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(d) The Employee's last Employer stops contributing to the Trust and makes a group 
health plan available for its employees previously covered by the Trust. In this 
situation, the group health plan maintaiTled by the Employee's last Employer has 
the obligation to make COBRA continuation coverage available to any qualified 
beneficiary who is receiving COBRA continuation coverage from the Trust on the 
day before the cessation of Contributions by the Employer and whose last 
employment prior to the qualifying event was with the Employer; 

(e) After electing COBRA continuation coverage, a qualified beneficiary becomes 
entitled to Medicare (Part A, Part B, or both); or 

(f) During a disability extension period (explained on page 33), the disabled 
qualified beneficiary is determined by the Social Security Administration to no 
longer be disabled. In this circumstance, COBRA continuation coverage will be 
terminated for all qualified beneficiaries who are receiving extended COBRA 
continuation coverage under the disability extension as of the later of (i) the first 
day of the month that is more than thirty (30) days after the final determination 
by the Social Security Administration that the qualified beneficiary is no longer 
disabled; or (ii) the end of the COBRA continuation coverage period that applies 
without regard to the disability extension period. 

A qualified beneficiary must notify the Plan Administrator in writing within thirty (30) days if, 
after electing COBRA continuation coverage, he becomes entitled to Medicare (Part A, Part B or 
both), becomes covered under another group health plan that does not impose any exclusion for 
a pre-existing condition, or is determined by the Social Security Administration to no longer be 
disabled. Follow the Notice Procedures on page 31 of the Benefit Booklet. 

AUTOMATIC COBRA CONTINUATION COVERAGE FOR AN EMPLOYEE'S SPOUSE AND 

DEPENDENT CmLDREN IN CERTAIN CIRCUMSTANCES 

When an Employee elects COBRA continuation coverage, coverage for his Dependents will 
continue automatically unless a Dependent independently declines COBRA continuation 
coverage. If the Employee chooses not to elect COBRA continuation coverage, a Dependent may 
still elect COBRA continuation coverage. Of course, in all circumstances, anyone electing 
COBRA continuation coverage must pay the required premium. 
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rviORE INFORMATION ABOUT INDIVIDUALS WHO MAY BE QUALIFIED BENEFICIARIES 

Children Born to or Placed for Adoption with the Employee during the COBRA Period. A 
child born to, adopted by or placed for adoption with an Employee during a period of COBRA 
continuation coverage is considered to be a qualified beneficiary provided the Employee has 
elected COBRA continuation coverage. The child's COBRA continuation coverage begins when 
the child is properly enrolled, and lasts for as long as COBRA contirtuation coverage lasts for 
other family members of the Employee. To be enrolled for Plan coverage, the child must satisfy 
the otherwise applicable eligibility requirements (for example age). 

Alternate Recipients under Qualified Medical Child Support Orders_ A child of an Employee 
who is receiving Plan benefits pursuant to a Qualified Medical Child Support Order is entitled 
to the same rights under COBRA as a Dependent child of the Employee regardless of whether 
that child would otherwise be considered a Dependent. 

IF You HAVE QUESTIONS 

Questions concerning Your Plan or COBRA contirtuation coverage rights should be addressed 
to the Plan Administrator whose address and telephone number are listed below. For more 
infonnation about Your rights under the Employee Retirement Income Security Act, including 
COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health 
plans, contact the nearest Regional or District Office of the US. Department of Labor's 
Employee Benefits Security Administration (EBSA) in Your area or visit www.do1.gov/ebsa. 
Addresses and phone numbers of Regional and District EBSA Offices are available through the 
EBSA's website. For more information about options available through the Health Insurance 
Marketplace, visit www.healthcare.gov. 

KEEP THE PLAN ADMINISTRATOR INFORMED OF ADDRESS CHANGES AND CHANGES IN 

FAMILY STATUS 

In order to protect Your famjJy's rights, You shou1d keep the Plan Administrator informed of 
any changes in the addresses of family members or if You acquire a new Dependent. You 
should also keep a copy of any notices You send to the Plan Administrator. 

The Plan Administrator 

The name, address} telephone number} and website of the Plan Administrator are: 
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BeneSys, Inc. 
1220 SW Morrison Street, Suite 300 
Portland} OR 97205 
503-224-0048 
800-205-7002 

www.598benefits.aibpa.com 
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MEDICAL BENEFITS 

Ihe medical and Prescription Dmg benefits are available to Employees and their Dependents. 
Ihe Prescription Drug benefit is described on page 68 of the Benefit BookIet. 

SUMMARY OF THE MEDICAL BENEFITS 

Following this summary is more detailed information concerning the medical benefits. In the 
event of a conflict between the summary and the detailed information, the detailed information 
controls. 

BENEFIT 
PPO PROVIDERS NON-PPO PROVIDERS 

(In-Network) (Out-of-Network) 

Calendar Year Deductible-
Employees and Dependents 

Individual $750.00 
Family $2,250.00 

Calendar Year Out-of-Pocket 
Maximum for Medical 

Individual $3,000.00 

Family $6,000.00 

Calendar Year Out-of-Pocket 
Maximum for Outpatient 
Prescription Drugs 

Individual $1,500.00 

Family $3,000.00 Not applicable. 

Preventative Care Services 100% of Negotiated Rate. 60% of U suaJ. and Customary 
Deductible waived. Charge or Global Charge 

after Deductible. 

Outpatient Diabetic 100% of Negotiated Rate. 100% of the Usual and 
Instruction Deductible waived. Customary Charge or Global 

Charge. Deductible waived. 

PhysicianlProvider Office $25.00 Co-Payment then 60% of Usual and Customary 
Visit 100% of Negotiated Rate. Charge or Global Charge 

Deductible waived. after Deductible. 

T elephonicIVideo Physician 100% of the charge is paid through October 31,2016. Effective 
Visit through Teladoc November 1, 2016, there is a $10.00 Co-Payment. Deductible 

waived. Must use the Teladoc network. 
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BENEFIT 
PPO PROVIDERS NON-PPO PROVIDERS 

(In-Network) (Out-of-Network) 

Independent Radiology, 80% of Negotiated Rate after 60% of Usual and Customary. 
Pathology, X-Ray and Lab Deductible. Charge or Global Charge i 

after Deductible. 

Complex Radiology 80% of Negotiated Rate after 60% of Usual and Customary 

(MRI, CT, PET, SPECT scans) Deductible. Charge or Global Charge 
after Deductible. 

Outpatient Rehabilitation 80% of Negotiated Rate after 60% of Usual and Customary 

Services Deductible. Charge or Global Charge 
after Deductible. 

Limit 60 visits per Calendar Year, PPO Providers and Non-
PPO Providers combined. 

Inpatient Rehabilitation 80% of Negotiated Rate after 60% of Usual and Customary 

Services Deductible. Charge or Global Charge 
after Deductible. 

Limit 60 days per Calendar Year, PPO Providers and N on-
PPO Providers combined. 

Developmental Care 80% of Negotiated Rate after 60% of Usual and Customary 

Deductible. Charge or Global Charge 
after Deductible. 

Non-Surgical Spinal 80% of Negotiated Rate after 60% of Usual and Customary 

Treatment Deductible. Charge or Global Charge 
Chiropractic Benefit after Deductible. 

Limit 12 visits per Calendar Year, PPO Providers and Non-
PPO Providers combined. 

Alternative Provider Benefit 80% of Negotiated Rate after 60% of Usual and Customary 

(Acupuncture, Massage Deductible. Charge or Global Charge 
Therapy and Naturopathic after Deductible. 

Care) Limit 12 visits per Calendar Year, PPO Providers and Non-
PPO Providers combined. 

TMJ and Jaw Joint Disorder 80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

Lifetime limit of $5,000, PPO Providers and Non-PPO 
Providers combined. 

Infertility Testing 80% of the Negotiated Rate 60% of the Usual and 

(Including testing and drugs, after Deductible. Customary Charge or Global 

but no coverage for reversal Charge after Deductible. 

of sterilization, artificial Lifetime limit of $7,000 for medical and $3,000 for 
insemination or in-vitro) Prescription Drugs, PPO Providers and Non-PPO Providers 

combined. 
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BENEFIT 
PPO PROVIDERS NON-PPO PROVIDERS 

(In-Network) (Out-of-Network) 

Maternity Services (Prenatal, 80% of Negotiated Rate after 60% of Usual and Customary 
delivery and postnatal) Deductible. Charge or Global O"large 

after Deductible. 

Physician Surgical Services- 80% of Negotiated Rate after 60% of Usual and Customary 
Inpatient & Outpatient Deductible. Charge or Global Charge 

after Deductible. 

Inpatient Hospital 80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

Organ Transplant Benefit 80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Must use an Charge or Global Charge 
Aetna designated Institute of after Deductible. 
Excellence 

Maximum benefit for a donor is $10,000 (PPO Providers and 
Non-PPO Providers combined) 

Urgent Care Center $25.00 Co-Payment then 60% of Usual and Customary 
100% of Negotiated Rate. Charge or Global Charge 
Deductible waived. after Deductible. 

Hospital Emergency Room $75.00 Co-Payment then 80% $75 Co-Payment then 80% of 

Services of Negotiated Rate after Usual and Customary Charge 
Deductible. Co-Payment or Global Charge after 
waived if admitted to Deductible. Co-Payment 
HospitaL waived if admitted to 

Hospital. 

Ambulance 80% of Negotiated Rate. 80% of Usual and Customary 
Deductible waived. Charge or Global Charge. 

Deductible waived. 

Durable Medical Equipment 80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

Prosthetics 80% of the Negotiated Rate 60% of Usual and Customary 
(Artificial Limbs and Eyes) after Deductible. Charge or Global Charge 

after Deductible. 

Replacement limited to once per five years, PPO Providers 
and N on-PPO Providers combined. 
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I BENEFIT 

Chemical Dependency 

<> Inpatient and Residential 
Day Care 

l1li Outpatient 

Mental and Nervous 
Disorders 

• Inpatient and Residential 
Day Care 

l1li Outpatient 

Hospice Care 

.. Inpatient 

.. Outpatient 

Skilled Nursing Care 
Facility 
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PPO PROVIDERS 
(In-Netvvork) 

NON-I'PO PROVIDERS 
(Out~of-N etwork) 

80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

$25.00 Co-Payment then 60% of Usual and Customary 
100% of Negotiated Rate. Charge or Global Charge 
Deductible waived. after Deductible. 

80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

$25.00 Co-Payment then 60% of Usual and Customary 
100% of Negotiated Rate. Charge or Global Charge 
Deductible waived. after Deductible. 

80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

Not covered except in lieu of 
inpatient hospitalization. If 
covered, 80% of Negotiated 
Rate after Deductible. 

Not covered except in lieu of 
inpatient hospitalization. If 
covered, 60% of Usual and 
Customary Charge or Global 
Charge after Deductible. 

Limit 100 days per Calendar Year, PPO Providers and Non­
PPO Providers combined. 



PPO PROVIDERS NON-PPO PROVIDERS 
BENEFIT 

(In-Network) (Out-of-Network) 

Home Health Care 80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

Limit 130 visits per Calendar Year, PPO Providers and Non-
PPO Providers combined. 

Outpatient Facility Services 80% of Negotiated Rate after 60% of the Usual and 
Deductible. Customary Charge or Global 

Charge after Deductible. 

Tubal Ligations and 80% of Negotiated Rate after 60% of the Usual and 
Vasectomies (but not the Deductible. Customary Charge or Global 

reversal of these procedures) Charge after Deductible. 

Alternative Care Coverage 80% of Negotiated Rate after 60% of the Usual and 
Deductible. Customary Charge or Global 

Charge after Deductible. 

Clinical Trials Benefit 80% of Negotiated Rate after 60% of Usual and Customary 
Deductible. Charge or Global Charge 

after Deductible. 

All Other Medical Coverage 80% of Negotiated Rate after 60% of the Usual and 
Deductible. Customary Charge or Global 

Charge after Deductible. 

INTRODUCTION 

Subject to all provisions of the Benefit Booklet including the EXCLUSIONS AND 
LIMITATIONS section, if a Covered Person, while enrolled for Medical Coverage, incurs 
Covered Services for the treatment of an Injury or Sickness that is Medically Necessary or for. 
Preventive Care Services, the Trust will pay a percentage of the Covered Services as described 
in the SUMMARY OF THE MEDICAL BENEFITS section after the Deductible and/or Co­
Payment, if applicable, has been met Once the Out-of-Pocket Maximum has been met, the Trust 
will pay 100% of the Negotiated Rate for a PPO Provider or 100% of the Usual and Customary 
Charge or Global Charge for a Non-PPO Provider for the remainder of the Calendar Year except 
for those benefits which have lower maximums or other limitations. The Deductible and Out-of­
Pocket Maximum are described below. 

PPO Network When You seek medical care from a Provider, Hospital, facility, or clinic that is a 
member of the PPO Network and the medical care is a Covered Service that is Medically 
Necessary or for Preventive Care Services, You will normally have lower out-of-pocket costs. 
This is because the Providers, Hospitals, facilities, and clinics in the PPO Network have 
contracted to provide services at Negotiated Rates. Be sure to present Your identification card 

whenever You seek medical services. 
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How the pro Network Works. Any lime You need to see a Provider or be admitted to a 
Fiospital, facility, or clinic, consult the PPO Network by USlllg the Aetna PPO Network website 
at www.aetna.com and (i) click on "find a doctor"; (ii) go to the bottom right and select "search 
our public directory"; (iii) III the "what are You looking for" area, You can put in what You are 
searching for-doctor, hospital, etc.; (iv) in the "where" area, You should put in Your zip code 
or Your city and state. You can also search by category such as type of health care provider and 
medical condition; (v) You will be asked to select a plan. Select "Aetna Choice POS II (Open 
Access)," then click "Continue"; (vi) You will receive results based on Your requested provider 

type, plan, and location. 

Non-PPO Providers. If You choose a Provider, Hospital, facility, or clinic that is a Non-PPO 
Provider, You are not required to switch to a Provider, Hospital, facility, or clinic that is a 
member of the PPO Network. However, You will normally pay greater out-of-pocket costs 
when You receive services from a Non-PPO Provider. 

Non-PPO Provider Discounts. The Trust and Aetna have arrangements with organizations that 
attempt to obtain discounts for Your medical bills if the Provider, Hospital, facility, or clinic is a 
Non-PPO Provider. For example, assume You have met Your Deductible for the Calendar Year 
and a Non-PPO Provider charged $200. Under normal circumstances, You would pay sixty 
percent (60%) of the Usual and Customary Charge or Global Charge of the bill ($120.00) and the 
Trust would pay forty percent (40%) of the bill ($80). The Trust and Aetna may attempt to 
obtain a discount from the Non-PPO Provider who would, for example, agree to accept $150 in 
full payment of the Covered Charge. Under this scenario, You would pay sixty percent (60%) of 
the bill ($90) and the Trust would pay forty percent (40%) of the bill ($60). 

Inadequate PPO Network There may be instances where there is an inadequate PPO Network 
in Your area. Under the criteria described below, the Trust will pay a Non-PPO Provider at the 
PPO Provider rate for Covered Services that are Medically Necessary or Preventative Care 
Services. In order for this to occur, the following must occur: 
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or The Non-PPO Provider must contact Aetna at its provider service center (888-632-3862) 
before Your appointment or admission and request the Non-PPO Provider's bill be paid 
at the PPO Provider rate. If Aetna determines, based on Your medical circumstances and 
the extent of the PPO Network in Your area, that there is an inadequate PPO Network in 
Your area, it may authorize the Trust to pay a Non-PPO Provider at the PPO Provider 
rate for Covered Services. 
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PAYMENT OBLIGATION IF You USE A PPO PROVIDER 

You are required to pay the DeducHble and/or Co-Payment for the particular benefit as set forth 
in the SUMMARY OF MEDICAL BENEFITS section. TIlereafter, the Trust pays a percentage of 
the Covered Services at the Negotiated Rate and You pay the Co-Insurance until You reach the 
Out-of-Pocket Maximum for the Calendar Year except for those benefits that have lower 
maximums or other limitations. 

PAYMENT OBLIGATION IF You USE A NON-PPO PROVIDER 

You are required to pay the Deductible and/or Co-Payment for the particular benefit as set forth 
ill the summary. TIlereafter, the Trust pays a percentage of the Covered Services at the Usual 
and Customary or Global Charge and You pay the Co-Insurance until You reach the Out-of­
Pocket Maximum for the Calendar Year except for those benefits that have lower maximums or 

other limitations. 

DEDUCTIBLE 

Many of the medical benefits are subject to a Calendar Year Deductible. The per person 
Deductible is $750 of Covered Services ill a Calendar Year_ TIle family Deductible is $2,250 of 
Covered Services ill a Calendar Year. Once $2,250 family Deductible has been paid for Covered 
Services durillg a Calendar Year by family members, no other family member must satisfy the 
Deductible for the remainder of that Calendar Year. 

CALENDAR YEAR OUT-OF-POCKET MAXIMUM 

After Medical Co-Payments, Deductible, and Co-Insurance (does not illclude Prescription Drug 
Co-Payments) paid by a Covered Person reach $3,000 ill a Calendar Year (or $6,000 for a 
family), the Trust will pay 100% of the Covered Services for the treatment of an Injury or 
Sickness that is Medically Necessary and Preventive Care Services at the Negotiated Rate for a 
PPO Provider or at the Usual and Customary Charge or Global Charge for a Non-PPO Provider 
for the remainder of the Calendar Year except for those benefits which have lower maximums 
or other limitations. TIle Out-of-Pocket Maximum combilles the Co-Payments, Deductibles and 
Co-Insurance You pay to PPO Providers and Non-PPO Providers. The Out-of-Pocket Maximum 
does not illclude amounts You pay for non-covered charges, charges above the Medical Plan's 
allowed limits, charges above the Usual and Customary Charge or Global Charge or Co­
Payments for Prescription Drug benefits, dental benefits or vision benefits. 
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PRECERTIFICATION RECOMMENDATIONS 

Precertification by Aetna is recommended for certain services such as inpatient stays, outpatient 
surgery, and other medical procedures described below. Precertification is a process that helps 
You and Your Provider determine whether the services being recommended are Covered 
Services under the Plan. It also allows Aetna to help Your Provider coordinate Your transition 
from an inpatient setting to an outpatient setting (called discharge planning) and to inform You 
about specialized programs or case management when appropriate. 

You do not need to precertify services provided by a PPO Provider. pro Providers are 
responsible for obtaining necessary precertification for You. 

When You go to a Non-PPO Provider, it is Your responsibility to obtain precertification from 
Aetna for any services or supplies from the precertification list described below. 

Prior to being hospitalized or receiving certain other medical services or supplies, there are 
certain precertification procedures that should be followed if You use a Non-PPO Provider. 

You, a family member, a Hospital staff member, or Your Provider should notify Aetna to 
precer6iy the admission or medical services and expenses prior to receiving any of the services 
or supplies for which pre certification is recommended in accordance with the timelines below. 
To obtain pre certification, call Aetna at the telephone number listed on Your identification care. 

Type of Athnission 

For non-emergency 
admissions 

• For an emergency 
outpatient medical 
condition 

• For an emergency Hospital 
admission 

For an urgent Hospital 
admission 

For outpatient non­
emergency medical services 
reg uiring precertification 

Time for Pre certification 

Call Aetna and request pre certification from Aetna at least 14 
days before the date You are scheduled to be admitted. 

Call Aetna prior to the outpatient care, treatment or procedure if 
possible, or as soon as reasonably possible. 

Call Aetna within 48 hours, or as soon as reasonably possible 
after You have been admitted. 

I Call Aetna before You are scheduled to be admitted. An urgent I 

admission is a Hospital admission due to the onset of or change . 
• in a Sickness; the dia osis of a Sickness or an In'u . 

Call Aetna and request pre certification at least 14 days before the 
. outpatient care is provided, or the treatment or procedure is 
! scheduled. 

----------------------------------------------~ 

Aetna will provide written notification to You and/or Your Provider of the precertification 
decision. If Your precertified service is approved, the approval is good for sixty (60) days, as 
long as You remain enrolled in the Plan. 
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When You have an inpatient admission to a facility, and have applied for precertification, Aetna 
will notify You, Your Provider and/or the facility about Your precertified length of stay. If Your 
Provider recommends that Your stay be extended, additional days will need to be certified. 
You, Your Provider or facility will need to call Aetna at the number on Your identification card 
as soon as reasonably possible, but no later than the final authorized day_ Aetna will review and 
process the request for an extended stay_ You and Your Provider will receive notification of an 

approval or denial. 

If precertification determines that the stay or services and supplies are not Covered Services, the 
notification will explain why, and how Aetna's decision can be appealed. You or Your Provider 
may request a review of the pre certification decision by following the CLAIM APPEAL 
PROCEDURES in the Benefit Booklet. 

Services and Supplies where Precertification IS Recommended. Pre certification IS 

recommended for the following types of medical expenses: 
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(a) Stays in a Hospital; 

(b) Stays in a Skilled Nursing Facility; 

(c) Stays in a rehabilitation facility; 

(d) Stays in a hospice facility; 

(e) Outpatient hospice care; 

(f) Stays in a residential treatment facility for treatment of Chemical Dependency 
and Mental and Nervous Di<;orders; 

(g) Partial hospitalization programs for Chemical Dependency and Mental and 
Nervous Disorders; 

(h) Home health care; 

(i) Private duty nursing care; 

(j) Applied behavioral analysis; 

(k) Biofeedback; 

(1) Electroconvulsive therapy; 

(m) Neuropsychological testing; and 
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(n) Outpatient surgery. 

How Failure to Pre certify May Affect Your Benefits. The chart below illustrates the effect o.n 
Your benefits if precertification is not obtained and You use a Non-PPO Provider. 

If Precertification is: Then the Covered Services are: 

Requested and approv~ed~"~. ------------r' ~C~o~v~e_r_ed_,_. ______________ ----1 

, Requested and denied. Not covered, may be appealed. 
"--_ .... 

Not requested, but would have been covered Covered. 
if requested. 

Not requested, but would not have been Not covered, may be appealed. 

covered if requested. 

PREVENflVE CARE SERVICES 

PPO In Network. Deductible waived. Covered Services paid at 100% of the Negotiated Rate. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. The Plan covers Preventive Care Services as follows: 

47 

(a) Evidence based items or services that have in effect a rating of" A" or "B" in the 
current recommendations of the U.S. Preventive Services Task Force with respect 
to the Covered Person. Examples of preventive care services include blood 
pressure and cholesterol screening, diabetes screening for individuals with 
hypertension, various cancer and sexually transmitted infection screenings, and 
counseling in defined medically appropriate areas. 

(b) Immunizations for routine use in children, adolescents, and adults that have in 
effect a recommendation from the Advisory Committee on Immunization 
Practices of the Centers for Disease Control and Prevention with respect to the 
Covered Person. 

(c) 

(d) 

For infants, children, and adolescents, evidence informed preventive care and 
screening provided for in the comprehensive guid elines supported by the Health 
Resources and Services Administration (HRSA). 

For women, evidence informed preventive care and screening provided for in 
the comprehensive guidelines supported by HRSA. Examples of covered services 
include annual well-women visits, contraceptive methods and counseling, and 
breastfeedjng support. 
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(e) The Plan only covers a Preventative Care Service when it is provided in 

accordance with the applicable recommendation or guideline. The Plan may use 
reasonable medical management techniques to determine the frequency, method, 
treatment, or setting for an item or service described in this section to the extent 
not specified in the applicable recommendation or guideline. 

(f) The complete list of Preventive Care Services covered by the Plan is available at 
www.hhs.gov/healthcare/prevention and is subject to change. The Plan covers a 
new guideHne or recommendation effective with the Calendar Year that begins 
on or after one (1) year from the date the new reconunendation or guideline is 
issued or adopted, as applicable. The Plan does not cover any preventive care 
item or service after the date it is no longer included hl the applicable 
recommendation or guideline, unless such coverage is provided for elsewhere in 

the Plan. 

OUTPATIENT DIABETIC INSTRUCTION 

PPO In-Network. Deductible waived. Covered Services paid at 100% of the Negotiated Rate. 

Non-PPO Out-of-Network. Deductible waived. Covered Services paid at 100% of the Usual 

and Customary Charge or Global Charge. 

Covered Services. Services and supplies are limited to outpatient diabetic self-management 
programs when they are provided by a healthcare professional for the treatment of diabetes. 
Healthcare professional means Physicians, nurses, pharmacists and registered dieticians who 
are knowledgeable about diabetes and the treabnent of a person with diabetes. 

PHYSICIAN/PROVIDER OFFICE VISIT 

PPO In Network. Deductible waived. After a Co-Payment of $25.00, Covered Services paid at 
100% of the Negotiated Rate. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. Services provided by a Provider for non-surgical office services related to the 
treatment of an Injury or Sickness. Covered Services by a Provider for treatment of Chernical 
Dependency or a Mental and Nervous Disorder are subject to the CHEMICAL DEPENDENCY 
or MENTAL AND NERVOUS DISORDER benefits described later in the Benefit Booklet. 
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TELEPHONIdVIDEO PHYSICIAN VISIT THROUGH TELADOC 

PPO In Network The Trust pays 100% of the charge associated with the telephonic/video 
consultation with a PPO In Network Physician through the Teladoc network through October 
31, 2016. Effective November 1, 2016, the Deductible is waived, and the Trust pays 100% of the 
charge after a $10.00 Co-Payment. 

Non-PPO Out of Network Not covered. 

Covered Services. The Teladoc benefit allows You to consult a state licensed Physician by 
telephone or by video consultation from Your home or while traveling for non-emergency 
issues including: 

Cold and Flu Symptoms 
Poison Ivy 
Respiratory Infection 

Bronchitis 
Pink Eye 
Sinus Problems 

Allergies 
Urinary Tract Infection 
Ear Infection 

The Physician will diagnose the problem and recommend treatment. A prescription will be 
ordered when appropriate. Teladoc Physicians will not order diagnostic testing, but will refer 
You to Your primary Provider if that level of care is needed. Teladoc Physicians can advise 
whether You should see a specialist and the type of specialist You should see. The Teladoc 
program is available 24 hours per day, 7 days per week. Prior to speaking with a Teladoc 
Physician, You will be required to create a Teladoc account. To create an account, You will need 
Your Aetna member identification number and date of birth. You will need to complete a 
medical history disclosure, which is similar to the form You would complete in a Physician's 
office during an initial visit. 

Contact information for the Teladoc program is (855) 835-2362 or TelaQoc.com/Aetna. 

INDEPENDENT RADIOLOGY, PATHOLOGY, X-RAY AND LAB 

PPO ]n Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. There is one situation 
in which the Trust will pay a Non-PPO Provider for Covered Services at a higher rate. The 
situation is when Your Physician is a PPO Provider and the pathology center used by the 
Physician is a Non-PPO Provider. In this situation, the pathology center's bill for Covered 
Services will be paid at eighty percent (80%) of the Usual and Customary Charge or Global 
Charge after the Deductible has been satisfied. 
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Covered Services~ Services provided by an ll1.dependent radiology or pathology center for 
diagnostic radiology, pathology, x-ray and laboratory procedures required for the diagnosis of 
an Injury or Sickness. An independent radiology and pathology center is a freestanding facility 

offering radiology and pathology services that is not part of a Hospital and is properly licensed 
in the jurisdiction in which it is located. 

COMPLEX RADIOLOGY 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. High end radiology means a magnetic resonance imaging (MRls), CT scans, 
PET scans, SPECT scans, ultrasounds and other nuclear radiology required for the diagnosis of 
an Injury or Sickness that is perfoIDled on an outpatient basis. 

OUTP A TIENT REHABILITATION SERVICES 

PPO In Network Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied to a maximum of sixty (60) visits (PPO Providers and Non-PPO 
Providers combined) per Calendar Year. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied to a maximum of sixty 
(60) visits (PPO Providers and Non-PPO Providers combined) per Calendar Year. 

