in diagnosis or treatment of a disease or Injury;

the only composite restorations that are acceptable are those on anterior
teeth; mesialocclusal on first bicuspids; Class V (gum line) on posterior
teeth bicuspids and molar(s); and one surface occlusal on posterior teeth
(bicuspids and molars);

dietary planning for the control of dental caries, oral hygiene instruction,
and training in personal periodontal care (plaque control);

sedative fillings;

treatment of Temporomandibular Joint (TMJ) conditions; or
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p. the amount of any dental charges not payable under this coverage or in
excess of the maximum benefits payable will not be an eligible expense
under the medical expense benefit and may not be used in satisfying the
medical Deductible except for such charges incurred for certain dental
devices and then only to the extent that they are an eligible expense under
the medical expense benefit.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights and
deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 6:

VISION CARE BENEFITS.

Individuals enrolled in the PPO plan and Non-Residential Active Employees, Non-Medicare
Eligible Retirees, and Medicare Eligible Retirees who are enrolled in the EPO are also eligible for
Vision Benefits under the Plan through the Plan’s Vision Care Provider listed on page 4. This is a
summary. Please contact the Vision Care Provider for complete details of your vision benefits.
Residential Employees are not eligible for these benefits.

A.

What Is a Vision Care Provider? The Vision Care Provider is a network of thousands
of doctors to provide professional vision care for you and your Dependents. This concept
assures the finest quality professional care and materials at a uniform cost.

How Does the Vision Benefits Plan Work?

1.

When you select a doctor from the Vision Care Provider’s Network list (“Network
Doctor”), the Plan will cover the vision care described below at no expense to you
except a Copayment of $5 for exams, $15 for prescription glasses, and a $60
maximum for fittings for contact lenses. Any additional care, service and/or
material not covered by this Plan may be arranged between you and the doctor.

Selecting a Network Doctor assures direct payment to the doctor and a guarantee
of quality and cost control. However, if you seek the services of a doctor who is
NOT a Network Doctor, you must pay the doctor his full fee. You will be
reimbursed in accordance with a reimbursement schedule below. There is no
assurance that the schedule will be sufficient to pay for the examination or the
glasses. Reimbursement benefits are not assignable.

NOTE: When you obtain service from a doctor who is not a Network Doctor,
and/or obtain glasses from a dispensing optician, be sure to call the Vision Care
provider first, and send your itemized statement of charges to the Vision Care
Provider listed on page 4. Your claim must be submitted within six (6) months of
services.

What Vision Benefits Are Covered?

1.

When you use a Network Provider:

a. Vision Examination. Covered in full, once every 12 months after a $5
copayment.

b. Prescription Glasses, Safety Glasses, or Contacts.
(D) Lenses for regular prescription glasses, covered in full after a $15

copayment, once every 12 months, limited to single vision, lined
bifocal, lined trifocal lenses, and standard progressive lenses.

or
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2) Contacts, once every 12 months. in lieu of glasses. When you
choose contact lenses instead of glasses, you receive a $135
allowance towards the costs of your lenses and the fitting and
evaluation exam. This exam is in addition to your vision exam to
ensure proper fit of contacts.

and

3) Lenses for safety glasses, covered in full after a $15 copayment,
once every 12 months, limited to single vision, lined bifocal, lined
trifocal lenses, and standard progressive lenses. This benefit is for
Employees only. Dependents are not eligible for this benefit.

and

4) Frames, for both safety glasses and regular prescription glasses,
once every 24 months, up to $150 each, plus 20% of any out of
pocket costs. When you choose contact lenses instead of regular
prescription glasses lenses, you will not be covered for frames
until 12 months after receiving the contact lenses. The Plan will
cover safety glasses frames for Employees only, not for
Dependents or Retirees.

2. When you do not use a Network Provider:

a. Summary. If you decide not to see a Network Provider, copays still apply.
You also receive a lesser benefit and typically pay more out-of-pocket.
You are required to pay the provider in full at the time of your appointment
and submit a claim to the Vision Benefit Provider for partial

reimbursement.
b. Out-of-Network Reimbursement Amounts:
(1) Exam: Up to $46
2) Lenses:

Single Vision Up to $55

Bifocal Up to $75

Trifocal Up to $95

Lenticular Up to $125

Frame Up to $45

Contacts Up to $105

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 7:

RESIDENTIAL EMPLOYEES’ BENEFITS

Introduction. Employees working under the UA/NRA National Residential Labor
Agreement, or other collective bargaining agreement covering the UA/NRA Labor
Agreement’s jurisdiction and requiring the same contribution rate paid to the Plan as the
UA/NRA Labor Agreement (“Residential Employees”) receive different benefits than
Employees working under the Local 525 Master Labor Agreement (“MLA”). This Part
describes the Residential Employees’ benefits.

1.

“Residential Plan” means the EPO plan with which the Plan has contracted to
provide benefits to Residential Employees.

“Residential Contributions” are amounts paid to the Plan by Employers signatory
to a Residential Agreement that are required to be contributed on behalf of
Employees performing work covered by such labor agreement. Residential
Contributions are not subject to a deduction for self-payment subsidies.

“Residential Agreement” is the UA/NRA labor agreement. , or other collective
bargaining agreement covering the UA/NRA Labor Agreement’s jurisdiction and
requiring the same contribution rate paid to the Plan as the UA/NRA Labor
Agreement.

Overview of Residential Employee Eligibility.

L.

The Plan has setup an EPO Plan to provide a separate medical and prescription
benefit Plan for Residential Employees called the Residential Plan. Residential
Employees are not eligible for benefits unless they are included in this Part. For
example, Residential Employees are not eligible under the PPO Plan described in
Part 4 or the EPO Plan described in Part 5.

There are no dental, vision, life or accidental death or dismemberment benefits
under the Residential Plan (except for annual vision exams, which are subject to
the applicable Copayment). Residential Employees are, however, eligible for
Weekly Disability benefits provided by the Plan, as outlined in Part 9, Section B
of this Plan Document. Residential Employees must meet the definition of Totally
Disabled to qualify for this benefit.

If you work under both a Residential Agreement and the MLA, the following rules
apply.

a. In any case where an Employer is signatory to both a Residential
Agreement and the ML A, an Employee’s status as a Residential Employee
subject to this Section or an Employee subject to other rules of the Plan
(as opposed to the Residential Plan) is determined at the time the
Employee was most recently dispatched to work or otherwise began work
for his current Employer.

b. For purposes of determining whether a second dispatch to the same
Employer is a new dispatch such that an Employee’s status may change,
periods of employment that are not separated by a period during which
contributions are made to Plan by another Employer are deemed single
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periods of employment, unless separated by at least 14 days without work
for the contributing Employer.

C. Relocating outside of the geographic area served by the Residential Plan
does not provide a basis for changing enrollment into the non-Residential
Plan, which applies to Employees working under the MLA.

d. Changing from the Residential Plan to the Plan is not permitted except in
the case of a new dispatch as described in this Subsection.

e. When a Residential Employee changes status to an MLA Employee under
these rules, he must satisfy all normal eligibility rules for MLA
participation, and vice versa. If any such transition causes a loss of
coverage, it will be treated as a Qualifying Event and entitle the Employee
to elect COBRA continuation coverage during the period for which
coverage would otherwise be lost. When moving between the Residential
Plan and the MLA Plan, Employees may use up their remaining hour
banks (limited to full 129 hour deductions per month) provided they
remain otherwise eligible under their current Plan.

C. No Retiree Benefits.

1.

Residential Employees generally are not eligible for benefits as Retirees. Retiree
benefits under the MLA Plan may apply to Employees who have worked under
both the Residential Agreement and the MLA Agreement during their careers, as
explained in the next paragraph.

If you were eligible for MLA plan benefits as an Employee or self-pay Employee
for eighty-four (84) out of the last one hundred twenty (120) months immediately
prior to retirement, you may be entitled to Retiree Benefits, assuming you meet all
other requirements for Retiree eligibility. This rule applies without regard to
whether the Retiree was working under the MLA at the time of retirement.

D. Initial Eligibility of Residential Employees and Their Dependents.

1.

Residential Employees. An enrolled Employee and his enrolled Dependents will
be covered under the Residential Plan as early as the first day of the first month
following receipt by the Plan of Residential Contributions for 150 hours of work
under a Residential Agreement. For example, a Residential Employee who works
150 hours in January will have the hours, along with the contributions, reported to
the Plan by approximately February 20th. The Employee and his Dependents will
then be covered by the Residential Plan March 1st, or as soon as administratively
feasible after that (February is a “lag month” in this example). The 150 hours may
be accumulated as the result of up to a maximum of six (6) months’ contributions
during the six (6) months that immediately precede the lag month.

Newly-acquired eligible Dependents will be covered as of the first day of the
month following the month in which the eligible Residential Employee enrolls the
additional Dependents in the Residential Plan, except as required by applicable
law, such as in the case of a newborn Dependent or other events protected by law
(please refer to the Special Enrollment, etc., rule in Part 1).
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An Employer signatory to a Residential Agreement may, at its election, contribute
in advance the equivalent of up to 320 hours of Residential Contributions
(“Advance Contributions”) for any entry level Residential Employee(s) to obtain
immediate eligibility for such Employee(s), meaning as soon as administratively
feasible. Eligible entry level Residential Employee(s) include only those
Employees:

a. Who have prior health coverage through their prior employment for an
Employer that is not signatory to the Residential Agreement or any other
agreement providing for health coverage through a Taft-Hartley trust fund,

b. Who performed work for such prior Employer that, had that Employer
been signatory, would be considered Covered Work; and

c. Who will lose such prior coverage as a result of taking a position with the
Residential Employer seeking to make Advance Contributions on such
Employee(s)’ behalf.

For example, if an Employer signatory to a Residential Agreement elects to hand
deliver payment of advanced contributions equivalent to up to 320 hours’ work lot
such an Employee, such new Employee and his eligible Dependents shall have
coverage as soon as administratively feasible thereafter.

Such 320 hours’ contributions result in eligibility during the first month in which
it is administratively feasible to enroll the Employee for coverage (beginning no
earlier than the date enrollment is effected) and for the next month that follows
immediately after that only. The hours included in such 320 hours’ contributions
that exceed 150 hours for initial eligibility and 129 hours for the next month, are
credited to Residential Plan reserves, not to the Employees’ Hour Banks.

Continued Eligibility and Termination of eligibility of Residential Employees and

Their Dependents.

1. Residential Plan Eligible Individuals receive an Hour Bank with the same
maximum Hour Bank that applies to MLA Employees, except as explained here.

2. The number of hours required to continue Residential Plan eligibility is 129 per
month. Hours in excess of 129 per month are deposited in each Residential
Employee’s Hour Bank, up to the allowed maximum limit. Contributions for hours
above the maximum limit are deposited in the Residential Plan’s general plan
reserves.

3. Residential hours are not prorated based on differences between the Residential
contribution rate and the MLA contribution rate.

4. So long as Residential Contributions are being made, a Residential Employee may

not opt out of coverage under the Residential Plan.

Termination of Eligibility. The Eligibility of Active Residential Employees and their
Dependents will terminate on the earlier of the following dates:
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1. Termination of Active Residential Employees will occur:

a. on the first day of the second calendar month after a month in which the
Employee’s reported and paid hours are less than 129 hours;

b. on the date of entry into full-time military, naval or air service of any
country; or
C. on the date either the Plan or the Residential Plan terminates.
2. Unless the Residential Employee elects COBRA to avoid a lapse in coverage

(explained below), he must satisfy the initial eligibility requirements to become
eligible again.

3. The eligibility of a Dependent of an Active Residential Employee will terminate
on the earlier of the following dates:

a. on the date the Residential Employee’s eligibility terminates, except that
in the event of the death of the Active Residential Employee, coverage for
the Dependent will continue until the deceased Residential Employee’s
Hour Bank is exhausted or for three (3) months, whichever is greater;

b. on the date the Dependent no longer qualifies as a Dependent.;

C. on the date the Dependent enters into full-time military, naval or air service
of any country; or

d. on the date the Plan, the Residential Plan, or Dependent coverage,
terminates.

G. Continuation Coverage for Residential Employees (self-pay COBRA and Military
Leave).

1. Residential Employees may self-pay to keep coverage in the same manner as MLA
Employees, except that the Residential Employee self-pay rate is the full costs of
benefits plus administration costs.

2. COBRA (explained in Part 2) coverage for Residential Employees and their
Dependents is limited to the Residential Plan of benefits.

a. Relocating outside of the geographical area served by the Residential Plan
is not a COBRA qualifying event.

b. A Residential Employee or his Beneficiary who has properly elected
COBRA, and who does not reside in, or moves out of, the coverage area
served by the Residential Plan, may request and receive COBRA from the
MLA Plan. The cost of COBRA under the MLA Plan may be higher than
the cost of COBRA under the Residential Plan.
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3. Residential Employees are entitled to continue coverage and reinstatement of
coverage during certain periods of Military Leave, just as MLA Employees (please
refer to Part 2(C)).

4. Residential Employees are entitled to continue coverage as allowed by the Family
and Medical Leave Act (please refer to Part 2(E)).

Special Rules regarding the Residential Plan. Except where different or more specific
information is set forth in this Part, the terms of the Plan apply to the Residential EPO
except that references to “Employees” and “Dependents” are treated as references to
“Residential Employees” and their Dependents. Any questions about this will be settled by
the Trustees, in their sole and complete discretion.

Residential Employee Benefits. This Section summarizes the benefits provided to
Eligible Residential Employees and their Dependents from the Residential EPO.

1. What is an EPO? An EPO is an exclusive provider organization. It is a direct
service, comprehensive health delivery system dedicated to providing its Eligible
Individuals with quality health care at affordable costs. In addition to treating your
illnesses and injuries) care is provided without Deductibles.

2. How Does the Residential EPO work?

a. Y ou must use providers within the EPO’s provider network and live within
the service area of one of EPO’s facilities in order to enroll in the EPO
option.

b. Services that are prescribed or directed by an EPO Physician or provider

are provided at either no charge to you or at specified Copayments. If you
do not use an EPO provider, you will be responsible for ALL of the
provider’s charges. Neither this Plan nor the EPO will pay for any of the
charges.

C. For a complete description of the benefits, limitations and exclusions,
covered service area, facility locations and other pertinent information,
please contact the Trust Office. Failure of an Eligible Individual to follow
the proper procedures will result in a reduced benefit.

d. Some EPO services require prior written referral authorization from the
EPO and/or primary care Physician.

e. See the Quick Guide to Common Benefits for additional information on
the benefits offered under the Residential EPO.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 8: RETIREE BENEFITS

Facts about Medicare: Any person age 65 or older may be entitled to Medicare. This is a broad program of
health benefits that includes Hospital insurance (Part A) and medical insurance (Part B). Medicare
coverages are limited to expenses incurred in the United States. Individuals who receive Social Security
disability benefits and who have been continuously disabled for a period of 24 months are also eligible for
Medicare coverage.

It is extremely important that every person enroll for Medicare Part B during the three (3) months before
the month in which his 65th birthday occurs, so that he will be covered by Medicare as of the first of the
month in which he attains age 65. If you are eligible for Medicare, you must enroll in Parts A and B to be
eligible under this Plan. You should not enroll in Medicare Part D Prescription benefits, however.

Medicare may affect Plan benefits; therefore, you may want to contact your local Social Security Office for
information about Medicare. This should be done before your or your Spouse’s 65th birthday. Most workers
age 65 and over do not have to pay for Medicare Part A (basic Hospital insurance). Medicare Part B
(supplementary medical insurance) may be purchased for a low monthly premium.

Medical coverages under this Plan for all eligible persons will coordinate with Medicare benefits on the
earliest date that any coverage under Medicare could become effective for that individual, whether or not
the individual has signed up for Medicare. It is therefore important that you enroll when you become
eligible.

New Medicare prescription drug coverage, or Medicare Part D, will be available to everyone with Medicare
for a monthly premium (similar to the Medicare Part B premium). The Board of Trustees has determined
that the prescription drug coverage offered by the Plan is, on average for all Retirees, expected to pay out
more than the standard Medicare prescription drug coverage will pay. In addition, Medicare will subsidize
prescription drug plans, like this Plan, for continuing to provide prescription drug coverage as good as or
better than the standard Medicare prescription drug coverage, which lowers the cost of prescription drug
coverage for you and the Plan.

Therefore, you do not need to enroll in a Medicare prescription drug plan. If you decide to enroll in a
Medicare prescription drug plan, you should compare your current coverage under this Plan, including
which drugs are covered, with the coverage and cost of the plans offering Medicare prescription drug
coverage in your area. Y our prescription drug coverage will not be reinstated should you decide to terminate
coverage under this Plan.

