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MESSAGE FROM THE BOARD OF TRUSTEES
TO THE PARTICIPANTS OF THE
PLUMBERS AND PIPEFITTERS LOCAL NO. 520
HEALTH AND WELFARE FUND

The Plumbers and Pipefitters Local No. 520 Health and Welfare Fund, referred to
as the “Fund” or “Health and Welfare Fund,” is an employee benefit plan covering
members of the Plumbers and Pipefitters Local Union No. 520, referred to as the “Un-
ion” or “Local 520.” The Health and Welfare Fund is sponsored by Local 520 and the
Mechanical Contractors Association of Central Pennsylvania. The Fund was established
in 1958 to provide various health and welfare benefits, such as hospitalization, medical,
surgical, disability, death, accidental death and dismemberment, loss-of-sight, prescrip-
tion drug, vision care, and dental benefits, as determined by the Health and Welfare
Fund’s rules set forth in this Summary Plan Description. Not all participants are eligible
to receive all of these benefits. Read this Summary Plan Description carefully to deter-
mine whether you are eligible to receive any benefits, and if so, which benefits.

This Summary Plan Description is designed to describe the benefits which are
provided by the Health and Welfare Fund and to inform you of your rights under the
Health and Welfare Fund and the Employee Retirement Income Security Act. Although
extreme care has been taken to provide accurate information in this Summary Plan De-
scription, it is important for you to understand that if any of the terms in this Summary
Plan Description are inconsistent with any of the terms of the “Health and Welfare Plan
Agreement and Declaration of Trust” (“Trust Agreement”), the terms of the Trust Agree-
ment control.

To assist you in understanding the benefits under the Fund, there are Overview
and Summary charts throughout this Summary Plan Description. However, it is im-
portant for you to read the entire Summary Plan Description in order for you to fully un-
derstand the benefits that you are entitled to receive under the Fund.

We have tried to write this Summary Plan Description in language that you can
easily understand. If you have questions, however, feel free to call the Contract Admin-
istrator, whose name, address and telephone number are given inside.

You should also be aware that from time to time the Health and Welfare Fund in-
creases, decreases, adds and eliminates benefits and sometimes changes eligibility
rules, and this Summary Plan Description may not be completely up to date. To be sure
you are covered, and for up-to-date information about the benefits, contact the Contract
Administrator at the Fund Office.



IMPORTANT

THE CONTRACT ADMINISTRATOR MUST BE NOTIFIED IN WRITING IF YOU
CHANGE YOUR ADDRESS, ACQUIRE A NEW DEPENDENT, OR CHANGE YOUR
MARITAL STATUS OR BENEFICIARY. DEATH BENEFIT AUTHORIZATION FORMS
ARE AVAILABLE AT THE UNION OFFICE AND AT THE CONTRACT ADMINISTRA-
TOR’S OFFICE. FAILURE TO NOTIFY THE CONTRACT ADMINISTRATOR OF
SUCH CHANGES COULD JEOPARDIZE YOUR ELIGIBILITY FOR BENEFITS. AL-
SO, THE LATEST DEATH BENEFIT AUTHORIZATION FORM RECEIVED IS THE
ONE RECOGNIZED BY THE FUND.

This Summary Plan Description is a valuable piece of property. Please put it in a
safe place for your future reference. Notices of changes will be sent to you as the
Summary Plan Description is amended or revised.

A replacement Summary Plan Description will cost you the actual cost of the
Summary Plan Description, plus postage and handling charges. You may also examine
the Summary Plan Description, without charge, at the Contract Administrator’s Office.



PART A: GENERAL FUND INFORMATION

SECTION A-1: Definitions Of Terms Used In This Summary
Plan Description

1. “Active Employee” means an Employee who is covered by the Fund and
who is not retired or totally disabled. “Active Employee” also includes Employees who
are covered through employer contributions, self-contributions, and reciprocal contribu-
tions.

2. “Active Participant’” means an individual who is an Active Employee, a
Retired Participant, or a Disabled Participant.

3. “Allowable Charge” means a charge for Benefits.

4, “‘“Ambulatory Surgical Facility” means a Facility Provider licensed and
approved by the state in which it provides covered health care services or as otherwise
approved by the Fund and which:

a. has permanent facilities and equipment for the primary purpose of
performing surgical procedures on an Outpatient basis;

b. provides treatment by or under the supervision of Physicians
whenever the patient is in the facility;

C. does not provide Inpatient accommodations; and

d. is not, other than incidentally, a facility used as an office or clinic for
the private practice of a Physician.

5. “‘Applicant Journeyman” means an individual who becomes a Journey-
man Plumber/Pipefitter under the terms of the collective bargaining agreement between
Local 520 and the Mechanical Contractors Association of Central Pennsylvania by vir-
tue of being certified by Local 520.

6. “‘Apprentice” means an individual who is party to an Apprenticeship
Agreement with the Plumbers and Pipefitters Local 520 Joint Apprenticeship, Educa-
tional and Training Trust Fund.

7. “Approved Clinical Trial” means a Phase |, Phase Il, Phase lll or Phase
IV clinical trial being conducted in relation to the prevention, detection or treatment for
cancer or other life-threatening disease or condition.
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8. “‘Benefit Month” means the month that the Covered Participant is eligible
for benefits under the Fund, and not the month in which the Employee or Covered Par-
ticipant works to become or remain eligible.

9. “‘Benefit Period” The Benefit Period for the Hospital and Medical and
Surgical Benefits is the calendar year.

10. “Benefits” means those Medically Necessary health care services, sup-
plies, equipment and facilities charges covered under and in accordance with the Fund.

11.  “Birth Defect” means an internal or external congenital abnormality that is
present at birth and that does not develop, appear or manifest later in life.

12. “Birthing Facility” means a Facility Provider, licensed and approved by
the appropriate governmental agency, which is primarily organized and staffed to pro-
vide maternity care by a licensed certified nurse midwife.

13. “COBRA’ means the federal law called the “Consolidated Omnibus Budg-
et Reconciliation Act.”

14. “COBRA Beneficiary” means an individual who is eligible to receive cer-
tain Fund Benefits because of COBRA.

15. “Coinsurance” means a form of cost sharing (indicated as a percentage
amount on the Schedule of Benefits) which requires an Eligible Participant to pay a
specified portion of the Maximum Allowable Charge after the Deductible, if any, has
been paid by the Eligible Participant.

16. “Collective Bargaining Agreement” means a collective bargaining
agreement between Plumbers and Pipefitters Local No. 520 and any Employer, requir-
ing the Employer to make contributions to the Fund for individuals represented by Local
520. For purposes of this Summary Plan Description, the term “collective bargaining
agreement” also includes any Participation Agreement between the Union and the Fund
under which the Union is obligated to make contributions to the Fund for individuals
employed by the Union.

17. “Copayment’ means the fixed dollar amount that an Eligible Participant
must pay for certain Benefits. The Eligible Participant must pay copayments directly to
the Provider at the time services are rendered. Copayment amounts do not count to-
ward satisfaction of any Deductible amounts.

18. “Covered Employment” means employment under the terms of a collec-
tive bargaining agreement or a Participation Agreement which requires the employer to
contribute directly to this Fund or to another fund that is party to a Reciprocal Agree-
ment with this Fund.
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19. “Covered Participant” means a Participant who has met the initial qualifi-
cation for coverage by the Fund and whose coverage has not been terminated, and who
is an Active Employee, Dependent, COBRA Beneficiary, Retired Participant, Disabled
Participant, or a spouse or Dependent of a Deceased Active Employee or a Deceased
Retired Participant.

20. “Covered Service” means a service or supply specified in this Summary
Plan Description for which benefits will be provided when rendered by a Provider.

21. “Cosmetic Surgery or Procedure” means an elective procedure per-
formed primarily to restore a person’s appearance by surgically altering a physical char-
acteristic that does not prohibit normal function but is considered unpleasant or unsight-

ly.

22. “Cost-Sharing Amount” means the amount subtracted from the Custom-
ary and Reasonable Allowance which the Eligible Participant is obligated to pay before
the Fund makes payment for Benefits. Cost-Sharing Amounts can include Preauthori-
zation Penalties, Copayments, Deductibles, Coinsurance and Out-of-Pocket Maximums,
if applicable.

23. “Custodial Care” means care provided primarily for maintenance of the
Eligible Participant or which is designed essentially to assist the Eligible Participant in
meeting the activities of daily living and which is not primarily provided for its therapeutic
value in the treatment of an illness, disease, bodily injury or condition. Custodial care
includes but is not limited to help in walking, bathing, dressing, feeding, preparation of
special diets, and supervision over self-administration of medications which do not re-
quire the technical skills or professional training of medical or nursing personnel in order
to be performed safely and effectively.

24. “Deductible” means the amount of the Customary and Reasonable Al-
lowance that must be incurred and paid by an Eligible Participant or Family each Benefit
Period before Benefits are covered by the Fund.

25. “Dependent’” means an Active Participant’s:
a. Spouse under a legally valid existing marriage.

i The term “married” refers to any individuals who are lawfully
married under any state law, including individuals married to a person of
the same sex who were legally married in a state that recognizes such
marriages but who are domiciled in a state that does not recognize such
marriages. The term “married” includes a same-sex marriage that is legal-
ly recognized as a marriage under any state law.

A-3



ii. In the case of a Retired Participant, spouse shall only mean
the individual who was the Retired Participant’s spouse at the time the Re-
tired Participant became a Retired Participant under the Fund.

b. Children of the Active Participant, whether natural or adopted, un-
married or married, who are:

i. under the age of 26, unmarried or married; or

ii. upon attaining age 26, unmarried or married, incapable of
self-support by reason of a physical or mental handicap, and who are pri-
marily dependent on the Active Participant for support and maintenance.
The Fund will continue coverage for such child so long as the Active Par-
ticipant’s eligibility continues and such incapacity continues. The Fund has
the right to require the Active Participant and Dependent to periodically
submit continuing proof of physical or mental disability and dependency
status.

iii. “Children” includes adopted children; a child for whom the
Active Participant has assumed the legal obligation for total or partial sup-
port of such child in anticipation of adoption of such child; and a child of an
Active Participant who is recognized under a Qualified Medical Child Sup-
port Order as having a right to enrollment under the Fund with respect to
the Active Participant. Children does not include children of a Covered
Participant’s unmarried or married children.

iv. “Children” includes step-children not subject to a Qualified
Medical Child Support Order of a court directing the parent who is not a
Covered Participant in the Fund to provide coverage for the step-child;
adopted children and children placed with the Covered Participant for
adoption in addition to the Covered Participant’s natural children. Children
does not include children of a Covered Participant’s unmarried or married
children.

C. unmarried grandchildren who are natural or adopted children of an
Active Participant’s natural or adopted children and who are solely dependent
upon the Active Participant for maintenance and support subject to a court order
granting custody and/or legal guardianship to the Active Participant, and who are:

i under the age of 26; or

ii. upon attaining age 26, incapable of self-support by reason of
a physical or mental handicap, and who are primarily Dependent on the
Active Participant for support and maintenance. The Fund will continue
coverage for such child so long as the Active Participant’s eligibility con-
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tinues and such incapacity continues. The Fund has the right to require
the Active Participant and Dependent to periodically submit continuing
proof of physical or mental disability and dependency status.

iii. No grandchild within the above categories will be considered
as a Dependent unless taken as a Dependent for federal and state income
tax purposes, and proof thereof is submitted upon request by the Contract
Administrator and, where deemed appropriate by the Contract Administra-
tor, the Active Participant has completed an Affidavit demonstrating de-
pendency status.

A person who is an Active Participant as well as a Dependent shall receive only
the benefits of an Active Participant.

26. “Disabled Participant’ means a Participant who the Fund finds to be dis-
abled from working as a plumber or pipefitter in the construction industry.

27. “Eligible Participant” means an individual who is eligible to receive some
or all of the benefits under the Fund.

28. “Emergency Service” means any health care services provided to an Eli-
gible Participant after the sudden onset of a medical condition that manifests itself by
acute symptoms of sufficient severity or severe pain, such that a prudent layperson,
who possesses an average knowledge of health and medicine, could reasonably expect
the absence of immediate medical attention to result in:

a. placing the health of the Eligible Participant, or, with respect to a
pregnant woman, the health of the woman or her unborn child, in serious jeop-
ardy;

b. serious impairment to bodily functions, or

C. serious dysfunction of any bodily organ or part.

d. Transportation and related Emergency Services provided by a li-
censed ambulance service are Benefits if the condition is as described in this
definition.

29. “Employee” means an individual who works under the terms of a collec-
tive bargaining agreement that requires the employer to contribute directly to this Fund
or to another fund that is party to a Reciprocal Agreement with this Fund.

30. “Experimental or Investigational’ means:

a. A drug, treatment, device, or procedure:
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i which cannot be lawfully marketed without the approval of
the Food and Drug Administration (“FDA”) and final approval has not been
granted at the time of its use or proposed use;

ii. which is the subject of a current Investigational new drug or
new device application on file with the FDA;

iii. for which usage should be substantially confined to research
settings, in the predominant opinion among experts as expressed in medi-
cal literature;

iv. for which further research is needed in order to define safety,
toxicity, effectiveness or effectiveness compared with other approved al-
ternatives, in the predominant opinion among experts as expressed in
medical literature; or

V. which is not investigational in itself, but would not be Medi-
cally Necessary except for its use with a drug, device, treatment, or pro-
cedure that is experimental or investigational.

b. In determining whether a drug, treatment, device or procedure is
experimental or investigational, the following information may be considered:

i. the Eligible Participant’s medical records;

ii. The protocol(s) pursuant to which the treatment or procedure
is to be delivered;

iii. any consent document the patient has signed or will be
asked to sign, in order to undergo the treatment or procedure;

iv. the referred medical or scientific literature regarding the
treatment or procedure at issue as applied to the injury or iliness at issue;

V. regulations and other official actions and publications issued
by the federal government; and

Vi. the opinion of a third party medical expert in the field, ob-
tained by the Fund, with respect to whether a treatment or procedure is
experimental or investigational.

C. Notwithstanding the foregoing, the Fund shall not deny participation
of a qualified individual in a clinical trial, deny coverage of “routine costs” in con-
nection with a clinical trial, or discriminate on the basis of participation in a clinical
trial. For this purpose, a “qualified individual” is a Covered Participant who: (i) is
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eligible to participate in an Approved Clinical Trial with respect to treatment of
cancer or other life-threatening diseases or conditions, and (ii) is referred by a
Provider to participate in the clinical trial or provides information establishing that
participation in the clinical trial would be appropriate.

31.  “Facility Providers” include:
a. Ambulance Service Provider
b. Ambulatory Surgical Facility
C. Birthing Facility
d. Durable Medical Equipment Supplier
e. Freestanding Outpatient/Diagnostic Facility
f. Freestanding Dialysis Treatment Facility
g. Home Health Care Agency
h. Hospice
i. Hospital
j- Hospital Laboratories
k. Infusion Therapy Provider
I Long-Term Acute Care Hospital
m. Orthotics Supplier
n. Prosthetics Supplier
o. Psychiatric Hospital
p- Rehabilitation Hospital
q. Skilled Nursing Facility
r. Substance Abuse Treatment Facility
S. Urgent/Immediate Care Center

32. ‘Family” means the Active Participant and all of the Active Participant’s

Dependents.
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33. “Former Participant” means a Covered Participant whose eligibility was
terminated pursuant to the provisions of the Fund.

34. “Freestanding Dialysis Facility” means a Facility Provider, licensed and
approved by the state in which it provides health care services, or as otherwise ap-
proved by the Fund, and which is primarily engaged in providing dialysis treatment,
maintenance or training to Eligible Participants on an Outpatient or home care basis.

35. “Freestanding Outpatient Facility” means a Facility Provider, licensed
and approved by the state in which it provides health care services, or as otherwise ap-
proved by the Fund, and which is primarily engaged in providing Outpatient diagnostic
and/or therapeutic services by or under the supervision of Physicians.

36. “Health Care Provider’ means a Hospital, Physician, person or practi-
tioner licensed, where required, and performing services within the scope of such licen-
sure and as identified in this Summary Plan Description.

37. “Hearing Aid” means any device that does not produce as its output an
electrical signal that directly stimulates the auditory nerve. Examples of hearing aids
are devices that produce air-conducted sound into the external auditory canal, devices
that produce sound by mechanically vibrating bone, or devices that produce sound by
vibrating the cochlear fluid through stimulation of the round window. Devices such as
cochlear implants, which produce as their output an electrical signal that directly stimu-
lates the auditory nerve, are not considered to be hearing aids.

38. “Home Health Care Agency” means a Facility Provider, licensed and ap-
proved by the state in which it provides health care services, or as otherwise approved
by the Fund, which provides skilled nursing and other services on an intermittent basis
in the Eligible Participant’s home; and is responsible for supervising the delivery of such
services under a plan prescribed by the attending Physician.

39. “Hospice” means a Facility Provider, licensed and approved by the state
in which it provides health care services, or as otherwise approved by the Fund, and
which is primarily engaged in providing palliative care to terminally ill Eligible Partici-
pants and their families with such services being centrally coordinated through an inter-
disciplinary team directed by a Physician.

40. “Hospital” means:
a. A Facility Provider that:
i is licensed by the state in which it is located,

ii. provides twenty-four (24) hour nursing services by certified
registered nurses on duty or call,
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iii. provides services under the supervision of a staff of one or
more Physicians to diagnose and treat ill or injured bed patients hospital-
ized for surgical, medical or psychiatric conditions, and

iv. is certified by the Joint Commission on the Accreditation of
Healthcare Organizations, an equivalent body, or as accepted by the
Fund.

b. Hospital does not include: residential or nonresidential treatment
facilities; nursing homes, Skilled Nursing Facilities; facilities that are primarily
providing custodial, domiciliary or convalescent care; or Ambulatory Surgical Fa-
cilities.

41. “ldentification Card” means the card issued by the Fund to a Covered
Participant which is for identification purposes only. Possession of a Identification Card
confers no right to Covered Services specified in this Summary Plan Description.

42. “Infertility” means the medically documented diminished ability to con-
ceive, or to conceive and carry to live birth. A couple is considered infertile if conception
does not occur after a one-year period of unprotected coital activity without contracep-
tives, or there is the inability on more than one occasion to carry to live birth.

43. “Infusion Therapy Provider’ means an entity that meets the necessary
licensing requirements and is legally authorized to provide home infusion/IV therapy
services.

44. “Inpatient” means an Eligible Participant who is admitted as a patient and
spends greater than 23 hours in a Hospital, a Rehabilitation Hospital, a Skilled Nursing
Facility or a non-residential Substance Abuse Treatment Facility and for whom a room
and board charge is made. This term may also describe the services rendered to such
an Eligible Participant. The term Inpatient does not apply to an Eligible Participant who
is admitted to a Substance Abuse Treatment Facility for non-Hospital residential ser-
vices.

45. “Licensed Practical Nurse (LPN)” means a nurse who has graduated
from a formal practical or vocational nursing educations program and is licensed by the
appropriate state authority.

46. “Long-Term Acute Care Hospital (LTACH)” means an acute care Hospi-
tal designed to provide specialized acute care for medically stable, but complex, pa-
tients who require long periods of hospitalization (average 25 days) and who would re-
quire high-intensity services. LTACHs are often described as a “hospital within a hospi-
tal” because they generally are located within a short-term acute care hospital. In Penn-
sylvania, LTACHs are licensed by the Pennsylvania Department of Health as an acute
care facility.
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47. “Maximum Allowable Charge” means the maximum payment level that
the Fund reimburses for Benefits provided to a Participant and which is the lesser of (a)
the PPO Allowable Amount, (b) the Allowable Charge specified in this Summary Plan
Description, or (c) the actual billed charges for Covered Services.

48. “‘Medicaid” means Hospital or medical insurance benefits financed by the
United States Government under Title XIX of the Social Security Act of 1965 and its re-
lated regulations, each as amended.

49. “Medical Necessity (or Medically Necessary)” means:

a. Services or supplies delivered by a Provider that the Fund or its de-
signees determines are:

i appropriate and necessary for the diagnosis and/or the direct
care and treatment of the Eligible Participant’s medical condition, disease,
illness or injury;

ii. in accordance with accepted standards of good medical
practice;

iii. consistent with the Fund’s or its designee’s clinical protocols
and utilization guidelines;

iv. not primarily for the convenience of the Eligible Participant,
the Eligible Participant’s Physician or other health care Provider; and

V. provided at the most appropriate level or service, supply, or
setting to safely diagnose or treat the Eligible Participant. When applied to
Hospital services, this means that the Eligible Participant requires care in
an emergency room or as an Inpatient due to the symptoms presented or
the Eligible Participant’s condition, and the Eligible Participant cannot re-
ceive safe or adequate care as an Outpatient in another setting.

b. The fact that a Provider may prescribe, recommend, order or ap-
prove a service or supply does not of itself determine medical necessity or make
such service or supply a covered Benéefit.

50. “Medicare” means the programs of health care for the aged and disabled
established by Title XVIII of the Social Security Act of 1965, as amended.

51. “Medicare Coinsurance” means the amount which the Covered Partici-

pant is required to pay toward the cost of health care expenses that are covered by
Medicare.
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52. “Medicare Deductible” means the initial amount of Hospital and medical
expenses eligible for Medicare benefits which the Covered Participant is required to
pay, and the first three pints of blood if not replaced by or on behalf of the Covered Par-
ticipant.

53. “Medicare Part A” means the Hospital Insurance Benefits provided by
the United States Government under Title XVIII of the Social Security Act.

54. “Medicare Part B” means the Medical Insurance Benefits provided by the
United States Government under Title XVIII of the Social Security Act.

55. “Medicare Part D” means the Prescription Drug Benefits provided by the
United States Government under Title XVIII of the Social Security Act.

56. “Mental Health Care” means care received in connection with the treat-
ment of a Mental lliness or a Serious Mental lliness.

57. “Mental lliness/Disorder” means a health condition as described in the
most recent edition of the Diagnostic and Statistical Manual that is characterized by al-
terations in thinking, mood, or behavior (or some combination thereof), that are all me-
diated by the brain and associated with distress and/or impaired functioning.

58. “Non-Participating Provider’ means a Health Care Provider who is not
party to an agreement with a Participating Provider Organization that is party to an
agreement with the Fund to provide health care services to Eligible Participants.

59. “Out-of-Pocket Maximum” means the amount of the Maximum Allowable
Charge that an Eligible Participant or Family is required to pay during a Benefit Period.
After this amount has been paid, the Eligible Participant is no longer required to pay any
portion of the Maximum Allowable Charge for Benefits during the remainder of that
Benefit Period.

60. “Outpatient” means an Eligible Participant who receives services or sup-
plies while not an Inpatient. This term may also describe the services rendered to such
an Eligible Participant.

61. “Outside of the U.S.” means anywhere other than the 50 states of the
U.S., the District of Columbia, Puerto Rico, the U.S. Virgin Islands, Guam, American
Samoa and the Northern Mariana Islands.

62. “Partial Hospitalization” means the provision of medical, nursing, coun-
seling, or therapeutic services on a planned and regularly scheduled basis in a Hospital
or non-Hospital facility licensed as a Mental Health Care or Substance Abuse treatment
program by the Pennsylvania Department of Health, designed for a patient or client who
would benefit from more intensive services than are offered in Outpatient treatment but

A-11



who does not require Inpatient care. To qualify, the partial hospitalization services must
be provided for a minimum of four (4) hours, with a maximum of twelve (12) hours per
day without incurring a charge for an overnight stay.

63. “Participating Provider”’ means a Health Care Provider who has entered
into an agreement with a Participating Provider Organization that is party to an agree-
ment with the Fund to provide health care services to Covered Participants.

64. “Participation Agreement” means an agreement that the Fund is party to
with an employer which requires the employer to make contributions to this Fund on be-
half of designated employees.

65. “Physician” means a person who is a Doctor of Medicine (M.D.) or a Doc-
tor of Osteopathic Medicine (D.O.), licensed, and legally entitled to practice medicine in
all its branches, and/or perform Surgery and prescribe drugs.

66. “PPO Allowable Amount” means the payment level that the Fund reim-
burses for Benefits provided to a Participant by a Participating Provider based on the
amount provided for in the contract between the Provider and the Participating Provider
Organization, which shall constitute payment in full for Covered Services. Any Deducti-
ble, Coinsurance or Copayment shall be the responsibility of the Participant.

67. “Professional Providers” include:
a. Audiologist
b. Certified Registered Nurse Anesthetist
C. Certified Registered Nurse Midwife
d. Certified Registered Nurse Practitioner
e. Chiropractor
f. Clinical or Physician Laboratory
g. Doctor of Medicine (M.D.)
h. Doctor of Osteopathy (D.O.)
i Licensed Dietitian-Nutritionist
j- Licensed Social Worker

k. Occupational Therapist
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I Oral Surgeon

m. Physical Therapist

n. Physician’s Assistant

o. Podiatrist

p- Psychologist

q. Respiratory Therapist

r. Retail Clinic

S. Speech Language Pathologist

68. “Psychiatric Hospital” means a Provider licensed and approved by the
state in which it provides health care services, or as otherwise approved by the Fund,
and which is primarily engaged in providing diagnostic and therapeutic services for the
Mental Health Care. Such services are provided by or under the supervision of an or-
ganized staff of Physicians.

69. “Reciprocal Agreement” means an agreement between the Fund and
another collectively bargained employee welfare benefit plan that provides for the trans-
fer of contributions received by the fund for Covered Employment to an Employee’s
fund where the Employee regularly works in Covered Employment.

70. “Reconstructive Surgery” means a procedure performed to improve or
correct a functional impairment, restore a bodily function or correct deformity resulting
from a Birth Defect or accidental injury. The fact that an Eligible Participant might suffer
psychological consequences from a deformity does not, in the absence of bodily func-
tional impairment, qualify Surgery as being reconstructive surgery.

71. “Rehabilitation Hospital” means a Provider licensed and approved by the
state in which it provides health care services, or as otherwise approved by the Fund,
and which is primarily engaged in providing skilled rehabilitation services for injured or
disabled individuals to restore function following an illness or accidental injury. Skilled
rehabilitation services consist of the combined use of medical and vocational services to
enable Eligible Participants disabled by disease or injury to achieve the highest possible
level of functional ability. Skilled rehabilitation services are provided by or under the su-
pervision of an organized staff of Physicians.

72. “Retired Participant” means an individual who is receiving pension bene-
fits from the Plumbers and Pipefitters Local No. 520 Pension Fund or the Plumbers and
Pipefitters Local No. 520 Annuity Fund, and who was eligible for benefits under the
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Fund at the time retirement benefits began under the Plumbers and Pipefitters Local
No. 520 Pension Fund or the Plumbers and Pipefitters Local No. 520 Annuity Fund.

73. “Serious Mental lllness” means any of the following Mental llinesses as
defined by the American Psychiatric Association in the most recent edition of the Diag-
nostic and Statistical Manual or as otherwise approved by the Fund: schizophrenia, bi-
polar disorder, obsessive-compulsive disorder, major depressive disorder, panic disor-
der, anorexia nervosa, bulimia nervosa, schizo-affective disorder, and delusional disor-
der.

74. “Skilled Nursing Facility” means a Provider, licensed and approved by
the state in which it provides health care services, or as otherwise approved by the
Fund, and which is primarily engaged in providing daily Skilled Nursing Services and
related skilled services to Eligible Participants requiring twenty-four (24) hour skilled
nursing services but not requiring confinement in an acute care general Hospital. Such
care is rendered by or under the supervision of Physicians. A skilled nursing facility is
not, other than incidentally, a place that provides:

a. minimal care, Custodial Care, ambulatory care, or part-time care
services; or
b. care or treatment of Mental lliness or Substance Abuse.

75. “Skilled Nursing Services” means services that must be provided by a
registered nurse, or a licensed practical (vocational) nurse under the supervision of a
registered nurse, to be safe and effective. In determining whether a service requires the
skills of a nurse, consider both the inherent complexity of the service, the condition of
the patient, and accepted standards of medical and nursing practice.

76. “Special Accommodations Unit’ means a designated unit within an
acute care Hospital which has concentrated all facilities, equipment, and supportive ser-
vices for the provision of an intensive level of care for critically ill patients, including ne-
onatal intensive care and cardiac intensive care that is not critical care.

77. “Substance Abuse”’ means the use of alcohol and/or other addictive
drugs which produce a pattern of pathological use causing impairment in social or oc-
cupational functioning or which produces physiological dependency evidenced by phys-
ical tolerance or withdrawal. Drugs are defined as addictive drugs and drugs of abuse
listed as scheduled drugs in the Pennsylvania Controlled Substances, Drug, Device and
Cosmetic Act.

78. “Substance Abuse Treatment Facility” means a Provider licensed and
approved by the state in which it provides health care services, or as otherwise ap-
proved by the Fund and which primarily provides non-residential detoxification and/or
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rehabilitation treatment for Substance Abuse. This facility must also meet all applicable
standards set by the state in which health care services are received.

79. “Surgery’” means the performance of operative procedures, consistent
with medical standards of practice, which physically changes some body structure or
organ and includes usual and related pre-operative and post-operative care.

80. “Urgent Care” means medical care for an unexpected illness or injury that
does not require Emergency Services but which may need prompt medical attention to
minimize severity and prevent complications.

81. “Work Month” means the month that the Covered Participant works in
Covered Employment and has dollars of contributions submitted to the Fund in order to
be eligible in the corresponding Benefit Month.

82. “Within the U.S.” means the 50 states of the U.S., the District of Colum-
bia, Puerto Rico, the U.S. Virgin Islands, Guam, American Samoa and the Northern
Mariana Islands.

SECTION A-2: Some Basic Facts About The Fund
1. NAME AND ADDRESS OF THE FUND

The “PLUMBERS AND PIPEFITTERS LOCAL NO. 520 HEALTH AND WEL-
FARE FUND” is a collectively bargained employee welfare plan governed by the Board
of Trustees of the Health and Welfare Fund, c/o BeneSys, Inc., P.O. Box 1889, Troy MI
48099-1889 (mailing address), or 700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (for
overnight delivery).

2. EMPLOYER IDENTIFICATION NUMBER OF FUND

The Fund’s Employer Identification Number (“EIN”) is 23-6280075
3. PLAN NUMBER

The Fund’s Plan Number is 501.
4. LIST OF PLAN SPONSORS AVAILABLE

You may obtain a list of all employers and unions who sponsor this Fund by mak-
ing a written request to the Contract Administrator. There is a small charge for this ser-
vice. You may also examine such a list free of charge at the office of the Contract Ad-
ministrator during normal business hours.
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Should you wish, you may make a request to the Contract Administrator in writ-
ing for information as to whether a particular employer or labor union is a sponsor of this
Fund and, if it is, you may obtain its address. There is no charge for this service.

5. COLLECTIVE BARGAINING AGREEMENTS THAT RELATE TO THE
FUND

This Fund is maintained pursuant to collective bargaining agreements. All collec-
tive bargaining agreements that relate to the Fund are on file at the office of the Con-
tract Administrator, and may be examined by you there during normal business hours.
Upon request made in accordance with the procedure set by the Contract Administrator,
you may examine the agreements at the offices of the Union. For a small charge, you
may also obtain a copy of any collective bargaining agreement by making a written re-
quest to the Contract Administrator.

6. TYPE OF FUND

The Plumbers and Pipefitters Local No. 520 Health and Welfare Fund is an em-
ployee welfare benefit plan. It provides benefits of the following types: hospitalization,
medical, surgical, prescription drug, death, accidental death and dismemberment, loss-
of-sight, disability, vision care, and dental benefits.

The Fund is self-insured for all of the benefits provided to Eligible Participants.
None of the benefits are guaranteed under a contract or policy of insurance issued by
an insurer.

7. TYPE OF ADMINISTRATION OF THE FUND AND AUTHORITY AND
POWER OF BOARD OF TRUSTEES

The administration of the Fund is in the hands of a Board of Trustees, composed
of representatives of management and labor.

The Board of Trustees have full and exclusive discretionary authority and power
to construe all Plan documents; to make all decisions concerning the interpretation, ap-
plication, construction and administration of the Fund and all Plan documents; to deter-
mine all questions of eligibility for benefits, including the amount of benefits; to make fi-
nal and binding decisions on all appeals; to modify, amend, discontinue or terminate
benefits and/or coverage provided under this Fund; and to amend the terms of the Plan
and all Plan documents.

Only the entire Board of Trustees is authorized to interpret the Fund’s governing
documents and exercise the discretionary authority and power described above. No
officer, agent, or employee of the Employer or the Union, nor any other person, is au-
thorized to speak for or on behalf of the Fund, or to commit the Board of Trustees on
any matter relating to the Fund, or to interpret the Fund’s governing documents.

A-16



8. BOARD OF TRUSTEES

UNION-APPOINTED TRUSTEES:

Frank Kelly

Plumbers Local No. 520
7193 Jonestown Road
Harrisburg, PA 17112

Michael W. Martinozzi
202 Green Pine Road
Montgomery, PA 17752-8984

Scott E. Christ
7193 Jonestown Road
Harrisburg, PA 17112-3649

EMPLOYER-APPOINTED TRUSTEES:

William Sponaugle

G. R. Sponaugle & Sons
P. O. Box 4456
Harrisburg, PA 17111

Todd C. Ray

McClure Company, Inc.

P. O. Box 1579

Harrisburg, PA 17105-1579

Lori A. Eshenaur
Mechanical Contractors Association

1751 Lamplight Circle
Middletown, PA 17057

9. CONTRACT ADMINISTRATOR

The day-to-day administration of the Fund, however, is in the hands of a profes-
sional administration company, called the “Contract Administrator” or “Administrator,” to
whom the Board has delegated some of its duties. The Contract Administrator which
has been hired by the Board of Trustees is BeneSys, Inc. The Contract Administrator
may be reached at the Fund Office at the following address and telephone number:

Plumbers and Pipefitters Local No. 520 Health and Welfare Fund
c/o BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)
Phone: 717-565-1101, Toll Free: 833-263-5750
Fax: 717-775-3434

10. CLAIMS PAYORS

In addition to the processing of benefit claims for hospital, medical and surgical
health benefits, vision care, disability, and death, accidental death and dismemberment
and loss-of-sight benefits by the Fund’s Contract Administrator, the processing of bene-
fits claims for certain types of benefits is handled on a self-insured basis by private
companies retained by the Health and Welfare Fund for that purpose.

The processing and administration of the Fund’s self-funded Prescription Drug
Benefit claims is done by BeneCard PBF, 5040 Ritter Road, Mechanicsburg, PA 17055.
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The processing and administration of the Fund’s self-funded Dental claims and
benefits is handled by Delta Dental, One Delta Drive, Mechanicsburg, Pennsylvania
17055-6999. Under this contract, Delta Dental serves as claims administrator.

For purposes of claims adjudication, Delta Dental is the named fiduciary for den-
tal claims. Delta Dental has the authority to interpret the Fund provisions and determine
the coverage and benefits of Participants and their beneficiaries.

1. WHERE THE MONEY COMES FROM TO OPERATE THE FUND

The Health and Welfare Fund primarily operates on contributions that are re-
ceived from employers who have signed collective bargaining agreements with the Un-
ion or signed Participation Agreements with the Fund, and in some cases, from Covered
Participants and from reciprocating health and welfare funds sponsored by other
Plumbers and Pipefitters local unions. The contribution rate for an employer is set forth
in the applicable collective bargaining agreement.

Since this is a multiemployer plan, costs are calculated on a pooled basis. An
employer contribution of a specified amount is made for every hour worked by an Em-
ployee covered by a collective bargaining agreement. These rates of contributions are
changed from time to time by agreements between the Union and employers to ensure
that enough money is available to operate the Fund.

Contributions by Active Employees (self-contributions) are permitted in certain
circumstances when the Employee is unemployed and is in danger of losing his or her
coverage.

Contributions by Retired Participants, Disabled Participants, and spouses and
Dependents of Deceased Active Employees or Deceased Retired Participants are also
permitted in certain circumstances.

Money is accepted from health and welfare funds that are signatory to the United
Association Health and Welfare Fund Reciprocal Agreement. Under such arrangement,
contributions earned by Local 520 members working in the jurisdiction of other local un-
ions are transferred to this Fund so that the Local 520 member continues to receive
credit for the contributions earned.

12. MEANS BY WHICH THE FUND ACCUMULATES ITS FUNDS

Benefits described in this Summary Plan Description are provided through Em-
ployer contributions. The exact dollar amount of the contributions is determined through
collective bargaining between the Employers and the Union. All assets are held in trust
by the Board of Trustees for the purpose of providing benefits for eligible Participants
and defraying reasonable administrative expenses. Contributions from employers are
made on a monthly basis to the Health and Welfare Fund, which places the money in
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interest-bearing accounts and securities. Fund assets are invested in accordance with
applicable law. These investments are made only after consultation with professional
investment managers employed by the Fund.

Contributions by Active Participants, and spouses and Dependents of Deceased
Active Employees or Deceased Retired Participants, when permitted, are made directly
to the Fund and are immediately placed in the Fund’s account until they are reinvested
or used to pay benefits.

13. WHEN YOU WORK IN THE JURISDICTION OF A RECIPROCATING
FUND

Whenever an Employee works in the area of another fund signatory to the United
Association Health and Welfare Fund Reciprocal Agreement, the Employee shall, upon
this Fund’s receipt of contributions from the other fund, receive credit toward eligibility
with this Fund.

An Active Employee shall only make claim for and receive benefits from this
Fund, even though he or she might otherwise meet eligibility requirements in one or
more other funds signatory to the United Association Health and Welfare Fund Recipro-
cal Agreement.

Participants covered by other funds signatory to the United Association Health
and Welfare Fund Reciprocal Agreement may make no claims for or receive benefits
under this Fund even though they might otherwise meet the eligibility requirements of
this Fund.

Participants who work in the jurisdiction of a fund signatory to the United Asso-
ciation Health and Welfare Fund Reciprocal Agreement have the duty to inform the
Contract Administrator of the location and dates of their employment.

Since the status of funds that are signatory to the United Association Health and
Welfare Fund Reciprocal Agreement may change over time, you are encouraged to
contact the Contract Administrator if you have any questions regarding the United As-
sociation Health and Welfare Fund Reciprocal Agreement.

14. END OF “PLAN YEAR”
The Fund operates on a fiscal year, May 1 to April 30.
15. AGENT FOR SERVICE OF LEGAL PROCESS

Legal papers and process issued by a court may be served upon the Contract
Administrator or a member of the Board of Trustees. All of these people may be served
at the following address:
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Plumbers and Pipefitters Local No. 520 Health and Welfare Fund
c/o BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)

16. TERMINATION OF THE FUND

a. In order that the Fund may carry out its obligations to maintain—within the
limits of its resources—a program dedicated to providing the Benefits for all Covered
Participants, the Board of Trustees has the sole power, discretion and authority to
amend or terminate the Fund or merge it into another Fund. Under the terms of the
Fund, the Fund is to be terminated if any of the following occur:

i The Fund’s assets are, in the opinion of the Board of Trustees, in-
adequate to carry out the intent and purpose of the Fund or are inadequate to
meet the payments due or which may become due to Covered Participants;

ii. The Union and the contributing Employers agree to terminate the
Fund; or

iii. Any other event which, by law, requires termination of the Fund.

b. If the Fund terminates, the Board of Trustees will take the following steps
under the terms of the Fund:

i Provide for the payment, out of Fund assets, of expenses (including
Benefits) incurred by the Fund and Covered Participants up to the date of termi-
nation, and for the payment of any expenses incidental to termination;

ii. Arrange for a final audit and report of the Fund’s transactions and
accounts for the purposes of ending the trusteeship; and

iii. Distribute and apply any surplus Fund assets in a manner that will
inure to the exclusive benefit of the Covered Participants in accordance with the
purposes of the Fund and with any requirements of law.

SECTION A-3: Changes In Fund Rules And Benefits

The Board of Trustees has authority to increase, decrease, modify or elimi-
nate the benefits provided by the Fund as well as the rules under which you and
your Dependents may become covered or have your coverage continued. You will
be sent a description of changes that affect you. Please remember, however, that
months may elapse between the time the Board makes a change and the time you
are sent either a Summary of Material Modifications or a new page for your Sum-
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mary Plan Description. If you want to be sure about the existence of a benefit or
eligibility requirement or such, telephone the Contract Administrator.
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PART B: ELIGIBILITY FOR BENEFITS UNDER THE FUND

SECTION B-1: Eligibility For Coverage Under The Fund
(All benefits under the Fund are subject to the following eligibility provisions.)
1. WHO MAY BECOME ELIGIBLE UNDER THE FUND

The Fund provides benefits to eligible Active Participants and, in certain cases,
their Dependents. Whether or not an Active Participant or a Dependent may become
eligible for one or more types of benefit coverages depends on the terms of the Fund
described in this Summary Plan Description. The words “Active Employee,” “Active
Participant,” “Covered Participant,” “Dependent,” “Disabled Participant,” and “Retired
Participant” have special meanings, specified in SECTION A-1: DEFINITIONS OF
TERMS USED IN THIS SUMMARY PLAN DESCRIPTION.