Covered Services. Outpatient rehabilitation services are' limited to physical, occupational, 
speech, cardiac rehabilitation and pulmonary rehabilitation performed to restore or improve 
function following an Injury or Sickness that is performed in a Provider's office or at an 
outpatient facility. The Outpatient Rehabilitation Services benefit is limited to sixty (60) visits 
(PPO Providers and Non-PPO Providers combined) per Calendar Year. Services excluded under 
this benefit include physical, occupational, cardiac rehabilitation and pulmonary rehabilitation 
services available through governmental programs; programs offered through school districts; 
therapy for degenerative or static conditions when the expected outcome is primarily to 
maintain the level of function; recreational life-enhancing relaxation; palliative therapy; 
implementation of home maintenance programs; programs for treatment of learning problems; 
and any other treatment not considered Medically Necessary by the Trustees after consultation 

with their advisors. 
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INPATIENT REHABILITATION SERVICES 

PPO In Network Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied to a maximum of sixty (60) days (PPO Providers and Non-PPO 
Providers combined) per Calendar Year. 

Non-PPO Out of Network Covered Services paid at sixty percent (60%) of the Usual and 
Customary Charge or Global Charge after the Deductible has been satisfied to a maximum of 
sixty (60) days (PPO Providers and Non-PPO Providers combined) per Calendar Year. 

Covered Services. Inpatient Rehabilitation Services are limited to physical, occupational, 
speech, cardiac rehabilitation, and pulmonary rehabilitation to restore or improve function 
following an Injury or Sickness. The Inpatient Rehabilitation Services benefit is limited to a 
maximum of sixty (60) days (PPO Providers and Non-PPO Providers combined) per Calendar 

Year. 

DEVELOPMENTAL CARE 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. Developmental Care is limited to physical, occupational and/or speech 
therapy to treat a Covered Person who has not reached the level of development expected for 
the Covered Person's age in one or more of the foJlowing areas of major life activity: inteJlectual; 
physical; receptive and expressive language; learning; mobility; and/or self-direction. Covered 
Services do not include services that are rehabilitative in nature (restoring fully developed skills 
that were lost or impaired due to Injury or Sickness or services that are educational in nature). 

NON-SURGICAL SPINAL TREATMENT (CHIROPRACTIC BENEFIT) 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied to a maximum of twelve (12) visits (PPO Providers and Non-PPO 
Providers combined) in a Calendar Year. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after the Deductible has been satisfied to a maximum of 
twelve (12) visits (PPO Providers and Non-PPO Providers combined) in a Calendar Year. 
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Covered Services. The benefit applies to the initial office visit and aU treahnent rendered by a 
Physician for therapy that involves manual manipulation of the musculoskeletal system. This 
benefit is limited to the treatment of musculoskeletal disorders (bone, muscle, and joint) to a 
maximum of twelve (12) visits (PPO Providers and Non-PPO Providers combined) in a 
Calendar Year. Services excluded are care rendered primarily to maintain the level of correction 
already achieved, care rendered primarily for the convenience of the Covered Person, and care 
rendered on a non-acute asymptomatic basis. Benefits are limited to one (1) visit per day. 

ALTERNATIVE PROVIDER BENEFIT 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied to a maximum of twelve (12) visits (PPO Providers and Non-PPO 
Providers combined) in a Calendar Year. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after the Deductible has been satisfied to a maximum of 
twelve (12) visits (PPO Providers and Non-PPO Providers combined) in a Calendar Year. 

Covered Services. Acupuncture, Massage Therapy and Naturopathic Care must be provided 
for the treatment of an Injury or Sickness. Acupuncture services must be received from an 
Acupuncturist. Massage Therapy services must be received from a Massage Therapist and 
Naturopathic Care must be received from a Naturopathic Physician. 

TEMPOROMANDIBULAR (TMJ) AND JAW JOINT DISORDER 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied to a maximum benefit of $5,000 (PPO Providers and Non-PPO 
Providers combined). The $5,000 maximum benefit applies to all services and supplies received 
for the treatment of TMJ and Jaw Joint Disorder including orthognathic surgery regardless of 
the cause or the reason for treatment. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after the Deductible has been satisfied up to a maximum 
benefit of $5,000 (PPO Providers and Non-PPO Providers combined). The $5,000 maximum 
benefit applies to all services and supplies received for the treatment of TMJ and Jaw Joint 
Disorder including orthognathic surgery regardless of the cause or the reason for treatment. 

Covered Services. The TMJ and Jaw Joint Disorder benefit is limited to treatment for the 
misalignment, dysfunction or other disorder of the jaw joint (or of the complex of muscles, 
nerves and tissues related to that joint). It includes temporomandibular joint dysfunction, 
arthritis or arthrosis; other craniomandibular joint disorders; and myofascial or orofacial pain 
syndrome. It does not include a fracture or dislocation which results from an Accidental Bodily 
Injury; these expenses are covered under other provisions of the Plan. 
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Covered Services do not include services which are dental in nature including, but not limited 
to: 

(a) Bite adjustment by equilibration (grinding the teeth) or temporary bridgework; 

(b) Long-teon bite therapy (including crowns, bridgework and orthodontia); and 

(c) Long-term orthodontics or intra-oval splitting to reposition or align the teeth. 

INFERTILITY TESTING 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been sati.sfied to a maximum benefit of $7,000 for medical (PPO Providers and 
Non-PPO Providers combined) and $3,000 for Prescription Drugs. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of the Usual and 
Customary Charge or Global Charge after Deductible has been satisfied to a maximum benefit 
of $7,000 for medical (PPO Providers and Non-PPO Providers combined) and $3,000 for 

Prescription Drugs. 

Covered Services. The infertility testing benefit does not include services, supplies and 
Prescription Drugs for artificial insemination, in-vitro fertilization or to reverse elective 
sterilization. These are not Covered Services. 

MATERNITY SERVICES 

PPO In Network. Covered Services paid at 80% of the Negotiated Rate after the Deductible has 
been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. Services while confined to a Hospital as a resident inpatient for childbirth 
including post-delivery follow up care. Benefits will be in accord with accepted medical practice 
as recommended by the attending Physician including a licensed nurse-midwife, a licensed 
Physician's assistant or a licensed advanced registered nurse-practitioner in consultation with 
the mother. Post-delivery follow up care includes but is not limited to visits by a licensed home 
health agency or a licensed registered nurse. Benefits for the newborn child will be the same as 
for the mother for three weeks following birth, even if there are separate Hospital admissions. 
Following such three week period, coverage for the newborn will be in accord with other 
provisions of the Plan. 
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PHYSICIAN SURGICAL SERVICES - INPATIENT & OUTPATIENT 

PPO In Network. Covered Services paid at 80% of the Negotiated Rate after the Deductible has 
been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. There is one situation 
in which the Trust will pay a Non-PPO Provider for Covered Services at a higher rate. The 
situation is when You have surgery, Your Physician and Hospital are PPO Providers and the 
anesthesiologist, radiologist, and/or assistant surgeon is a Non-PPO Provider. In this situation, 
the anesthesiologist's, radiologist's, and/or assistant surgeon's bill for Covered Services will be 
paid at eighty percent (80%) of the Usual and Customary Charge or Global Charge after the 
Deductible has been satisfied. 

Covered Services. Inpatient and outpatient surgeries including the operating Physician's 
charge for surgery and radiotherapy, an assisting Physician's charge for surgery and 
radiotherapy when attendance is warranted by a need for supplemental skills and the 
anesthesiologist's charge for administering anesthetics during surgery. 

If a Covered Person is advised by a Physician to have a surgical procedure performed, the Trust 
will pay one hundred percent (100%) of the expense incurred for a second opinion to determine 
the need for the surgery (including x-ray and laboratory services). The Deductible will not 
apply for the second opinion surgery. If the second surgical opinion does not confirm that the 
proposed surgery is Medically Necessary, the Trust will pay in the same manner for a third 
opinion. 

INPATIENT HOSPITAL 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. Covered Services consist of the following: 

(a) 

(b) 
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The charge for a semi-private room or billed charges, whichever is less, up to the 
Hospital's most common rate for a room with two beds; 

The charge for isolation care when deemed necessary to protect the Covered 
Person from contamination; or 

PPI HWF BB 1-1-16 



(c) The charge for use of an intensive care unit. '111e definition of an intensive care 
unit is the criteria of the Joint Commission on Accreditation of Hospitals. The 
Trustees reserve the right to decide whether the unit in a particular Hospital 
qualifies as an intensive care unit. 

ORGAN TRANSPLANT 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been sabsfied. The maximum benefit for the donor is $10,000 (PPO Providers 
and Non-PPO Providers combined). In order to have a transplant covered at the PPO In-
1\"etwork rate, the transplant must be performed at a Hospital Aetna has designated as an 
Institute of Excellence. TIle current Institutes of Excellence in Washington and Oregon are: 

Seattle Children's Hospital (Seattle, Washington) 
Seattle Cancer Care Alliance (Seattle, Washington) 
Swedish Hospital Center (Seattle, Washington) 
University of Washington Medical Center (Seattle, Washington) 
Virginia Mason Medical Center (Seattle, Washington) 
Legacy Good Samaritan Hospital (Portland, Oregon) 
Oregon Health & Science University (Portland, Oregon) 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. The maximum benefit 
for the donor is $10,000 (PPO Providers and Non-PPO Providers combined). 

Covered Services. Services for the organ transplant benefit are limited to: 

(a) The use of temporary mechanical equipment, pending the acquisition of a 
"matched" human organ(s); 

(b) Multiple transplant(s) during one operative session; 

(c) Replacement(s) or subsequent transplant(s); and 

(d) Follow up expenses for Covered Services. 

The following are considered Covered Services for a donor(s): 

(a) Testing to identify suitable donor(s); 

(b) The expense for the acquisition of organ(s) from a donor; 

(c) The expense of a donor pending the removal of a usable organ(s); 
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(d) Transportation for a living donor subject to the ambulance benefit; and 

(e) Transportation of the organ(s) or a donor on life support. 

A donor means a person who undergoes a surgical operation for the purpose of donating an 
organ for transplant surgery into a Covered Person. 

For purposes of the organ transplant benefit, the term "organ" means any of the follOWing: 

(a) Kidney; 

(b) Heart; 

(c) Heart/lung; 

(d) Liver; 

(e) Pancreas (when condition not treatable by use of insulin therapy); 

(f) Bone marrow; and 

(g) Cornea. 

URGENT CARE CENTER 

PPO In Network. Deducl.ible waived. After a Co-Payment of $25.00, Covered Services paid at 
100% of the Negotiated Rate. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after the Deductible has been satisfied. 

Covered Services. Services provided at an urgent care center. An urgent care center means a 
free-standing faciJjty offering ambulatory medical service which is not part of a Hospital and is 
licensed by the proper authority in the jurisdiction in which it is located. 

HOSPITAL EMERGENCY ROOM 

PPO In Network. After a Co-Payment of $75.00, Covered Services paid at eighty percent (80%) 
of the Negotiated Rate after the Deductible has been satisfied. Co-Payment of $75.00 waived if 
admitted to the Hospital. 
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Non-PPO Out of Network After a Co-Payment of $75.00, Covered Services paid at eighty 
percent (80%) of Usual and Customary Charge or Global Charge after the Deductible has been 
satisfied. Co-Payment of $75.00 waived if admitted to the Hospital. 

Covered Services. Services provided in a Hospital emergency room provided the Covered 
Services are MedicaUy Necessary and an Emergency Medical Condition exists. For example, 
medical services provided in a Hospital emergency room may not be Medically Necessary and 
may not qualify for payment if the Covered Service could have been provided in a less costly 
setting, i.e., an urgent care center or a Physician's office, without harm to You. 

AMBULANCE 

PPO In Network Covered Services paid at eighty percent (80%) of the Negotiated Rate. 
Deductible waived. 

Non-PPO Out of Network Covered Services paid at eighty percent (80%) of Usual and 
Customary Cnarge or Global Charge. Deductible waived. 

Covered Services. Services of a licensed ambulance company (including air ambulance) for the 
transportation of a Covered Person to, from or between Hospitals, when transportation by 
ambulance is for an Emergency Condition. 

DURABLE MEDICAL EQUfPMENT 

PPO In Network Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and Custom­
ary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. To be a Covered Service, the Durable Medical Equipment must serve a 
medical purpose, be appropriate for use in the Covered Person's home, is not useful to a person 
generally in the absence of an Injury or Sickness, can withstand repeated use and must be 
prescribed by a Physician. Items for comfort or convenience of a Covered Person are not a 
Covered Service. When it appears that the rental charges for Durable Medical Equipment will 
equal or exceed the purchase price, the Trustees may authorize purchase of the Durable Medical 
Equipment. Payment for the purchase of Durable Medical Equipment will generally be prorated 
over twelve (12) months beginning with the date of purchase. 
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PROSTHETICS (ARTIFICIAL LIMBS AND EYEs) 

PPO In-Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after 
the Deductible has been satisfied. The replacement of a prosthetic is limited to once every five 

years. 

Non-PPO Out-of-Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. The replacement of a 
prosthetic is limited to once every five years. 

Covered Services. Prosthetic devices (commonly known as artificial limbs and eyes) including 
replacement of a prosthetic device. The replacement of a prosthetic device must be Medically 
Necessary and is limited to a replacement once every five years. 

CHEMICAL DEPENDENCY 

PPO In-Network. For inpatient and residential day care, Covered Services are paid at eighty 
percent (80%) of the Negotiated Rate after the Deductible has been satisfied. 

For outpatient care, Deductible waived. After a Co-Payment of $25.00, Covered Services paid at 
100% of the Negotiated Rate. 

Non-PPO Out-of-Network. For inpatient and residential day care, Covered Services paid at 
sixty percent (60%) of the Usual and Customary Charge or Global Charge after Deductible has 
been satisfied. 

For outpatient care, Covered Services paid at sixty percent (60%) of the Usual and Customary 
Charge or Global Charge after Deductible has been satisfied. 

Covered Services. 
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(a) Benefits will only be provided for services and supplies for treatment provided 
by an approved treatment facility which requires: 

(1) The facility, program and Providers are licensed by the state and 
approved by the Mental Health Division of the Office of Alcohol and 
Drug Abuse Programs; 

(2) Programs are accredited for the particular level of care by the Joint 
Commission on Accreditation of Hospitals or the Commission of 
Accreditation of Rehabilitation Facilities; 

(3) Inpatient programs are provided by a licensed health care facility; and 
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(4) The staff is directly supervised by or the treatment plans are approved by 
Physicians, psychologists, nurse practitioners or clinical social workers 
and meet the standards of the Office of Alcohol and Drug Abuse 
Programs or the Mental Health Division. 

cnle following services are not covered: 

(a) Services resulting from educational programs for drinking drivers or from 
volunteer mutual support groups such as Alcoholics Anonymous or family 
education or support gToupS; 

(b) Treabnent solely for detoxification or primarily for maintenance care (providing 
an environment without access to drugs or alcohol); 

(c) Charges for a program that is not an approved treatment facility; and 

(d) Court-ordered diversion programs. 

MENTAL AND NERVOUS DISORDER 

PPO In Network. For inpatient and residential day care, Covered Services are paid at eighty 
percent (80%) of the Negotiated Rate after the Deductible has been satisfied. 

For outpatient care, Deductible waived. After a Co-Payment of $25.00, Covered Services paid at 
100% of the Negotiated Rate. 

Non-PPO Out of Network. For inpatient, Covered Services paid at sixty percent (60%) of Usual 
and Customary Charge or Global Charge after Deductible has been satisfied. 

For outpatient care, Covered Services paid at sixty percent (60%) of Usual and Customary 
Charge or Global Charge after the Deductible has been satisfied. 

Covered Services. Treatment of Mental and Nervous Disorders are limited to services provided 
by the following Providers and facilities: 

(a) Physician; 

(b) Licensed psychiatrist; 

( c) Community mental health agency; 

(d) A Hospital; or 
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(e) Licensed clinical social worker. 

Each Provider or facility listed above must be licensed by the proper authority of the state in 
which it is located. 

A community mental health agency means an agency which: 

(a) Is licensed as such by the proper authority of the state in which it is located; 

(b) Has in effect a plan for quality assurance and peer review; and 

(c) Provides treatment under the supervision of a Physician or a licensed 
psychiatrist. 

HOSPICE CARE 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. Hospice care are services provided after the Covered Person is, in the 
opinion of a Physician, terminally ill with a Hfe expectancy of less than six (6) months if the 
Injury or Sickness nms it normal course. Covered Services are inpatient and outpatient 
Palliative Care. 

If a Covered Person elects Palliative Care, then he or she is not eligible for any other benefits for 
acute treatment of the terminal illness. 

The Palliative Care must be provided by a Medicare or state certified hospice care program. A 
hospice care program is a coordinated program of home and inpatient care, available twenty­
four (24) hours a day, that uses an interdisciplinary team of personnel to provide palliative and 
supportive services to a patient/family unit experiencing a life threatening disease with a 
limited prognosis. A patient/family unit is the Covered Person and any family members who 
are caring for the Covered Person. These services include acute, respite and horne care to meet 
the physical, psychological and special needs of the patient/family unit during the final stages 
of an Injury or Sickness and dying. 

PaUiative Care benefits are limited to the following levels of care: 

(a) Routine horne care; 
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(b) Continuous home care; 

(c) Inpatient respite care; and 

(d) Inpatient hospice care. 

Additional Covered Services for Palliative Care include the following when provided under one 
of the previously listed levels of care: 

(a) Durable Medical Equipment subject to the terms and conditions of other 
provisions in the Plan; 

(b) Medications, including infusion therapy; 

(c) Care by a member of the hospice interdisciplinary team; and 

(d) Any other supplies required for Palliative Care. 

Expenses for the following services and supplies are not covered: 

(a) 

(b) 

(c) 

(d) 

(e) 

(f) 

(g) 

(h) 

(i) 
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Care that is not palliative; 

Services provided to other than a terminally ill Covered Person, including 
charges for bereavement counseling for the Covered Person or family members, 
except when provided and billed by the hospice care program; 

Pastoral and spiritual counseling; 

Services provided by family members and volunteer workers; 

Homemaker or housekeeping services except by home healthcare aids as ordered 
by a hospice treatment plan; 

Supportive environmental materials including but not limited to handrails, 
ramps, air conditioners and telephone; 

Normal necessities of living including but not limited to food, clothing and 
household supplies; 

Food services such as "meals on wheels"; 

Separate charges for reports, records or transportation; 
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(j) Legal and financial counseling services; 

(k) Services and supplies not included in a hospice treatment program or not 

specifically set forth as a hospice benefit; and 

(1) Services and supplies in excess of the stated maximums or services and supplies 

provided more than the maximum number of days of Palliative Care, unless 
otherwise approved by the Trustees. 

SKILLED NURSING CARE FACILITY 

PPO In Network Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 

Deductible has been satisfied to a maximum of 100 days (PPO Providers and Non-PPO 

Providers combined) per Calendar Year. 

Non-PPO Out of Network Covered Services paid at sixty percent (60%) of the Usual and 

Customary Charge or Global Charge after the Deductible has been satisfied to a maximum of 

100 days (PPO Providers and Non-PPO Providers combined) per Calendar Year. 

Covered Services. For expenses incurred for Skilled Nursing Care Facility to be considered 
Covered Services, the following criteria must be met: 

(a) The Covered Person must have been confined in a Hospital immediately prior to 

confinement in the Skilled Nursing Care Facility; 

(b) The Covered Person's Physician must certify that the confinement is Medically 
Necessary to provide the Covered Person with skiUed nursing care; and 

(c) The confinement is for the treatment of an Injury or Sickness causing the 

Hospital confinement. 

Covered Services are lirrrited to the daily service rate, up to the maximum the Plan would pay if 
the Covered Person was in a semi-private Hospital room. 

Covered Services do not include a stay in a Skilled Nursing Care Facility where care is provided 

principally for: 

(a) Senile deterioration; 

(b) Mental deficiency or retardation; or 

(c) Routine nursing care, self-help or training, personal hygiene or Custodial Care. 
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HOME HEALTH CARE 

IJPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 
Deductible has been satisfied to a maximum of 130 visits (PPO Providers and Non-PPO 
Providers combined) per Calendar Year. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of the Usual and 
Customary Charge or Global Olarge after Deductible has been satisfied to a maximum of 130 
visits (PPO Providers and Non-PPO Providers combined) per Calendar Year. 

Covered Services. For charges incurred for home health care to be considered Covered Services, 
the following criteria must be met: 

(a) Home health care must be Medically Necessary for Your treabnent because You 
are Totally Disabled and, in the opinion of Your Physician, would otherwise be 
confined to a Hospital or Skilled Nursing Care Facility; 

(b) You must be under the direct care of Physician; 

(c) The plan of treabnent covering home health care must be established in writing 
by Your Physician prior to the commencement of the care; 

(d) The plan of treabnent must be reviewed and updated in writing by Your 
Physician at least once per month; and 

(e) You are examined by Your Physician once every sixty (60) days. 

For charges incurred for home health care to be considered Covered Services, the services must 
be provided by a home health care agency that meets the following requirements: 
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(a) It is primarily engaged in and is federally certified as a home health agency and 
is duly licensed, if such licensing is required, by the appropriate licensing 
authority to provide nursing and other therapeutic services; 

(b) Its professional service poHcies are established by a professional group associate 
with such agency or organization including at least one Physician and at least 
one registered nurse to govern the services provided; 

(c) It provides full-time supervision of home health care service by a Physician or 
registered nurse; 

(d) It maintains a complete medical record for each patient; and 
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(e) It has an adn:Linistrator. 

Covered Services for home health care are limited to the following: 
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(a) Part-time or intermittent nursing care by a licensed practical nurse; 

(b) Services by a registered nurse; 

(c) Skilled nursing care including but not limited to: 

(1) Giving injections, including LV.s; 

(2) Changing or irrigating urinary catheters; 

(3) Drawing blood for testing; 

(4) Taking of blood pressure; 

(5) Giving insulin shots; 

(6) Use of oxygen and breathing machines; 

(7) Treatment of bed sores and other skin problems; and 

(8) Bandaging surgical incisions. 

(d) Speech language therapy for lost communication skills including but not limited 
to: 

(1) Teaclting communication skilJs; 

(2) Alternate means of expression; and 

(3) Help with choking or swallowing problems. 

(e) Physical therapy including but not limited to: 

(1) Planning an exercise program; 

(2) Teaching balance and coordination skills; and 

(3) Easy approach to getting in and out of a wheelchair or bed. 
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Covered Services for home health care do not include the following: 

(a) Charges for services performed by Your immediate family or any person 
residing with You; 

(b) Charges for general housekeeping services; 

(c) Charges for services for Custodial Care; 

(d) Charges for services provided as part of a hospice plan; 

(e) Charges for services for which You are not, in the absence of this coverage, 

legally required to pay; and 

(f) Charges for services associated with daily living such as self care activities that 
must be accomplished each day in order for a Covered Person to care for his mvn 
needs and participate in society. 

DUTP ATIENT F ACrLITY SERVICES 

PPO In Network. Covered Services are paid at eighty percent (80%) of the Negotiated Rate after 

the Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 

Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. Outpatient surgery and outpatient therapy related to the treatment of an 
Injury or Sickness including physical, occupationat speech, cardiac rehabilitation, and 

pulmonary rehabilitation performed in a Physician's or Provider's office or at an outpatient 
facility. 

TUBAL LrGA TIONS AND VASECTOMIES 

PPO In Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after the 

Deductible has been satisfied. 

Non-PPO Out of Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. In-patient and out-patient Physician surgical services for tubal ligations and 
vasectomies but not the reversal of these medical procedures. 
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ALTERNATIVE CARE COVERAGE 

PPO In-Network. Covered Services paid at eighty percent (80%) of Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out-o£-Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. If You, the case manager used by the Trust, and the Plan Administrator agree 
that medical services and/or Durable Medical Equipment not covered by the Plan can 
reasonably be expected to offer a cost-effective result without a sacrifice to the quality of Your 
care, the Trustees can allow the medical services and/or Durable Medical Equipment even 
though the medical services and/or Durable Medical Equipment are not a Covered Service by 
the Plan. Alternative Care Coverage must be approved in writing by the Trustees or their 

designee. 

CLINICAL TRIALS 

PPO In-Network. Covered Services paid at eighty percent (80%) of the Negotiated Rate after 
the Deductible has been satisfied. 

Non-PPO Out-o£-Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. The Clinical Trial benefit is as follows: 

(a) 

(b) 
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This Plan will not discriminate against a Covered Person who is qualified to 

participate in an approved clinical trial (defined in paragraph c below); deny his 
or her right to participate in that approved clinical trial; or deny, limit, or impose 
additional conditions on the coverage of routine patient costs (defined in 

paragraph e below) for items and services furnished in connection with 
participating in the approved clinical trial. 

A Covered Person is "qualified" to participate in an approved clinical trial if he 
or she is eligible according to the trial's protocol to participate for the treatment 
of cancer or other life-threatening condition (defined in paragraph d below) and 
either (i) the referring health care professional is a PPO Provider who concluded 
that the Covered Person's participation would be appropriate, or (ii) the person 
provides the Trustees or their designee with medical and scientific information 
establishing, to their satisfaction, that his participation in the approved clinical 
trial would be appropriate. 
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(c) An "approved clinical trial" is a Phase 1, Il Ill, or IV clinical trial conducted in 
connection with the prevention, detection, or treatment of cancer or other life­
threatening conditions and is (i) approved or funded by one or more of the 
federal entities listed in~ the Public Health Service Act Section 2709(d); (ii) 
conducted in com1.ection with an investigational new drug application reviewed 
by the u.s. Food aTld Drug Administration; or (iii) exempt from investigational 
new drug application requirements. 

(d) A "life-threatening condition" is a disease or condition likely to result in death 
unless the disease or condition is interrupted. 

(e) "Routine patient costs" include items and services typically provided under the 
Medical Benefits portion of the Plan for a Covered Person who is not enrolled in 
a clinical trial, except it does not include (i) the investigational item, device, or 
service itself; (ii) items and services not included in the direct clinical 
management of the Covered Person but that, instead, are provided in connection 
with data collection analysis; or (iii) a service clearly not consistent with widely 
accepted and established standards of care for the particular diagnosis. 

(f) The Plan may require a Covered Person to use a PPO Provider participating in 
the clinical trial if the PPO Provider will accept the Covered Person as a trial 

participant, but the limitations in paragraph (a) above apply when a qualified 
Covered Person participates in an approved clinical trial that is conducted 
outside the Covered Person's state of residence_ 

ALL OTHER MEDICAL COVERAGE 

PPO In-Network. Covered Services paid at eighty percent (80%) of Negotiated Rate after the 
Deductible has been satisfied. 

Non-PPO Out-of-Network. Covered Services paid at sixty percent (60%) of Usual and 
Customary Charge or Global Charge after Deductible has been satisfied. 

Covered Services. All Covered Services under the Medical Coverage section of the Plan not 
otherwise discussed in the Benefit Booklet. 
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PRESCRIPTION DRUG BENEFITS 

SUMMARY OF PRESCRIPTION DRUG BENEFITS 

Following this summary is more detailed information concerning the Prescription Drug benefit. 
In the event of a conflict between this summary and the detailed information that follows, the 
detailed information controls. 