A Creditable Coverage notice, which confirms that your prescription drug coverage under this Plan is as
good as the standard Medicare prescription drug coverage, will be mailed to you (1) prior to the Medicare
Part D initial enrollment period (November 15, 2005 — May 15, 2006) and every year thereafter (November
15th through December 15th); (2) prior to the effective date of coverage for any Medicare Eligible
Individual that joins the Plan; (3) whenever your prescription drug coverage ends or changes so that it is no
longer creditable; and (4) upon request.

Creditable Coverage is important in the event you lose your coverage under this Plan and wish to enroll in
a Medicare prescription drug plan. If you go 63 days or longer without prescription drug coverage that is
as least as good as Medicare’s prescription drug coverage, your monthly Medicare Part D premium will go
up at least 1% per month for every month after the initial or annual Medicare enrollment period that you
did not have that coverage. In addition, you may have to wait until the next November to enroll.

If you are able to enroll in Medicare, but choose not to, the Plan will treat you as if you had enrolled.
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A. General Information About Retiree Benefits.

L.

Health and welfare coverage, for Retirees and the Retirees’ Health and Welfare
Program automatically terminate at the end of each Calendar Year. They may be
renewed, continued or modified, in whole or in part, at the discretion of the Board
of Trustees, and only by an affirmative vote of the Board of Trustees.

The Board of Trustees reserves the right to change or modify the Retirees’ Health
and Welfare Benefit Program, including changing eligibility rules, reducing
benefits, requiring self-payments or eliminating the Retiree Health and Welfare
Program, depending upon the Trust’s financial condition.

B. Establishment and Maintenance of Eligibility for Retirees and their Dependents.

1.

Any former Employee or active self-pay Employee who satisfies all the following
conditions will be eligible for Retiree benefits under the Plan:

a. retired and was awarded a pension on or after May 19, 2003, under the
provisions of the Pension and Retirement Plan of the Plumbers and
Pipefitters Union Local 525. Retirees eligible for and receiving Retiree
coverage under the Plan prior to May 19, 2003 continue to be eligible for
coverage;

b. was eligible for Plan benefits as an Employee, self-pay Employee, or
COBRA Participant for eighty-four (84) out of the last one hundred twenty
(120) months immediately prior to retirement; and

c. satisfies all other eligibility rules for Retiree coverage under the Plan,
Medicare eligible Retirees must enroll in Parts A and B to be eligible under
this Plan.

Eligible Dependents of a retired Employee include:
a. the retired Employee’s lawful Spouse and

b. the eligible retired Employee’s children, from birth until the end of the
month in which the child reaches age 26, regardless of whether a child has
coverage through the child’s employer or the employer of the child’s
spouse, including:

(D) natural children, provided that the child’s birth certificate shows
the Employee is the parent (or there’s a court order that he is the
parent)

2) adopted children of an eligible Employee are also Dependents
once the adoption is final, or upon placement of the child while

waiting for the adoption to be final

3) stepchildren
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4) any other child for whom the Employee has been appointed by the
court as the child’s legal guardian, while the Employee is the legal
guardian.

Other rules about Dependents.

®)] No eligible child will be denied enrollment solely on the ground
that the child was born out-of-wedlock, is not claimed as a
Dependent on the parent’s federal Income Tax return, or does not
live with the parent or in the Plan’s service area.

(6) No Dependent will be considered an eligible Dependent unless the
full name, date of birth, and relationship to the eligible Employee
has been filed with the Plan. The Board of Trustees reserves the
right to require whatever proof of Dependency it deems necessary.

Benefits for a retired Employee commence with the date of the retired Employee’s
pension award, or the date of loss of eligibility as an Employee or Active Self-Pay
Employee, whichever is later, provided the required self-payment is made on a
timely basis.

Self-Payment Provisions for Retirees. If a self-payment is required for coverage,
the following rules shall apply:

a. self-payments must be made on a continuous monthly basis. The amount
is set by the Trustees, and adjusted from time-to-time. Please contact the
Administrator for current Retiree self-pay rates;

b. self-payments must be received at the Administrative Office no later than
the last calendar day of the month prior to the month coverage is desired;
and

c. Retirees and their Dependents who lose eligibility for benefits may be
entitled to continue coverage by making self-payments as provided under
COBRA.

Retiring Employees who have residual hours left in their hour bank, but not enough
for a full month of eligibility under the Active Plan, will be able to use these
residual hours to subsidize their first month of self- payment. The amount of the
subsidy will be equal to:

(residual hours)
x (Retiree monthly self-pay rate)
(monthly hour bank deduction that applies to Active Employees)

In addition, any retired Employee who continues to work after retirement (in
accordance with the Retirement rules required to maintain eligibility for a pension)
will not maintain an hours bank but will receive credit for hours worked to
subsidize his or her monthly self-payment amount. The amount of the subsidy will
be equal to:
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(hours worked in prior month)
x (Retiree monthly self-pay rate)
(monthly hour bank deduction that applies to Active Employees)

Special Enrollment for Your Eligible Dependents. Except as explained in this
“Special Enrollment” Section, coverage takes effect on the first day of the calendar
month following completion of the enrollment process. In these special
circumstances, the effective date of coverage will date back to the date indicated
below.

a. Newly Acquired Spouse and/or Dependent Child(ren). If you acquire a
Spouse by marriage, or if you acquire any Dependent children other than
by birth, adoption or Placement for Adoption, you may enroll your newly
acquired Spouse and/or Dependent child(ren) within 31 days after the date
of marriage or date the Dependent was acquired and, except for
stepchildren, the effective date of coverage will date back to the date you
acquired the Dependent.

b. Birth or Adoption. If you acquire any Dependent children by birth,
adoption or Placement for Adoption, such child will be covered
automatically for the first 31 days following the birth, adoption or
Placement for Adoption, without the need to complete the enrollment
process. However, after 31 days coverage will terminate if the children are
not properly enrolled. Such an event also opens the special enrollment.

Note: For purposes of Dependent life insurance only, newborns are covered only
after reaching 14 days old.

If your Spouse is not already enrolled, and if you acquire a Dependent child by
birth, adoption or Placement for Adoption, you may enroll your Spouse within 31
days after the date of your newly acquired Dependent child’s birth, adoption or
Placement for Adoption, and coverage for your Spouse will date back to the date
you acquired the new Dependent child.

c. CHIP. If you did not enroll yourself or your Dependent in this Plan when
you were first eligible, you are also allowed to enroll yourself or your
Dependent, pursuant to the Children’s Health Insurance Program
Reauthorization Act of 2009 (“CHIP”), provided that you request
enrollment within 60 days after the occurrence of either of the following:

(D You or your Dependent is covered under a Title XIX Medicaid
plan or under a Title XXI State child health plan and coverage of
you or your Dependent under such a plan is terminated as a result
of the loss of eligibility for such coverage;

2) Y ou or your Dependent becomes eligible for CHIP assistance with
the cost of participating in this Plan.

d. When Your Spouse or Dependent Child(ren) Lose Other Coverage.
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If:

(D) you did not enroll your Spouse and/or your Dependent child(ren)
for coverage within 31 days of the date on which they first become
eligible for coverage because they had health coverage under any
other insurance policy or program or Employer plan, including
COBRA continuation coverage, individual insurance, Medicare,
Medicaid, or other public program; and

2) your Spouse and/or any Dependent child(ren) cease to be covered
by that other health insurance policy or plan; then

3) you may enroll that Spouse and/or Dependent child(ren) within 31
days after the termination of coverage under that other health
insurance policy or plan, either as a result of:

(a) loss of eligibility for that other coverage;

(b) termination of Employer contributions toward that other
coverage; or

(©) if that other coverage was COBRA continuation
coverage, the coverage was exhausted.

and the effective date of coverage will be the date the prior coverage terminated.

You may not avail yourself of this opportunity for back-dated “Special
Enrollment” for lost coverage unless, at the time of Initial Enrollment, you
indicated in writing that the reason your Spouse and/or your Dependent child(ren)
were not enrolled was because they had coverage under another health insurance
policy or plan.

e. Failure to Enroll During Special Enrollment. If you fail to enroll any of
your eligible Dependents within 31 days from the date on which they first
become eligible for “Special Enrollment,” you will have to follow the
“Late Enrollment” procedure described later in this Section.

Late Enrollment. Dependent child(ren) pursuant to Late Enrollment will begin on
February 1st, except stepchildren, who are subject to a 90-day waiting period.

Elective Disenrollment of a Dependent. You are permitted to remove an eligible
Dependent from coverage under the Plan for a reason other than loss of eligibility.
A disenrollment request must be submitted in writing to the Administrative Office.
Please contact the Administrative Office for an elective disenrollment form which
requests the desired disenrollment date.

A request for elective disenrollment is not a COBRA qualifying event for the
individual being disenrolled. Once disenrolled from the Plan, an otherwise eligible
Dependent can be only be re-enrolled if the Dependent experiences an event that
would qualify for Special Enrollment.

114



Termination of Eligibility. Eligibility for the retired Employee or his eligible Dependents
will terminate on the earlier of the following dates:

1.

2.

the date the retired Employee is no longer eligible for a pension;

the date the retired Employee or his Dependent(s) elects to disenroll from the Plan
because the retired Employee becomes eligible for health and welfare benefits
from some other group plan, other than Medicare or otherwise elects to disenroll
from the Plan. Subject to any applicable law, a Retiree may have coverage under
both another health and welfare group plan and maintain coverage under this Plan
in accordance with Plan terms, including the self-payment for Plan coverage. If a
Retiree electively disenrolls from the Plan, the Retiree cannot later re-enroll in the
Plan;

the date the Plan terminates;
the date the Retiree benefits terminate;
the date a required self-payment is not received on time; or

for Dependents of a retired Employee, the date of entrance into full-time military,
naval or air service of any country.

for surviving Dependent Spouses of a deceased retired Employee, the date the
Dependent Spouse remarries.

Available Benefits for Retirees.

L.

Not Medicare Eligible: Benefits for an eligible retired Employee who is not
eligible for Medicare will be the same as benefits for Employees, except:

a. benefits will not include Weekly Disability; and
b. Life Insurance and Accidental Death and Dismemberment benefits shall
reduce by 50% at age 70.

Medicare Eligible: Benefits for an eligible retired Employee who is eligible and
enrolled in Parts A and B of Medicare are as follows:

a. Employee Life Insurance, and Employee Accidental Death and
Dismemberment Insurance. Such benefits will reduce by 50% at age 70;

b. Dependent Life Insurance;

C. choice of the PPO Plan or the Medicare-Eligible EPO plan as secondary
coverage to Medicare (except as required by law); and

When the Retiree is enrolled in the Medicare-Eligible EPO, any non-Medicare

Eligible Dependent of that Retiree may be enrolled in the general EPO plan offered
to non-Medicare Retirees.
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Medicare Coordination of Benefits. This Medicare Coordination of Benefits (“COB”)
provision applies before any other COB provision of the Plan or when the Eligible
Individual (a) has health coverage under the Plan and (b) is eligible and enrolled for
Hospital Insurance under Medicare Part A. The Plan coordinates Medicare Part A and Part
B. Prior Authorization is not required for those services that Medicare covers, or when the
Plan has secondary responsibility because of the beneficiary’s Medicare eligibility.

L.

Effect on Benefits.

If, in accordance with the following rules, this Plan has primary
responsibility for the Eligible Individual’s claims, this Plan pays benefits
first.

If, in accordance with the following rules, this Plan has secondary
responsibility for the Eligible Individual’s claims:

€)) Medicare benefits are determined or paid first; and
2) this Plan’s benefits are paid after Medicare;

but, for services payable under both Plans, the combined Medicare
benefits and Plan benefits will not exceed 100% of the Expense incurred.

Order of Benefit Payment.

For An Eligible Employee:

(D the Plan has primary responsibility for claims of an eligible
Employee if all of the following apply:

(a) the Employee is eligible for Medicare Part A solely
because of age; and

(b) the Employee is actively employed by a Contributing
Employer; and

2) the Plan has secondary responsibility for the Employee’s claims
when:

(a) the Employee is eligible for Medicare Part A because of
age or disability; and

(b) the Employee is not actively employed by a Contributing
Employer.

For The Dependent Spouse of An Eligible Employee:

(D) the Plan has primary responsibility for the claims of the
Employees eligible Dependent Spouse if all of the following

apply:
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(a) the Dependent Spouse is eligible for Medicare Part A
solely because of age; and

(b) the Dependent Spouse is actively employed by a
Contributing Employer; and

2) the Plan has secondary responsibility for the claims of the
Dependent Spouse when:

(a) the Dependent Spouse is eligible for Medicare Part A
because of age or disability; and

(b) the Dependent Spouse is not actively employed by a
Contributing Employer.

c. For An Eligible Individual with End-Stage Renal Disease:

(D) The Plan has primary responsibility for the claims of an Eligible
Individual who is eligible for Medicare benefits solely because of
end-stage renal disease (ESRD). The Plan’s primary responsibility
for Eligible Individuals with ESRD will last the initial 3 month
waiting period and the 30 month coordination period (33 months
total). After this period, Medicare becomes the primary payor, and
this Plan will be secondary (and pay as secondary without regard
to whether the Eligible Individual has, in fact, enrolled in
Medicare).

2) The Plan has secondary responsibility for the claims of an Eligible
Individual with ESRD if the individual was already eligible for
Medicare because of age before he or she contracted ESRD.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 9: DEATH & DISMEMBERMENT, AND LIFE/ACCIDENTAL INSURANCE AND
DISABILITY BENEFITS.

A. Life Insurance and Accidental Death & Dismemberment Insurance (not including
Residential Employees).

Employees, Self-Pay Employees, and Retirees are eligible for Life Insurance and Accidental Death
& Dismemberment benefits provided by the Plan through an insured contract with a selected
insurance company (“Group Policy”), subject to the terms and conditions of that contract and as
amended from time to time. Dependents of any eligible Employee or Retiree are not eligible for
this benefit. COBRA beneficiaries are not eligible for this benefit.

Dependents of eligible Employees and Retirees are eligible for Dependent Life Insurance benefits
provided by the Plan through an insured contract with a selected insurance company, subject to the
terms and conditions of that contract and as amended from time to time, COBRA beneficiaries are
not eligible for this benefit.

This Part includes a summary of these benefits. You may obtain additional details regarding this
coverage upon request to the Plan’s Administrator.

1. Employees and Retirees (Life Insurance and AD&D).
Schedule of Benefits:
Amount of Life Full Amount of AD&D
Class
Insurance* Insurance*
Employees $4,000 $4,000
Retirees $4,000 $4,000

*Y our amount of insurance will decrease to 50% on your 70th birthday.

a. Initial Eligibility. The Employee is eligible on the later of the following
dates:

(D the Group Policy’s Effective Date: February 1, 2004.
2) eligibility under the Plan.
The Employee must be otherwise eligible for the insurance.

b. Continuing Eligibility. To continue to be eligible for benefits listed in this
Part, the Employee must continue to be eligible under the Plan.

C. Effective Date of Employee’s Insurance. Your insurance starts on the
date you become eligible under the terms of the Plan.

d. Termination of Insurance. Your insurance stops on the earliest of the
following dates:

@8 the date you are no longer eligible under the Plan;
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2)
)

4)

)

the date the Group Policy stops;

in any case where you are responsible for paying premiums, the
end of the period for which you paid premiums, if you do not make
the next required premium contribution when due;

for AD&D Insurance, the date your Life Insurance stops or the
date Life Insurance premiums are waived under the Waiver of Life
Insurance Premium Disability Benefit. AD&D Insurance stops at
the beginning of the period in which you are eligible to convert
your Life Insurance; and

the date that a particular benefit is no longer provided under the
Group Policy.

Family and Medical Leave Act of 1993. Certain Employers are subject
to the FMLA. Your coverage will remain in force so long as you continue
to meet the requirements as set forth in the FMLA.

Continuation of Insurance. If you are eligible to continue Plan health
coverage, through self-payments or the like, your coverage under this Part
will continue as well, provided you are otherwise eligible for the benefits
described here. If you are eligible for health coverage under the Plan
during a period of disability, your insurance under this Part will also
continue.

Payment of Benefits.

(1)

2)

)

You should name a beneficiary to receive the proceeds to be paid
at your death. You may name more than one beneficiary. The life
insurance benefit is paid to your beneficiary if written proof is
received that you have died while this insurance is in force. The
death benefit is the amount of Life Insurance for your class shown
on the Schedule of Benefits in effect on the date of your death.
The death benefit is paid for all causes of death.