2, HOW YOU BECOME AND REMAIN COVERED BY THE FUND
A. INITIAL ELIGIBILITY
You will become eligible for benefits:

i. If you are an Employee and your initial Covered Employment is by
an Employer who had not been obligated to make contributions to the Fund prior
to the initial contributions made on your behalf, an Applicant Journeyman, Utility
Pipefitter Helper, or an Apprentice, you will become an Active Employee and will
be eligible for coverage on the first day of the month following the month in which
contributions were initially payable on your behalf. If you are an Apprentice, you
will be provided coverage for three (3)months. If you are an Applicant Journey-
man or Utility Pipefitter Helper, your initial coverage will be established as a re-
sult of the Fund’s loaning to you 360 hours. You will be required to repay to the
Fund the hours loaned to you out of future monthly hours that exceed 120. If you
have not repaid the hours loaned to you within the first fifteen (15) months of your
initial eligibility, you will receive a bill from the Contract Administrator for the re-
maining amount of unpaid hours. If these hours are not repaid, your eligibility will
be terminated.

ii. If you were previously eligible for Benefits, you will become eligible
for Benefits if you are an Employee and you have completed 360 hours of work
during a period of nine consecutive months or less working for an employer who
is obligated to make contributions to this Fund, and has been obligated to make
contributions to the Fund prior to the date contributions were first made on your
behalf, or to another Plumbers and Pipefitters Health and Welfare Fund that is
party to the United Association Health and Welfare Fund Reciprocal Agreement.
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Benefits become effective on the first day of the month following the second
month in which eligibility requirements were met, provided you are working or are
available for work in Covered Employment on that day. This initial period of cov-
erage will continue for a period of three months. For example, if you satisfied the
eligibility requirements in January, your Benefits will begin in March.

In addition to satisfying the requirements for initial eligibility set forth above, in or-
der to actually receive benefits after you become eligible you must first fill out enrollment
forms, which the Fund’s Contract Administrator shall send to you upon your becoming
eligible for coverage under the Fund. If you do not receive an enrollment form from the
Contract Administrator immediately after you satisfy all criteria for eligibility, you should
contact the Contract Administrator to request an enroliment form. Benefits will not be
paid for you and your Dependents until an enrollment form is completed. All of your
Dependents must be listed on the enrollment form.

B. CONTINUATION OF COVERAGE

After you satisfy the initial eligibility requirements set forth in SECTION B-1: EL-
IGIBILITY FOR COVERAGE UNDER THE FUND, (360 hours of work in Covered Em-
ployment within a nine-month period, or loaning of 360 hours), your coverage will be
continued after the initial eligibility period of three months if you satisfy one of the follow-
ing continuation of eligibility requirements:

L. BY WORKING

Your eligibility will be continued from month to month only if you have 120 hours
of work in Covered Employment during a Work Month.

There is a two-month delay between the month in which you actually earn cover-
age by working or by making self-contributions and the month in which your coverage is
effective. The Fund calls the month in which you earn coverage your “Work Month.”
The month in which you are covered for benefits on the basis of your work or your self-
contributions is called your “Benefit Month.” They are as follows:

Work Month Benefit Month

January ........cccceeeiiiiiiiiiiie April
February.......ccooooviiiiiiiininnnnn. May
March ... June
APTil. July
May oo August
June ... September
JUIY .o October
August.........ooiiiiiennn. November
September .................. December
October ......coceeeeeeeeeeeenns January



November ..........cc......... February
December ........ccccoeevveennn.n. March

To determine whether you have sufficient hours of work to your credit, the follow-
ing rules apply:

If you work 120 hours during a Work Month, you meet the hours-of-work re-
quirement and will have your coverage continued for the corresponding Bene-
fit Month.

If you work enough hours during a Work Month so that the amount of contri-
butions paid by your employer to the Fund exceeds 120 times the Fund’s cur-
rent hourly contribution rate called for in the Local 520 collective bargaining
agreement, those contributions in excess of 120 times the Fund’s current
hourly contribution rate called for in the Local 520 collective bargaining
agreement will be credited to a Dollar Bank. The Dollar Bank will be main-
tained for you to provide Extended Coverage Dollars. The maximum amount
of Extended Coverage Dollars that may be maintained in your Dollar Bank is
equal to 720 times the Fund’s current hourly contribution rate called for in the
Local 520 collective bargaining agreement, which is equivalent to six (6)
months of coverage.

If you fail to work 120 hours in Covered Employment in a month, your cover-
age will be continued if you have sufficient Dollars in your Dollar Bank to
make up the difference between the amount of hours you actually worked and
120 hours. The amount of Dollars you will need to maintain your coverage is
calculated by multiplying the actual shortage of hours between the 120 hours
and the number of hours worked times the current hourly employer contribu-
tion rate provided in the Local 520 contract. If you fail to work the required
120 hours and have an available balance in your Dollar Bank, your Dollar
Bank will automatically be applied against your shortage to reduce or elimi-
nate the need to make a self-contribution, provided you are available for work
in Covered Employment within the jurisdiction of Local 520. If you are not
available and even if you have Dollars in your Dollar Bank, your coverage will
cease immediately.

When Employees work in the jurisdiction of a reciprocating health and welfare
Fund, this Fund’s receipt of the contributions is usually delayed. It is possible that you
will receive a bill for a self-contribution on account of this delay. If you do, you must no-
tify the Contract Administrator that you are working in a reciprocating Fund’s jurisdiction.
You will have to provide written proof to the Contract Administrator that you are, in fact,
working in the other Fund'’s jurisdiction in order for benefits to continue.
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Il BY MAKING SELF-CONTRIBUTIONS
(1)  ACTIVE EMPLOYEES.

If you fail to work at least 120 hours during a Work Month and you do not have
any Dollars remaining in your Dollar Bank, you may make a self-contribution. The rates
for self-contribution are set by the Fund’'s Board of Trustees and may be revised from
time to time as the costs of the Fund’s benefits change.

The current rate of self-contribution is determined by multiplying the actual short-
age of hours between the 120 hours and the number of hours worked times the current
hourly employer contribution rate provided in the Local 520 contract.

An Active Employee whose coverage will be terminated unless he or she makes
a self-contribution will be billed by mail. Payment must be made within the allowed time
or your coverage will terminate and you will lose your right to have coverage continued
through self-contribution.

There are some limitations on your right to make self-contributions to the Fund.
They are as follows:

e An Active Employee (other than an eligible retiree) may not make full self-
contributions for more than 12 consecutive months without special permission
from the Board.

e In special, unusual circumstances, the Board may continue the privilege to
maintain coverage by self-contribution beyond the normal 12-month self-
contribution period. To obtain this privilege, the Active Employee must apply
in writing to the Board before the normal 12-month self-contribution period
expires, and must cite reasons of hardship to support his or her application.
The self-contribution period may be continued for up to 12 additional months.

During the extension period and while coverage is being maintained by self-
contribution, an Active Employee may regain active status by working at least 120 hours
in a Work Month. Restoration to active status shall be effective the first day of the Ben-
efit Month corresponding to the Work Month in which the 120-hour requirement is met.

(2) RETIRED PARTICIPANTS.
(A) ELIGIBILITY.

i. An Active Participant who retires from the Plumbers and Pipefitters Local
No. 520 Pension Fund may be eligible for benefits as a Retired Participant by using
their Dollar Bank and/or by making self-contributions if the Active Participant was eligi-
ble for benefits under the Fund: (1) during the Benefit Month prior to the effective date of
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their pension benefits under the Plumbers and Pipefitters Local No. 520 Pension Fund,
and (2) during at least 48 of the last 60 months prior to the effective date of their pen-
sion benefits under the Plumbers and Pipefitters Local No. 520 Pension Fund. The rates
for self-contribution are set by the Fund’s Board of Trustees and may be revised from
time to time as the costs of the Fund’s benefits change.

ii. If you remarry after you retire, your new spouse will not be eligible for
benefits under the Fund. If, at the time you retired, you elected to not cover your
spouse due to existing coverage through your spouse’s employment, but your spouse
loses such coverage through no fault of your spouse, you may add your spouse to your
coverage at the time the coverage is lost.

iii. The rates of self-contribution differ among Retired Participants depending
on when you retired and your age. When you become eligible to self-contribute, you will
be notified by the Contract Administrator prior to the due date for the payment of the
self-contributions of the monthly amount. If the Board of Trustees revises the rate, you
will be notified by the Contract Administrator. If you are eligible to maintain your cover-
age by making self-contributions only your spouse at the time you retire will be eligible
for benefits as your spouse.

(B) BENEFITS.

i. Retired Participants who are not eligible for Medicare but are eligible for
coverage under the Fund shall receive the same type of coverage that they last enjoyed
prior to their retirement, with the following exceptions: (i) you will not be eligible for disa-
bility benefits; (ii) your death benefits will be reduced (see PART P: DEATH BENE-
FITS); (iii) you will not be eligible for Accidental Death and Dismemberment Benefits;
and (iv) you will have to pay a deductible for Dental Benefits (see PART M: DENTAL
BENEFITS).

il Retired Participants who are eligible for Medicare shall receive Medicare
Supplement Benefits and all other Fund benefits except: (i) you will not be eligible for
disability benefits; (ii) your death benefits will be reduced (see PART P: DEATH BENE-
FITS); (iii) you will not be eligible for Accidental Death and Dismemberment Benefits;
and (iv) you will have to pay a deductible for Dental Benefits (see PART M: DENTAL
BENEFITS). Retired Participants eligible for Medicare Part D may elect to enroll in
Medicare Part D, and terminate their Prescription Drug Benefits under the Fund, and
continue to maintain their Medicare Supplement Benefits under the Fund.

(C) RETURN TO COVERED EMPLOYMENT.

If you return to Covered Employment and continue to be a Retired Participant,
any contributions received during a Work Month will be credited against your monthly
self-contribution obligations. If the amount of Hours that you work in a Work Month re-
sults in contributions which exceed 120 times the Fund’s current hourly contribution rate
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called for in the current Local 520 collective bargaining agreement, the excess contribu-
tions will not be credited to a Dollar Bank.

If you return to Covered Employment, you will cease being a Retired Participant
as of the end of the Benefit Month which coincides to the Work Month when you have
worked 1200 Hours in Covered Employment in a Plan Year. Thereafter, you will be an
Active Employee until such time that you have no Hours of Covered Employment in any
two consecutive Work Months. You will be reclassified as a Retired Participant as of the
Benefit Month corresponding to the second consecutive Work Month in which there
were no Hours of Covered Employment.

il BY RECEIVING WEEKLY DISABILITY BENEFITS FROM
THE FUND, WORKERS’ COMPENSATION, OR DETERMINED TO BE A
DISABLED PARTICIPANT.

If you receive weekly Disability Benefits from the Fund, Workers” Compensation,
or are determined to be a Disabled Participant by the Fund during a Work Month, you
will be given credit for Dollars of Contributions in an amount sufficient to maintain your
coverage for the corresponding Benefit Month. Credits for Dollars of Contributions will
be limited to periods of disability of six (6) months or less. If you are receiving Workers’
Compensation or have been determined to be a Disabled Participant and your period of
disability exceeds six (6) months, you may apply to the Board of trustees for an exten-
sion of credits for Dollars of Contributions for up to an additional six (6) months. If at the
time you are given your initial credits for Dollars of Contributions you have a Dollar
Bank, your Dollar Bank will be frozen until such time that you are no longer eligible to
receive credits.

A Participant receiving Workers’ Compensation or a Disabled Participant whose
coverage has been terminated and the Participant registers with Local 520 to resume
Covered Employment within six months of when the individual ceased to be disabled,
the Participant shall be reinstated the first day of the Benefit Month corresponding to
completion of 120 hours of Covered Employment during a Work Month. The Participant
may obtain immediate reinstatement of coverage by making a self-contribution.

If you are a Disabled Participant and return to Covered Employment, you will
cease being a Disabled Participant as of the end of the Benefit Month that coincides
with the Work Month that you received your last monthly pension benefit from the
Plumbers and Pipefitters Local 520 Pension Fund. Former Disabled Participants will not
be required to satisfy the initial eligibility rules. If you were formerly a Disabled Partici-
pant and you cease Covered Employment, you will continue to be an Active Employee
subject to the Active Employee rules for making self-contributions.
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3. WHEN ELIGIBLE DEPENDENTS BECOME COVERED FOR BENEFITS
UNDER THE FUND

A. RULE FOR DEPENDENTS AT THE TIME OF YOUR INITIAL
ELIGIBILITY.

Any eligible Dependent that you have on the initial date that your coverage be-
comes effective shall become covered on the same date that you do.

B. RULES FOR NEWLY ACQUIRED OR DISCLOSED
DEPENDENTS

l. NOTIFICATION TO FUND OF NEWLY ACQUIRED
DEPENDENTS WITHIN 90 DAYS.

If you are already an Active Participant of the Fund and you acquire a new De-
pendent, such as through marriage or the birth or placement for adoption of a child, you
must immediately notify the Fund in writing of the new Dependent in order for the new
Dependent to begin coverage. If you notify the Fund within ninety (90) days of the birth,
marriage, placement for adoption or other event through which the person becomes
your Dependent, that Dependent shall be eligible for coverage effective on the date of
such marriage, birth, adoption or other event. IF YOU DO NOT COMPLETE AND
SUBMIT TO THE FUND AN ENROLLMENT FORM OR OTHER WRITTEN NOTICE
OF ENROLLMENT FOR THE NEW DEPENDENT UNTIL MORE THAN NINETY (90)
DAYS AFTER THE BIRTH, MARRIAGE, ADOPTION OR OTHER EVENT, YOUR DE-
PENDENT WILL NOT BE ELIGIBLE FOR COVERAGE UNDER THE FUND UNTIL
THE DATE THAT THE ENROLLMENT FORM OR OTHER WRITTEN NOTICE IS RE-
CEIVED BY THE FUND. The Enrollment Form or other written notice must be accom-
panied by the necessary supporting documentation for the new Dependent.

You may provide notice of a new Dependent by submitting to the Contract Ad-
ministrator a completed Enrollment Form listing the new Dependent. If you do not have
an Enroliment Form, you may notify the Contract Administrator of the new Dependent in
a letter, and an official Enrollment Form will be sent to you.

Il NOTIFICATION TO FUND OF NEWLY DISCLOSED
DEPENDENTS.

If you are already an Active Participant of the Fund and you notify the Fund that
you previously failed to notify the Fund of the existence of a Dependent, you must com-
plete a new enrollment form. Dependent coverage for the newly disclosed Dependent
will not begin until the first day of the month following the date Fund receives a new en-
rollment form listing the newly disclosed Dependent along with all other Dependents,
along with the necessary supporting documentation for the new Dependent.
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C. RULES FOR SPOUSES AND DEPENDENTS OF DECEASED
ACTIVE AND RETIRED PARTICIPANTS.

Following the death of a covered Active Employee or Retired Participant, cover-
age will continue for his or her Dependents as follows:

For the surviving spouse of an Active Employee, 12 months or until death or re-
marriage, whichever occurs first, and thereafter coverage will continue based upon pre-
viously accrued eligibility or Dollar Bank coverage and/or continuing self-contributions.

For the surviving spouse of a Retired Participant, coverage will continue based
upon previously accrued eligibility or Dollar Bank coverage and/or continuing self-
contributions.

For the children of an Active Employee, until such time that the child is no longer
a Dependent Child as defined in SECTION A-1: DEFINITIONS OF TERMS USED IN
THIS SUMMARY PLAN DESCRIPTION.

For the children of a Retired Participant, until such time that the child is no longer
a Dependent Child as defined in SECTION A-1: DEFINITIONS OF TERMS USED IN
THIS SUMMARY PLAN DESCRIPTION.

4, RIGHT TO ENROLLMENT UNDER HIPAA

To the extent that you need to enroll newly acquired Dependents under the Fund,
there are some special rules under federal law that apply to group health coverage (i.e.,
Medical, Prescription, Dental and Vision Benefits) of which you should be aware. Under
a federal law known as the Health Insurance Portability and Accountability Act
(“HIPAA”), plans must permit late enrolments for group health plan coverage in certain
situations in which coverage under another plan or insurance is lost, or in which an indi-
vidual becomes a Dependent after the normal enroliment period has closed.

The law requires that employees and Dependents who lose group health cover-
age under another plan or insurance (and who are not enrolled but would otherwise be
eligible for group health coverage under a plan) be permitted in certain circumstances to
enroll late for group health coverage.

HIPAA also provides for a special enroliment period for group health coverage for
an individual (otherwise eligible for coverage) who becomes a Dependent of a Partici-
pant through marriage, birth, adoption or placement for adoption. In situations of birth
and adoption, the spouse of the Participant may also enroll if otherwise eligible for cov-
erage.

Under HIPAA, in order to take advantage of this right to special enroliment, you
must provide timely notice to the Fund of the loss of the other coverage or the change in
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family circumstances. Notice of a loss of other coverage is to be given by you in writing
to the Fund’s Contract Administrator within sixty (60) days of the loss of other coverage.
The Special Enroliment following a loss of other coverage then becomes effective the
first day of the first calendar month after the notice requesting the change is made.

Notice of your acquiring a Dependent for the purposes of seeking a Special En-
rollment under HIPAA must be given by you in writing to the Fund’s Contract Adminis-
trator within ninety (90) days of the later of: (i) the date of the marriage, birth, adoption
or placement for adoption; or (ii) the date that Dependent coverage is made available.
Such group health coverage under this Fund is retroactive to the date of the marriage,
birth, adoption or placement for adoption, if elected within the first ninety (90) days of
the Dependent Special Enroliment period.

HIPAA further provides for a Special Enroliment Period for group health plan
coverage for employees and Dependents (otherwise eligible for coverage) who lose eli-
gibility for Medicaid or SCHIP or CHIP (State Children’s Health Insurance Program or
Children’s Health Insurance Program), or become eligible to participate in a premium
assistance program under Medicaid or SCHIP or CHIP (a premium assistance program
is an optional state program under Medicaid or SCHIP that pays a share of the premium
for the group health plan coverage).

Under HIPAA, in order to take advantage of the Medicaid or SCHIP or CHIP right
to special enrollment, you must provide timely notice to the Fund of the loss of eligibility
for Medicaid or SCHIP or CHIP coverage or become eligible to participate in a premium
assistance program under Medicaid or SCHIP or CHIP. Notice of the loss of eligibility
or becoming eligible to participate in a premium assistance program is to be given by
you in writing to the Fund’s Contract Administrator within ninety (90) days of the loss of
eligibility for Medicaid or SCHIP or CHIP coverage or becoming eligible to participate in
a premium assistance program under Medicaid, SCHIP or CHIP. The Special Enroll-
ment following a loss of eligibility for Medicaid or SCHIP or CHIP coverage or becoming
eligible to participate in a premium assistance program then becomes effective the first
day of the first calendar month after the notice requesting the change is made.

5. SUSPENSION OF COVERAGE AND REINSTATEMENT FOLLOWING
SUSPENSION

Coverage is suspended upon any of the following events:

a. If you become covered by reason of your work under another jointly trus-
teed health and welfare plan where the employers are party to a collective bargaining
agreement with the United Association in the construction industry, or a group insurance
plan or jointly trusteed health and welfare plan in another industry, the coverage of you
and your Dependents is suspended immediately. If:
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i at the time of suspension you had Dollars sufficient in your Dollar
Bank, and

ii. you return to work in Covered Employment,

then your Dollar Bank that you accumulated previously will be reinstated to you,
and you will be entitled to use the Dollar Bank to satisfy the Continuation of Coverage
requirements of the Fund.

b. If you so elect, your coverage will be suspended immediately if you enter
the Uniformed Services, as that term is defined in the Uniformed Services Employment
and Reemployment Rights Act of 1994 (“USERRA”). Your coverage and Dollar Bank
will be reinstated on the first day of the month following notice to the Contract Adminis-
trator of your discharge, provided you have not been on active duty for more than five
years (except in situations where the Covered Participant’s initial enlistment did not ter-
minate within the five-year period, or where, through no fault of the Covered Participant,
he or she was otherwise required to serve beyond the five-year period), and provided
you return to Covered Employment within the time frames set forth in USERRA. If you
fail to return to Covered Employment within those time frames, you will forfeit any cov-
erage and Dollar Bank that you previously accumulated. You must notify the Contract
Administrator prior to entering the Uniformed Services and again when discharged, so
that the Contract Administrator may assist you with rights you have under USERRA and
any COBRA benefits that may be available to you or your Dependents.

SECTION B-2: How And When You Or A Dependent Lose
Coverage

1. HOW AND WHEN ELIGIBILITY OF AN ACTIVE PARTICIPANT IS
TERMINATED

a. Your eligibility for coverage (other than COBRA coverage under the Fund)
terminates on the earliest of the following events:

b. Failure to make self-contribution, when eligible to do so. Your coverage
will terminate at the end of the Benefit Month.

c. The end of any extension period or period in which coverage is being
maintained through self-contributions. Your coverage will terminate at the end of the
Benefit Month.

d. Commencement of work for an employer in the trade jurisdiction of Local
520 that does not contribute to this Fund, unless the employer contributes to another
jointly trusteed health and welfare plan that is affiliated with the United Association or a
Local of the United Association. Your coverage will terminate immediately and irrespec-
tive of whether you have any entitlement to any extended coverage under the Fund.
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e. Non-availability for Covered Employment in the geographical jurisdiction of
Local 520 on account of employment outside the trade jurisdiction of Local 520. Your
coverage will terminate immediately and irrespective of whether you have any entitle-
ment to any extended coverage under the Fund.

2. HOW AND WHEN ELIGIBILITY FOR A DEPENDENT IS TERMINATED

Your Covered Dependent shall lose eligibility for coverage (other than COBRA
coverage) on the earliest of the following events:

a. You cease to be a Covered Participant under the Fund and your eligible
Dependent’s coverage will terminate when your coverage terminates.

b. Your Dependent ceases to satisfy the Fund’s definition of “Dependent.”

SECTION B-3: Election By Active Employees And Dependents
To Make Medicare Your Exclusive Coverage

If you are an Active Employee and Medicare eligible, or a spouse of an Active
Employee and Medicare eligible, you may elect to have Medicare as your exclusive
form of hospital, medical and surgical coverage. If you make this election you will lose
all your coverage for hospital, medical and surgical coverage under the Fund as de-
scribed in PART J: HOSPITAL, MEDICAL AND SURGICAL BENEFITS, because the
Fund is prohibited by law from providing you with any benefits that supplement those
under Medicare. If you do not make this election, the law requires that the Fund remain
your primary coverage for hospital, medical and surgical benefits, with Medicare being
the secondary coverage. If you desire to have Medicare as your exclusive form of cov-
erage for the hospital, medical and surgical benefits, you must file a written election with
the Contract Administrator.
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PART C: CONTINUATION COVERAGE RIGHTS UNDER COBRA

SECTION C-1: Introduction

COBRA continuation coverage is a temporary extension of health coverage un-
der the Fund under certain circumstances when coverage would otherwise end, subject
to the Continuation Coverage Offset Rules of the Fund described in SECTION C-10:
CONTINUATION COVERAGE OFFSET RULES. The right to COBRA coverage was
created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA). COBRA coverage can become available to you when you would otherwise
lose your health coverage under the Fund. It can also become available to your spouse
and Dependent children, if they are covered under the Fund, when they would other-
wise lose their health coverage under the Fund. The following Sections generally ex-
plain COBRA coverage, when it may become available to you and your family, and what
you need to do to protect the right to receive it.

COBRA (and the description of COBRA coverage contained in this Summary
Plan Description) applies only to the Hospital, Medical, Surgical, Prescription Drug,
Dental and Vision Benefits offered by the Fund (hereinafter referred to as “COBRA,”
“COBRA coverage,” or “health coverage”), and not to any other benefits offered by the
Fund (such as Death, Disability, or Accidental Death Or Dismemberment Benefits). The
Fund provides no greater COBRA rights than what COBRA requires, and nothing in this
Summary Plan Description is intended to expand your rights beyond COBRA’s require-
ments.

For additional information about your rights and obligations under the Fund and
under federal law, you should contact the Contract Administrator.

SECTION C-2: What Is COBRA Coverage?

COBRA coverage is a continuation of Fund coverage when coverage would oth-
erwise end because of a life event known as a “Qualifying Event.” Specific Qualifying
Events are listed below in SECTION C-3: WHO IS ENTITLED TO ELECT COBRA
COVERAGE?

After a Qualifying Event occurs and any required notice of that event is properly
provided to the Contract Administrator, COBRA coverage must be offered to each per-
son losing Fund coverage who is a “qualified beneficiary.” You, your spouse, and your
Dependent children could become qualified beneficiaries and would be entitled to elect
COBRA if coverage under the Fund is lost because of the Qualifying Event. (Certain
newborns, newly adopted children, and alternate recipients under QMCSOs may also
be qualified beneficiaries. This is discussed in more detail in separate paragraphs be-
low.)
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We use the pronoun “you” in the following paragraphs regarding COBRA to refer
to each person covered under the Fund who is or may become a qualified beneficiary.

COBRA coverage is the same coverage that the Fund gives to other participants
or beneficiaries under the Fund who are not receiving COBRA coverage. Each qualified
beneficiary who elects COBRA will have the same rights under the Fund as other partic-
ipants or beneficiaries covered under Fund, including open enrollment and special en-
roliment rights. Under the Fund, qualified beneficiaries who elect COBRA must pay for
COBRA coverage.

Additional information about the Hospital, Medical, Surgical, Prescription Drug,
Dental and Vision Benefits of the Fund is available in other Parts of this Summary Plan
Description.

SECTION C-3: Who Is Entitled To Elect COBRA Coverage?

If you are an Active Employee, you will be entitled to elect COBRA if you lose
your health coverage under the Fund because either one of the following Qualifying
Events happens:

e your hours of employment are reduced; or
e your employment ends for any reason other than your gross misconduct.

If you are the spouse of an Active Employee, you will be entitled to elect COBRA
if you lose your health coverage under the Fund because any of the following Qualifying
Events happens:

e your spouse dies;
e your spouse’s hours of employment are reduced;

e your spouse’s employment ends for any reason other than his or her gross
misconduct;

e your spouse becomes entitled to Medicare benefits (under Part A, Part B or
both); or

e you become divorced or you no longer maintain a regular spousal relationship
with your spouse. Also, if your spouse (the Active Employee) reduces or
eliminates your health coverage in anticipation of a divorce or termination of
the regular spousal relationship, and a divorce or termination of the regular
spousal relationship later occurs, then the divorce or termination of the regu-
lar spousal relationship may be considered a Qualifying Event for you even
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though your coverage was reduced or eliminated before the divorce or termi-
nation of the regular spousal relationship.

If you are the Dependent child of an Active Employee, you will be entitled to elect
COBRA if you lose your health coverage under the Fund because any of the following
Qualifying Events happens:

e your parent/ Active Employee dies;
e your parent / Active Employee’s hours of employment are reduced;

e your parent / Active Employee’s employment ends for any reason other than
his or her gross misconduct;

e your parent / Active Employee becomes entitled to Medicare benefits (under
Part A, Part B or both); or

e you stop being eligible for coverage under the Fund as a “Dependent child.”

If an Active Employee takes FMLA leave and does not return to work at the end
of the leave, the Employee (and the Employee’s spouse and Dependent children, if any)
will be entitled to elect COBRA if: (1) they were covered under the Fund on the day be-
fore the FMLA leave began (or became covered during the FMLA leave); or (2) they will
lose Fund coverage within 18 months because of the Employee’s failure to return to
work at the end of the leave. (This means that some individuals may be entitled to elect
COBRA at the end of an FMLA leave even if they were not covered under the Fund dur-
ing the leave.) COBRA coverage elected in these circumstances will begin on the last
day of the FMLA leave, with the same 18-month maximum coverage period (subject to
extension or early termination) generally applicable to the COBRA Qualifying Events of
termination of employment and reduction of hours. (See SECTION C-7: LENGTH OF
COBRA COVERAGE.)

SECTION C-4: When Is COBRA Coverage Available?

When the Qualifying Event is the end of employment, reduction of hours of em-
ployment, or death of the Active Employee, the Fund will offer COBRA coverage to
qualified beneficiaries. You need not notify the Contract Administrator of the end of em-
ployment or reduction of hours of employment, but you must notify the Contract Admin-
istrator of the Death of an Active Employee.

For the other Qualifying Events (divorce of the Employee and spouse or termina-
tion of the regular spousal relationship; a Dependent child’s losing eligibility for cover-
age as a Dependent child; or the Active Employee’s becoming entitled to Medicare un-
der Part A, Part B or both), a COBRA election will be available to you only if you notify
the Contract Administrator in writing within 60 days after the later of: (1) the date of the
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Qualifying Event; or (2) the date on which the qualified beneficiary loses (or would lose)
coverage under the terms of the Fund as a result of the Qualifying Event.

In providing this notice, you must use the Fund’s form entitled “Notice of Qualify-
ing Event Form and Notice Procedures,” and you must follow the procedures specified
in SECTION C-17: NOTICE PROCEDURES FOR NOTICE OF QUALIFYING EVENTS.
If these procedures are not followed or if the notice is not provided in writing to the Con-
tract Administrator during the 60-day notice period, you will lose your right to elect CO-
BRA. (You may obtain a copy of the Notice of Qualifying Event Form and Notice Pro-
cedures from the Contract Administrator.)

SECTION C-5: Electing COBRA Coverage

To elect COBRA, you must complete the Election Form that is part of the Fund’s
COBRA Election Notice and submit it to the Contract Administrator. (An Election Notice
will be provided to qualified beneficiaries at the time of a Qualifying Event. You may al-
so obtain a copy of the Election Form from the Contract Administrator.) Under federal
law, you must have 60 days after the date of the COBRA Election Notice provided to
you at the time of your Qualifying Event to decide whether you want to elect COBRA
coverage under the Fund.

Mail or hand deliver the completed Election Form to the Fund’s Contract Admin-
istrator at the following address:

BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)

The COBRA Election Form must be completed in writing and mailed or hand de-
livered to the address specified above. The following are not acceptable as COBRA
elections and will not preserve COBRA rights: oral communications regarding COBRA
coverage, including in-person or telephone statements about an individual's COBRA
coverage; and electronic communications, including e-mail and faxed communications.

If mailed, your election must be postmarked (and if hand delivered, your election
must be received by the Contract Administrator at the address specified above) no later
than 60 days after the date of the COBRA Election Notice provided to you at the time of
your Qualifying Event. If you do not submit a completed Election Form by this due date,
you will lose your right to elect COBRA coverage.

If you reject COBRA coverage before the due date, you may change your mind
as long as you furnish a completed Election Form before the due date.
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You do not have to send any payment with your Election Form when you elect
COBRA coverage. Important additional information about payment for COBRA cover-
age is included below.

Each qualified beneficiary will have an independent right to elect COBRA cover-
age. For example, the Active Employee’s spouse may elect COBRA coverage even if
the Active Employee does not. COBRA coverage may be elected for only one, several,
or for all Dependent children who are qualified beneficiaries. Active Employees and
spouses (if the spouse is a qualified beneficiary) may elect COBRA coverage on behalf
of all of the qualified beneficiaries, and parents may elect COBRA coverage on behalf of
their children. Any qualified beneficiary for whom COBRA coverage is not elected with-
in the 60-day election period specified in the Fund’s COBRA Election Notice will lose his
or her right to elect COBRA coverage.

When you complete the Election Form, you must notify the Contract Administra-
tor if any qualified beneficiary has become entitled to Medicare (under Part A, Part B, or
both) and, if so, the date of Medicare entitlement. If you become entitled to Medicare
(or first learn that you are entitled to Medicare) after submitting the Election Form, im-
mediately notify the Contract Administrator of the date of your Medicare entitlement at
the address specified above for delivery of the Election Form.

Qualified beneficiaries who are entitled to elect COBRA coverage may do so
even if they have other health plan coverage or are entitled to Medicare benefits on or
before the date on which COBRA coverage is elected. However, as discussed in more
detail below, a qualified beneficiary’s COBRA coverage will terminate automatically if,
after electing COBRA, he or she becomes entitled to Medicare benefits or becomes
covered under other health plan coverage. See SECTION C-9: TERMINATION OF
COBRA COVERAGE BEFORE THE END OF THE MAXIMUM COVERAGE PERIOD.

SECTION C-6: Special Considerations In Deciding Whether To
Elect COBRA Coverage

In considering whether to elect COBRA coverage, you should take into account
that a failure to elect COBRA coverage will affect your future rights under federal law.
You should take into account that you have special enroliment rights under federal law.
You have the right to request special enroliment in another health plan for which you are
otherwise eligible (such as a plan sponsored by your spouse’s employer) within 30 days
after your health coverage under the Fund ends because of one of the Qualifying
Events listed above. You will also have the same special enroliment right at the end of
COBRA coverage if you get COBRA coverage for the maximum time available to you.
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SECTION C-7: Length Of COBRA Coverage

COBRA coverage is a temporary continuation of coverage. The COBRA cover-
age periods described below are maximum coverage periods, subject to the Continua-
tion Coverage Offset Rules of the Fund. COBRA coverage can end before the end of
the maximum coverage period for several reasons, which are described in SECTION C-
9: TERMINATION OF COBRA COVERAGE BEFORE THE END OF THE MAXIMUM
COVERAGE PERIOD.

When Fund coverage is lost due to the death of the Active Employee, the Active
Employee’s divorce or termination of the regular spousal relationship, or a Dependent
child’s losing eligibility as a Dependent child, COBRA coverage can last for up to a total
of 36 months, subject to the Continuation Coverage Offset Rules of the Fund.

When Fund coverage is lost due to the end of employment or reduction of the
Active Employee’s hours of employment, and the Active Employee became entitled to
Medicare benefits less than 18 months before the Qualifying Event, COBRA coverage
for qualified beneficiaries (other than the Active Employee) who lose coverage as a re-
sult of the Qualifying Event can last until up to 36 months after the date of Medicare en-
tittement, subject to the Continuation Coverage Offset Rules of the Fund. For example,
if an Active Employee becomes entitled to Medicare eight months before the date on
which his employment terminates, COBRA coverage for his spouse and Dependent
children who lost coverage as a result of his termination can last up to 36 months after
the date of Medicare entitlement, subject to the Continuation Coverage Offset Rules of
the Fund, which is equal to 28 months after the date of the Qualifying Event (36 months
minus eight months). This COBRA coverage period is available only if the Active Em-
ployee becomes entitled to Medicare within 18 months before the termination or reduc-
tion of hours.

Otherwise, when Fund coverage is lost due to the end of employment or reduc-
tion of the Active Employee’s hours of employment, COBRA coverage generally can
last for only up to a total of 18 months, subject to the Continuation Coverage Offset
Rules of the Fund.

SECTION C-8: Extension Of Maximum Coverage Period

If the Qualifying Event that resulted in your COBRA election was the Active Em-
ployee’s termination of employment or reduction of hours, an extension of the maximum
period of coverage may be available if a qualified beneficiary is disabled or a second
Qualifying Event occurs. You must notify the Contract Administrator of a disability or a
second Qualifying Event in order to extend the period of COBRA coverage. Failure to
provide notice of a disability or second Qualifying Event will eliminate the right to extend
the period of COBRA coverage.
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If a qualified beneficiary is determined by the Social Security Administration to be
disabled and you notify the Contract Administrator in a timely fashion, all of the qualified
beneficiaries in your family may be entitled to receive up to an additional 11 months of
COBRA coverage, for a total maximum of 29 months, subject to the Continuation Cov-
erage Offset Rules of the Fund. This extension is available only for qualified beneficiar-
ies who are receiving COBRA coverage because of a Qualifying Event that was the Ac-
tive Employee’s termination of employment or reduction of hours. The disability must
have started at some time before the 61 day after the Active Employee’s termination of
employment or reduction of hours, and must last at least until the end of the period of
COBRA coverage that would be available without the disability extension (generally 18
months, as described above). Each qualified beneficiary will be entitled to the disability
extension if one of them qualifies.

The disability extension is available only if you notify the Contract Administrator
in writing of the Social Security Administration’s determination of disability within 60
days after the latest of:

e the date of the Social Security Administration’s disability determination;

o the date of the Active Employee’s termination of employment or reduction of
hours; and

e the date on which the qualified beneficiary loses (or would lose) coverage un-
der the terms of the Fund as a result of the Active Employee’s termination of
employment or reduction of hours.

You must also provide this notice within 18 months after the Active Employee’s
termination of employment or reduction of hours in order to be entitled to a disability ex-
tension.

In providing this notice, you must use the Fund'’s form entitled “Notice of Disabil-
ity Form and Notice Procedures,” and you must follow the procedures specified in SEC-
TION C-18: NOTICE PROCEDURES FOR NOTICE OF DISABILITY. If these proce-
dures are not followed or if the notice is not provided in writing to the Contract Adminis-
trator during the 60-day notice period and within 18 months after the Active Employee’s
termination of employment or reduction of hours, then there will be no disability exten-
sion of COBRA coverage. (You may obtain a copy of the Notice of Disability Form and
Notice Procedures from the Contract Administrator.)

An extension of coverage will be available to spouses and Dependent children
who are receiving COBRA coverage if a second Qualifying Event occurs during the 18
months (or, in the case of a disability extension, the 29 months) following the Active
Employee’s termination of employment or reduction of hours. The maximum amount of
COBRA coverage available when a second Qualifying Event occurs is 36 months.
Such second Qualifying Events may include the death of an Active Employee, divorce
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from or termination of the regular spousal relationship with the Active Employee, the Ac-
tive Employee’s becoming entitled to Medicare Benefits (under Part A, Part B or both),
or a Dependent child’s ceasing to be eligible for coverage as a Dependent under the
Fund. These events can be a second Qualifying Event only if they would have caused
the qualified beneficiary to lose coverage under the Fund if the first Qualifying Event
had not occurred.

This extension due to a second Qualifying Event is available only if you notify the
Contract Administrator in writing of the second Qualifying Event within 60 days after the
later of: (1) the date of the second Qualifying Event; or (2) the date on which the quali-
fied beneficiary would lose coverage under the terms of the Fund as a result of the sec-
ond Qualifying Event (if it had occurred while the qualified beneficiary was still covered
under the Fund).

In providing this notice, you must use the Fund’s form entitled “Notice of Second
Qualifying Event Form and Notice Procedures,” and you must follow the procedures
specified in SECTION C-19: NOTICE PROCEDURES FOR NOTICE OF SECOND
QUALIFYING EVENT. If these procedures are not followed or if the notice is not pro-
vided in writing to the Contract Administrator during the 60-day notice period, then there
will be no extension of COBRA coverage due to a second Qualifying Event. (You may
obtain a copy of the Notice of Second Qualifying Event Form and Notice Procedures
from the Contract Administrator.)

SECTION C-9: Termination Of COBRA Coverage Before The
End Of The Maximum Coverage Period

COBRA coverage will automatically terminate before the end of the maximum
period if:

e any required premium is not paid in full on time;

e a qualified beneficiary becomes covered, after electing COBRA, under anoth-
er health plan;

e a qualified beneficiary becomes entitled to Medicare benefits (under Part A,
Part B, or both) after electing COBRA,;

e during a disability extension period, the disabled qualified beneficiary is de-
termined by the Social Security Administration to be no longer disabled. For
more information about the disability extension period, see SECTION C-8:
EXTENSION OF MAXIMUM COVERAGE PERIOD.
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COBRA coverage may also be terminated for any reason the Fund would termi-
nate coverage of a participant or beneficiary not receiving COBRA coverage (such as
fraud).

You must notify the Contract Administrator in writing within 30 days if, after elect-
ing COBRA, a qualified beneficiary becomes entitled to Medicare (Part A, Part B, or
both) or becomes covered under other health plan. You must use the Fund’s form enti-
tled “Notice of Other Coverage, Medicare Entitlement, or Cessation of Disability Form
and Notice Procedures,” and you must follow the procedures specified in SECTION C-
20: NOTICE PROCEDURES FOR NOTICE OF OTHER COVERAGE, MEDICARE
ENTITLEMENT OR CESSATION OF DISABILITY. (You may obtain a copy of the No-
tice of Other Coverage, Medicare Entitlement, or Cessation of Disability Form and No-
tice Procedures from the Contract Administrator.)

COBRA coverage will terminate (retroactively if applicable) as of the date of Med-
icare entitlement or as of the beginning date of the other health coverage. The Contract
Administrator will require repayment to the Fund of all benefits paid after the termination
date, regardless of whether or when you provide notice to the Contract Administrator of
Medicare entitlement or other health plan coverage.