Drug Type Prescription Drug Supply Co-Payment 

Generic drug 30-daYt>l!pply $5.00 

Brand-name formulary drug 30-day supply $20.00 

Brand-n2'..me non-formul~rv drug 30-dCiysupply $40.00 

Generic drug 
~ 

90-day sl!Pply $10.00 

• Brand-name formul<lI}'cirug 90-day supply $40.00 

• Brand-name non-fo~1l1ary drug 90-day supply $80.00 

I Specialty drugs , 10% of cost up to $1,500 
per Calendar Year 

You are eligible for Prescription Drug benefits if You are enrolled for Medical Coverage. There 
are four Prescription Drug options available: the CVS Caremark National Retail Network; the 
CVS Caremark Mail Service Pharmacy; CVS Caremark Retail 90 Network; and the CVS 
Caremark Specialty Pharmacy. You decide which option to use each time You fill a 
prescription except certain specialty Prescription Drugs must be obtained through the CVS 
Caremark Specialty Pharmacy. See page 70. 

You can purchase up to a 30-day supply of a Prescription Drug through a pharmacy that is a 
member of the CVS Caremark National Retail Network You can purchase up to a 90-day 
supply of certain maintenance Prescription Drugs through the CVS Caremark Mail Service 
Pharmacy and CVS Caremark Retail 90 Network The CVS Caremark Retail 90 Network allows 
You to obtain a up to a 90-day supply of maintenance Prescription Drugs at Caremark 
approved pharmacies such as Walgreens, Fred Meyer, Rite Aid, Albertsons and Safeway for the 
mail order price. 

If You obtain a Prescription Drug from a pharmacy that is not a member of the CVS 
Caremark National Retail Network, CVS Caremark Mail Service Pharmacy, CVS Caremark 
Retail 90 Network, or the CVS Caremark Specialty Pharmacy, You are responsible for the full 
cost of the Prescription Drug. 
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CALENDAR YEAR OUT-Of-POCKET MAXiMUM 

After Co-Payments for Prescription Drugs paid by a Covered Person reach $1,500 (or $3,000 for 
a family) in a Calendar Year, the Trust will pay 100% of the cost of outpatient Prescription 
Drugs covered by the Prescription Drug section of the Plan for the remainder of the Calendar 

Year. 

IDENTIFICA TION CARD 

You will receive a Trust identification card. When obtaining a Prescription Drug from a member 
of the CVS Caremark National Retail Network or CVS Caremark Retail 90 Network, You should 
do the following: 

(a) Present Your identification card at the pharmacy; and 

(b) Pay the Co-Payment amount and Your transaction is complete. See page 68 for 
the Co-Payments. 

FORMULARY AND NON-FORMULARY PRESCRIPTION DRUGS 

This Plan uses a list of Prescription Drugs called a "formulary." This list is made up of certain 
brand name drugs. The Co-Payment is higher for brand name non-fonnulary Prescription 
Drugs. The formulary list is reviewed from time to time, and changes may be made. You may 
determine which brand name Prescription Drugs are formulary drugs and non-formulary 
Prescription Drugs by calling CVS Caremark at 866-818-6911. 

CVS CAREMARK NATIONAL RETAIL NETWORK 

To locate pharmacies in the CVS Caremark National Retail Network, call (866) 818-6911 or log 
on to the web at www.caremarkcom, and use the pharmacy locator tab. Some of the 
pharmacies that participate in the CVS Caremark National Retail Network are: 

.. Fred Meyer 

.. Walgreens 

.. Safeway 

.. Albertsons 
,. Rite Aid 

The Trust pays no portion of a retail Prescription Drug charge that is filled by a phannacy 
that is not in the CVS Caremark National Retail Network. 
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Your Cost. When Your prescription is filled by a pharmacy in the CVS Caremark -National 
Retail Network, You pay a portion of the cost; the Trust pays the rest. Your cost is as follows: 

Generic Drug $5.00 Co-Payment for up to a 30-day supply 

Brand Name Formulary Drug $20.00 Co-Payment for up to a 30-day supply 

Brand Name Non-Formulary Drug $40.00 Co-Payment for up to a 30-day supply 

CVS CAREMARK SPECIALTY PHARMACY 

Certain Prescription Drugs used for treating complex health conditions must be obtained 
through the CVS Caremark Specialty Pharmacy. The following is a partial list of medical 
conditions that may require Prescription Drugs that fall under the CVS Caremark Specialty· 
Pharmacy: antivirals, Crohn's disease, hematologics, hemophilia, HIV / AIDS, immune 
deficiency, infertility, renal disease, pulmonary cystic fibrosis, growth hormone deficiency, 
multiple sclerosis, arthritis, and hepatitis B and C. You may call Caremark at (800) 237-2767 for 
a list of Prescription Drugs subject to the CVS Caremark Specialty Pharmacy or log onto the 
web at www.cvscaremarkspecialtyrx.com for a list of Prescription Drugs subject to the CVS 

Caremark Specialty Pharmacy. 

Prescription drugs subject to the CVS Caremark Specialty Pharmacy must be ordered through 
Caremark by Your Physician. Physicians should call (800) 237-2767 or fax (800) 323-2445 to 

order a Specialty Prescription Drug. 

Your Cost. You are required to pay ten percent (10%) of the cost of a Prescription Drug subject 
to the CVS Caremark Specialty Pharmacy up to an Out-Of-Pocket Maximum of $1,500 per 
Covered Person per Calendar Year. After You have paid $1,500 in a Calendar Year for 
Prescription Drugs covered by the Prescription Drug section of the Plan, the Trust will pay 
100% of the Medically Necessary Prescription Drugs that You obtain for the remainder of the 
Calendar Year. 

CVS CAREMARK MAIL SERVICE PHARMACY AND CVS CAREMARK RETAIL 90 NETWORK 

The Trust offers two cost-savings Prescription Drug programs for maintenance medication 
through CVS Caremark Mail Service Pharmacy and CVS Caremark Retail 90 Network. For 
medications taken on a long-term basis (called maintenance medication), obtaining Your 
Prescription Drugs from CVS Caremark Mail Service Pharmacy or CVS Caremark Retail 90 
Network will result in lower Co-Payments for You. 

70 PPI HWF BB 1-1-16 



Your Cost. When Your Prescription Drug is filled using the CVS Caremark Mail Service 
Pharmacy or CVS Caremark IZetail 90 Network, You pay a portion of the cost; the Trust pays the 
rest. Your Co-Payment is as follows: 

I Generic Dru~Lg"'--_________ -i---,-$_10_._00_C_o_-P_a~y,-ln_en_t_f_o_r_u--,---pt_o_a_90_-_d_a.L.y_s_u~pp~JIY'-----_--j 
~and Name Formulary Drug $40.00 Co-Payment for up to a 90-day Sll_"'-'--IPJ ___ ly __ ----1 

I &and Name Non-~ormulary Drug $80.00 C()=Payment for up to a 90-day supply 

CVS Caremark Retail 90 Network. You may call Caremark at (866) 818-6911 or go to the web at 
www.caremark.com to locate a pharmacy that'will dispense a 90-day supply of a maintenance 
Prescription Drug at the mail order Co-Payment. 

CVS Caremark Mail Service Pharmacy. If appropriate, have Your Physician write a 
prescription for a 90 day supply of a maintenance Prescription Drug. The prescription will be 
dispensed for up to a 90-day supply and You will be charged the mail order Co-Payment 
detailed above. 

Complete the order form for a new or refill prescription. You may call Customer Service for an 
order form or obtain an order form online at www.caremark.com. See page 72 for Customer 
Service telephone numbers. 

Send the order form to CVS Caremark Mail Service Pharmacy with: 

(a) New or refill prescription; and 

(b) Co-Payment - Make check payable to Caremark Mail Order Pharmacy. Credit 
cards accepted: Visa, MasterCard, American Express, and Discover. Please do 
not send cash. 

Mail Your order form to: 

CVS Caremark 
PO Box 659541 
San Antonio, TX 78265 

Prescription Delivery. Allow two weeks for delivery from the date You mail Your order. Most 
Prescription Drugs will be delivered by U.s. Postal Service. In case of emergency, Prescription 
Drugs may be shipped ovemight for an additional fee. 
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New Prescriptions. If You have not previously used the CVS Caremark Mail Service Pharmacy, 
there are two options to help You obtain Your first order of Prescription Dmgs as Soon as 

possible: 

(a) Have Your Physician phone in the prescription to the CVS Caremark Mail 
Service Pharmacy at (800) 378-5697; or 

(b) You may call (866) 239-4543 and request that Caremark obtain Your new 
prescription from Your Physician. 

Refills by Phone 

(a) Call the touch-tone automated phone number: (866) 818-6911 

(b) Available twenty-four (24) hours per day, seven (7) days per week. 

(c) Have the prescription number and credit card ready when You call. 

Refills by Internet 

(a) Log on to www.caremark.com 

(b) A vailable twenty-four (24) hours per day, seven (7) days per week 

CAREMARK CUSTOMER SERVICE 

Important Contact Information 

Customer Service: (866) 818-6911. Available twenty-four (24) hours per day, seven (7) 
days per week. 

COVERED PRESCRIPTION DRUGS 

The Prescription Dmg benefit covers Medically Necessary Prescription Dmgs. The Prescription 
Dmg benefit covers the following items when dispensed by a CVS Caremark Pharmacy for use 
outside of a medical facility: 

(a) 

(b) 
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Prescription Drugs and vitamins (Federal Legend and State Restricted Drugs as 
prescribed by a Provider). nris benefit includes coverage for off-label use of 

FDA-approved drugs. 

Compounded medications of which at least one ingredient is a Prescription 
Drug. Prior authorization may be required. See page 75. 
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(c) Prescription oral agents for controlling blood sugar levels. 

(d) Glucagon and allergy emergency kits. 

(e) Hypodermic needles, syringes and alcohol swabs used for self-administering 
injectable prescription medications. 

(f) Disposable diabetic testing supplies; test strips, testing agents, lancet and testing 
units (limit one per Covered Person per year). 

(g) Prescription Drugs for the treatment of ni.cotine dependency. The Co-Payment is 
waived. You may only receive one 30 to 90 day supply of this type of 
Prescription Drug without a CO-Payment. 

(h) Birth controt drugs and devices that require a prescription, including emergency 
contraceptives. 

(i) Fertility agents, both oral and injectable, limited to $3,000 lifetime while covered 
by all Trust Plans. 

(j) Multiple vitamins, prenatal vitamins, and pediatric vitamins that require a 
prescription. 

RESTRICTIONS, LIMITATIONS AND EXCLUSIONS FOR PRESCRIPTION DRUGS 

Non-Covered Prescription Drugs. A partial list of non-covered Prescription Drugs include: 

(a) 

(b) 

(c) 

(d) 

(e) 
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Drugs and medications that may be lawfully obtained. over the counter without a 
prescription even if prescribed by a Provider. Examples include vitamins, food 
and dietary supplements, herbal or naturopathic medicines and nutritional and 
dietary supplements. 

Drugs for the purpose of cosmetic use or to promote or stimulate hair growth. 

Drugs for Experimental or Investigational Procedures. 

Biologicals, blood or blood derivatives. 

Any prescriptions refilled in excess of the number of refills specified by the 
Provider, or any refills dispensed after one year from the Provider's original 
order. 
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(f) Drugs dispensed for use or administration in a healthcare facility or Provider's 
office, or take home drugs dispensed and billed by a medical facility. The 
exceptions are for Prescription Drugs provided as part of this Plan's Specialty 
Pharmacy Provision, which are payable under this benefit, regardless of where 
they are administered. 

(g) Replacement of lost or stolen medication. 

(h) Insulin therapy drugs or solutions, and drugs requiring parenteral 
administration or use, and injectable medications. 

(i) Drugs to treat sexual dysfunction without prior authorization. 

(j) Weight management drugs. 

(k) Therapeutic devices, appliances, medical equipment, medical supplies, diabetic 
equipment and accessories (except for those specifically stated as covered under 
this benefit). See Durable Medical Equipment benefits for available coverage. 

(1) Drugs to treat infertility, including fertility enhancement medication over the 
$3,000 lifetime maximum benefit allowance. 

(m) All drugs that are not FDA-approved drugs. 

RETAIL VACCINATION NETWORK PROGRAM 

The Plan provides many seasonal and preventive care vaccinations with no Co-Payment 
required as described below. 

You must obtain the seasonal or preventive care vaccinations from a participating network 
provider of the CVS Caremark National Retail Network that administers vaccinations. For a list 
of CVS Caremark National Retail Network pharmacies that administer seasonal and 
preventative care vaccinations, call 866-818-6911, or check with Your local pharmacy for 

services the pharmacy provides. 

Seasonal Vaccination Program. The vaccinations covered by the Seasonal Vaccination Program 
administered by a participating pharmacy with no Co-Payment are noted below. Services may 
vary by location, vaccine and age so check with Your local pharmacy for services and 

restrictions. 

(a) Injectable seasonal influenza vaccine (Trivalent); 

(b) Intranasal seasonal influenza vaccine (FluMist); 
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(c) Irttradermal influenza vaccine; 

(d) Injectable seasonal influenza vaccine (Ouadrivalent); and 

(e) Injectable seasonal influenza vaccine high-dose (Fluzone). 

Preventive Care Vaccination Program. The vaccinations covered by the Preventive Care 
Vaccination Program administered by a participating pharmacy with no Co-Payment are 
immunizations for routine use in children, adolescents and adults that have in effect a 
recommendation from the Advisory Corrunittee on Immunization Practices of the Centers for 
Disease Control and Prevention with respect to the Covered Person. Services may vary by 
location, vaccine and age so check with Your local pharmacy for services and restrictions. 

OTHER LIMITATIONS 

Mandatory Generic Policy. Pharmacies will automatically substitute a generic prescription 
drug equivalent for a brand name prescription drug. Pharmacies substitute only A and AB 
rated generic prescription drugs that have been proven to be both clinically and therapeutically 
equivalent to the brand name prescription drug. 

If You or Your Provider request a brand name prescription drug and a generic prescription 
drug equivalent is available, You will be required to pay the difference in cost between the 
brand name prescription drug and generic prescription drug, in addition to the brand name 
prescription drug Co-Payment. Your total cost will not exceed the cost of the brand name 

prescription drug. 

If there is a medical reason why You cannot tolerate the generic prescription drug, Your 
Provider may appeal the higher payment obligation for the cost of the brand name prescription 
drug as follows: 

(a) 

(b) 
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Your Provider should go to the Caremark website and download a prior 
authorization request form at tb.e following address: www.caremark.com. Scroll 
to the bottom of the page and click on "For Pharmacists and Medical 
Professionals." Then click on the "Prior Authorization Information" and follow 
the instructions. 

If You or Your Provider have questions regarding the appeal process, call the 
CVS Caremark Customer Service line at the number on the back of Your 
identification card (1-866-818-6111). 
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(c) After submission of the Prior Authorization Information, CVS Caremark will 
notify Your Provider if the request to pay only that brand name drug Co­
Payment has been granted. If the request has been denied, CVS Caremark will 
describe Your appeal rights. 

Prior Clinical Authorization. Certain Prescription Drugs require prior authorization or 
approval before they will be dispensed. When You present a prescription, the Caremark Online 
System screens the prescription prior to dispensing. For certain Prescription Drugs, a notice 
appears on the pharmacist's computer to check with Your Physician before dispensing the 
Prescription Drug. You, Your Physician, or pharmacist can call (888) 414-3125 to start the prior 
clinical authorization process for Your prescription. Caremark Member Services will generally 
complete the review within twenty-four (24) hours. You will be informed of the decision for 
approval or denial of Your Prescription Drug. The type of Prescription Drugs that require prior 
authorization are anabolic steroids, growth hormones, and erectile dysfunction medications. 
You may call Caremark at (888) 414-3125 for a list of Prescription Drugs that require prior 
clinical authorization. Your physician may call (800) 294-5979 to start the prior authorization 

process. 

Prior Authorization Requirement for Compound Prescription Drugs that Exceed $500. A 
compound prescription drug is the practice in which a licensed pharmacist, a licensed 
Physician, or in the case of an outsourcing facility, a person under the supervision of a licensed 
pharmacist, combines, mixes, or alters ingredients of a drug to create a medication tailored to 
the needs of an individual patient. Compound prescription drugs must contain at least one 
ingredient that is a FDA approved prescription drug in a therapeutic amount. 

If the cost of a compound prescription drug exceeds $500, Your Provider who wrote the 
prescription must obtain prior authorization from Caremark before the Trust wilJ pay its 
portion of the compound prescription drug. To obtain prior authorization for a compound 
prescription drug that exceeds $500, Your Provider must take the following steps: 
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(a) The Provider who issued the prescription must submit a prior authorization 
request form to CVS Caremark. The prior authorization request form can be 
found at www.caremark.com. Scroll to the bottom of the page and cHck on "For 
Pharmacists and Medical Professionals." Then click on the "Prior Authorization 
Information" and follow the instructions. 

(b) 

(c) 

If You, Your Provider or pharmacist have questions regarding the prior 
authorization process, please call the CVS Caremark Customer Service line at the 
number on the back of Your identification card (1-866-818-6111). 

After submission of the prior authorization request form, CVS Caremark will 
notify Your Provider if the request has been approved. If the request has been 
denied, CVS Caremark will describe Your appeal rights. 
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'The Co-Payment for a compound prescription drug is the same as the Co-Payment for a 
prescription drug obtained through the CVS Caremark National Retail Network. 

Quantity Limitation Program. There may be instances where the pharmacy will dispense less 
than a 30-day or 90-day supply of a Prescription Dmg. The Quantity Limitation Program 
manages the quantity of a Prescription Drug You can receive. TIl.e quantity of a Prescription 
Drug may be limited to less than a 30-day or 90-day supply based upon current medical 
findings, manufacturer-labeling information and/or Food and Drug Administration guidelines. 
The Quantity Limitation Program targets Prescription Drugs that are not used on a daily basis 
but on a per episode basis. Examples include Prescription Drugs for nausea and vomiting, 
migraine headaches, erectile dysfunction and acute pain. Prescriptions may be limited to a 
specific number of doses per month or per fill or by number of days' supply You can receive at 
one time. 
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DENTAL BENEFITS 

INTRODUCTION 

If You or Your Dependent while enrolled for dental benefits, incur expense for Dental Services, 
the Trust will pay a percentage of the Dental Services after the Deductible is satisfied. The Trust 
will pay up to the maximum benefit for each Covered Person each Calendar Year. The 
percentage payable, Deductible and maximum benefit are described below. 

INDIVIDUAL AND FAMILY DEDUCTIBLE 

The individual Deductible is $50.00 of Dental Services per Covered Person in a Calendar Year. 
The family Deductible is $150 of Dental Services in a Calendar Year. Once $150 has been paid 
for Covered Dental Services in a Calendar Year by family members, no other family member 
must satisfy the Deductible for the remainder of the Calendar Year. 

PERCENTAGE PAYABLE 

After the Deductible is satisfied, the Trust pays eighty percent (80%) of the Usual and 
Customary Charge for Dental Services up to the maximum benefit. 

MAXIMUM BENEFIT EXCEPT FOR ORTHODONTIA TREATMENT 

$3,000 for Dental Services for each Covered Person age nineteen (19) or older dming a Calendar 
Year. There is no maximum benefit for Dental Services for a Covered Person under age nineteen 
(19) except for orthodontia benefits. 

ORTHODONTIA MAXIMUM BENEFIT 

The Trust pays fifty percent (50%) of the Usual and Customary Charge for orthodontia services 
up to a maximum of $2,000 for a Dependent child under age nineteen (19). The benefit includes 
x-rays, extractions, appliances and all other procedmes necessary for the orthodontic diagnosis 
and treatment. Treatment must start while covered by the Plan. After the Trust has paid $2,000 
in orthodontia benefits, no additional benefits for orthodontia services will be paid. 

COVERED DENTAL SERVICES 

The followlilg are covered Dental Services: 

(a) 
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Routine oral examinations by a Dentist, but not more than twice dming a 
Calendar Year. 
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(b) Routjne prophylaxis (cleaning and scaling of teeth) by a Dentist or Dental 
Hygienist but not more than twice during a Calendar Year. 

(c) Fluoride treat-ment by a Dentist or Dental Hygienist for a Dependent child under 
the age of sixteen (16), but not more than once during a Calendar Year. 

(d) Prosthetic devices (including dentures, gold restorations, bridges and crowns) 
and the fitting of those devices jf the device was ordered after the Covered 
Person became covered for Dental Benefits and it is installed no later than ninety 
(90) days after the Covered Person ceases to be covered for Dental Benefits. 

(e) Replacement of an existing removable denture or fixed bridgework. 

(f) Addition of teeth to a removable denture or fixed bridgework. 

(g) Addition of teeth to an existing partial removable denture or bridgework. 

(h) Orthodontic care, treatment, services and supplies, for a Dependent child only 
except as allowed in Subsection (i). 

(i) For adults (age nineteen [19] and older), orthodontic care is allowed (subject to 
the $2,000 limit) when Medically Necessary for treatment of a medical condition. 
This benefit is subject to preauthorization by a Physician and/or Dentist. This 
benefit will not be paid in addition to the Jaw Joint Disorder (TIv1J) benefit. 

(j) X-rays as described below: 

(k) 

(1) 

(1) Full mouth series: benefits are limited to one service in five consecutive 
Calendar Years; 

(2) Panoramic x-ray: benefits are limited to one service in five consecutive 
Calendar Years; 

(3) Bite wing films: benefits are limited to four films per Calendar Year. 

Sealants for a Dependent child under the age of sixteen (16). This benefit applies 
only to the permanent molars. This benefit is allowable once during a Calendar 
Year. 

Periodontal services consisting of scaling and root planning is allowed once in 
three consecutive Calendar Years. 
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(m) Periodontal maintenance is allowed once in a three month period after the active 
periodontal services have last been provided. 

(n) Full mouth debridement is allowed once per lifetime and the benefit wiD not be 
allowed if prophy was performed in the previous eighteen (18) months. 

(0) Dental implants, implant supported prosthetics and any related services 
associated with evaluation, preparation, maintenance, placement and removal of 

implants. 

CONDITIONS 

The Trust will pay benefits for (e), (£), and (g) above only if: 

(a) The replacement or addition of teeth is required to replace one or more natural 
teeth for the first time; 

(b) The existing denture or bridgework cannot be made serviceable and was 
installed five years prior to its replacement; or 

(c) The existing denture is an immediate temporary denture requiring replacement 
by a permanent denture and the replacement is delivered or installed within 
twelve (12) months following the installation of the temporary denture (subject 
to Subsection (d) above). 

EXCLUSIONS 

The Trust will not pay for: 

(a) 

(b) 

(c) 

(d) 
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Any expense which was incurred while the Covered Person is on active duty Or 
traIDing in the armed forces, National Guard or reserves of any state or country 
and for which any governmental body or its agencies are liable; 

Performance of any procedure rendered principally to improve the appearance 
of the Covered Person; 

Any expense for orthodontic treatment other than for a Dependent child under 
age nineteen (19) (including correction of malocclusion) except as allowed by 
Subsection (i) under Covered Dental Services; 

Any facings on crowns posterior to second bicuspids; 
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(e) Any specialized techniques involving precision dentures for personalization or 
characterization; 

(f) Orthodontia performed exclusively on primary teeth; 

(g) Any expense for any portion of a dental procedure performed before the 
effective date or after the terrrrination of Your dental coverage except as allowed 
by Subsection (d) under Covered Dental Services; 

(h) Any expense for replacement of lost or stolen appliances, dentures or bridge­
work; 

(i) Any expense for dental appointments that are not kept completion of claim 
forms or completion of reports requested by the Plan Administrator in order to 
process a claim; 

(j) Any expense which is not identified as a Covered Dental Service in this Dental 
Benefits section; 

(k) Any expense exceeding the Maximum Benefit; 

(1) Any expense for direct or indirect pulp-capping; 

(m) Any expense related to cosmetic or reconstructive procedures including 
realignment of teeth (except as specifically allowed by the Orthodontia 
Maximum Benefit or the orthodontic care benefit in Subsection (i) under Covered 
Dental Services); 

(n) Any expense related to the diagnosis or treatment of congenitally missing teeth 
or congenital malfonnations; 

(0) Any expense for duplication of treatment,;, procedures or supplies including but 
not limited to when a Covered Person transfers from the care of one Dentist to 
the care of another Dentist; 

(p) 

(q) 

(r) 

Any expense for night guards; 

Any expense for grathologic recordings; arid 

Any expense subject to any other exclusion or limitation in the Benefit Booklet 
including the Exclusions and Limitations section starting on page 99. 
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CLAIM ApPEAL PROCEDURES 

If You have a claim for dental benefits that is denied in whole or in part, You must follow the 
CLAIM APPEAL PROCEDURES which are described on page 133 of the Benefit Booklet. 

82 l'l'I HWF BB 1-1-16 



VISION BENEFITS 

INTRODUCTION 

The vision benefit is provided by a group contract between the Trust and Alaska Vision Services 
Plan. The terms of the group contract are surrunarized below. In the event of a conflict between 

this surrunary and the group contract, the terms of the group contract controL If You would like 

a copy of the group contract, contact the Plan Administrator. 

How TO USE THE VISION PLAN 

(a) You can obtain Your vision benefits from a Vision Service Plan ("VSplJ) network 

provider or an out-of-network provider. In most instances, You will have lower 

out-of-pocket costs by using a VSP network provider. See SUMMARY OF YOUR 
VISION BENEFITS below. 

(b) To find a VSP network provider,call VSP at (800) 877-7195, or visit the VSP 

website at www.vsp.com. 

(c) If You use a VSP network provider, identify Yourself as a VSP member. Your VSP 

provider will handle the rest. 

(d) You do not have to use a VSP network provider. You may use a VSP network 

provider to dispense Your glasses even if Your exam was performed by a non­

VSP provider. Likewise, You may obtain an eye exam from a VSP network 

provider and have Your glasses dispensed from a non-VSP provider. 