You may name add or change beneficiaries by submitting a
written beneficiary designation to the Plan’s Administrator on a
form provided by the Plan. This is the only way to name a
beneficiary. Benefits cannot be assigned or otherwise alienated to
anyone other than a named beneficiary, or under the Plan’s
procedures in case there is no named beneficiary. NOTE: a
divorce does not automatically remove a former Spouse as the
beneficiary: you must update your designation form. A change
will take effect as of the date it is signed but will not affect any
payment before receiving your notice.

If there is more than one beneficiary, each receives an equal share,
unless you have requested otherwise, in writing. To receive
proceeds, a beneficiary must be living on the earlier of the
following dates:
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(a) the date the Plan receives proof of your death;
(b) the tenth day after your death;

4 If there is no eligible beneficiary or if you did not name one, the
Plan pays the proceeds in the following order, provided these
individuals are living on the tenth day after your death:

(a) your Spouse.

(b) your natural and adopted children.
(©) your parents.

(d) your estate.

h. Accidental Death & Dismemberment (AD&D) Insurance. This benefit
is paid if you lose your life, limb or sight due to an accident. All of the
following conditions must be met:

(D you are covered for AD&D Insurance on the date of the accident;

2) loss occurs within 180 days of the date of the accident; and

3) the cause of the loss is not excluded.

The benefit shown below is paid if you suffer any of the losses listed. The

Full Amount is shown on the Schedule of Benefits. Only one Full Amount

is paid while the Group Policy is in effect. If you have a loss for which 2

of the Full Amount is paid, no more than % of the Full Amount will be
paid for the next loss.

For: The benefit is:
L0SS OF T ..t Full Amount
Loss of both hands, both feet or sight of both eyes...........cccceevveveennns Full Amount
Loss of one hand and one foot............ccooevieiiiiiiininienecceeee Full Amount
Loss of speech and hearing in both €ars ..........ccccceevevievciiencieenieeeienn, Full Amount
Loss of one hand or one foot and sight of one eye ........c.cccveeveevveenenns Full Amount
Loss of one hand or one foot or sight of one eye ..........cceevveennnee. 1/2 Full Amount
L 0SS Of SPEECH......eiiiiiiieiieiece e 1/4 Full Amount
Loss of hearing in both €ars..........c.cccceeeviierciiiicieeceecee e 1/4 Full Amount
Loss of thumb and index finger of same hand............c.cccccvennenee. 1/4 Full Amount

Loss of hands or feet means loss by being permanently, physically severed at or
above the wrist or ankle. Loss of sight means total and permanent loss of sight.
Loss of speech and hearing means total and permanent loss of speech and hearing.
Loss of thumb and index finger means loss by being permanently, physically,
entirely severed. No benefit is paid for loss of use of the hand or foot or thumb and
index finger. Death benefits are paid to your beneficiary. All other benefits are paid
to you.
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2.

4) Exclusions. No AD&D benefits are paid for loss directly or
indirectly caused by any of the following:

(a)

(b)

(c)

(d)

(e)

®

(2

bacterial infection or bacterial poisoning. Exception:
infection from a cut or wound caused by an accident;

riding in or descending from an aircraft as a pilot or crew
member;

any armed conflict, whether declared as war or not,
involving any country or government;

Injury suffered while in the military service for any
country or government;

Injury which occurs when you commit or attempt to
commit a felony;

use of any drug, narcotic or hallucinogenic agent -

1. unless prescribed by a doctor,
il. that is illegal, or
iii. not taken as directed by a doctor or the

manufacturer; and

your intoxication. Intoxication means your blood alcohol
(or other intoxicating agent) content meets or exceeds the
legal presumption of intoxication under the laws of the
state where the accident occurred at the time the accident
occurred.

Dependent Life Insurance.

Schedule of Benefits:
Amount of
Class Life
Insurance
Spouse $1,000
Child (each)
* over 14 days but less than 6 months of age $100
* 6 months but less than 2 years of age $500
* 2 years but less than 26 years of age $1,000
a. Eligibility.
@8 You are eligible for Dependent’s Insurance on the later of the

following dates:

(a)

the date you are eligible for Employee’s Insurance; and
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2)

3)

“

(b) the date you first acquire a Dependent as defined.

You must be insured for Employee’s insurance to become insured
for Dependent’s Insurance.

If you and your Spouse are insured as Employees under the Group
Policy, either you or your Spouse, but not both, can apply for
Dependent’s Insurance. If the Spouse carrying the Dependent’s
Insurance stops being insured as an Employee, the other Spouse
may become insured for Dependent’s Insurance by applying
within 31 days.

Any person eligible for insurance as an Employee under the Group
Policy is not considered an eligible Dependent for Dependent’s
Insurance.

Effective Date of Dependent’s Insurance. Your Dependent’s insurance
starts on the later of:

(1)
2)

the date you become eligible for Dependent’s Insurance, or

the date a newly-acquired Dependent is eligible for health benefits
from the Plan.

Termination of Insurance. Your Dependent’s insurance stops on the
earliest of the following dates:

(1)
2)
)
4)

)

(6)

the date the Dependent’s insurance part of the Group Policy stops.
the date the Group Policy terminates.
the date your insurance stops.

the date your Dependent’s insurance is convened under the
Conversion Right.

the date your insured Dependent is no longer a Dependent as
defined; and

the date your Life Insurance premiums are waived under the
Waiver of Life insurance Premium Disability Benefit provision of
the Group Policy.

Payment of Dependent Life Insurance Benefits.

(1)

A death benefit is paid in the amount of the Dependent’s Life
Insurance shown on the Schedule of Benefits. Benefits are paid
according to the Schedule of Benefits in effect on the date your
insured Dependent dies. The death benefit is paid for all causes of
death.
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2) Proof is required of your insured Dependent’s death, mailed to the
Plan’s Administrator. Benefits are paid to you for your insured
Dependent’s death, if you are living on the earlier of the
following:

(a) the date the Plan receives proof of your insured
Dependent’s death; and

(b) the tenth day after your insured Dependent’s death.

3) If you are not living on either of these dates, the proceeds are paid
to the following in the order listed:

1. your Spouse, if living; or
ii. your estate.

Conversion Rights. You or your insured Dependent may convert this insurance
to an individual life insurance policy if any part of your or your insured
Dependent’s Life Insurance under the Group Policy stops. Proof of good health is
not required.

a. Conditions for Conversion. You or your insured Dependent may convert
this Life Insurance if it stops for any of the following reasons.

(D You are no longer actively at work.
2) You are no longer eligible for Employee’s insurance under the
Group Policy.

3) The Group Policy is changed or cancelled, and your Life
Insurance under the Group Policy has been in effect for at least 5
years in a row.

4) For your Life Insurance: the amount of Life Insurance is reduced.
%) For your Dependent’s Life Insurance —

(a) your Dependent’s Life Insurance stops.

(b) your Dependent is no longer a Dependent as defined.

(©) your Dependent’s Life Insurance shown on the Schedule

of Benefits is reduced.

(d) if you become divorced, your insured Spouse may
convert.
(e) you die.

(6) You or your insured Dependent may convert this insurance by

applying and paying the first premium for an individual policy
within 31 days after any part of your or your insured Dependent’s
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(7

insurance stops. The Group Policy provider must be notified and
they will supply you or your insured Dependent with a conversion
form to complete and return.

If your insured Dependent is too young to contract for life
insurance, the following people may apply in this order:

(@) you, while living;
(b) your Spouse, while living; and
(©) the court-appointed guardian of your insured Dependent.

Type of Converted Policy.

(M

2)

You or your insured Dependent may purchase any individual
nonparticipating policy, except term insurance. The new policy
must provide for a level amount of insurance and have premiums
at least equal to those of the Insurance Provider’s whole life plan
with the lowest premium.

If your previous coverage included additional benefits such as
disability, Accidental Death and Dismemberment Insurance or the
Accelerated Death Benefit, the new insurance will not include
these benefits.

Amount of Conversion Coverage.

(M

2)

If your or your insured Dependent’s Life Insurance is changed or
cancelled because the Group Policy is changed or cancelled, and
your Life Insurance under the Group Policy has been in effect for
at least 5 years in a row, the amount of the individual policy is
limited to the Lesser of —

(a) $5,000 or

(b) the amount of your or your insured Dependent’s Life
Insurance which stops, minus the amount of other group
insurance for which you or your insured Dependent
becomes eligible, within 31 days of the date your or your
insured Dependent’s insurance stops.

If your or your insured Dependent’s Life Insurance stops for any
reason other than the above, the amount of your or your insured
Dependent’s individual policy may be any amount up to the
amount of your or your insured Dependent’s Life Insurance that
stopped.

Effective Date. The new policy lakes effect 31 days after the part of your
or your insured Dependent’s Life Insurance being converted stops. If you
or your insured Dependent dies within the 31-day period allowed for
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making application to convert, the Insurance Provider will pay a death
benefit to your or your insured Dependent’s beneficiary in the amount you
or your insured Dependent were entitled to convert. The Insurance
Provider will pay the amount whether or not application was made. The
Insurance Provider will return any premium paid for the individual policy
to your or your insured Dependent’s beneficiary named under the Group
Policy.

e. Premiums. Premiums for the new policy are based on your or your insured
Dependent’s age on the date of conversion.

4. Claim Procedures. Please refer to Claims and Appeals procedures in Part 14 (S).

If you lose eligibility for health benefits under the Plan, and you are disabled (as
determined by the Life Insurance Provider), you may be entitled to continue your life
insurance without paying premiums. Please contact the Life Insurance Provider listed
on page 4 for details on how to apply for this benefit.

Weekly Disability Benefits. Employees active Self-Pay Employees, and Residential
Employees, who meet the definition of Totally Disabled, are eligible to receive Weekly
Disability benefits provided by the Plan. Retirees and Dependents of any eligible Employee
or Retiree are not eligible for this benefit. COBRA beneficiaries are not eligible for this
benefit. The amount of the weekly benefit is $700 and will be paid for no more than a total
of 26 weeks for each approved injury. If multiple injuries occur in the same calendar year,
the number of weekly payments will not exceed 26 weeks total for the year. If the
Employee, active Self-Pay Employee, or Residential Employee becomes ineligible to
receive benefits from the Plan, the $700 weekly benefit will end on the date of eligibility.

“Totally Disabled” means the Employee’s complete inability, due to Injury or illness, to
engage in work of the type covered by the Collective Bargaining Agreement. Unavailable
light duty bargaining unit work does not disqualify an otherwise eligible person from being
Totally Disabled for purposes of Weekly Disability benefits.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights

and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 10: GENERAL EXCLUSIONS.

General Exclusions and Limitations. In addition to the Exclusions and Limitations as stated elsewhere in
this document, the Plan will not provide benefits for the following:

A. Medical examinations, services or supplies not reasonably necessary for the care or
treatment of bodily Injuries or Sicknesses or for dental services or supplies not reasonably
necessary for dental health.

B. Any charges that exceed of Allowable Expenses (see definitions).

C. Expenses incurred in connection with Injury or Sickness for which benefits are available
under any Workers’ Compensation act or similar law.

D. Conditions caused by or arising out of an act of war, declared or undeclared.
E. Services performed by a person related to the Eligible Individual by blood or marriage.
F. Any supplies or services:
1. for which no charge is made;
2. for which the Eligible Individual is not required to pay;
3. furnished by a Hospital or facility operated by the United States government or

any authorized agency thereof or Furnished at the expense of such government or
Agency; except to the extent that such services are reimbursable to the Veterans’
Administration for nonservice-connected conditions under 38 U.S.C.§ 629 or

4. that are provided without cost by any municipal, county, or other political
subdivision.
5. expenses incurred as a result of participation in or in consequence of the

commission of a felony or misdemeanor or otherwise being “outside the law” (not
including traffic violations) or participation in a riot.

6. an intentionally self-inflicted Injury or illness, unless caused by a physical or
mental condition or other source, protected by HIPAA.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 11:

DEFINITIONS.

1.

The terms “Administrative Office” and “Administrator” mean the person, firm
and/or company designated by the Board of Trustees to handle the daily
administrative duties of the Plan including eligibility and payment of Plan benefits.
The contact information for the Administrative Office is listed on the Quick
Reference Chart in the front of this document.

The term “Allowable Expense” means the rate, amount, or schedule on which the
Plan’s payment for covered services and supplies is based. Allowable Expenses
are subject to deductibles, Copayments, Coinsurance, and Plan limits. The Plan
pays no more than the Allowable Expense or the actual billed charges, whichever
is less. However, the amount actually paid by the Plan may be a percentage of the
Allowable Expense. The Plan has the sole, complete and final authority and
discretion in determining Allowable Expense. Allowable Expense is determined
according to the following method:

a. In-Network Services: Except as specified immediately below or as may
be otherwise specified in the Plan, to the extent benefits are paid pursuant
to a PPO Agreement or Contract between the Plan and a provider, the
Allowable Expense is the rate, amount, or schedule stated in such
Agreement or Contract. If a Participant is receiving certain types of
treatment from a In-Network Provider, and the Provider becomes Out-of-
Network, the Plan will permit the Participant to elect to continue treatment
for the duration of the treatment, or 90 days, whichever is earlier, at the
same cost-sharing requirements applicable to when the Provider was In-
Network, in accordance with federal law and regulation..

b. Out-of-Network Services: Except as specified immediately below or as
may be otherwise specified in the Plan, for covered services and supplies
provided by a non-Contracted Provider, the Allowable Expense is (i) the
negotiated rate between the Plan and the provider, or (ii) the Plan’s rate or
schedule, or percentage thereof, for such covered services or supplies,
whichever is less, as determined in the sole, exclusive, and final judgment
of the Plan..

c. Fully Contracted Hospital Services: For Hospital and related services and
supplies covered by contracts with the Health Services Coalition rendered
or delivered by a contracted provider, the Allowable Expense is the rate,
amount, or schedule stated in the applicable contract with the Health
Services Coalition (“HSC”). .

d. Non-Network Emergency Services: For Non-Network Emergency
Services, the cost-sharing requirement is determined by either (a) the
amount that the state approves under the All-Payer Model Agreement for
the item or service; (b) if in a state with no All-Payer Model Agreement,
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the amount specified under state law if applicable; or (c) if no state law
applies, the amount of the Qualifying Payment Amount. The Qualifying
Payment Amount is determined in accordance with applicable federal law
and regulation.

e. Contracted Hospitals and Their Outpatient Departments, and
Contracted Ambulatory Surgical Centers with Non-Network Provider:
For a Non-Network Provider in a contracted Hospital, including its
outpatient department, or in an ambulatory surgical center, the cost-
sharing requirement is determined in the same manner as Emergency
Services described above. If the Non-Network Provider provides a valid
Participant waiver to the Plan, the regular out-of-network benefit coverage
rates apply and the Non-Network Provider will be able to balance bill the
Participant.

f. .Non-Network Air Ambulance Services: For non-network air ambulance
services, the cost-sharing requirement is determined by the lesser of either
the Qualifying Payment Amount or the billed amount for services.

g. Hospital Services with Non-Contracted Providers Outside of Nevada:
Except as stated in the foregoing paragraph (d), for Hospital and related
services and supplies rendered or delivered outside the Nevada
geographical area serviced by the HSC, and not subject to any PPO
Agreement or Contract, the Allowable Expense is the negotiated,
discounted, or other rate, amount, or schedule, whichever is less, as
determined in the sole, exclusive, and final judgment of the Plan.

The term “Annual Qut-of-Pocket Maximum” means the amount an Employee is
required to pay at the applicable percentage payable of Allowable Expenses during
the Calendar Year, after which the Plan will pay any additional Allowable
Expenses for the remainder of that Calendar Year.

The term “Calendar Year” means January 1 through December 31 of the same
year.

The term “Calendar Year Deductible” means the amount of Allowable Expenses
you are responsible for paying before the Plan begins to pay benefits during a
Calendar Year.

The term “COBRA” means Title X of the Consolidated Omnibus Budget
Reconciliation Act of 1985, as amended, and refers to temporary continuation of
health care coverage. See Part 2(D) of this document for more information.

The term “Coinsurance” means that portion of Eligible Medical or Dental
Expenses for which the covered person has financial responsibility to pay. In many
instances, the Covered Individual is responsible for paying a fixed percentage of
covered expenses after the Calendar Year Deductible has been met. Coinsurance
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10.

amounts are listed in the Schedule of Medical PPO Plan Benefits or Schedule of
Dental PPO Plan Benefits.

The term “Complications of Pregnancy” means:

a.

any condition resulting in Hospital confinement, the diagnosis of which is
distinct from pregnancy but is adversely affected or caused by pregnancy;
or

a nonelective cesarean section, an ectopic pregnancy that is terminated, a
spontaneous termination of pregnancy when a viable birth is not possible,
a puerperal infection, eclampsia and toxemia.

false labor, occasional spotting, Physician prescribed rest, morning
Sickness, hyperemesis gravidarum, preeclampsia and similar conditions
associated with a difficult pregnancy are not Complications of Pregnancy.