If a disabled qualified beneficiary is determined by the Social Security Admin-
istration to no longer be disabled, you must notify the Contract Administrator of that fact
within 30 days after the Social Security Administration’s determination. You must use
the Fund’s form entitled “Notice of Other Coverage, Medicare Entitlement, or Cessation
of Disability Form and Notice Procedures,” and you must follow the procedures speci-
fied in SECTION C-20: NOTICE PROCEDURES FOR NOTICE OF OTHER COVER-
AGE, MEDICARE ENTITLEMENT OR CESSATION OF DISABILITY. (You may obtain
a copy of the Notice of Other Coverage, Medicare Entitlement, or Cessation of Disability
Form and Notice Procedures from the Contract Administrator.)

If the Social Security Administration’s determination that the qualified beneficiary
is no longer disabled occurs during a disability extension period, COBRA coverage for
all qualified beneficiaries will terminate (retroactively if applicable) as of the first day of
the month that is more than 30 days after the Social Security Administration’s determi-
nation that the qualified beneficiary is no longer disabled. The Contract Administrator
will require repayment to the Fund of all benefits paid after the termination date, regard-
less of whether or when you provide notice to the Contract Administrator that the disa-
bled qualified beneficiary is no longer disabled. (For more information about the disabil-
ity extension period, see SECTION C-8: EXTENSION OF MAXIMUM COVERAGE
PERIOD.)
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SECTION C-10: Continuation Coverage Offset Rules

If you and your spouse or Dependent children have a right to continue coverage
under the Fund through the use of a Dollar Bank or the payment of self-contributions
after a Qualifying Event, the period of time you are entitled to continuation coverage will
be reduced by the period of coverage provided through the use of a Dollar Bank and/or
the payment of self-contributions (the “Continuation Coverage Offset”).

SECTION C-11: Cost Of COBRA Coverage

Each qualified beneficiary is required to pay the entire cost of COBRA coverage.
The amount a qualified beneficiary may be required to pay may not exceed 102 percent
(or, in the case of an extension of COBRA coverage due to a disability, 150 percent) of
the cost to the Fund for coverage of a similarly situated plan Participant or beneficiary
who is not receiving COBRA coverage. The amount of your COBRA premiums may
change from time to time during your period of COBRA coverage and will most likely
increase over time. You will be notified of COBRA premium changes.

SECTION C-12: Payment For COBRA Coverage
All COBRA premiums must be paid by check or Money Order.

Your first payment and all monthly payments for COBRA coverage must be
mailed or hand delivered to the Contract Administrator at the following address:

BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)

If mailed, your payment is considered to have been made on the date that it is
postmarked. If hand delivered, your payment is considered to have been made when it
is received by the Contract Administrator at the address specified above. You will not be
considered to have made any payment by mailing or hand delivering a check if your
check is returned due to insufficient funds or otherwise.

If you elect COBRA, you do not have to send any payment with the Election
Form. However, you must make your first payment for COBRA coverage not later than
45 days after the date of your election. (This is the date your Election Form is post-
marked, if mailed, or the date your Election Form is received at the address specified for
delivery of the Election Form, if hand delivered.) See SECTION C-5: ELECTING CO-
BRA COVERAGE.

Your first payment must cover the cost of COBRA coverage from the time your

coverage under the Fund would have otherwise terminated up through the end of the
month before the month in which you make your first payment. You are responsible for
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making sure that the amount of your first payment is correct. You may contact the Con-
tract Administrator using the contact information provided below to confirm the correct
amount of your first payment.

Claims for reimbursement will not be processed and paid until you have elected
COBRA and made the first payment for it.

If you do not make your first payment for COBRA coverage in full within 45 days
after the date of your election, you will lose all COBRA rights under the Fund.

After you make your first payment for COBRA coverage, you will be required to
make monthly payments for each subsequent month of COBRA coverage. The amount
due for each month for each qualified beneficiary will be disclosed in the Election Notice
provided to you at the time of your Qualifying Event. Under the Fund, each of these
monthly payments for COBRA coverage is due on the first day of the month for that
month’s COBRA coverage. If you make a monthly payment on or before the first day of
the month to which it applies, your COBRA coverage under the Fund will continue for
that month without any break. The Contract Administrator will not send periodic notices
of payments due for these coverage periods (that is, you will not receive a bill for your
COBRA coverage—it is your responsibility to pay your COBRA premiums on time).

Although monthly payments are due on the first day of each month of COBRA
coverage, you will be given a grace period of 30 days after the first day of the month to
make each monthly payment. Your COBRA coverage will be provided for each month
as long as payment for that month is made before the end of the grace period for that
payment. However, if you pay a monthly payment later than the first day of the month to
which it applies, but before the end of the grace period for the month, your coverage
under the Fund will be suspended as of the first day of the month and then retroactively
reinstated (going back to the first day of the month) when the monthly payment is re-
ceived. This means that any claim you submit for benefits while your coverage is sus-
pended may be denied and may have to be resubmitted once your coverage is reinstat-
ed:

If you fail to make a monthly payment before the end of the grace period for that
month, you will lose all rights to COBRA coverage under the Fund.

SECTION C-13: More Information About Individuals Who May Be
Qualified Beneficiaries

A Dependent child born to, adopted by, or placed for adoption with an Ac-
tive Employee during a period of COBRA coverage is considered to be a qualified bene-
ficiary provided that, if the Active Employee is a qualified beneficiary, the Active Em-
ployee has elected COBRA coverage for himself or herself. The Dependent child’'s
COBRA coverage begins when the Dependent child is enrolled in the Fund, whether
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through special enrollment or open enrollment, and it lasts for as long as COBRA cov-
erage lasts for other family members of the Active Employee. To be enrolled in the
Fund, the Dependent child must satisfy the otherwise applicable Fund eligibility re-
quirements (for example, regarding age).

A Dependent child of the Active Employee who is receiving benefits under the
Fund pursuant to a qualified medical child support order (QMCSO) received by the Con-
tract Administrator during the Active Employee’s period of employment with the Contract
Administrator is entitled to the same rights to elect COBRA coverage as an eligible De-
pendent child of the Active Employee.

SECTION C-14: If You Have Questions

Questions concerning the Fund or your COBRA rights should be addressed to
the contact or contacts identified below. For more information about your rights under
ERISA, including COBRA, the Health Insurance Portability and Accountability Act
(HIPAA), and other laws affecting health plans, contact the nearest Regional or District
Office of the U.S. Department of Labor's Employee Benefits Security Administration
(EBSA) in your area or visit the EBSA website at www.dol.gov/ebsa. (Addresses and
phone numbers of Regional and District EBSA Offices are available through EBSA’s
website.)

SECTION C-15: Keep The Fund Informed Of Address Changes

In order to protect your family’s rights, you should keep the Contract Administra-
tor informed of any changes in the addresses of family members. You should also keep
a copy, for your records, of any notices you send to the Contract Administrator.

SECTION C-16: Fund Contact Information

You may obtain information about the Fund and COBRA coverage on request
from the Contract Administrator at the following address and phone number:

BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)
Phone: 717-565-1101, Toll Free: 833-263-5750
Fax: 717-775-3434

SECTION C-17: Notice Procedures For Notice Of Qualifying
Events

The deadline for providing this notice is 60 days after the later of: (1) the Qualify-
ing Event (i.e., a divorce or termination of the regular spousal relationship with the Ac-
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tive Employee, entitlement to Medicare benefits (under Part A, Part B or both), or a De-
pendent child’s loss of Dependent status); or (2) the date on which the covered spouse
or Dependent child would lose coverage under the terms of the Fund as a result of the
Qualifying Event.

You must mail or hand deliver this notice to the Contract Administrator at the fol-
lowing address:

BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)

Your notice must be in writing (using the Fund’s form described below) and must
be mailed or hand delivered. Oral notice, including notice by telephone, is not accepta-
ble. Electronic (including e-mailed or faxed) notices are not acceptable. If mailed, your
notice must be postmarked no later than the deadline described above. If hand deliv-
ered, your notice must be received at the address specified above no later than the
deadline described above.

You must use the Fund’s form entitled “Notice of Qualifying Event Form and No-
tice Procedures” to notify the Contract Administrator of a Qualifying Event (i.e., a di-
vorce or termination of the regular spousal relationship with the Active Employee, enti-
tlement to Medicare Benefits (under Part A, Part B or both), or a Dependent child’s loss
of Dependent status), and all of the applicable items on the form must be completed.
(You may obtain a copy of the Notice of Qualifying Event Form and Notice Procedures
from the Contract Administrator.

Your notice must contain the following information:
e the name of the Fund;

e the name and address of the Active Employee or former Active Employee
who is or was covered under the Fund;

e the name(s) and address(es) of all qualified beneficiary(ies) who lost cover-
age due to the Qualifying Event (divorce, termination of regular spousal rela-
tionship, entitlement to Medicare Benefits under Part A, Part B or both, or De-
pendent child’s loss of Dependent status);

e the Qualifying Event (divorce, termination of regular spousal relationship, enti-

tlement to Medicare Benefits under Part A, Part B or both, or Dependent
child’s loss of Dependent status);
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e the date that the divorce, termination of regular spousal relationship, entitle-
ment to Medicare Benefits under Part A, Part B or both, or Dependent child’s
loss of Dependent status happened; and

e the signature, name, and contact information of the individual sending the no-
tice.

If you are notifying the Contract Administrator of a divorce or termination of a
regular spousal relationship, your notice must include a copy of the decree of divorce or
evidence of termination of regular spousal relationship.

If your coverage is reduced or eliminated and later a divorce or termination of the
regular spousal relationship occurs, and you are notifying the Contract Administrator
that your Fund coverage was reduced or eliminated in anticipation of the divorce or ter-
mination of the regular spousal relationship, you must provide notice within 60 days of
the divorce or the termination of the regular spousal relationship in accordance with
these Notice Procedures for Notice of Qualifying Event, and must in addition provide
evidence satisfactory to the Contract Administrator that your coverage was reduced or
eliminated in anticipation of the divorce or termination of regular spousal relationship.

If you provide a written notice that does not contain all of the information and
documentation required by these Notice Procedures for Notice of Qualifying Event, such
a notice will nevertheless be considered timely if all of the following conditions are met:

e the notice is mailed or hand delivered to the individual and address specified
above;

e the notice is provided by the deadline described above;

e from the written notice provided, the Contract Administrator is able to deter-
mine that the notice relates to the Fund;

e from the written notice provided, the Contract Administrator is able to identify
the Active Employee and qualified beneficiary(ies), the Qualifying Event (the
divorce, termination of regular spousal relationship, entitlement to Medicare
Benefits under Part A, Part B or both, or Dependent child’s loss of Dependent
status), and the date on which the Qualifying Event occurred; and

e the notice is supplemented in writing with the additional information and doc-
umentation necessary to meet the Fund’'s requirements (as described in
these Notice Procedures for Notice of Qualifying Event) within 15 business
days after a written or oral request from the Contract Administrator for more
information (or, if later, by the deadline for the Notice of Qualifying Event de-
scribed above).
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If any of these conditions is not met, the incomplete notice will be rejected and
COBRA coverage will not be offered. If all of these conditions are met, the Fund will
treat the notice as having been provided on the date that the Fund receives all of the
required information and documentation but will accept the notice as timely.

The Active Employee (i.e., the Active Employee or former Active Employee who
is or was covered under the Fund), a qualified beneficiary with respect to the Qualifying
Event, or a representative acting on behalf of either may provide the notice. A notice
provided by any of these individuals will satisfy any responsibility to provide notice on
behalf of all qualified beneficiaries who lost coverage due to the Qualifying Event de-
scribed in the notice.

If your notice was regarding a Dependent child’s loss of Dependent status, you
must, if the Contract Administrator requests it, provide documentation of the date of the
Qualifying Event that is satisfactory to the Contract Administrator (for example, a birth
certificate to establish the date that a Dependent child reached the limiting age, a mar-
riage certificate to establish the date that a Dependent child married, or a transcript
showing the last date of enrollment in an educational institution). This will allow the
Contract Administrator to determine if you gave timely notice of the Qualifying Event
and were consequently entitled to elect COBRA. If you do not provide satisfactory evi-
dence within 15 business days after a written or oral request from the Contract Adminis-
trator that the Dependent child ceased to be a Dependent on the date specified in your
Notice of Qualifying Event, his or her COBRA coverage may be terminated (retroactive-
ly if applicable) as of the date that COBRA coverage would have started. The Contract
Administrator will require repayment to the Fund of all benefits paid after the termination
date.

SECTION C-18: Notice Procedures For Notice Of Disability

The deadline for providing this notice is 60 days after the latest of: (1) the date of
the Social Security Administration’s disability determination; (2) the date of the Active
Employee’s termination of employment or reduction of hours; and (3) the date on which
the qualified beneficiary would lose coverage under the terms of the Fund as a result of
the termination of employment or reduction of hours. Your Notice of Disability must also
be provided within 18 months after the Active Employee’s termination of employment or
reduction of hours.

You must mail or hand deliver this notice to the Contract Administrator at the fol-
lowing address:

BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)
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Your notice must be in writing (using the Fund’s form described below) and must
be mailed or hand delivered. Oral notice, including notice by telephone, is not accepta-
ble. Electronic (including e-mailed or faxed) notices are not acceptable. If mailed, your
notice must be postmarked no later than the deadline described above. If hand deliv-
ered, your notice must be received at the address specified above no later than the
deadline described above.

You must use the Fund’s form entitled “Notice of Disability Form and Notice Pro-
cedures” to notify the Contract Administrator of a qualified beneficiary’s disability, and all
of the applicable items on the form must be completed. (You may obtain a copy of the
Notice of Disability Form and Notice Procedures from the Contract Administrator.)

Your notice must contain the following information:

the name of the Fund;

the name and address of the Active Employee or former Active Employee
who is or was covered under the Fund;

the initial Qualifying Event that started your COBRA coverage (the Active
Employee’s termination of employment or reduction of hours);

the date that the Active Employee’s termination of employment or reduction of
hours happened;

the name(s) and address(es) of all qualified beneficiary(ies) who lost cover-
age due to the termination or reduction of hours and who are receiving CO-
BRA coverage at the time of the notice;

the name and address of the disabled qualified beneficiary;

the date that the qualified beneficiary became disabled;

the date that the Social Security Administration made its determination of dis-
ability;

a statement as to whether or not the Social Security Administration has sub-
sequently determined that the qualified beneficiary is no longer disabled; and

the signature, name, and contact information of the individual sending the no-
tice.

Your Notice of Disability must include a copy of the Social Security Administra-
tion’s determination of disability.
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If you provide a written notice to the Contract Administrator that does not contain
all of the information and documentation required by these Notice Procedures for Notice
of Disability, such a notice will nevertheless be considered timely if all of the following
conditions are met:

e the notice is mailed or hand delivered to the individual and address specified
above;

e the notice is provided by the deadline described above;

e from the written notice provided, the Contract Administrator is able to deter-
mine that the notice relates to the Fund and a qualified beneficiary’s disability;

e from the written notice provided, the Contract Administrator is able to identify
the Active Employee and qualified beneficiary(ies) and the date on which the
Active Employee’s termination of employment or reduction of hours occurred;
and

e the notice is supplemented in writing with the additional information and doc-
umentation necessary to meet the Fund’s requirements (as described in
these Notice Procedures for Notice of Disability) within 15 business days after
a written or oral request from the Contract Administrator for more information
(or, if later, by the deadline for the Notice of Disability described above).

If any of these conditions is not met, the incomplete notice will be rejected and
COBRA coverage will not be extended. If all of these conditions are met, the Fund will
treat the notice as having been provided on the date that the Fund receives all of the
required information and documentation but will accept the notice as timely.

The Active Employee (i.e., the Active Employee or former Active Employee who
is or was covered under the Fund), a qualified beneficiary who lost coverage due to the
Active Employee’s termination or reduction of hours and is still receiving COBRA cover-
age, or a representative acting on behalf of either may provide the notice. A notice pro-
vided by any of these individuals will satisfy any responsibility to provide notice on be-
half of all qualified beneficiaries who may be entitled to an extension of the maximum
COBRA coverage period due to the disability reported in the notice.

SECTION C-19: Notice Procedures For Notice Of Second
Qualifying Event

The deadline for providing this notice is 60 days after the later of: (1) the date of
the second Qualifying Event (i.e., a divorce or termination of the regular spousal rela-
tionship with the Active Employee, entitlement to Medicare benefits (under Part A, Part
B or both), the Active Employee’s death, or a Dependent child’s loss of Dependent sta-
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tus); and (2) the date on which the covered spouse or Dependent child would lose cov-
erage under the terms of the Fund as a result of the second Qualifying Event (if this
event had occurred while the qualified beneficiary was still covered under the Fund).

You must mail or hand deliver this notice to the Contract Administrator at the fol-
lowing address:

BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)

Your notice must be in writing (using the Fund'’s form described below) and must
be mailed or hand delivered. Oral notice, including notice by telephone, is not accepta-
ble. Electronic (including e-mailed or faxed) notices are not acceptable. If mailed, your
notice must be postmarked no later than the deadline described above. If hand deliv-
ered, your notice must be received at the address specified above no later than the
deadline described above.

You must use the Fund’s form entitled “Notice of Second Qualifying Event Form
and Notice Procedures” to notify the Contract Administrator of a second Qualifying
Event (i.e., a divorce or termination of the regular spousal relationship with the Active
Employee, entitlement to Medicare benefits (under Part A, Part B or both), the Active
Employee’s death, or a Dependent child’s loss of Dependent status), and all of the ap-
plicable items on the form must be completed. (You may obtain a copy of the Notice of
Second Qualifying Event Form and Notice Procedures from the Contract Administrator).

Your notice must contain the following information:
e the name of the Fund;

e the name and address of the Active Employee or former Active Employee
who is or was covered under the Fund,

e the initial Qualifying Event that started your COBRA coverage (the Active
Employee’s termination of employment or reduction of hours);

e the date that the Active Employee’s termination of employment or reduction of
hours happened;

e the name(s) and address(es) of all qualified beneficiary(ies) who lost cover-
age due to the termination or reduction of hours and who are receiving CO-
BRA coverage at the time of the notice;

e the second Qualifying Event (a divorce or termination of the regular spousal
relationship with the Active Employee, entitlement to Medicare benefits (under
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Part A, Part B or both), the Active Employee’s death, or a Dependent child’s
loss of Dependent status);

the date that the divorce or termination of the regular spousal relationship with
the Active Employee, entitlement to Medicare benefits (under Part A, Part B
or both), the Active Employee’s death, or a Dependent child’s loss of De-
pendent status happened; and

the signature, name, and contact information of the individual sending the no-
tice.

If you are notifying the Contract Administrator of a divorce or termination of the
regular spousal relationship with the Active Employee, your notice must include a copy
of the decree of divorce or termination of the regular spousal relationship with the Active
Employee.

If you provide a written notice to the Contract Administrator that does not contain
all of the information and documentation required by these Notice Procedures for Notice
Second Qualifying Event, such a notice will nevertheless be considered timely if all of
the following conditions are met:

the notice is mailed or hand delivered to the individual and address specified
above;

the notice is provided by the deadline described above;

from the written notice provided, the Contract Administrator is able to deter-
mine that the notice relates to the Fund;

from the written notice provided, the Contract Administrator is able to identify
the Active Employee and qualified beneficiary(ies), the first Qualifying Event
(the Active Employee’s termination of employment or reduction of hours), the
date on which the first Qualifying Event occurred, the second Qualifying
Event, and the date on which the second Qualifying Event occurred; and

the notice is supplemented in writing with the additional information and doc-
umentation necessary to meet the Fund’s requirements (as described in
these Notice Procedures for Notice of Second Qualifying Event) within 15
business days after a written or oral request from the Contract Administrator
for more information (or, if later, by the deadline for this Notice of Second
Qualifying Event described above).

If any of these conditions is not met, the incomplete notice will be rejected and
COBRA coverage will not be extended. If all of these conditions are met, the Fund will
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treat the notice as having been provided on the date that the Fund receives all of the
required information and documentation but will accept the notice as timely.

The Active Employee (i.e., the Active Employee or former Active Employee who
is or was covered under the Fund), a qualified beneficiary who lost coverage due to the
Active Employee’s termination or reduction of hours and is still receiving COBRA cover-
age, or a representative acting on behalf of either may provide the notice. A notice pro-
vided by any of these individuals will satisfy any responsibility to provide notice on be-
half of all qualified beneficiaries who may be entitled to an extension of the maximum
COBRA coverage period due to the second Qualifying Event reported in the notice.

If your notice was regarding a Dependent child’s loss of Dependent status, you
must, if the Contract Administrator requests it, provide documentation of the date of the
Qualifying Event that is satisfactory to the Contract Administrator (for example, a birth
certificate to establish the date that a Dependent child reached the limiting age, a mar-
riage certificate to establish the date that a Dependent child married, or .a transcript
showing the last date of enroliment in an educational institution). This will allow the
Contract Administrator to determine if you gave timely notice of the second Qualifying
Event and were consequently entitled to an extension of COBRA coverage. If you do
not provide satisfactory evidence within 15 business days after a written or oral request
from the Contract Administrator that the Dependent child ceased to be a Dependent on
the date specified in your Notice of Second Qualifying Event, his or her COBRA cover-
age may be terminated (retroactively if applicable) as of the date that COBRA coverage
would have ended without an extension due to loss of Dependent status. The Contract
Administrator will require repayment to the Fund of all benefits paid after the termination
date.

If your notice was regarding the death of the Active Employee, you must, if the
Contract Administrator requests it, provide documentation of the date of death that is
satisfactory to the Contract Administrator (for example, a death certificate or published
obituary). This will allow the Contract Administrator to determine if you gave timely no-
tice of the second Qualifying Event and were consequently entitled to an extension of
COBRA coverage. If you do not provide satisfactory evidence within 15 business days
after a written or oral request from the Contract Administrator that the date of death was
the date specified in your Notice of Second Qualifying Event, the COBRA coverage of
all qualified beneficiaries receiving an extension of COBRA coverage as a result of the
Active Employee’s death may be terminated (retroactively if applicable) as of the date
that COBRA coverage would have ended without an extension due to the Active Em-
ployee’s death. The Contract Administrator will require repayment to the Fund of all
benefits paid after the termination date.
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SECTION C-20: Notice Procedures For Notice Of Other
Coverage, Medicare Entitlement Or Cessation Of
Disability

If you are providing a Notice of Other Coverage (a notice that a qualified benefi-
ciary has become covered, after electing COBRA, under other health plan coverage),
the deadline for this notice is 30 days after the other coverage becomes effective.

If you are providing a Notice of Medicare Entitlement (a notice that a qualified
beneficiary has become entitled, after electing COBRA, to Medicare Part A, Part B, or
both), the deadline for this notice is 30 days after the beginning of Medicare entitlement
(as shown on the Medicare card).

If you are providing a Notice of Cessation of Disability (a notice that a disabled
qualified beneficiary whose disability resulted in an extended COBRA coverage period
is determined by the Social Security Administration to be no longer disabled), the dead-
line for this notice is 30 days after the date of the Social Security Administration’s de-
termination.

You must provide these notices to the Contract Administrator at the following ad-
dress:

BeneSys, Inc.
P. O. Box 1889, Troy MI 48099-1889 (mailing address)
700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (overnight delivery)

Your notice must be provided no later than the deadline described above.

You should use the Fund’s form entitled “Notice of Other Coverage, Medicare
Entitlement, or Cessation of Disability Form and Notice Procedures” to notify the Con-
tract Administrator of any of these events, and all of the applicable items and the form
should be completed. (You may obtain a copy of the Notice of Other Coverage, Medi-
care Entitlement, or Cessation of Disability Form and Notice Procedures from the Con-
tract Administrator.)

Your notice should contain the following information:
e the name of the Fund;

e the name and address of the Active Employee or former Active Employee
who is or was covered under the Fund;

e the name(s) and address(es) of all qualified beneficiary(ies);

e the Qualifying Event that started your COBRA coverage;
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e the date that the Qualifying Event happened; and

e the signature, name, and contact information of the individual sending the no-
tice.

If you are providing a Notice of Other Coverage, your notice should include the
name and address of the qualified beneficiary who obtained other coverage, the date
that the other coverage became effective, and evidence of the effective date of the other
coverage (such as a copy of the insurance card or application for coverage).

If you are providing a Notice of Medicare Entitlement, your notice should include
the name and address of the qualified beneficiary who became entitled to Medicare, the
date that Medicare entitlement occurred, and a copy of the Medicare card showing the
date of Medicare entitlement.

If you are providing a Notice of Cessation of Disability, your notice must include
the name and address of the disabled qualified beneficiary, the date of the Social Secu-
rity Administration’s determination that he or she is no longer disabled, and a copy of
the Social Security Administration’s determination.

The Active Employee (i.e., the Active Employee or former Active Employee who
is or was covered under the Fund), a qualified beneficiary with respect to the Qualifying
Event, or a representative acting on behalf of either may provide the notice. A notice
provided by any of these individuals will satisfy any responsibility to provide notice on
behalf of all related qualified beneficiaries with respect to the other coverage, Medicare
entitlement, or cessation of disability reported in the notice.

If a qualified beneficiary first becomes covered by other health plan coverage af-
ter electing COBRA, that qualified beneficiary’s COBRA coverage will terminate (retro-
actively if applicable) as described in SECTION C-9: TERMINATION OF COBRA
COVERAGE BEFORE THE END OF THE MAXIMUM COVERAGE PERIOD, regard-
less of whether or when a Notice of Other Coverage is provided.

If a qualified beneficiary first becomes entitled to Medicare Part A, Part B, or both
after electing COBRA, that qualified beneficiary’s COBRA coverage will terminate (ret-
roactively if applicable) as described in SECTION C-9: TERMINATION OF COBRA
COVERAGE BEFORE THE END OF THE MAXIMUM COVERAGE PERIOD, regard-
less of whether or when a Notice of Medicare Entitlement is provided.

If a disabled qualified beneficiary is determined by the Social Security Admin-
istration to be no longer disabled, COBRA coverage for all qualified beneficiaries whose
COBRA coverage is extended due to the disability will terminate (retroactively if appli-
cable) as described in SECTION C-9: TERMINATION OF COBRA COVERAGE BE-
FORE THE END OF THE MAXIMUM COVERAGE PERIOD, regardless of whether or
when a Notice of Cessation of Disability is provided.
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PART D: RIGHTS UNDER THE UNIFORMED SERVICES
EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF
1994

SECTION D-1: Background

The Uniformed Services Employment and Reemployment Rights Act of 1994
(“USERRA”) established requirements that employers must meet for certain employees
who are involved in the Uniformed Services (defined below). In addition to the rights that
you have under COBRA (described in PART C: CONTINUATION COVERAGE
RIGHTS UNDER COBRA), you are entitled under USERRA to continue the coverage
you had under the Fund.

SECTION D-2: You Have Rights Under Both COBRA And
USERRA

Your rights under COBRA and USERRA are similar but not identical. Any elec-
tion that you make pursuant to COBRA will also be an election under USERRA, and
COBRA and USERRA will both apply with respect to the continuation coverage elected.
If COBRA and USERRA give you (or your covered spouse or Dependent children) dif-
ferent rights or protections, the law that provides the greater benefit will apply. The ad-
ministrative policies and procedures described in PART C: CONTINUATION COVER-
AGE RIGHTS UNDER COBRA (for example, the procedures for how to elect COBRA
coverage and for paying premiums for COBRA coverage) also apply to USERRA cov-
erage. COBRA and USERRA coverage run concurrently.

SECTION D-3: Definitions Specific To USERRA

1. “Uniformed Services” means the U.S. Armed Services (including the
Coast Guard), the Army National Guard and the Air National Guard (when engaged in
active duty for training, inactive duty training, or full-time National Guard duty), and the
commissioned corps of the Public Health Service. Moreover, the President is authorized
to expand the categories of Uniformed Services through the exercise of emergency or
war powers.

2. “Service in the Uniformed Services” or “Service” means the perfor-
mance of duty on a voluntary or involuntary basis in the Uniformed Services under
competent authority, including active duty, active duty for training, initial active duty for
training, inactive duty training, full-time National Guard duty, and the time necessary for
a person to be absent from employment for an examination to determine the fitness of
the person to perform any of these duties.
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SECTION D-4: Duration Of USERRA Coverage

General Rule: 24 month maximum. When an Active Employee takes a leave
for Service in the Uniformed Services, USERRA coverage for the Active Employee (and
covered Dependents for whom coverage is elected) begins the day after the Active Em-
ployee (and covered Dependents) loses coverage under the Fund, and it continues for
up to 24 months. There are situations in which USERRA coverage will terminate before
the maximum USERRA period expires.

COBRA and USERRA coverage are concurrent. This means that both CO-
BRA coverage and USERRA coverage begin upon commencement of the Active Em-
ployee’s leave, and they continue for up to 24 months. COBRA coverage (but not
USERRA coverage) may continue for longer, as described in the attached COBRA
Election Notice. For example, an Active Employee takes a leave of absence for service
in the Uniformed Services beginning on February 1, 2004. The Active Employee elects
COBRA/USERRA continuation coverage and pays the required 102% of the insurance
premium each month for the next 24 months. The Active Employee’s COBRA and
USERRA coverage both terminate at the end of this 24-month period, unless the cover-
age is terminated earlier due to non-payment of premiums or other permitted event.

SECTION D-5: Premium Payments For USERRA Continuation
Coverage

If you elect to continue your health coverage (or your spouse or Dependent chil-
dren’s coverage) pursuant to USERRA, you will be required to pay 102% of the full
premium for the coverage elected (the same rate as COBRA). However, if your Uni-
formed Service leave of absence is less than 31 days, you are not required to pay more
than the amount that you pay as an Active Employee for that coverage.

SECTION D-6: Option Of Suspension Of Coverage And
Reinstatement Of Coverage Following
Suspension

If you so elect, your coverage will be suspended immediately if you enter the Uni-
formed Services, as that term is defined in USERRA. Your coverage and Dollar Bank
will be reinstated on the first day of the month following notice to the Contract Adminis-
trator of your discharge, provided you have not been on active duty for more than five
years (except in situations where the Covered Participant’s initial enlistment did not ter-
minate within the five-year period, or where, through no fault of the Covered Participant,
he or she was otherwise required to serve beyond the five-year period), and provided
you return to Covered Employment within the time frames set forth in USERRA. If you
fail to return to Covered Employment within those time frames, you will forfeit any cov-
erage and Dollar Bank that you previously accumulated. You must notify the Contract
Administrator prior to entering the Uniformed Services and again when discharged, so
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that the Contract Administrator may assist you with rights you have under USERRA and
any COBRA benefits that may be available to you or your Dependents.
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PART E: GENERAL RULES CONCERNING PAYMENT OF FUND
BENEFITS

SECTION E-1: Failure Of Covered Participant To Provide
Information Or To Provide Correct Information

As a condition for being eligible for the payment of benefits, Covered Participants
must provide accurate and up-to-date information and must permit the Fund and its
agents to have full access to all information, including all medical information necessary
for the Fund to determine claims. Covered Participants may be requested by the Fund
from time to time to sign medical release forms to confirm for physicians, hospitals and
others that the Fund has such authority. A Covered Participant is also responsible for
providing and/or seeing that Dependents provide accurate and up-to-date information,
and permit the Fund and its agent full access to all information, including medical infor-
mation necessary for the Fund to determine claims. “Information” includes but is not
limited to information regarding eligibility for benefits and/or claims, employment status,
circumstances surrounding the onset of iliness or injury, insurance coverage, receipt of
benefits from any government agency or other insurance policy or plan, medical and
hospital reports, records of employment, proof of date of birth, disability or death, evi-
dence of existence of marriage, or claims or suits against those parties relating to inju-
ries or conditions for which the Fund has paid benefits.

If a Covered Participant fails to provide accurate and up-to-date information or
submit any information required by the Fund, or submits false, incomplete or outdated
information required by the Fund, the Fund may terminate, suspend, deny or discontin-
ue coverage or benefits, in whole or in part, of the Covered Participant, and/or may seek
to recover any benefit payment from the Covered Participant, to the extent that the Fund
relied upon false, incomplete or outdated information in the processing of claims for the
Covered. If a Dependent fails to submit any information required by the Fund, or sub-
mits false, incomplete our outdated information required by the Fund, the Fund may
seek to recover any benefit payment to the extent that it relied upon false, incomplete or
outdated information from the Covered Participant’s Dependent.

SECTION E-2: Non-Assignment Of Rights And Benefits

With one exception, the Fund provides that your rights under the Fund, including
but not limited to your rights to receive benefits, appeal Fund determinations, or obtain
information, may not be validly assigned to any other party, including any medical pro-
viders.

Payment for benefits with respect to a Participant under the Fund will be made in
accordance with any assignment of rights made by or on behalf of such Participant or
Beneficiary of the Participant as required by a State plan for medical assistance ap-
proved under Title XIX of the Social Security Administration pursuant to Section
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1912(a)(1)(A) of such Act, as in effect as of August 10, 1993. In enrolling an individual
as a Participant or Beneficiary, or in determining or making any payments for benefits of
an individual as a Participant or Beneficiary, the fact that the individual is eligible for or
is provided medical assistance under a State plan for medical assistance approved un-
der Title XIX of the Social Security Administration will not be taken into account. To the
extent payment has been made under a State plan for medical assistance approved
under Title XIX of the Social Security Administration in any case in which the Fund has
a legal liability to make payments for items or services constituting such assistance,
payment for benefits under the Fund will be made in accordance with any State law
which provides that the State has acquired the rights with respect to a Participant to
such payment for such items or services.

Under the Fund’s non-assignment rule, a provider or other party does not obtain
any legally enforceable rights against the Fund by virtue of having you sign a standard
“Assignment of Benefits” form or similar document. Those legal rights remain solely with
you.

Nevertheless, the Fund in its discretion may, as a courtesy to you, honor a writ-
ten request by you to send on your behalf directly to a provider payment of benefits due
to you. In this regard, the Fund may treat any assignment of benefits form executed by
you as a request by you to the Fund to send payment on your behalf directly to a pro-
vider. By honoring any request by you to send payment on your behalf to a provider as
a convenience, the Fund does not intend to create any legal rights in favor of the pro-
vider. The Fund makes such direct payments solely on the basis of the Fund’s legal ob-
ligations owed to you as a participant.

Any oral or written representation made regarding coverage to any person or en-
tity is made solely in the person or entity’s capacity as a representative of a Covered
Participant covered under the Fund inquiring on the Covered Participant’s behalf con-
cerning projected levels of Fund coverage. Any such representation provides no right to
a person or entity independent of the rights of the Covered Participant under the terms
of the Fund. It does not provide the person or entity with an independent right to recov-
er from the Fund or its representatives under any state or federal law, including state
contract and tort law. Any rights a person or entity might have against the Fund or its
representatives are solely those which derive from the rights of a participant under the
terms of the Fund. No references to coverage and levels of benefits are binding upon
the Fund or its representatives unless they have been provided by the full Board of
Trustees following a construction of the governing Fund documents. Any representation
regarding coverage and benefit amounts may not be relied upon by any person or entity
if it is any way contrary to the terms of governing written Fund documents. Entitlements
to payment under the Fund may only be obtained through action of the Trustees admin-
istering the Fund, and these Trustee actions may only be appealed by a Covered Partic-
ipant covered under the Fund pursuant to the Fund’s appeal procedures and by a bene-
fits claim cause of action brought in a court of competent jurisdiction under ERISA.
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SECTION E-3: Suspension Of Benefits Due To Overpayment Of
Benefits And Failure To Repay Fund Benefits

If a Covered Participant has been paid benefits under this Fund that are in ex-
cess of the benefits that should have been paid, or that should have been reimbursed to
the Fund, the Fund may cause the deduction of the amount of such excess or improper
payment (which includes amounts due to be reimbursed to the Fund on account of the
subrogation or advance of benefits provisions of the Fund, plus any costs of collection—
including all reasonable attorneys’ fees and litigation costs incurred by the Fund to col-
lect any benefits advanced or to protect the Fund’s subrogation interest—and interest at
the rate of six (6%) percent per annum, compounded monthly, on the amount of the re-
imbursement obligation, from the date of any recovery until the date of reimbursement)
from any benefits payable to the Covered Participant, and/or any Dependent of the
Covered Participant. In addition, the Fund, at its option, may recover such amount by
any other legal method that the Fund shall determine. Further, the Fund may suspend
the coverage of the Covered Participant and/or any Dependent of the Covered Partici-
pant for any benefit under the Fund until the Fund is fully reimbursed for such excess or
improper payment.

If a Dependent has been paid benefits under this Fund that are in excess of the
benefits that should have been paid, or that should have been reimbursed to the Fund,
the Fund may cause the deduction of the amount of such excess or improper payment
(which includes amounts due to be reimbursed to the Fund on account of the subroga-
tion or advance of benefits provisions of the Fund, plus any costs of collection—
including all reasonable attorneys’ fees and litigation costs incurred by the Fund to col-
lect any benefits advanced or to protect the Fund’s subrogation interest—and interest at
the rate of six (6%) percent per annum, compounded monthly, on the amount of the re-
imbursement obligation, from the date of any recovery until the date of reimbursement)
from any benefits payable to the Dependent, the Dependent’s parents, and any other
Dependent of the parents. Further, the Fund may suspend the coverage of the De-
pendent, the Dependent’s parents, and any other Dependents of the parents.

SECTION E-4: Coordination Of Benefits

(What happens when you have other coverage that provides
a benefit or service that is also provided by this Fund?)

This Fund has been designed to help provide specific benefits to meet expenses
of disease or injury to the extent that payment is not available from other sources. Ben-
efits are not paid by this Fund to the extent that payment may be obtained by the Cov-
ered Participant from some other source such as another plan/fund, insurance, a legal
claim, or an administrative claim. Benefits are not paid by this Fund to the extent that
services or supplies may be furnished, paid for, or otherwise provided for under any law
or government program.
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1. BENEFITS SUBJECT TO THIS PROVISION

All benefits under this Fund except Disability and Death, Accidental Death, Dis-
memberment and Loss-of-Sight Benefits, shall be coordinated with those provided by
other plans.

2. DEFINITIONS SPECIFIC TO COORDINATION OF BENEFITS

a. “Benefit Period” means the specified period of time during which charg-
es for benefits must be incurred in order to be eligible for payment under the Fund. A
charge for benefits shall be considered incurred on the date the service or supply was
provided to the Participant.

b. “Other Contract” means any individual coverage or group arrangement
providing health care benefits or services through:

i. individual, group, blanket or franchise insurance coverage, whether
insured or self-insured, except that it shall not mean any blanket student accident
coverage or hospital indemnity plan of one hundred ($100) dollars or less;

ii. Blue Cross, Blue Shield, group practice, individual practice, medical
care components of long-term care contracts (such as skilled nursing care), med-
ical benefits under group or individual automobile contracts, and other prepay-
ment coverage;

iii. coverage under labor-management trusteed plans, union welfare
plans, employer organization plans, or employee benefit organization plans; and

iv. coverage under any tax-supported or any government program to
the extent permitted by law.

“Other Contract” shall be applied separately with respect to each arrangement for
benefits or services and separately with respect to that portion of any arrangement
which reserves the right to take benefits or services of Other Contracts into considera-
tion in determining its benefits and that portion which does not.

C. “Covered Expenses,” as used in this SECTION E-4: COORDINATION
OF BENEFITS, means a service, expense, amount or supply specified in the Fund for
which Benefits will be provided, including deductibles, co-insurance and co-payments,
to the extent that such item is not covered completely under the Other Contract.

When Benefits are provided in the form of services, the reasonable cash value of
each service shall be deemed the Benefit.
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You must file a claim for any benefits you are entitled to from any other source.
Whether or not you file a claim with these other sources, the benefits payable by this
Fund will be calculated as though you have received any benefits you are entitled to
from the other source(s).

When benefits are reduced under the primary contract because a Participant
does not comply with the provisions of the Other Contract, the amount of such reduction
will not be considered an allowable expense under the Fund. Examples of such provi-
sions are those related to second surgical opinions and preauthorization of admissions
or services.

d. “Dependent” means, for any Other Contract, any person who qualifies as
a Dependent under that contract.

3. EFFECT ON BENEFITS

a. This provision shall apply in determining the Benefits of the Fund for any
Benefit Period if, for the Covered Expenses received during that period, the sum of the
benefits payable under the Fund and the benefits payable under Other Contracts would
exceed the Covered Expenses.

b. Except as provided in Paragraph c. below, the Benefits payable under the
Fund for the Covered Expenses received during a Benefit Period will be reduced so that
the sum of the reduced Benefits and the benefits payable for Covered Expenses under
Other Contracts would not exceed the total of the Covered Expenses. Benefits payable
under Other Contracts include the benefits that would have been payable had a claim
been made.