SUMMARY OF YOUR VISION BENEFITS 

~I· Type-: Vis:on Service I VSP Network Payment f=:e:::~t Frequency of Service 
• Amount 

~~~on =-=-T=Paid U; fuU-·- P~\~ount_1 Once every 12 months. 

I Fram~s_.._J Up to $150 I Up to $70 .. I Once ev,::~2 monthD 

~e lenses 0aid in full I Up to $50 I Once every 12 months : 

r Bifocal lined l~~~es r~--paid in full Upt~---I Once ~very 12 mo~th0 
Grifocallined lenses Paid in full Up to $100 Once every 12 months 

Lenticular 

Contact lens exam 
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VSP Network Payment 
Out-of-N etwork 

Type of Vision Service Maximum Benefit Frequency of Service 
Amount 

Payment Amount 

Contact lenses (elective) Up to $150 Up to $105 Once every 12 months 
Only covered in Heu of 
lens and frame 

Contact lenses and Paid in full Up to $210 Once every 12 months 
examination"" 

_(rlecessary ) 
.. Contact lenses are necessary when certain benefit criteria are satisfied. Call VSP at 800-877-7195 to 

determine the specific benefit criteria for contact lenses to be necessary. If You obtain necessary contact 
lenses, You will not be eligible for a frame and lenses for twelve (12) months from the date the contact 
lenses were obtained. 

LENS OPTIONS 

._. __ ..... _ ...... 

Lens Option 
VSP Network Payment Out-of-N etwork Maximum 

Amount Benefit Payment Amount 

Progressive multi-focal lenses Paid in full Up to $75 

Polycarbonate lenses Paid in full Not covered 

Anti-reflective coating Paid in full Not covered 

Low VISION BENEFITS 

This section describes benefits for professional services for severe vision problems not 
correctable with regular lenses. 

VSP Network Out-of-Network 
Type of Vision Service Payment Maximum Benefit Maximum Benefit 

Amount Payment Amount 

I Supplemental testing 
Maximum benefit for all 

(includes evaluation, Paid in full up 
low vision services . and 

diagnosis, and prescription of to maximum Up to $125 
materials is $1,000 

corrective eyewear or vision benefit 
every 

aids where indicated) 
two years 

75% of cost up 
Maximum benefit for aU 

75% of cost up to low vision services and 
I Supplemental care rodes to maximum 

benefit 
maximum benefit supplemental aides is 

$1,000 every two years 
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DISCOUNTS AND SAVINGS VffiEN USING A VSP NETWORK PROVIDER 

(a) Thirty percent (30%) off additional pairs of glasses or sunglasses from a VSP 
network provider on the same day as Your eye exam, or get twenty percent (20%) 
off from any VSP network provider within twelve (12) months of Your last exam. 

(b) Average thirty-five percent to forty percent (35%·-40%) savings on lens options 
such as scratch resistance, anti-reflective coatings, and progressives. 

(c) Average fifteen percent (15%) disCOlUlt off the cost of contact lens exam (fitting 

and evaluation). 

(d) Twenty percent (20%) discount off the amount over Your $150 frame allowance. 

(e) Average fifteen percent (15%) off the regular price or five percent (5%) off the 
promotional price of laser vision surgery. Discounts only available from 
contracted facilities. 

PROCEDURE IF You USE AN OUT-OF-NETWORK PROVIDER 
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(a) Obtain Your exam and any necessary eyewear (lenses, frame or contacts) and pay 

the bill in fulL Remember to get an itemized receipt. 

(b) Mail the itemized receipt to: 

VSP 
PO Box 997105 
Sacramento, CA 95899 

(c) When mailing the receipt, be sure to identify the Vision Plan as Local Union 598 
Plumbing & Pipe fitting Industry Health & Welfare Fund and include the 

following information: 

(1) Employee's name; 

(2) Address; 

(3) Social Security number; 

(4) Patient's name; 

(5) Date of birth of patient; and 

(6) Patient's relationship to the Employee. 
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(d) If You have Internet access, You may sign on to www.vsp.com and select the 
Out-of-Network Reimbursement Form and follow the directions. 

(e) You must submit the out-of-network provider's itemized billing statement to VSP 
within twelve (12) months of the date of service. 

(f) VSP will reimburse You according to the out-of-network maxImum benefit 
payment amount in the SUMMARY OF YOUR VISION BENEFITS section. 

WHAT IS COVERED AND WHAT IS NOT COVERED 
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(a) Services Covered. 

(1) Vision Examination. Includes a refraction test to determine the need for 
glasses, analysis for binocularity, and testing of the overall health of the 
eyes and related optic structures. This benefit is available once every 
twelve (12) months from the last exam. The cost of the exam is covered in 
full if the exam is performed by a VSP network provider. 

(b) Eyewear Covered. 

(1) 

(2) 

(3) 

(4) 

Lenses. Benefits from a VSP network provider for standard lenses, lined 
bifocal, lined trifocal, and lenticular are paid in full and available once 
every twelve (12) months from the last date of service. 

Frame. A frame from a VSP network provider is paid up to $150 and is 
available once every twelve (12) months from the last frame purchased. 
Before You select Your frame, check with Your VSP network provider to 
find out which frames are fully covered by the Plan. 

Elective Contacts. Benefits from a VSP network provider for elective 
contact lenses are paid in full up to $150. You are responsible for a co­
payment for the contact lens exam up to a maximum of $60. Optional 
contact lenses are available once every twelve (12) months from the last 
day of service. 
Necessary Contacts. When You meet VSP's criteria for necessary contact 
lenses from a VSP provider, the contact lenses and examination 
(evaluation and fitting) are paid in full and available once every twelve 
(12) months from the last date of service. 
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(c) Services and Eyewear not Covered. 
or materials connected with: 

is no for professional services 

(1) Orthopedics or vision training and any ~u~,~~,'_",~ supplemental testing; 

(2) Plano lenses (less than +0.50 diopter power); 

(3) Two pair of glasses instead of bifocals; 

(4) Replacement of lenses and frame which are lost or broken, except at the 
normal intervals when services are otherwise available; 

(5) Medical or surgical treatment of the eyes; 

(6) Corrective vision treatment of an experimental nature; 

(7) Costs for services and/or materials above the Plan allowances; and 

(8) Services and/or materials not indicated in the SUMMARY OF YOUR 
VISION BENEFITS section of the Benefit Booklet. 

VISION BENEFIT LIMITATIONS 

Vision benefits are designed to cover visual needs rather than cosmetic materials. When You 
select any of the following extras, the Vision Plan win pay the basic cost of the allowed lenses or 
frames and You will pay the additional cost for the following options: 

(a) Optional cosmetic processes; 

(b) Color coatings; 

(c) Mirror coatings; 

(d) Scratch coatings; 

(e) Blended 

(f) Cosmetic 

(g) Laminated lenses; 

(h) Oversize 
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(i) UV (ultraviolet) protective lenses; 

G) Certain limitations on low vision care; 

(k) A frame that costs more than the Vision Plan allowance; and 

(1) Contact lenses (except as noted elsewhere in the Vision Benefits section). 

DIABETIC EYE CARE PROGRAM 

The Diabetic Eye Care Program is intended to be a supplement to a Covered Person's medical 
plan. Providers will first submit a claim form to the Covered Person's medical plan and then to 
VSP. Any amounts not paid by the medical plan will be considered for payment by VSP. This is 
referred to as "Coordination of Benefits." 

Examples of symptoms which may result in a Covered Person seeking services under the 
Diabetic Eye Care Program include but are not limited to: 

(a) Blurry vision; 

(b) Transit loss of vision; 

(c) Trouble fOOlsing; and 

(d) Floating spots. 

Examples of conditions which may require management under the Diabetic Eye Care Program 
include, but are not limited to: 

(a) Diabetic retinopathy (a weakening in the small blood vessels on the back of the 
eye); 

(b) Diabetic macular edema (swelling of the retina in diabetes); and 

(c) Rubeosis (abnormal blood vessel growth on the iris and the structure in the front 
of the eye). 

The Diabetic Eye Care Program is available only through VSP Network Doctors. 
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Covered Services for Diabetic Eye Care Program: 

Eye examination: Covered in full after a copayment of $20.00 

Special ophthalmological services: Covered in full 

Exclusions and Limitations for Diabetic Eye Care Program: 

The Diabetic Eye Care Program provides coverage for limited vision-related medical services. A 
current list of these procedures will be made available to the Covered Person upon request. The 
frequency at which these services may be provided is dependent upon specific service and the 
diagnosis associated with such service. 

Not Covered by Diabetic Eye Care Program: 

(a) Frames,lenses, contact lenses, and any other ophthalmic materials; 

(b) Orthoptics or vision tra.:inIDg and any associated supplemental testing; 

(c) Surgery of any type and any pre- or post-operative services; 

(d) Treatment of any pathological conditions; 

(e) An eye examination required as a condition of employment; 

(f) Insulin or any medications or supplies of any type; and 

(g) Local, state, and/or federal taxes, except where VSP is required by law to pay. 

CLAIM ApPEAL PROCEDURE FOR VISION BENEFITS 
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(a) Complaints and Grievances. Covered Persons should report any complaints 
and/or grievances to VSP at the address or telephone number below. Complaints 
and grievances are disagreements regarding access to care, quality of care, 
treatment, or services. Complaints and grievances may be submitted to VSP 
verbally or in writing. A Covered Person may submit written comments and 
supporting documents concerning his complaint or grievance to assL<;t in VSP's 
review. VSP will resolve the complaint or grievance within thirty (30) days after 
receipt unless special circumstances require an extension. In that case, resolution 
shall be achieved as soon as possible but not later than 120 days after VSP's 
receipt of the complaint or grievance. If VSP determines that resolution cannot be 
achieved within thirty (30) days, it will notify the Covered Person of the expected 
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resolution date. Upon final resolution, VSP will notify the Covered Person of the 
outcome in writing. 

(b) Appeal of a Denied Claim. If a claim is denied in whole or in part, a request may 
be submitted to VSP by the Covered Person or his authorized representative for a 
full review of the denial. 

Initial Appeal. The appeal must be filed within 180 days following denial of a 
claim and should contain sufficient information to identify the Covered Person 
for whom the claim was denied including the Employee's name, his VSP mem­
ber identification number, the Covered Person's name and date of birth, the 
provider of services, and the claim number. The Covered Person may review, 
during normal working hours, or receive by mail any documents held by VSP 
pertinent to the denial. The Covered Person may also submit written comments 
or supporting documents concerning the claim to assist in VSP's review. VSP's 
response to the initial appeal, including specific reasons for the decision, shall be 
provided to the Covered Person within thirty (30) calendar days after receipt of a 
request for review. 

Second Level Appeal. If the Covered Person disagrees with the response to the 
initial appeal, the Covered Person has a right to a second level appeal. Within 
sixty (60) calendar days after receipt of VSP's response to the initial appeal, the 
Covered Person may submit a second appeal to VSP along with any pertinent 
documentation. VSP shall communicate its final determination to the Covered 
Person in compliance with all applicable state and federal laws and regulations 
and shall include the specific reasons for the determination. 

Other Remedies. When the Covered Person has completed the appeal process 
stated above, additional voluntary alternative dispute resolution options may be 
available including mediation or arbitration. You may contact the Plan 
Administrator or VSP for details. Additionally, under Section 502(a)(1)(B) of the 
Employee Retirement Income Security Act, the Covered Person has the right to 
bring a civil action against VSP when all available levels of review have been 
completed, the claim was not approved, and the Covered Person disagrees with 
the outcome. 

Time of Action. No lawsuit shall be brought against VSP until the Covered 
Person has exhausted his grievance rights and/or prior to the expiration of sixty 
(60) days after the claim and any applicable invoices have been filed with VSP. 
No action shall be brought after the expiration of six (6) years from the last date 
that the claim and any applicable invoice was submitted to VSP. 
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Contact information for VSP erievances 

Vision Service Plan Insurance Company 
Member A ppea]s 
3333 Quality Drive 
Rancho Cordova, 95670 
T: (800) 877-7195 
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COORDINATION OF BENEFITS (COB) 

This COB section applies when a Covered Person has medical and/or dental coverage under 
more than one Plan as defined below. 

How COB WORKS 

This COB section contains rules that govern the order in which Plans will pay a claim for 
medical and/or dental benefits. The Plan that pays first is the Primary Plan. The Primary Plan 
must pay benefits in accordance with its policy terms without regard to the possibility that 
another Plan may cover some expenses. The Plan that pays after the Primary Plan is called the 
Secondary Plan. The Secondary Plan may reduce the benefits it pays so that the payments from 
all Plans do not exceed 100% of the total Allowable Expense as defined below. 

DEFINITIONS 

For purposes of this section, the following definitions apply: 

Plan means any of the following that provide benefits or services for medical or dental care or 

treatment: 

(a) Plan includes: group insurance contracts, health maintenance organization 
contracts, Closed Panel Plans or other forms of group or group-type coverage 
(whether insured or self-insured); medical care components of group long-term 
care contracts such as skilled nursing care; medical benefits under group or 
individual automotive contracts; and Medicare or any other government 
programs other than Medicaid or as permitted by law. 

(b) Plan does not include: hospital indemnity coverage or other fjxed-inderrmity 
coverage; accident-only coverage; specific disease or specific accident coverage; 
school accident-type coverage; benefits for non-medical components of group 
long-term care policies; Medicare supplement policies; Medicaid policies; or 
coverage under other federal govermnental plans unless permitted by law. 

This Plan means, in this COB section, the part of the Benefit Booklet providing for medical 
and/or dental benefits to which this COB section applies and which may be reduced because of 
the benefits provided by other Plans. 
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Allowable Expense means a medical ilnd/or dental expense, illdudil.g Deductibles, Co­

Insurance and Co-Payments, that is covered at least in part by any Plan covering the Covered 
Person. When a Plan provides benefits in the form of services, the reasonable cash value of each 

service will be considered an Allowable Expense and a benefit paid. An expense that is not 
covered by any Plan covering the Covered Person is not an Allowable Expense. Any expense 

that a Provider by law or in accordance with a contractual agreement is prohibited from 

charging a Covered Person is not an Allowable Expense. 

The following are examples of expenses that are not Allowable Expenses: 
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(a) The difference between the cost of a semi-private hospital room and a private 

hospital room is not an Allowable Expense unless one of the Plans provides 
coverage for private hospital room expenses. 

(b) If a Covered Person is covered by two or more Plans that compute their benefit 

payments on the basis of Usual and Customary Charges or Global Charges, a 

relative value schedule reimbursement methodology or other similar 
reimbursement methodology, the amount in excess of the highest reimbursement 

amount allowed by the Primary Plan for a specific benefit is not an Allowable 

Expense. 

(c) 

(d) 

(e) 

If a Covered Person is covered by two or more Plans that provide benefits or 
services on the basis of negotiated fees, an amount in excess of the highest of the 

negotiated fees allowed by the Primary Plan is not an Allowable Expense. 

If a Covered Person is covered by one Plan that calculates its benefits or services 

on the basis of Usual and Customary Charges or Global Charges, a relative value 

schedule reimbursement methodology or other similar reimbursement 

methodology and another Plan that provides benefits or services on the basis of 

negotiated fees, the Primary Plan's payment arrangement shall be the Allowable 
Expense for all Plans. However, if the Provider has contracted with the 

Secondary Plan to provide the benefit or service for a specific negotiated fee or a 
payment amount that is different than the Prinlary Plan's payment arrangement 

and if the Provider's contract permits, the negotiated fee or payment shall be the 
Allowable Expense used by the Secondary Plan to determine its benefits. 

The amount of any benefit reduction by the Primary Plan because a Covered 
Person has failed to comply with the Plan provisions is not an Allowable 

Expense. Examples of these types of Plan provisions include second surgical 

opinions, pre-certification of admissions and preferred Provider arrangements. 
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Closed Panel Plan means a Plan that provides health care benefits to a Covered Person 
primarily in the form of services through a panel of Providers that have contracted with or are 
employed by the Plan and that excludes coverage for services provided by other Providers, 
except in cases of emergency or referral by a panel member. 

Custodial Parent means the parent awarded custody by a court decree or, in the absence of 

court decree, is the parent with whom the Dependent child resides more than one-half of the 
calendar year excluding any temporary visitation. 

Primary Plan means the Plan under the COB provisions that pay first. 

Secondary Plan means the Plan under the COB provisions that pay after the Primary Plan. 

ORDER OF BENEFIT DETERMINA nON RULES (WIDeR PLAN PAYS FIRST?) 

When a Covered Person is covered by two or more Plans, the rules for determining the order of 

benefit payments are as follows: 
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(a) The Primary Plan pays or provides its benefits according to its terms of coverage 
and without regard to the benefits of any other Plan. 

(b) 

(c) 

(d) 

(1) Except as provided in (b)(2) below, a Plan that does not contain a COB 
provision is always the Primary Plan unless the provisions of both Plans 
state that the complying Plan is Primary. 

(2) Coverage that is obtained by virtue of membership in a group that is 
designed to supplement a part of a basis package of benefits and provides 
that this supplementary coverage shall be excess to any other parts of the 
Plan provided by the insurer or Plan sponsor. Examples of these types of 
situations are major medical coverages that are superimposed over base 
Plan hospital and surgical benefits and insurance-type coverages that are 
written in connection with a Closed Panel Plan to provide out-of-network 
benefits. 

A Plan may consider the benefits paid or provided by another Plan in calculating 
payment of its benefits only when it is the Secondary Plan. 

Each Plan determines its order of benefits using the first of the following rules 

that apply: 
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(1) Non-Dependent or Dependent. <TIle Plan that covers the Covered Person 
other than as a Dependent, for eXaIJlple as an Employee, member, 
su bscriber or retiree is the Primary Plan and the Plan that covers the 
Covered Person as a Dependent is the Secondary Plan. However, if the 
Covered Person is a Medicare beneficiary and, as a result of the federal 
law, i.e., provisions of Title XVllI of the Social Security Act and 
implementing regulations, Medicare is: (i) secondary to the Plan covering 
the Covered Person as a Dependent; and (ii) primary to the Plan covering 
the Covered Person as other than a Dependent (e.g., a retired employee) 
then the order of benefits between the two Plans is reversed so that the 
Plan covering the Covered Person as an Employee, member, subscriber or 
retiree is the Secondary Plan and the other Plan covering the Covered 
Person as a Dependent is the Primary Plan. 

(2) Dependent Child Covered Under More Than One Plan. When a 
Dependent child is covered by more than one Plan, the order of benefit 
determination is as follows: 

(A) For a Dependent child whose parents are married or are living 
together, whether or not they have ever been married, the Plan of 
the parent whose birthday falls earlier in the calendar year is the 
Primary Plan. If both parents have the same birthday, the Plan 
that has covered the parent longest is the Primary Plan. This is 
called the Birthday Rule. 

(B) For a Dependent child whose parents are divorced or separated or 
are not living together, whether or not they have ever been 
married, the following rules apply: 

(i) If a court decree states that one of the parents is 
responsible for the Dependent child's healthcare expenses 
or healthcare coverage and the Plan of that parent has 
actual knowledge of those terms, that Plan is the Primary 
Plan. The rule applies to plan years commencing after the 
Plan is given notice of the court decree. If the parent with 
responsibility has no healthcare coverage for the 
Dependent child's healthcare expenses, but that parent's 
spouse does, the parent's spouse's Plan is the Primary 
Plan. This subparagraph does not apply with respect to 
any plan year during which benefits are paid or provided 
before the Plan has actual know ledge of the court decree 
provision. 

PPI HWF BR 1-1-16 



96 

(ii) If a court decree states that both parents are responsible for 
the Dependent child's healthcare expenses or that the 
parents have joint custody without specifying that one 
parent is responsible, the Birthday Rule described above 
applies. 

(iii) If there is no court decree allocating responsibility for the 
Dependent child's healthcare expenses, the order of 
benefits for the Dependent child are as follows: (i) the Plan 
covering the custodial parent; (ii) the Plan covering the 
spouse of the custodial parent; (iii) the Plan covering the 
non-custodial parent; then (iv) the Plan covering the 
spouse of the non-custodial parent. 

(C) For a Dependent child covered under more than one Plan of 
individuals who are not the parents of the Dependent child, the 
order of benefits shall be determined by the first applicable 
provision, under paragraph d(2)(A) or d(2)(B) above shall 
determine the order of benefits as if those individuals were 
parents of the Dependent Child. 

(D) For a Dependent child covered under the Plans of both a parent 
and a spouse, the Longer or Shorter Length of Coverage 
provision below shall determine the order of benefits. If coverage 
under either or both the parent's Plan and the spouse's Plan began 
the same day, the Birthday Rule will apply. 

(3) Active Employee or Retired or Laid-Off Employee. The Plan that covers 
a Covered Person as an active Employee, that is, an Employee who is 
neither laid-off nor retired, is the Primary Plan. The Plan covering the 
same Covered Person as a retired or laid-off Employee is the Secondary 
Plan. If the other Plan does not have this rule, and as a result, the Plans do 
not agree on the order of benefits, this rule is ignored. 

(4) COBRA or Similar Continuation Coverage. If a Covered Person whose 
coverage is provided pursuant to COBRA or under a right-of­
continuation pursuant to State or other Federal law is covered under 
another Plan, the Plan covering the Covered Person as an Employee, 
member, subscriber or retiree or covering the Covered Person as a 
Dependent of the Employee, member, subscriber or retiree is the Primary 
Plan and the Plan covering the Covered Person pursuant to COBRA or 
under a right-of-continuation pursuant to State or other Federal law is the 

PPI HWF BB 1·1-16 



Secondary Plan. If the other Plan does not have this rule, and if, as a 
result, the Plans do not agree on the order of benefits, this rule is ignored. 

(5) Longer or Shorter Length of Coverage. The Plan that has covered the 
Covered Person as an Employee, member, subscriber or retiree for the 
longer period of time is the Primary Plan and the Plan that has covered 
the Covered Person for the shorter period of time is the Secondary Plan. 

(6) None of the Above. If the preceding rules do not determine the order of 
benefits, then Allowable Expenses shall be shared equally between the 
Plans. In addition, this Plan will not pay more than it would have paid 
had it been the Primary Plan. 

ORDER OF BENEFIT DETERMINATION RULES FOR MEDICARE 

In situations where You are enrolled for coverage under this Plan and are also eligible for 
Medicare, this Plan will only pay for Covered Services when required to do so by federal law. In 
all other situations, the Plan will integrate with benefits under Parts A and B of Medicare even if 
You have not signed up for both parts. 

EFFECT ON BENEFITS OF TillS PLAN 

When this Plan is secondary, it may reduce its benefits so that the total benefits paid or 
provided by all Plans during a plan year are not more than the total Allowable Expenses. In 
determining the amount to be paid for any claim, the Secondary Plan will calculate the benefits 
it would have paid in the absence of other health care coverage and apply that calculated 
amount to the Allowable Expense under its Plan that is unpaid by the Primary Plan. The 
Secondary Plan may then reduce its payment by the amount so that, when combined with the 
amount paid by the Primary Plan, the total benefits paid or provided by all Plans for the claim 
do not exceed the total Allowable Expense for that claim. In addition, the Secondary Plan shall 
credit to its Plan Deductible any amounts it would have credited to its Deductible in the absence 
of other health care coverage. 

RIGHT TO COLLECT AND RELEASE NEEDED INFORMATION 

Certain facts are needed to apply COB rules. The Plan, acting through its Plan Administrator, 
has the right to decide which facts it needs. It may get needed facts from or give them to any 
other organization or person. The Plan need not tell or get the specific consent of the Covered 
Person to do this. Each Covered Person claiming benefits under this Plan must give the Plan 
any facts it needs to coordinate benefits. 
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CORRECTION OF PAYMENT 

If benefits which this Plan should have paid are instead paid by another Plan, this Plan may 
reimburse the other Plan. Amounts reimbursed are Plan benefits and are treated like other Plan 

benefits in satisfying Plan liability. 

RIGHT OF RECOVERY 

If the benefits paid by the Trust is more than it should have paid under the COB rules, it may 
recover the excess from one or more of the persons it has paid or for whom it has paid; or any 
other person or organization that may be responsible for the benefits or services provided for 
that person. The "amount of payments made" includes the reasonable cash value of any 
benefits provided in the form of services. 
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EXCLUSIONS AND LIMITATIONS 

This section of the Benefit Booklet applies to all benefits in the Benefit Booklet except Life 
insurance benefit, the HRA, and savings benefits. 

The Trust does not pay for: 
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(a) Any expense or charge for Injury or Sickness which arises out of or in the course 
of any employment with any employer or self-employment for which the 
Covered Person is or could be entitled to benefits under any workers' 
compensation or occupational disease law, or receives any settlement from a 
workers' compensation carrier. If a Covered Person's claim for Workers' 
Compensation benefits is initially denied on the ground that it does not arise out 
of or in the course of employment, the Trust may advance benefits to the 
Covered Person while resolution of the Workers' Compensation claim is being 
finally determined. Any such advance will be subject to the Plan's 
SUBROGATION AND REIMBURSEMENT section of the Benefit Booklet; 

(b) Any expense or charge which is in excess of the Usual and Customary Charge or 
Global Charge for a Non-PPO Provider (unless a specific exception applies) or 
the Negotiated Rate for a PPO Provider; 

(c) Any expense or charge for services or supplies not Medically Necessary except 
for allowed Preventive Care Services; 

(d) Any expense or charge incurred before coverage begins or after coverage ends 
except as allowed for Covered Dental Services. 

(e) 

(f) Any expense or charge resulting from the Covered Person's commission or 
attempted commission of a felony; 

(g) Any expense or charge which the Covered Person does not have a legal 
obligation to pay; 

(h) Any expense or charge for Custodial Care. See the definition of Custodial Care in 
the DEFINITION OF TERMS section starting on page 4 of the Benefit Booklet. 

(i) Any expense or charge which results from Cosmetic or Reconstructive Surgery, 
except; 
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(j) 

(k) 

(1) 

(m) 

(n) 

(0) 
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(1) For Injuries received while covered under the Plan; 

(2) For repair of defects which result from surgery for which the Covered 
Person was paid benefits under the Plan; 

(3) For the reconstructive (not cosmetic) repair of a congenital defect which 
materially corrects a bodily malfunction, provided the Covered Person 
has been continuously covered under this Plan since birth; 

(4) For the reconstruction of a breast as allowed by the Women's Health and 
Cancer Rights Act benefit as described on page 105 of the Benefit Booklet; 

or 

(5) Penile implants following radical prostate cancer surgery. 

Any expense or charge which results from appetite control, food addictions, 
eating disorders (except for documented cases of bulimia or anorexia that meet 
standard diagnostic criteria as determined by the Trustees in conjunction with 
their advisors, and present significant symptomatic mental problems) or any 
treatment of obesity (including surgery to treat morbid obesity). However, the 
Trust will cover screening for obesity for adults as recommended by the United 
States Preventative Services Task Force; 

Any expense or charge for orthopedic shoes, orthotics or other supportive 
devices for the feet, including non-surgical treatment of feet (including, without 
limitation, treatment of weak or fallen arches, flat or pronated feet, metatarsalgia, 
hallux valgus, hallux flexus, hallux rigidus or hallux varus, or paring or excision 
of callus or corn, or trimming of toenails); 

Any expense or charge for treatment of Jaw Joint Disorders (except to the extent 
specifically provided); 

Any expense or charge for sexual transformations or any treatment related to 
sexual dysfunction, except Prescription Drugs detailed in the Prescription Drug 
Benefit section of the Benefit Booklet; 

Any expense or charge related to Mental and Nervous Disorders which are 
classified as sexual deviations or disorders; 

Any expense or charge for chelation therapy except for acute arsenic, gold, 
mercury or lead poisoning; 
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(p) Any expense or charge for services or supplies which are not provided in accord 
with generally accepted professional standards on a national basis; 

(q) Any expense or charge for services or supplies which: 

(1) Are considered an Experimental or Investigational Procedure; or 

(2) Result from or relate to the application of an Experimental or 
Investigational Procedure except as allowed by the Clinical Trials benefit. 

(r) Any expense or charge which is primarily for the Covered Person's education, 
traiillng or development of skills needed to cope with an Injury or Sickness; 

(s) Any expense or charge related to tobacco cessation except for Prescription Drugs 
designed to help You stop using tobacco products; 

(t) Any expense or charge which is primarily for the Covered Person's convenience 
or comfort or that of the Covered Person's family, caretaker, or Provider; 

(u) Any expense or charge for telephone calls to or from a Hospital or Provider 
except for the T eladoc benefit; 

(v) Any expense or charge which results from breast augmentation or reduction 
which is not associated with cancer of the breast; 

(w) Any expense or charge for services or supplies received from a federal, state or 
local governmental agency or program where the care is available without cost to 
the Covered Person except to the extent the services or supplies are required by 
law to be paid by the Plan; or for confinement or care obtained in a Hospital or 
other facility owned or operated by any federal, state or local governmental 
agency or program unless there is an unconditional requirement to pay for such 
confinement or care without regard to any rights against others, contractual or 
otherwise. 

(y) Any expense or charge which results from or is caused by war (whether declared 
or not), service in the armed forces of any country, invasion, civil or international 
war or hostilities, insurrections or riot; 

(z) Any expense or charge for baby delivery by a lay midwife and facility benefits 
for at-home delivery of a baby; 
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(aa) Any expense or charge for surgical procedures which alter the refractive 
character of the eye, including but not limited to, radial keratotomy, myopic 
keratornileusis, and other surgical procedures of the refractive keratoplasty type, 