The term “Copayment” means the fixed dollar amount you are responsible for
paying when you incur an Allowable Expense for certain services.

The term “Custodial Care” means services or treatment that, regardless of where
they are provided:

a.

b.

could be rendered safely by a person without medical skills; and

are designed mainly to help the patient with daily living activities,
including, but not limited to:

@8 personal care such as help in walking and getting in and out of
bed, help with bathing, help with eating by spoon, tube or
gastrostomy, exercising, dressing, enema and using the toilet;

2) homemaking such as preparing meals or special diets;

3) moving the patient;

4) acting as a companion or sitter;

(5) supervising medication that can usually be self-administered;

(6) oral hygiene; and

(7 ordinary skin and nail care.

The Professional Review Organization determines what services are Custodial
Care. When a confinement or visit is found to be mainly for Custodial Care, some
services (such as prescription drugs, x-rays, and lab tests) may still be covered.
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11.

12.

13.

14.

15.

16.

The term “Deductible” means a specified amount of Allowable Expenses that a
participant must incur before certain benefits will be paid under the Plan.

The term “Dependent” means:
a. An Employee’s legal spouse.

b. An Employee’s children, including stepchildren and adopted children,
from birth up to the end of the month in which they turn age 26.

C. An Employee’s unmarried children who, upon attainment of the age limit
specified above, are incapable of self-sustaining employment by reason of
mental or physical disability (provided the condition of the child existed
before the attainment of the age limit and while eligible hereunder) and
who are primarily dependent upon an Employee for support.

d. No Dependent will be considered an eligible Dependent unless the first,
middle and last name, date of birth and relationship to the Employee has
been registered with the Administrative Office by completing an
enrollment card. The Plan may also require a Social Security number for
a Dependent.

The term “Elective Abortion” means any abortion other than one where the
mother’s life would be endangered if the fetus were carried to term or if the fetus,
due to genetic damage, would not be able to live beyond its first year of life without
extraordinary medical effort. Elective Abortions are not covered.

The term “Eligible Individual” means each Employee or Retiree and each of
his/her Dependents, if any, who meet the eligibility requirements as established by
this Plan and as amended from time to time.

The term “Emergency” or “Emergency Situation” means a medical condition
manifesting itself by acute symptoms of sufficient severity (including severe pain)
such that a prudent layperson, who possesses an average knowledge of health and
medicine, could reasonably expect the absence of immediate medical attention to
result in (1) placing the health of the individual (or, with respect to a pregnant
woman, the health of the woman or her unborn child) in serious jeopardy, (2)
serious impairment to bodily functions, or (3) serious dysfunction of any bodily
organ or part.

The term “Emergency Services” means, with respect to an Emergency or
Emergency Situation—(A) A medical screening examination that is within the
capability of the Emergency department of a Hospital, including ancillary services
routinely available to the Emergency department to evaluate such Emergency
medical condition, and (B) such further medical examination and treatment, to the
extent they are within the capabilities of the staff and facilities available at the
Hospital, as are required to stabilize the patient. For purposes of this definition,
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17.

18.

19.

20.

stabilize means to provide such medical treatment of the condition as may be
necessary to assure, within reasonable medical probability, that no material
deterioration of the condition is likely to result from or occur during the transfer of
the individual from a facility, or, with respect to a pregnant woman who is having
contractions, that the woman has delivered (including the placenta). Certain post-
stabilization services will also be considered Emergency Services unless the
provider determines that the patient may travel via nonmedical or nonemergency
medical means to an available participating provider/facility in accordance with
federal law and regulation.

Employee.

a. The term “Employee” means any person who performs any work under a
Collective Bargaining Agreement between an Employer and the Union,
and for whom the Employer makes contributions to the Plan as required
or permitted by an applicable Collective Bargaining Agreement, or is
obligated to make contributions to the Plan as required or permitted by an
applicable Collective Bargaining Agreement or as permitted by this Plan,
and who meets the eligibility requirements hereunder as established by this
Plan and as amended from time to time; and, such other person as the
Employer and Union may agree to designate as Employees within the
meaning and purpose of an applicable bargaining agreement.

b. The term “Employee” shall not include self-employed persons or sole
proprietors of a business organization that is an Employer. For purposes
of Part 8 entitled “Residential Employee Eligibility” the term Residential
Employee is distinct from the term “Employee,” and the eligibility and
benefits of Residential Employees are controlled by that Part.

The term “Employer” means an association, individual, partnership or corporation
that has agreed to be bound by the terms and provisions of the Trust Agreement
and is obliged to make Employer contributions to the Plan in accordance with the
Trust Agreement.

The term “EPO Provider” means a Hospital, Outpatient Facility, Physician or
other healthcare provider that has a contract with the Plan’s EPO network to
provide care and treatment at a specified rate to Participants of the Plan enrolled
in the EPO option.

The term “Essential Health Benefits” means essential health benefits under
Section 1302(b) of the Patient Protection and Affordable Care Act (Health Care
Reform) and applicable regulations and guidance, as may be amended from time
to time. Essential Health Benefits include at least the following general categories:
ambulatory patient services: Emergency Services; Hospitalization; maternity and
newborn care; mental health and substance use disorder services, including
behavioral health treatment: prescription drugs; rehabilitative and habilitative
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21.

22.

23.

24.

25.

services and devices: laboratory services: preventive and wellness services and
chronic disease management: and pediatric services, including oral and vision care.

The term “Extended Care Facility” means an institution that is primarily engaged
in providing:

a. skilled nursing care and related services for patients who require medical
or nursing care; or

b. rehabilitation services for the rehabilitation of injured, Disabled or sick
persons and that meets all of the following requirements:

(D it is regularly engaged in providing skilled nursing care for sick
and injured persons under 24 hours a day supervision of a
Physician or surgeon (M.D.) or a Registered Nurse (R.N.);

2) it has available at all times the services of a Physician (M.D.) who
is a staff member of a general Hospital;

3) it has on duty 24 hours a day a graduate Registered Nurse (R.N.),
Licensed Vocational Nurse (L.V.N.), or skilled practical nurse,
and it has a graduate Registered Nurse (R.N.) on duty at least eight

(8) hours per day;
4) it maintains a clinical record for each patient; and
(5) it is not, other than incidentally, a place of rest, a place for

Custodial Care, a place for the aged, a place for drug addicts, a
place for alcoholics, a hotel, or a similar institution.

The term “Freestanding Surgical Facility” or “Ambulatory Surgical Facility”
means a facility that provides ambulatory medical service, is not part of a Hospital,
does not provide facilities or services for the patient to stay overnight, and is
licensed by the proper authority of the state in which it is located.

The term “Health Care Reform” means the Patient Protection and Affordable
Care Act of 2010 and the Health Care and Education Reconciliation Act of 2010,
and the statutes implementing regulations and related federal guidance.

The term “Home Health Care Agency” means a Hospital, visiting nurse
association licensed by the state, or a nonprofit or public home health agency or
organization licensed as such by the state.

The term “Home Health Care Plan” means continued care and treatment of an

Eligible Individual who is under the care of a Physician and who would need
Hospital or Extended Care Facility confinement without the Home Health Care.
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26.

27.

28.

The term “Hospice Facility” means a facility or designated part of a Hospital that
meets the requirements for participation as a “hospice facility” under Medicare.

The term “Hospital” means any one of the following:

a. a place that is licensed or recognized as a general Hospital by the proper
authority of the state in which it is located;

b. a place that:
(D is operated for the care and treatment of resident inpatients;
2) has a Physician always on duty;
3) has a laboratory and X-ray facility;
4 has a place where major surgical operations are performed; or

C. a place that is recognized as a general Hospital by the Joint Commission
on the Accreditation of Hospitals;

For the purpose of paying benefits for nervous and mental disorders,
“Hospital” also shall mean a place, that has room for resident bed patients,
is equipped to treat mental disorders, has a resident psychiatrist on duty or
on call at all times, and that as a regular practice, charges the patient for
the expense of confinement.

In no event, however, shall such term include any institution, or part of an
institution, that is operated principally as a clinic, rest home, nursing home,
convalescent home or institution or home for the aged.

The term “Hospitalist Program” means the program that provides Hospital
inpatient Physician services to Employees and Dependents. The Hospitalist
Program is mandatory for inpatient primary Physician care. The Hospitalist
Program utilizes licensed nonspecialist Hospital based Physicians who have
directly contracted with the Plan or with the Health Services Coalition on behalf
of the Plan. Use of Hospitalist Program Physicians for inpatient care is required
for all Employees and Dependents. Employees or Dependents receiving care
through the Hospitalist Program will have no out of pocket expenses such as
Deductibles, Coinsurance and Copayments for the covered services by Hospitalist
Program Physicians. Employees and Dependents who refuse care under the
Hospitalist Program are responsible for 100% of the billed charges by the non-
Hospitalist Program Physicians. Physician care by specialists such as OB/GYN
and Pediatricians will continue to be covered and paid as normal under the Plan
Rules, since specialists are not part of the Hospitalist Program.
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29.

30.

31.

32.

33.

34.

35.

36.

37.

The term “Injury” means an accidental bodily Injury that requires treatment by a
Physician. It must result in loss independent of Sickness and other causes.

The term “In-Network Provider” means a Hospital, Physician or any other
provider of health care services bound to an agreement with the Trust through the
Plan’s EPO or PPO network to provide health care services to Eligible Individuals
of the Trust at negotiated fees. For PPO Plan participants, only PPO Providers are
In-Network Providers. For EPO Plan participants, only EPO Providers are In-
Network Providers.

The term “Medically Necessary” (or of “Medical Necessity”’) means a service or
supply that:

a. is appropriate and consistent with the diagnosis in accord with accepted
standards of community practice; and

b. could not have been omitted without adversely affecting the Eligible
Individual’s condition or the quality of medical care.

The term “Medicare” as used herein, means the program established under
Chapter 7 of Title 42 of the United States Code, as amended.

The term “Non-EPO Provider” means a provider that does not have a contract to
provide services at a preferred rate to Participants of the Plan enrolled in the EPO
option.

The term “Non-PPO Provider” means a provider that does not have a contract to
provide services at a preferred rate to Participants of the Plan enrolled in the PPO
option.

The term “Normal Pregnancy” or “Normal Childbirth” means pregnancy or
childbirth that is free of Complications of Pregnancy.

The term “Out-of-Network Provider” means a Hospital, Physician or any other
health care provider that does not have a contract in effect with the Plan to provide
health care services to eligible Employees and Dependents in the Trust. See Non-
EPO Provider and Non-PPO Provider.

The term “Physician” means a physician or surgeon licensed to practice medicine
in the state in which he practices. While practicing within the scope of his license,

the term “Physician” shall also include:

a. a doctor of medicine (MD), osteopathy (DO), surgical chiropody,
podiatry, or chiropractic;

b. a licensed clinical psychologist; or
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38.

39.

40.

41.

42.

43.

C. any other licensed practitioner who:

(D) is acting within the scope of that license; and
2) performs a service that is payable under the Plan when performed
by an MD.
d. A Physician may not be an Eligible Individual or the Spouse, child,

brother, sister or parent of the Eligible Individual, or any person who lives
with the Eligible Individual.

The term “Plan” means the Plumbers & Pipefitters Union Local 525 Health and
Welfare Trust and Plan established by the Trust Agreement.

The term “Prior Authorization” means the process whereby the Professional
Review Organization under contract to the Trust determines the medical necessity
of an Eligible Individual’s elective confinement to a Hospital and the number of
preauthorized days eligible for unreduced benefits according to the terms of the
Plan, prior to such elective Hospital confinement actually occurring.

The term “Preferred Provider Organization” or “PPO” means a program
through which Hospitals, Laboratory and Radiology Facilities, Physicians and
other providers of health care services contract with the Trust to provide
Hospitalization and medical services to Eligible Individuals payable on the basis
of negotiated rates. It does not have to be an exclusive arrangement.

The term “PPO Provider” means a Hospital, Outpatient Facility, Physician or
other healthcare provider that has a contract with the Plan’s PPO network to
provide care and treatment at a specified rate to Participants of the Plan enrolled
in the PPO option.

The term “Preventive Care Benefits” is defined under the Patient Protection and
Affordable Care Act (Health Care Reform). Preventive Care Benefits shall include
(a) services rated “A” or “B” by the U.S. Preventive Services Task Force, (b)
immunizations recommended by the Advisory Committee on Immunization
Practices of the Centers for Disease Control and Prevention, and (c) preventive
care and screenings for women and children as recommended by the Health
Resources and Services Administration.

The term “Professional Review Organization” means an organization, under
contract with the Trust, that is responsible for determining the Medical Necessity
of certain medical services specified by the Plan or the elective confinement of an
Eligible Individual to a Hospital and the number of necessary days for such
confinement. Such determination is to be made solely for the purpose of
determining Medical Necessity and does not determine eligibility or coverage
under the Plan except to the extent that Medical Necessity is a requirement for
coverage.
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44,

45.

46.

47.

48.

49.

50.

51.

The term “Qualifying Payment Amount” means the Plan’s median contracted
rate for an item or service, which is the middle amount in an ascending or
descending list of contracted rates for similar items or services, adjusted for market
consumer price index in urban areas, developed in accordance with federal statute
and regulation.

The term “Respite Care” means temporary care of a dependent elderly, ill, or
handicapped person, providing relief for their usual caregivers.

The term “Reciprocity Agreement” means an agreement entered into between the
Trustees and the governing body of another health and welfare trust for the purpose
of providing health and welfare benefits for Employees who are temporarily
working in the jurisdiction of the other party and for whom health and welfare
contributions are being made to one of the health and welfare trust funds.

Any Eligible Individuals directing health and welfare contributions or service
credits to be reciprocated with another health and welfare trust must also direct
Local 525 pension contributions or credits to be reciprocated. No health and
welfare contributions or service credits will be reciprocated without reciprocation
of pension contributions or service credits.

The term “Residential Employee” shall mean an Employee on whose behalf
contributions to this Plan are required pursuant to the UA/NRA National
Residential Labor Agreement. Please refer to Part 8.

The term “Registered Nurse” means a registered graduate nurse who is not an
Eligible Individual or the Spouse, child, brother, sister or parent of the Eligible
Individual, or any person who lives with the Eligible Individual.

The term “Retiree” means any person who meets the eligibility requirements for
Retiree benefits hereunder as established and amended from time to time by the
Trust.

The term “Sickness” means a disease, disorder or condition that requires treatment
by a Physician. For a female Employee or Dependent, Sickness includes childbirth
or pregnancy or therapeutic abortions. It does not include Elective Abortion; but it
does include complications that are the result of an Elective Abortion.

The term “Subrogation” is a technical legal term for the right of one party to be
substituted in place of another party in a lawsuit. See Part 13(e) for an explanation
of how the Plan may use the right of Subrogation to be substituted in place of a
Covered Individual in that person’s claim against a third party who wrongfully
caused that person’s Injury or illness, so that the Plan may recover medical and/or
dental benefits paid if the Covered Individual recovers any amount from the third
party either by way of a settlement or judgment in a lawsuit.
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52. The term “Temporomandibular Joint Syndrome” (TMJ) means a disorder
relating to the dysfunction of the Temporomandibular (jaw) joint.

53. The term “Total Disability” or “Totally Disabled” means:

a. for Life Insurance, that because of an Injury or Sickness, the Eligible
Individual is completely and continuously unable to perform any work or
engage in any occupation; and

b. for health coverage, that because of an Injury or Sickness:

@8 an Employee is completely and continuously unable to perform
the material and substantial duties of his/her regular occupation
and is not engaged in any work for profit; or

2) a Dependent is unable to perform the normal activities of a person
of the same age and sex.

54, The term “Trust Agreement” means the Agreement and Declaration of Trust
establishing the Plumbers & Pipefitters Union Local 525 Health and Welfare Trust
and Plan as amended and restated on February 1, 1976, and any modification,
amendment, extension or renewal thereof.

55. The term “Trustee” shall mean any person designated as a Trustee pursuant to the
term of the Trust Agreement, and the successor of such person from time to time
in office. The term “Board of Trustees” and “Board” means the Board of Trustees
established by the Trust Agreement.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 12:

A.

OTHER IMPORTANT PLAN RULES

Assignment of Benefits.

L.

All assigned Hospital, medical or surgical benefits will be paid by the Plan to the
Hospital or to the provider of such services as they accrue upon receipt of written
proof, satisfactory to the Plan, covering the occurrence, character, and extent of
the event for which the claim is paid.

Benefits not assigned will be paid by the Administrator to the Eligible Individual,
the Hospital or the provider of the services as the discretion of the Administrator.