C. If Another Contract contains a provision coordinating its benefit with those
of the Fund and its rules require the benefits of the Fund to be determined first, and the
rules set forth in Paragraph d. below require the benefits of the Fund to be determined
first, then the benefits of the Other Contract will be ignored in determining the benefits
under the Fund.

d. For the purpose of Paragraph c. above, the order of benefit determination
rules are:

i. The benefits of a contract which covers the person as other than a
Dependent shall be determined first;

ii. In the case of a Dependent child, the following rules apply:

(1)  Dependent Child/Parents Not Separated or Divorced. Except
as stated in Paragraph d. ii. (2) below, when the Fund and the Other Con-
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tract cover the same child as a Dependent of different persons, called
“‘parents”:

(@) The benefits of the contract of the parent whose birth-
day falls earlier in a year are determined before those of the con-
tract of the parent whose birthday falls later in that year; but

(b)  If both parents have the same birthday, the benefits of
the contract which covered the parent longer are determined before
those of the contract which covered the other parent for a shorter
period of time.

However, if the Other Contract does not have the rule described in
Paragraph d. ii. (1) above, but instead has a rule based upon gender of
the parent, and if, as a result, the contracts do not agree on the order of
benefits, the rule in the Other Contract will determine the order of benefits.

(2) Dependent Child/Separated or Divorced Parents. If two (2)
or more contracts cover a person as a Dependent child of divorced or
separated parents, benefits for the child are determined in this order:

(a) First, the contract of the parent with custody of the
child;

(b) Then, the contract of the spouse of the parent with
custody of the child; and

(c)  Finally, the contract of the parent not having custody
of the child.

However, if the specific terms of a court decree state that one of the
parents is responsible for the health care expenses of the child, and the
entity obligated to pay or provide the benefits of the contract of that parent
has actual knowledge of those terms, the benefits of that contract are de-
termined first. This Paragraph does not apply with respect to any Benefit
Period during which any benefits are actually paid or provided before the
Fund has that actual knowledge.

(3) If the specific terms of a court decree state that the parents
shall share joint custody, without stating that one of the parents is respon-
sible for the health care expenses of the child, the contracts covering the
child shall follow the order of benefit determination rules outlined in Para-
graph d. ii. (1) above.
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iii. When rules in Paragraphs d. i. and ii. above do not establish an or-
der of benefit determination, the benefits of the contract which has covered the
person for the longest period of time shall be determined first; provided that:

(1)  the benefits of a contract covering the person on whose ex-
pense claim is based as a laid-off or retired employee or as the Depend-
ent of such person shall be determined after the benefits of any Other
Contract covering such person as an employee other than as a laid-off or
retired employee or a Dependent of such person; and

(2) if either contract does not have a provision regarding laid-off
or retired employees and, as a result, each contract determines its bene-
fits after the other, then the provisions of Paragraph d. iii. (1) above shall
not apply.

e. If another Contract does not contain provisions establishing the same or-
der of benefit determination rules, the benefits under the Other Contract will be deter-
mined before the benefits under the Fund.

f. If there is a difference between the amount the primary plan allows and
the amount allowable by this Fund, this Fund will coordinate its benefits using the higher
amount. However, if the primary plan has a contract with the provider (HMOs and PPOs
usually have such contracts with their providers), the combined payments of both plans
will not be more than the primary plan’s contract calls for. Exception: If both plans have
a contract with the same provider, the allowable expense will be the higher of the two
contracted or negotiated fees.

g. If a Covered Participant is covered under one or more other plans in addi-
tion to this Fund, this Fund will coordinate benefits on the assumption that the other
plans’ rules were followed, that required providers were used, and that the other plans’
maximum benefits were paid. This Fund will not pay benefits for expenses which would
have been covered by another plan but which are not covered by the other plan be-
cause the Covered Participant failed to take the action required under the other plan’s
rules. This could occur in a case where the Covered Participant was required by the
other plan to use certain doctors or hospitals under an HMO or PPO plan. Or it could
occur in cases where the Covered Participant failed to comply with the other plan’s re-
quired utilization review or cost containment procedures, such as hospital preadmission
review, second surgical opinions, certification of other types of treatment, or any other
required notification or procedure of the other plan, including failing to file a claim on
time.

4. FACILITY OF PAYMENT
Whenever payments should have been made under the Fund in accordance with

this provision, but the payments have been made under any Other Contract, the Fund
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has the right to pay to those organizations making the other payments any amounts it
determines to be warranted to satisfy the intent of this provision. Amounts paid shall be
deemed to be benefits paid under the Fund and the Fund shall be fully discharged from
liability under the Fund.

5. RIGHT OF RECOVERY

a. Whenever payments have been made by the Fund for benefits in excess
of the maximum amount of payment necessary at that time to satisfy the intent of this
provision, irrespective of to whom paid, the Fund shall have the right to recover the ex-
cess from among the following, as the Fund shall determine: any person to or for whom
such payments were made, any insurance company, or any other organizations.

b. The Participant, personally and on behalf of his or her Dependents, shall,
upon request, execute and deliver such documents as may be required to secure the
Fund’s rights to recover the excess payments.

6. COORDINATION OF BENEFITS WITH MEDICARE

A. ACTIVE EMPLOYEES AND SPOUSES AGE 65 AND OLDER
AND RETIREES

If a Participant is age sixty-five (65) or older, or the spouse of a Participant is age
sixty-five (65) or older and is entitled to benefits under Medicare and has satisfied the
Fund’s eligibility rules for Retiree coverage, the following rules apply:

i. The Fund will be primary for any person age 65 or older who is an
Active Employee (defined as a person who qualifies as “working aged” under ap-
plicable Medicare statutes) or the spouse of an Active Employee of any age.

ii. A Participant may decline coverage under the Fund and elect Med-
icare as the primary form of coverage. If the Participant elects Medicare as the
primary form of coverage, the Fund, by law, cannot pay benefits secondary to
Medicare for Medicare-covered Participants. However, the Participant will contin-
ue to be covered by the Fund as primary unless he/she: (a) notifies the Fund, in
writing, that he/she does not want Benefits under the Fund; or (b) otherwise
ceases to be eligible for coverage under the Fund.

B. DISABILITY

If a Participant is under age 65 and becomes disabled and entitled to benefits
under Medicare due to such disability, then Medicare shall be primary for the Partici-
pant. The Fund will then be the secondary form of coverage.
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If a Dependent is under age 65 and becomes disabled and entitled to benefits
under Medicare due to such disability (other than ESRD as discussed below) the Fund
will be primary for the Dependent and Medicare will be the secondary form of coverage.

C. END STAGE RENAL DISEASE (ESRD)

The Fund will remain primary for the first 30 months of a Participant’s entitlement
to Medicare due to End Stage Renal Disease (as defined under applicable Medicare
statutes). However, if the Fund is currently paying benefits as secondary to Medicare for
a Participant, the Fund will remain secondary upon a Participant’s entitlement to Medi-
care due to ESRD.

7. COORDINATION OF BENEFITS WITH COBRA COVERAGE

If a Participant’s coverage is provided pursuant to COBRA and the Participant al-
so has another contract covering the Participant, even as a Dependent, then the other
contract shall be primary. The Benefits of the Fund will then be the secondary form of
coverage.

8. COORDINATION OF BENEFITS WITH SUB-PLANS

If this Fund is secondary on a Covered Participant’s claim under the Fund’s order
of benefit determination rules stated above, but the Covered Participant’s primary plan
has a rule allowing it to pay less than its normal benefits when there is secondary cov-
erage, without regard to whether the lesser benefits are payable under the terms of sub-
plan or wrap-around provision, then such Covered Participant will be deemed covered
under this Fund’s sub-plan. The maximum payable by this Fund for all claims incurred
by a Covered Participant covered under the sub-plan is $1,000 per calendar year, or, if
less, the amount payable after application of this Fund’s coordination of benefits rules.

If the primary plan has a no-loss provision, and if the sum of the primary plan’s
sub-plan benefits plus this Fund’s sub-plan benefits plus any additional benefits payable
by the primary plan’s regular benefit plan under its no-loss provision, is less than the
sum of the benefits otherwise payable under this Fund’s regular benefit plan, then this
Fund’s regular benefit plan will pay the difference.

If the primary plan lacks a no-loss provision or if the primary plan refuses to apply
its no-loss provision after this Fund’s secondary sub-plan benefits are paid, and if the
sum of the primary plan’s sub-plan benefits and this Fund’s secondary sub-plan benefits
is less than the sum of the benefits otherwise payable under this Fund’s regular benefit
plan, then this Fund’s sub-plan may, if the Trustees in their sole discretion choose to do
so and notwithstanding the otherwise applicable benefit limit under this Fund’s sub-plan,
advance an amount not in excess of the difference between the sum of the benefits
previously paid under the primary plan’s sub-plan and this Fund’s sub-plan and the
benefits otherwise payable under this Fund’s regular benefit plan. In order for such an
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advance to be made, the Covered Participant must sign any documents the Trustees in
their sole discretion deem necessary, including a subrogation or reimbursement agree-
ment, an assignment of benefits or any other document necessary to effectuate recov-
ery of the amount of the advance from the primary plan or any other source of payment,
and agree to fully cooperate in obtaining such recovery. Any amount recovered for the
claim from the primary plan or any other source of payment shall be forwarded to this
Fund and offset against the amount of the advance.

If the primary plan pays its normal benefits for the Covered Participant’s claim—
that is, the benefits it would have paid if the Covered Participant was not also covered
under this Fund—then the Covered Participant will be deemed covered under this
Fund’s regular benefit plan, and this Fund will coordinate its regular benefits as the sec-
ondary payer to the other plan.

SECTION E-5: Fund’s Right To Reduction, Reimbursement And
Subrogation

When the Fund pays for expenses that were either the result of the alleged neg-
ligence of another person, or which arise out of any claim or cause of action which may
accrue against any third party responsible for injury or death to a Covered Participant
(which, for purposes of this Section, shall also mean the Covered Participant’s guardian
or estate) by reason of their eligibility for Benefits under the Fund, the Covered Partici-
pant agrees to the following:

1. The Covered Participant will fully reimburse the Fund out of the Covered
Participant’s recovery—whether by suit, judgment, settlement, compromise, payment
made or to be made, relating to the injury or condition or otherwise—for all Benefits paid
by the Fund, without deduction for attorneys’ fees or costs.

2. The Fund has first priority with respect to its right of reduction (see SEC-
TION E-3: SUSPENSION OF BENEFITS DUE TO OVERPAYMENT OF BENEFITS
AND FAILURE TO REPAY FUND BENEFITS), reimbursement and subrogation, and
shall not be subject to the make-whole rule or doctrine.

3. The Fund does not pay for, nor is it responsible for, the Covered Partici-
pant’s attorneys’ fees or costs. Attorneys’ fees and costs are to be paid solely by the
Covered Participant.

4. The Fund is not subject to any state laws, including the common fund doc-
trine, which purport to require the Fund to reduce its recovery by any portion of a Cov-
ered Participant’s attorneys’ fees and costs.

5. The Fund will be reimbursed prior to the Covered Participant’s receiving
any payments resulting from a judgment, settlement or other payment or payments
made or to be made by any person or persons considered responsible for the condition
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giving rise to payments of Benefits or by their insurers or insurance, regardless of
whether the payment is designated as a payment for such damages, including but not
limited to pain and/or suffering, loss of income, medical benefits, or any other specified
damages, or damages made or to be made by any person.

6. This Fund’s reimbursement rights include, but are not necessarily limited
to, a right of recovery under no-fault, personal injury protection, MedPay, financial re-
sponsibility, uninsured motorist, underinsured motorist coverage, or medical reim-
bursement insurances, specific risk insurance, “school” or “team” insurance, workers’
compensation, and third-party liability.

7. The Fund’s right of first priority shall not be reduced due to a Covered Par-
ticipant’s own negligence.

8. If the Covered Participant fails to reimburse the Fund in accordance with
the provision for any advanced benefits, the Fund may exercise its rights of reduction
under SECTION E-3: SUSPENSION OF BENEFITS DUE TO OVERPAYMENT OF
BENEFITS AND FAILURE TO REPAY FUND BENEFITS.

9. In addition to the right of reduction, under SECTION E-3: SUSPENSION
OF BENEFITS DUE TO OVERPAYMENT OF BENEFITS AND FAILURE TO REPAY
FUND BENEFITS, if the Covered Participant fails to reimburse the Fund in accordance
with the provision for any advanced Benefits and it becomes necessary for the Fund to
take legal action against the Covered Participant, the Covered Participant will be liable
to the Fund for all of the Fund’s costs of collection, including all reasonable attorney’s
fees and litigation costs incurred by the Fund, plus interest at the rate of six (6%) per-
cent per annum, compounded monthly, on the amount of the reimbursement obligation,
from the date of recovery until the date of reimbursement.

10. The Fund will be subrogated to all claims, demands, actions and rights of
recovery against any entity, including but not limited to third parties and insurance com-
panies and carriers, to the fullest extent permitted by law. The amount of such subroga-
tion will equal the total amount paid under the Fund arising out of the injury or illness for
which the Covered Participant has, may have, or asserts a cause of action. In addition,
the Fund will be subrogated for attorneys’ fees incurred in enforcing its subrogation
rights hereunder.

11.  Covered Participants and their representatives shall be required to coop-
erate with the Fund in order to guarantee reimbursement to the Fund. In such cases,
the Covered Participant is obligated to provide the Fund with whatever information, as-
sistance and records the Fund may require to enforce the rights in this provision. Fail-
ure to do so will entitle the Fund to withhold benefits due to a Covered Participant or the
Covered Participant’s Dependents under the Fund.
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12. Covered Participants and their representatives shall aid the Fund in its en-
forcement of its right of reduction, recovery, reimbursement, and subrogation, Covered
Participants and their representatives must, at the Fund’s request and at its discretion,
take any action, give information, and any sign documents so required by the Fund.
Failure to do so will entitle the Fund to withhold benefits due to a Covered Participant or
the Covered Participant’s Dependents under the Fund.

13. The Fund may take legal action as it sees fit against the third party or the
Covered Participant to recover the benefits the Fund has paid. The Fund’s exercise of
this right will not affect the Covered Participant’s right to other forms of recovery, unless
the Covered Participant’s legal representative consents otherwise.

14. The Fund has no duty or obligation to pay a fee to the Covered Partici-
pant’s attorney for services in making any recovery on behalf of the Covered Partici-
pant. The Covered Participant is obligated to inform his or her attorney of the subroga-
tion lien, and to make no distributions from any settlement or judgment which will in any
way result in the Fund receiving less than the full amount of its lien without the written
approval of the Fund. Furthermore, the Covered Participant shall take no action which
prejudices the Fund’s subrogation right.

15. The Covered Participant shall be required to pay their own legal fees and
costs and to hire only attorneys who agree to waive the common fund doctrine and to
remit the gross rather than the net proceeds from litigation. The Fund shall have a lien,
enforceable as a provision of this Fund, either before or after an adjudication of liens, for
the full amount of benefits paid by the Fund. In the event a court awards the Fund less
than the full amount of benefits, through an “adjudication of liens” or otherwise, the spe-
cific proceeds received by the participant or dependent shall be subject to a “construc-
tive trust” or “equitable lien” in favor of the Fund in the amount of the difference between
the full amount of benefits paid by the Fund and the amount paid the Fund pursuant to
the court’s award and this Fund provision establishing a “constructive trust” or “equita-
ble lien” may be enforced through any available equitable remedy to ensure that the
proceeds subject to the “constructive trust” or “equitable lien” are turned over to the
Fund.

16. The Fund’s right of reduction, reimbursement and subrogation is based on
the Fund language and provisions in effect at the time of judgment, payment or settle-
ment.

SECTION E-6: Advance Of Benefits

As set forth in the Benefit Exclusion provisions throughout this Summary Plan
Description, the Fund does not provide payment in certain situations in which you have
a right to recover, from another source, payment for the injury or condition. In such cas-
es, however, there may be delays in your recovering the payment from the other source
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because of the time it takes to process the claim or prosecute the lawsuit. If this hap-
pens, the Fund, in the sole and exclusive discretion of the Board of Trustees, may be
able to help you by temporarily advancing benefits, even though such benefits would
otherwise be excluded by the Benefit Exclusion provisions of the Fund.

If this is done, the Fund may require you to sign a legal document stating that the
Fund will be reimbursed in full from any recovery you obtain. Regardless of whether you
sign such a document, the Fund must be repaid from any recovery—whether by suit,
judgment, settlement, compromise, payment made or to be made, relating to the injury
or condition or otherwise—for all benefits paid by the Fund, without deduction for attor-
neys’ fees or costs. The Fund does not pay for, nor is it responsible for, the Covered
Participant’s attorneys’ fees or costs. Attorneys’ fees and costs are to be paid solely by
the Covered Participant. The Fund will be reimbursed prior to the Covered Partici-
pant’s, or the Covered Participant’s guardian or estate, receiving any payments result-
ing from a judgment, settlement or other payment or payments made or to be made by
any person or persons considered responsible for the condition giving rise to payments
of benefits or by their insurers or insurance, regardless of whether the payment is des-
ignated as a payment for such damages, including but not limited to pain and/or suffer-
ing, loss of income, medical benefits, or any other specified damages, or damages
made or to be made by any person. The Fund may also require you to assign to the
Fund your rights to recovery against the third party to the extent of the benefit ad-
vancement, and may require any attorney representing you to provide the Fund with le-
gal assurances that the Fund’s right to reimbursement of the advanced benefits will be
honored. In addition, the Fund may require you to provide information to the Fund con-
cerning your claims against or any recovery from the third party.

If you fail to reimburse the Fund in accordance with the provision for any ad-
vanced benefits and it becomes necessary for the Fund to take legal action against you,
you will be liable to the Fund for all of the Fund’s costs of collection, including all rea-
sonable attorney’s fees and litigation costs incurred by the Fund, plus interest at the rate
of six (6%) percent per annum, compounded monthly, on the amount of the reimburse-
ment obligation, from the date of recovery until the date of reimbursement.
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PART F: BENEFIT AND COVERAGE EXCLUSIONS

SECTION F-1: General Exclusions From Coverage

Except with respect to the Benefits offered by the Fund as specifically identified
in PART J through PART Q of this Summary Plan Description, you will not be provided
Benefits, services, supplies or charges:

1. For injuries or conditions caused by the negligent or intentional acts of an-
other party, except where the injury or condition is caused by an act of domestic vio-
lence.

2. For injuries or conditions for which the costs of treatment or losses con-
cerning such injuries or conditions are recoverable through legal action or a claim set-
tlement from another party or insurance company, except where the injury or condition
is caused by an act of domestic violence. This exclusion applies whether or not the Eli-
gible Participant makes claims for the Benefits, services, supplies or charges or com-
pensation, and whether or not the Eligible Participant recovers losses from another par-
ty or insurance company.

3. For injuries or conditions that arise out of or in the course of any work per-
formed in any employment or self-employment or any for-profit business or venture.
This exclusion applies whether or not there is a claim for the Benefits, services, supplies
or charges or compensation, and whether or not there is a recovery.

4. For injuries or conditions which are due to participation in or commission
of a felony or misdemeanor.

5. For injuries or conditions caused by or related to participation in any ath-
letic contest or demonstration, or any other type of race or contest (such as a vehicular
race) that is professional or involves prizes totaling more than $50.00 in value.

6. Which are not Medically Necessary as determined by the Fund.

7. Which are not prescribed by or performed by or upon the direction of a
Provider.
8. Which are not billed by and either performed by or under the supervision

of a Provider.
9. Rendered by other than a Provider.
10. Rendered by a Provider who is a member of the Eligible Participant’s im-

mediate family or other relative for which, in the absence of the eligibility of the Eligible
Participant under the Fund, no charge would be made.
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11. Which are Experimental/Investigational in nature, as determined by the
Fund, except routine costs associated with Approved Clinical Trials that have been
preauthorized by the Fund.

12.  Incurred prior to the Eligible Participant’s effective date of eligibility under
the Fund.

13. Incurred after the date of termination of the Eligible Participant’s eligibility
under the Fund.

14. For any illness or injury suffered after the Eligible Participant’s eligibility
under the Fund which resulted from an act of war, whether declared or undeclared.

15.  For the cost of Benefits, services, supplies or charges received by veter-
ans and active military personnel at facilities operated by the Veteran’s Administration
or by the Department of Defense, unless payment is required by law.

16.  Which are received from a dental or medical department maintained by or
on behalf of an employer, mutual benefit association, labor union, trust, or similar per-
son or group.

17.  For the cost of Benefits, services, supplies or charges resulting from inju-
ries or conditions arising out of a motor vehicle accident, to the extent such Benefits,
services, supplies or charges are payable under any medical expense payment provi-
sion (by whatever terminology used, including such Benefits, services, supplies or
charges mandated by law) of any motor vehicle insurance policy.

18. For items or services paid for by Medicare when Medicare is primary con-
sistent with the Medicare secondary payor laws. This exclusion shall not apply when the
Fund is obligated by law to offer the Eligible Participant the Benefits, services, supplies
or charges as primary and the Eligible Participant so elects this Fund as primary.

19.  For care of conditions that federal, state or local law requires to be treated
in a public facility.

20. For court-ordered services, supplies or charges when not Medically Nec-
essary and/or not a covered Benefit.

21. For any services rendered while in custody of, or incarcerated by any fed-
eral, state, territorial, or municipal agency or body, even if the services, supplies or
charges are provided outside of any such custodial or incarcerating facility or building,
unless payment is required by law.

22. For telephone and electronic consultations between a Provider and an Eli-
gible Participant.
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23. For charges for failure to keep a scheduled appointment with a Provider,
for completion of a claim or insurance form, or for an Eligible Participant’s decision to
cancel a Surgery.

24. For services performed by a Provider enrolled in an education or training
program when such services are related to the education or training program, including
services performed by a resident Physician under the supervision of a Provider.

25.  Which are Cost-Sharing Amounts required of the Eligible Participant.
26. For which an Eligible Participant would have no legal obligation to pay.

27. For services received by an Eligible Participant in a country with which
United States law prohibits transactions.

28. For Inpatient admissions which are primarily for diagnostic studies or for
Inpatient services which could have been safely performed on an Outpatient basis.

29. For prophylactic blood or bone marrow storage in the event of an accident
or unforeseen Surgery or transplant.

30. For Custodial Care, domiciliary care, residential care, protective and sup-
portive care including educational services, rest cures, convalescent care, or respite
care not related to Hospice services.

31. For services related to organ donation where the Eligible Participant
serves as an organ donor to an individual who is not an Eligible Participant.

32. For transplant services where human organs were sold rather than donat-
ed and for artificial organs.

33. For anesthesia when administered by the operating Physician, the assis-
tant to the operating Physician or the attending Physician.

34. For cosmetic procedures or services related to cosmetic procedures per-
formed primarily to improve the appearance of any portion of the body and from which
no significant improvement in the functioning of the bodily part can be expected, except
as otherwise required by law. This exclusion does not apply to cosmetic procedures or
services related to cosmetic procedures performed to correct a deformity resulting from
birth defect or accidental injury. For purposes of this exclusion, prior Surgery is not
considered an accidental injury.

35. For services directly related to the care, filling, removal of teeth not need-
ing cutting of bone (except the surgical removal of teeth that will not erupt through the
gum, teeth partially or completely impacted in the bone of the jaw, and teeth that cannot
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be removed without cutting into the bone), replacement of teeth, orthodontic care,
treatment of injuries to or diseases of the teeth, gums or structures directly supporting or
attached to the teeth, or for dental implants.

36. For all dental services rendered after stabilization of an Eligible Participant
in an emergency following an accidental injury, including but not limited to oral Surgery
for replacement teeth, oral prosthetic devices, bridges or orthodontics.

37. For maintenance therapy services.

38. For physical medicine for work hardening, vocational and prevocational
assessment and training, functional capacity evaluations, as well as its use towards en-
hancement of athletic skills or activities.

39. For speech therapy for the following conditions: psychological speech de-
lay, behavior problems, mental retardation (except when disorders such as aphasia or
dysarthria are present), developmental delay, stuttering and stammering, pervasive de-
velopmental disorder, attention deficit disorder/attention deficit hyperactivity disorder,
and conceptual handicap.

40. For all rehabilitative therapy, including but not limited to play, music and
recreational therapy.

41. For sports medicine treatment intended to primarily enhance athletic per-
formance.

42. For travel expenses incurred in conjunction with Benefits.

43. For durable medical equipment requested specifically for travel purposes,
recreational or athletic activities, or when the intended use is primarily outside the
home.

44. For replacement of lost or stolen durable medical equipment items within
the expected useful life of the originally purchased durable medical equipment, or for
continued repair of durable medical equipment after its useful life is exhausted.

45. For supportive environmental materials and equipment such as handrails,
ramps, telephones and similar service appliances and devices.

46. For personal hygiene, comfort and/or convenience items such as, but not
limited to, air conditioners, humidifiers, physical fitness or exercise equipment, radio and
television, beauty/barber shop services, guest trays, chairlifts, elevators, diapers, spa or
health club memberships, or any other modification to real or personal property, wheth-
er or not recommended by a Provider.
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47. For enteral formulas administered orally and provided due to the inability
to take adequate calories by regular diet, unless the enteral formula is the sole source
of nutrition and except as mandated by law.

48. For blenderized baby food, regular shelf food, or special infant formula,
except as specified in this Summary Plan Description.

49. For immunizations required for travel or employment.

50. For routine examination, testing, immunization, treatment and preparation
of specialized reports solely for insurance, licensing, or employment, including but not
limited to pre-marital examinations, physicals for college, camp, sports or travel.

51. For treatment of temporomandibular joint syndrome (TMJ) by any and all
means including, but not limited to, Surgery, intra-oral devices, splints, physical medi-
cine, and other therapeutic devices and interventions, except for evaluation to diagnose
TMJ and except for treatment of TMJ caused by documented organic disease or physi-
cal trauma resulting from an accident.

52. For eyeglasses, refractive lenses (glasses or contact lenses), replacement
refractive lenses and supplies, including but not limited to, refractive lenses prescribed
for use with an intra-ocular lens transplant.

53. For vision examinations, except for vision screening related to a medical
diagnosis for diagnostic purposes. Vision examinations include, but are not limited to:
routine eye exams, prescribing or fitting eyeglasses or contact lenses (except for
aphakic patients), and refraction regardless of whether it results in the prescription of
glasses or contact lenses.

54. For corneal Surgery and other procedures to correct refractive errors.

55.  For Infertility services if the present condition of Infertility is due, in part or
in its entirety, to either party having undergone a voluntary sterilization procedure and/or
an unsuccessful reversal of a voluntary sterilization procedure.

56. For donor services related to assisted fertilization.

57. For any treatment or procedure leading to or in connection with assisted
fertilization such as, but not limited to, in vitro fertilization (IVF), gamete intra-fallopian
transfer (GIFT), zygote intra-fallopian transfer (ZIFT), and artificial insemination..

58. For the contraceptive therapeutic class of prescription drugs, products, or
devices, including any services related to the fitting, insertion, implantation and removal
of such devices. This exclusion applies even if such prescription drugs are Medically
Necessary to treat an illness or medical condition unrelated to contraception as long as
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there are other drugs which can be used to treat the non-contraceptive condition be-
sides the contraceptive drug.

59. For routine foot care including, but not limited to, hygiene and preventive
maintenance (e.g., cleaning and soaking of feet, use of skin creams to maintain skin
tone), trimming of nails (except Surgery for ingrown nails), treatment of corns, calluses
and keratosis, treatment of bunions (except capsular or bone Surgery), and treatment
and debridement of mycotic nails not resulting in functional impairment.

60. For supportive devices of the feet, unless otherwise mandated by law and
when not an integral part of a leg brace. Supportive devices of the feet include foot
supports, heel supports, shoe inserts, and all foot orthotics, whether custom fabricated
or sold as-is.

61. For treatment, medicines, devices or drugs in connection with sexual dys-
function, both male and female, not related to organic disease or injury.

62. For all prescription and over-the-counter drugs dispensed by a pharmacy
or Provider for the Outpatient use of an Eligible Participant, whether or not billed by a
Facility Provider, except for allergy serums and mandated pharmacological agents used
for controlling blood sugar.

63. For all prescription and over-the-counter drugs dispensed by a Home
Health Care Agency Provider, with the exception of intravenous drugs administered un-
der a treatment plan approved by the Fund.

64. For treatment of obesity and/or morbid obesity, except for surgical treat-
ment of morbid obesity.

65. For Inpatient stays to bring about non-surgical weight reduction.
66. For biofeedback.

67. For acupuncture.

68. For circumcisions, unless Medically Necessary.

69. For membership dues, subscription fees, charges for service policies, in-
surance premiums and other payments analogous to premiums which entitle enrollees
to services, repairs or replacement of devices, equipment or parts without charge or at a
reduced charge.

70.  For any services related to or rendered in connection with a non-covered
service, including but not limited to anesthesia, diagnostic services, etc.
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71.  For Inpatient admissions which are primarily for physical/occupational
therapy.

72.  Which are submitted by a Certified Registered Nurse and another Profes-
sional Provider for the same services performed on the same date for the same patient.

73. For routine or periodic physical examinations unless specifically provided
for under the Fund.

74. For well-baby care, unless specifically provided for under the Fund.

75. For screening examinations, unless specifically provided for under the
Fund.

76. For immunizations, preventive care services, wellness services or pro-
grams, except as set forth in this Summary Plan Description.

77.  Which are not covered by Medicare and not specifically referenced in this
Summary Plan Description.

78. For the cost of benefits, services, supplies or charges where an Eligible
Participant has a physical or medical complication in junction with, or as a result of, a
procedure or service which is not covered by the Fund.

79. For the cost of benefits, services, supplies or charges associated with the
insertion, fitting or removal of an implanted device when such device is not covered by
the Fund.

80. For services, supplies or charges incurred Outside of the U.S., except as
otherwise provided in this Summary Plan Description.

81. For any other service or treatment except as provided in this Summary
Plan Description.
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PART G: BENEFIT CLAIMS, ELIGIBILITY DETERMINATIONS AND
APPEALS PROCEDURES

SECTION G-1: DEFINITIONS SPECIFIC TO BENEFIT CLAIMS
ELIGIBILITY DETERMINATIONS AND APPEALS
PROCEDURES

The following terms shall have the meaning ascribed to them when used in this
Part:

1. “Adverse Benefit Determination” means any determination of a Benefit
Claim, either at the initial stage and/or on appeal, that results, in whole or in part, in the
denial, reduction or termination of a service, or that fails to provide or pay for a claimed
benefit, in whole or in part; including determinations based upon the medical necessity
or experimental nature of procedures, refusal to certify an inpatient hospital admis-
sion/confinement, failure to comply with the Fund’s pre-certification procedures, or re-
scission of coverage (whether or not the rescission has an adverse effect on any partic-
ular benefit at that time). A determination made by the Fund’s Contract Administrator,
not in the context of a Benefit Claim, that an Employee is not a Covered Participant un-
der the Fund or that a Covered Participant is no longer an Eligible Participant under the
Fund is not an Adverse Benefit Determination. (Note: Casual inquiries made to the
Fund about Fund provisions unrelated to any specific Benefit Claim are not considered
to be Benefit Claims for purposes of the Fund’s Benefits Claim Reviews and Appeals
Procedures (hereinafter “Procedures”).)

2. “Adverse Eligibility Determination” means any determination that re-
sults in a denial of eligibility or termination of eligibility under the Fund.

3. “Authorized Representative” means an individual, including an attorney
so designated, who you designate to act on your behalf in the pursuing of a Benefit
Claim or an appeal of an Adverse Benefit Determination, and for whom you have—
except as otherwise provided in the case of Urgent Care Benefit Claims—filed a Desig-
nation of Authorized Representative form with the Initial Benefit Claim Reviewer. An
assignment for purposes of payment does not constitute appointment of an Authorized
Representative under these Procedures. Once an Authorized Representative is ap-
pointed, the Fund shall direct all information, notifications, etc., regarding the Benefit
Claim to the Authorized Representative. You will be copied on all notifications regard-
ing decisions unless you provide specific written direction otherwise. Any reference in
these Procedures to “you” is intended to include your Authorized Representative ap-
pointed in compliance with these Procedures.

4. “Benefit Claim” means a claim for Fund Benefits, including a request for
certification of an inpatient hospital admission/confinement, that is filed pursuant to the
provisions of this Part G. A communication regarding Benefits that is not made in ac-
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cordance with these Procedures will not be treated as a Benefit Claim under these Pro-
cedures.

5. “Concurrent Care Benefit Claim” or “Concurrent Care Decision”
means if the Fund has previously approved an ongoing course of treatment of Health
Care Benefits to be provided over a period of time or for a set number of treatments, ei-
ther of the following shall be considered a “Concurrent Care Benefit Claim” or “Concur-
rent Care Decision”: (i) a decision by the Fund to reduce or terminate such previously
approved course of treatment (other than by Fund amendment or a termination of the
Fund) before the end of the approved period of time or course of treatment; or (ii) a de-
termination on a request by a Covered Participant to extend the approved course of
treatment that relates to an Urgent Care Benefit Claim.

6. “External Review” means a review of a final Internal Appeal Adverse
Benefit Determination conducted pursuant to this Part G.

7. “Health Care Benefits” means Medical, Prescription Drug, Dental and
Vision Benefits.

8. “Improper Benefit Claim” means a Benefit Claim that does not follow the
Fund’s Procedures for filing a Benefit Claim.

9. “Incomplete Benefit Claim” means a Benefit Claim that is missing infor-
mation necessary for a determination to be made, including determinations of eligibility
or medical necessity.

10. “Independent Review Organization (IRO)” means an entity that the
Fund has contracted with to perform external Benefit Claim reviews.

11.  “Internal Appeal” means a review of a final Internal Appeal Adverse
Benefit Determination by the Fund’s Board of Trustees.

12.  “Initial Benefit Claim Reviewer” means the entity that the Fund has em-
powered to initially review and process the Benefit Claim. Who makes the initial deter-
mination depends on the type of benefit involved.

For benefits provided under the Fund’s Health Care Benefits, the Contract Ad-
ministrator is the Fund’s Initial Benefit Claim Reviewer. For certification of inpatient
hospital admissions/confinements, refer to your Fund Identification Card for the Fund’s
Initial Benefit Claim Reviewers. For Prescription Drug Benefits, BeneCard PBF is the
Fund’s Initial Benefit Claim Reviewer. For Dental Benefits, Delta Dental of Pennsylva-
nia is the Fund’s Initial Benefit Claim Reviewer. For Vision Care Benefits, National Vi-
sion Administrators, Inc., is the Fund’s Initial Benefit Claim Reviewer.
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13. “Initial Notice of Adverse Benefit Determination” means notification,
except with Urgent Care Benefit Claims, when the notification may be orally followed by
written notification within three days of the oral notification of an Adverse Benefit Deter-
mination. The Initial Benefit Claims Reviewer shall provide you with written notification
of any Adverse Benefit Determination. The notice will state, in a manner calculated to
be understood by you:

a. Information sufficient to identify the Benefit Claim, including the
date of service, the health care provider, the Benefit Claim amount (if applicable),
the diagnosis code and its corresponding meaning, and the treatment code and
its corresponding meaning.

b. The specific reason or reasons for the Adverse Benefit Determina-
tion.

C. Reference to the specific Fund provisions on which the Determina-
tion was based.

d. A description of any additional material or information necessary for
you to perfect the Benefit Claim, and an explanation of why such material or in-
formation is necessary.

e. A description of the Fund’s Internal Appeal Procedures and the
time limits applicable to such Procedures.

f. A statement that you are entitled to review your Benefit Claim file
and receive, upon request and free of charge, reasonable access to and copies
of all documents, records and other information relevant to the Benefit Claim.

g. If the Adverse Benefit Determination was based on an internal rule,
guideline, protocol or other similar criterion, the specific rule, guideline, protocol
or criterion will be provided to you free of charge. If this is not practical, a state-
ment will be included that such a rule, guideline, protocol or criterion was relied
upon in making the Adverse Benefit Determination, and that a copy will be pro-
vided to you free of charge upon request.

h. If the Adverse Benefit Determination is based upon the Medically
Necessary and Appropriate, Experimental/Investigational Treatment or similar
exclusion or limit, an explanation of the scientific or clinical judgment for the de-
termination, applying the terms of the Fund to your medical circumstances, will
be provided. If this is not practical, a statement will be included that such an ex-
planation will be provided free of charge, upon request.
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14. “Notice of Internal Appeal Adverse Benefit Determination” means that
the Board of Trustees shall provide you with written notification of their determination
which shall state, in a manner calculated to be understood by you:

a. Information sufficient to identify the Benefit Claim, including the
date of service, the health care provider, the Benefit Claim amount (if applicable),
the diagnosis code and its corresponding meaning, and the treatment code and
its corresponding meaning.

b. The specific reason or reasons for the Internal Appeal Adverse
Benefit Determination.

C. References to the specific Fund provisions on which the Internal
Appeal Adverse Benefit Determination is based.

d. A list of all documents and statements that were reviewed to make
the final Internal Appeal Adverse Benefit Determination.

e. A statement that you are entitled to review your Benefit Claim file
and receive, upon request and free of charge, reasonable access to and copies
of all documents, records and other information relevant to your Benefit Claim.

f. A description of the Fund’s External Review Procedures and the
time limits applicable to such Procedures.

g. A statement of your right to bring a civil action under Section 502 of
ERISA following an External Review, and the time period in which you must bring
such an action.

h. Any internal rule, guideline, protocol or other similar criterion relied
upon in making the Adverse Benefit Determination, or a statement that a copy of
this information will be provided to you free of charge upon request.

i If the Adverse Benefit Determination is based upon the Medically
Necessary and Appropriate, Experimental/Investigational Treatment or similar
exclusion or limit, an explanation of the scientific or clinical judgment for the de-
termination, applying the terms of the Fund to your medical circumstances, will
be provided. If this is not practical, a statement will be included that such an ex-
planation will be provided free of charge, upon request.

15. “Notice of External Review Decision” means that the Independent Re-
view Organization shall provide you with written notification of its determination, which
shall state, in a manner, calculated to be understood by you:
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a. A general description of the reason for the External Review re-
quest, including information sufficient to identify the Benefit Claim; this infor-
mation includes the date(s) of service, the provider, Benefit Claim amount (if ap-
plicable), diagnosis and treatment codes (and their corresponding meanings),
and the reason for the prior denial.

b. The date the Independent Review Organization received the as-
signment to conduct the External Review, and the date of the Independent Re-
view Organization’s decision.

C. References to the evidence or documentation considered in reach-
ing the decision, including specific coverage provisions and evidence-based
standards.

d. A discussion of the principal reason(s) for the Independent Review

Organization’s decision, including the rationale for its decision and any evidence-
based standards relied on in making the decision.

e. A statement that the Independent Review Organization’s determi-
nation is binding.

f. A statement that judicial review may be available to you.

g. The phone number and other current contact information for any
applicable office of health insurance consumer assistance or ombudsman.

16.  “Initial Notice of Adverse Eligibility Determination” means the Con-
tract Administrator shall provide you with written notification of any Adverse Eligibility
Determination. The notice will state, in a manner calculated to be understood by you:

a. The specific reason or reasons for the Adverse Eligibility Determi-
nation.

b. Reference to the specific Fund provisions on which the Determina-
tion was based.

C. A description of any additional material or information necessary for
you to establish your eligibility, and an explanation of why such material or infor-
mation is necessary.

d. A description of the Fund’s review Procedures and the time limits
applicable to such Procedures.
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e. A statement that you are entitled to review your claim file and re-
ceive, upon request and free of charge, reasonable access to and copies of all
documents, records and other information relevant to the determination.

17. “Notice of Adverse Eligibility Determination on Appeal” means that
the Board of Trustees shall provide you with written notification of their determination
which shall state, in a manner calculated to be understood by you:

a. The specific reason or reasons for the Adverse Eligibility Determi-
nation.

b. References to the specific Fund provisions on which the Adverse
Eligibility Determination is based.

C. A statement that you are entitled to review your claim file and re-
ceive, upon request and free of charge, reasonable access to and copies of all
documents, records and other information relevant to the determination.

d. A statement of your right to bring an action under ERISA and the
time period in which you must bring such an action.

18. “Post-Service Benefit Claim” means any Benefit Claim for Health Care
Benefits that is neither an Urgent Care Benefit Claim nor a Pre-Service Benefit Claim.

19. “Pre-Service Benefit Claim” means any Benefit Claim for Health Care
Benefits under the Fund for which the terms of the Fund require approval prior to obtain-
ing care, in whole or in part, even if the approval does not guarantee that the Fund will
ultimately provide the benefit to you. A request for prior approval of a benefit is not a
Pre-Service Benefit Claim unless the prior approval is actually required by the Fund as
a condition of receiving the benefit.

20. “Urgent Care Benefit Claim” means a Benefit Claim for Medical Care or
treatment, to be determined by the Initial Benefit Claim Reviewer, applying the judgment
of a prudent layperson who possesses an average knowledge of health and medicine,
for which there is such an urgent need that applying the Fund’s usual time periods for
making non-urgent care determinations: (i) could seriously jeopardize the life or health
of you or the ability of you to regain maximum function, or (ii) in the opinion of a Physi-
cian with knowledge of your medical condition, would subject you to severe pain that
cannot be adequately managed without the care or treatment that is the subject of the
Benefit Claim. If a Physician with knowledge of your medical condition determines that
the Benefit Claim is an Urgent Care Benefit Claim, the Fund shall treat it as an Urgent
Care Benefit Claim for the purposes of the Benefits Claim Review and Appeals Proce-
dures.
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SECTION G-2: HEALTH CARE BENEFIT CLAIMS AND REVIEW
PROCEDURES

The Benefits Claim Reviews and Appeals Procedures set forth in this Section G-
2 only relate to the submission of Health Care Benefit Claims. Determinations relating
solely to eligibility are governed by Section G-7.