the purpose of which is to cure or reduce myopia or astigmatism. Additionally, 
reversals or reversions of surgical procedures which alter the refractive character 
of the eye and complications of these procedures are excluded; 

(bb) Any expense or charge for a hearing aid; 

(cc) Any expense or charge for an internet Physician visit except as allowed by the 
Teladoc benefit; 

(dd) Any expense or charge for private nursing service or personal items such as 
telephones, televisions and guest meals in a Hospital or Skilled Nursing Care 

Facility; 

(ee) Any expense or charge for self-help training programs including, but not limited 
to, those to stop smoking, control weight or provide general fitness and other 
services or supplies, including drugs prescribed for or used as part of such 
program except for Prescription Drugs designed to help You stop using tobacco 
products; 

(ff) Any expense or charge for instructional programs, including but not limited to, 
those to learn to self-administer drugs or nutrition or teach a person how to use 

Durable Medical Equipment or how to care for a family member except as 
specifically provided under the Outpatient Diabetic Instruction benefit; 

(gg) Any expense or charge which would be covered by a personal injury protection 
insurance required by statute under an automobile insurance policy whether or 
not the Covered Person obtained an automobile insurance policy including such 

coverage; 

(hh) Any expense or charge for appliances or equipment primarily for comfort, 
convenience, cosmetics, environmental control or education such as an air 

conditioner, humidifier, air filter, whirlpool, heat lamp or tanning lamp; 

(ii) Any expense or charge described elsewhere in this Benefit Booklet as not 
covered; 

(jj) Any expense or charge incurred while the Covered Person's legal residence is 
not within the United States; 
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(kk) Any expense or charge for servkes or supplies which violate any statute of 
regula tions; 

(11) Any expense or charge for services or supplies which are payable under a 
government or privately supported medical research program; 

(mm) Any expense or charge for any service or supply attributable to SOmeone other 
than the Covered Person except for the Organ Transplant donor benefit; 

(nn) Any expense or charge which is not a Covered Service under the terms of the 
Plan; 

(00) Any expense or charge for any service or supply incurred outside the United 
States except in emergency situations. Emergency situations are defined as 
instances of a serious injury, the onset of a serious condition which requires 
immediate medical intervention to prevent death, or a serious impairment of 
health. Emergencies do not include elective care or care of a mIDor Injury or 
Sickness; 

(pp) Any expense or charge for private duty nursing; 

(qq) Any expense or charge for over-the-counter drugs; and 

(rr) Any expense or charge for Hospital care or medical coverage for which benefits 
are available who are eligible for Medicare and for whom Medicare is primary to 
Plan coverage whether or not the Covered Person has qualified for such benefits 
enrollment or other procedure available to him. 
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GENERAL PROVISIONS 

PAYMENT OF CLAIMS 

Written notice of a claim for medical and dental benefits must be given to the Plan 
Administrator as soon as possible after a Covered Service is incurred. The written notice should 
clearly identify the Covered Person. In order to be eligible for payment, a claim for Covered 
Services must be submitted to the Plan Administrator within twelve (12) months of the date that 
the service or supply was provided, except in the event of legal incompetence. 

Claim forms may be obtained from the Union, the Plan Administrator, or at 

www.598benefits.aibpa.com. 

Payment for medical and dental claims will be made by the Trust or Aetna for a Covered 
Service upon timely receipt of a fully completed claim fonn that meets all the requirements of 
the Plan. The Trust or Aetna will make payment to the Provider, Hospital, facility, or clinic 
unless the Covered Service has already been paid by the Covered Person. Whether the Trust or 
Aetna pays You or the Provider, Hospital, facility, or clinic, You will always receive a written 
explanation of what the Trust has paid and how much, if any, of the bill remains to be paid by 
You. 

Claim forms for medical and dental benefits should be sent to: 

Local Union 598 Plumbing & Pipefitting Industry Health & Welfare Fund 
c/o BeneSys, Inc. 
1220 SW Morrison Street, Suite 300 
Portland, OR 97205 

Claim forms for vision benefits should be sent to: 

Vision Service Plan 
P.O. Box 997105 
Sacramento, CA 95899 

Claim forms for life insurance benefit should be sent to: 
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Reliance Standard Insurance Company 
Claims Department 
PO Box 8330 
Philadelphia, PA 19101 
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BENEFITS NOT TRANSFElu{ABlE 

No person other the Covered Person is entitled to receive benefits from the Plan. The right to 
benefits is not transferable, even among family members. 

NEWBORNS AND MOTHERS' HEALTH PROTECTION ACT 

Group health plans and insurance companies offering group health insurance coverage 
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 forty-eight (48) hours 
following a normal vaginal delivery or less than ninety-six (96) hours following a cesarean 
section. Also, lUlder federal law, group health plans and health insurance companies offering 
group health insurance coverage may not set the limit of benefits or out-of-pocket costs so that 
any later portion of the 48-hour or 96-hour stay is treated in a manner less favorable than any 
earlier portion of the stay. 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 newborn earlier than forty-eight (48) hours or ninety-six (96) hours, as applicable, or require 
a Provider to obtain prior authorization from the group health plan or insurance company for 
prescribing a length of stay not in excess of the above periods. This Plan complies with the 
Newborns and Mothers' Health Protection Act. 

WOMEN'S HEALTH AND CANCER RIGHTS ACT 

As required by the Women's Health and Cancer Rights Act of 1998, the Plan provides benefits 
for mastectomy-related services as follows: 

(a) Reconstruction of the breast on which the mastectomy has been performed; 

(b) Surgery and reconstruction of the other breast in order to produce a symmetrical 
appearance; and 

(c) Prostheses and treatment of physical complications of all stages of mastectomy, 
including lymphedemas, in a manner determined in consultation with the 
attending Physician and the Covered Person_ 

This benefit is subject to the Deductible and Co-Payments as detailed in the Plan. 
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DISCLOSURE OF NON-GRANDFATHERED HEALTH PLAN STATUS 

This information is required by the Patient Protection and Affordable Care Act (the Affordable 
Care Act). Effective January 1, 2016, the Plan is not a grandfathered health plan under the 
Affordable Care Act. A non-grandfathered health plan must provide in-network Preventative 
Care Services at no cost to the Covered Person. 

Questions regarding which requirements under the Affordable Care Act apply to a non­
grandfathered health plan can be directed to the Plan Administrator or You may contact the 
Employee Benefit Security Administration, US Department of Labor, at (866) 444-3272 or 
FWw.doLgov/ebsalhealthreform. You may also contact the U.s. Department of Health and 
Hurrtan Services at www.healthreform.gov. 

GENDER AND NUMBER 

Whenever any words are used in this Benefit Booklet in the masculine gender, they shall also be 
construed to include the feminine gender in all situations where they would so apply. 
Whenever any words are used in the singular, they shall also be construed to include the plural 
in all situations where they would so apply. Whenever any words are used in the plural, they 
shall also be construed to include the singular in all situations where they would so apply. 

RETURN OF OVERPAYMENT, OFFSET OF FUTURE BENEFITS AND DEDUCTION FROM RESERVE 

ACCOUNT 

If the Trust, Aetna, or Plan Administrator mistakenly pays a claim for a Covered Person or 
makes a payment to a person, Provider, Hospital, facility, or clinic who is not entitled to the 
payment, or a Covered Person or family member does not honor a SUBROGATION AND 
REIMBURSEMENT OBLIGATION, the Trustees have the right to recover the payment from 
any person paid or anyone who benefitted from it, including a Provider, Hospital, facility, or 
clinic. The Trustees' right to recover includes the right to deduct the amount paid by mistake or 
not repaid via a SUBROGATION AND REIMBURSEMENT OBLIGATION from future 
Covered Services incurred by the Covered Person or any family member even if the mistaken 
payment was not made on that family member's behalf or even if that family member did not 
fail to honor the SUBROGATION AND REIMBURSEMENT OBLIGATION. The Trustees 
also have the right to deduct money from Your Reserve Account in excess of the money 
necessary for one month of coverage in order to recover a mistaken payment or if the Covered 
Person or a family member fails to honor the SUBROGATION AND REIMBURSEMENT 
OBLIGATION. 
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SUBROGATION AND REIMBURSEMENT OBLIGATION 

For purposes of this section, the following definitions apply: 

(a) "Covered Person" means an individual covered by this Plan as well as the estate, 
heirs, guardian and/or conservator of a Covered Person. "Covered Person" also 
includes any trust established for the purpose of receiving "Recovery Funds" 
and/or paying future income, care or medical expenses to or for a Covered 
Person as the result of a "Third Party Claim." 

(b) "Recovery Funds" means any amount recovered by or for a Covered Person 

from a "Third Party" as the result of a "Third Party Claim." 

(c) "Third Party Claim" means any claim, lawsuit, settlement, award, verdict, 
judgment, arbitration deci.<;ion or other action by a Covered Person against a 
Third Party (or any right to assert the foregoing) alleging or claiming the Third 
Party may be responsible (from a liability and/or financial standpoint) for the 
Injury or Sickness of a Covered Person for which Covered Services are paid or 
may be paid from the Trust. 

(d) "Third Party" means any individual or entity who may be fully or partially 
responsible (from a liability and/or financial standpoint) for the Injury or 
Sickness of a Covered Person for which Covered Services are paid or may be 
paid from the Trust. "Third Party" includes any insurer of such individual or 
entity and includes, but is not limited to, all types of liability insurance as well as 
other forms of insurance that may pay money to or on behalf of a Covered 
Person including uninsured motori.<;t coverage, under-insured motorist coverage, 
premises med-pay coverage, personal injury protection coverage and worker's 
compensation coverage. 

Exclusion of Benefits. The Plan will not pay any medical or dental benefits for any Injury or 
Sickness with respect to which the Covered Person has, or may have, a Tnird Party Claim 
except as specifically prOVided in this section. 

Subrogation Rights. Upon payment of Covered Services for an Injury or Sickness of a Covered 
Person that are related to a Third Party Claim, the Trust shall be subrogated to all a Covered 
Person's rights, claims, interests, rights of action, judgments, and recoveries to the extent of the 
full amount the Trust paid or may pay to or on behalf of the Covered Person relating to the 
Third Party Claim. The Third Party and the Covered Person shall do whatever is necessary to 
secure such rights and do nothing to prejudice them. 
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The Trust or its Trustees may pursue the Third Party to recover the Covered Services for an 

Injury or Sickness the Trust paid or may pay that are related to the Third Party Claim in the 
Trust's name or in the name of a Covered Person. The Trust and its TJustees are entitled to all 
subrogation rights and remedies of a Covered Person under common law and statutory law as 
well as under the Benefit Booklet. 

Right of Recovery. In addition to the Trust's subrogation rights, the Trust and its Trustees 
require the Covered Person and his attorney, if any, to protect the Trust's reimbursement rights. 

The following rules apply: 

(a) 

(b) 

(c) 

(d) 

(e) 
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A Covered Person agrees to hold any Recovery Funds in trust for the Trust up to 
the amount of Covered Services the Trust paid or may pay for the Injury or 
Sickness of a Covered Person that are related to the Third Party Claim. The Trust 

shall be paid first from the Recovery Funds. 

A Covered Person grants the Trust a first security interest, an equitable lien, 
and/or constructive trust for all Recovery Funds up to the amount of Covered 
Services the Trust paid or may pay for the Injury or Sickness of a Covered Person 
that are related to the Third Party Claim. Ii the Covered Person is represented by 
an attorney, all Recovery Funds shall be deposited in the attorney's trust account. 
No portion of the Recovery Funds shall be paid to the Covered Person, the 
attorney, or anyone other than the Trust until the Trust's right to reimbursement 
in this section has been fully satisfied. 

The Trust is entitled to a first priority recovery from the Recovery Funds for the 
full amount of Covered Services it has paid or may pay for the Injury or Sickness 
of a Covered Person that are related to the Third Party Claim. The payment 
obligation exists regardless of whether: (i) a Covered Person has been made 
whole; (ii) the Third Party admits liability or asserts that a Covered Person is also 
at fault; (iii) a Covered Person only sought the recovery of non-economic 
damages; or (iv) a claim has been resolved through a disputed claims settlement 
where the parties agree the Injury or Sickness is not work related or not caused 
by the Third Party. The Trustees reject the make whole, common fund, and 
collateral source theories and the Trust's rights shall not be affected by similar 
doctrines or rules, whether established at common law or by statute, that would 
reduce the Trust's right to full recovery under this section of the Benefit Booklet. 

The Trust may require a Covered Person and his attorney to sign an agreement 
to abide by this section of the Benefit Booklet as a prerequisite to paying for 
Covered Services for an Injury or Sickness that is related to a Third Party Claim. 

A Covered Person and his attorney shall do nothing to prejudice the Trust's right 
of recovery under this section of the Benefit Booklet. 
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(f) The Trust may, at the discretion of the Trustees, suspend payment or deny 
payment of Covered Services for an Injury or Sickness of a Covered Person 
related to the Third Party Claim if a Covered Person and/or his attorney fail to 
perform all acts required by this section of the Benefit Booklet or the Trustees 
have a reasonable basis to believe a Covered Person and/or his attorney will not 
honor all of his obligations under this section of the Benefit Booklet. 

Additional Obligations of a Covered Person and Rights of the Trust and the Trustees. In 
connection with the Trust's right to subrogation and reimbursement, a Covered Person shall do 
the following as applicable and agrees that the Trust and the Trustees may do one or more of 
the following at the Trustees' discretion: 

(a) 

(b) 

(c) 

(d) 

(e) 

(f) 

(g) 
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If a Covered Person seeks payment for Covered Services for an Injury or Sickness 
for which there may be a Third Party Claim, a Covered Person shall notify the 
Plan Administrator of the potential Third Party Claim. A Covered Person has 
this responsibility even if the first request for payment of Covered Services is a 
bill or invoice submitted to the Trust by a Provider, Hospital, facility, or clinic. 

Upon request from the Plan Administrator, a Covered Person shall provide the 
Plan Administrator with all available information relating to the potential Third 
Party Claim. 

A Covered Person shall immediately disclose to the Plan Administrator all 
Recovery Funds and all settlements of any kind that have been obtained that are 
related to the Third Party Claim. 

By accepting payment of Covered Services relating to an Injury or Sickness for 
which there may be a Third Party Claim, a Covered Person agrees that the Trust 
and its Trustees have the right to intervene in any lawsuit, mediation or 
arbitration filed by or on behalf of a Covered Person seeking damages from a 

Third Party. 

A Covered Person agrees that the Plan Administrator, Trust and/or Trustees may 
notify any Third Party or Third Party's representative or insurer of the Trust's 
recovery rights set forth in this section of the Benefit Booklet. 

This section of the Benefit Booklet applies regardless of whether a Covered 
Person's Injury or Sickness for which there may be a Third Party Claim occurred 
before the Covered Person became enrolled in the Plan. 

If any term, provision, agreement or condition in this section of the Benefit 
Booklet is held by a Court to be invalid or unenforceable, the remainder of the 
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section shall remain in full force and effect and shall in no way be affected, 
impaired or invalidated. 

(h) The Trustees have the authority to compromise subrogation and reimbursement 
claims on a case by case basis depending on the facts and circumstances. 

FALSE OR FRAUDULENT CLAIMS 

The Trustees reserve the right to impose restrictions upon the payment of future Covered 
Services to any Covered Person who submits a claim or information that is false or fraudulent 
including, without limitation, refusing to prOVide future Covered Services, the deduction from 
future Covered Services amounts owed to the Trust because of payments made in reliance upon 
such false or fraudulent claim or information, and the deduction of money from Your Reserve 
Account in excess of the money necessary for one month of coverage. 

MOTOR VEHICLE INSURANCE 

Many state insurance laws require no-fault personal injury protection ("PIP") coverage. PIP 
coverage provides immediate payment by a Covered Person's automobile insurance carrier for 
medical bills and wage loss. The Plan will not provide medical or dental benefits to the extent 
the Covered Person recovers or is entitled to recover under P1P. 
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L!fE INSURANCE BENEFIT 

INTRODUCTION 

The life insurance benefit is provided by a group contract between the Trust and Reliance 
Standard Insurance Company (Reliance). lne terms of the group contract are summarized 
below. In the event of a conflict between this summary and the terms of the group contract, the 
terms of the group contract controL If You would like a copy of the group contract, contact the 
Plan Administrator. 

The life insurance benefit for Employees enrolled for Medical Coverage as a result of employer 
contributions, or employer contributions and a partial self-payment, at the time of death is 
$10,000. If the Employee is age seventy (70) or older and enrolled for Medical Coverage as a 
result of employer contributions, or employer contributions and a partial self-payment at the 
time of death, the life insurance benefit paid by Reliance is $5,000 and the Trust will make a 
payment of $5,000 to Your beneficiary. The group contract between the Trust and Reliance 
provides that if an Employee is confined in a Hospital or at home on the date he or she would 
have become insured for the life insurance benefit, the life insurance benefit will become 
effective on the date the confinement ends. If an Employee dies and life insurance benefit are 
denied based on this exclusion, the Trust will make a payment of $10,000 to Your beneficiary. 

1£ an Employee is enrolled for Medical Coverage as a result of COBRA at the time of death and 
the Employee elected the life insurance benefit as part of the COBRA election and timely paid 
the required premium, the life insurance benefit is $5,000. 

There is no life insurance benefit for Dependents. 

VVHENINSURANCEENDS 

Your life insurance benefit automatically ends on the earliest of: 

(a) 

(b) 

(c) 

(d) 
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The date the group contract between Reliance and the Trust terminates; 

The last day of the month for which a required premium is paid on Your behalf 
to Reliance by the Trust; 

The date You enter military service (not including reserve or National Guard); or 

The date You ceased to qualify as an Employee unless You have elected to 
continue the life insurance benefit as part of Your COBRA election and timely 
pay the required premium. See the Retiree Plan for the life insurance benefits for 
Early Retirees and Medicare-Eligible Retirees. 
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WAIVER OF PREMIUM IN THE EVENT OF TOTAL DISABILITY 

Total Disability and Totally Disabled as used in this section of the Benefit Booklet means Your 
complete inability to engage in any type of work for wage or profit for which You are suited by 
education, training, or experience. 

Life insurance benefit will continue without premium payment while You are Totally Disabled 

for one year if: 

(a) You become Totally Disabled prior to age sixty (60); 

(b) The Total Disability begins while You are insured for the life insurance benefit; 

(c) The Total Disability begins while the group contract between Reliance and the 
Trust is in force; 

(d) The Total Disability lasts at least six months; 

(e) The premium continues to be paid; and 

(f) Reliance receives proof of Total Disability within one year from the date it began. 

If proof of Total Disability is approved by Reliance, neither You or the Trust is required to pay 
the premium. Also, any premiums paid from the start of the Total Disability will be returned. It 
is Your responsibility to notify the Trust if You become eligible for the Waiver of Premium in 
the Event of Total Disability. 

Reliance may ask You to submit annual proof of continued Total Disability. The amount of 
insurance may then be extended for additional one-year periods. You may, at Reliance's 
expense, be required to be examined by a Physician approved by Reliance as part of the proof. 
Reliance will not require You to be examined more than once a year after the life insurance has 

been extended two full years. 

The amount of insurance extended will be the amount of life insurance that was in force at the 
time the Total Disability began excluding any additional benefits. This amount will not increase. 
This amount will reduce or cease at any time it would reduce or cease if You had not been Total 
Disabled. 

The amount of insurance extended to You under the Waiver of Premium in the Event of Total 
Disability will cease on the earliest of: 

(a) The date You no longer meet the definition of Total Disability; 
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(b) The date You refuse to be examined; 

(c) The date You fail to furnish the required proof of Total Disability; 

(d) The date You become age seventy (70); or 

(e) The date You retire. 

You may use the Conversion Privilege described later in this section when the Total Disability 
extension ends. Please refer to the Conversion Privilege section for rules. You are not entitled to 
convert if You rehlITl to work and are again eligible for life insurance as a result of Trust-paid 
premiums. If You use the Conversion Privilege, benefits will not be payable under the Waiver 
of Premium in the Event of Total Disability provision unless the converted policy is 
surrendered to Reliance. 

If You qualify for benefits in accordance with the Waiver of Premium in the Event of Total 
Disability provision because You have been diagnosed by a Physician as Totally Disabled due 
to the following condition(s) or procedure, as later defined: 

(a) Life-Threatening Cancer; 

(b) Heart Attack (myocardial infarction); 

(c) Kidney (renal) Failure; 

(d) Receipt of Major Organ Transplant; or 

(e) Stroke. 

Reliance will pay You an additional one-time lump-sum benefit equal to ten percent (10%) of 
the life insurance benefit. 

This lump-sum payment applies only to the first condition or procedure described above to 
occur among those hereinafter defined which qualifies You for Waiver of Premium in the Event 
of Total Disability benefit. No further lump-sum benefits will be payable under this provision 
during the same or any subsequent periods of Total Disability or as a result of occurrence of any 

other condition or procedure. 
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Life-Threatening Cancer mearls a malignant neoplasm (irlcluding hematologic malignancy), as 
diagnosed by a Physician who is a board-certified oncologist, and which is characterized by the 
uncontrolled growth and spread of malignant cells and the invasion of tissue, and which is not 
specifically excluded. 'The following types of cancer are not considered a Life-Threaten:ing 
Cancer: (i) early prostate cancer diagnosed as T2c or less according to the TNM scale; (ii) 

colorectal cancer diagnosed as TI, Nl, MO, or less according to the TNM scale; (iii) breast 

cancer diagnosed as T3, N2, MO, or less accord:ing to the TNM scale; (iv) First Carcinoma in 
Situ; (v) pre-malignant lesions (such as intraepithelial neoplasia); (vi) brain glioma; (vii) benign 
tumors or polyps; (viii) tumors in the presence of the human immunodeficiency virus (HIV) or 
acquired immune deficiency syndrome (AIDS); or (ix) any skin cancer other than invasive 
malignant melanoma in the dermis or deeper, or skin malignancies that have become Life­
Threatening Cancers. 

First Carcinoma in Situ means the first diagnosis of. cancer in which the tumor cells still lie 
within the tissue of the site of origin without having invaded neighboring tissue. First 
Carcinoma in Situ must be diagnosed pursuant to a pathological diagnosis or clinical diagnosis. 

Heart Attack (myocardial infarction) means the death of a segment of the heart muscle as a 
result of blockage of one or more coronary arteries. In order to be covered under thic; provision, 
the diagnosis by a Physician of Heart Attack (myocardial infarction) must be based on (i) new 
electrocardiographic changes consistent with and supporting a diagnosis of Heart Attack 
(myocardial infarction); (ii) a concurrent diagnostic elevation of cardiac enzymes; and (iii) 

therapeutic and functional classifications 3 or above and C or above respectively, according to 
the New York Heart Association. 

Kidney (Renal) Failure means the chronic irreversible failure of both of the kidneys (end stage 
renal disease), which requires treatment with dialysis on a regular basis. Kidney Failure is 
provided under this provision only if the diagnosis has been made by a Physician who is a 
board-certified nephrologist. 

Physician for purposes of this section of the Benefit Booklet means a duly licensed practitioner 
who is recognized by the law of the jurisdiction in which treatment is received as qualified to 
treat the type of condition for which the claim is made. The Physician may not be You or a 
member of Your immediate family and must be approved by Reliance. 

Receipt of Major Organ Transplant means that You have been the recipient of a major organ 
transplant and that there is clinical evidence of major organ(s) failure which, accord:ing to the 
diagnosis of a Physician, required Your failing organ(s) or tissue to be replaced with organ(s) or 
tissue from a suitable donor under generally accepted medical procedures. Organ or tissues 
covered by this definition are limited to liver, kidney, lung, entire heart, pancreas, or pancreas­

kidney. 
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Stroke means a cerebrovascular accident or infarction (death) of brain tissue as diagn.osed by a 
Physician which is caused by hemorrhage, embolism, or thrombosis producing measurable, 
neurological deficit persisting for at least 180 days following the occurrence of the stroke. Stroke 
does not include transient ischemic attack or other cerebral vascular events. 

Receipt of this additional lump-sum payment may be taxable. You should seek assistance from 
Your personal tax ad visor. 

CONVERSION PRIVILEGE 

You can use the conversion privilege when Your life insurance is no longer in force. It has 
several parts. They are: 
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(a) If the life insurance ceases due to Your termination as an Employee or COBRA 
emollee, an individual life insurance policy can be issued. You are entitled to a 
policy without disability or supplemental benefits. You must make written 
application for the policy within thirty-one (31) days after Your life insurance 
benefit terminates. The first premium must also be paid at that time. The 
issuance of the policy is subject to the following conditions: 

(b) 

(c) 

(1) The policy will, at Your option, be on anyone of Relian.ce's forms, except 
for term life insurance. It will be the standard-type issue by Reliance for 
the age and amount applied for; 

(2) The policy issued will be for an amount not over what You had before 

Your life insurance terminated; 

(3) The premium due for the policy will be at Reliance's usual rate. This rate 
will be based on the amount of insurance, class of risk, and Your age at 
the date the policy is issued; and 

(4) Proof of good health is not required. 

If the insurance ceases due to the termination or amendment of the group 
contract, an individual life insurance policy can be issued. You must have been 
insured for at least five years under the group contract. The same rules as in (a) 
above will be used except that the face amount of the insurance will be the lesser 
of: (i) the amount of Your group life insurance; or (ii) $5,000. 

If the life insurance reduces as provided in the group contract, an individual life 
insurance policy can be issued. The same rules as in (a) above will be used except 
that the face amount of the insurance will not be greater than the amount which 
ceased due to reduction. 
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(d) If You die during the time provided in (a) above in which You are entitled to 
apply for an individual policy, Reliance will pay the benefit under the group 
contract that You were entitled to convert. This wm be done whether or not You 

applied for the individual policy. 

(e) Any policy issued with respect to (a), (b), or (c) above will be put in force at the 
end of the 31-day period in which application must be made. 

BENEFICIARY AND PAYMENT PROVISIONS 

You may name Your beneficiary by completing, signing, and returning the beneficiary 
designation form to the Plan Administrator. Beneficiary designation forms may be obtained 
from the Plan Administrator and the Union. A beneficiary designation form is not effective until 
signed, dated, and received by the Plan Administrator. 

If You name more than one beneficiary, You must state the percentage of the benefit that is to be 
paid to each beneficiary. Otherwise, they will share the benefit equally. 

The beneficiary's consent is not needed if You wish to change the beneficiary designation. 

If the beneficiary dies at the same time as You, or within fifteen (15) days after Your death, but 
before Reliance received written proof of Your death, payment will be made as if You survive 
the beneficiary unless noted otherwise. 

If You have not named the beneficiary, or the named beneficiary is not surviving at Your death, 
any benefits due shall be paid to the first of the following classes that survive You: 

(a) Your legal spouse, legally recognized civil union/domestic partner, or domestic 
partner named in an affidavit of domestic partnership; 

(b) Your surviving children (including legally adopted children) in equal shares; 

(c) Your surviving parents in equal shares; 

(d) Your surviving siblings in equal shares; or if none of the above; and 

(e) Your estate. 

If a beneficiary, in the opinion of Reliance, cannot give a valid release (and no guardian has 
been appointed), Reliance may pay the benefit to the person who has custody or provides the 
main support of the beneficiary. Payment to a minor shall not exceed $1,000. 
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If You have not named a beneficiary, or th,e named beneficiary is not surviving at Your death, 
Reliance may pay up to an amount not exceeding the greater of ten percent (10%) or $1,000 of 
the benefit to the person(s) who, in Reliance's opinion, has incurred expenses in connection with 
Your last illness, death, or burial. Ine balance of the benefit, if any, will be held by Reliance 
until an individual or representative is: 

(a) Validly named; 

(b) Appointed to receive the proceeds; and 

(c) Can give a valid receipt to Reliance. 

The benefit will be held with interest at a rate set by Reliance. 

Reliance will not be liable for any payment it made in good faith. 

FILING A CLAIM FOR LIFE INSURANCE BENEFIT 

Written notice of a claim for life insurance benefit must be provided to the Plan Administrator 
or Reliance as soon as reasonably possible. The notice should be sent to the Plan Administrator 
or Reliance at the fonowing address: 

Reliance Standard Ufe Insurance Company 
Claims Department 
PO Box 8330 
Philadelphia, PA 19101 

The notice should include the insured's name and the group policy number which is GL151100. 

Claim forms are available from the Plan Administrator or may be requested by writing to the 
above address or by calling (800) 644-1103. 

For any claim for benefits, written proof must be sent to the Plan Administrator or Reliance 
within ninety (90) days. If it is not reasonably possible to give proof within ninety (90) days, the 
claim is not affected if the proof is sent as soon as reasonably possible. Proof of loss must be 
given within one year unless the claimant is legally incapable of doing so. 

Payment will be made as soon as proper proof is received. All benefits will be paid to You if 
living. Any benefit unpaid at the time of Your death, or due to death, will be paid to Your 
beneficiary. 