For any benefits to be payable by the Plan, in case of assignment or otherwise, in
any case where the applicable stop loss attachment point has been reached, or is
reasonably likely to be reached, as determined by the Trustees, the provider of
services must submit all claims and related billing information within 30 days
following the date of service, and in no event later than the deadline by which such
claims must be submitted by the Plan to its stop-loss carrier for such claims to be
covered by the Plan’s stop-loss carrier. Such stop loss deadline shall be provided
to any such provider upon written request to the Administrator.

Antialienation of Benefits.

1.

Benefits payable hereunder shall not be subject in any manner to anticipation,
alienation, sale, transfer, assignment, pledge, encumbrance, or charge by any
person; however, any Employee may direct that benefits due him be paid to an
institution in which he or his eligible Dependent is Hospitalized or to any provider
of medical services or supplies in consideration for medical or Hospital services
rendered or to be rendered.

Plan payments for benefits with respect to an Eligible Individual will be made in
compliance with any assignment of rights made by or on behalf of such Eligible
Individual or an Eligible Individual’s beneficiary as required by Nevada’s plan for
medical assistance approved under Title XIX 1912(a)(1)(A) of the Social Security
Act (Medicaid).

When payment has been made by the state under Medicaid for medical assistance
in any case where the Plan has a legal liability to make payment for such assistance,
payment for the benefits will be made in accordance with any state law that
provides that the state has acquired the rights with respect to a participant to such
payment for such assistance.

Benefits After Death.

1.

In the event of the death of the Employee before all amounts payable under the
Plan have been paid the Plan may pay any amount to any person or institution
determined by the Plan to be equitably entitled to receive it.

The remainder of any benefits will be paid to the eligible Employees beneficiary

or to the Employees estate, as the Board of Trustees in its sole discretion may
decide. If the beneficiary is unable to give a valid release or if benefits unpaid at
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the time of the Employee’s death are not more than $1,000, benefits of up to $1,000
may be paid to any relative of the Employees who is found to be entitled to the
benefits. Any payment in accordance with this provision will discharge the
obligation of the Plan to the extent of such payment.

D. Limitation of Rights; Disputes.

1.

No Employee, eligible Dependent, beneficiary or other person shall have any right
or claim to benefits under the Plan or any right to claim to payments from the Plan
other than as specified in this Plan Document and the provisions of the Trust
Agreement.

Any dispute as to eligibility, type, amount of duration of such benefits or any right
or claim to payments from the Plan shall be resoled by the Board of Trustees in
its sole discretion, or its Agent, under and pursuant to the Trust Agreement and the
Plan and its decision of the dispute, right or claim shall be final and binding upon
all parties thereto, subject only to judicial review following exhaustion of the Plans
claims and appeals procedures. The term “Agent” as used herein means any
insurance company, insurance service or similar organization selected by the
Board of Trustees to pay the benefits provided by the Plan.

E. Third Party Recovery Rules.

Important Note: This Plan does not provide benefits for work-related injuries or
illnesses, or injuries or illnesses when there is another source for payment of the
related claims, including but not limited to workers’ compensation coverage or a
third party who has caused the Injury or Illness (collectively and interchangeably
referred to as “Third Party”). The rules below provide very limited exceptions to
this general Plan exclusion so that you and your eligible Dependents may receive
Plan benefits on a conditional, interim basis while you take steps to recover from
workers’ compensation or another Third Party responsible for the Injury or illness
and/or related medical care expenses.

The following provisions set forth the Plan’s rights and your obligations in any
case where you seek conditional, interim Plan benefits while you pursue a recovery
from workers’ compensation or a Third Party who has caused your Injury or
illness. The Plan is not an insurance company, nor is it a for-profit entity. The
contributions that fund Plan benefits do not come from insurance premiums, but
instead from limited Employer contributions negotiated by the Union, and
Employee contributions, which must be protected and preserved for the benefit of
all Plan beneficiaries as a whole. Accordingly, the Trustees shall, in their sole and
complete discretion, interpret and apply these rules broadly to ensure the maximum
Plan recovery in any case, and their interpretation shall be binding on all parties
and any reviewing court or other tribunal.

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

a. “Third Party” means the person or organization (including workers’

compensation) that is or may be liable or financially responsible for the
injuries or Illness and/or related medical care expenses, even if that person
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is a relative and/or another Participant in this Plan. The Plan’s Third Party
Recovery Rules do not extend to first-party insurance, which is an
insurance policy (other than workers’ compensation) under which the
injured person is a named insured.

“Third Party Recovery” means any money sought or received by an
injured or ill Participant or Dependent (or by anyone on their behalf), as
payment to themselves or any other party (including but not limited to a
special needs trust, charity, fund, or any other entity), from workers’
compensation or other Third Party, where the money is sought or received
in relation to the illness or Injury (not necessarily for the payment of
medical claims). The term Third Party Recovery is not limited to money
recovered specifically for medical expenses or to satisfy the Plan’s
repayment rights under these rules. The Plan’s rights under these rules
apply no matter how the recovery is labeled or denominated, which label
or denomination shall be disregarded when applying these rules. Any issue
regarding whether a particular expense is related to a particular illness or
Injury shall be resolved by the Trustees, in their sole and complete
discretion. Where the Third Party Recovery is not from workers’
compensation, the Plan’s Third Party Recovery rights herein are limited to
100% of the Third Party Recovery obtained by the Participant or
Dependent. Where the Injury or illness is work-related, amounts not
recovered out of a workers’ compensation recovery may be recovered by
the Plan directly from the Participant and injured/ill Dependent.

Duty to Cooperate; Liability to Plan for Attorneys’ Fees.

(D) As a condition precedent and ongoing, to receive Plan benefits,
generally and for the conditional, interim Plan benefits described
under these rules, the Participant and any injured or ill Dependent,
their attorney or anyone acting on their behalf, must not take any
action that would prejudice the Plan’s rights hereunder, and must
fully cooperate in doing what the Plan deems necessary to assist
the Plan in obtaining the Benefit Recovery described in these
rules. Such cooperation includes but is not limited to immediately
and fully disclosing the amount and circumstances of any Third
Party Recovery, and it shall be a violation of these rules to enter
into any confidentiality agreement purporting to prevent such
disclosure to the Plan.

2) If the Participant, Dependent, their attorney or anyone acting on
their behalf, fails to fully cooperate with the Plan under these
Third Party Recovery Rules, including but not limited to the
failure to promptly respond to information requests and updates,
and to promptly turn over any Third Party Benefit Recovery
identified by the Trustees, the Participant and Dependent shall be
liable for the Plan’s attorneys’ fees and costs incurred pursuing
such cooperation or recovery, prior to, during and after any
necessary legal action, whether or not formal legal action is filed
or proceeds to judgment, and any judgment in favor of the Plan in
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3)

“

such a case shall bear interest at 18%, not the applicable statutory
rate.

Any dispute or controversy regarding application of these rules
that arises before the Participant or Dependent has obtained a
Third Party Benefit Recovery may be resolved by a declaratory
judgment action in the appropriate state or federal court. Any right
of the Participant or Beneficiary to challenge the ripeness of such
a case is waived and attempting to do so shall be a failure to
cooperate under these Third Party Recovery Rules.

In any action to resolve any dispute regarding the application of
these rules the Plan shall not be required to join any other party
(including but not limited to the third party or third-party
insurance provider), and shall be entitled to, and the Participant
and/or Dependent shall stipulate to, a preliminary injunction
preventing the distribution, transfer or dissipation of any Third
Party Recovery money identified by the Plan.

Precondition to Eligibility for Benefits and Plan Payment of Benefits.

(1

2)

)

“

The right of any person to receive Plan benefits is subject to and
conditioned on that person’s, and his or her attorney’s or other
representative’s, full agreement and acquiescence to every term of
the Plan, including these Third Party Recovery Rules.

If the Participant or Dependent hires an attorney in relation to the
illness or Injury, he or she agrees to obtain the full cooperation
and agreement of the attorney to fully comply with these rules and
the Repayment Agreement.

Before the Plan pays any benefits, and in order for any person to
be eligible for benefits under these Third Party Recovery Rules,
the Participant and any injured or ill Dependent seeking Plan
benefits must sign a separate agreement with the Plan, in form and
substance acceptable to the Plan, to (jointly and severally) repay
the Plan and otherwise fully comply with these Third Party
Recovery Rules. The separate agreement is a contract enforceable
as a matter of state law, independently from, and in addition to,
enforcement of it as a Plan document, enforcement of the terms of
this Plan under any applicable state or federal law, or enforcement
of the Plan’s rights in equity.

In any case where a Participant or Dependent, or an attorney or
other representative, fails to fully acknowledge, comply and
cooperate with these Third Party Recovery Rules, including
prompt, full and accurate communication and responses to the
Plan and its representatives, such Participant and each and every
Dependent of such Participant shall have all Plan benefits
suspended pending full recovery by the Plan, subject to the
Trustees’ discretion to waive benefit suspension for good cause
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)

(6)

shown as determined in the sole discretion of the Trustees. The
Board of Trustees, in its sole discretion, may, in addition to any
other rights the Plan may have, deduct or offset the money it is
due (including attorneys’ fees and costs described in
subsection C(2) above) from future benefits to the Participant
and/or any of his Dependents.

If the injured or ill person is a minor, the minor’s parent/legal
guardian must sign the required Repayment Agreement. By doing
so, the parent/legal guardian certifies that he or she is the parent
and/or legal guardian of the minor, has fully explained this
Agreement to the minor, will take whatever legal action is
required on behalf of the minor to make the Repayment
Agreement and these rules legal and binding on the minor, and
personally guarantee the Plan’s Third Party Recovery rights.

A Participant and injured or ill Dependent seeking benefits in
circumstances described in these Third Party Recovery Rules shall
be required to execute a Stipulation and Order for Entry of
Preliminary Injunction, on a form prescribed by the Plan, which
the Plan may file in court at any time the Plan determines that there
has been a failure to fully cooperate and comply with the these
rules.

Plan Rights. The Plan’s Third Party Recovery Rights are cumulative and
may be asserted by the Plan singly, together, or in any combination as the
Board of Trustees, in its sole discretion, determines. The Plan’s Third
Party Recovery Rights include but are not limited to:

(1

2)

Lien and Express Trust Rights. To the extent the Participant or
Dependent, their attorney, agent, assignee, trust or any other
person or entity on behalf of such Participant or Dependent,
recovers money from a Third Party, or as a result of workers’
compensation, in relation to an Injury or illness for which the Plan
has paid or later pays benefits, the Plan shall have a first priority
lien on the amounts so recovered. The Participant or Dependent,
their attorney, agent, assignee, trust or any other person or entity
on behalf of such Participant or Dependent, holds all such money
in trust, as expressly provided hereby, for the Plan and must pay
such amount, up to the amount of claims the Plan has paid to date
(or as of such later date on which the Plan demands reimbursement
for additional or other claims paid) to the Plan within ten (10) days
of receipt by such entity or person (or demand by the Plan). Prior
to payment, any person holding or controlling such funds is a
fiduciary as to the Plan’s assets thus held.

Repayment Rights. The Participant or Dependent, their attorney,
agent, assignee, trust or any other person or entity on behalf of
such Participant or Dependent, is obligated to fully reimburse the
Plan to the extent of any recovery from a Third Party, or workers’
compensation, or other similar sources, in relation to an Injury or
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illness for which the Plan has paid or later pays benefits. Before
the Plan pays any benefits and in order for the Participant or
Dependent to be eligible for benefits, the Participant and injured
or ill Dependent, and their attorney, must sign a separate
agreement with the Plan, in form and substance acceptable to the
Plan, to repay the Plan under these Rules and fully abide by them.

3) Assignment of Funds. Any funds due as the result of a Third
Party’s conduct or financial responsibility hereunder shall be
deemed assigned to the Plan prior to receipt by the Participant or
Dependent, or their agent or attorney, or payment to any person,
provider or entity on behalf of the injured person. Such funds, thus
assigned, are the sole property of the Plan and any party taking
any action contrary to the Plan’s rights to such funds does so in
violation of such rights. Any party or entity in possession of such
funds following such assignment to the Plan holds such funds in
trust, and as a fiduciary, for the exclusive benefit of the Plan and
upon demand of the Plan must immediately transfer all such
amounts to the Plan.

4) Subrogation. The Plan has a right of Subrogation to the extent of
all benefits paid under the Plan as a result of a Third Party’s
wrongful act or negligence that causes an Injury to the Participant
or Dependent. The Plan has the right but not the obligation to
assert any and all rights the Participant or Dependent might have
against the Third Party in order to recover an amount equal to the
amount of benefits paid under the Plan. The Plan’s Subrogation
rights also apply to workers’ compensation injuries or illnesses for
which the Plan paid benefits. The Plan is subrogated and succeeds
to the Participant’s or Dependent’s rights, which rights are
assigned to the Plan.

Rejection of Make Whole, Common Fund, and other doctrines. The
Plan’s Third Party Recovery Rights, as described herein, apply without
regard to whether the amount recovered is sufficient to make the injured
party whole, and without reduction for costs or fees incurred by the injured
party in obtaining such recovery. The “Make Whole,” “Common Fund,”
and any other doctrine having the effect of reducing the Plan’s recoveries
under these rules, are hereby specifically rejected by the Plan and any
Participant or Beneficiary seeking Plan benefits. Should any court or other
competent tribunal rule that, despite this provision, any such doctrine
applies at common law, causing any reduction in the Plan’s recovery under
these rules, the Participant and Dependent’s contractual obligations to the
Plan under the Repayment Agreement shall be increased in an equal
amount.

Future Claims. The Plan’s Third Party Recovery rights extend to
additional benefits paid after receiving an initial (or multiple)
reimbursements under these Rules to the extent of any claims incurred
after the date of such reimbursement; future claims by the Plan under these
rules are not extinguished by resolution of past claims. Insistence by any
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party that the Plan waive future claims to receive reimbursement under
these rules shall be deemed a failure to cooperate.

h. Workers’ Compensation Claims. Regarding workers’ compensation
claims, the Participant or Dependent must timely and diligently make and
keep appointments, file papers, including claim forms, attend hearings and
pursue all appeals available, including to the extent provided by any
separate Plan policies that apply and otherwise fully cooperate and act in
good faith with others in connection with such workers’ compensation
claims. If workers’ compensation benefits are not available for a work-
related Injury due to any failure of the Participant or Dependent to comply
with this provision, or misconduct of the injured person at the time of
Injury or during the course of subsequent proceedings, the Plan’s
Recovery Rights in such cases shall be preserved and enforceable for the
recovery of ineligible benefit payments against the Participant and an
injured or ill Dependent.

Coordination of Benefits. All benefits provided under this Plan are subject to the
following additional provisions and limitations.

1. Definitions.

a. Coordination. The term “Coordination” means that if an Eligible
Individual is entitled to benefits under any Plan (as defined below) that
will pay part or all of the expenses incurred for Hospital, medical, surgical
or prescription drugs, or any benefit described under this Plan, the amount
of the benefits payable by this Plan will be coordinated so that the Plan
pays the difference between the amount paid by the primary plan and the
total Covered Expense not exceed 100% of the charges. The Plan payment
will not exceed the amount that would have been paid if there were no
other Plans involved.

b. Plan. The term “Plan” means any of the following coverages, including
Plan coverage and any coverage that is declared to be “excess” to all other
coverages, that provide benefit payments or services to an Eligible
Individual for Hospital, medical, surgical or prescription drugs:

(D) group, blanket or franchise insurance coverage, except student
accident insurance;

2) service plan contracts, group practice, individual practice and
other prepayment coverage;

3) any coverage under labor-management trusteed plans, union
welfare plans, employer organization plans, or employer benefit
organization plans,

4) any coverage under a government program, other than Medicare

or Medicaid, and any coverage required or provided by a statute;
and
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&) other arrangements of insured or self-funded group coverage.

(6) The term “Plan” shall be construed separately with respect to each
benefit or service which reserves the right to take the benefits or
services of other Plans into consideration in determining its
benefits and that portion which does not.

@) An individual’s enrollment and provision of benefits as a Eligible
Individual or beneficiary under this Plan will not take into account
the individual’s eligibility for or the provision of state Medicaid

assistance.
C. Claimant. “Clamant” means the Eligible Individual for whom the claim
is made.
d. Covered Expense. The term “Covered Expense” means any necessary,

reasonable, and customary item of expense that is covered by at least one
Plan during a Claim Determination Period; however, any expense that is
not payable by the Primary Plan because of the Claimant’s failure to
comply with cost containment requirements (such as second surgical
opinions, preadmission testing, Prior Authorization of Hospital
confinement, mandatory outpatient surgery, etc.) will not be considered a
Covered Expense by the Secondary Plan.

e. Claim Determination Period. The term “Claim Determination Period”
means a period commencing with any January 1 and ending at 12 o’clock
midnight on the next succeeding December 31 or that portion of such
period during which the Eligible Individual with respect to whose expense
claim is based has been covered under this Plan.