1. CLAIMS PROCEDURES FOR HEALTH CARE BENEFITS
a. HOSPITAL, MEDICAL AND SURGICAL BENEFITS

You should refer to Part J of this Summary Plan Description for the specific rules
concerning the Hospital, Medical and Surgical Benefits Claims Procedures.

b. PRE-CERTIFICATION FOR INPATIENT HOSPITAL
ADMISSION/CONFINEMENT BENEFITS

You should refer to Part J of this Summary Plan Description for the specific rules
concerning Pre-Certification Benefits Claims Procedures.

c. PRESCRIPTION DRUG BENEFITS

You should refer to Part L of this Summary Plan Description for the specific rules
concerning the Prescription Drug Benefits Claims Procedures.

d. DENTAL BENEFITS

You should refer to Part M of this Summary Plan Description for the specific rules
concerning the Dental Benefits Claims Procedures.

e. VISION BENEFITS

You should refer to Part N of this Summary Plan Description for the specific rules
concerning the Vision Benefits Claims Procedures.

2. REVIEW PROCEDURES FOR HEALTH CARE BENEFIT CLAIMS
a. URGENT CARE BENEFIT CLAIMS
L. TIME FRAME FOR DECIDING INITIAL BENEFIT CLAIM

The Initial Benefit Claim Reviewer will make an initial determination as soon as
possible, taking into account the medical exigencies, but not later than 24 hours after of
receipt of the Benefit Claim. Should you believe that the medical exigencies require an
initial determination in less than 24 hours, you must submit information to demonstrate
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that medical exigencies exist that give rise to the need for an expedited processing of
the Benefit Claim.

If you file an Improper and/or Incomplete Benefit Claim, the Initial Benefit Claim
Reviewer will notify you as soon as possible, but not later than 24 hours after receipt of
the Benefit Claim, and advise you of the proper Procedures to be followed or the infor-
mation required in order to process the Benefit Claim. Notification may be oral, unless
you have requested written notification. The 24-hour deadline does not apply if the
Benefit Claim fails to provide sufficient information to determine whether, or to what ex-
tent, Benefits are covered or payable under the Fund.

You must submit the additional information requested by the Initial Benefit Claim
Reviewer within a reasonable amount of time (no less than 48 hours).

Il NOTIFICATION OF INITIAL BENEFIT DECISION

The Initial Benefit Claim Reviewer shall make a determination and shall notify
you orally, unless written notification is requested, as soon as possible, but in no case
later than 48 hours after the earlier of (i) the receipt of the specified information, or (ii)
the end of the 48 hour period within which you were to provide the additional infor-
mation, if the information is not received within that time. If oral notification is provided,
written confirmation shall be furnished to you not later than 3 days after the oral notifica-
tion.

b. PRE-SERVICE BENEFIT CLAIMS
L. TIME FRAME FOR DECIDING INITIAL BENEFIT CLAIM

The Initial Benefit Claim Reviewer will make an initial determination within 15
days of receipt of the Benefit Claim form.

The Initial Benefit Claim Reviewer may extend the period for the initial determina-
tion for an additional 15 days, provided you are notified of the extension within the 15-
day period; the extension is required for reasons beyond the Initial Benefit Claim Re-
viewer’s control; and you are advised of the unresolved issues that prevent any decision
and the additional information needed to resolve those issues.

If any extension is necessary because you have submitted an Improper and/or
Incomplete Benefit Claim to the Initial Benefit Claim Reviewer, the period for making an
initial determination will be suspended from the date that the request for additional in-
formation is sent to you until the earlier of: (a) the date that you respond to the Initial
Benefit Claim Reviewer, without regard to whether your response supplies all of the in-
formation necessary to decide the Benefit Claim; or (b) 45 days from the date of the re-
quest.
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If you file an Improper and/or Incomplete Benefit Claim, the Initial Benefit Claim
Reviewer will notify you within 5 days of the receipt of the Benefit Claim and advise you
of the proper Procedures to be followed or the information required in order to process
the Benefit Claim. Notification may be oral, unless written notification is requested by
you.

You must submit the additional information requested by the Initial Benefit Claim
Reviewer within 45 days.

Il NOTIFICATION OF INITIAL BENEFIT DECISION

If the Benefit Claim is denied in whole or in part, the Initial Benefit Claim Review-
er will provide to you a written notice of the Adverse Benefit Determination.

c. CONCURRENT CARE BENEFIT CLAIMS
l. TIME FRAME FOR DECIDING INITIAL BENEFIT CLAIM

Should the Initial Benefit Claim Reviewer determine that it is appropriate to re-
duce or terminate a course of treatment before the end of such course of treatment, the
Initial Benefit Claim Reviewer shall notify you by the time sufficiently in advance of the
reduction or termination to allow you to appeal the Adverse Benefit Determination and
to obtain a determination on appeal from the Board of Trustees.

Il NOTIFICATION OF INITIAL BENEFIT DECISION

Any Benefit Claim by you to extend the course of treatment beyond the period of
time or number of treatments that has been previously approved that involves an Urgent
Care Benefit Claim will be decided within 24 hours after receipt of the Benefit Claim,
provided that the Benefit Claim is made at least 24 hours prior to the expiration of the
prescribed period of time or number of treatments. If the Benefit Claim to extend the
course of treatment involves other than an Urgent Care Benefit Claim you must follow
the Pre-Service Benefit Claims Procedure.

d. POST-SERVICE BENEFIT CLAIMS
L. TIME FRAME FOR DECIDING INITIAL BENEFIT CLAIM

The Initial Benefit Claim Reviewer will make an initial determination within 30
days of receipt of the disability Benefits Claim form.

The Initial Benefit Claim Reviewer may extend the period for the initial determina-
tion for an additional 15 days, provided you are notified of the extension within the 30-
day period; the extension is required for reasons beyond the Initial Benefit Claim Re-
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viewer’s control; and you are advised of the unresolved issues that prevent any decision
and the additional information needed to resolve those issues.

If an extension is necessary because you have submitted an Improper and/or In-
complete Benefit Claim to the Initial Benefit Claim Reviewer, the period for making an
initial determination will be suspended from the date that the request for additional in-
formation is sent to you until the earlier of: (a) the date that you respond to the Initial
Benefit Claim Reviewer, without regard to whether your response supplies all of the in-
formation necessary to decide the Benefit Claim; or (b) forty-five (45) days from the date
of the request.

You must submit the additional information requested by the Initial Benefit Claim
Reviewer within 45 days.

Il NOTIFICATION OF INITIAL BENEFIT DECISION

If the Benefit Claim is denied in whole or in part, the Initial Benefit Claim Review-
er will provide to you a written notice of the Adverse Benefit Determination.

SECTION G-3: DISABILITY (ACCIDENT AND SICKNESS),
DEATH, AND ACCIDENTAL DEATH,
DISMEMBERMENT AND LOSS-OF-SIGHT
BENEFIT CLAIMS AND REVIEW PROCEDURES

1. CLAIMS PROCEDURES FOR DISABILITY (ACCIDENT AND
SICKNESS), DEATH, AND ACCIDENTAL DEATH, DISMEMBERMENT AND LOSS-
OF-SIGHT BENEFITS

The following rules apply to Benefit Claims for Disability (Accident and Sickness)
and Death, Accidental Death, Dismemberment and Loss-of-Sight Benefits under the
Fund.

a. DISABILITY (ACCIDENT AND SICKNESS) CLAIMS

You should refer to Part O of this Summary Plan Description for any specific
rules concerning the Disability (Accident and Sickness) Claims Procedures.

b. DEATH BENEFIT CLAIMS

You should refer to Part P of this Summary Plan Description for any specific rules
concerning the Death Benefit Claims Procedures.
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c. ACCIDENTAL DEATH, DISMEMBERMENT AND LOSS-OF-
SIGHT CLAIMS

You should refer to Part Q of this Summary Plan Description for any specific
rules concerning the Accidental Death, Dismemberment and Loss-of-Sight Claims Pro-
cedures.

2. REVIEW PROCEDURES FOR DISABILITY (ACCIDENT AND
SICKNESS), DEATH, AND ACCIDENTAL DEATH, DISMEMBERMENT AND LOSS-
OF-SIGHT BENEFITS

a. TIME FRAME FOR DECIDING INITIAL BENEFIT CLAIM

The Initial Benefit Claim Reviewer will make an initial determination within 45
days of receipt of the disability Benefits Claim form.

The Initial Benefit Claim Reviewer may extend the period for the initial determina-
tion for an additional 30 days, provided you are notified of the extension within the 45-
day period; the extension is required for reasons beyond the Initial Benefit Claim Re-
viewer’s control; and you are advised of the unresolved issues that prevent any deci-
sion, and the additional information needed to resolve those issues.

The Initial Benefit Claim Reviewer may further extend the period for the initial de-
termination for an additional 30 days, provided you are notified of the extension within
the 30-day extension period; the extension is required for reasons beyond the Initial
Benefit Claim Reviewer’s control; and you are advised of the unresolved issues that
prevent any decision, and the additional information needed to resolve those issues.

If any extension is necessary because you have submitted an Improper and/or
Incomplete Benefit Claim to the Initial Benefit Claim Reviewer, the period for making an
initial determination will be suspended from the date that the request for additional in-
formation is sent to you until the earlier of: (a) the date that you respond to the Initial
Benefit Claim Reviewer, without regard to whether your response supplies all of the in-
formation necessary to decide the Benefit Claim; or (b) 45 days from the date of the re-
quest.

You must submit the additional information requested by the Initial Benefit Claim
Reviewer within 45 days.

b. NOTIFICATION OF INITIAL BENEFIT DECISION

If the Benefit Claim is denied in whole or in part, the Initial Benefit Claim Review-
er will provide to you a written notice of the Adverse Benefit Determination.
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SECTION G-4: GENERAL CLAIMS REQUIREMENTS
1. WRITTEN BENEFIT CLAIM REQUIREMENTS
A. GENERAL RULE

If it is necessary for you to submit a Benefit Claim to the Fund, you—as opposed
to the Participating Provider Health Care Provider—should request an itemized bill from
the Health Care Provider. Except for Benefit Claims of the types set forth in Paragraph
B below, any Benefit Claim must be made in writing on Benefit Claim forms approved by
the Fund. Benefit Claim forms are available from the Initial Benefit Claim Reviewer and
from the Benefit Claims Payors. All Benefit Claims submitted to the Fund must include
the following:

e Patient’s full name, date of birth, and address;

e Patient’s identification number (as shown on the patient’s identification
card);

e Date each service or supply was provided,;

e A description and/or procedure code for each service;
e Diagnosis, iliness or injury for each service;

e Amount charged for each service;

e Number of units for each service;

e Name and address of Provider (on Provider’s official bill or letterhead);
and

e Location where services were provided, if other than Physician’s office.

Certain services require additional information, such as medical notes from the
Provider, payment or rejection notices from other insurance carriers (including workers’
compensation, other health plans, Medicare, auto insurance, etc.), origin and destina-
tion points for ambulance transfers, or accident information. Delays in submitting this
special information, when required, may result in a Benefit Claim processing delay.

B. EXCEPTIONS TO WRITTEN BENEFIT CLAIM REQUIREMENT

The following types of Benefit Claims do not need to be in writing:
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l. PARTICIPATING PROVIDER BENEFIT CLAIMS

When you receive service from a Participating Provider, you should show the
Participating Provider your benefit identification card. These Benefit Claims are handled
directly between the Participating Provider and the Fund without the need for you to file
a written Benefit Claim form.

Il URGENT CARE BENEFIT CLAIMS AND PRE-SERVICE
BENEFIT CLAIMS

These may be handled by phone, facsimile, or similar expeditious means.
2, DEADLINE FOR FILING BENEFIT CLAIMS

The deadline for filing Benefit Claims for all types of Benéefits is six (6) months—
except Disability Benefits, which is ninety (90) days—from when the Benefit Claim aris-
es (which generally is the date the service or treatment is performed or the drug or other
item at issue is obtained by you). If you fail to file your Benefit Claim within the applica-
ble period, you will lose your right to the Benefits unless, for good cause, the Board ex-
tends your time to apply. A Benefit Claim will be deemed to be “filed” (a) when it is
postmarked, if properly sent by mail to the appropriate Initial Benefit Claim Reviewer, (b)
when it is received by the Claims Payor or Contract Administrator, in the case of hand
delivery, or (c) when deposited with a nationally operating overnight delivery service
when sent to the Initial Benefit Claim Reviewer by such means.

3. IMPROPER AND INCOMPLETE BENEFIT CLAIMS

If an Improper and/or Incomplete Benefit Claim is filed, the Initial Benefit Claim
Reviewer will notify you within five (5) days of the receipt of the Benefit Claim and ad-
vise you of the proper Procedures to be followed or the information required in order to
process the Benefit Claim. Notification may be oral, unless you requested written notifi-
cation.

4, MEDICAL EXAMINATION

In determining eligibility for any benefit, the Fund reserves the right to have you
examined by a Health Care Provider designated and paid for by the Fund. Such exami-
nation may be repeated as often as may be reasonably required during the continuance
of a Benefit Claim. The Fund also reserves the right to have an autopsy performed in
case of death, except where it is prohibited by law.

5. DESIGNATION OF AUTHORIZED REPRESENTATIVE

Except as otherwise provided in the case of Urgent Care Benefit Claims, you
may designate an Authorized Representative, which term shall include an attorney if so
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designated, to act on your behalf in pursuing a Benefit Claim or an appeal of any Ad-
verse Benefit Determination. In order for a designation of an Authorized Representative
to be effective, you must submit to the Initial Benefit Claim Reviewer a Designation of
Authorized Representative Form, which can be obtained from the Initial Benefit Claim
Reviewer, or a letter containing the name, address and telephone number of the Author-
ized Representative; the statement of the extent of the Authorized Representative’s au-
thority to act; and a statement authorizing the Initial Benefit Claim Reviewer to release
any information or medical records to the Authorized Representative; and signed and
dated by you. In the case of an Urgent Care Benefit Claim, a Health Care Provider with
knowledge of your medical condition shall be permitted to act as your Authorized Rep-
resentative. When a Covered Participant designates an Authorized Representative, in
the absence of a contrary direction from you, only the Authorized Representative shall
receive all information and notifications to which you are otherwise entitled. In addition,
the Fund shall only respond to requests for information or documents from the Author-
ized Representative in the absence of a contrary direction from you.

6. NOTIFICATION OF BENEFIT CLAIM APPROVAL

When a Benefit Claim—other than an Urgent Care Benefit Claim or a Pre-
Service Benefit Claim—is approved, in whole or in part, you will receive written notifica-
tion of the Benefit Claim approval from the Initial Benefit Claim Reviewer. When a Ben-
efit Claim involving an Urgent Care Benefit Claim is approved in whole or in part, you
shall receive notification as soon as possible, but no later than 24 hours after receipt of
the Benefit Claim. When a Benefit Claim involving a Pre-Service Benefit Claim is ap-
proved in whole or in part, you will receive written notification within 15 days of the re-
ceipt of the Benefit Claim form of the Benefit Claim approval from the Initial Benefit
Claim Reviewer.

7. TIME PERIODS

Except as otherwise provided in this Part G, the period of time within which an In-
itial Benefit Claim Determination will be made shall begin at the time the Benefit Claim is
received in accordance with the Procedures for Filing Benefit Claims, without regard to
whether it is an Improper and/or Incomplete Benefit Claim. The times listed are maxi-
mum times only. Decisions will be made within a reasonable period of time appropriate
to the circumstances. “Days” means calendar days.

8. CALCULATION OF TIME PERIODS FOR BENEFIT CLAIM
DETERMINATIONS

The time period within which an Initial Benefit Claim Determination is required to
be made shall begin at the time a Benefit Claim is filed, without regard to whether all the
information necessary to make a determination accompanies the filing of the Benefit
Claim. However, in the event a period of time is extended, as provided for herein, due
to your failure to submit information necessary to decide a Benefit Claim, the period for
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making the determination shall be tolled from the date on which the notification of the
extension is sent to you until the date on which the you respond to the request for addi-
tional information.

SECTION G-5: APPEALS PROCEDURES FOR HEALTH CARE
BENEFITS ADVERSE BENEFIT
DETERMINATIONS

1. GENERAL

In accordance with federal law, the Fund provides for a two-step appeal/review
process for Health Care, Prescription Drug Benefits, Dental Benefits and Vision Bene-
fits. The first step is an Internal Appeal to the Fund’s Board of Trustees. The second
step in the appeal/review process is an External Appeal to an Independent Review Or-
ganization

The Fund has engaged the required IROs and any External Appeal shall be as-
signed to such IROs in accordance with federal law.

2. INTERNAL APPEALS.
a. INTERNAL APPEAL PROCEDURES.

You have 180 days following the receipt of a notification of an Adverse Benefit
Determination from the Initial Benefit Claim Reviewer to appeal such determination pur-
suant to the rules regarding the Internal Appeal provided in this Section.

You must submit the Internal Appeal in writing to the Fund’s Contract Administra-
tor. In the case of an appeal from an Adverse Benefit Determination relating to an Ur-
gent Benefit Claim, you may submit an oral appeal to the Fund’s Contract Administrator.

You will have the opportunity to submit written comments, documents, records,
and other information relating to the Benefit Claim. In the case of Urgent Benefit
Claims, you can submit all necessary information by telephone, facsimile, or other
available similarly expeditious method.

You will be provided, upon request and free of charge, reasonable access to and
copies of all documents, records, and other information relevant to your Benefit Claim.

A de novo review of your Internal Appeal shall be conducted by the Board of
Trustees. Such review shall take into account all comments, documents, records, and
other information submitted by you relating to the Benefit Claim, without regard to
whether such information was submitted or considered by the Initial Benefit Claim Re-
viewer.
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In deciding an Internal Appeal of an Adverse Benefit Determination that is based
in whole or in part on a medical judgment, including whether a particular treatment,
drug, or other item is Experimental, Investigational, or not Medically Necessary, the
Board of Trustees shall consult with a Health Care Provider who has appropriate train-
ing and experience in the field of medicine involved in the medical judgment. Any such
Health Care Provider consulted shall not be an individual who was consulted in connec-
tion with the Adverse Benefit Determination at issue nor the subordinate of any such in-
dividual.

The identification of all medical or vocational experts whose advice was obtained
on behalf of the Fund in connection with your Adverse Benefit Determination, without
regard to whether the advice was relied upon in making the benefit determination, will
be provided.

You may request a hearing in person before the Board of Trustees. This request
must be set forth in the written appeal filed with the Contract Administrator, or orally in
the case of appeals from Urgent Care Benefit Claims or Urgent Care Concurrent Care
Benefit Claims. At the hearing you may present any evidence, through documents or
witnesses, to support the Benefit Claim, and may be represented by a lawyer or other
Authorized Representative.

b. TIME FOR DECISION AND NOTIFICATION OF INTERNAL
APPEAL

Except as hereinafter provided, the Board of Trustees shall make a decision on
the Internal Appeal no later than the date of the next regularly scheduled Board of Trus-
tees’ meeting that immediately follows the Fund’s receipt of the Internal Appeal, unless
the Internal Appeal is filed within 30 days preceding the date of such meeting. In such
case, the decision may be made by no later than the date of the second meeting follow-
ing the Fund’s receipt of the Internal Appeal. If special circumstances require further
extension of time for processing, a decision on the Internal Appeal shall be rendered not
later than the third meeting of the Board of Trustees following a receipt of the appeal. If
such an extension is required, the Board of Trustees shall provide you with written no-
tice of the extension which describes the special circumstances and the date as of
which the decision will be made, prior to the commencement of the extension. The
Board of Trustees shall notify you as soon as possible but no later than 5 days after a
decision is made. In the case of a Pre-service Benefit Claim, the Board of Trustees will
notify you of the decision on the Internal Appeal within a reasonable period of time ap-
propriate to the medical circumstances, but not later than thirty (30) days after receipt of
your Internal Appeal.

c. CALCULATION OF TIME PERIODS

The time period within which a decision on the Internal Appeal is required to be
made shall begin at the time an appeal is filed in accordance with the Procedures pro-
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vided for in this Section, without regard to whether all the information necessary to
make a decision on the appeal accompanies the filing. However, in the event a period
of time is extended as outlined in this Section, due to your failure to submit information
necessary to decide an appeal, the period for making a decision on appeal shall be
tolled from the date on which the notification of the extension is sent to you until the
date on which you respond to the request for additional information.

d. EXTENSION OF TIME

You, your Authorized Representative, the Initial Benefit Claim Reviewer, the Con-
tract Administrator, or the Board of Trustees may agree, in writing, to extend the times
set forth in this Part relating to Benefit Claims, Eligibility Determinations and Appeals.
Any written agreement to extend the times must be reduced to writing prior to the expi-
ration of the times set forth herein, and must specifically provide for the amount of the
agreed-to extension.

e. NOTIFICATION OF INTERNAL APPEAL DECISION

The Board of Trustees shall provide you with written notification of the Internal
Appeal decision in the form of either an acceptance of the Benefit Claim, in whole or in
part, and/or a Notice of Internal Appeal Adverse Benefit Determination. In the case of
an Adverse Benefit Determination, such notice shall include:

e the specific reason(s) for the adverse Internal Appeal decision;

e reference to the specific Fund provision(s) on which the denial is
based;

e a statement that you are entitled to review your claim file and receive
upon request, free access to and copies of documents relevant to the
Benefit Claim;

e a statement that you have the right to bring a civil action under ERISA
Section 502(a) following the External Review;

e if the denial was based on an internal rule, guideline, protocol or similar
criteria, a statement must be provided that such rule, guideline, proto-
col or criteria will be provided free of charge, upon request; and

e if the denial was based on a medical judgment (medical necessity, ex-
perimental or investigational), a statement must be provided that an
explanation regarding the scientific or clinical judgment for the denial
will be provided free of charge, upon request.
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f. EXPEDITED INTERNAL APPEALS FOR URGENT CARE
BENEFIT CLAIMS

In the case of the Internal Appeal of an Urgent Care Benefit Claim, the Board of
Trustees shall notify you of the decision on the Internal Appeal as soon as possible, tak-
ing into account the medical exigencies, but not later than 24 hours after the receipt of
your Internal Appeal.

In the event you receive an Adverse Benefit Determination that involves a medi-
cal condition for which the timeframe for completion of an Expedited Internal Appeal for
Urgent Care Benefit Claims would seriously jeopardize your life or health or would jeop-
ardize your ability to regain maximum function, and you have filed a request for an Ex-
pedited Internal Appeal for Urgent Care Benefit Claims, the Fund shall waive the Inter-
nal Appeal determination and proceed to an Expedited External Review.

3. EXTERNAL REVIEW PROCEDURES
a. DEADLINE FOR EXTERNAL REVIEW

You may file a request for External Review with the Fund’s Contract Administra-
tor within four months after the date of receipt of the Notice of Internal Appeal Adverse
Benefit Determination. If there is no corresponding date four months after the date of
receipt (e.g., received on October 30™ and there is not a February 30"), the request
must be filed by the first day of the fifth month following the receipt of the Notice of In-
ternal Appeal Adverse Benefit Determination. If the last filing date falls on a Saturday,
Sunday, or federal holiday, the filing deadline is extended to the next business day.

b. PRELIMINARY REVIEW

Within five business days following the date of receipt of your External Review
request, the Board of Trustees must complete a preliminary review of the request to de-
termine whether it is eligible for External Review. In order to be eligible for External Re-
view the following factors must be met:

e You are or were covered under the Fund at the time the health care
item, service, or other benefit was requested or, in the case of a retro-
spective review, was covered under the Fund at the time the health
care item, service, or other benefit was provided;

e The Initial Notice of Adverse Benefit Determination or Notice of Internal

Appeal Adverse Benefit Determination does not relate to your failure to
meet the requirements for eligibility under the terms of the Fund;
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e You have exhausted the Fund’s Internal Appeal process, unless you
are not required to exhaust the Internal Appeals process under the
federal interim final regulations; and

e You have provided all of the information and forms required to process
an External Review.

c. NOTICE OF PRELIMINARY REVIEW

Within one business day after completion of the Preliminary Review, the Fund
will issue a notice in writing to you informing you of the results of the Preliminary Re-
view. If the request for External Review is complete, but not eligible for External Re-
view, such notice will include the reasons for its ineligibility and contact information for
the Employee Benefits Security Administration. If the request is not complete, such no-
tice will describe the information or materials needed to make the request complete and
the Fund shall allow you to complete the request for External Review within the later of
the four-month filing period or within 48 hours following the receipt of the Notice of Pre-
liminary Review.

d. INDEPENDENT REVIEW ORGANIZATION

In accordance with federal law, the Board of Trustees shall assign an accredited
Independent Review Organization (“IRO”) to conduct the External Review. The IRO
shall be assigned in accordance with the Fund’s rules, which provide an assignment or
rotation method that ensures independence and against a bias towards the Fund.

Upon receipt of the External Review, the IRO will:

e utilize legal experts where appropriate to make coverage determina-
tions under the Fund;

e timely notify you in writing of the request’s eligibility and acceptance for
external review.

This notice will include a statement that you may submit in writing to the assigned
IRO within ten business days following the date you receive this notice any addition in-
formation that the IRO must consider when conducting the External Review. The IRO
may, but is not required, to accept and consider additional information submitted after
ten business days.

Within five business days after the date of assignment to the IRO, the Fund must
provide to the IRO any documents and any information considered in making the Ad-
verse Benefit Determination or the Internal Appeal Adverse Benefit Determination.
Failure by the Fund to provide documents must not delay the External Review. If the
Fund fails to timely provide the documents and information, the IRO may terminate the
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External Review and make a decision to reverse the Adverse Benefit Determination or
the Internal Appeal Adverse Benefit Determination. Within one business day after mak-
ing such decision, the IRO must notify you and the Board of Trustees.

Upon receipt of any information submitted by you, the IRO must, within one busi-
ness day, forward such information to the Trustees. Upon receipt of any such infor-
mation, the Board of Trustees may reconsider its Adverse Benefit Determination or In-
ternal Appeal Adverse Benefit Determination that is the subject of the External Review.
Any reconsideration by the Board of Trustees must not delay the External Review. Ex-
ternal Review may be terminated if the Board of Trustees determine during reconsidera-
tion to reverse the previous determination and provide coverage or payment as re-
quested you. The Board of Trustees will provide written notice to the IRO and you of its
reversal of the previous determination within one business day of such reversal. There-
after, the IRO will terminate the External Review proceedings.

The IRO will review all information and documents timely received and review the
Benefit Claim and all evidence de novo. The IRO is not bound by any decisions or con-
clusions reached during the initial benefit determination or the Internal Appeal. In addi-
tion to the documents and information provided, the IRO will consider the following, as it
determines appropriate, in reaching an External Review decision:

e Your medical records;
e the attending Health Care Provider's recommendation;

e reports from appropriate Health Care Providers and other documents
submitted by the Fund, you, or your treating Provider

e the terms of the Fund (unless contrary to applicable law);

e appropriate medical practice guidelines, including evidence-based
standards;

e any applicable clinical review criteria developed and used by the Fund
(unless contrary to the Fund or applicable law);

¢ the opinion of the IRO’s clinical reviewer;

The IRO will provide written notice of the final External Review decision to you
and the Board of Trustees within 45 days after the IRO receives the request for External
Review.
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e. EXPEDITED EXTERNAL REVIEW

Expedited External Review shall be undertaken when you have a medical condi-
tion that necessitates Expedited External Review because the timeframe for completion
of the standard External Review would seriously jeopardize your life or health or would
jeopardize your ability to regain maximum function, or if the benefit claim concerns an
admission, availability of care, continued stay, or health care item, service, or other
benefit for which you received emergency services, but have not been discharged from
a Provider’s facility.

The Board of Trustees shall, immediately upon receipt of the request for the Ex-
pedited External Review, perform the Preliminary Review provided for above, and shall
complete such review as soon as possible without regard to the five business days re-
ferred to therein. Upon its determination of the Preliminary Review, the Board of Trus-
tees will immediately send the Notice of Preliminary Review.

Upon a determination that the request is eligible for External Review, the Board
of Trustees shall assign an IRO, and transmit or provide all documents and information
electronically or by telephone or facsimile or by any other available expeditious method.

The IRO must provide its final External Review decision and notice of such deci-
sion as expeditiously as your medical condition or circumstances require, but in no
event more than 72 hours after the IRO receives the request for an Expedited External
Review. If the notice of the Expedited External Review decision is provided by the IRO
other than in writing, then, within 48 hours of the date such notice is provided, the IRO
will provide written confirmation of the decision to you and the Board of Trustees in ac-
cordance with the procedures under Paragraph d. above.

4, REVERSAL OF ADVERSE BENEFIT DETERMINATION

In the event the Adverse Benefit Determination or the Internal Appeal Benefit De-
termination is reversed by the Board of Trustees or the IRO, respectively, the Fund will
provide coverage or payment for the Benefit Claim in accordance with applicable law
and regulations, but reserves the right to pursue judicial review or other remedies avail-
able or that may become available to the Fund under applicable law and regulations.
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SECTION G-6: APPEALS PROCEDURES FOR DISABILITY
(ACCIDENT AND SICKNESS), DEATH, AND
ACCIDENTAL DEATH, DISMEMBERMENT AND
LOSS-OF-SIGHT BENEFITS ADVERSE BENEFIT
DETERMINATION

1. GENERAL

If you disagree with the Initial Benefit Claim Reviewer’'s Adverse Benefit Determi-
nation, you must file a written appeal with the Board of Trustees.

The appeal must be filed within 180 days of receipt of the Adverse Benefit De-
termination.

If you do not appeal the adverse determination to the Board of Trustees, the de-
termination by the Initial Benefit Claim Reviewer shall be final and binding. No legal ac-
tion may be commenced or maintained by you against the Fund if you fail to appeal the
denial of the Benefit Claim.

To file an appeal to the Board of Trustees, you must send to the Initial Benefit
Claim Reviewer a written statement stating that you wish to appeal the Initial Benefit
Claim Reviewer’'s Adverse Benefit Determination. The statement must be filed (post-
marked or hand-delivered) within 180 days after receipt of the Adverse Benefit Determi-
nation. You or your Authorized Representative may submit with the appeal any written
comments, documents, records, or other information related to the Benefit Claim which
is the subject of the appeal.

2. HOW YOUR APPEAL WILL BE DECIDED AND THE TIME FRAME FOR
DECIDING THE APPEAL

An appeal of an Adverse Benefit Determination by the Initial Benefit Claim Re-
viewer shall be decided by the Board of Trustees at their next regularly scheduled quar-
terly meeting that immediately follows the Board’s receipt of your appeal, unless the ap-
peal is filed within 30 days preceding the date of such regular quarterly meeting. If an
appeal is filed within 30 days of a regularly scheduled meeting, the Board’s determina-
tion shall be made no later than the date of the second regularly scheduled quarterly
meeting following the Board’s receipt of the appeal. [f special circumstances require a
further extension of time for processing the appeal, a determination by the Board shall
be rendered no later than the third meeting of the Board following the Board’s receipt of
the appeal. If such an extension of time for review is required because of special cir-
cumstances, the Initial Benefit Claim Reviewer shall notify you in writing of the required
extension prior to the commencement of the extension, describing the special circum-
stances and the date as of which the appeal determination will be made by the Board.
The Initial Benefit Claim Reviewer shall notify you of the Board’s appeal determination
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as soon as possible, but no later than five days after the appeal determination is made
by the Board.

If you do not exercise your rights under ERISA to seek review of a decision by
the Board denying the Benefit Claim, in whole or in part, the decision of the Board shall
be final and binding. No legal action may be commenced or maintained by you
against the Fund more than 6 months after the decision of the Board of Trustees.

SECTION G-7: Eligibility Determinations and Appeals
Procedures
1. ELIGIBILITY DETERMINATION BY THE CONTRACT ADMINISTRATOR

The Contract Administrator will make a determination relating solely to whether
you are an eligible Employee or a Covered Participant. The determination shall be
made as soon as administratively feasible, but no later than 45 days after receipt of all
information needed to resolve the eligibility issue.

Should the Contract Administrator determine that you are not a Covered Partici-
pant, or that you are no longer a Covered Participant under the Fund, the Contract Ad-
ministrator will provide to you a written notice of the eligibility determination and the rea-
sons therefor.

2. PROCEDURE FOR APPEAL OF AN ADVERSE ELIGIBILITY
DETERMINATION TO THE BOARD OF TRUSTEES

If you disagree with the Contract Administrator's Adverse Eligibility Determina-
tion, you must file a written appeal with the Board of Trustees.

The appeal must be filed within 180 days of receipt of the Adverse Eligibility De-
termination.

If you do not appeal the Adverse Eligibility Determination to the Board of Trus-
tees, the determination by the Contract Administrator shall be final and binding. No le-
gal action may be commenced or maintained by you against the Fund if you fail to ap-
peal the denial of the Benefit Claim.

To file an appeal to the Board of Trustees, you must send to the Contract Admin-
istrator a written statement stating that you wish to appeal the Contract Administrator’s
Adverse Eligibility Determination. The statement must be filed (postmarked or hand-
delivered) within 180 days after receipt of the Adverse Eligibility Determination. You or
you Authorized Representative may submit with the appeal any written comments, doc-
uments, records, or other information related to the Benefit Claim which is the subject of
the appeal.
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3. HOW YOUR APPEAL WILL BE DECIDED AND THE TIME FRAME FOR
DECIDING THE APPEAL

An appeal of an Adverse Eligibility Determination by the Contract Administrator
shall be decided by the Board of Trustees at their next regularly scheduled quarterly
meeting that immediately follows the Board’s receipt of your appeal, unless the appeal
is filed within 30 days preceding the date of such regular quarterly meeting. If an appeal
is filed within 30 days of a regularly scheduled meeting, the Board’s determination shall
be made no later than the date of the second regularly scheduled quarterly meeting fol-
lowing the Board’s receipt of the appeal. If special circumstances require a further ex-
tension of time for processing the appeal, a determination by the Board shall be ren-
dered no later than the third meeting of the Board following the Board’s receipt of the
appeal. If such an extension of time for review is required because of special circum-
stances, the Contract Administrator shall notify you in writing of the required extension
prior to the commencement of the extension, describing the special circumstances and
the date as of which the appeal determination will be made by the Board. The Contract
Administrator shall notify you of the Board’s appeal determination as soon as possible,
but no later than five days after the appeal determination is made by the Board.

If you do not exercise your rights under ERISA to seek review of a decision by
the Board denying the Benefit Claim, in whole or in part, the decision of the Board shall
be final and binding. No legal action may be commenced or maintained by you
against the Fund more than 6 months after the decision of the Board of Trustees.

SECTION G-8: EXTENSION OF TIME

You, your Authorized Representative, the Initial Benefit Claim Reviewer, the Con-
tract Administrator, or the Board of Trustees may agree, in writing, to extend the times
set forth in this Part relating to Benefit Claims, Eligibility Determinations and Appeals.
Any written agreement to extend the times must be reduced to writing prior to the expi-
ration of the times set forth herein, and must specifically provide for the amount of the
agreed-to extension.

SECTION G-9: YOUR RIGHTS ON APPEAL TO THE BOARD OF
TRUSTEES

You may request a hearing in person before the Board of Trustees. This request
must be set forth in the written appeal filed with the Initial Benefit Claim Reviewer, or
orally in the case of appeals from Urgent Care Benefit Claims or Urgent Care Concur-
rent Care Benefit Claims. At the hearing you may present any evidence, through doc-
uments or witnesses, to support the Benefit Claim, and may be represented by a lawyer
or other Authorized Representative.
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You have the right to submit to the Board of Trustees along with the appeal doc-
uments, records and other information relating to the Benefit Claim.

You have the right, upon request and without charge, to reasonable access to
and copies of all documents, records and other information relevant to the Benefit
Claim. For this purpose, a document, record or other information is treated as “relevant”
to your Benefit Claim if it:

e Was relied upon in making the benefit determination;

e Was submitted, considered, or generated in the course of making the
benefit determination, regardless of whether such document, record or
other information was relied upon in making the benefit determination;

e Demonstrates compliance with the administrative processes and safe-
guards required in making the benefit determination;

e Constitutes a statement of policy or guidance with respect to the Fund
concerning the denied benefit for your diagnosis, regardless of whether
such statement was relied upon in making the benefit determination.

You will be provided with the names of any medical or vocational experts whose
advice was obtained on behalf of the Fund by the Initial Benefit Claim Reviewer in con-
nection with the initial Benefit Claim determination, without regard to whether the advice
was relied upon in making the initial Benefit Claim determination.

The decision of the Board of Trustees will be based on its own review of the
Benefit Claim, taking into account all comments, documents, records, and other infor-
mation submitted by you, without regard to whether such information was submitted or
considered in the initial benefit determination and, where appropriate, in consultation
with a Health Care Provider who has appropriate training and experience in the field of
medicine involved in the Benefit Claim, and who was not consulted in connection with
the initial benefit determination, and without any deference to the initial Benefit Claim
determination made by the Initial Benefit Claim Reviewer.

SECTION G-10: CONSEQUENCES OF FAILING TO APPEAL AND
LIMITATIONS ON ACTION AGAINST THE FUND

If you fail to seek a review through the Fund’s Internal Appeals Process, the de-
cision of the Initial Benefit Claim Reviewer or the Contract Administrator, in the case of
an Adverse Eligibility Determination, shall be final and binding. No legal action may be
commenced or maintained by you against the Fund if you fail to pursue an Internal Ap-
peal.
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If you fail to seek a review of an Internal Appeal Adverse Benefit Determination
through the Fund’s External Review Procedures, the Internal Appeal decision of the
Board of Trustees shall be final and binding. No legal action may be commenced or
maintained by you against the Fund if you fail to pursue an External Review.

If you do not exercise your rights under ERISA to seek review of a decision by
the Board denying the Benefit Claim, in whole or in part, the decision of the Board shall
be final and binding. No legal action may be commenced or maintained by you
against the Fund more than 6 months from the date of the External Review Deci-
sion.

G-26



PART H: NOTICES

SECTION H-1: Federal Law Requirements
1. QUALIFIED MEDICAL CHILD SUPPORT ORDERS (“QMCSQO”)

Under ERISA, a state court or a state administrative agency may issue a
QMCSO requiring the Fund to provide Benefits to the child of a Participant. The child
receiving the benefit is called an “alternate recipient.”

In order for the Order to be a QMCSO, it must clearly specify:

a. The name and last-known mailing address of the Participant and
the name and address of each alternate recipient covered by the Order.

b. A reasonable description of the type of coverage to be provided by
the Fund to each such alternate recipient, or the manner in which such type of
coverage is to be determined.

C. The period to which such Order applies.
d. The name of the plan to which the Order applies.

A QMCSO must not require the Fund to provide any type or form of benefit, or
any option, not otherwise provided under the Fund.

Upon receipt of an Order, the Contract Administrator will promptly notify the Par-
ticipant and each alternate recipient or designated representative named in the Order of
the receipt of the Order, and will provide to the Participant, the alternate recipient or
designated representative and any attorney with a copy of the Fund’s Procedures and
Rules for Qualified Medical Child Support Orders and Model Order. Prior to submitting
an Order or proposed Order, it is recommended that you or your attorney request a
copy of the Procedures and Rules and Instructions and Model Order to assist in the
preparation of the Order. The Contract Administrator will determine, within a reasona-
ble period of time after receipt of the Order, whether the Order is a Qualified Medical
Child Support Order, and will promptly notify the Participant and each alternate recipient
of such determination.

Participants may obtain from the Fund’s Contract Administrator, without charge,
a copy of the Fund’s Qualified Medical Child Support Order Procedures and Rules and
the Model Qualified Medical Child Support Order.
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2. RIGHTS UNDER THE HEALTH INSURANCE PORTABILITY AND
ACCOUNTABILITY ACT OF 1996 (HIPAA)

HIPAA is a federal law that regulates group health plans and health insurance
companies (the Fund is a group health plan). HIPAA restricts the use of pre-existing
condition exclusions by group health plans and health insurance insurers offering group
health insurance coverage.

The Fund provides a Certificate of Creditable Coverage (HIPAA Certificate) to
each individual who requests one, so long as it is requested while the individual is cov-
ered under the Fund or within 24 months after the individual’s coverage under the Fund
ends. The request also can be made by someone else on behalf of an individual. For
example, an individual who previously was covered under the Fund may authorize a
new plan in which the individual enrolls to request a Certificate of the individual’s cred-
itable coverage from the Fund. An individual is entitled to receive a Certificate upon re-
quest even if the Fund has previously issued a Certificate to that individual.