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No legal action may be brought against Reliance to recover the life insurance benefit within 

sixty (60) days after written proof of loss has been given. No action may be brought after three 
years from the time written proof of loss is required to be submitted. 

TIMING OF N OTIFJCATION OF BENEFIT DETERMINATION REGARDING LIFE INSURANCE 

Non-Disability Benefit Claims. If a non-disability claim is wholly or partially denied, the 

claimant shall be notified of the adverse benefit determination within a reasonable period of 

time, but not later than ninety (90) days after Reliance's receipt of the claim, unless it is 

determined that special circumstances require an extension of time for processing the claim. If it 
is determined that an extension of time for processing is required, written notice of the 

extension shall be furnished to the claimant prior to the termination of the initial 90-day period. 
In no event shall such extension exceed a period of ninety (90) days from the end of such initial 

period. The extension notice shall indicate the special circumstances requiring an extension of 

time and the date by which the benefit determination is expected to be rendered. 

Calculating Time Periods. The period of time within which a benefit determination is required 
to be made shall begin at the time a claim is filed, without regard to whether all the information 

necessary to make a benefit determination accompanies the filing. 

Disability Benefit Claims. If a disability claim is wholly or partially denied, the claimant shall 
be notified of the adverse benefit determination within a reasonable period of time, but not later 

than forty-five (45) days after Reliance's receipt of the claim. This period may be extended for 

up to thirty (30) days, provided that it is determined that such an extension is necessary due to 

matters beyond Reliance's control and that notification is provided to the claimant, prior to the 

expiration of the initial 45-day period, of the circumstances requiring the extension of time and 

the date by which a decision is expected to be rendered. If, prior to the end of the first 30-day 

extension period, it is determined that, due to matters beyond Reliance's control, a decision 

cannot be rendered within that extension period, the period for making the detennination may 

be extended for up to an additional thirty (30) days, provided that the claimant is notified, prior 

to the expiration of the first 3O-day extension period, of the circumstances requiring the 

extension and the date by which a decision is expected to be rendered. In the case of any such 

extension, the notice of extension shall specifically explain the standards on which entitlement 
to a benefit is based, the unresolved issues that prevent a decision on the claim, and the 

additional information needed to resolve those issues, and the claimant shall be afforded at least 

forty-five (45) days within which to provide the specified information. 
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Calculating Time Periods. The period of time wjthin which a benefit determination is required 
to be made shall begin at the time a claim is filed, without regard to whether all the information 
necessary to make a benefit determination accompanies the filing. In the event that a period of 
t.ime is extended due to a claimant's failure to submit information necessary to decide a claim, 
the period for making the benefit determination shall be tolled from the date on which the 
notification of the extension is sent to the claimant until the date on which the clajmant 
responds to the request for additional information. 

MANNER AND CONTENT OF NOTIFICATION OF BENEFIT DETERMINATION 

Non-Disability Benefit Claims. A claimant shall be provided with written notification of an 
adverse benefit determination. The notification shall set forth, in a manner calculated to be 
understood by the claimant, the following: 

(a) The specific reason or reasons for the adverse determination; 

(b) Reference to the specific plan/policy proVisions on which the determination is 
based; 

(c) A description of any additional material or information necessary for the 
claimant to perfect the claim and an explanation of why such material or 
information is necessary; and 

(d) A description of the review procedures and the time limits applicable to such 
procedures, includu"lg a statement of the claimant's right to bring a civil action 

under Section 502(a) of the Employee Retirement Income Security Act of 1974 as 
amended ("ERISA") (where applicable), following an adverse benefit 
determination on review. 

Disability Benefit Claims. A claimant shall be provided with written notification of an adverse 
benefit determination. The notification shall be set forth, U"l a manner calculated to be 
understood by the claimant, the following: 
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(a) The specific reason or reasons for the adverse determination; 

(b) Reference to the specific plan/policy provisions on which the determination is 
based; 

(c) A description of any additional material or information necessary for the 
claimant to perfect the claim and an explanation of why such material or 
information is necessary; 
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(d) A description of the review procedures and the time limits applicable to such 
procedures, including a statement of the claimant's right to bring a civil action 
under Section 502(a) of ERISA (where applicable), following an adverse benefit 
determination on review; and 

(e) If an internal rule, guideline, protocol, or other similar criterion was relied upon 
in making the adverse benefit determination, either the specific rule, guideline, 
protocol, or other similar criterion; or a statement that such a rule, guideline, 
protocol, or other similar criterion was relied upon in making the adverse benefit 
determination and that a copy of such rule, guideline, protocol, or other criterion 

will be provided free of charge to the claimant upon request. 

APPEAL OF AN ADVERSE BENEFIT DETERMINATION 

Appeals of adverse benefit determinations may be submitted in accordance with the following 
procedures to: 

Reliance Standard Life Insurance Company 
Quality Review Unit 
PO Box 8330 
Philadelphia, PA 19101-8330 

Non-Disability Benefit Claims. 

(a) 

(b) 

(c) 

(d) 

(e) 
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Claimants (or their authorized representatives) must appeal within sixty (60) 
days following their receipt of a notification of an adverse benefit determ.ination, 
and only one appeal is allowed; 

Claimants shall be provided with the opportunity to submit written comments, 
docUIIlents, records, and/or other information relating to the claim for benefits in 
conjunction with their timely appeal; 

Claimants shall be provided, upon request and free of charge, reasonable access 
to, and copies of, all documents, records, and other information relevant to the 

claimant's claim for benefits; 

The review on (timely) appeal shall take into account all comments, documents, 
records, and other information submitted by the claimant relating to the claim, 
without regard to whether such information was submitted or considered in the 
initial benefit determination; 

No deference to the initial adverse benefit determination shall be afforded upon 

appeal; 
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(f) TIle appeal shall be conducted by an individual who is neither the individual 
who made the (underlying) adverse benefit determination that is the subject of 
the appeal, nor the subordinate of such individual; and 

(g) Any medical or vocational expert(s) whose advice was obtained in connection 
with a claimant's adverse benefit determination shall be identified, without 

regard to whether the advice was relied upon in making the benefit 
detennination. 

Disability Benefit Claims. 
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(a) Claimants (or their authorized representatives) must appeal within 180 days 
following their receipt of a notification of an ad verse benefit determination, and 
only one appeal is allowed; 

(b) Claimants shall be provided with the opportunity to submit written comments, 
documents, records, and/or other information relating to the claim for benefits in 
conjunction with their timely appeal; 

(c) Claimants shan be provided, upon request and free of charge, reasonable access 
to, and copies of, all documents, records, and other information relevant to the 
claimant's claim for benefits; 

(d) The review on (timely) appeal shall take into account all comments, documents, 

records, and other information submitted by the claimant relating to the claim, 
without regard to whether such information was submitted or considered in the 
initial benefit determination; 

(e) No deference to the initial adverse benefit determination shall be afforded upon 
appeal; 

(f) The appeal shall be conducted by an individual who is neither the individual 
who made the (underlying) adverse benefit determination that is the subject of 
the appeal, nor the subordinate of such individual; 

(g) Any medical or vocational expert(s) whose advice was obtained in connection 
with a claimant's adverse benefit determination shall be identified, without 
regard to whether the advice was relied upon in making the benefit 
determination; and 
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(h) In deciding the appeal of any adverse benefit determination that is based in 
whole or in part on a medical judgment, the individual conducting the appeal 
shall consult with a health care professional: 

(1) who has appropriate training and experience in the field of medicine 
involved in the appeal; and 

(2) who is neither an individual who was consulted in connection with the 
adverse benefit determination that is the subject of the appeal; nor the 
subordinate of any such individuaL 

TIMING OF NOTIFICATION OF BENEFIT DETERMINATION ON REVIEW 

Non-Disability Benefit Claims. The claimant (or their authorized representative) shall be 
notified of the benefit determination on review within a reasonable period of time, but not later 
than sixty (60) days after receipt of the claimant's timely request for review, unless it is 
determined that special circumstances require an extension of time for processing the appeaL If 
it is determined that an extension of time for processing is required, written notice of the 
extension shall be furnished to the claimant prior to the termination of the initial60-day period. 
In no event shall such extension exceed a period of sixty (60) days from the end of the initial 
period. The extension notice shall indicate the special circumstances requiring an extension of 
time and the date by which the determination on review is expected to be rendered. 

Calculating Time Periods. The period of time within which a benefit determination on review is 
required to be made shall begin at the time an appeal is timely filed, without regard to whether 
all the information necessary to make a benefit determination on review accompanies the filing. 
In the event that a period of time is extended due to a claimant's failure to submit information 
necessary to decide a claim, the period for making the benefit determination on review shall be 
tolled from the date on which the notification of the extension is sent to the claimant lUltil the 
date on which the claimant responds to the request for additional information. 

Disability Benefit Claims. The claimant (or their authorized representative) shall be notified of 
the benefit determination on review within a reasonable period of time, but not later than forty­
five (45) days after receipt of the claimant's timely request for review, unless it is determined 
that special circumstances require an extension of time for processing the appeal. If it is 

determined that an extension of time for processing is required, written notice of the extension 
shall be furnished to the claimant prior to the termination of the initial 45-day period. In no 
event shall such extension exceed a period of forty-five (45) days from the end of the initial 
period. The extension notice shall indicate the special circumstances requiring an extension of 
time and the date by which the determination on review is expected to be rendered. 
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Calculating Time Periods_ The period of tjme within which a benefit determinatjon on review is 
required to be made shall begin at the time an appeal is timely filed, without regard to whether 
all the information necessary to make a benefit determinatjon on review accompanies the filing_ 
In the event that a period of time is extended due to a claimant's failure to submit information 
necessary to decide a claim, the period for making the benefit determination on review shall be 
tolled from the date on which the notification of the extension is sent to the claimartt until the 
date on which the claimant responds to the request for additional information. 

MANNER AND CONTENT OF NOTIFICATION OF BENEFIT DETERMINATION ON REVIEW 

Non-Disability Benefit Claims. A claimant shall be provided with written notification of the 
benefit determination on review. In the case of an adverse benefit determination on review, the 
notification shall set forth, in a manner calculated to be understood by the claimant, the 
following: 

(a) The specific reason or reasons for the adverse detennination; 

(b) Referen.ce to the specific plan/policy provisions on which the determination is 
based; 

(c) A statement that the claimant is entitled to receive, upon request and free of 
charge, reasonable access to, and copies of, all documents, records, and other 
information relevant to the claimant's claim for benefits; and 

(d) A statement of the claimant's right to bring an action under Section 502(a) of 
ERISA (where applicable). 

Disability Benefit Claims. A claimant shall be provided with written notification of the 
detennination on review. In the case of adverse benefit determination on review, the 
notification shall set forth, in a manner calculated to be understood by the claimant, the 
following: 

(a) 

(b) 

(c) 

(d) 
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The specific reason or reasons for the adverse determination; 

Reference to the spedfic plan/policy provisions on which the determination is 
based; 

A statement that the claimant is entitled to receive, upon request and free of 
charge, reasonable access to, and copies of, all documents, records, and other 
information relevant to the claimant's claim for benefits; 

A statement of the claimant's right to bring an action under Section 502(a) of 
ERISA (where applicable); 
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(e) If an internal rule, guideline, protocol, or other similar criterion was relied upon 
in making the adverse determination, either the specific rule, guideline, protocol, 
or other similar criterion; or a statement that such a rule, guideline, protocol, or 
other similar criterion was relied upon in making the adverse determination and 
that a copy of such rule, guideline, protocol, or other criterion will be provided 

free of charge to the claimant upon request; and 

(f) The following statement: "You and Your plan may have other voluntary. 
alternative dispute resolution options, such as mediation. One way to find out 
what may be available is to contact Your local U.s. Department of Labor Office 
and Your State insurance regulatory agency (where applicable)." 

DEFINITIONS 

The term "adverse benefit determination" means any of the following: a denial, reduction, or 
termination of, or a failure to provide or make payment (in whole or in part) for, a benefit, 
including any such denial, reduction, termination, or failure to provide or make payment that is 
based on a determination of a participant's or beneficiary's eligibility to participate in a plan. 

The term "relevant" means a document, record, or other information shall be considered 
relevant to a claimant's claim if such document, record or other information: 
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(a) Was relied upon in making the benefit determination; 

(b) Was submitted, considered, or generated in the course of making the benefit 
determination, without regard to whether such document, record or other 
information was relied upon in making the benefit determination; 

(c) Demonstrates compliance with administrative processes and safeguards 
designed to ensure and to verify that benefit claim determinations are made in 
accordance with governing plan documents and that, where appropriate, the 
plan provisions have been applied consistently with respect to similarly situated 
claimants; or 

(d) In the case of a plan providing disability benefits, constitutes a statement of 
policy or guidance with respect to the plan concerning the denied benefit of the 
claimant's diagnosis, without regard to whether such advice or statement was 
relied upon in making the benefit determination. 
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ADDRESS AND TELEPHONE NUMBER 

The address and telephone number of Reliance Standard Life Insurance Company is: 
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2001 Market Street, Suite 1500 
Philadelphia, P A 19103 
(267) 256-3518 
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HEALTH REIMBURSElvIENT ARRANGEMENT 

Introduction. The Health Reimbursement Arrangement (liBRA") gives Employees and former 
Employees with an HRA account flexibility to meet their family s health care needs. Employers 
contribute money for Employees' BRA accounts. The Contribution rate is deternUned by the 
Collective Bargaining Agreement and is $0.25 per hour effective January 1, 2016. Money in Your 
HRA that is not used in one year will be carried over to the following year. 

There is a separate health reimbursement arrangement for Early Retirees in the Retiree Plan. 
Contact the Plan Administrator or go to the website www.598benefits.aibpa.com for a Retiree 
Plan booklet. 

This section of the Benefit Booklet is intended to qualify as a "health reimbursement 
arrangement" as that term is defined in Internal Revenue Service Notice 2002-45 and a medical 
reimbursement plan under Sections 105 and 106 of the Internal Revenue Code. This section of 
the Benefit Booklet will be interpreted at all times in a manner consistent with this intent. 

The money in Your HRA can be used to reimburse You for Healthcare Expenses incurred by 
You and Your Dependents on a tax-free basis. In general terms, Healthcare Expenses are (i) Co­
Payments and Deductibles You pay for health coverage, (ii) self-payments and COBRA 
payments to maintain health and welfare coverage, and (iii) out-of-pocket payments You make 
for Healthcare Expenses such as physical therapy, glasses, etc. A more detailed description of 
Healthcare Expenses is under the heading Allowable Uses for the Money in Your HRA 
Account. 

Once an HRA account has been established for You, You will receive a debit card that can be 
used to pay medical and Prescription Drug Deductibles and Co-Payments. The amount of 
money on Your debit card will reflect the amount of money in Your HRA account. If Your debit 
card is lost or stolen, You are responsible for the replacement cost. Each month that a BRA 
Contribution is transferred to Your BRA account, that amount will be added to Your debit card. 
For reimbursement of other Healthcare Expenses, You will need to submit a claim to the Plan 
Administrator. If the claim is accepted, a check will be issued to You or You may sign up for 
direct deposit and receive reimbursement directly to Your bank account or savings account. 

When Your HRA Account is Established. An Employee becomes an HRA participant when 
HRA Contributions are first transferred to Your HRA account. You will remain an HRA 
participant as long as there is money in Your HRA account. The transfer of money to Your BRA 
account will normally take place on the last day of the month. 
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An Employee must have health and welfare coverage provided by a Plan sponsored by the 
Trustees (other than the Retiree Plan) as a prerequisite to having the BRA Contribution 
transferred to his ERA account. For example, assume Employee A works under a Collective 
Bargaining Agreement that requires his Employer to pay $0.25 per hour for the HRA. Employee 
A worked 100 hours in August 2016. Employee A's Employer pays the BRA Contribution ($25) 
to the Trust by September 20, 2016. If Employee A has health and welfare coverage provided by 
a Plan sponsored by the Trustees (other than the Retiree Plan) for September 2016, the $25 will 
be transferred to his BRA account on the last business day in September 2016. If Employee A 
does not have health and welfare coverage provided by a Plan sponsored by the Trustees (other 
than the Retiree Plan) for September 2016, the $25 BRA Contribution will remain in the Trust 
until the Employee has a month of health and welfare coverage provided by a Plan sponsored 
by the Trustees (other than the H.etiree Plan) or the BRA Contribution is forfeited. 

Forfeiture of HRA Contributions. If an BRA Contribution is made to the Trust, but has not 
been transferred to Your BRA account because You have not had health and welfare coverage 
provided by a Plan sponsored by the Trustees as described above, Your HRA Contribution will 
be forfeited thirty-six (36) months after receipt of the BRA Contribution by the Trust. For 
example, Employee A worked 100 hours in August 2016 and had $25 in BRA Contributions 
contributed to the Trust in September 2016. Before the BRA Contribution can be transferred to 
the Employee's HRA account, the Employee must have one month of health and welfare 
coverage provided by a Plan sponsored by the Trustees. If the Employee does not have health 
and welfare coverage provided by a Plan sponsored by the Trustees for thirty-six (36) months 
(October 2016 through September 2019), the $25 in BRA Contributions will be forfeited. 

Once HRA Contributions have been transferred to Your BRA account, the money in Your HRA 
account is not subject to forfeiture under current Plan rules. 

Contributions. The amount of the BRA Contribution an Employer contributes to the Trust is 

determined by the Collective Bargaining Agreement. The Contribution rate is $0.25 per hour 
effective January I, 2016, and subject to change through contract negotiations. The funds 
allocated to the HRA accounts are general Trust assets and there is no specific Trust assets 
segregated or earmarked for Employees or their HRA accounts. 

Self-payments by Employees to their BRA accounts is prohibited. 

Your HRA Account. The Plan Administrator will establish and maintain an BRA account for 

each Employee who meets the participation rules described above. Your BRA account will be 
used to receive Your BRA Contributions, to pay administrative expenses associated with the 
BRA, and to reimburse You for Bealthcare Expenses incurred by You or a Dependent. 
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Although each Employee's HRA account will be separately identified, the combined assets of all 
HRA accounts will be identified in the Trust's financial statements as BRA reserves. The HRA 
account established for each Employee is merely a recordkeeping account for the purpose of 
tracking the Contributions into Your BRA account and the administrative expenses and 
Healthcare Expenses deducted from Your BRA account. 

Each October, You will receive a statement from the Plan Administrator detailing Contributions 
to and deductions from Your HRA account. 

Your HRA account will not be credited with any investment gains or losses that result from the 
investments. The Trustees have the authority to credit HRA accounts with investment income 
in the future as circumstances warrant 

Online Access. You can access Your BRA account through the internet at 
www.598benefits.aibpa.com. Once logged in You can view Your BRA account balance, claims 
payment history, submit claims, sign up for text notifications, and direct deposit 
reimbursement. 

Download the Mobile App. If You own an iPhone or android, You can download the mobile 

app. Search for "A&I" in the Apple App Store or android Coogle Play Market and log in with 
the same user name and password as Your online account. You can upload a receipt from Your 
phone, file a claim, and view Your BRA account balance 24/7. 

Allowable Uses for the Money in Your HRA Account. The money in Your BRA account can 
be used to reimburse You for Healthcare Expenses that are incurred by You or a Dependent 
subject to the BRA rules. Healthcare Expense is defined in Section 213(d) of the Internal 
Revenue Code. IRS Publication 502 "Medical and Dental Expenses" under the headings "What 
Medical Expenses are Includable" and "What Expenses are not Includable" provide general 
guidance. As a general rule, Healthcare Expenses include unreirnbursed expenses You or a 
Dependent incur after money has been deposited in Your HRA for: 

• Co-Payments • Chiropractic treatments 

• Deductibles • Premiums for other medical, 
prescription drug, dental, vision or 

• Unreimbursed dental expenses long-term care insurance 

• Unreimbursed vision expenses • Physical therapy 

• Hearing aids • COBRA payments to continue health 
and welfare coverage 
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You are not entitled to be reimbursed from Your HRA account if fhe Healthcare Expense has 
been reilnbursed or is reimbursable from any other health plan or insurance policy or for any 
amount that is claimed as a deduction on Your or Your Dependent's federal income tax return. 

Time Limits Applicable to Payment from Your HRA Account You may request 
reimbursement from Your HRA account only for a Healthcare Expense incurred after the date 
an HRA account has been established for You. For example, if money was transferred to Your 
HRA account for the first time on October 31, 2016. Healthcare Expenses incurred by the 
Employee or a Dependent prior to October 31, 2016 are not eligible for reimbursement from the 
Employee's HRA account. 

Time Period to Submit a Claim. A claim for reimbursement of a Healthcare Expense must be 
submitted to the Plan Administrator within twelve (12) monfhs from the date of service. A 
claim for reimbursement submitted more than twelve (12) months after the date of service will 
be denied. In the case of a divorce, a claim for reimbursement of a Healthcare Expense for Your 
ex-spouse must be submitted within ninety (90) days of the date of divorce. A claim for 
reimbursement for a Healthcare Expense for Your ex-spouse submitted more than ninety (90) 
days of the date of divorce will be denied. 

How to Apply for Payments from Your HRA Account. Once an HRA account has been 
established, the Employee will receive a debit card with the Trust logo. You can use the debit 
card to pay for Co-Payments, Deductibles, and for other out-of-pocket medical or Prescription 
Drug expenses for You and Your Dependents. By using Your debit card for a medical or 
Prescription Drug Co-Payment, Deductible, or other ou t-of-pocket medical or Prescription Drug 
expenses, You are certifying that the Co-Payment, Deductible, or other Healthcare Expense was 
incurred for You or a Dependent enrolled for Plan coverage and is a Healthcare Expense as that 
term is defined in Section 213( d) of the Internal Revenue Code. 

For dental and vision chums as well as medical and Prescription Drug claims for which You do 
not use Your debit card, You must complete a claim form to receive reimbursement. Claims can 
be submitted electronically through the secured website or by using the Mobile App, or You can 
file a paper claim form which can be obtained from the Plan Administrator or at 
www.5981Jenefits.aibpa.com. 

You must provide satisfactory proof to the Plan Administrator that You or a Dependent has 
incurred an eligible unreimbursed Healthcare Expense. The documentation must include the 

following: 

(a) 

(b) 
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The date the Healthcare Expense was incurred; 

The family member who incurred the Healthcare Expense and his or her 
relationship to You; 
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(c) A description of the Healthcare Expense; 

(d) Your certification that the unreimbursed Healthcare Expense is not subject to 
payment from any other health plan or .insurance policy and will not be claimed 
as a deduction on Your or a Dependent's .income tax return; and 

(e) Any other evidence of payment or proof that the Plan Administrator or Trustees 
determine is necessary to verify the request for reimbursement. 

A reimbursement form may be obtained from the Trust's website at 
www.598benefits.aibpa.comorby calling the Plan Administrator at (800) 205-7002. 

If there is insufficient money in Your BRA account when a claim for reimbursement is received, 
that claim will be "pended" until the earliest of: 

(a) The date there is sufficient money in Your BRA account to pay the claim; or 

(b) December 31 of the year.in which the claim was filed. 

Expenses of Operating the HRA. The monthly fee for the administration of Your BRA account 
is $4.00. The monthly administrative fee will be automatically deducted from Your BRA 
account regardless of whether there has been activity .in Your BRA account that month. The 
Trustees may change the monthly adm.inistrative fee but will not do so without providing 
advance written notice to You. 

Your Right to Terminate Participation in Your HRA Account. You have the right to terminate 
Your participation in the BRA each year in November and any time You lose health and 
welfare coverage provided by a Plan sponsored by the Trustees. If You terminate Your 
participation in the BRA, You forfeit all money in Your BRA account. In order to terminate 
participation in Your BRA, You need to provide written notice to the Plan Administrator. You 
may obtain a termination form from the Trust's website at www.598benefits.aibpa.com or by 
calling the Plan Administrator at (800) 205-7002. 

You might choose to terminate participation in Your BRA in order to be eligible for the tax 
credit if You purchase coverage from one of the Health Care Exchange Plans. As long as You 
have money in Your BRA account, You are not eligible for the tax credit. As a result, if You lose 
Your health and welfare coverage, You have the option of spending the remainder of Your BRA 
account or terminating Your participation in the BRA, forfeiting the money in Your BRA 
account, and applying for the tax credit (if You qualify for the tax credit based on income 
requirements) if You obtain medical coverage from one of the Health Care Exchange plans. 

130 PPI HWF BB 1-1-16 



Reciprocity for Travelers. If You are a traveler from a United Association Local Union other 

than Local 598 who is temporarily working in Local 598's geographic area and has elected to 
have his health Contribution sent to his home health trust, the HRA Conh'ibution wi]] be sent to 

Your home health trust. 

If the Local 598 Trust is Your home trust, You travel to another Local Union's geographic area, 
and You have Contributions sent to this Trust, reciprocated Contributions (up to $0.25 per hour) 

will be applied to Your HRA account only if the hourly Contribution where You are working 
exceeds the hourly Contribution for health coverage in the Union's Collective Bargaining 

Agreement ($11.65 per hour as of January 1, 2016). For example, if You travel to another Local 
Union's area where the health Contribution is $8.00 per hour, the full $8.00 per hour will go into 

Your Reserve Account and no money will go into Your BRA account. 1£ You travel to another 

Local Union's area where the health Contribution is $13.00 per hour, $12.75 per hour will go 

into Your Reserve Account and $0.25 per hour will go into Your BRA account. 

Early Retirees and Medicare-Eligible Retirees. The Trust does not make a Contribution to this 

HRA account for Early Retirees and Medicare-Eligible Retirees. However, Employees can 
accumulate money in their BRA accounts and continue to use the money in their BRA accounts 

after they become Early Retirees or Medicare-Eligible Retirees. There is a separate health 

reimbursement alTangernent for Early Retirees described in the Retiree Plan. Contact the Phu, 
Administrator or go to the website www.598benefits.aibpa.com for the Retiree Plan. 

Death of an Employee, Early Retiree, or Medicare-Eligible Retiree. If an Employee, Early 

Retiree, or Medicare-Eligible Retiree dies with money in an BRA account, his estate or personal 
representative may submit claims for reimbursement of Healthcare Expenses that were inculTed 

before the death. In addition, Your spouse or Dependents can continue to use the money in 
Your BRA account for reimbursement of Healthcare Expenses they incur after Your death in 

accordance with the terms of the Plan. 

If You die and there are no surviving Dependents, the money in Your BRA account shall be 
forfeited and reallocated to the general assets of the Trust. 

Claims Appeal Procedures. You or Your Dependents have the right to appeal any decision by 

the Plan Administrator related to Your BRA account. You must follow the Claim Appeal 

Procedures which are described on page 133 of the Benefit Booklet. 

131 PPI HWf BB 1-1-16 



SAVINGS PLAN 

Savings contributions in the amount stated in the Collective Bargaining Agreement are paid to 
You by Your Employer as gross wages, subject to all taxes, and then deducted from Your 
paycheck at the full rate called for in the Collective Bargaining Agreement. Your Employer is 
then obligated to send the savings contributions to the Trust. 

Each month, the Plan Administrator will deposit the savings contributions received on Your 
behalf into an individual savings account in Your name at a bank, savings and loan or credit 

union designated by You. Before savings contributions can be transferred to Your savings 
account, You must complete an authoTIzation form allowing the Trust to make a direct deposit 
to a bank, savings and loan or credit union of Your choice. You may obtain the direct deposit 
authorization form by contacting: 

Plumbers & Steamfitters Local 598 

1328 Road 28 
Pasco, W A 99301 
(509) 545-1446 

or BeneSys, Inc. 
1220 SW Morrison Street, Suite 300 