2. Effect on Benefits.

a. This provision shall apply in determining the benefits due an Eligible
Individual under this Plan for any Claim Determination Period if, for the
Covered Expenses incurred as to such Eligible Individual during such
period, the sum of the benefits that would be payable under this Plan in the
absence of this provision, and the benefits that would be payable under all
other plans in the absence in them of provisions of similar purpose to this
provision would exceed such Covered Expenses.

b. As to any Claim Determination Period to which this provision is
applicable, the benefits that would be payable under this Plan in the
absence of this provision for the Covered Expenses incurred as to such
Eligible Individual during such Claim Determination period shall be
reduced to the extent necessary so that the sum of such reduced benefits,
and all the benefits payable for such Covered Expenses under all other
Plans shall not exceed the total of such Covered Expenses. Benefits
payable under another Plan include the benefits that would have been
payable had a claim duly been made for them.
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If another Plan covering the Eligible Individual covered by this Plan
contains a similar nonduplication of benefits provision that coordinates its
benefits with those of this Plan and would, according to its rules, determine
its benefits after the benefits of this Plan have been determined, and the
rules set forth in the next Subsection would require this Plan to determine
its benefits before such other Plan, then the benefits of such other Plan will
not be considered for the purposes of determining the benefits due under
this Plan.

The rules establishing the order of benefit determination are:

(M

2)

3)

the benefits of a Plan that covers the person on whose Covered
Expense the claim is based as an Employee shall be determined
before the benefits of a Plan that covers such person as a retired
Employee or a Dependent;

the benefits of a Plan that covers the person on whose Covered
Expense the claim is based as a Dependent of an Employee shall
be determined before the benefits of a Plan that covers such person
as a Dependent of a retired Employee;

when both plans cover the person on whose Covered Expense
claim is based as a Dependent child of an Employee, or when both
plans cover the person on whose Covered Expense claim is based
as a Dependent child of a retired Employee, the benefits of the
Plan that covers the parent whose birthday (month and day only)
occurs first during a Calendar Year shall be determined before the
benefits of the Plan that covers the parent whose birthday (month
and day only) occurs later in the year, except that in the event a
father and mother are legally separated or divorced, the following
rules shall apply:

(a) the benefits of a Plan that covers the person on whose
Covered Expense the claim is based as a Dependent child
of the parent with financial responsibility for the child’s
medical Covered Expenses by virtue of a court decree
shall be determined first;

(b) if there is no court decree establishing financial
responsibility to one parent, or if there is such a decree but
such responsibility is equal between the parents, and the
parent with legal custody has not remarried, the benefits
of a Plan that covers the person on whose Covered
Expense the claim is based as a Dependent child of the
parent with legal custody shall be determined first;

(©) if there is no court decree establishing financial
responsibility for one parent, or if there is such a decree
but such responsibility is equal between the parents, and
the parent with legal custody has remarried, the order of
benefit determination shall be as follows:
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1. the Plan that covers the parent with legal custody;

il. the Plan that covers the stepparent with legal
custody; and lastly
iii. the Plan that covers the parent without legal
custody.
@) When this Plan and another Plan cover the same person on whose

Covered Expense a claim is based as a Dependent child and such
other Plan does not contain the birthday rule but uses the benefit
determination provision based on the gender of the parent, then
this Plan shall also use the gender rule,

When the rules above do not establish an order of benefit determination,
the benefits of a Plan that has covered the person on whose Covered
Expense the claim is based for the longer period of time shall be
determined before the benefits of a Plan that has covered such person the
shorter period of time.

For a Dependent child who has coverage under either or both parents’
plans and also has his or her own coverage as a Dependent under a
spouse’s plan, the rule in paragraph (e) (Longer or Shorter Coverage)
applies. In the event the Dependent child’s coverage under the spouse’s
Plan began on the same date as the Dependent child’s coverage under
either or both parents’ plans, the order of benefits shall be determined by
applying the birthday rule in paragraph (d)) to the Dependent child’s
parent(s) and the Dependent child’s spouse.

When this provision operates to reduce the total amount of benefits
otherwise payable as to a person covered under this Plan during any Claim
Determination Period, each benefit that would be payable in the absence
of this provision shall be reduced proportionately, and such reduced
amount shall be charged against any applicable benefit limit of this Plan.

Right to Receive and Release Necessary Information to Effect Coordination.

a.

For the purpose of determining the applicability of and implementing the
terms of this article of this Plan or any provision of similar purpose of any
other Plan this Plan may, with the consent of the Eligible Individual,
release to or obtain from an insurance company or other organization or
person any information, with respect to any person, necessary for such
purposes, to the extent consistent with the Plan’s privacy rules.

Any Eligible Individual claiming benefits under this Plan shall furnish the
Plan’s Administrator such information as may be necessary to implement
this provision.

Right of Coordination Recovery. Whenever payments have been made by this
Plan with respect to Covered Expenses in a total amount, at any time, in excess of
the maximum amount of payment necessary at that time to satisfy this Section, the
Plan shall have the right to recover such payments from:
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a. any persons to or for or with respect to whom such payments were made;
or

b. insurance companies, service plans or any other organizations which
should have made payment.

5. Dual Coverage Penalties Inapplicable. In any case where this Plan is determined
to be Secondary according to the rules above, or otherwise, and if the Other Plan
contains any provision reducing its benefits when the patient is covered by more
than one Plan (“Dual Coverage Penalty”), this Plan shall pay as Secondary, and
determine secondary benefits, without regard to the Other Plan’s Dual Coverage
Penalty and as if the Other Plan did not contain such a provision.

For purposes of this rule, it makes no difference how the Dual Coverage Penalty
is denominated by the Other Plan, whether as a “sub-plan,” “wraparound plan,” an
eligibility rule, a coordination of benefits rule, or in some other manner. Whether
the Other Plan contains a Dual Coverage Penalty with respect to This Plan’s
liability as Secondary Coverage shall be determined in the sole, absolute and
complete discretion of the Trustees of This Plan, which determination shalt he
binding and final upon all interested parties, subject only to This Plan’s Claims
and Appeals Procedures.

Limited Immediate Eligibility. The Board of Trustees, in its sole discretion, may grant
immediate initial eligibility to Bargaining Unit Employees of new Employers first
signatory to a collective bargaining agreement with the Union (“Newly Signatory
Employer(s)”), or others, in accordance with the following rules. The repayment provisions
contained in the following rules shall not apply to Employees employed by Newly
Signatory Employers that are only signatory to the National Residential Agreement or other
collective bargaining agreement covering the National Residential Agreement’s
jurisdiction and requiring the same contribution rate paid to the Plan as the National
Residential Agreement and have 30 or less bargaining unit employees. These Employees
will not be required to repay the loan of bank dollars or hours provided by the Plan.

1. A Bargaining Unit Employee who is employed by a Newly Signatory Employer
on the effective date of the Employer’s first becoming bound to a Collective
Bargaining Agreement, who is covered by another health plan on that date and has
been so covered for the preceding six (6) months, and who elects instead to be
covered by this Plan as of that date, will receive a loan of bank dollars or hours
sufficient to enable such Employee to acquire immediate eligibility for coverage
as soon as administratively feasible thereafter.

2. Unless otherwise approved by the Board of Trustees, such eligibility commences
the first day of the second month following the effective date of the collective
Bargaining Agreement, or as soon as administratively feasible thereafter. Hours
thereafter worked or paid in covered employment by such an Employee and
reported to the Plan will first be credited for current or on-going eligibility. Hours
remaining after the deduction for current eligibility will be applied to reduce the
hours or dollar bank loan. The deduction of sufficient hours for current eligibility
and the application of the remaining surplus hours to reduce the loan will be done
month by month until the loan is paid off. Loaned hour bank hours cannot be used
to make up a short fall in hours worked for current eligibility.
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No hours will accumulate in any such Employee’s hour or dollar bank for extended
eligibility until the loan is paid off. Thereafter, the Employee may accumulate
hours for an extended eligibility as normal.

Bargaining Unit Employees hired by a Newly Signatory Employer after the
effective date of the Collective Bargaining Agreement are initially eligible for
coverage in accordance with the standard eligibility rules of the Plan.

If an Employee who acquired eligibility hereunder changes employment from a
Newly Signatory Employer to any other signatory Employer before his hour or
dollar bank loan or deficit is repaid in full, his reportable hours in new covered
employment will continue to be applied to pay off his hour or dollar bank loan or
deficit, after first deducting sufficient hours for current eligibility.

If an Employee who acquired eligibility hereunder terminates employment before
his hour or dollar bank loan or deficit has been repaid in full and does not become
employed by another signatory Employer as specified in Paragraph 5, coverage
shall cease on the last day of the month of termination of employment. Such an
Employee may be eligible for COBRA continuation coverage if he otherwise
meets the Plan’s COBRA requirements, but not for any other form of continuation
coverage under this Plan or freezing of benefits.

Reduction of Benefits. The Trustees have authority to adjust and/or reduce benefits
available to Employees on whose behalf contributions are insufficient to cover the full
current cost of benefits, as determined in the sole and complete discretion of the Trustees.
Such an adjustment and/or reduction may include, but is not limited to, elimination of
dental, vision or any other item of coverage, higher Deductibles, Copayments, etc. The
basis for such an adjustment and/or reduction may include, but is not limited to, the failure
of a negotiated contribution rate to keep pace with the costs of benefits, or an Employee’s
failure to pay, or authorize his Employer to transfer, the Employee’s portion of
contributions.

Miscellaneous.

1.

The Plan, at its own expense, shall have the right and opportunity to examine the
person or review any claim by the Plan’s Medical Consultant of any Eligible
Individual when and so often as it may reasonably require during the pendency of
any claim, and also the right and opportunity to make an autopsy in case of death
where it is not forbidden by law. Proof of claim forms, as well as other forms, and
methods of administration and procedure, will be solely determined by the Plan.

The benefits provided by this Plan are not in lieu of and do not affect any
requirement for coverage by Worker’s Compensation Insurance laws or similar
legislation.

The provisions of this Plan Document are subject to and controlled by the
provisions of the Trust Agreement, and in the event of any conflict between the
provisions of this Plan Document and the provisions of the Trust Agreement, the
provisions of the Trust Agreement shall prevail.
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Trustee Discretion — The Trustees have the exclusive right, power and authority
in their sole and absolute discretion, to administer, apply and interpret this Plan
and all other documents that describe the Plan and Trust Fund. The Trustees may
decide all matters arising in connection with the operation and administration of
the Plan. Plan benefits shall be paid only if the Trustees, in their discretion, decide
that an Eligible Individual is entitled to them. Except as described in these
procedures, all determinations made by the Trustees with respect to any matter
arising with regard to Plan benefits will be final and binding on all concerned. Any
judicial review of any Trustee decision must be done in deference to the Trustees’
decision. Without limiting the generality of the foregoing, the Trustees shall have
the sole and absolute discretionary authority:

a. to take all actions and make all decisions with respect to the eligibility for,
and the amount of, benefits reimbursed under the Plan;

b. to formulate, interpret and apply rules, regulations, interpretations,
practices and policies necessary to administer the Plan in accordance with
its terms;

C. to decide questions, including legal or factual questions, relating to the

calculation and payment of benefits under the Plan;

d. to resolve and/or clarify any ambiguities, inconsistencies and omissions
arising under the Plan or other Plan documents; and

e. to process, and approve or deny, benefit claims and rule on any benefit
exclusions.

All determinations made by the Trustees with respect to any matter arising under
the Plan and any other Plan document shall be final and binding on all parties.

Claims Payments Made in Error. Ifthe Plan pays benefits for or on behalf of an
Employee or Dependent, when the Employee or Dependent is not in fact eligible
or entitled to the benefits or if the Plan otherwise mistakenly pays benefits, the
Employee or Dependent will promptly reimburse the Plan in full for the amount
paid in error. The Trustees, in their sole discretion, may deduct or offset any
erroneous payment from future benefits, and/or cancel eligibility for the Employee
and/or all his Dependents (which shall not be a COBRA qualifying event). If the
Plan files any legal action against the Eligible Individual or Dependent(s) to
recover any erroneous payment, the Eligible Individual or Dependent(s) will pay
all attorneys’ fees and costs of the Plan, whether or not such an action proceeds to
judgment. Receipt of Plan benefits is consent and agreement by the Eligible
Individual and/or Dependent(s) to such liability.

Amendment Procedures. The Board of Trustees may modify or amend this Plan
at any time or from time to time through written, sequentially-numbered
Amendments adopted by a majority vote and by restating the Plan. This Plan may
be modified or amended retroactively. Ordinarily, however, the Trustees will not
exercise the power to amend the Plan retroactively unless it will increase benefits
to the Eligible Individuals.
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An Amendment modifying or amending the Plan may be suggested or
proposed by a Trustee or professional who works for the Plan.

The Trustees will consider and discuss the Amendment at a meeting of the
Board of Trustees, seeking input from the Trustees and the professionals
who work for the Plan.

An Amendment will be adopted by vote by a majority of the Trustees. If
the Trustees are deadlocked, the procedure for resolution of a deadlock
will apply. Plan changes may also be adopted from time to time when the
Plan is restated in its entirety and mailed out to all Eligible Individuals.

Eligible Individuals will be notified of material Plan changes no later than
60 days after the meeting of the Board of Trustees at which the change
was approved or ratified, as the case may be.

An Amendment may be signed by the Chair and Co-Chair of the Board of
Trustees outside of regularly scheduled trust meetings, subject to approval
of the Plan change during a Trust meeting either before or after the
Amendment is signed.

Benefits for Alternative treatments at the Sole Discretion of the Plan.

The Board of Trustees may elect to provide benefits or services pursuant
to a Board approved Alternative/Substitute Treatment Plan (“AST Plan”)
for an eligible person. The Board will only authorize an AST Plan when
the Board in its sole and absolute discretion based on such medical and
other information and advice the Board deems sufficient and appropriate,
determines that such an AST Plan is Medically Necessary and appropriate
and that such AST Plan is both cost effective and less costly to the Plan
that treatment otherwise available under the Plan rules”.

If the Board elects to approve an AST Plan, it will do so only for as long
as such services are Medically Necessary, appropriate and cost effective
for the Plan, and the total benefits paid for such services do not exceed the
total benefits to which the claimant would otherwise be entitled under this
Plan in the absence of an AST Plan.

It the Board approves an AST Plan for an eligible participant in the
instance, it shall not be obligated to provide the same or similar plan for
the eligible participant in any other instance. Nor shall such election be
construed as a waiver of the right of the Board to administer the Plan in
strict accordance with all other provisions of the Plan. This provision shall
not be applied to experimental, non-FDA approved or other-the-counter
drugs or medications.

Secondary Coverage.

Eligible Individuals who are eligible for secondary coverage by any other health plan are
encouraged to obtain such coverage. Failure to obtain secondary coverage may result in
the Eligible Individual incurring costs, which are not covered by the Plan and which would
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otherwise be covered by the secondary coverage. The Plan will not pay for any costs which
would have been payable by such secondary coverage, except to the extent that such costs
are payable in any event by the Plan.

A provider that accepts the payment from the Plan will be deemed to consent and agree
that (i) such payment shall be for the full amount due for the provision of services and
supplies to an Eligible Individual and (ii) it shall not “balance bill” an Eligible Individual
for any amount billed but not paid by the Plan.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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PART 13:

A.

INFORMATION REQUIRED BY ERISA AND OTHER APPLICABLE LAWS

Name of the Plan. This Plan is known as the Plumbers and Pipefitters Union Local No.
525 Health and Welfare Trust and Plan.

Name, Address and Telephone Number of Plan Sponsor. The Board of Trustees is both
the Plan Sponsor and Plan Administrator. This means that the Board of Trustees is
responsible for seeing that information regarding the Plan is reported to government
agencies and disclosed to Plan participants and beneficiaries in accordance with the
requirements of the Employee Retirement Income Security Act of 1974.

Name, Title and Principal Place of Business for Each Trustee.