Requests for Certificates should be directed to the Fund’s Administrator. Tele-
phone requests are accepted only if the Certificate is to be mailed to the address that
the Fund has on file for the individual to whom the request relates. Other requests must
be made in writing.

All requests must include:

e The name of the individual for whom the Certificate is requested;

e The last date that the individual was covered under the Fund;

e The name of the participant who enrolled the individual in the Fund; and

e A telephone number to reach the individual for whom the Certificate is re-
quested, in case of any difficulties.

Requests that are required to be made in writing must also include:

e The name of the person making the request and evidence of that person’s au-
thority to request and receive the Certificate on behalf of the individual,

e The address to which the Certificate should be mailed; and

e The requester’s signature.
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3. RIGHTS UNDER NEWBORNS’ AND MOTHERS’ HEALTH
PROTECTION ACT

Please take note that under federal law, including the Newborns’ and Mothers’
Health Protection Act (“NMHPA”) and the Employee Retirement Income Security Act,
group health plans, like the Fund, and health insurance issuers generally may not re-
strict Benefits for any Hospital length of stay in connection with childbirth for the mother
or newborn child to less than 48 hours following a vaginal delivery or less than 96 hours
following a Cesarean section. However, federal law generally does not prohibit the
mother’s or newborn’s attending Provider, after consulting with the mother, from dis-
charging the mother or her newborn earlier than 48 hours (or 96 hours, as applicable).
In any case, plans and issuers may not, under federal law, require that a Provider obtain
authorization from the Fund or the issuer for prescribing a length of stay not in excess of
48 hours (or 96 hours).

4, RULES CONCERNING POST-MASTECTOMY RECONSTRUCTIVE
SURGERY BENEFITS

For Covered Participants who receive Benefits in connection with a mastectomy
and who elect breast reconstruction with such mastectomy, the Fund will provide cover-
age for:

a. Reconstruction of the breast on which the mastectomy has been
performed;
b. Surgery and reconstruction of the other breast to produce a sym-

metrical appearance; and

c. Prostheses and physical complications of all stages of mastectomy,
including lymphedemas, in a manner determined in consultation with the attend-
ing Physician and the patient.

The amount of Benefits payable for this coverage is subject to the current Fund
provisions and also subject to applicable deductibles and co-insurance provisions under
the current Plan.

5. RIGHTS UNDER FAMILY AND MEDICAL LEAVE ACT

Under certain circumstances, a federal law called the Family and Medical Leave
Act of 1993 (“FMLA”) requires employers covered by that law to permit employees to
take leaves of absence without pay in connection with the birth or placement for adop-
tion of a child, the need to care for a serious health condition of a family member, or the
inability to perform the functions of the worker’s position due to a serious health condi-
tion.
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In connection with leaves of absence under the FMLA, the employer may be ob-
ligated to continue making contributions to the Fund at the same rate as if you were
continuing in Covered Employment in order that you may remain eligible for coverage
under the Fund on the same terms as if you were still working. If Employee contribu-
tions were required of you prior to taking leave under the FMLA, you would be required
to continue such Employee contributions directly to the Fund as a condition for continu-
ing coverage.

The FMLA further provides that if you choose not to retain your health coverage
during a FMLA leave and you are reinstated to your job at the end of that leave, you are
entitled to be reinstated to eligibility without any new waiting period. In order to avoid
any confusion regarding your coverage under this Fund, please advise the Contract
Administrator whenever you are going onto, or being reinstated from, a leave under the
Family and Medical Leave Act.

6. NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY
REQUIREMENTS

The Fund complies with applicable federal civil rights laws and does not discrimi-
nate on the basis of race, color, national origin, age, disability or sex. The Fund does
not exclude people or treat them differently because of race, color, national origin, age,
disability or sex. The Fund:

e Provides free aids and services to people with disabilities to communicate effec-
tively with the Fund, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible elec-
tronic formats, other formats)

« Provides free language services to people whose primary language is not Eng-
lish, such as:

o Qualified interpreters
o Information written in other languages.

If you need these services, contact BeneSys, Inc., P.O. Box 1889, Troy MI
48099-1889 (mailing address), or 700 Tower Drive, Suite 300, Troy, Ml 48098-2835 (for
overnight delivery); Phone: 717-565-1101, Toll Free: 833-263-5750, Fax: 717-775-
3434.

If you believe that the Fund has failed to provide these services or has discrimi-
nated in another way on the basis of race, color, national origin, age, disability or sex,
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you can file a grievance with BeneSys, Inc. You can file a grievance in person, or by
mail, fax or e-mail. If you need help filing a grievance, BeneSys, Inc. is available to help
you.

You can also file a civil rights complaint with the United States Department of
Health and Human Services, Office for Civil Rights, electronically through the Office for
Civil Rights Complaint Portal, available at https.://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independ-
ence Avenue SW, Room 509F, HHH Building, Washington, DC 20201; 1-800-368-1019,
or 1-800-537-7697 (TDD).

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html.
Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién ser-

vicios gratuitos de asistencia linguistica. Llame al 1-717-565-1101, Toll Free: 833-263-
5750.

RSP (Chinese) : & : MREERKERFTX, EALREEGES EVRS
o EAIXE1-717-565-1101, Toll Free: 833-263-5750.

Tiéng Viét (Vietnamese) : CHU Y: Néu ban noi Tiéng Viét, co cac dich vu hé trg
ngdn ngl» mién phi danh cho ban. Goi s6 1-717-565-1101, Toll Free: 833-263-5750.

Pycckum (Russian) : BHUMAHWE: Ecnu Bbl roBopuTe Ha pycCcKOM si3blke, TO BaM
AocTynHbl 6ecnnatHble ycnyrn nepesoga. 3BoHute 1-717-565-1101, Toll Free: 833-
263-5750 (Tenetann: 1-717-565-1101, Toll Free: 833-263-5750).

Deitsch (Pennsylvania Dutch) : Wann du [Deitsch (Pennsylvania German /
Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die
englisch Schprooch. Ruf selli Nummer uff: Call 1-717-565-1101, Toll Free: 833-263-
5750.

8201 (Korean) : F9]: gF=ro] & ARESHA = 4F, o] Al AMH| 25 FER
ol g3std 4 dHuYrt 1-717-565-1101, Toll Free: 33-263-5750H 0.2 7 3}a
THAIL.

Italiano (Italian) : ATTENZIONE: In caso la lingua parlata sia I'italiano, sono dis-
ponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 1-717-565-1101,
Toll Free: 833-263-5750.

IJg ss3(Arabic) : a80) 717-565-1101, Toll Free: 833-263-5750-1 ~8u— Jdu=d
Olgedia dd sl s b6 g5 I ag lmed) Sladg led g JJ) )yl Snraacs ol 1) 3da = da L ( 717-565-
1101, Toll Free: 833-263-5750-1 :ald) s apad) acla

H-5



Francais (French) : ATTENTION : Si vous parlez francgais, des services d’aide
linguistique vous sont proposés gratuitement. Appelez le 1-717-565-1101, Toll Free:
833-263-5750 (ATS : 1-717-565-1101, Toll Free: 833-263-5750).

Deutsch (German) : ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-717-565-
1101, Toll Free: 833-263-5750.

oAl (Gujarati) : YUsll: Bl AN Al clleddl &, Al [A:9es el Usl
Aclll dHIRL U2 GUasd 8. 8lot 52 1-717-565-1101, Toll Free: 833-263-5750.

Polski (Polish) : UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé¢ z
bezptatnej pomocy jezykowej. Zadzwonh pod numer 1-717-565-1101, Toll Free: 833-
263-5750.

Kreyol Ayisyen (French Creole) : ATANSYON: Si w pale Kreyol Ayisyen, gen
sévis éd pou lang ki disponib gratis pou ou. Rele 1-717-565-1101, Toll Free: 833-263-
5750.

o1 (Camb0d|an) : g siegemyniunts manigig wniigwignman tmmésﬁﬁru%m Foomenniidgne o giﬁ?g1'717'565'1101,
Toll Free: 833-263-5750

Portugués (Portuguese) : ATENCAO: Se fala portugués, encontram-se dis-
poniveis servigos linguisticos, gratis. Ligue para 1-717-565-1101, Toll Free: 833-263-
5750.

7. AFFORDABLE CARE ACT NONDISCRIMINATION GRIEVANCE
PROCEDURE

It is the policy of the Fund not to discriminate on the basis of race, color, national
origin, sex, age or disability. The Fund has adopted an internal grievance procedure
providing for prompt and equitable resolution of complaints alleging any action prohibit-
ed by Section 1557 of the Affordable Care Act (42 U.S.C. 18116) and its implementing
regulations at 45 CFR part 92, issued by the U.S. Department of Health and Human
Services. Section 1557 prohibits discrimination on the basis of race, color, national
origin, sex, age or disability in certain health programs and activities. Section 1557 and
its implementing regulations may be examined in the office of BeneSys, Inc., P.O. Box
1889, Troy MI 48099-1889 (mailing address), or 700 Tower Drive, Suite 300, Troy, Ml
48098-2835 (for overnight delivery); Phone: 717-565-1101, Toll Free: 833-263-5750,
Fax: 717-775-3434, who has been designated to coordinate the efforts of the Fund to
comply with Section 1557.
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Any person who believes someone has been subjected to discrimination on the
basis of race, color, national origin, sex, age or disability may file a grievance under this
procedure. It is against the law for the Fund to retaliate against anyone who opposes
discrimination, files a grievance, or participates in the investigation of a grievance.

Grievance Procedures:

Grievances must be submitted to the Civil Rights Coordinator, % BeneSys, Inc.,
P.O. Box 1889, Troy Ml 48099-1889 (mailing address), or 700 Tower Drive, Suite 300,
Troy, MI 48098-2835 (for overnight delivery), within 60 days of the date the person filing
the grievance becomes aware of the alleged discriminatory action.

A complaint must be in writing, containing the name and address of the person
filing it. The complaint must state the problem or action alleged to be discriminatory and
the remedy or relief sought.

The Civil Rights Coordinator (or her/his designee) shall conduct an investigation
of the complaint. This investigation may be informal, but it will be thorough, affording all
interested persons an opportunity to submit evidence relevant to the complaint. The
Civil Rights Coordinator will maintain the files and records of the Fund relating to such
grievances. To the extent possible, and in accordance with applicable law, the Civil
Rights Coordinator will take appropriate steps to preserve the confidentiality of files and
records relating to grievances and will share them only with those who have a need to
know.

The Civil Rights Coordinator will issue a written decision on the grievance, based
on a preponderance of the evidence, no later than 30 days after its filing, including a no-
tice to the complainant of their right to pursue further administrative or legal remedies.

The person filing the grievance may appeal the decision of the Civil Rights Coor-
dinator by writing to the Fund’s Board of Trustees, % BeneSys, Inc., P.O. Box 1889,
Troy MI 48099-1889 (mailing address), or 700 Tower Drive, Suite 300, Troy, Ml 48098-
2835 (for overnight delivery), within 15 days of receiving the Civil Rights Coordinator’s
decision. The Board of Trustees shall issue a written decision in response to the appeal
no later than 30 days after its filing.

The availability and use of this grievance procedure does not prevent a person
from pursuing other legal or administrative remedies, including filing a complaint of dis-
crimination on the basis of race, color, national origin, sex, age or disability in court or
with the U.S. Department of Health and Human Services, Office for Civil Rights. A per-
son can file a complaint of discrimination electronically through the Office for Civil Rights
Complaint Portal, which is available at: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at: U.S. Department of Health and Human Services, 200 Independ-
ence Avenue SW., Room 509F, HHH Building, Washington, DC 20201.
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Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html.
Such complaints must be filed within 180 days of the date of the alleged discrimination.

The Fund will make appropriate arrangements to ensure that individuals with dis-
abilities and individuals with limited English proficiency are provided auxiliary aids and
services or language assistance services, respectively, if needed to participate in this
grievance process. Such arrangements may include, but are not limited to, providing
qualified interpreters, providing taped cassettes of material for individuals with low vi-
sion, or assuring a barrier-free location for the proceedings. The Civil Rights Coordina-
tor will be responsible for such arrangements.

SECTION H-2: Your Rights Under ERISA

The Fund is governed by the Employee Retirement Income Security Act of 1974
("ERISA”). As a Participant in the Fund, you are entitled to certain rights and protec-
tions under ERISA. ERISA provides that all Fund Participants shall be entitled to:

1. RECEIVE INFORMATION ABOUT YOUR FUND AND BENEFITS

Examine, without charge, at the Contract Administrator’s office, all documents
governing the Fund, including Collective Bargaining Agreements, and a copy of the lat-
est annual report (Form 5500 Series) filed by the Fund with the U.S. Department of La-
bor and available at the Public Disclosure Room of the Employee Benefits Security Ad-
ministration.

Obtain, upon written request to the Contract Administrator, copies of documents
governing the operation of the Fund, including Collective Bargaining Agreements, and
copies of the latest annual report (Form 5500 Series) and updated summary plan de-
scription. The Contract Administrator may make a reasonable charge for the copies.

Receive a summary of the Fund’s annual financial report. The Contract Adminis-
trator is required by law to furnish each Participant with a copy of this summary annual
report.

2. CONTINUE GROUP HEALTH PLAN COVERAGE

Continue health care coverage for yourself, spouse or Dependents if there is a
loss of coverage under the Fund as a result of a Qualifying Event. You or your De-
pendents may have to pay for such coverage. Review of this Summary Plan Descrip-
tion and the documents governing the Fund on the rules governing your COBRA con-
tinuation coverage rights.

You should be provided a Certificate of Creditable Coverage, free of charge, from
your group health Plan or health insurance issuer when you lose coverage under the
Fund, when you become entitled to elect COBRA continuation coverage, when your
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COBRA continuation coverage ceases, if you request it before losing coverage, or if you
request it up to 24 months after losing coverage.

3. PRUDENT ACTIONS BY FUND FIDUCIARIES

In addition to creating rights for Fund Participants, ERISA imposes duties upon
the people who are responsible for the operation of the employee benefit Plan. The
people who operate your Fund, called “fiduciaries” of the Fund, have a duty to do so
prudently and in the interest of you and other Fund Participants and beneficiaries. No
one, including your employer, your union, or any other person, may fire you or otherwise
discriminate against you in any way to prevent you from obtaining a welfare benefit or
exercising your rights under ERISA.

4, ENFORCE YOUR RIGHTS

If your claim for a welfare benefit is denied or ignored, in whole or in part, you
have a right to know why this was done, to obtain copies of documents relating to the
decision without charge, and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For in-
stance, if you request a copy of Plan documents or the latest annual report from the
Fund and do not receive them within 30 days, you may file suit in a Federal court. In
such a case, the court may require the Contract Administrator 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 Administrator. If you have a claim
for Benefits which 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 Fund’s decision or lack thereof con-
cerning the qualified status of a medical child support order, you may file suit in Federal
court. If it should happen that Fund fiduciaries misuse the Fund’s money, or if you are
discriminated against for asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a Federal court. The court will decide who
should pay court costs and legal fees. If you are successful the court may order the per-
son you have sued to pay these costs and fees. If you lose, the court may order you to
pay these costs and fees, for example, if it finds your claim is frivolous.

5. ASSISTANCE WITH YOUR QUESTIONS

If you have any questions about your Fund, you should contact the Contract Ad-
ministrator. If you have any questions about this statement or about your rights under
ERISA, or if you need assistance in obtaining documents from the Contract Administra-
tor, you should contact the nearest office of the Employee Benefits Security Administra-
tion, U.S. Department of Labor, listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.
Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. You
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may also obtain certain publications about your rights and responsibilities under ERISA
by calling the publications hotline of the Employee Benefits Security Administration.
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PART I: PARTICIPATING PROVIDER ORGANIZATION

The Fund has entered into an agreement with a Participating Provider Organiza-
tion ("PPQO”) as part of the Fund’s ongoing effort to provide you with the best coverage
at the lowest possible cost. The agreement will help control health care costs that the
Fund has agreed to pay on your behalf.

By entering into the agreement, the Fund has in no way limited your freedom to
choose a Health Care Provider. Each time you need medical care, you are free to de-
cide whether to use a Participating Provider or a Non-Participating Provider.

The Participating Provider has agreed to accept the PPO Allowable Amount as
its maximum charge for the services it provides. Payment in full will be made by the
Fund for most benefits, but not where you are responsible for the payment of deducti-
bles, coinsurance or co-payments.

If you choose to go to a Non-Participating Provider, the Fund will NOT PAY
for the services received unless the services satisfy one of the reasons for the
approved use of a Non-Participating Provider as detailed in SECTION J-3: AP-
PROVED UTILIZATION OF NON-PARTICIPATING PROVIDERS.

The Benefits covered by the Fund which relate to the PPO and Participating Pro-
vider are set forth in PART J: HOSPITAL, MEDICAL AND SURGICAL BENEFITS.
PART J: HOSPITAL, MEDICAL AND SURGICAL BENEFITS sets forth in detail the
types of benefits covered or not covered by the Fund, any limitation on those benefits,
and any deductible, coinsurance or co-payment obligations that you might have relating
to these benefits.







PART J: HOSPITAL, MEDICAL AND SURGICAL BENEFITS

Hospital, Medical and Surgical Benefits, which are provided on a self-insured ba-
sis by the Fund, are administered by the Fund’s Contract Administrator. Such Benefits
are subject to the rules in this PART J: HOSPITAL, MEDICAL AND SURGICAL BENE-
FITS, as well as the rules in Parts A through | of this Summary Plan Description.

SECTION J-1: Eligibility

All non-Medicare-eligible Covered Participants are covered by the Hospital, Med-
ical and Surgical Benefits of the Fund.

SECTION J-2: How Benefits Are Paid By The Fund

As described in PART |: PARTICIPATING PROVIDER ORGANIZATION, the
Fund has entered into an agreement with a Participating Provider Organization. You
can choose any provider you wish. If you choose a Participating Provider you will re-
ceive benefits as detailed in the Schedule of Benefits below; however, if you choose a
Non-Participating Provider you will receive no benefits at all unless you satisfy
one of the requirements set forth in SECTION J-3: APPROVED UTILIZATION OF
NON-PARTICIPATING PROVIDERS

SECTION J-3: Approved Utilization Of Non-Participating
Providers

In certain situations, you may not have the option of choosing a Participating
Provider. Under the following circumstances the Fund will pay the Non-Participating
Provider as if the Provider was a Participating Provider in your PPO. You will be re-
sponsible for any copayments, deductibles or coinsurance that you would pay if the
Non-Participating Provider was a Participating Provider. The requirements for approved
utilization are:

1. WHERE YOU HAVE AN EMERGENCY MEDICAL CONDITION WITHIN
THE U.S. AND YOU UTILIZE THE SERVICES OF A NON-PARTICIPATING PROVIDER

An emergency medical condition is a medical condition manifesting itself by
acute symptoms of sufficient severity such that the absence of immediate medical atten-
tion could reasonably be expected to result in:

e placing your health in serious jeopardy; or
e serious impairment to bodily function; or

e serious dysfunction of any bodily organ or part.
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Medically Necessary follow-up services after the initial response to a medical
emergency are not covered by the Fund unless provided by a Participating Provider.

2. WHERE A PARTICIPATING PROVIDER HAS CONCLUDED THAT YOU
REQUIRE MEDICALLY NECESSARY SERVICES THAT CANNOT BE PROVIDED BY
THE PARTICIPATING PROVIDER OR BY ANY OTHER PARTICIPATING PROVIDER
IN YOUR PPO

The Participating Provider shall follow the applicable provisions of the PPO for
certification of the referral. If there are no applicable procedures in the PPO, then either
you or the Participating Provider must contact the Fund’s Contract Administrator before
the Medically Necessary services are provided, and submit all of the necessary docu-
mentation as requested by the Fund’s Contract Administrator to justify the medical ne-
cessity for your referral to a Non-Participating Provider.

3. USE OF NON-PARTICIPATING PROFESSIONAL PROVIDERS WITHIN
A PARTICIPATING FACILITY

Where you utilize a Participating Provider Facility and are required by the Partici-
pating Provider Facility to utilize the services of a Non-Participating Provider within the
Participating Provider Facility for ancillary services such as anesthesia, X-ray, laborato-
ry or pathological services.

4, UTILIZATION OF NON-PARTICIPATING CHIROPRACTORS

If you utilize a Non-Participating Chiropractor, the Fund will pay all billed charges
that you incurred, less the applicable Co-Payment.

5. UTILIZATION OF NON-PARTICIPATING URGENT/IMMEDIATE CARE
CENTERS

If you utilize a Non-Participating Urgent/Immediate Care Center, the Fund will
pay all billed charges that you incur, less the applicable Co-payment.

You must immediately contact the Fund’s Contract Administrator to inform
the Fund of one of these occurrences and provide all of the necessary documen-
tation as requested by the Fund’s Contract Administrator to justify the use of a
Non-Participating Provider. The Fund will then review the facts of the situation
and the nature of the services provided. If the Fund determines that the services
or referral satisfy one of the exceptions, the charges or referral will be paid as if
the services were provided by a Participating Provider.
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SECTION J-4: Schedule Of Benefits

The following is a summary of the Hospital, Medical and Surgical Benefits for
Participating Providers. This is meant to be a summary of the Benefits, and does not
fully describe the Hospital, Medical and Surgical Benefits. In order to fully understand
these Benefits, you should review the remainder of this PART J: HOSPITAL, MEDICAL
AND SURGICAL BENEFITS, which contains a detailed description of the Benefits. The
fact that your health care provider may prescribe, order, recommend or approve a med-
ical service or supply does not automatically constitute coverage by the Fund. Only
health care services set forth in this PART J: HOSPITAL, MEDICAL AND SURGICAL
BENEFITS will be covered by the Fund.

You should use this chart for quick reference when you need these services. A
more detailed discussion of these services is set forth following the chart in SECTION J-
7: COVERED SERVICES AND BENEFITS.

SCHEDULE OF BENEFITS

NON-PARTICIPATING
PARTICIPATING PROVIDERS
PROVIDERS (Refer to Part J.3.
for more details)
BENEFIT PERIOD Calendar Year
DEDUCTIBLE PER CALENDAR YEAR
Individual None N/A
Family (Aggregate) None N/A
COPAYMENTS
Physician Office Visits $20 N/A
Specialist Office Visits $30 N/A
Urgent/Immediate Care Centers 100% 100%
Emer
(Copagyer:g?’/\t?;:/ned if admitted) $200 $200
Chiropractor Visits $20 $20
Routine Gynecological Exams $30 N/A
Therapy (Occupational, Physical, Speech) $30 N/A
MAXIMUM OUT-OF-POCKET AMOUNT PER CALENDAR YEAR
Individual $7,900 N/A
Family (Aggregate) $15,800 N/A
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SCHEDULE OF BENEFITS

PARTICIPATING
PROVIDERS

NON-PARTICIPATING

PROVIDERS

(Refer to Part J.3.

for more details)

The Out-of-Pocket Maximum applies to Hospital, Medical, Surgical and Prescription Drug Benefits.
For a family, the combined limit for all family members is $15,800. However, within a family there is
an individual limit that cannot exceed $7,900. This means that if any one family member reaches
the $7,900, there is no further cost-sharing for that individual.

COVERED SERVICES

Hospital Services

Room and Board 100% Not covered
Intensive Care Unit 100% Not covered
Other Covered Hospital Services 100% Not covered
Ambulatory Surgical Facility 100% Not covered

Emergency Services

100% after $200

100% after $200

(Copayment waived if admitted) copayment copayment
Rehabilitation Hospital 100% Not covered
ﬁnI:::led Nursing Facility — 100 day annual 100% Not covered
Urgent/Immediate Care Services 100%
Physician Services
Surgery 100% Not covered
Inpatient Visits 100% Not covered

Physician Office Visits

100% after $20

copayment

Not covered

100% after $30

Specialty Office Visits copayment Not covered
Allergy Injections 100% Not covered
Ambulance - emergency and non- 100% Not covered

emergency




SCHEDULE OF BENEFITS

PARTICIPATING

NON-PARTICIPATING
PROVIDERS

PROVIDERS (Refer to Part J.3.
for more details)

Asbestos Screening — active Participants
only 100% Not covered
(Once every two years)
aejz::;l Services Related to Accidental 100% Not covered
Diabetes Supplies & Education 100% Not covered
Durable Medical Equipment 100% Not covered
Enteral Formulae 100% Not covered
Hearing Aids — up to $500 per hearing aid o o
(One per ear per 24 month period) 5% 5%
Home Health Care — 90 visit annual limit 100% Not covered
Hospice Care — includes respite care 100% Not covered
Infertility Counseling, Testing &
Treatment 100% Not covered
(Excludes assisted fertilization treatment)
Laboratory & Medical Tests 100% 100%
Maternity Services o
(Includes dependent daughters) 100% Not covered
Mental Disorders/Substance Abuse

Inpatient/Partial hospitalization 100% Not covered

Outpatient Services

100% after $30

Not covered

copayment
Oral Surgery 100% 100%
Orthotics & Prosthetics 100% Not covered
Outpatient Renal Dialysis Services 100% Not covered
Private Duty Nursing — 240 hours annual 100% Not covered

limit




SCHEDULE OF BENEFITS

PARTICIPATING

NON-PARTICIPATING
PROVIDERS

PROVIDERS (Refer to Part J.3.

for more details)
Radiology Tests 100% Not covered
Routine costs associated with Approved 100% Not covered

Clinical Trials

Spinal Manipulation Therapy -
Chiropractic and Osteopathic — 20 visit

100% after $20

100% after $20

annual limit copayment copayment
Therapy and Rehabilitation Services -

Cardiac, Chemotherapy, Radiation, Infusion 100% Not covered
& Respiratory Therapy

Therapy — Occupational, Physical and

Speech — due to stroke - 30 visit annual 100% Not covered

limit per type of therapy

Therapy — Occupational, Physical and
Speech - due to all other disorders - 30
visit annual limit

100% after $30
copayment

Not covered

Transplant Services

100%

Not covered

PREVENTIVE CARE

Routine Diagnostic Screening &
Immunizations

100% (no copayment)

Not covered

Preventive care services available under the Fund are those required under the Patient Protection and
Affordable Care Act (PPACA), as amended. The preventive care services are reviewed and updated
periodically based on the recommendations of the U.S. Preventive Services Task Force (USPSTF), Health
Resources and Services Administration (HRSA), Centers for Disease Control and Prevention (CDC), U.S.
Department of Health and Human Services, and other applicable laws and regulations.

ALL OTHER ELIGIBLE CHARGES

100%

Not covered

SECTION J-5:

Participating Provider Organization (PPO)

For a detailed explanation of how this works and how it might affect the amount
of Benefits paid by the Fund, refer to PART |: PARTICIPATING PROVIDER ORGANI-

ZATION.




SECTION J-6: Precertification Requirements

Some providers will obtain precertification on your behalf. Be sure to verify that
your provider is obtaining precertification. If your provider does not, you are responsible
for obtaining precertification. The medical identification card provided to you by the
Fund contains information about the precertification requirements, who to contact for
precertification, and the phone number for you, your Physician and/or your family mem-
ber to use to obtain precertification. If you have any questions concerning precertifica-
tion, you may also contact the Fund’s Contract Administrator, BeneSys, Inc., P.O. Box
1889, Troy MI 48099-1889 (mailing address), or 700 Tower Drive, Suite 300, Troy, Ml
48098-2835 (for overnight delivery); Phone: 717-565-1101, Toll Free: 833-263-5750,
Fax: 717-775-3434.

SECTION J-7: Covered Services And Benefits
1. ACUTE CARE HOSPITAL ROOM & BOARD AND ASSOCIATED
CHARGES

Benefits for room and board in an acute care Hospital include bed, board and
general nursing services when an Eligible Participant occupies:

e A semi-private room (two or more beds);
e A bed in a Special Accommodations Unit; or

e A private room, if Medically Necessary or if no semi-private accommodations
are available. A private room is not Medically Necessary when used solely for
the comfort and/or convenience of the Eligible Participant. When a private
room is selected at the Eligible Participant’s option, the Eligible Participant is
responsible for paying the difference between The Fund’s Allowable Amount
and the Hospital’s private room charge.

Charges for an intensive care unit stay are payable as described in the Schedule
of Benefits.

o Benefits for associated services include, but are not limited to:
e Drugs and medicines provided for use while an Inpatient;

e Use of operating or treatment rooms and equipment;

¢ Oxygen and administration of oxygen; and

e Medical and surgical dressings, casts and splints.
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Benefits for Long-Term Acute Care Hospitals include services provided when an
Eligible Participant is acutely ill and would otherwise require an extended stay in an
acute care setting.

2. BLOOD AND BLOOD ADMINISTRATION

Benefits for blood and blood administration include: whole blood, the administra-
tion of blood, blood processing and blood derivatives used to treat specific medical con-
ditions.

3. ACUTE INPATIENT REHABILITATION

Benefits for acute Inpatient rehabilitation provided in a Rehabilitation Hospital in-
clude services provided when an Eligible Participant requires an intensive level of
skilled Inpatient rehabilitation services on a daily basis and these skilled rehabilitation
services are provided in accordance with a Physician’s order. The Fund must concur
with the Physician’s certification that the care and the Inpatient setting are both Medical-
ly Necessary.

4, SKILLED NURSING FACILITY

Benefits for skilled nursing facilities include services provided when an Eligible
Participant requires Inpatient Skilled Nursing Services on a daily basis and these Skilled
Nursing Services are provided in accordance with a Physician’s order. The Fund must
concur with the Physician’s certification that the care and the Inpatient setting are both
Medically Necessary.

5. PROFESSIONAL PROVIDER EVALUATION & MANAGEMENT (E&M)
AND CONSULTATIONS (OFFICE VISITS)

Evaluation & management and consultation services involve clinical and physical
exams required for the prevention, diagnosis and treatment of an illness or injury.

A. EVALUATION AND MANAGEMENT
l. INPATIENT

Benefits for Inpatient evaluation and management include medical care services
provided by a Physician or other Professional Provider to an Eligible Participant who is
a Hospital Inpatient. Medical care includes Inpatient visits and intensive care. Inpatient
E&M services for a condition related to Surgery, maternity, Mental Health Care, or Sub-
stance Abuse care are addressed elsewhere in this Summary Plan Description.
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Il OUTPATIENT

Benefits for Outpatient evaluation and management include Outpatient visits to a
Professional Provider for the prevention, diagnosis, and treatment of an injury or illness.
Outpatient E&M services for a condition related to Surgery, maternity, Mental Health
Care, or Substance Abuse care are addressed elsewhere in this Summary Plan De-
scription.

B. CONSULTATIONS

Consultations are distinguished from evaluation and management services be-
cause these services are provided by a Physician whose opinion or advice is usually
requested by another Physician regarding a specific problem.

l. INPATIENT

Benefits for Inpatient consultations include initial and follow-up Inpatient consulta-
tion services rendered to an Eligible Participant by another Physician at the request of
the attending Physician.

e Consultations that are not Benefits include:
o Staff consultations required by Hospital rules and regulations; and

e Staff consultations related to teaching interns and resident medical education
programs.

| OUTPATIENT
Benefits for Outpatient consultations include Outpatient office consultation visits.
6. RETAIL CLINIC SERVICES

Benefits for services performed in a retail clinic include those that, in the judg-
ment of the Provider, can be treated by a duly licensed or certified associated Physician
or allied health professional practicing within the scope of his/her licensure, certification
or specialty. Retail clinic services are performed in an ambulatory medical clinic that
provides a limited scope of services for preventive care or the treatment of minor inju-
ries and illnesses and is open to the public for walk-in, unscheduled visits during all
open hours offering significant extended hours, which may include evenings, holidays
and weekends. Benefits for retail clinic services are calculated at the same Benefit level
as Professional Provider Outpatient evaluation and management (E&M) (office visits).
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7.

TRANSPLANT SERVICES

a. Benefits will be provided for Covered Services furnished by a Hos-
pital which are directly and specifically related to transplantation of organs, bones
or tissue in accordance with the following:

i If a human organ, bone or tissue transplant is provided from
a donor to a human transplant recipient:

(1)  when both the recipient and the donor are Covered
Participants, each is entitled to the Benefits of the Fund;

(2)  when only the recipient is a Covered Participant, both
the donor and the recipient are entitled to the Benefits of the Fund
subject to the following additional limitations:

(@) the donor Benefits are limited to only those not
provided or available to the donor from any other source.
This includes, but is not limited to, other insurance coverage,
other Blue Shield coverage, or any government program;
and

(b) Benefits provided to the donor will be charged
against the recipient’s coverage under the Fund;

ii. when only the donor is a Covered Participant, the donor is
entitled to the Benefits of the Fund, subject to the following additional limi-
tations:

(1)  the Benefits are limited to only those not provided or
available to the donor from any other source in accordance with the
terms of the Fund, and

(2) no Benefits will be provided to the non-Covered-
Participant transplant recipient;

iii. if any organ or tissue is sold rather than donated to the Cov-
ered Participant recipient, no Benefits will be payable for the purchase
price of such organ or tissue; however, other costs related to evaluation
and procurement are covered up to the Covered Participant recipient’s
contract limit.
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8. SURGICAL SERVICES
A. SURGERY

Surgery performed by a Professional Provider. Separate payment will not be
made for pre- and post-operative services. If more than one surgical procedure is per-
formed by the same Professional Provider during the same operation, the total Benefits
payable will be the amount payable for the highest paying procedure, and no allowance
shall be made for additional procedures except where the Fund deems that an addition-
al allowance is warranted.

B. SPECIAL SURGERY
i. Sterilization and its reversal, regardless of medical necessity.

ii. Oral Surgery - Benefits are provided for the following limited oral surgical
procedures determined to be Medically Necessary:

e Surgical removal of teeth that will not erupt through the gum, teeth partially
or completely impacted in the bone of the jaw, and teeth that cannot be
removed without cutting into the bone

e Extraction of teeth in preparation for radiation therapy

e Mandibular staple implant, provided the procedure is not done in prepara-
tion of the mouth for dentures

e Mandibular frenectomy

e Facility Provider and Anesthesia services rendered in conjunction with
non-covered dental procedures when determined by the Fund to be Medi-
cally Necessary due to your age and/or medical condition

e Accidental injury to the jaw or structures contiguous to the jaw

e The correction of a non-dental physiological condition which has resulted
in a severe functional impairment

e Treatment for tumors and cysts requiring pathological examination of the
jaw, cheeks, lips, tongue, roof and floor of the mouth

e Orthodontic treatment of congenital cleft palates involving the maxillary

arch, performed in conjunction with bone graft surgery to correct the bony
deficits associated with extremely wide clefts affecting the alveolus

J-11



C. MASTECTOMY AND BREAST CANCER RECONSTRUCTION

Benefits are provided for a mastectomy performed on an inpatient or Outpatient
basis for the following:

e surgery to reestablish symmetry or alleviate functional impairment including,
but not limited to, augmentation, mammoplasty, reduction mammoplasty and
mastopexy;

e initial and subsequent prosthetic devices to replace the removed breast or
portions thereof; and

e physical complications of all stages of mastectomy, including lymphedemas.

Benefits are also provided for one home health care visit, as determined by the
Covered Participant’s Physician, when received within 48 hours after discharge, if such
discharge occurred within 48 hours after an admission for a mastectomy.

D. ASSISTANT AT SURGERY

Services of a Physician who actively assists the operating surgeon in the perfor-
mance of covered surgery. The condition of the Covered Participant or the type of sur-
gery must require the active assistance of an assistant surgeon. Surgical assistance is
not covered when performed by a Professional Provider who himself performs and bills
for another surgical procedure during the same operative session.

E. ANESTHESIA

Administration of Anesthesia for covered surgery when ordered by the attending
Professional Provider and rendered by a Professional Provider other than the surgeon
or assistant at surgery.

F. SECOND SURGICAL OPINION

A consulting opinion and directly related diagnostic services to confirm the need
for recommended elective surgery.

The second opinion consultant must not be the Physician who first recommended
elective surgery.

Elective surgery is covered surgery that may be deferred and is not an emergen-
cy.

Use of a second surgical opinion is at the Covered Participant’s option.
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If the first opinion for elective surgery and the second opinion conflict, then a third
opinion and directly related diagnostic services are Covered Services.

If the consulting opinion is against elective surgery and the Covered Participant
decides to have the elective surgery, the surgery is a Covered Services. In such in-
stances, the Covered Participant will be eligible for a maximum of two such consulta-
tions involving the elective surgical procedure in question, but limited to one consulta-
tion per consultant.

9. MATERNITY SERVICES

Benefits for maternity services include prenatal, delivery and postpartum services
provided to a female Eligible Participant for pregnancies.

A. PRENATAL SERVICES

Benefits for prenatal services include an initial examination, tests, and a series of
follow-up exams to monitor the health of the mother and fetus. Prenatal services contin-
ue up to the date of delivery.

B. DELIVERY

Benefits for deliveries include facility and professional services for vaginal and
cesarean section deliveries.

Group health plans and health insurance issuers generally may not, under Fed-
eral law, restrict Benefits for any Hospital length of stay in connection with childbirth for
the mother or newborn child to less than 48 hours following a vaginal delivery, or less
than 96 hours following a cesarean section. However, Federal law generally does not
prohibit the mother’s or newborn’s attending Provider after consulting with the mother,
from discharging the mother or newborn earlier than 48 hours (or 96 hours as applica-
ble). In any case, plans and issuers may not, under Federal law, require that a Provider
obtain preauthorization from the plan or the insurance issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).

C. POSTPARTUM SERVICES

Benefits for postpartum services include post-delivery Hospital services and of-
fice visits.

D. INTERRUPTION OF PREGNANCY

Benefits for an interruption of pregnancy include procedures for termination of a
pregnancy performed through a medical or surgical procedure, including the administra-
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tion of medication in a Provider's office. Termination of the pregnancy may be non-
elective or elective.

E. NEWBORN CARE

Benefits for newborn care include ordinary nursery care and physical examina-
tions of the newborn infant while the mother is an Inpatient; prematurity services; pre-
ventive health care services; and services to treat an injury or iliness, including care and
treatment of medically diagnosed congenital defects and birth abnormalities.

If a Deductible applies to the Eligible Participant’s coverage, only one Deductible
will be applied when the mother and newborn are discharged from the Hospital togeth-
er. If the newborn remains in the Hospital after the mother is discharged or if the new-
born is transferred to another Hospital, another individual Deductible, this time for the
newborn, must be met before eligible claims are paid for the newborn.

10. DIAGNOSTIC SERVICES

Diagnostic services are procedures ordered by a Physician because of specific
symptoms to determine a definitive condition or disease, not for screening purposes.
Benefits for diagnostic services include, but are not limited to: radiology tests, laboratory
tests, and medical tests. Some high-risk conditions may result in a service being con-
sidered diagnostic, rather than screening, in nature.

A. RADIOLOGY TESTS

Benefits for radiology tests include X-rays, MRI’s (Magnetic Resonance Imaging),
CT Scans, Ultrasounds, Echography, and other radiological services performed for the
purpose of diagnosing a condition due to an illness or injury.

B. LABORATORY TESTS

Benefits for laboratory tests include diagnostic pathology and laboratory tests for
the diagnosis or treatment of a disease or condition.

C. MEDICAL TESTS
Benefits for diagnostic medical tests include EKG’s, EEG’s, and other diagnostic
medical procedures performed for the purpose of diagnosing or treating a disease or
condition.
Inpatient admissions that are primarily for diagnostic purposes are not covered.

11. ALLERGY SERVICES

Benefits for allergy services include immunotherapy and allergy serums.
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A. IMMUNOTHERAPY

Immunotherapy refers to the treatment of disease by stimulating the body’s own
immune system and involves injections over a period of time in order to reduce the po-
tential for allergic reactions.

Benefits for immunotherapy include therapy provided to individuals with a
demonstrated hypersensitivity that cannot be managed by avoidance or environmental
controls.

However, certain methods of treatment, which are investigational, as well as
items that are for personal convenience (i.e., pillows, mattress casing, air filter, etc.) are
not covered.

B. ALLERGY SERUMS

Benefits for allergy serums include the immunizing agent (serum) used in immu-
notherapy injections as long as the immunotherapy itself is covered.

12. THERAPY SERVICES

Benefits will be provided for the following Covered Services only when such ser-
vices are ordered by a Professional Provider:

A. CARDIAC REHABILITATION

The physiological and psychological rehabilitation of patients with cardiac condi-
tions through regulated exercise programs.

B. CHEMOTHERAPY

The treatment of malignant disease by chemical or biological antineoplastic
agents.

C. DIALYSIS TREATMENTS

The treatment of acute renal failure or chronic irreversible renal insufficiency for
removal of waste materials from the body through hemodialysis or peritoneal dialysis.
Dialysis treatment includes home dialysis.