Portland, OR 97205 
(503) 224-0048 
(800) 205-7002 

Savings contributions will normally be transferred electronically to Your designated bank, 
savings and loan or credit union by the 25th day of the month. 

In the event the savings contributions deposited in Your bank, savings and loan or credit union 
account do not agree with Your records, contact the Plan Administrator. The Plan 
Administrator will check the savings contributions deposited on Your behalf against the 
amount You claim is owed. If Your Employer has not contributed all amounts due, collection 
efforts will be made. Amounts collected will be deposited into Your savings account after 
collection. 

In the event You choose not to open a savings account, the Trust will issue a check to You for 
Your accumulated savings contributions received by the Trust twice per year (approximately 
June 20 and December 20). The check will not include any interest. At the time the Trust issues a 
check to You for Your savings contributions, $20.00 will be deducted from Your savings 
contributions to cover the costs associated with issuing a check for Your savings contributions. 

If You have a claim for savings benefits that is denied in whole or in part, You must follow the 
Claim Appeal Procedures which are described on page 133 of the Benefit Booklet. 
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CLAIM ApPEAL PROCEDURES 

WHERE TO FILE AN ApPEAL 

All types of appeals :involving eUgibility for coverage, medical, dental, HRA, and savings 
benefits should be submitted :in writing to: 

Local Union 598 Plumbing & Pipefitting Industry Health & Welfare Fund 

c/o BeneSys, Inc. 
1220 SW Morrison Street, Suite 300 
Portland, OR 97205 

ApPEALS CONCERNING VISION BENEFITS 

These appeals should be filed with Vision Service Plan at the following address: 

Vision Service Plan Insurance Company 
PO Box 997100 
Sacramento, CA 95899 

APPEALS CONCERNING LIFE INSURANCE 

These appeals should be filed with Reliance Standard Life Insurance Company at the following 
address: 

Reliance Standard Insurance Company 
Claims Department 
POBox 8330 
Philadelphia, P A 19101 

CLAIM ApPEAL PROCEDURES 

The procedures below are the sole and exclusive procedures available to a Covered Person or 
any other person (claimant) who is dissatisfied with a decision involving the Plan other than the 
vision benefit and the life insurance benefit including: 

(a) 

133 

An eligibility determination, including a reSCISSIon of coverage, i.e. 
discontinuation of coverage that has a retroactive effect for a reason other than 
failure to make a timely payment; 
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(b) A benefit determination, including the denial, reduction, termination or failure to 

provide or make payment (in whole or in part) for a benefit that is based on the 

Plan; or 

(c) An action or decision by Aebla, the Plan Administrator, the Appeal Review 
Corrunittee, or the Trustees. 

Time Frame for Initial Decision by Plan Administrator 

The time frame in which an initial decision concerning a claim will be made depends on the 

type of claim submitted. There are different time frames for different types of claims as follows: 

Medical~~Erescription drugs (post-service claims) 30 days 

Dental 30 days 

Disability waiver 45 days 

• 

Eligibility, a self-payment, coverage for a Dependent, a 

• 

COBl~ issue, HRA and Savings Plan issues, a 90 days 

rescission of coverage issue, or other issue. 

MEDICAL AND PRESCRIPTION DRUG CLAIMS 

The Plan Administrator is responsible for reviewing medical and prescription drug claims. You 

wi]] be notified in writing whether Your claim is approved or denied. The time frame in which a 

denial notice will be provided is based on the type of claim You have submitted. 

Urgent Care Claim. An urgent care claim is a claim where the terms of the Plan require prior 
authorization before medical care or treatment can be obtained and a delay in obtaining the 

medical care or treatment could: 

(a) Seriously jeopardize the life or health of the Covered Person to regain maximum 

function; or 

(b) In the opinion of a Provider with knowledge of the Covered Person's medical 

condition, subject the Covered Person to severe pain that cannot be adequately 
managed without the care or treatment that is the subject of the claim. 

In the event there is an urgent care claim, the Plan Administrator or its designee will provide 

notice of the benefit determination (whether approved or denied) within seventy-two (72) hours 

after receipt of the urgent care claim unless insufficient information is provided to determine 

whether, or to what extent, benefits are covered or payable by the Plan. In such a case, the Plan 

Administrator or its designee shall notify the Covered Person as soon as possible but not later 

than twenty-four (24) hours after receipt of the urgent care claim and identify the specific 

information necessary to complete review. The Covered Person shall have at least forty-eight 
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(48) hours to provide the requested information. The Covered Person will be notified of the 
decision as soon as possible but not later than forty-eight (48) hours after either receipt of the 
information or the end of the additional time period, whichever is earlier. The Covered Person 
rnay appeal an adverse benefit determination to the Appeal Review Corrunittee/ Trustees and 
they or their designee will act on the appeal within seventy-two (72) hours after receipt. 

Pre-SelVice Claim. A pre-service claim is a claim where the terms of the Plan require prior 
authorization before medical care or treatment can be obtained. Unlike an urgent care claim, a 
Covered Person's health is not in serious jeopardy at the time the pre-service claim is submitted. 
In the event there is a pre-service claim, the Plan Administrator or its designee shall provide 
notice of the benefit determination (whether approved or denied) within a reasonable period of 
time but not later than fifteen (15) days after receipt of the claim. The time period may be 
extended up to an additional fifteen (15) days for matters beyond the control of the Plan 
Administrator or the its designee, but the Covered Person wm be notified of the extension 
before the end of the initial 15-day period. The notice will identify the circumstances requiring 
the extension and the date by which the Plan Administrator or its designee expects to issue a 
decision. If the extension is necessary because the Covered Person did not submit necessary 
information, the notice will describe the information required and give the Covered Person an 
additional period of at least forty-five (45) days to furnish the infonnation. The Covered Person 
may appeal an adverse benefit determination to the Appeal Review Corrunittee/Trustees and 
they or their designee will act on the appeal within thirty (30) days after receipt. 

Post-Service Claim. A post-service claim is a claim for payment of benefits after the care or 
treatment has been provided. An example is the amount of a Provider's bill that will be paid. 
The Plan Administrator or its designee wiJJ provide notice of the benefit determination 
(whether the claim is approved or denied) within a reasonable period of time but not later than 
thirty (30) days after receipt of the claim. The time period may be extended up to an additional 
fifteen (15) days for matters beyond the Plan Administrator's or its designee's control but the 
Covered Person will be notified of the extension before the end of the 30-day period. TIle notice 
will identify circumstances requiring an extension of time and the date by which the Plan 
Administrator or its designee expects to issue the decision. If the extension is necessary because 
the Covered Person did not submit necessary information, the notice wiJJ describe the 
information needed and give the Covered Person an additional period of at least forty-five (45) 
days to furnish the information. The Covered Person may appeal an adverse benefit 
determination to the Appeal Review Committeerrrustees and they or their designee will act on 
the appeal within the time limit specified in the Review by the Appeal Review 
CommitteelTrustees section. 
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DENTAL CLAIMS 

The Plan Administrator or its designee will provide notice of the benefit determin.ation 
(whether the claim is approved or denied) within a reasonable period of time but not later than 
thirty (30) days after receipt of the claim. The time period may be extended up to an additional 
fifteen (15) days for matters beyond the Plan Administrator's or its designee's control but the 
Covered Person will be notified of the extension before the end of the 3D-day period. The notice 
will identily circumstances requiring an extension of time and a date by which the Plan 
Administrator or its designee expects to issue the decision. If the extension is necessary because 
the Covered Person did not submit necessary information, the notice will describe the 
information needed and give the Covered Person an additional period of at least forty-five (45) 
days to furnish the information. The Covered Person may appeal an adverse benefit 
determination to the Appeal Review Committee(Trustees and they or their designee will act on 
the appeal within the time limit specified in the Review by the Appeal Review 
Committee/Trustees section. 

Disability Waiver 

The Plan Administrator or its designee will provide notice of the benefit determination 
(whether the claim is approved or denied) within forty-five (45) days after receipt of an 
application for disability waiver. If the Plan Admini<;trator determines an extension of time is 
necessary to complete review of the claim because of matters beyond its control, the 45-day 
period may be extended up to thirty (30) days provided the Plan Administrator notifies You of 
the extension of time for processing the claim during the initial 45-day period. If, prior to the 
end of the first 3D-day extension, the Plan Administrator determines that a further extension of 
time is necessary to complete review of the claim because of matters beyond its control, the 30-
day extension may be extended up to an additional thirty (30) days provided the Plan 
Administrator notifies You of the extension before the end of the first 3D-day extension. If an 
extension of time is required, You will be notified in writing and the notice shall specify the 
reason(s) for the extension, the unresolved issue(s), if any, preventing a decision, additional 
information, if any, needed by the Plan Administrator and a date a decision is expected. The 
Covered Person may appeal an adverse benefit determination to the Appeal Review 
Committee(Trustees and they or their designee will act on the appeal within the time limits 
specified in the Review by the Appeal Review CommitteelTrustees section. 

Eligibility and Other Types of Claims 

The Plan Administrator is responsible for reviewing claims concerning eligibility-type issues 
such as ineligibility to enroll in a health and welfare plan, a late self-payment, coverage for a 
Dependent, COBRA coverage issues, BRA and Savings Plan, a rescission of coverage issue, and 
other Plan related issues. You will be notified in writing of the decision. The written decision 
will normally be provided within ninety (90) days after receipt of Your written notice 
concerning a claim. The Covered Person .may appeal an adverse eligibility decision to the 
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Appeal Review Conunittee/Trustees and they or lheir designee will act on the appeal within the 
time limits specified in the Review by the Appeal Review Committee/Trustees section. 

Independence of Decision Makers 

'Throughout the claims and appeals process, the Plan will insure that all claims and appeals are 
adjudicated in a manner designed to insure the independence and impartiality of the persons 
involved in making the decision. The Plan will not provide bonuses to individuals or 
organizations based on the number of denials made by the claims adjudicator or the entity 
employing the claims adjudicator. The Plan will not contract with a medical expert based on the 
expert's reputation for outcomes in contested cases, Rather, the Plan will contract with medical 
experts based on each expert's professional qualifications. 

Content of Adverse Benefit Determination 

If Your claim is denied by the Plan Administrator, or its designees, the adverse benefit 
determination will be in writing and will provide: 

(a) 

(b) 

(c) 

(d) 

(e) 

(f) 

(g) 
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Wormation sufficient to identify the claim including (to the extent applicable) 
the date of the service, the name of the healthcare provider, the claim amount, 
the diagnosis code and its meaning, the treatment code and its meaning and an 
explanation of the standard used in making the decision, e.g., Medical Necessity; 

The specific reason(s) for the adverse benefit determination which may include a 
denial code and its meaning; 

A description of any additional material or information necessary to perfect the 
claim and an explanation why the material or information is necessary; 

If the adverse benefit determination is based on an internal rule, guideline, 
protocol or similar criterion, the internal rule, guideline, protocol or similar 
criterion will be described or You will be notified of Your right to receive the 
doc"Ument free of charge upon request; 

If the adverse benefit determination is based on a decision involving Medical 
Necessity or because the service is an Experimental or Investigational Procedure, 
You will be notified of Your right to receive a statement of the scientific or 
clinical judgment for the decision free of charge upon request; 

A description of internal and external review procedures including information 
on how to :i:rritiate an appeal and the time limits for filing an appeal; 

A statement of Your right to bring a civil action for the benefit under ERISA; and 
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(h) Contact :information for any ombudsman/health insurance consumer assistance 
services available under the Public Service Health Act. 

Procedure to Appeal an Adverse Benefit Determination 

If You disagree with the adverse benefit determination issued by the Plan Administrator or its 
designee, You or Your authorized representative may file a written appeal within 180 days after 
receipt of the adverse benefit determination. The written appeal must be filed as follows: 

Local Union 598 Plumbing & Pipefitting 
Industry Health & Welfare Fund 
ATTN: Appeal Review Committee 
1220 SW Morrison, Suite 300 
Portland, OR 97205 

You or Your authorized representative may request, in the appeal, to appear at a hearing before 
the Appeal Review Committee/Trustees when Your appeal is considered. 

Upon written request to the Plan Administrator, You will be entitled to review or receive Your 
entire claim file. 

Scope of Review 

If the Plan Administrator's decision is appealed, the appeal will be referred to the Appeal 
Review Committee and, if necessary, the Trustees as described in the Review by the Appeal 
Review Committee/Trustees subsection. In either case, the claim will be reviewed de novo 
(meaning without deference to the initial decision). All relevant :information will be reviewed 
regardless of whether the :information was previously submitted. 

If the Appeal Review Committee or Trustees intends to issue an adverse benefit determination 
based on new or additional evidence or a new rationale, it will provide the new or additional 
evidence or new rationale to You free of charge as soon as possible and in advance of the date 
the decision will be made in order to give You a reasonable opportunity to respond prior to the 
decision being made. 

If the claim involves issues of medical judgment, such as whether a particular treatment, drug 
or other item is an Experimental or Investigational Procedure or Medically Necessary, a health 
care professional who has appropriate medical training and experience will be consulted. If a 
health care professional is consulted, that person will be different from any health care 
professional previously consulted involving Your claim and will not be the subordinate of the 
health care professional previously consulted. If a health care professional is consulted, he will 
be identified regardless of whether the advice is relied on. 
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Review by the Appeal Review Committee / Trustees 

The Trustees appoint the Appeal Review Committee which consists of an equal number of 
Employer Trustees and Union Trustees. 

Upon receipt of an appeal, the Plan Administrator will submit the appeal and all relevant 
information to the Appeal Review Committee or Trustees. If a timely request to appear at the 
meeting is made by the claimant, the claimant may appear at the meeting to present evidence 
and testimony or the claimant may be represented at the meeting by an attorney or other 
representative of his choosing at his own cost and expense. 

The appeal will be considered by the Appeal Review Committee or Trustees no later than the 
next regularly scheduled meeting of the Trustees following receipt of the appeal unless the 
appeal is received less than thirty (30) days prior to the meeting. In that event, the Appeal 
Review Committee or Trustees will consider the appeal no later than the date of the subsequent 
Trustees' meeting. If due to special circumstances, the Appeal Review Committee or Trustees 
requires an extension of time to review the appeal, You will be notified in writing of the special 
circumstances necessitating the extension and when the decision will be made. 

If the Appeal Review Committee deadlocks, the appeal will be submitted to the Trustees at their 
next regularly scheduled meeting. 

A decision by the Appeal Review Committee or the Trustees will be in writing and sent to You 
within five (5) days after the decision is made. 

Content of an Adverse Benefit Determination on Appeal 

If either the Appeal Review Committee or the Trustees denies Your appeal, the adverse benefit 
determination will be in writing and include the same type of information described under the 
heading Content of Adverse Benefit Determination and will also include a discussion of the 
reason(s) for the decision and reference to the specific Plan provision(s) on which the adverse 
benefit determination is based. If Your appeal is granted, You will be notified of the decision in 

writing. 

Authority of the Appeal Review Committee / Trustees 

The Appeal Review Committee and the Trustees, whichever decides the appeal, has the full and 
exclusive authority to administer the Trust and Plan, interpret all Trust and Plan documents 
including this Benefit Booklet and resolve all questions arising in the administration, 
interpretation and application of the Trust and the Plan. The Appeal Review Committee and the 
Trustees' authority include but are not limited to: 
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(a) The right to resolve all matters when review has been requested; 

(b) The right to establish all.d enforce rules aJl.d procedures for the administration of 
claims so long as the rules and procedures are consistent with ERISA; and 

(c) The right to construe and interpret all Trust documents including but not limited 
to the Plan and this Benefit Booklet. 

External Review Process 

If You disagree with the ad verse benefit determination issued by the Appeal Review Committee 
or Trustees and the decision involves a medical, prescription drug or dental judgment, 
including but not limited to determinations based on Medical Necessity, healthcare setting, 
appropriateness, level of care, or a determination that a treatment is an Experimental or 
Investigational Procedure, or a rescission of coverage claim, You or Your authorized 
representative may file a written appeal within four (4) months after the date of receipt of the 
adverse benefit determination. The written appeal must be filed as follows: 

Local Union 598 Plumbing & Pipefitting 
Jndustry Health & Welfare Fund 
Attention: Appeal Review Committee 
1220 SW Morrison, Suite 300 
Portland, OR 97205 

The written appeal must describe the adverse benefit determination that is being appealed. 

Preliminary Review 

Within five (5) business days after receipt of the appeal, the Plan Admjnistrator will make a 
preliminary revjew of the appeal wruch will include: 
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(a) A determination whether the claimant is covered by the Plan at the time the 
health care item or service was requested or in the case of a post-service clalin 
was covered by the Plan at the time the health care item or service was provided; 

(b) A determination whether the appeal jnvolves a medical, prescription drug or 
dental judgment, or a rescission of coverage claim, as opposed to eligibility 
requirements (e.g., worker classification or similar determination). Eligibility and 
disabiIity waiver appeals are not subject to the External Review Process; 

(c) A determination whether the claimant has exhausted the internal claims review 
procedures or whether exhaustion is not required; and 
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(d) A determination whether the claimant has provided all forms and information 
required to process the appeal. 

Within one (1) business day after completing the preliminary review, the Plan Administrator 
will notify the claimant in writing whether the appeal is eligible for external review. If the 
appeal is not complete, the claimant will be notified of the additiona1 information or materials 
that are required and that it must be received within the four-month period for requesting 
external review or, if later, forty-eight (48) hours after receipt of the notice that the submission is 
incomplete. If the Plan Administrator determines the appeal is complete but not eligible for 
external review, the reasons will be provided and the claimant will be provided contact 
information for the Employee Benefits Security Administration (866) 444-3272. 

The Plan or the Plan Administrator will contract with at least three (3) independent review 
organizations (IROs) that are accredited by URAC or a similar nationally-recognized accrediting 
organization. The m.O will decide the appeal. The appeal will be submitted to an IRO on a 
random or rotating basis. The IRO will not receive a financial incentive for determinations that 
uphold adverse benefit determinations. 

Referral to Independent Review Organization (IRO) 

The Plan or its designee will provide the IRO with all documents and :information considered 
by the Appeal Review Committeeffrustees related to the appeal within five (5) business days of 
the referral of the appeal to the IRO.If the Plan or its designee fails to timely provide documents 
and information to the m.O, the IRO can terminate the external review and make a decision to 
reverse the adverse benefit determination. Within one (1) business day after making the 

decision, the IRO must notify the claimant and Plan. 

1£ the IRO receives new :information or documentation from the claimant, the m.O must notify 
the Plan within one (1) business day of receipt. Thereafter, the Appeal Review 
Committeeffrustees may, but is not required to, reconsider the adverse benefit determination in 
light of the new :information or documentation. Reconsideration by the Appeal Review 
Committee{Irustees will not delay the m.O review. If the Appeal Review Committee{Irustees 
decides to reverse the prior adverse benefit determination, the claimant and the m.O will be 
notiHed within one (1) business day after the decision is made. 

The IRO will review all information and documents timely received. The IRO will decide the 
appeal on a de novo basis, meaning without regarding to any decisions or conclusions-reach by 
the Appeal Review Committeeffrustees. In addition to the documents and :information 
provided by the Plan or its designee and claimant, the IRO may consider the following in 
reaching its decision: 

(a) TI1e claimant's medical records; 
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(b) TIle claimant's health care professional's recommendation; 

(c) Reports from health care professionals and other document'> submitted by the 
Plan, claimant or the claimant's Provider; 

(d) The terms of the Plan; 

(e) Appropriate practice guidelines, which must include applicable evidence-based 
standards and may include other practice guidelines developed by the· federal 
government, national or professional medical societies, boards and associations; 

(f) Any applicable clinical review criteria developed and used by the Plan unJess the 
criteria are inconsistent with the terms of the Plan or applicable law; and 

(g) The opinion of the IRO's clinical reviewer after considering relevant information 
and documents. 

Decision by the IRO 

'The lRO must provide a written decision to the claimant and Plan within forty-five (45) days 
after receipt of the request for review. 'The decision of the lRO should include, to the extent 
relevant, the following: 

(a) 

(b) 

(c) 

(d) 

(e) 
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A general description of the reason for the appeal, including information 
sufficient to identify the claim, the diagnosis code and its meaning, the treatment 
code and it'> meaning and the reason for the denial that is subject to appeal; 

The date the IRO received the appeal and the date of decision; 

Reference to documents and information considered in reaching the decision 
including, if applicable, the claimant's medical records, the recommendations 
and reports of the claimant's health care professional, clinical review criteria 
developed and used by the Plan, the applicable terms of the Plan and 
appropriate practice guidelines, including the applicable evidence-based 
standards; 

A discussion of the principal reasons for the decision, including any evidence­
based standards relied upon; 

A statement that the determination is binding except to the extent that other 
remedies may be available under state or federal law to either the claimant or the 
Plan; 

./ 
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(f) A statement that judicial review may be availabJe to the claiman.t; and 

(g) Contact information, including phone number, for any applicable office of health 
insurance consumer assistance or ombudsman established under the Public 
Service Health Act. 

If the IRO reverses the decision of the Appeal Review Committee(Trustees, the Plan must 
immediately provide coverage or payment as directed by the IRO. 

Expedited Review by the IRO 

The Plan will allow a claimant to make a request for expedited external review at the time the 
claimant receives: 

(a) An adverse benefit determination that involves a medical condition for which the 
time frame for completion of the expedited internal appeal would seriously 
jeopardize the life or health of the claimant or would jeopardize the claimant's 
ability to regain maximum function and a request for expedited internal review 
has been filed; or 

(b) The claimant has received an adverse benefit determination from the Appeal 
Review Committee/Trustees and the claimant has a medical condition where the 
time frame for completion of the appeal process to the IRO would seriously 
jeopardize the claimant's life or health or would jeopardize the claimant's ability 
to regain maximum function or the appeal concerns an admission, availability of 
care, continued stay or health care item or service for which the claimant 
received emergency services but has not been discharged from a facility. 

Upon receipt of a request for expedited external review, the Plan Administrator or its designee 
will immediately make a preliminary determination if the appeal is eligible for the expedited 
external review under the standards detailed above. The Plan Administrator or its designee will 
notify the claimant in writing whether the appeal is eligible for an expedited decision by the 
IRO. 

Upon a determination that a request is eligible for expedited external review, the Plan 
Administrator will transmit aU necessary documents and information to the m..o electronically 
or by any other available expeditious method. 

The IRO must consider the information and documents provided to it to the extent it considers 
them appropriate. In reaching a decision, the IRO will review the appeal on a de novo basis, 
meaning without regard to any decisions or conclusions reached during the earlier stages of the 
Plan's review procedures. 
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The lRO will issue a decision as expeditiously as possible but in no event more than seventy­
two (72) hours after the IRO the request for expedited external If the decision of 
the IRO is verba1r it mu~t! within forty-eight (48) hoUl's of providing the verbal decision, provide 
written confirmation of the decision to the claimant and the Plan. 
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PRIVACY PRACTICES OF THE PLAN 

N onCE OF PRIVACY PRACTICES OF TI-lE TRUST AND PLAN 

THIS SECTION DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW THIS NOTICE CAREFULLY. 

POLlCY REGARDING YOUR PROTECTED HEALTH INFORMATION 

This section describes the legal obligations of the Plan and Your legal rights regarding Your 
Protected Health Information held by the Plan under the Health Insurance Portability and 
Accountability Act of 1996 (HlPAA) and the Health Information Technology for Economic and 
Clinical Health Act (HffECH). Among other things, this section describes how Your Protected 
Health Information may be used or disclosed to carry out treatment, payment, or health care 
operations, and for any other purposes that are permitted or required by law. 

The HIPAA Privacy Rule protects only certain medical information known as Protected Health 
Information. Generally, Protected Health Information is health information, including 
demographic information, collected from You or created or received by a Provider, a health care 
clearinghouse, a health plan, or the Plan, from which it is possible to individually identify You 
and that relates to: 

(a) Your past, present, or future physical or mental health condition; 

(b) The provision of health care to You; or 

(c) The past, present, or future payment for health care services provided to You. 

If You have any questions about this section or about the Plan's privacy practices, please contact 
the HIP AA Compliance Officer whose address and telephone number are listed on page 156. 

THE PLAN'S RESPONSIBILITIES 

The Plan is required by law to: 
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(a) Maintain the privacy of Your Protected Health Information; 

(b) Provide You with certain rights with respect to Your Protected Health 
Information; 
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(c) Give You this information which describes the Plan's legal duties an.d privacy 
policies regarding Your Protected Health Information; and 

(d) Follow the terms of this notice until modified. 

The Trustees may change the terms of this section and make new provisions regarding tlle use 
and disclosure of Your Protected Health Information that the Plan maintains, as allowed or 
required by law. If there are material changes to this section, You will be provided with a 
revised notice mailed to Your last known address. 

How THE PLAN MAY USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT You 

Under thelaw, the Plan may use and disclose Your Protected Health Information under certain 
circumstances without Your permission. The following paragraphs describe different ways the 
Plan may use and disclose Your Protected Health Information. Each paragraph will explain 
what is meant and may present examples. Not every use or disclosure in a paragraph will be 
listed. However, all of the ways the Plan is permitted to use and disclose Your Protected Health 
Information will fall within one (1) of these paragraphs. 
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(a) To Make or Obtain Payment. The Plan may use and disclose Your Protected 
Health Information to determine Your eligibility for Plan benefits, to facilitate 
payment for the treatment and services You receive from Providers, to determine 
benefit responsibility under the Plan, or to coordinate Plan coverage. For 
example, the Plan may tell a Provider about Your medical history to determine 
whether a particular treatment is experimental, investigational, or Medically 
Necessary, or to determine whether the Plan will cover the treatment. The Plan 
may also share Your Protected Health Information with a utilization review or 
precertification service organization. The Plan may also share Your Protected 
Health Information with another entity to assist with the adjudication or 
subrogation of health claims or to another health plan to coordinate benefit 
payments. 

(b) To Facilitate Treatment. The Plan may use and disclose Your Protected Health 
Information to facilitate treatment or services by Providers. The Plan may 
provide medical information about You to Providers, including doctors, nurses, 
and hospital personnel who are involved in Your care. For example, the Plan 
may disclose Protected Health Information about You to Providers who are 
treating You. 

(c) For Health Care Operations. The Plan may use and disclose Your Protected 
Health Information to facilitate the administration of the Plan. These uses and 

disclosures are necessary to run the Plan. For example, health care operations 
include activities such as: 
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(1) Qualily assessment and improvement activities; 

(2) Activities designed to improve health or reduce health care costs; 

(3) Clinical guideline and protocol development, case management and care 
coordination; 

(4) Contacting Providers and participants with information about treatment 
alternatives and other related functions; 

(5) Health care professional competence or qualification review and 
performance evaluation; 

(6) Accreditation, certification, licensing and credentialing activities; 

(7) Underwriting, including stop-loss underwriting, premium rating and 
related functions to create, renew or replace health insurance or health 