Union Trustees:

Dave Wood (Co-Chair)
Local 525

760 N. Lamb Boulevard
Las Vegas, Nevada 89110

Ryan Litster

Local 525

760 N. Lamb Boulevard
Las Vegas, Nevada 89110

Chase Hoskins

Local 525

760 N. Lamb Boulevard
Las Vegas, Nevada 89110

Alternate Union Trustees:

Jeff Orr

Local 525

760 North Lamb Boulevard
Las Vegas, Nevada 89110

Eric Rubeck

Local 525

760 North Lamb Boulevard
Las Vegas, Nevada 89110

Jonny Whalen

Local 525

760 North Lamb Boulevard
Las Vegas, Nevada 89110

Emplover Trustees:

Mandi Wilkins (Co-Chair)
Mechanical Contractors Assoc.
2640 S. Jones Boulevard, Suite 1
Las Vegas, Nevada 89146

Corey Doyne

Hansen Mechanical

4475 W. Quail Ave.

Las Vegas, Nevada 89118

Torey Mantor

Ryan Mechanical

3335 Wynn Road

Las Vegas, Nevada 89102

Alternate Employer Trustees:

Tyler Bonwell

MMC Contractors West
7040 Redwood Street

Las Vegas, Nevada 89118

Tim Walker

Harris

5710 West Sunset Road
Las Vegas, Nevada 89118

Identification Numbers. The numbers assigned to the Plan by the Internal Revenue
Service is 23-7283715. The Plan Number is 501.

Agent for Service of Legal Process. The name and address of the agent designated for the

service of legal process is BeneSys, Inc. address on page 4. Legal process may also be
served on any Trustee of the Plan.
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Collective Bargaining Agreement. Contributions to the Plan are made on behalf of each
Employee in accordance with Collective Bargaining Agreements. The Plan office will
provide you, upon written request, a copy of the Collective Bargaining Agreement. The
Collective Bargaining Agreements are available for examination at the office of the Plan
Administrator.

Source of Contributions. The benefits described in this Plan are provided through
Employer contributions. The amount of Employer contributions is determined by the
provisions of the Collective Bargaining Agreements with Employer representatives. The
Collective Bargaining Agreements require contributions to the Plan at fixed rate per hour
worked. Self-payment may be required as described in the Eligibility Rules.

The Administrative Office will provide you, upon written request, a complete list of
Employers and unions who are parties to the Collective Bargaining Agreement.

Benefits, contributions and expenses are maintained separately for the Residential Plan,
which receives contributions only from work under the Residential Agreement.

Type of Plan. This Plan is maintained for the purpose of providing comprehensive major
medical and prescription drug benefits in the event of Sickness or Injury, life insurance,
accidental death and dismemberment, weekly disability, dental, and vision benefits.

Trust Fund. The Fund’s assets and reserves are held in trust by the Board of Trustees of
the Plumbers and Pipefitters Union Local No. 525 Health and Welfare Trust and Plan.

Identity of Providers and Benefits. Please refer to the Quick Guide to Important Phone
Numbers on page 4.

Fiscal Plan Year. The fiscal records of the Plan are kept separately for each Plan Year.
The Fiscal Plan Year begins January 1 and ends on December 31.

Eligibility for Participation and Benefits. Please refer to Parts 1, 8 and 9.

Circumstances Resulting in Disqualification, Ineligibility or Denial or Loss of
Benefits. Please refer to Parts 1, 8 and 9.

Statement of ERISA Rights. As a participant in the Plan, you are entitled to certain rights
and protections under the Employee Retirement Income Security Act of 1974 (“ERISA”).
ERISA provides that all Plan participants are entitled to:

1. Examine, without charge, at the Administrative Office and at other specified
locations, such as work sites and union halls, all documents governing the Plan,
including insurance contracts and collective bargaining agreements, and a copy of
the latest annual report (Form 5500 Series) filed by the Plan with the U.S.
Department of Labor.

2. Obtain, upon written request to the Board of Trustees, copies of documents
governing the operation of the Plan, including insurance contracts and collective
bargaining agreements, and copies of the latest annual report (Form 5500 Series)
and updated summary plan description. The Board of Trustees may make a
reasonable charge for the copies.
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3. Receive a summary of the Plan’s annual financial report. The Board of Trustees is
required by law to furnish each participant with a copy of this summary annual
report.

4. Continue health care coverage for yourself, Spouse or Dependents if there is a loss
of coverage under the Plan as a result of a Qualifying Event. You or your
Dependents may have to pay for such coverage. Review this summary plan
description and the documents governing the Plan on the rules governing your
COBRA continuation coverage rights.

5. In addition to creating rights for Plan participants ERISA imposes duties on the
people who are responsible for the operation of the Plan. The people who operate
your Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in
the interest of you and other Plan participants and Beneficiaries. No one, including
your Employer, your union, or any other person, may fire you or otherwise
discriminate against you in any way to prevent you from obtaining a health and
welfare benefit or exercising your rights under ERISA. If your claim for a health
and welfare benefit is denied or ignored in whole or in part, you must receive a
written explanation of the reason for the denial and you have the right to obtain
copies of documents relating to the decision without charge. You have the right to
have the Plan review and reconsider your claim. Under ERISA, there are steps you
can take to enforce the above rights. For instance, if you request materials from the
Plan and do not receive them within 30 days, you may file suit in a federal court.
In such a case, the court may require the Board of Trustees to provide the materials
and pay you up to $110 a day until you receive the materials, unless the materials
were not sent because of reasons beyond the control of the Board of Trustees. If
you have a claim for benefit that is denied or ignored, in whole or in part, you may
file suit in a state or federal court. In addition, if you disagree with the Plan’s
decision or lack thereof concerning the qualified status of a medical child support
order, you may file suit in federal court. If it should happen that Plan fiduciaries
misuse the Plan’s money, or if you are discriminated against for asserting your
rights, you may seek assistance from the U.S. Department of Labor, or you may
file suit in a federal court. The court will decide who should pay court costs and
legal fees. If you are successful the court may order the person you have sued to
pay these costs and fees. If you lose, the court may order you to pay these costs
and fees, for example, if it finds your claim is frivolous.

6. If you have any questions about your Plan, you should contact the Board of
Trustees. If you have any questions about this statement or about your rights under
ERISA, you should contact the nearest office of the Employee Benefits Security
Administration, U.S. Department of Labor, listed in your telephone directory or
the Division of Technical Assistance and Inquiries, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue N.W.,
Washington, D.C. 20210. You may also obtain certain publications about your
rights and responsibilities under ERISA by calling the publications hotline of
Employee Benefits Security Administration.

O. Termination of Trust Provisions. The Trust Fund shall remain in full force and effect

until terminated by the action of the Trustees. In the event of termination, the Trustees
shall:
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1. make provision out of the Trust Fund for the payment of expenses incurred up to
the date of termination of the Trust and expenses incident to such termination;

2. distribute the balance, if any, of the assets of the Trust Fund remaining in the hands
of the Trustees in such manner as they determine will carry out the purpose of the
Trust, including, but not limited to, the purchase of existing insurance benefits on
a pro rata basis or the transfer of such funds to a successor trust having the same
or similar purposes for the benefit of participants;

3. arrange for a final audit and report of their transactions and accounts for the
purpose of terminating their Trusteeship;

4. in any event, upon termination, the Trustees may transfer group insurance policies
and the balance, if any, of the assets of the Trust Fund remaining in the hands of
the Trustees, or any portion thereof, to the trustees of another fund established for
the purpose of providing substantially the same or greater group coverage than that
contemplated by the Plan or Plans; and

5. in no event shall any of the Fund, except for benefits due, revert to or be
recoverable by any participant, Employer or Union.

Mothers and Newborns. Group health plans and health insurance issuers generally may
not, under federal law, restrict benefits for any Hospital length of stay in connection with
childbirth for the mother or newborn child to less than 48 hours following a normal
delivery, or less than 96 hours following a cesarean section. However, federal law generally
does not prohibit the mother’s or newborn’s attending provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and issuers may not, under federal law, require that a
provider obtain authorization from the Plan or the insurer for prescribing a length of stay
not in excess of 48 hours (or 96 hours).

Women’s Cancer Rights. A federal law called the Women’s Health and Cancer Rights
Act of 1998 became effective for this Plan on September 1, 1999. Under this law, group
health plans, insurers, and HMOs that provide medical and surgical benefits in connection
with a mastectomy must provide benefits for certain reconstructive surgery. In the case of
a participant or beneficiary who is receiving benefits under the Plan in connection with a
mastectomy and who elects breast reconstruction, the law requires coverage in a manner
determined in consultation with the attending Physician and the Patient, for:

1. Reconstruction of the breast on which the mastectomy was performed,;

2. Surgery and reconstruction of the other breast to produce a symmetrical
appearance; and

3. Prostheses and treatment of physical complications at all stages of the mastectomy,
including lymphedemas,

If you have any questions about Plan coverage of mastectomies or reconstructive
surgery, please contact the Claims Office at the number at the front of the book.
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Mental Health Parity. This Plan complies with federal law, which generally does not
permit annual or lifetime dollar limits for mental health benefits to be lower than those that
apply to medical benefits. Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA) requires that the financial requirements for Coinsurance and Copayments as
well as other quantitative and qualitative limits for mental health and substance use disorder
conditions must be no more restrictive than those requirements for substantially all
medical/surgical benefits. MHPAEA requires specific testing to be applied to
classifications of benefits to determine the impact of these financial requirements on mental
health and substance use disorder benefits. Based upon the results of that testing, it is
possible that Coinsurance or Copayments that apply to mental health conditions and
substance use disorder conditions may be reduced.

Claims and Appeals Procedures.

1. These claims and appeals procedures supersede and replace all previous claims
and appeals procedures adopted by the Trustees, whether such procedures are
contained in a Plan Document, SPD, or separate documents. These procedures are
intended to comply with ERISA and the Internal Revenue Code, and all applicable
regulations. Any provision of these procedures that is determined to conflict with
such laws and regulations shall be deemed to be displaced by such laws and
regulations, which shall govern the claims and appeal process. All claims and
appeals for benefits are adjudicated in a manner designed to ensure the
independence and impartiality of the persons involved in making the decision. Any
participant or Beneficiary may request a copy of these procedures from the
Administrator for no charge, except that a reasonable copy charge may apply.
These are the procedures for when a Claim is denied and you want to appeal the
denial to the Board of Trustees.

2. Benefits will be paid by the Plan only if notice of the claim is made within 24
months from the date on which the claim was first incurred.

3. Important note regarding unofficial claims: Claims, inquiries, questions and
requests regarding eligibility, enrollment or available benefits made before the
expense is incurred are not “Claims” for purposes of this Section, and are not
subject to the Plan’s claims and appeals procedures, unless Prior Authorization is
required by the Plan. This is true even if these types of unofficial claims are
referred to as “claims” by the Administrator, Trustees or anyone acting on their
behalf. Such unofficial claims and questions will be responded to in a prompt
manner, but carry no obligation to apply these procedures and no right to appeal
under these procedures.

4. Making a Claim. There are no fees or charges to file a Claim or to appeal a benefit
decision. These procedures apply whenever a Claim for services that have already
been received by you is not granted in your favor. A “Claim” is a written request
by you, your authorized representative, or a health care provider, that the Plan pay
benefits. You may authorize another person to make a claim for you only in
writing, signed by you. However, in an Emergency, your Physician may make a
claim on your behalf. An oral request is not a claim, but a facsimile (“fax”) is
acceptable. Once a Claim is made by you or your authorized representative, the
rights of any other person or entity to make a claim for the same benefits are
terminated.
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Prior Approval for Treatment. These procedures also apply whenever you are
required to obtain Prior Approval before a course of treatment, which is also
considered a “Claim” You should review the Plan Sections that discuss your
treatment carefully to determine whether Prior Approval (or “Prior
Authorization”) is required and who to ask for approval,

Deciding a Claim. Whether a claim is granted in your favor will be determined
based on the Plan Documents. The Trustees have full discretion to interpret and
apply the Plan’s provisions. However, the provisions of the Plan will be interpreted
consistently in similar circumstances and similar past appeals, if any, will be
reviewed when your appeal is decided.

When Will Your Claim be Decided? The time periods in subsections (a) through
(d) apply to health care Claims. The time periods in subsection (e) apply to
disability benefit Claims. For all other types of Claims, the time periods set forth
in subsection (f) apply.

a. Urgent Care — If you have a claim for Urgent care and you provide
sufficient information to determine whether benefits are covered, your
Claim will be decided as soon as possible and not later than 24 hours after
the Plan receives your Claim. If you have a Claim for Urgent care and you
do not provide sufficient information to determine whether benefits are
covered, you will be told within 72 hours what additional information is
needed to decide your Claim. You will then have 48 hours to provide the
additional information. The Plan will notify you of its decision as soon as
possible and within 48 hours after (1) all necessary information is
provided, or (2) the 48 hours you have in which to provide the necessary
information ends, whichever is sooner.

b. Ongoing Treatment — If you are receiving ongoing treatment over a
period of time, and the Plan determines to reduce or discontinue that
treatment, you will receive notice early enough for you to appeal that
decision and receive a decision on your appeal before the ongoing
treatment is reduced or discontinued. If you are receiving ongoing Urgent
care treatment and make a Claim to continue such treatment, a decision
will be made within 24 hours after receipt of the claim.

C. Claims Made Before Treatment — If you make a Claim for benefits
before you receive the benefits, and neither (a) nor (b) above apply, your
Claim will be decided within a reasonable time no longer than 15 days
after receipt of your claim. However, an additional 15 days may be needed
if there are special circumstances beyond the Plan’s control. If so, you will
be given notice of the special circumstances before the end of the first 15
days and told whether additional information is needed to decide your
claim. You will have at least 45 days to provide the additional information.
Keep in mind that only where Prior Authorization is required will such a
request prior to receiving benefits be an official “Claim.”

When Prior Authorization is Required — The Plan will notify you if your

request for Prior Approval is not sufficient to be a “Claim” as soon as
possible, but in any event not later than 5 days (24 hours in a case of Urgent
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care), and tell you how to submit a proper claim for Prior Approval of
treatment. However, you must at least provide your name, medical
condition and a description of the treatment requested before the Plan will
be able to help you complete your claim.

d. Claims Made After Treatment — If you make a Claim for benefits after
you receive the treatment, and neither (a) nor (b) above apply, your Claim
will be decided within a reasonable time no longer than 30 days after
receipt of your Claim. However, an additional 15 days may be needed if
there are special circumstances beyond the Plan’s control. If so, you will
be given notice of the special circumstances before the end of the first 30
days and told whether additional information is needed to decide your
Claim. You will have at least 45 days to provide the additional
information.

e. Disability Benefit Claims — If you make a Claim for disability benefits,
your Claim will be decided within a reasonable time no longer than 45
days after receipt of your Claim. However, an additional 30 days may be
needed if there are special circumstances beyond the Plan’s control. If so,
you will be given notice of the special circumstances before the end of the
first 45 days and told the requirements for receiving benefits, any
unresolved issues, whether additional information is needed, and when a
decision is expected. You will have at least 45 days to provide the
additional information.

f. Other Claims — For all Claims for which the time frames in (a) through
(e) above do not apply, a decision will be made within a reasonable time
no longer than 90 days after receipt of your Claim. However, an additional
90 days may be needed if there are special circumstances beyond the
Plan’s control. If so, you will be given notice of the special circumstances
before the end of the first 90 days and stating when a decision is expected.

g. The time in which to make any Claim decision is extended during any time
in which the Plan is waiting to receive requested additional information.

Contents of Claim Denials — If your Claim is denied, you will be provided in a
culturally and linguistically appropriate manner in writing (via facsimile if you
wish):

a. the specific reasons for the denial;

b. the date of service;

c. the name of the health care provider;

d. the claim amount (if applicable);

e. notification that you may request, and the Plan will provide upon request,

the diagnosis code and treatment code, and their corresponding meanings;
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the reason for the denial, including any denial code, corresponding
meaning of such code and a description of the Plan’s standard, if any, that
was used in denying the claim;

the Plan provisions on which the denial is based and any internal rules or
guidelines that are not in the Plan, with copies of them;

a list of any additional information needed to obtain approval of your
claim, and why such information is needed;

if the denial relates to a claim involving urgent care, a description of the
expedited review process applicable to such claim;

areminder that these Claims and appeals procedures may be obtained from
the Administrator for no charge, except for reasonable copy charges, and
notice of your right to file a lawsuit if your appeal of the denial is denied;
and

if the denial is based on a Plan exclusion, information on how to request
an explanation of how the exclusion was applied and why;

if the denial is based on Medical Necessity or experimental treatment or
similar exclusion or limit, either an explanation of the scientific or clinical
judgment or a statement that such explanation will be provided free of
charge;

a description of available internal appeals and external review processes,
including information regarding how to initiate an appeal; and

information regarding the availability of, and contact information for, any
applicable office of health insurance consumer assistance or ombudsman
available to assist with internal claims and appeals and external review
processes.

in addition, with respect to a claim for disability benefits, the denial will
include:

) A discussion of the decision, including an explanation of the basis
for disagreeing with or not following: (i) the views presented by
the claimant to the plan of health care professionals treating you
and vocational professionals who evaluated you; (ii) the views of
medical or vocational experts whose advice was obtained on
behalf of the plan in connection with a claimant’s adverse benefit
determination, without regard to whether the advice was relied
upon in making the benefit determination; and (iii) a disability
determination regarding the claimant presented by the claimant to
the plan made by the Social Security Administration;

2) If the denial is based on a medical necessity or experimental

treatment or similar exclusion or limit, either an explanation of the
scientific or clinical judgment for the determination, applying the
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terms of the plan to your medical circumstances, or a statement
that such explanation will be provided free of charge upon request;

3) either the specific internal rules, guidelines, protocols, standards
or other similar criteria of the plan relied upon in making the
adverse determination or, alternatively, a statement that such
rules, guidelines, protocols, standards or other similar criteria of
the Plan do not exist; and

4) a statement that you are entitled to receive, upon request and free
of charge, reasonable access to, and copies of, all documents,
records, and other information relevant to your claim for benefits.