D. INFUSION THERAPY

The treatment by the administration of Medically Necessary fluid or medication
via a central or peripheral vein when performed, furnished and billed by a Facility Pro-
vider in accordance with accepted medical practice. A home Infusion Therapy Provider
typically provides services in the home, but a patient is not required to be home-bound.
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Benefits for Infusion/IV Therapy include the drugs and IV solutions, supplies and
equipment to administer the drugs, and nursing visits to administer the therapy.

E. OCCUPATIONAL THERAPY

The treatment of a physically disabled person by means of constructive activities
designed and adapted to promote the restoration of the person’s ability to satisfactorily
accomplish the ordinary tasks of daily living and those required by the person’s particu-
lar occupational role.

F. PHYSICAL THERAPY

The treatment by physical means or modalities such as, but not limited to, me-
chanical stimulation, heat, cold, light, air, water, electricity, sound, massage, mobiliza-
tion, and the use of therapeutic exercises and activities, and rehabilitative procedures,
performed to relieve pain and restore level of function following disease, illness or injury.

G. RADIATION THERAPY

The treatment of disease by X-ray, gamma ray, accelerated particles, mesons,
neutrons, radium, or radioactive isotopes.

H. RESPIRATORY THERAPY
The introduction of dry or moist gases into the lungs for treatment purposes.
. SPEECH THERAPY

The treatment for the correction of a speech impairment resulting from disease,
Surgery, injury, congenital and developmental anomalies, or previous therapeutic pro-
cesses.

J. MANIPULATION THERAPY

Treatment involving movement of the spinal or other body regions when the ser-
vices rendered have a direct therapeutic relationship to the patient’s condition, are per-
formed for a musculoskeletal condition, and there is an expectation of restoring the pa-
tient’s level of function lost due to this condition. Maintenance manipulation therapy is
not covered.

13. EMERGENCY SERVICES

An Emergency Service is any health care service provided to an Eligible Partici-
pant after the sudden onset of a medical condition that manifests itself by acute symp-
toms of sufficient severity or severe pain, such that a prudent layperson, who possesses
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an average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in:

e Placing the health of the Eligible Participant, or with respect to a pregnant
woman, the health of the woman and her unborn child, in serious jeopardy;

e Serious impairment to bodily functions; or
e Serious dysfunction of any bodily organ or part

Benefits for Emergency Services include the initial evaluation, treatment and re-
lated services, such as diagnostic procedures provided on the same day as the initial
treatment.

Inpatient Hospital stays as a result of an emergency are reimbursed at the level
of payment for Inpatient Benefits. Consultations received in the emergency room are
subject to the applicable Outpatient consultation Coinsurance.

Benefits for emergency dental accident services include treatment required only
to stabilize the Eligible Participant immediately following an accidental injury. Treatment
of accidental injuries resulting from chewing or biting is not covered.

If The Fund, upon reviewing the emergency room records, determines that the
services provided do not qualify as Emergency Services, those non-Emergency Ser-
vices may not be covered or may be reduced according to the limitations of this cover-
age.

14. URGENT/IMMEDIATE CARE SERVICES

Benefits for services performed in an Urgent/Immediate Care center include
those that, in the judgment of the Provider, are non-life threatening and urgent and can
be treated on other than an Inpatient Hospital basis and are performed at a Freestand-
ing Urgent/Immediate Care Center by a duly licensed associated Physician or allied
health professional practicing within the scope of his/her licensure and specialty. Ur-
gent/Immediate Care services are performed in an ambulatory medical clinic that is
open to the public for walk-in, unscheduled visits during all open hours offering signifi-
cant extended hours, which may include evenings, holidays and weekends.

15. MEDICAL TRANSPORT

Benefits for medical transport services include the use of specially designed and
equipped vehicles to transport ill or injured patients. Medical transport services may in-
volve ground or air transports in both emergency and non- emergency situations.
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Air ambulance transportation is covered only when the transport is Medically
Necessary or the point of pick-up is not accessible by land, and the transport is to an
acute care Hospital (whether for initial transport or subsequent transfer to another facili-
ty for special care).

Ambulance Service providing local emergency transportation by means of a spe-
cially designed and equipped vehicle used only for transporting the sick and injured:

e from a Covered Participant’'s home, the scene of an accident or medical
emergency to a Hospital, or Skilled Nursing Facility; or

e between Hospitals; or
e between a Hospital and a Skilled Nursing Facility;

e when such Facility is the closest institution that can provide Covered Services
appropriate for the Covered Participant’s condition. If there is no Facility in
the local area that can provide Covered Services appropriate for your condi-
tion, then Ambulance Service means transportation to the closest Facility out-
side the local area that can provide the necessary Covered Service.

16. MENTAL HEALTH CARE SERVICES

Benefits for Mental Health Care services include services for Mental lliness diag-
noses. Substance Abuse treatment is defined under a separate Benefit.

A. INPATIENT SERVICES

Benefits for Inpatient Mental Health Care services include bed, board and gen-
eral Inpatient nursing services when provided for the treatment of Mental lliness. Ser-
vices provided by a Professional Provider to an Eligible Participant who is an Inpatient
for Mental Health Care are also covered.

B. PARTIAL HOSPITALIZATION

Benefits for Partial Hospitalization Mental Health Care services include the
treatment of a Mental lliness in a planned therapeutic program during the day only or
during the night only.

The Partial Hospitalization program must be approved by The Fund or its de-
signee. Partial Hospitalization Mental Health Care is not covered for halfway houses
and residential treatment facilities.
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C. OUTPATIENT SERVICES

Benefits for Outpatient Mental Health Care services include the Outpatient treat-
ment of Mental lliness by a Hospital, a Physician or another eligible Provider.

Attention deficit/hyperactivity disorder (ADHD) is classified as a mental health
condition. Treatments for ADHD are eligible under Mental Health Care Benefits, subject
to any applicable Benefit Period maximums or other applicable visit limits. However, of-
fice visits for medication checks are considered medical visits and are not subject to any
applicable Benefit Period maximums or other applicable visit limits for Mental Health
Care.

D. SUBSTANCE ABUSE SERVICES

Substance Abuse is the use of alcohol or other drugs at dosages that place an
Eligible Participant’s social, economic, psychological, and physical welfare in potential
hazard, or endanger public health, safety, or welfare. Benefits for the treatment of Sub-
stance Abuse includes detoxification and rehabilitation.

E. DETOXIFICATION - INPATIENT

Benefits for Inpatient detoxification include services to assist an alcohol and/or
drug intoxicated or Dependent Eligible Participant in the elimination of the intoxicating
alcohol or drug as well as alcohol or drug dependency factors while minimizing the
physiological risk to the Eligible Participant.

Services must be performed under the supervision of a licensed Physician and in
a facility licensed by the state in which it is located.

F. REHABILITATION

Benefits for Substance Abuse rehabilitation include services to assist Covered
Participants with a diagnosis of Substance Abuse in overcoming their addiction. Cov-
ered Participants must be detoxified before rehabilitation will be covered. A Substance
Abuse treatment program provides rehabilitation care.

l. INPATIENT

Benefits for Inpatient Substance Abuse rehabilitation include: bed, board and
general Inpatient nursing services. Substance Abuse care provided by a Professional
Provider to an Eligible Participant who is an Inpatient for Substance Abuse rehabilitation
is also covered.

Residential treatment facilities are not covered.
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Il OUTPATIENT

Benefits for Outpatient Substance Abuse rehabilitation include services that
would be covered on an Inpatient basis but are otherwise provided for Outpatient or
Partial Hospitalization.

To be eligible for coverage, these services must be provided by a Physician,
Psychologist, or other eligible Provider employed by a Substance Abuse Treatment Fa-
cility. Otherwise, Professional Provider services for Substance Abuse treatment are not
eligible for coverage nor are these services eligible under Outpatient Mental Health
Care Benefits.

17. HOME HEALTH CARE SERVICES

Home Health Care is Medically Necessary skilled care provided to a homebound
patient for the treatment of an acute iliness, an acute exacerbation of a chronic illness,
or to provide rehabilitative services.

Benefits for Home Health Care services provided to a homebound patient in-
clude:

e Professional services provided by a registered nurse or Licensed Practical
Nurse;

¢ Physical medicine, occupational therapy and speech therapy;
e Medical and surgical supplies provided by the Home Health Care agency; and
e Medical social service consultation.
No Home Health Care Benefits are provided for:
e Drugs provided by the Home Health Care agency;
e Food or home delivered meals;
¢ Homemaker services such as shopping, cleaning and laundry;
e Maintenance therapy; and
o Custodial Care.
A HOME HEALTH CARE VISITS RELATED TO MASTECTOMIES

Benefits for Home Health Care visits related to mastectomies include one (1)
Home Health Care visit, as determined by the Eligible Participant’'s Physician, received
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within 48 hours after discharge, if such discharge occurs within 48 hours after an ad-
mission for a mastectomy.

B. HOME HEALTH CARE VISITS RELATED TO MATERNITY

Benefits for Home Health Care visits related to maternity include one (1) Home
Health Care visit within 48 hours after discharge when the discharge occurs prior to 48
hours of Inpatient care following a normal vaginal delivery or prior to 96 hours of Inpa-
tient care following a cesarean delivery. Home Health Care visits include, but are not
limited to: parent education, assistance and training in breast and bottle feeding, infant
screening and clinical tests, and the performance of any necessary maternal and neo-
natal physical assessments. A licensed health care Provider whose scope of practice
includes postpartum care must make such Home Health Care visits. At the mother’'s
sole discretion, the Home Health Care visit may occur at the facility of the Provider.
Home Health Care visits following an Inpatient stay for maternity services are not sub-
ject to Deductibles or Coinsurance, if applicable to this coverage.

18. HOSPICE CARE

Hospice Care Services will be provided to Covered Participants with a life expec-
tancy of 180 days or less, as certified by a Physician. Services rendered by a Home
Health Care Agency or a Hospital program for hospice care for which Benefits are
available as follows:

e Skilled Nursing Services of a Registered Nurse (RN) or Licensed Practical
Nurse (LPN), excluding private duty nursing services (The services of an LPN
shall be made available only when the services of an RN are not available,
and only when Medically Necessary. Services of an LPN are only reimbursa-
ble through a Facility Provider);

e physical therapy, occupational therapy and speech therapy;

e medical and surgical supplies provided by the Home Health Care Agency or
Hospital program for hospice care;

e oxygen and its administration;
e medical social service consultations;

e health aide services to a Covered Participant who is receiving covered nurs-
ing or therapy services;

e respite care; and

o family counseling related to the Covered Participant’s terminal condition.
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19. DURABLE MEDICAL EQUIPMENT (DME) & SUPPLIES
Durable medical equipment consists of items that are:
e Primarily and customarily used to serve a medical purpose;
e Not useful to a person in the absence of illness or injury;
e Ordered by a Physician;
e Appropriate for use in the home;
e Reusable; and
¢ Can withstand repeated use.

Benefits for DME include the rental or, at the option of The Fund, the purchase of
DME when prescribed by Professional Providers within the scope of their license. Rent-
al charges cannot exceed the purchase price of the equipment. Furthermore, if the Eli-
gible Participant purchases the DME, previous allowances for rental of the DME will be
deducted from the amount allowed for the purchase of the DME.

Benefits for DME also include reasonable repairs, adjustments and certain sup-
plies that are necessary to maintain the DME in operating condition. Examples of DME
are wheelchairs, canes, walkers, nebulizers, etc. No Benefits are provided for repairs
due to equipment misuse and/or abuse or for replacement of lost or stolen items. Repair
costs cannot exceed the purchase price of the DME.

DME considered to be a convenience item is not covered. Examples of non-
covered DME include environmental control equipment, disposable diapers and under
pads, certain elastic stockings, and gluco-watches.

Medical supplies are medical goods that support the provision of therapeutic and
diagnostic services but cannot withstand repeated use and are disposable or expenda-
ble in nature. Benefits for medical supplies include items such as hoses, tubes and
mouthpieces for covered durable medical equipment.

20. PROSTHETIC APPLIANCES

Prosthetic appliances replace all or part of an absent body organ (including con-
tiguous tissue) or replace all or part of the function of a permanently inoperative or mal-
functioning body part. The prosthesis can be surgical or nonsurgical. Benefits for pros-
thetics include the purchase, fitting, necessary adjustment, repairs, and replacements
after normal wear and tear of the most cost-effective prosthetic devices and supplies.
Repair costs cannot exceed the purchase price of a prosthetic device. Prosthetics are
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limited to the most cost-effective Medically Necessary device required to restore lost
body function.

Wigs are covered prosthetics in certain cases and may be subject to a Benefit
lifetime maximum. In addition, the use of initial and subsequent prosthetic devices to
replace breast tissue removed due to a mastectomy is covered. Glasses, cataract
lenses, contact lenses, and scleral shells prescribed after cataract or intra-ocular Sur-
gery without a lens implant, or used for initial eye replacement (i.e., artificial eye) are
also covered.

The replacement of cataract lenses (except when new cataract lenses are need-
ed because of prescription change) and certain dental appliances are not covered.

21. ORTHOTIC DEVICES

An orthotic device is a rigid or semi-rigid supportive device that restricts or elimi-
nates motion of a weak or diseased body part. Benefits for orthotic devices include the
purchase, fitting, necessary adjustment, repairs, and replacement of orthotic devices.
Examples of orthotic devices are: diabetic shoes; braces for arms, legs, and back;
splints; and trusses.

Diabetic shoes and foot orthotics mandated by Pennsylvania state law are cov-
ered. Also, orthopedic shoes and other supportive devices of the feet are covered only
when they are an integral part of a leg brace. Foot orthotics not mandated by Pennsyl-
vania state law are covered, but a Participant is limited to one (1) pair every two (2)
years.

22, DIABETIC SUPPLIES AND EDUCATION
A. DRUGS AND SUPPLIES

Unless otherwise covered under a prescription drug program, Benefits for diabet-
ic drugs and supplies include drugs, including insulin, equipment, agents, and orthotics
used for the treatment of insulin-Dependent diabetes, insulin-using diabetes, gestational
diabetes, and non-insulin-using diabetes when prescribed by a Provider legally author-
ized to prescribe such items.

Equipment, agents, and orthotics include:

e Injectable aids (e.g., syringes);

e Pharmacological agents for controlling blood sugar;

e Standard blood glucose monitors and related supplies;

¢ Insulin infusion devices; and
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e Orthotics.

B. NUTRITIONAL COUNSELING, SELF-MANAGEMENT TRAINING
AND EDUCATION

Benefits for nutritional counseling include counseling for medically necessary
reasons and for the treatment of diabetes and for the treatment of obesity or morbid
obesity only in the presence of a comorbid condition of diabetes.

Benefits for diabetes self-management training and education include participa-
tion in a diabetes self-management training and education program under the supervi-
sion of a licensed health care professional with expertise in diabetes. Self-management
education and education relating to diet, prescribed by a licensed Physician, includes:

o Medically Necessary visits upon the diagnosis of diabetes; and

e Visits when a Physician identifies or diagnoses a significant change in the pa-
tient’s symptoms or conditions that necessitates changes in a patient’s self-
management and when a new medication or therapeutic process relating to
the patient’s treatment and/or management of diabetes has been identified as
Medically Necessary by a licensed Physician.

For Benefits to be provided, the Eligible Participant must complete a diabetes
education program that is:

e Conducted under the supervision of a licensed health care professional with
expertise in diabetes;

e Approved by the American Diabetes Association; and

e Subject to the criteria determined by The Fund. These criteria are based on
certification programs for diabetes education developed by the American Dia-
betes Association.

23. ENTERAL NUTRITION

Enteral nutrition involves the use of special formula that is administered by mouth
or through a tube placed in the gastrointestinal tract. Benefits for enteral nutrition in-
clude enteral feeding and enteral formulas.

Benefits for enteral feeding through a tube are covered for individuals with func-
tioning gastrointestinal tracts, but for whom oral feeding is impossible and the enteral
formula provides the sole source of nutrition.

Benefits for enteral formulas are covered when administered by any method for
the therapeutic treatment of phenylketonuria, branch-chain ketonuria, galasctosemia,
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and homocystinuria. Covered enteral formulas are exempt from any applicable Deducti-
bles.

Lactose intolerance or other milk allergies are not indications for coverage of en-
teral nutrition products.

24, OTHER SERVICES

A. ORTHODONTIC TREATMENT OF CONGENITAL CLEFT
PALATES

Benefits for orthodontics include orthodontic treatment of Congenital cleft palates
involving the maxillary arch, performed in conjunction with bone graft surgery to correct
the bony deficits associated with extremely wide clefts affecting the alveolus.

B. DIAGNOSTIC HEARING SCREENING AND HEARING AIDS

Benefits for hearing services include only hearing screenings for diagnostic pur-
poses. Covered Participant is entitled to one hearing aid per ear during any 24-month
period, including maintenance and repairs.

C. VISION CARE FOR ILLNESS OR ACCIDENTAL INJURY

Benefits for vision services include only eye care that is Medically Necessary to
treat a condition arising from an illness or accidental injury to the eye. Covered services
include Surgery for medical conditions, symptomatic conditions and trauma. Vision
screening related to a medical diagnosis, only for diagnostic purposes, is also covered.

When cataract Surgery is performed, Benefits for vision services include lens im-
plants, with limitations, as described in Paragraph 20, Prosthetic Appliances.

Routine eye care examinations, refractive lenses (glasses or contact lenses) and
routine tests are not covered except as set forth in the Summary Plan Description. Also,
replacement refractive lenses (glasses or contact lenses) prescribed for use with an in-
tra-ocular lens transplant are not covered.

D. INFERTILITY SERVICES

Benefits for infertility services include testing to diagnose the causes of infertility
and treatments and procedures for infertility.

However, treatments or procedures leading to or in connection with assisted ferti-
lization are not covered.
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E. NON-ROUTINE FOOT CARE

Benefits for non-routine foot care include surgical treatment of structural defects or
anomalies such as fractures or hammertoes. Benefits also include surgical removal of
ingrown toenails and bunions when provided to Covered Participants with specific
medical diagnoses. An injectable local anesthetic must be used in order for a foot pro-
cedure to be considered “toenail surgery”.

Routine foot care services are not covered unless the services are Medically
Necessary for an Eligible Participant with specific medical diagnoses.

F. PRIVATE DUTY NURSING SERVICES

Private duty nursing services of an actively practicing Registered Nurse (RN) or a
Licensed Practical Nurse (LPN) when ordered by a Physician, providing such nurse
does not ordinarily reside in the Covered Participant’s home or is not a member of the
Covered Participant’s immediate family.

For a Covered Participant who is an inpatient in a Facility Provider, only when the
Fund determines that the nursing services required are of a nature or degree of com-
plexity or quantity that could not be provided by the regular nursing staff.

For a Covered Participant at home, only when the Fund determines that the nurs-
ing services require the skills of a RN or of a LPN.

25. ROUTINE COSTS ASSOCIATED WITH APPROVED CLINICAL TRIALS

If a Participant is eligible to participate in an Approved Clinical Trial (according to
the trial protocol) with respect to treatment of cancer or other life-threatening disease or
condition, benefits shall be payable for routine costs associated with Approved Clinical
Trials.
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PART K: MEDICARE SUPPLEMENT BENEFITS

The Medicare Supplement Benefits are provided on a self-insured basis by the
Fund. These Benefits complement the Federal Government’s Medicare Program by
paying the Medicare Part A Deductible and Part B Coinsurance for approved Medicare
benefits. These Benefits are also subject to all the rules in Parts A through | of this
Summary Plan Description.

SECTION K-1: Eligibility

Retired Participants and their spouses are eligible for Medicare Supplement
Benefits under this Part.

SECTION K-2: How Medicare Supplement Benefits are Paid

Medicare is the primary (pays first) carrier for Retired Participants and/or spous-
es age 65 and over who are otherwise eligible for Medicare. Retired Participants and/or
their spouses who are covered by the Fund’s Medicare Supplement Benefits must first
submit their hospital and medical claims to Medicare. Upon payment by Medicare of
the expenses which are listed below as “Covered Services,” Medicare will electronically
send your claim to the Fund, provided you have given the Fund your Health Insurance
Claim (HICN) Number and the provider has the Medicare Crossover number. If the
Fund receives a claim for a “Covered Services” benefit and the claim does not show
that Medicare paid a portion of the claim, the Fund will not pay the “Fund Pays” portion
of the claim.

The Fund’s Medicare Supplement Benefits are “secondary” (pays second). The
benefits provided under the Fund’s Medicare Supplement Benefits—listed below in the
column “Fund Pays”—uwill be coordinated with the benefits payable under Medicare for
the same Covered Services. You are responsible for paying the Medicare Part B de-
ductible and, if there are any unpaid covered expenses remaining after Medicare pays
and your payment of the Medicare Part B deductible, the Fund will pay the remaining
amount of the Medicare eligible expenses, subject to the limitations and exclusions of
the Fund and provided the claim received by the Fund shows a Medicare payment. Itis
important to note that the benefit levels, limitations, and exclusions for Medicare Part A
and B coverage are subject to change by the Federal Government. The Fund shall only
reimburse under Medicare rules in effect at the time you or your spouse incurs the
claim.
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SECTION K-3: How To Get Medicare
1. PART A - HOSPITAL COVERAGE

If you are 65 years old and eligible for Social Security benefits, if you re-
tire, you are automatically covered for Medicare hospital coverage, which is
called “Part A” of Medicare. The Medicare card you need in order to submit
claims may be obtained through your local Social Security office.

2. PART B - MEDICAL COVERAGE

To be eligible for Part B coverage, you must enroll and pay a monthly
premium. Should you be entitled to Medicare benefits and not enroll for Part B
coverage, the Fund will not pay any claims submitted to the Fund.

SECTION K-4: Covered Expenses

The following is a summary of the Medicare Supplement Benefits. This is meant
to be a summary of the Medicare Supplement Benefits, and does not fully describe the
Medicare Supplement Benefits.

COVERED SERVICES FUND PAYS

Medicare Part A Covered Services

Inpatient Hospital

(Medicare inpatient mental health care coverage in a psychiatric facility is limited to
190 inpatient hospital days in a lifetime.)

Days 1 -60 Medicare Part A deductible
Days 61 — 90 Medicare Part A coinsurance
Days 91 — 150

For 60 Medicare lifetime reserve days Medicare Part A coinsurance

that may be used only once

100% of Medicare eligible expenses
for 365 days per benefit period after
the 60 Medicare inpatient lifetime
reserve days are exhausted.

Additional Inpatient Hospital Days

Skilled Nursing Facility Care

Days 21 to 100 Medicare Part A coinsurance
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COVERED SERVICES

FUND PAYS

Day 101 and beyond

100% of Medicare eligible expenses
for 365 days per benefit period after
the 60 Medicare inpatient lifetime
reserve days are exhausted.

Blood First three pints per calendar year
Medicare Part B Covered Services
Deductible Not covered by Fund

Coinsurance

Medicare Part B coinsurance

Therapy Services

Outpatient Physical Therapy
Outpatient Occupational Therapy
Outpatient Speech Therapy

Medicare Part B coinsurance
Medicare Part B coinsurance

Medicare Part B coinsurance

Durable Medical Equipment

Medicare Part B coinsurance

Outpatient Hospital Services (except Out-
patient Psychiatric Treatment)

Medicare Part B coinsurance

Outpatient Psychiatric Treatment

Medicare Part B coinsurance

Blood

First 3 pints per calendar year

Outpatient Prescription Drugs used in
Immunosuppressive Therapy

Medicare Part B coinsurance

Emergency Care

Emergency Accident Care

Emergency Medical Care

Medicare Part B coinsurance

Medicare Part B coinsurance

Preventive Services

Mammogram Screening (every 12
months)

Gynecological Services (PAP tests every
2 years)
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COVERED SERVICES

FUND PAYS

Colorectal Cancer Screenings (For all
Participants age 50 and over. No mini-
mum age required for colonoscopy.)

Diabetes Monitoring

Bone Mass Measurements

Prostate Cancer Screening

Vaccinations

Medicare Part B deductible and
Medicare Part B coinsurance

Medicare Part B deductible and
Medicare Part B coinsurance

Medicare Part B deductible and
Medicare Part B coinsurance

Medicare Part B deductible and
Medicare Part B coinsurance

Medicare Part B deductible and
Medicare Part B coinsurance

Glaucoma Testing

Medicare Part B coinsurance

Physical Examinations

Medicare Part B deductible and
Medicare Part B coinsurance

Additional Medicare Part B Benefits

Medicare Part B coinsurance

Additional Benefits Not Covered By Medicare

For Hearing Care Services to Retired Participants and Eligible Spouses eligible for
Medicare. (See PART J: HOSPITAL, MEDICAL AND SURGICAL BENEFITS for
a description of the Hearing Care Services Benefit.)

For shingles immunizations for Retired Participants and Eligible Spouses eligible
for Medicare.

ALS Ambulance Services for Retired Participants and Eligible Spouses eligible for
Medicare.
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SECTION K-5: Covered Services
1. MEDICARE PART A SERVICES
A. HOSPITAL AND RELATED BENEFITS

Benefits are provided for semi-private accommodations and all other services
provided and billed for by the hospital. Coverage includes, but is not limited to, meals
and special diets, general nursing care, drugs and medicines, use of operating, recov-
ery and other specialty service rooms, anesthesia, laboratory tests, x-ray examinations,
dressings, plaster casts and splints, oxygen, processing and administration of blood and
blood plasma, physiotherapy and hydrotherapy, radiation therapy, EKG and EEG, basal
metabolism testing, intravenous fluids and prosthetic devices surgically implanted.

B. SKILLED NURSING FACILITY CARE

Coverage is provided for a semi-private room, meals, skilled nursing and rehabili-
tative services, and other services and supplies when: the Eligible Participant needs
daily skilled nursing or rehabilitation services; services as a practical matter can only be
provided in an inpatient facility; and the care begins within 30 days of the Eligible Partic-
ipant’s discharge from a hospital stay of at least three days.

C. BLOOD

Coverage is provided for the reasonable cost of the first three pints of blood (or
equivalent quantities of packed red blood cells, as defined under Federal regulations)
per calendar year, unless replaced in accordance with Federal regulations.

2. MEDICARE PART B SERVICES
A. MEDICAL AND SURGICAL BENEFITS

Coverage of Medicare Part B coinsurance is provided for physician services and
inpatient and outpatient medical and surgical supplies.

Generally, Medicare Part B coverage includes, but is not limited to the following:

e X-ray, radium and radioactive isotope therapy, including material and services
of technicians

o Diagnostic x-ray, diagnostic laboratory and other diagnostic tests performed
or ordered by a professional provider

e Rental or purchase of durable medical equipment for use in your home, when
prescribed by a provider
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injury.

Surgical dressings, splints and casts

Ambulance services when an ambulance is needed to transport you to or
from a hospital or skilled nursing facility because any other method of trans-
portation would be dangerous to your health

Surgical services performed by a professional provider, including services in-
volving surgery of the jaw or related structures or setting of fractures of the
jaw or facial bones

Transplant services performed for an Eligible Participant including the ser-
vices for the removal of an organ from a donor when the donor is not an Eligi-
ble Participant

Medical services performed by a professional provider

Services and supplies furnished as part of a professional provider’'s profes-
sional care and which are commonly included in the charge

Obstetrical delivery including pre- and post-natal care for a female Eligible
Participant

Devices (other than dental) which replace all or part of an internal body organ,
including replacement of the devices

Leg, arm, back and neck braces and artificial legs, arms and eyes, including
replacements, if required, because of a change in the Eligible Participant’s
physical condition

B. THERAPY SERVICES

Coverage is provided for the following services, when ordered by a physician:

Outpatient physical therapy
Outpatient occupational therapy
Outpatient speech therapy
C. OUTPATIENT HOSPITAL SERVICES

Coverage is provided for services for the diagnosis or treatment of an illness or
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D. OUTPATIENT PSYCHIATRIC TREATMENT

Coverage is provided for the outpatient treatment of mental illness when services
are rendered in a hospital or psychiatric facility.

Generally, coverage includes, but is not limited to, the following:

e Individual and group therapy with physicians, psychologists or other mental
health professionals authorized by the state

e Services of social workers, trained psychiatric nurses and other staff trained
to work with psychiatric patients

e Drugs and biologicals furnished to outpatients for therapeutic purposes, but
only if they are of a type which cannot be self-administered

o Activity therapies, but only those that are individualized and essential for the
treatment of your condition. The treatment plan must clearly justify the need
for each particular therapy utilized and explain how it fits into your treatment

e Family counseling service. Counseling services with members of the house-
hold are covered only where the primary purpose of such counseling is the
treatment of your condition

e Patient education programs, but only where the educational activities are
closely related to your care and treatment

e Diagnostic services for the purpose of diagnosing you when extended or di-
rect observation is necessary to determine functioning and interactions, to
identify problem areas, and to formulate a treatment plan

E. BLOOD

Coverage is provided for the reasonable cost of the first three pints of blood (or
equivalent quantities of packed red blood cells, as defined under Federal regulations)
per calendar year.

F. OUTPATIENT PRESCRIPTION DRUGS

Coverage is provided only for prescription drugs used in immunosuppressive
therapy.

G. EMERGENCY CARE

Coverage is provided for the following Medicare eligible expenses:
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L. EMERGENCY ACCIDENT

The initial treatment of bodily injuries resulting from an accident and any follow-
up care.

Il EMERGENCY MEDICAL

The initial treatment after the sudden onset of a medical condition manifesting it-
self by acute symptoms that require immediate medical attention and any follow-up
care.

H. PREVENTIVE SERVICES
Coverage is provided for the following Medicare eligible expenses:
. MAMMOGRAM SCREENING

Benefits are provided once every 12 months for all female Eligible Participants
age 40 and over, and one baseline mammogram for female Eligible Participants age 35-
39.

Il GYNECOLOGICAL SERVICES

Benefits are provided to all female Eligible Participants for pelvic exams to check
for cervical and vaginal cancer once every two years. If the Eligible Participant is of child
bearing age and has had an abnormal Pap smear within three years, or has a high risk
for cervical or vaginal cancer, coverage is provided for a pelvic exam every year. In ad-
dition to the pelvic exam, a clinical breast exam is also covered to check for breast can-
cer.

M. COLORECTAL CANCER SCREENINGS

Benefits are provided for tests or procedures when ordered by a physician for the
purpose of early detection of colorectal cancer to Eligible Participants age 50 and older
(no minimum age required for colonoscopy) as follows:

o Fecal occult blood test once every 12 months
¢ Flexible sigmoidoscopy once every 48 months

e Colonoscopy once every 24 months if the Eligible Participant is at high risk for
colon cancer, otherwise once every 10 years

e Barium enema (physician can substitute for flexible sigmoidoscopy or colon-
oscopy) once every 24 months if the Eligible Participant is at high risk for co-
lon cancer, otherwise once every 48 months
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IV. DIABETES MONITORING

Benefits are provided to all Eligible Participants with diabetes (insulin users and
non-users) for glucose monitors, test strips, lancets and self-management training.

V. BONE MASS MEASUREMENTS

Benefits are provided to certain Eligible Participants at risk for losing bone mass
once every 24 months.

VI. PROSTATE CANCER SCREENING

Benefits are provided to all male Eligible Participants age 50 and older for a digi-
tal rectal examination once every 12 months and a Prostate Specific Antigen (PSA) test
once every 12 months.

VII. VACCINATIONS

Benefits are provided to all Eligible Participants on an outpatient basis for the fol-
lowing:

e Hepatitis B vaccine immunization for individuals at a high or intermediate risk
for Hepatitis B

e Flu shots every 12 months

e Pneumococcal (pneumonia) shot upon the recommendation of a professional
provider

VIII. GLAUCOMA TESTING

Benefits are provided to all Eligible Participants at high risk for glaucoma once
every 12 months.

SECTION K-6: Medicare Coverage Outside the U.S. is Limited
Medicare will not pay for health care or supplies you receive Outside the U.S.

SECTION K-7: When does Medicare Cover Health Care
Services in a Foreign Hospital?

There are three situations when Medicare may pay for certain types of health
care services you receive Outside the U.S.:
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e You are in the U.S. when you have a medical emergency and the foreign
hospital is closer than the nearest U.S. hospital that can treat your iliness or

injury.

e You are traveling through Canada without unreasonable delay by the most
direct route to or from Alaska or another state when an emergency occurs,
and the Canadian hospital is closer than the nearest U.S. hospital that can
treat your illness or injury. Medicare determines what qualifies as “without un-
reasonable delay” on a case-by-case basis.

e You live in the U.S. and the foreign hospital is closer to your home than the
nearest U.S. hospital that can treat your medical condition, regardless of
whether it is an emergency.

In these situations, Medicare will pay only for the Medicare-covered services you
receive in a foreign hospital.

SECTION K-8: Appeal Of Adverse Benefit Determination

If you disagree with a claim denial or other determination by the Contract Admin-
istrator, you have a right to file an appeal with the Board of Trustees. For information
concerning the Appeal procedures, please refer to PART G: Benefit Claims, Eligibility
Determinations and Appeals Procedures.
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PARTL: PRESCRIPTION DRUG BENEFITS

The Fund helps pay for Prescription Drug needs by paying on a self-insured ba-
sis for part of the cost of covered Prescription Drugs for eligible Covered Participants.
The processing and administration of the Fund’s Prescription Drug Benefit Program is
done by BeneCard PBF. Such Benefits are subject to the rules in this PART L: PRE-
SCRIPTION DRUG BENEFITS, as well as being subject to all the rules in Parts A
through | of this Summary Plan Description.

SECTION L-1: Eligibility

All non-Medicare-eligible Covered Participants are covered by the Prescription
Drug Benefits of the Fund. If a Covered Participant enrolls in Medicare Part D, the Par-
ticipant’s Prescription Drug coverage under the Fund will be terminated. Thereafter,
Covered Participants will not be permitted to reinstate the Fund’s Prescription Drug
Coverage.

SECTION L-2: Schedule Of Co-Pay Levels

The co-pay levels are:

Type of Drug

At BeneCard PBF *
Participating Pharmacy

Through Mail Program

20% of the discounted Rx

Generic Drugs ) $10.00
price
Preferred Brand-Name o ,
Drugs when no Generic 20% of the discounted Rx $30.00

Equivalent is Available

price

Preferred Brand-Name
Drugs when Generic
Equivalent is Available**

20% of the discounted Rx
price plus difference
between cost of Generic
equivalent and Brand-Name
Drug

$30.00 plus difference
between cost of Generic
equivalent and Non-
Preferred Brand-Name Drug

Non-Preferred Brand-Name
Drugs when no Generic
Equivalent is Available

40% of the discounted Rx
price

$60.00

Non-Preferred Brand-Name
Drugs when Generic
Equivalent is Available**

40% of the discounted Rx
price plus difference
between cost of Generic
equivalent and Non-
Preferred Brand-Name Drug

$60.00 plus difference
between cost of Generic
equivalent and Non-
Preferred Brand-Name Drug

L-1




The Out-of-Pocket Maximum applies to Hospital, Medical, Surgical and Prescrip-
tion Drug Benefits. For a family, the combined limit for all family members is $15,800.
However, within a family there is an individual limit that cannot exceed $7,900. This
means that if any one family member reaches the $7,900, there is no further cost-
sharing for that individual.

* There is a limit to the number of Prescriptions you may receive for the same
drug. To ensure the lowest cost to you and to the Fund, you are only permitted to have
the original Prescription and two (2) refills filled at the BeneCard PBF Participating Re-
tail Pharmacy. After this has occurred, you will be required to utilize the Mail Order pro-
gram.

** Where a Participant has been granted a Prior Authorization to be permitted to
take the Preferred Brand-Name Drug or the Non-Preferred Brand-Name Drug in lieu of
the Generic, the Participant will not be required to pay the difference between the cost
of the Generic Equivalent and the Brand-Name/Non-Preferred Brand-Name Drug.

SECTION L-3: Overview Of Prescription Drug Benefits

You may purchase either Brand-Name Drugs or their Generic equivalent. You
will be responsible for paying a Retail or Mail Order Pharmacy co-pay as stated in the
Schedule of Co-Pay Levels. To ensure the lowest cost to you, it is important that you
purchase your Prescription Drugs at a BeneCard PBF Participating Pharmacy (ex-
plained in SECTION L-7: BENECARD PBF PARTICIPATING PHARMACY NETWORK
AND PHARMACY BENEFIT) or through the Fund’s Mail Order Program (explained in
SECTION L-8: MAIL ORDER PHARMACY BENEFITS). When you use a BeneCard
PBF Participating Retail Pharmacy, you will be charged the lower of the BeneCard PBF
discounted price or the pharmacy’s regular price for any Prescription Drugs that you
purchase. As with virtually all Prescription Drug plans, there are certain exclusions from
coverage and limitations, which are explained in SECTION L-13: EXCLUSIONS.

SECTION L-4: What Are “Covered Drugs” Under The Fund?

Unless subject to a specific exclusion or limitation, including those explained in
SECTION L-13: EXCLUSIONS, the Fund'’s Prescription Drug Benefit program generally
covers Medically Necessary outpatient drugs that require a Prescription under either
State or Federal law, and that are prescribed by a licensed practitioner. (Drugs requir-
ing a Prescription under federal law generally bear the legend “Caution: Federal law
prohibits dispensing without a Prescription,” and are therefore sometimes called “Leg-
end Drugs.”)

Under appropriate circumstances, the Fund also specifically treats the following
items, with a Prescription, as “Covered Drugs”:
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e Federal Legend drugs, except those specifically excluded below or limited by
the Fund (see SECTION L-13: EXCLUSIONS)

e Preventative Care Drugs and Vaccinations mandated by the Affordable Care
Act

If an item is considered to be a “Covered Drug,” the actual amount of the benefit,
if any, a Covered Person will receive depends upon the rules explained throughout this
PART L: PRESCRIPTION DRUG BENEFITS.

SECTION L-5: Generic Drug Rules
1. RULE CONCERNING USE OF GENERIC DRUGS WHEN AVAILABLE

Although the Fund—unlike many other group employee prescription benefit
plans—does not completely exclude all benefits if you choose to use a Brand-Name
Drug when an FDA-equivalent Generic Drug is available, in order for you to ensure that
you have the lowest out-of-pocket cost, you must use the Generic version of the drug
unless a Prior Authorization is obtained as described in SECTION L-10: DRUGS RE-
QUIRING PRIOR AUTHORIZATIONS.

Under the rules of the Fund, when an FDA-approved Generic Drug is available
for a specific Brand-Name Drug, the Fund will not pay any more in benefits than what
the Fund would have paid for the Generic equivalent, unless there is a Prior Authoriza-
tion for you to take a Brand-Name version of the drug. Consequently, if you choose the
more expensive Brand-Name Drug, you will be responsible for paying the difference be-
tween the cost of the Brand-Name Drug and the equivalent Generic Drug in addition to
paying the applicable Co-Pay unless a Prior Authorization is obtained as described in
SECTION L-10: DRUGS REQUIRING PRIOR AUTHORIZATIONS.

Be sure to make your Physician or other medical provider aware of this rule when
you are having a drug prescribed.

2. A WORD ABOUT GENERIC DRUGS

A Generic Drug is a drug that is chemically equivalent to the original Brand-Name
Drug. Generic Drugs must meet the same FDA standards for purity, strength and safety
as the original Brand-Name Drug. Generic Drugs also must produce the same effect in
the body and have the same active ingredients, strength and absorption rate as Brand-
Name Drugs.

Generic-Drug equivalents for Brand-Name Drugs generally become available as
the result of the patent expiring on the Brand-Name Drug, allowing it to be produced as
a Generic. The only significant difference between the Generic Drug and the Brand-
Name version of the drug is the cost. The majority of Generic Drugs are actually manu-
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factured by the same companies that produce the Brand-Name Drugs. According to the
FDA, Brand-Name manufacturers account for almost 75% of all Generic Drug produc-
tion. Many manufacturers actually make duplicate versions of their own, as well as oth-
er companies’, Brand-Name Drugs, but sell them without the Brand-Name.

By using Generic Drugs where available, you immediately save money directly,
and the Fund also saves money, which will help to keep the cost of Fund coverage af-
fordable in the long range.

SECTION L-6: Preferred vs. Non-Preferred Brand-Name
Program

As detailed in SECTION L-2: SCHEDULE OF CO-PAY LEVELS, the Fund, in an
effort to reduce costs to you and the Fund, adopted a Preferred Brand-Name Program.
The Preferred Brand-Name Program is nothing more than a list of Brand-Name Drugs
where the manufacturers of the drugs on the list have agreed to reduce their cost to
BeneCard PBF.

1. PREFERRED BRAND-NAME DRUGS

Preferred Brand-Name Drugs are medications clinically equivalent to Non-
Preferred Brand-Name Drugs, but are usually less expensive. Your Prescription Drug
program packet contains a list of drugs that qualify for this category.

2. NON-PREFERRED BRAND-NAME DRUGS

Non-Preferred Brand-Name Drugs usually cost more than other clinically equiva-
lent drugs. Your co-payment will be highest when you use these drugs, unless your
Physician provides BeneCard PBF with information that there is a Medically Necessary
reason for you to take a Non-Preferred Brand-Name version of the drug. Your Physi-
cian must follow the Prior Authorization process described in SECTION L-10: DRUGS
REQUIRING PRIOR AUTHORIZATIONS, for Preferred Brand-Name/Non-Preferred
Brand-Name substitutions.