benefits. However, Your genetic information will not be used for 
underwriting purposes; 

(8) Review and auditing, including compliance reviews, medical reviews, 
legal services, fraud and abuse detection and compliance programs; 

(9) Submitting claims for stop-loss reimbursement; 

(10) Business planning and development, including cost management and 
planning related to analyses and formulary development; and 

(11) Business management and general administration activities of the Plan, 
including customer service and resolution of appeals and grievances. 

(d) When Required by Law. The Plan wiJl disclose Protected Health Information 
about You when required to do so by federal, state or local law. For example, the 
Plan may disclose Protected Health Information when required by a court order 
in a lawsuit such as a medical malpractice case. 

(e) To Avert a Serious Threat to Health or Safety. The Plan may use and disclose 
Protected Health Infonnation about You when necessary to prevent a serious 
threat to Your health and safety, to the health and safety of the public or another 
person. Any disclosure, however, will only be made to someone able to help 
prevent the threat. For example, the Plan may disclose Protected Health 
Information about You in a proceeding regarding the licensure of a Physician. 
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(f) Military. If You are a member of the armed forces, the Plan may disclose 
Protected Health Information about You as required by military command 
authorities. rllie Plan may also release Protected Health Information about 
foreign military persoIUlel to the appropriate foreign military authority. 

(g) For Treatment Alternatives. The Plan may use and disclose Your Protected 
Health Information to send You information about or recommend possible 
treatment options or alternatives that may be of interest to You. 

(h) For Disclosure to the Trustees. The Plan may disclose Your Protected Health 
Information to another health plan maintained by the Trust or to the Trustees for 
plan administration functions performed by the Trustees on behalf of the Plan. In 
addition, the Plan may provide summary health information to the Trustees so 
that the Trustees may solicit premium bids from health insurers or modify, 
amend or terminate the Plan. The Plan may also disclose to the Trustees 
information whether You are participating in the Plan. Your Protected Health 

Information cannot be used for employment purposes without Your specific 
authorization. 

(i) Spouses and Family Members. With only limited exceptions, the Plan will send 
all mail to the Employee. rlliis includes mail related to the Employee's 
Dependents who a.re covered under the Plan and includes mail with information 
on the use of Plan benefits by the Employee and Dependents and information on 
the denial of any Plan benefits to the Employees and Dependents. If a person 
covered by the Plan has requested Restrictions or Confidential Communications 
and the Plan has agreed to the request, the Plan will send mail as provided by 
the request for Restrictions or Confidential Communications. 

0) Personal Representative. The Plan will disclose Your Protected Health 
Information to individuals authorized by You, or to an individual designated as 
Your personal representative, attorney-in-fact, etc., so long as You provide 

written notice/authorization and any supporting documents (for example, power 
of attorney). Even if You designate a personal representative, federal law permits 
the Plan to elect not to treat the person as Your personal representative if the 
Plan has a reasonable belief that: 

(1) You have been, or may be, subject to domestic violence, abuse or neglect 
by such person; 

(2) Treating such a person as Your personal representative could endanger 
You; or 
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(3) Plan representatives determine, in their professional judgment, that it is 
not in Your best interest to treat the person as Your personal 

representative. 

(k) Business Associates. The Plan contracts with business associates who perform 
various services for the Plan. For example, the Plan Administrator handles many 
functions in connection with the operation of the Plan. To perform these 
functions, or provide the services, the Plan's business associates may receive, 
create, maintain, transmit, use or disclose Your Protected Health Information, but 
only after agreeing, in writing, to implement appropriate safeguards concerning 
Your Protected Health Information. For example, the Plan may disclose Your 
Protected Health Information to a business associate to process Your medical 

claims for payment or to provide utilization management or pharmacy benefit 
management services but only after the business associate enters into a business 
associate contract with the Trust. 

(1) Other Covered Entities. The Plan may use or disclose Your Protected Health 
Information to assist Providers in connection with their treatment or payment 
activities or to assist other covered entities in connection with payment activities 
and certain health care operations. For example, the Plan may disclose Your 
Protected Health Information to a Provider when needed by the Provider to 
provide treatment to You or the Plan may disclose Protected Health Information 
to another covered entity to conduct health care operations in the area of quality 
assurance. 

(m) To Conduct Health Oversight Activities. The Plan may disclose Your Protected 
Health Information to a health oversight agency for authorized activities, 
including audits, civil, administrative or criminal investigations, inspections, 
licensure or disciplinary action. These activities are necessary for the government 
to monitor the health care system, government programs and compliance with 
civil rights laws. 

(n) Legal Proceedings. If You are involved in a lawsuit or a dispute, the Plan may 
disclose Your Protected Health Information in response to a court or 
administrative order. The Plan may also disclose Your Protected Health 
Information in response to a subpoena, discovery request or other lawful process 
by someone else involved in the legal dispute, but only if efforts have been made 
to tell You about the request or to obtain a court or administrative order 
protecting the information requested. 
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(0) Law Enforcement. The Plan may disclose Your Protected Health Information to 
law enforcement officials if asked to do so. Some of the reasons for such a 
disclosure include, but are not limited to: 

(1) It is required by law or some other legal process; 

(2) Locate or identify a suspect, fugitive, material witness or missing person; 

(3) A death believed to be the result of criminal conduct; or 

(4) It is necessary to provide evidence of a crime that occurred. 

(p) National Security and Intelligence. "Dle Plan may disclose Your Protected 
Health Information to authorized federal officials to facilitate specified 
government functions related to national security, intelligence activities and 
other national security activities authorized by law. 

(q) Research. The Plan may disclose Your Protected Health Information to 

researchers when: 

(1) The individual identifiers have been removed; or 

(2) When the institutional review board or privacy board has reviewed the 
research proposal and established protocols to ensure the privacy of the 
requested information, and approved the research. 

(r) Inmates. If You are an inmate in a correctional institution, the Plan may disclose 
Your Protected Health Information to the correctional institution or to a law 
enforcement official for: 

(s) 

(1) The institution to provide health care to You; 

(2) Your health and safety and the health and safety of others; or 

(3) The safety and security of the correctional institution. 

Coroners, Medical Examiners, and Funeral Directors. The Plan may disclose 
Your Protected Health Information to a coroner or medical examiner for 
purposes of identifying a deceased person, determining a cause of death, or for 
the coroner or medical examiner to perform other duties authorized by law. The 
Plan may disclose information to funeral directors so they may carry out their 
duties. 
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(t) Organ and Tissue Donation. If You are an organ or tissue donor, the Plan may 
disclose Protected Health Information after Your death to organizations that 
hartdle organ or tissue donation and transplantation or to an organ or tissue 
donation bank 

(u) Workers' Compensation. The Plan may disclose Your Protected Health 
Information for workers' compensation or similar programs but only as 
authorized by and to the extent necessary to comply with workers' compensation 
laws and other similar programs that provide benefits for work-related Injuries 
or Sicknesses. 

(v) Disclosures to the Secretary of the U.S. Department of Health and Human 
Services. The Plan is required to disclose Your Protected Health Information to 
the Secretary of the U.s. Deparbnent of Health and Human Services when the 
Secretary is investigating or determining the Plan's compliance with the HIPAA 
Privacy Rule. 

(w) Public Health Risks. The Plan may disclose Your Protected Health Information 
for public health activities. These activities generally include the following: 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

To prevent or control disease, Injury or disability; 

To report births and deaths; 

To report child abuse or neglect; 

To report reactions to medications or problems with products; 

To notify people of recalls of products they may be using; 

To notify a person who may have been exposed to a disease or may be at 
risk of contracting or spreading a disease or condition; and 

To notify the appropriate governmental authority if the Plan believe that 
a person has been the victim of abuse, neglect, or domestic violence. The 
Plan will only make this disclosure if You agree, or when required or 
authorized by law. 
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(x) Disclosures to the Centers for Medicaid and Medicare Services. The Plan may 
disclose Your Protected Health Information, as permitted by federal regulations, 
to the Centers for Medicaid and Medicare Services, in order to comply with 
mandatory Medicare coordination of benefit requirements. The Plan may share 
reqUired data, including health information, with the Centers for Medicaid and 
Medicare Services and state Medicaid agencies. 

(y) Disclosures to You. At Your request, the Plan is required to disclose the portion 
of Your Protected Health Information that contains medical records, billing 
records and other records used to make decisions regarding Your health care 
benefits. The Plan is also required, when requested, to provide You with an 
accounting of most disclosures of Your Protected Health Information if the 
disclosure was for reasons other than for payment, treatment, or health care 
operations and if the Protected Health Information was not disclosed pursuant to 
Your authorization. 

AUTHORIZA nON TO USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION 

Other uses or disclosures of Your Protected Health Information not discussed above will only 
be made with Your written authorization. For example, in general and subject to specific 
conditions, the Plan will not use or disclose Your psychiatric notes; will not use or disclose Your 
Protected Health Information for marketing purposes; and the Plan will not sell Your Protected 
Health Information, unless You give the Plan written authorization. You may revoke written 
authorization at any time so long as the revocation is in writing. Once the Plan receives Your 

written revocation, it will only be effective for further uses and disclosures. It will not be 
effective for any Protected Health Information that may have been used or disclosed in reliance 
upon the written authorization prior to receiving Your written revocation. 

MINIMUM NECESSARY DISCLOSURE OF PROTECTED HEALTH INFORMATION 

The amount of Protected Health Information the Plan will use or disclose will be limited to the 
"minimum necessary" as defined in the HIP AA Privacy Rule. 

POTENTIAL IMPACT OF STATE LAWS 

The HIP AA Privacy Rule generally does not take precedence over state privacy or other 
applicable laws that provide individuals greater privacy protections. As a result, to the extent 
state law applies, the privacy laws of a particular state, or other federal laws, rather than the 
HIP AA Privacy Rule, might impose a privacy standard under which the Plan will be reqUired 
to operate. For example, the Plan will follow more stringent state privacy laws that relate to use 
and disclosure of Protected Health Information concerning IDV or AIDS, mental health, 

substance abuse/chemical dependency, genetic testing, reproduction rights, and so on. 
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YOUR RIGHTS WITH RESPECT TO YOUR PROTECTED IlEAL TH INFORMATION 

You have the following rights regarding Your Protected Health Information that the Plan 
maintains: 
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(a) Right to Request Restrictions. You have the right to request restrictions or 
limitations on the Protected Health Information the Plan uses or discloses about 
You for treatment, payment or health care operations. You also have the right to 
request a limit on Your Protected Health Information that the Plan discloses to 
someone involved in Your care or the payment for Your care such as a family 
member or friend. For example, You could ask that the Plan not use or disclose 
information about a surgery You had. 

(b) 

Except as provided in the next paragraph, the Plan is not required to agree to 
Your request. However, if the Plan does agree to the request, it will honor the 
restriction until You revoke it or the Plan notifies You. 

The Plan will comply with any restriction request if: except as otherwise required 
by law, the disclosure is to a health plan for purposes of carrying out payment or 
health care operations (and is not for the purpose of carrying out treatment); and 
the Protected Health Infonnation pertains solely to a health care item or service 
for which the Provider involved has been paid in full by You or someone else. 
To request restrictions, You must make Your request in writing to the HIPAA 
Compliance Officer at the address on page 156. In Your written request, You 
must tell the Plan: 

(1) What Protected Health Information You want to limit; 

(2) Whether You want to limit the Plan's use, disclosure or both; and 

(3) To whom You want the limits to apply, for example, non-disclosure to 
Your spouse. 

Right to Request Confidential Communications. You have the right to request 
that the Plan communicate with You about health matters in a certain way or in a 
certain location. For example, You may ask that the Plan communicate with You 
only at a certain post office box, telephone number or by email. 
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To request confidential communications, You must make Your request in writing 
to the HIP AA Compliance Officer at the address on page 156. The Plan will not 
ask You the reason for the request. Your written request must specify how or 
where You wish to receive confidential communications. The Plan will 
accommodate all reasonable requests. 

(c) Right to Inspect and Copy Your Protected Health Information. You have the 
right to inspect and copy Your Protected Health Information that may be used to 
make decisions about Your Plan benefits. If the Protected Health Information 
You request is maintained electronically, and You request an electronic copy, the 
Plan will provide a copy in the electronic form and format You request, if the 
Protected Health Information can be readily produced in that form and format. If 
the Protected Health Information cannot be readily produced in that form and 
format, the Plan will work with You to come to an agreement on form and 
format. If the Plan cannot agree on an electronic form and format, it will provide 
You with a paper copy. A request to inspect and copy records containing Your 
Protected Health Information must be made in writing to the HIP AA 
Compliance Officer at the address on page 156. If You request a copy of Your 
Protected Health Information, the Plan may charge a reasonable fee for copying, 
mailing, or other supplies associated with the request. 

(d) Right to Amend Your Protected Health Information. If You believe that Your 
Protected Health Information maintained by the Plan is inaccurate or incomplete, 
You may request that the Plan amend Your Protected Health Information. The 
request may be made as long as the Protected Health Information is maintained 
by the Plan. 

A request for an amendment of Protected Health Information records must be 
made in writing to the HIP AA Compliance Officer at the address on page 156 
and must provide a reason for the request. 

The Plan may deny Your request for an amendment if it is not in writing or does 
not include a reason to support the request. In addition, the Plan may deny Your 
request if You ask the Plan to amend Protected Health Information that: is not 
part of the Protected Health Information kept by or for the Plan; was not created 
by the Plan, unless the person or entity that created the Protected Health 
Information is no longer available to make the amendment; is not part of the 
Protected Health Information that You would be permitted to inspect and copy; 
or is already accurate and complete. If the Plan denies Your request, You have 
the right to file a statement of disagreement with the Plan and any future 
disclosures of the disputed Protected Health Information will include Your 
statement. 
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(e) Right to an Accounting of Disclosures. You have the right to request an 
accounting of certain disclosures of Your Protected Health Information. The 
accounting will not include: disclosures for purposes of treatment, payment or 
health care operations; disclosures made to You; disclosures made pursuant to 
Your authorization; disclosures made to friends or family members in Your 
presence or because of an emergency; disclosures for national security purposes; 
and disclosures incidental to otherwise permissible disclosures. 

The request for an accounting must be made in writing to the HIP AA 
Compliance Officer at the address on page 156. The accounting request should 
specify the time period for which You are requesting the accounting. Accounting 
requests may not be made for periods of time going back more than six years 
from the date of the request. Your request should state the form You want the list 
of disclosures (for example, paper or electronic). The Plan will provide the first 
accounting You request during any 12-month period without charge. Subsequent 
accounting requests may be subject to a reasonable cost-based fee. The Plan will 
inform You of the fee in advance. 

(f) Right to be Notified of a Breach. You have the right to be notified in the event 
that the Plan, or a business associate, discovers a breach of Your unsecured 
Protected Health Information. 

(g) Right to a Paper Copy of the Plan's Privacy Practices Notice. You have a right 
to a paper copy of the Plan's Privacy Practices. You may ask the Plan to give You 
a copy of this notice at any time. To receive a paper copy, please contact the 
HIP AA Compliance Officer for the Trust at the address on page 156. 

COMPLAINTS 

If You believe that Your privacy rights have been violated, You may file a complaint with the 
HIP AA Compliance Officer or with the Office for Civil Rights of the United States Department 
of Health and Human Services. To file a complaint with the Plan, You should notify the HIP AA 
Compliance Officer, in writing, at the address on page 156. 

You will not be penalized, or in any other way retaliated against, for filing a complaint with the 
Office for Civil Rights or with the Plan. 
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HIP AA COMPLIANCE OFFICER 

HIP AA Compliance Officer 
Local Union 598 Plumbing & Pipefitting Industry Health & Welfare Fund 
1220 SW Morrison Street, Suite 300 
Portland, OR 97205 
(503) 224-0048 or (800) 205-7002 

If You have any questions regarding this notice, please contact the HIP AA Compliance Officer. 

156 PP1HWF BB 1·1·16 



AMENDMENT AND TERMINATION OF THE PLAN 

PLAN AMENDMENTS AND RESTATEMENTS 

The Benefit Booklet/Plan Domment may be amcrlded or restated from time to time by the 
Trustees in accordance with the voting procedmes in the Trust Agreement. None of the Plan 
provisions or benefits are vested. 

PLAN TERMINATION 

The Trustees may tenninate the Plan in accordance with the voting procedures in the Trust 
Agreement. 

In the event of termination of the Plan, all Contributions and assets of the Plan shall continue to 
be used for the purpose of paying beneHts under the provisions of the Plan with respect to 
claims arising before such termination, or shall be used for the purpose of providing similar 
health and welfare benefits to Covered Persons under this Plan and for paying reasonable 
expenses of administering the Plan until all Contributions and assets of the Plan are exhausted, 
unless some other disposition of assets is required under the Employee Retirement Income 
Secmity Act, the Internal Revenue Code, or in applicable regulations. 
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SUMMARY PLAN DESCRIPTION 

This Summary Plan Description contains information required by the Employee Retirement 
Income Security Act of 1974 (ERlSA) and is a general explanation of certain terms of the Plan 
and other legal instruments, and is not intended to modify or change them in any way. 

The rights and duties of all persons connected with the Plan are set forth in these instruments, 
which may be inspected at the office of the Plan Administrator. 

PLAN NAME 

Local Union 598 Plumbing & Pipefitting Industry Health & Welfare Plan also referred to as the 
Plan describing medical, dental & vision benefits for Employees and Dependents, life insurance 
benefits, Savings Plan benefits and Health Reimbursement Arrangement benefits for 
Employees. 

EFFECTIVE DATE 

January 1, 2016 

PLAN YEAR 

The Plan Year is the 12-month period ending on September 30. 

PLAN SPONSOR 

1be Plan is sponsored by the Joint Labor-Management Board of Trustees, the name and address 
of which are: 
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Board of Trustees 
Local Union 598 Plumbing & Pipefitting Industry Health & Welfare Fund 
c/o BeneSys, Inc. 
1220 SW Morrison Street, Suite 300 
Portland, OR 97205 
(503) 224-0048 or (800) 205-7002 
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TYPE OF ADMINISTRA nON 

The Plan is administered by the Board of 'trustees with the assistance of a contract 
administrative organization, the name, address and telephone number of which are: 

BeneSys, Inc. 
1220 SW Morrison Street, Suite 300 
Portland, OR 97205 
(503) 224-0048 or (800) 205-7002 

AGENT FOR SERVICE OF PROCESS 

The person designated as the Plan's agent for service of process is: 

Lee Centrone 
BeneSys, Inc. 
1220 SW Morrison Street, Suite 300 
Portland, OR 97205 

In addition, service of legal process on the Plan may be made on any member of the Board of 
Trustees whose names and addresses are listed below. 

BOARD OF TRUSTEES 

I 
Employer Trustees Labor Organization Trustees 

I 

Mack Bland III Pete Nicacio 
Apollo Mechanical Plumbers and Steamfitters Local 598 

1207 W. Columbia Drive 1328 Road 28 
. Kennewick, W A 99336 Pasco, W A 99301 

Wayne Gohl, JI. Timothy Still 
Northwest Refrigeration Contractors Plumbers and Steamfitters Local 598 
3401 Ahtanum Road 1328 Road 28 
Yakima, W A 98903 Pasco, W A 99301 
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Employer Trustees Labor Organization Trustees 

Don Jarrett Rand all Walli 
Apollo Mechanical Plumbers and Steamfitters Local 598 
1207 W. Columbia Drive Training Cen ter 
Kennewick, W A 99336 1328 Road 28 

Pasco, WA 99301 

Mack Bland IV 
Apollo Mechanical 
1207 W. Columbia Drive 
Kennewick, W A 99336 

EMPLOYER AND PLAN IDENTIFICATION NUMBERS 

The Employer Identification Number assigned by the futernal Revenue Service is: 
91-0973983 

The Plan Identification Number assigned by the Trustees is: 

501 

TYPE OF PLAN 

The Plan is a health and welfare plan that provides life insurance, savings and HRA benefits for 
Employees only. The Plan provides medical, dental and vision benefits for Employees and their 
Dependents. 

DESCRIPTION OF COLLECTIVE BARGAINING AGREEMENTS 

This Plan is maintained pursuant to the terms of Collective Bargaining Agreements between 
Plumbers and Steamfitters Local 598 and Employers. The Collective BargairUng Agreements 
proVide that Employers will make required Contributions to the Trust for the purpose of 
enabling Employees working under the Collective Bargaining Agreements to participate in the 
benefits provided by the Plan. nl.e Contribution rate is specified in the Collective Bargaining 
Agreements. 
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A complete list of Employers contributing to the Trust may be obtairled upon written request to 
the Trustees and is available for examination during regular office hours at the Plan 
Administrator's office. Copies of the Collective Bargaining Agreements CalL be obtained from 
the Plumbers <md Steamfitters Local 598 or the Plan Administrator. Information about whether 
an employer or union is a sponsor and a complete list of sponsors is available upon written 
request from the Plan Administrator. 

FUNDING 

The benefits provided by the Plan are paid directly from assets of the Trust unless a benefit is 
insured. 

PLAN TERMINATION 

The Trustees have the authority to terminate the Plan. 

If the Plan terminates for any reason, all money and assets remaining in the Plan, after the 
payment of expenses, will be used for the continuation of the benefits provided by the then 
existing Plan until such money and assets have been exhausted, unless some other disposition is 
required in regulations adopted by the Secretary of Labor. 

The Trustees are providing Plan benefits to the extent that money is currently available to 
pay the costs of the Plan. The Trustees retain the full and exclusive authority to detennine 
the extent to which money is available to pay the costs of the Plan and the expenditure of 
such money_ Benefits are not vested or guaranteed to continue indefinitely and the Plan may 
be amended or tenninated at any time by the Trustees. 

LIABILITY OF THIRD PARTIES AND TIlE TRUSTEES 

No Employer has any liability, directly or indirectly, to provide the benefits established by this 
Plan beyond the obligation of the Employer to make Contributions required by its Collective 
Bargaining Agreement or Special Agreement. In the event the Trust does not have sufficient 
assets to permit continued payments, nothing contained in this Plan or the Trust Agreement 
will be construed to obligate any Employer to make benefit payments or Contributions other 
than the Contributions for which the Employer may be obligated by the Collective Bargaining 
Agreement or Special Agreement. Likewise, there will be no liability upon the Trustees, 
individually or collectively, or upon Plumbers and Steamfitters Local 598 to provide money to 
fund the benefits established by this Plan if assets are not sufficient to make such benefit 

payments. 
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ORGANIZATIONS PROVIDING BENEFITS, FUNDING MEDIA AND TYPE OF ADMINISTRATION 

The names and addresses of all of the organizations providing benefits and their roles (i.e., 
whether they are responsible for the administration of the benefit plan and whether benefits are 
guaranteed under an insurance policy) are set forth below. 

Medical, Prescription Drug,. Dental, HRA, and Savings Benefits. Claims ansmg from the 
medical and Prescription Drug benefits for Employees and their Dependents are paid directly 
from Trust assets, although a premium is paid to an insurance carrier for specific and aggregate 
stop loss coverage for medical and Prescription Drug benefits. Claims arising from dental 
benefits for Employees and their Dependents are paid directly from Trust assets. HRA and 
sayings benefits for Employees are paid directly from Trust assets. 

Retail, Mail Order, and Specialty Prescription Drug Program. The retail, wail order and 
special pharmacy drug programs for Employees and their Dependents is provided by: 

CVS Caremark 
221 Sanders Road 
Northbrook,IL 60062 

Preferred Provider Organization. The Trust has entered into a contract with a Preferred 
Provider Organization that can be used by Employees and their Dependents for medical 
benefits. The Trust is responsible for funding claims submitted by Providers, Hospitals, facilities 
and clinics. The Preferred Provider Organization is responsible for the administration of 
contracts with Providers, Hospitals, facilities and clinics. The Preferred Provider Organization 
currently is: 

Aetna Life Insurance Company 
600 University Street, Suite 920 
Seattle, W A 98101 

Vision Benefits. The Trust has entered into a contract with Alaska Vision Services, Inc. to 
provide vision benefits for Employees and their Dependents. The vision benefits are insured 
under a group contract between the Trust and Alaska Vision Services, Inc. Alaska Vision 
Services, Inc. is responsible for administering the contract and paying claims. 
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Alaska Vision Services, Inc. 
3333 Quality Drive 
Rancho Cordova, CA 95670 
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Life Insurance. Life insurance benefit for Employees are provided by Reliance Standard LiJe 

Insurance Company. The benefits are insured under a group contract between the Trust and 

Reliance Standard Life Insurance Company. Reliance Standard Life Insurance Company is 
responsible for administering the group contract and paying claims. 

Reliance Standard Life Insurance Company 

2001 Market Street, Suite 1500 
Philadelphia, PA 19103 

(267) 256-3518 

Specific and Aggregate Stop-Loss Insurance. The Trust has entered into a contract with an 
insurance company that provides specific and aggregate stop-loss insurance for Medical 

Coverage. The Trust pays the stop loss insurance carrier a fee for the insurance it provides. The 

stop loss insurance carrier currently is: 
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HCC Life Insurance Company 

225 Town Park Drive Suite 145 

Kennesaw, GA 30144 
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ERISA STATEMENT OF 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 participants 
shall be e.ntitled to: 

(a) Examine, without charge, at the Plan Administrator's office and at other 
specified locations, such as worksites 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 US. Department of Labor. 

(b) Obtain, upon written request to the Plan Administrator, 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 Plan Administrator may make a 
reasonable charge for the copies. 

(c) Receive a summary of the Plan's annual financial report. The Plan Administrator 
is required by law to furnish each Participant with a copy of this annual financial 
report. 

(d) Continue health care coverage for You and Your 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 Benefit Booklet 
starting on page 29 for the rules governing Your COBRA Continuation Coverage 
rights. 

In addition to creating rights for participants, ERISA imposes duties upon the people who are 
responsible for the operation of the Plan. The people who operate the Plan, called "fiduciaries" 
of the Plan, have a duty to do so prudently and in the interest of You and other participants. 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 welfare benefit or 
exercising Your rights lffider ERlSA. 

If Your claim for a welfare benefit is denied in whole or in part, You must receive a written 
explanation of the reason for the deniaL 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 thirty (30) 
days, You may file suit in a federal court. In such a case, the court may require the 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 Trustees. 
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If You have a claim for benefits 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 US. Department of La bor or 
You may file suit in a federal court. The court will decide who should pay court costs and legal 
fees. H You are successful the court may order the person You have sued to pay these costs and 
fees. H You lose, the court may order You to pay these costs and fees, for example, if it finds 
Your claim is frivolous. 

If You have any questions about Your Plan, You should contact the Plan Administrator. H You 
have any questions about this statement, obtaining documents from the Trustees, about Your 
rights under ERISA or Your rights under the Health Insurance Portability and Accountability 
Act of 1996, You should contact the nearest office of the Employee Benefits Security 
Administration, US Department of Labor, listed in Your telephone directory. Alternatively, You 
may obtain assistance by calling the Employee Benefits Security Administration's toll-free 
number 866-444-3272 or by writing to the Division of Technical Assistance and Inquiries, 
Employee Benefits Security Administration, US. Department of Labor, 200 Constitution A ve­
nue NW, Washington, DC 20210. You may also obtain certain publications about Your rights 

and responsibilities under ERISA by calling the publications hotline of the Employee Benefits 
Security Administration at 866-444-3272. You may also find answers to Your questions and a list 
of Employee Benefits Security Administration field offices at www.dol.gov/ebsa. 
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RESOLUTION OF THE BOARD OF TRUSTEES OF THE 
LOCAL UNION 598 PLUMBING AND PIPEFITTING INDUSTRY 

HEA L TH AND WELFARE FUND 

The Board of Trustees of the Local Union 598 Plumbing and Pipefitting Industry 
Health and Welfare Fund hereby adopt the attached Benefit Booklet for the Local Union 
598 Plumbing and Pipefitting Industry H ealth and Welfare Plan dated January I, 2016. 

ADOPTED and EXECUTED December ~ 2015. 
, 

;rJIlj ue/$ 
Employer Trustee Union Trustee 
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