Appealing a Decision — You have the right to appeal any adverse Claim decision.
Please keep in mind that only where Prior Authorization is required by the Plan or
you have already received the service is there a “Claim” subject to these
procedures.

a.

For all Claims to which 7(f) above applies, a written appeal may be filed
within 60 days of notice of the Claim denial. You may submit any written
records you wish to be reviewed and you may obtain copies of any related
Plan records. Your appeal will be decided by the next regularly scheduled
meeting of the Board of Trustees that is at least 30 days after your written
appeal is received. If special circumstances require additional time to
process your appeal, you will be notified of those circumstances and a
decision will be made no later than the third meeting following receipt of
your written appeal. If your appeal is denied, you will receive written (or
electronic as permitted by law) notice, including the specific reasons,
reference to specific Plan provisions, and you may have access to all
records that were used in reaching the decision.

For Claims made to which 7(a) through (e) above apply, the following
appeals procedures apply.

(D) You have 180 days to appeal a Claim denial. No deference will be
given to the initial Claim denial. Your appeal will be decided by
an individual(s) who did not take part in the Claim denial and who
is not subordinate of such a person.

2) If your Claim involves a medical judgment, a health care
professional trained in the relevant field will be consulted; one
who did not take part in the Claim denial and who is not the
subordinate of such a person. You may also request the names of
medical professionals who gave advice on your Claim denial.

3) For Urgent care Claims, you may make a request for an expedited
appeal, orally or in writing, and all necessary information may be

exchanged by telephone, facsimile or other expeditious method.

4) Appeal for Urgent care Claims will be decided as soon as possible,
but not later than 72 hours after receipt of the appeal.
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(6)

(7

()

)

(10)

Appeals of Claims made before treatment will be decided within
a reasonable period of time, but not later than 30 days.

Appeals of Claims made after treatment and of Claims for
disability benefits will be decided by the next regularly scheduled
meeting of the Board of Trustees that is at least 30 days after your
written appeal is received. If special circumstances require
additional time to process your appeal, you will be notified of
those circumstances and a decision will be made no later than the
third meeting following receipt of your written appeal.

If your appeal is denied, you will receive written (or electronic as
permitted by law) notice, including the specific reasons, reference
to the specific Plan provisions, and you may have access to all
records that were used in reaching that decision.

If any internal rule, guideline, protocol, or other similar criterion
was used in the appeal denial, you will be told about it and may
have a copy of it; and, for disability claims, you will be told about
it and may have a copy or will be told that such do not exist. If the
denial is based on Medical Necessity or experimental treatment,
or the like, you may have a copy of whatever scientific or clinical
explanation was used in the determination. For disability claims,
this will include an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Plan to
your medical circumstances, or a statement that such explanation
will be provided free of change upon request. In addition, in the
case of an adverse benefit decision with respect to disability
benefits, the appeal denial will include a discussion of the
decision, including an explanation of the basis for disagreeing
with or not following: (i) the views presented by you of health care
professionals treating you and vocational professionals who
evaluated you; (ii) the views of medical or vocational experts
whose advice was obtained on behalf of the Plan in connection
with your appeal, without regard to whether the advice was relied
upon in making the benefit determination; and (iii) a disability
determination regarding you presented by you to the Plan made
by the Social Security Administration;

You will receive, free of charge, any new or additional rationale
and/or evidence considered, relied on, or generated by the Plan (or
at the direction of the Plan) in connection with your claim. You
will receive this rationale and/or evidence sufficiently in advance
of the date on which the notice of the adverse benefit
determination is required in order to give you a reasonable
opportunity to respond prior to that date.

The appeal denial will also provide the following disclosure
required by ERISA: “You and your Plan may have other
voluntary alternative dispute resolution options, such as
mediation. One way to find out what may be available is to contact
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10.

11.

your local U.S. Department of Labor Office and your state
insurance regulatory agency.”

(11)  The appeal denial will include information on your right to bring
an action under Section 502 of ERISA. If you are not satisfied
with the decision made on your appeal, you may file a lawsuit in
federal court against the Plan. However, you must complete the
appeal to the Trustees before you may file a lawsuit. You will have
90 days after completing the appeals process, including any
applicable external review as provided for in Sections 11 and 12,
and being denied to file suit, after which your Claim will be
waived. In the case of a plan providing disability benefits, the
appeal denial will include a description of any applicable
contractual limitations period that applies to your right to bring
such an action, including the calendar date on which the
contractual limitations period expires for the claim.

Exhaustion of Remedies — No legal or equitable action for benefits under this
Plan shall be brought unless and until the Claimant, in accordance with the
foregoing claims and appeal procedures:

a. as submitted a written Claim for benefits;
b. has been notified that the Claim is denied (or the Claim is deemed denied);
C. has filed a written appeal for review; and
d. has been notified in writing that the denial of the Claim has been confirmed

(or the claim is deemed denied on review).

Standard External Review — You may request, in writing, an independent
external review of certain claim denials. However, a claim denial that relates to
your failure to meet the Plan’s eligibility requirements does not entitle you to an
external review.

a. Request for External Review — You may request an external review
only after completing the Plan’s internal claims and appeals procedures.
You must request an external review within 120 days after the date that
you receive the Plan’s final written decision.

b. Preliminary Review — Within five (5) business days after receiving your
request, the Plan will complete a preliminary review to determine whether:

(D you are or were covered under the Plan at the time the health care
item or service was requested or provided:

2) your claim denial does not relate to whether you meet the
requirements for eligibility under the terms of the Plan:

3) you have completed the Plan’s internal claims and appeals process
unless, under the regulations, you are not required to:
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4) you have provided all the information and forms required to
process and external review.

Within one (1) business day after completing the preliminary
review, the Plan will provide you with written notification. If your
request is complete but not eligible for external review, the
notification will include the reasons you cannot seek external
review and contact information for the Employee Benefits
Security Administration. If the request is not complete, the
notification will describe the information or materials needed to
complete your request. You may complete your request within the
120-day request period or, within the 48-hour period after you
receive the notification, whichever is later.

Referral to Independent Review Organization — If it is determined that
your request is eligible for external review, the Plan will assign an
Independent Review Organization External (“IRO”) to conduct your
external review. External reviews are randomly assigned to one of the
IROs that are contracted with the Plan. Within five (5) business days of
referral to the IRO, the Plan will provide the IRO with any documents and
information considered in denying your appeal.

Independent Review — The IRO will notify you in writing whether your
request has been accepted for external review. This notice will inform you
that you may submit in writing, within ten (10) business days following
the date of receipt of the notice, additional information that the IRO must
consider when conducting the external review.

The IRO will review all of the information and documents it receives
within the time limit. In addition, the IRO will consider the following
items, to the extent they are available and the IRO considers them
appropriate:

(D) your medical records;
2) your attending health care professional’s recommendations;
3) reports from appropriate health care professionals and other

documents submitted by you, your treating provider or the Plan;

4) the terms of the Plan to ensure that the IRO’s decision is not
contrary to the terms of the Plan, unless the terms are inconsistent
with applicable law;

(5) appropriate practice guidelines, which must include applicable
evidence based standards and may include any other practice
guidelines developed by the federal government, national or
professional medical societies, boards and association;
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(6)

(7

any applicable clinical review criteria developed and used by the
Plan, unless the criteria are inconsistent with the terms of the Plan
or with applicable law; and

the opinion of the IRO’s clinical reviewer or reviewers after
considering the information to the extent the information or
documents are available and the clinical reviewer or reviewers
consider appropriate.

Notice of External Review Decision — The IRO must provide written
notice of the final external review decision within 45 days after the IRO
receives the request for external review. The IRO must deliver the notice
of final external review decision to you and the Plan. The decision will

contain:

(1

2)

3)

“

)

(6)
(7

a general description of the reason for the request for external
review, including information sufficient to identify the claims
(including the date or dates of service, the health care provider,
the claim amount, the diagnosis code and its corresponding
meaning, the treatment code and its corresponding meaning, and
the reason for the previous denial);

the date the IRO received the assignment to conduct the external
review and the date of the IRO’s decision;

references to the evidence or documentation, including the
specific coverage provisions and evidence based standards,
considered in reaching its decision;

a discussion of the principal reason or reasons for its decision,
including the rationale for its decision and any evidence based
standards that were relied on in making the decision;

a statement that the determination is binding except to the extent
that other remedies may be available under state or federal law to
either you or the Plan;

a statement that judicial review may be available to you; and
current contact information, including phone number, for any

applicable office of health insurance consumer assistance or
ombudsman.

Effect of Reversal of Plan’s Decision — If the IRO reverses the denial of
your appeal, the Plan must immediately provide coverage or payment
(including immediately authorizing or immediately paying benefits) for
the claim.
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12.

Expedited External Review.

a.

Request for Expedited External Review — You may make a request for
an expedited external review, if you receive:

(D) a claim denial that involves a medical condition for which the time
for completing the expedited internal appeal would seriously
jeopardize your life or health or would jeopardize your ability to
regain maximum function, provided that you have also filed a
request for an expedited appeal with the Plan; or

2) a claim denial that has been upheld by the Plan, if you have a
medical condition for which the time for completing the standard
external review would seriously jeopardize your life or health or
would jeopardize your ability to regain maximum function, or if
the claim denial concerns an admission, availability of care,
continued stay, or health care item or service for which you
received Emergency Services, but for which you have not been
discharged from a facility.

Preliminary Review — Once the request is received, the Plan must
immediately determine whether the request meets the reviewability
requirements for standard external review. The Plan must immediately
send you a notice that meets the requirements for standard external review
of its eligibility determination.

Referral to Independent Review Organization — If it is determined that
your request is eligible for external review, the Plan must assign an IRO
pursuant to the requirements for standard review. The Plan must provide
all necessary documents and information considered in making the claim
denial to the IRO.

Independent Review — The assigned IRO must consider the information
or documents described in the standard review procedures, to the extent
the information or documents are available and the IRO considers them
appropriate.

Notice of External Review Decision — The IRO must provide notice of
the final external review decision, in accordance with the requirements for
standard review, within 72 hours after the IRO receives the request. If the
notice is not in writing, within 48 hours after the date of providing notice,
the IRO must provide written confirmation of the decision to you and the
Plan.

Privacy of Protected Health Information.

1.

The Trustees and appropriate professionals retained by the Plan, may, to the extent
necessary and in accordance with federal and state privacy laws (to the extent
applicable) and the Plan’s HIPAA Policies and Procedures, have access to such
Protected Health Information (or “PHI”) regarding participants and Beneficiaries
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as is reasonably necessary to make eligibility, payment, claims and appeals
decisions, or as otherwise necessary to the administration of the Plan.

a.

The Trustees shall develop HIPAA Policies and Procedures in accordance
with HIPAA and other applicable laws, and shall furnish to each
participant and Beneficiary a Notice of Privacy Practices. Such policies
and practices shall be consistent with applicable federal and state laws.

The following are permitted and required uses and disclosures of Protected
Health Information, as that term is defined in HIPAA, that may be made
by the Plan sponsors, the Board of Trustees.

(D The Board of Trustees may make the following permitted and
required disclosures of Protected Health Information. All
disclosures shall be of the Minimum Necessary information, as
that term is defined under HIPAA, except in the case of
Subsections (o) through (s) below.

Permitted disclosure purposes:

(a)

(b)
(©)

(d)
(e)

®
(9]
(h)
(i)
()

(k)

as necessary for claims payment, Plan operations and
treatment, including for the purpose of deidentifying
information for further permitted disclosure.

determining eligibility and amount of benefits.

determining Medical Necessity, utilization reviews, and
pre-certifications.

coordination of benefits.

processing claims, auditing claims, investigating claims,
responding to participant inquiries regarding claims, and
insuring proper claims payment.

Subrogation and other third-party recovery processing.
determining proper Employer contributions.

processing and determining stop loss coverage.

claims and appeals processing.

quality assessment, case management, provider rating,
under-writing and premium rating and other related
activities, except that the Plan will not use or disclose
Protected Health Information that is genetic information

for underwriting purposes.

legal and auditing services, including Plan compliance.
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(m)
(n)
(0)
(9]

(@

Plan design analysis, including cost analysis and Plan
change evaluations.

implementation of HIPAA and other applicable laws.
tax and other regulatory filings.
disclosures to the covered individual.

disclosures that are subject to a specific written
authorization from the covered individual.

uses that are incident to a use or disclosure otherwise
permitted or required by law.

Required Disclosures:

2)

(r)

(s)

to the covered individual, when requested, to the extent
required by law.

to the Secretary of Health and Human Services, when
requested.

Further, the Board of Trustees will:

(a)

(b)

(©)

(d)

(e)
®

(2

not use or further disclose the information other than as
permitted or required by the Plan’s HIPAA Policies and
Procedures, or as required by law.

ensure that any agents, including a subcontractor, to
whom it provides PHI received from the Plan agree to the
same restrictions and conditions that apply to the Trustees
with respect to such information.

not use or disclose the information for employment-
related actions and decisions or in connection with any
other benefit or employee benefit plan of the plan sponsor.

report to the Plan any use or disclosure of the information
that is inconsistent with the uses or disclosures provided
for of which it becomes aware.

make available PHI in accordance with HIPAA.

make available protected health information for
amendment by participants and Beneficiaries and
incorporate any amendments to PHI in accordance with
HIPAA.

make available the information required to provide an

accounting of nonroutine disclosures in accordance with
HIPAA.
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“

(h) make its internal practices, books, and records relating to
the use and disclosure of PHI received from the Plan
available to the Secretary of Health and Human Services
or any other officer or Employee of HHS to whom the
authority involved has been delegated for purposes of
determining compliance by the Plan with the regulations
requiring the Plan’s HIPAA Policies and Procedures and
this Subsection.

(1) to the extent feasible, return or destroy all PHI received
from the Plan that the Trustee(s) still maintain in any form
and retain no copies of such information when no longer
needed for the purpose for which disclosure was made,
except that, if such return or destruction is not feasible,
limit thither uses and disclosures to those purposes that
make the return or destruction of the information
infeasible.

() ensure the adequate separation required by the following
Subsection.

The Board of Trustees and the Plan shall be treated as separate and
distinct entities for purposes of these privacy rules. To that end,
only the Administrator and its employees, including claims
adjusters, benefits and eligibility staff, and accounting personnel
shall be authorized by the Trustees to have access to Personal
Protected Health Information and such access shall be solely for
the specific Plan-related functions performed by such persons or
entities.

Noncompliance. In the event any person or entity to which the
Plan has provided Protected health Information in accordance
with this Subsection uses or discloses such information in a
manner inconsistent with the Plan, its HIPAA Policies and
Procedures, or applicable law, the Trustees shall have the right to:

(a) notify such person or entity in writing of such violation
and demand immediate correction and remedial measures
be taken to correct such use or disclosure;

(b) assess against such person or entity the actual costs of the
corrective or remedial action described above;

(©) send a letter of reprimand to any such person or entity that
repeatedly commits such violations; and

(d) take such additional appropriate action including, to the
extent feasible, terminating the Plan’s relationship with
such person or entity, or reporting such violations to the
Secretary of Health and Human Services.
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®)] Security of ePHI. The Trustees shall (1)implement
administrative, physical and technical safeguards that reasonably
and appropriately protect the confidentiality, integrity, and
availability of the electronic protected health information
(“ePHI”) (if any) that they create, receive, maintain or transmit on
behalf of the Plan; (2) ensure that the adequate separation required
between the Trustees and the Plan, is supported by reasonable and
appropriate security measures; (3) ensure that any agent,
including a subcontractor, the whom it provides this information
agrees to implement reasonable and appropriate security measures
to protect the information; and (4) report to the full Board of
Trustees any security incident of which any Trustee becomes
aware. It is expected, however, that no Trustee shall engage in any
of the aforementioned activity with regard to ePHI.

For information regarding the Plan’s Claims and Appeals Procedures, and your rights
and deadlines to dispute a Claim denial, please refer to pages 157-166.
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