If there is a Medically Necessary reason for you to take a Non-Preferred Brand-
Name version of the drug, you must obtain a Prior Authorization. Be sure to make your
Physician or other medical provider aware of this rule when you are having a drug pre-
scribed.

3. HOW BRAND-NAME DRUGS MAKE THE PREFERRED LIST

A team of Physicians and pharmacists selects the Preferred Brand-Name Drugs
based first on drug effectiveness and then on cost. These healthcare experts meet reg-
ularly to discuss new drugs and trends in therapy, and the list of Preferred Brand-Name
Drugs includes hundreds of medications. The list of Preferred Brand-Name Drugs
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along with Generic Drugs is known as a Formulary, which all participating pharmacists
receive. So, ask your pharmacist to check whether your prescribed drug is on the For-
mulary.

You may request a list of medications on the Formulary List by calling BeneCard
PBF Customer Service at 1-888-907-0070. You may review the Formulary list on the
BeneCard PBF website, www.benecardpbf.com. You will first have to register as a
member on the website, then you can view the Fund’s Formulary list.

SECTION L-7: BeneCard PBF Participating Pharmacy Network
And Pharmacy Benefit

For outpatient drugs that are not purchased through the Fund’s Mail Order Pro-
gram (described in SECTION L-8: MAIL ORDER PHARMACY BENEFITS), you gener-
ally must have your Prescriptions filled at a pharmacy that participates in the BeneCard
PBF Network in order to make sure you have the lowest out-of-pocket costs. Virtually
all pharmacies—including most major national chain stores—participate in the Bene-
Card PBF Network. For detailed information about the names and locations of pharma-
cies participating in the BeneCard PBF Network, you can either contact BeneCard PBF
at 1-888-907-0070, or you can search the list of Network Pharmacies by visiting the
BeneCard PBF website at www.benecardpbf.com.

The extensive BeneCard PBF Participating Pharmacy network covers all 50
states, Puerto Rico, and the U.S. Virgin Islands. The Fund has special rules regarding
the handling of Prescriptions obtained by Covered Persons while traveling outside of the
country. For more detailed information regarding these special rules, please feel free to
contact the BeneCard PBF Customer Service department.

When purchasing Prescriptions at a BeneCard PBF Participating Pharmacy, you
should identify yourself as a Participant of the Fund with coverage under the BeneCard
PBF Program, and you should present your Identification Card, along with your Pre-
scription, to the participating pharmacist. If you go to a participating BeneCard PBF
pharmacy, you will generally realize a cost savings for each Prescription, and will be re-
sponsible for paying the pharmacy the appropriate co-pay and, if applicable, the differ-
ence between the cost of the Generic equivalent and the cost of the Brand-Name Drug.

There is no limit to the number of Prescriptions allowable through your Prescrip-
tion Drug program. However, the amount of a drug that may be supplied per Prescrip-
tion or refill is the prescribed quantity, up to and including a MAXIMUM OF A 34-DAY
SUPPLY ACCORDING TO DIRECTIONS. In addition, there is a limit to the number of
Prescriptions you may receive for the same drug. To ensure the lowest cost to you and
to the Fund, you are only permitted to have the original Prescription and two (2) refills
filled at the BeneCard PBF Participating Retail Pharmacy. After this has occurred, you
will be required to utilize the Mail Order program.
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If you choose to have a Prescription for a Covered Drug filled at a pharmacy that
does not participate in the BeneCard PBF Network, you will not receive the benefit of
the discounted price and will have to pay the entire cost of the drug.

SECTION L-8: Mail Order Pharmacy Benefits

For those prescriptions you will be taking for a long term, sometimes referred to
as maintenance drugs, the Fund has a Mail Order Program which you may be able to
use for a more cost effective and more convenient way of obtaining those drugs.

The Fund’s Mail Order Program is designed to allow you to receive, in a more
convenient way and for less money, longer-term quantities of maintenance drugs (e.g.,
heart medication, blood pressure medication, diabetic medication, etc.). The Mail Order
Program is also handled through BeneCard PBF. Mail forms and envelopes are availa-
ble from the Fund’s Contract Administrator, and filing instructions are printed on each
mailer.

You can obtain up to a 90-day supply of a Prescription through the Fund’s Mail
Order Program. All of the same rules—including those concerning exclusions and con-
cerning limitations (except for the 34-day supply limitation at the local Pharmacy)—
apply the same way with respect to Prescriptions purchased through the Mail Order
Program as Prescriptions purchased at the local BeneCard PBF Participating Pharma-

cy.

You can purchase Prescriptions through the Fund’s BeneCard PBF Mail Order
Program in one of three different ways: (1) you can use the Mail Order forms from the
Fund referred to above; (2) you can do so by phone using the Interactive Voice Recov-
ery System, which enables you to renew Prescriptions at any time of the day or night by
calling 1-888-907-0070 and following the instructions that are given to you over the
phone; or (3) you can place orders over the internet at www.benecardpbf.com, and fol-
lowing the directions at that website.

Your physician may submit a prescription on your behalf by faxing the infor-
mation to BeneCard at 1-888-907-0040. The prescription should include your Identifica-
tion Number (ID#) shown on your Medical card.

If you have any questions regarding the Mail Order Program, you should feel free

to call the BeneCard PBF Mail Order Program Customer Service line at 1-888-907-
0070.

SECTION L-9: Drug Quantity Management

Drug Quantity Management is a program that is designed to make the use of
Prescription Drugs safer and more affordable. It provides you with drugs you need for
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your good health and the health of your family, while making sure you receive them in
the amount—or quantity—considered safe.

Certain drugs are included in this program. For these drugs, you can receive an
amount to last you a certain number of days. For instance, the program could provide a
maximum of 30 pills for a drug you take once a day. This gives you the right amount to
take the daily dose considered safe and effective, according to guidelines from the U.S.
Food & Drug Administration.

Drug Quantity Management also helps save money in two different ways. First, if
your drug is available in different strengths, sometimes you could take one dose of a
higher strength instead of two or more of a lower strength—which saves money over
time. For example:

You might be taking two 20 mg pills once a day. To last you a month, you
need 60 pills. But Drug Quantity Management would provide just 30 pills at a
time. You would need to get two supplies—and pay two co-payments—every
month.

With your doctor’s approval, you could get a higher strength pill. For in-
stance, you could take a 40 mg pill once a day (instead of two 20 mg pills). One
supply lasts you a month—and you have just one co-payment.

Taking your prescribed dose in a higher strength pill also helps the Fund
save money, because the Fund pays for fewer pills. By saving on drug costs, the
Fund can continue to control the rising cost of Prescription Drugs for everyone in
the Fund.

Secondly, the program also controls the cost of “extra” supplies that could go to
waste in your medicine cabinet.

1. WHAT DRUGS ARE INCLUDED IN THE DRUG QUANTITY
MANAGEMENT PROGRAM?

The Drug Quantity Management program includes drugs that could have safety
issues for you if the quantity is larger than the guidelines recommend. For instance, it
includes drugs that aren’t easily measured out, like nose sprays or inhalers. Drugs that
come in several strengths are also included.

A list of drugs in the Drug Quantity Management program is available, if you'd

like a copy. You can obtain a copy of the list by calling BeneCard PBF Customer Ser-
vice at 1-888-907-0070. We recommend that you show this list to your doctor.
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2. HOW DOES THE DRUG QUANTITY MANAGEMENT PROGRAM
WORK?

Here is what occurs at the BeneCard PBF pharmacy when a drug is included in
the Drug Quantity Management program:

a. When you hand in your Prescription, your pharmacist sees a note
on the computer system indicating that your drug is not covered for the amount
prescribed. This could mean:

You have asked for a refill too soon; that is, you should still have
some of the drug left from your last supply. Just ask your pharmacist
when it will be time to get a refill.

OR

Your doctor wrote you a Prescription for a quantity larger than the
Fund covers.

b. If the quantity on your Prescription is too large, here is what you
can do:

Have your pharmacist fill your Prescription as it's written, for the
amount that the Fund covers. You pay the appropriate co-payment.
Please note to obtain the full prescription as written by the physician you
will require a Prior Authorization and it must be reviewed clinically.

OR

Ask your pharmacist to call your doctor. If applicable, they can dis-
cuss changing your Prescription to a higher strength, where one is availa-
ble. In most cases, if your doctor approves this change you’ll have fewer
co-payments because you’ll receive your drugs just once a month. And
you can get the approved amount covered by the Fund.

OR

Ask your pharmacist to contact your doctor about getting a “Prior
Authorization,” as described in SECTION L-10: DRUGS REQUIRING
PRIOR AUTHORIZATIONS. That is, your doctor can call BeneCard PBF
to request that you receive the original amount and strength he/she pre-
scribed. During this call, your doctor and a BeneCard PBF representative
may discuss how your medical problem requires a drug in larger quantities
than the Fund usually covers. They may consider safety issues about the
amount of a drug you’re going to receive. The BeneCard PBF representa-

L-8



tive will check the Fund’s guidelines to see if your drug can be covered for
a larger quantity. BeneCard PBF’s Prior Authorization phone lines are
open 24 hours a day, seven days a week, to make this request. Please
note the approval process depends on BeneCard PBF getting in touch
with your doctor in order for a determination to be made right away.

3. WHAT HAPPENS WHEN YOU SEND IN A PRESCRIPTION FOR MAIL-
ORDER DELIVERY, BUT ARE CONTACTED AND TOLD THE DRUG IS IN A DRUG
QUANTITY MANAGEMENT PROGRAM?

The Mail Order Pharmacy will try to contact your doctor to suggest either 1)
changing your Prescription to a higher strength, or 2) asking for a Prior Authorization or
fill for up to the quantity limit allowed by the Fund. If the Mail Order Pharmacy doesn’t
hear back from your doctor within two days, they will fill your Prescription for the quanti-
ty covered by the Fund. To save time, you may want to let your doctor know that the
BeneCard PBF Mail Order Pharmacy may be calling.

SECTION L-10: Drugs Requiring Prior Authorizations

Prior Authorization is the process of obtaining approval to receive certain drugs.
Certain drugs—including all Specialty Drugs—have been selected for Prior Authoriza-
tion because there is a high potential for inappropriate use or a safety concern. Inap-
propriate use can lead to a situation where the prescribed drug is not effective for your
specific medical condition.

1. WHAT IS PRIOR AUTHORIZATION?

Prior Authorization is a program that helps you get Prescription Drugs you need
with safety, savings and—most importantly—your good health in mind.

The program monitors designated Prescription Drugs and their costs, so you can
get the right drug at the right cost. The drugs requiring Prior Authorization may change
from time to time. You can find the current list of drugs at www.benecardpbf.com to
check for any additions or deletions. Prior Authorization makes sure you are getting a
cost-effective drug that works for you.

For instance, Prior Authorization ensures that covered drugs are used for treating
medical problems rather than for other purposes.

For example: A medicine may be in the program because it treats a serious skin
condition, but it could also be used for cosmetic purposes, such as reducing wrinkles.
To make sure your medicine is used to treat a medical condition and to promote your
health and wellness, the Fund covers it only when a doctor prescribes it for a medical
problem.
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When your pharmacist tells you that your Prescription needs a Prior Authoriza-
tion, it simply means that more information is needed to see if the Fund can cover the
drug. Only your doctor (or sometimes a pharmacist) can provide this information re-
quested to process a Prior Authorization.

2, HOW PRIOR AUTHORIZATION WORKS
Here’s what occurs when a Prescription Drug needs a Prior Authorization:

a. When you hand in your Prescription, your pharmacist sees a note
on the computer system indicating “Prior Authorization required.” Your pharma-
cist lets you know that your Prescription needs a Prior Authorization—which
simply means that more information is needed to determine if the Fund can cover
the drug.

b. What you can do:

You can ask your doctor to call BeneCard PBF. Only your doctor (or
sometimes a pharmacist) can give BeneCard PBF the information needed to see
if your drug can be covered. The Prior Authorization phone lines are open 24
hours a day, seven days a week, so that a determination can be made as soon
as the doctor responds.

Your doctor or pharmacist will be asked questions about your specific
condition. If the information provided meets the Fund’s requirements, you pay
the Fund’s appropriate co-payment at the pharmacy.

A Prior Authorization will be considered by BeneCard PBF if/when your
Physician faxes the appropriate documentation to the BeneCard PBF Prior Au-
thorization Department:

Dr. Fax Line: 609-219-0208 or 609-219-1078

Your physician may also call BeneCard PBF to discuss a Prior Authoriza-
tion or obtain clinical information at 609-219-0400.

Documentation will be reviewed by a clinical team. If it meets the required
criteria, a Prior Authorization will be entered in the system to allow you to just pay
the co-pay and not the cost difference. Clinical review may take up to 72 hours
from receipt of the fax. Prior Authorization expires after one year.

OR

You can ask your doctor if you could use another medication that is cov-
ered by the Fund.
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OR

You can ask your pharmacist to fill a small supply of your Prescription right
away. You will have to pay full price for this drug.

OR
You can simply pay full price for the entire Prescription at your pharmacy.

C. If your doctor (or pharmacist) calls for a Prior Authorization, a
BeneCard PBF licensed pharmacist will:

e check the Fund’s guidelines to see if your Prescription Drug can be covered,
and

e note whether the Fund will cover the drug only when it's used for treating
specific medical conditions, rather than for other purposes.

To obtain additional information regarding the procedures for Prior Authorization
by BeneCard PBF, please call Member Services at 1-888-907-0070.

SECTION L-11: Specialty Pharmacy
1. WHAT IS A SPECIALTY PHARMACY?

The Specialty Pharmacy not only supplies the prescribed drug and related sup-
plies (such as needles and syringes), but also provides clinical support to you to help
improve compliance with taking the Specialty Drug as well as convenient delivery. All
prescriptions for Specialty Drugs are subject to Prior Authorization as described in Sec-
tion 10 of this Part L.

Specialty Drugs are medications that require special handling, personalized care,
monitoring or special delivery needs. These products, whether injectable or non-
injectable medications, require specialized clinical management, patient education and
training, as well as specific packing, handling and shipping requirements.

Examples of common disease states for Specialty Drugs (this list not all-
inclusive): Cancer, Anemia, Respiratory Syncytial Virus, Multiple Sclerosis, Crohn’s
Disease, Transplant, Growth Hormone Deficiency, Anticoagulation, HIV/AIDS, Hepatitis,
Infertility, Rheumatoid Arthritis, Cystic Fibrosis.
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2. HOW WILL YOUR SPECIALTY DRUGS BE FILLED BY THE
SPECIALTY PHARMACY, AND WHAT IS THE APPLICABLE CO-PAY?

When you submit a Prescription for a Specialty Drug to a participating BeneCard
PBF Retail Pharmacy, the Prescription will be forwarded to the Specialty Pharmacy for
Prior Authorization if BeneCard determines that it is medically necessary that the Spe-
cialty Drug be filled immediately. You will be informed that you are permitted to have
the initial Prescription for the Specialty Drug filled at the Retail Pharmacy, but that you
will have to have any future refills filled by the Specialty Pharmacy. After you receive
your initial Specialty Drug Prescription at the Retail Pharmacy, you will be contacted by
a representative of the Specialty Pharmacy who will help you process future refills of the
Prescription through the Specialty Pharmacy. . If BeneCard determines that it is not
medically necessary that the Specialty Drug be filled immediately at the Retail Pharma-
cy, you will be contacted by a representative of the Specialty Pharmacy who will help
you process the prescription through the Specialty Pharmacy for the first fill.

Specialty medications that are filled through the BeneCard Specialty Pharmacy
can be called or faxed in by a healthcare professional. Prior to dispensing, the prescrip-
tion will be verified to ensure accuracy including dosing, diagnosis, and that the pre-
scription follows the manufacturer's recommendations and clinical guidelines. A review
of your profile will be conducted to identify any potential issues such as: inappropriate
drug therapy, therapeutic duplication, under- or over-utilization, drug-drug interactions,
drug-allergy interactions, drug-disease contraindications, and drug-gender contraindica-
tions for all your medications. The Specialty Pharmacy staff will then contact you and
obtain any other pertinent information needed prior to dispensing the medication, and
will counsel you on all important information regarding your medications and their dis-
ease states. Education is a key component to products that require special handling,
personalized care, monitoring and special delivery needs. These counseling sessions
will occur with each prescription fill, and are customized to the specific medication and
your specific needs to ensure the special needs of each medication and disease state
are met. Your compliance and appropriate administration is important with these medi-
cations to ensure positive outcomes. Since these products require special counseling,
monitoring and follow up, they are filled through our Specialty Pharmacy.

All Specialty Drug Prescriptions will be subject to a $30.00 co-pay, and you
will obtain up to a 30-day supply per Prescription.

3. HOW DOES THE SPECIALTY PHARMACY PROCESS THE
PRESCRIPTION?

When a Prescription is received by the Specialty Pharmacy, you will be contact-
ed by telephone by a representative of the Specialty Pharmacy. During this telephone
call, the representative obtains information from you concerning allergies, medical histo-
ry and additional drugs that you are taking. For every Prescription dispensed at the
Specialty Pharmacy, you will receive a minimum of three clinical consultations from a
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representative at the Specialty Pharmacy. Consultations will include patient and physi-
cian outreach to assess appropriate dose and use of the medication. The representa-
tive will counsel you on appropriate administration, management of potential side ef-
fects, and proper dosing of the prescribed medication.

4, HOW CAN YOU CONTACT THE SPECIALTY PHARMACY?
You can contact the Specialty Pharmacy at 1-888-907-0070.

SECTION L-12: Step Therapy Program
1. WHAT IS A STEP THERAPY PROGRAM?

The Program is a two-step approach to provide pharmacy and mail order phar-
macy benefits for clinically appropriate and cost-effective drugs to be the first step
(“Step-One Drugs”) to treat a specific condition before alternate, more costly drugs in
the same class (“Step-Two Drugs”) are tried. The Step Therapy Program is also utilized
for Specialty Drugs. The goal of using Step Therapy is to utilize less expensive Step-
One alternatives, and have the more costly Step-Two medications available when nec-
essary.

The first time you have a Prescription filled for one of these classes of drugs, or if
it has been 180 days since you had a Prescription filled for one of these classes of
drugs, Step Therapy requires trial of a Step-One drug before a Step-Two drug will be
covered under the Fund. Step-One drugs are less expensive (usually Generic) drugs
known to be safe and effective for most people. These drugs should be tried first be-
cause they can provide the same health benefits as more expensive drugs, at a lower
price. If a Step-One drug does not provide the therapeutic benefit required, a Step-Two
drug is the next option. Step-Two drugs (according to BeneCard PBF clinical criteria)
are covered by the Fund only after an equally appropriate, cost-effective Step-One drug
is tried. Step-Two drugs are Brand-Name Drugs, such as those you see advertised on
TV.

A Generic Step-One medication will cost the Fund, on average, between 30%
and 80% less than the equivalent Brand-Name Step-Two drug.

The Drug Categories and Conditions included in the Step Therapy Program may
change from time to time, and if they do, you will receive a notification of any additions
or deletions.

A. HOW DOES STEP THERAPY WORK?

When writing a Prescription, your doctor may be able to choose from many drugs
that provide the same therapeutic benefit. Ask your doctor to prescribe a Step-One
drug whenever possible. You will pay the Generic co-pay for Step-One drugs.
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If you present a Prescription for a Step-Two drug to the pharmacy, the pharmacy
will search BeneCard PBF’s online computer records to see if you have used a Step-
One drug in the past 180 days. If the system finds record of a Step-One drug, your
Prescription will be processed. You will pay the Formulary co-pay for Formulary Step-
Two drugs and the non-Formulary co-pay for non-Formulary Step-Two drugs.

If the BeneCard PBF system does not find a record of a Step-One drug filled in
the past 180 days, your claim for the Step-Two drug will be denied. You or the pharma-
cist must then contact your Physician to change the Prescription to a Step-One drug, or
obtain a Prior Authorization from BeneCard PBF’s Prior Authorization Department (as
described in SECTION L-10: DRUGS REQUIRING PRIOR AUTHORIZATIONS) for
use of the Step-Two drug, or you may obtain the Prescription by paying the full cost of
the Step-Two drug.

In certain situations, Prior Authorization for a Step-Two drug will be granted with-
out trial of a Step-One drug if special medical criteria have been met. Your doctor can
contact the BeneCard PBF Prior Authorization Department to provide supporting medi-
cal necessity information when requesting coverage of a Step-Two drug.

If the BeneCard PBF system shows you have been using a Step-Two medica-
tion, you will continue to have coverage for that medication at the appropriate Formulary
or non-Formulary co-pay.

The Step Therapy Program also applies to Prescriptions submitted through the
BeneCard PBF Mail Order Pharmacy. The guidelines for the Step Therapy Program
discussed above for BeneCard PBF Participating Pharmacies also apply to the Bene-
Card PBF Mail Order Pharmacy.

B. WHY DID THE FUND IMPLEMENT A STEP THERAPY
PROGRAM?

A Step Therapy Program helps to ensure that Participants receive the most ap-
propriate drug while helping to manage Prescription costs for you and the Fund.

SECTION L-13: Exclusions

In addition to the Exclusions set forth in PART F: BENEFIT AND COVERAGE
EXCLUSIONS that are applicable to all types of benefits, there are also some special
exclusions, and some special limitations, that apply specifically to Prescription Drug
Benefits.

1. COMPLETE EXCLUSION:

e Physician-administered Injectables
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Unit Dose

Biologics Minus ACA
DESI Medications

IV Medications

Implants

oTC

Repackaged

Vaccines Not Mandated by the Affordable Care Act
Allergy Serum
Alternative Medications
Anabolic Steroids
Biologicals

Blood and Blood Plasma
Cosmetics

Diagnostic (Non-Diabetic)
Fluoride Preparations
Glucometer

Hair Growth
Homeopathic

Medical Supplies
Nutritional and Dietary
OTC — Special

Rhogam

Vaginal Contraceptive Devices
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o Weight Loss
e Yohimbine

2. PARTIAL LIMITATION APPLICABLE TO ON-DEMAND MALE SEXUAL
DYSFUNCTION DRUGS:

The number of dosages and/or units of drugs utilized to treat On-Demand Male
Sexual Dysfunction (MSD) will be limited to six (6) doses and/or units of medication per
thirty (30) days at retail, or eighteen (18) doses and/or units of medication per ninety
(90) days at Mail Order. There is no limitation for daily dosing Male Sexual Dysfunction
drugs.

SECTION L-14: Delegation Of Benefit Claim And Appeal
Procedures

The Fund has delegated to BeneCard PBF the authority and responsibility to ini-
tially determine the extent of benefits to which any Participant is entitled under the Fund.

SECTION L-15: Procedures For Appeal To The Board Of
Trustees For Denial Of Pre-Authorization

1. If your request for Prior Authorization was not approved because there
was insufficient information, you will be given fifteen (15) days to submit the additional
information requested by BeneCard PBF. If this additional information is not submitted,
or your request for Prior Authorization is denied, you may do one of the following:

a. You or your doctor may request to speak with the clinical depart-
ment to determine the applicable criteria by calling the clinical department or
submitting a request for more information regarding the clinical nature of the
product and its approved uses.

b. You may choose to contact your Physician.

i Your Physician may choose to initiate different drug therapy
to meet both your clinical needs and the Fund’s coverage criteria.

ii. If BeneCard PBF was unable to approve your request be-
cause of insufficient information, or if either you or your Physician believe
additional information should have been considered in connection with
your Prior Authorization request, your Physician may submit additional in-
formation for BeneCard PBF’s review by phone at 609-219-0400, or in
writing by sending a letter to the BeneCard PBF Prior Authorization De-
partment, 5040 Ritter Road, Mechanicsburg, PA 17055. If coverage is
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justified based on the additional information submitted by your Physician,
the Prescription will be processed under the terms of the Fund.

iii. As an alternative, or in addition, to having your Physician
contact the BeneCard PBF Prior Authorization Department as described in
the preceding paragraph, your denied request may be appealed in ac-
cordance with the procedures described below in Paragraph 3.

2. You may Choose to Continue Therapy with the Denied Drug.

If, after discussion with your Physician, you and your doctor decide to continue
therapy with the denied drug, you will be responsible for all charges, or you can appeal
the decision.

3. If your request was denied, you may choose to immediately appeal this
denial.

See PART G: BENEFIT CLAIMS, ELIGIBILITY DETERMINATIONS AND AP-
PEALS PROCEDURES for procedures for appealing to the Board of Trustees.
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PART M: DENTAL BENEFITS

Dental Benefits, which are provided on a self-insured basis by the Fund, are ad-
ministered by Delta Dental of Pennsylvania. Such benefits are subject to the Rules in
this PART M: DENTAL BENEFITS, as well as being subject to all the rules in Parts A
through | of this Summary Plan Description.

SECTION M-1: Eligibility
All Covered Participants are covered by the Dental Benefits of the Fund.

SECTION M-2: Deductible

All Retired Participants and their Dependents are required to pay the first $25.00
of covered benefits per Contract Year. The Contract Year is November 1 through Octo-
ber 31.

SECTION M-3: Payment Of Covered Expenses

Claims for dental benefits under the Fund are handled by the following private
Claims Payor, which has been hired by the Fund:

Delta Dental of Pennsylvania
One Delta Drive
Mechanicsburg, PA 17055-6999
(717) 766-8500
(Toll Free in PA) 800-932-0783
(Toll Free Outside PA) 800-233-0323
Web: www.deltadentalins.com

The Group Number assigned by Delta Dental to the dental program covering par-
ticipants of the Fund is 10009. You will need to know this Group Number when filing a
claim for dental benefits under the Fund.

1. PARTICIPATING DENTISTS

There are licensed Dentists who have entered into an agreement with Delta to
abide by Delta’s policies regarding services, your portion of the charged fees, and other
matters. These Dentists are known as Participating Providers. The Fund has provided
you with a booklet setting forth a current list of Delta Dental Participating Dentists. If for
some reason the Participating Dentists Booklet was not supplied or given to you, please
notify the Contract Administrator or Delta Dental at the phone numbers listed above,
immediately and one will be promptly provided to you. Periodically updated Participat-
ing Dentists Booklets will be forwarded to you by the Fund as the list of Participating
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Dentists changes. In the event that you lose your Participating Dentists Booklet or de-
sire an update to the Booklet, please contact Delta Dental and a replacement Booklet
will be promptly provided to you without cost. Names of Participating Dentists can be
obtained upon request by calling Delta at the phone numbers listed above, or from the
Delta internet website at www.deltadentalins.com

2. PAYMENT FOR SERVICES

Payment for services performed for you by Participating Dentists is calculated by
Delta on a Usual, Customary, and Reasonable or the fee charged, whichever is less
("UCR Allowance” or “Maximum Allowable Fee”) basis. Participating Dentists have
agreed to accept the UCR Allowance as full payment for services covered by the Fund.
Delta calculates its share of the UCR Allowance using the previously described Co-
payment Schedule (“Delta Payment”) and sends it to the Participating Dentist. Delta ad-
vises you of any charges not payable by Delta for which you are responsible (“Patient
Payment”). These are generally your share of the UCR Allowance, the co-payments,
deductibles, charges where maximums have been exceeded, or charges for services
not covered by the Fund.

Payment for services performed for you by a Non-Participating Dentist is also
calculated by Delta on a UCR Allowance basis using the previously described Co-
payment Schedule, but Delta pays its Delta Payment to you. You are responsible for
payment of the Non-Participating Dentist’s total fee, which may include amounts in addi-
tion to your share of the UCR Allowance and services not covered by the Fund.

3. PREDETERMINATION OF BENEFITS

If total charges for a treatment plan exceed $300.00, predetermination is a condi-
tion of approval of the charges for payment. The dentist is requested to submit the claim
form in advance of performing services. Delta will act promptly in returning a predeter-
mination voucher to the dentist and you with verification of Patient eligibility Scope of
benefits Definition of 60-day period for completion of services.

The notification shall also state the amount which will be paid by you and Delta
provided the Covered Participant to be treated is eligible on the date when each respec-
tive procedure is commenced, the procedures are completed within a sixty (60) day pe-
riod following the date of the predetermination notice, the claim is submitted not more
than six months after the date of service and the benefits continue to be within applica-
ble benefit maximums and frequency of procedure limitations. Subject to the continuing
eligibility of the Covered Participant to be treated, applicable benefit maximums not be-
ing exhausted and the continuing inapplicability of frequency of procedure limitations,
Delta will grant extensions of a benefit predetermination period upon request from the
attending dentist or Covered Participant to be treated.
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SECTION M-4: Covered Expenses
1. COVERED BENEFITS
A. DIAGNOSTIC

Procedures to assist dentists in evaluating existing conditions and to determine
the required dental treatment, including but not limited to visits, exams, diagnosis and X-
rays.

B. PREVENTIVE

Procedures to prevent the occurrence of all disease, including prophylaxis
(cleaning), topical application of fluoride solutions (limited to age 19), space maintain-
ers, when used to maintain existing space.

C. BASIC RESTORATIVE

Amalgam, composite, Synthetic porcelain and plastic restorations for treatment of
carious lesions.

D. MAJOR RESTORATIVE

Single crowns, inlays and onlays, gold or cast restorations, when teeth cannot be
restored with amalgam, synthetic porcelain or plastic restorations.

E. ORAL SURGERY

Extraction and oral surgery procedures, including pre- and post-operative care
and general anesthesia when administered by a dentist for a covered oral surgery pro-
cedure.

F. ENDODONTIC
Procedures for pulpal therapy and root canal filling.
G. PERIODONTIC

Surgical and non-surgical procedures for treatment of gums and supporting
structures of teeth. Post-treatment periodontal prophylaxis is benefited four times in any
twelve consecutive months. This number shall be reduced by the number of routine
prophylaxes received during that twelve-month period so that the total number of
prophylaxes, including routine and periodontal, shall not exceed four.
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H. PROSTHODONTIC

Procedures for construction or repair of fixed bridges, partial or complete den-
tures; implant surgical placement and removal; and for implant supported prosthetics,
including implant repair and recementation.

. ORTHODONTIC
Procedures for straightening teeth (for Dependent children to age 19).

Payment Schedule

Paid by Benefit Fund Paid by You
Diagnostic 100% 0%
Preventive 100% 0%
Basic Restorative 100% 0%
Oral Surgery 80% 20%
Endodontic 80% 20%
Periodontic 80% 20%
Major Restorative 60% 40%
Prosthodontic 60% 40%
Orthodontic 60% 40%

The above-covered percentages are payable to participating dentists or you, and
are subject to the following limitations: Maximum benefit is $2,000.00 per person based
on a contract year. The contract year is from November 1 of a given year to October 31
of the following year. The orthodontic maximum is $2,000.00 lifetime per patient. For
Covered Participants age fourteen (14) and under, Diagnostic, Preventive and Basic
Restorative services shall not be applied against the contract year maximum benefit of
$2,000.00. All other covered services shall be applied against the contract year maxi-
mum benefit of $2,000.00

This schedule is applied according to the payment for services criteria explained
under “Payment for Services,” above.

SECTION M-5: Benefit Limitations
The above-described benefits shall be limited as follows:
1. LIMITATION ON OPTIONAL TREATMENT PLAN

In all cases in which there are optional plans of treatment carrying different
treatment costs, payment will be made only for the applicable percentage of the least
costly course of treatment, so long as such treatment will restore the oral condition in a
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professionally accepted manner, with the balance of the treatment cost remaining the
responsibility of the Eligible Participant. Such optional treatment includes, but is not lim-
ited to, specialized techniques involving gold, precision partial attachments, overlays,
implants, bridge attachments, precision dentures, shoulders on crowns or other means
of unbundling procedures into individual components not customarily performed alone in
generally accepted dental practice.

2. LIMITATION ON MAJOR RESTORATIVE BENEFITS

If a tooth can be restored with amalgam, synthetic porcelain or plastic, but the El-
igible Participant and the dentist select another type of restoration, the obligation of Del-
ta shall be only to pay the applicable percentage of the fee appropriate to the least cost-
ly restorative procedure. The balance of the treatment shall be considered a dental
treatment excluded from coverage of the dental care program.

Replacement of crowns, inlays and onlays shall be provided no more often than
once in any five-year period, and then only in the event that the existing crown, inlay or
onlay is not satisfactory and cannot be made satisfactory. The five-year period shall be
measured from the date on which the restoration was last supplied, whether paid for
under the provisions of the Fund, under any prior dental care contract, or by the Eligible
Participant.

3. LIMITATION ON DIAGNOSTIC AIDS

Full mouth X-rays and Panorex X-rays accompanied by bitewing X-rays are lim-
ited to once in any three-year period. Bitewing X-rays are limited to once in any six-
month period. Periodic examinations of the full mouth are limited on once in any six-
month period. When an Enrollee is pregnant, one additional oral examination shall be
permitted during any 12-month period.

4, LIMITATION ON FLUORIDE AND PROPHYLAXES

Fluoride applications as a benefit are limited to once in any six- (6) month period
up to age 19. Prophylaxes and fluoride application may be performed either together or
separately. Prophylaxes are limited to one in any six-month period. When an Eligible
Participant is pregnant, the Eligible Participant shall receive an additional pregnancy
benefit which includes either one (1) additional routine prophylaxis during the twelve-
(12) month period, or one (1) additional periodontal scaling and root planning per quad-
rant in any twelve- (12) month period, subject to the normal periodontal reporting guide-
lines. Written confirmation of the pregnancy must be provided by the Eligible Participant
when the claim is submitted.
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5. LIMITATION ON PROSTHODONTIC BENEFITS

Replacement of an existing denture will be made only if it is unsatisfactory and
cannot be made satisfactory. Services which are necessary to make such appliances fit
will be provided in accordance with the Fund. Prosthodontic appliances and abutment
crowns will be replaced only after five (5) years have elapsed following any prior provi-
sion of such appliances and abutment crowns under any Fund procedure. Implants
provided under any Delta Dental plan will be replaced only after five (5) years have
passed. Replacement of an implant-supported prosthesis not provided under a Delta
Dental program will be covered if it is unsatisfactory and cannot be made satisfactory,
but only after five (5) years have passed. Implant removal is limited to once for each
tooth during the Enrollee’s lifetime.

6. LIMITATION ON ORTHODONTIC BENEFITS

Orthodontic benefits are limited to devices and procedures for the correction of
malposed teeth of Dependents up to age 19 or to the date eligibility terminates, which-
ever occurs first. The obligation of the Fund to make monthly or other periodic payments
for orthodontic treatment will cease upon termination of treatment for any reason prior to
completion of the procedure. The Fund will not make any payment for repair or re-
placement of orthodontic appliances furnished pursuant to the Fund.

7. LIMITATION ON PERIODONTAL SURGERY

Benefits for periodontal surgery in the same quadrant are limited to once in any
five- (5) year period. The five- (5) year period shall be measured from the date on
which the last periodontal surgery was performed in that quadrant, whether paid for un-
der the provisions of this Plan or by the Eligible Participant.

SECTION M-6: Exclusions From Coverage For Dental Benefits

In addition to the general rules concerning exclusions from coverage in PART F:
BENEFIT AND COVERAGE EXCLUSIONS, the following specific exclusions apply to
dental benefits. No benefits are payable under this PART M: DENTAL BENEFITS for:

1. Treatment or materials with respect to congenital skeletal malformation or
treatment of enamel hypoplasia (lack of development), except that this exclusion shall
not affect eligible newborn children.

2. Treatment that increases the vertical dimension of an occlusion, replaces
tooth structure lost by attrition or erosion or otherwise.

3. Treatment or materials primarily for cosmetic purposes, including but not

limited to treatment of fluorosis (a type of discoloration of the teeth) and porcelain or
other veneers not for restorative purposes.
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4. Periodontal splinting, equilibration, gnathological records and associated
treatment and extra-oral grafts.

5. Preventive plaque control programs, including oral hygiene and dietary in-
struction programs.

6. Fissure sealants.
7. Temporomandibular joint dysfunction.
8. Prescription drugs, including topically applied medication for treatment of

periodontal disease, pre-medication, analgesias, separate charges for local anesthetics,
general anesthesia except for oral surgery.

9. Experimental procedures which have not been accepted by the American
Dental Association.

10. Charges for hospitalizations, including hospital visits.

11.  Dental practice administrative services, including but not limited to prepa-
ration of claims; any non-treatment phase of dentistry such as provision of an antiseptic
environment, sterilization of equipment or infection control; or any ancillary materials
used during the routine course of providing treatment, such as cotton swabs, gauze,
bibs, masks, or relaxation techniques such as music.

12. Replacement of existing restorations for any purpose other than restoring
active carious lesions or demonstrable breakdown of the restoration.

13.  Personalization or characterization, such as jewels or lettering.

14. Adult orthodontics.

SECTION M-7: Coordination Of Benefits

If separate dental benefits are available to the member, spouse or Dependents
under other programs, there are specific conditions applicable to determination of pay-
ment. The ratio of each carrier’s liability to total cost incurred is reviewed. Payment is
made according to the “birthday” rule adopted by most insurance carriers, but in no
case does Delta pay in excess of its total contractual obligation if it were the only carrier
involved. If the other carrier determines its benefits first, Delta will pay any difference
between the amount paid by the other carrier and the charge for the covered service, to
the extent of Delta’s benefit for the given procedure.
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SECTION M-8: Delegation Of Benefit Claim And Appeal
Procedures

The Fund has delegated to Delta the authority and responsibility to initially de-
termine the extent of benefits to which any Participant is entitled under the Fund, and to
receive and determine any appeals relating to benefit determinations.

SECTION M-9: Claims Procedure

Attending Dentist’s Statement (claim form) will be sent to you to replace each
claim form submitted to Delta. For your convenience, these claim forms have been pre-
printed with your group number and the name of the Fund. When you use the form,
please fill in Sections 1 through 9, and sections 13 through 15. Blank claim forms are
also available at dental offices. Covered Participant Social Security Number and group
number (10009) are very important. Your dentist will complete an examination and rec-
ommend needed treatment. If treatment is to be extensive, your dentist may send the
claim form to Delta in advance (see above, Predetermination).

When services are completed, you will be asked to sign the form, and your den-
tist will submit it to Delta. The claim form may also be submitted by you, if desired.

Timely submission of claims is important. Claims submitted six months or more
beyond the date of service will not be eligible for payment.

If your child is currently receiving orthodontic treatments or is about to receive or-
thodontic treatments, you should complete the following information on a claim form and
submit it to Delta:

e Patient’s name, relationship to Employee, date of birth, and whether a full-
time student.

e Covered Employee’s name, Social Security number, address, trust Fund
name, whether other family members are employed and if they have dental
coverage.

Ask your dental office to complete the area marked for the dentist's name, ad-
dress, dental license number, Social Security number or tax identification number, and
telephone number.

Your dental office can also complete the following information on the claim form:
e the type of treatment;

o the date the bands were placed;
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¢ the initial case fee;

e the cost for diagnostic work-up;

e the monthly payment due;

o the total case fee; and

e the previous carrier’s payment to date (if applicable).

Sign the claim and ask the dentist performing the treatment to sign the claim.

Delta will calculate the Fund’'s monthly payment based upon the above infor-
mation. Delta sends the Fund’s payments automatically on a quarterly basis (covering
three months with each payment) directly to the offices of Participating Dentists or to
you if the dental office does not participate with Delta. Therefore, you and the dental of-
fice do not need to re-submit the claim for periodic payments. However, you are ex-
pected to notify Delta if treatment ceases early.

Delta attempts to process all claims within a reasonable processing time. If a
claim will be delayed more than 60 days, Delta will notify you in writing stating the rea-
son for the delay.

Routine claims questions can be handled by writing to Delta or calling Delta at
(717) 766-8500 or toll-free at (800) 932-0783.

Any dissatisfaction with adjustments made or denials of payment should be
brought to the attention of the Contract Administrator. The Contract Administrator will
advise you of your rights of appeal or other recourse.

SECTION M-10: How To Have A Claim Denial Reviewed:

If a claim is denied in whole or in part, Delta shall notify you and your attending
dentist of the denial in writing within thirty (30) days after the claim is filed, unless spe-
cial circumstances require an extension of time, not exceeding fourteen (14) days, for
processing. If there is an extension, you and your attending dentist shall be notified of
the extension and the reason for the extension within the original thirty (30) day period.
If an extension is necessary because either you or your attending dentist did not submit
the information necessary to decide the claim, the notice of extension shall specifically
describe the required information. You or your attending dentist shall be afforded at
least forty-five (45) days from receipt of the notice within which to provide the specified
information.

The notice of denial shall explain the specific reason or reasons why the claim
was denied in whole or in part, including a specific reference to the pertinent Contract
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provisions on which the denial is based, a description of any additional material or in-
formation necessary for you to perfect the claim and an explanation as to why such in-
formation is necessary. The notice of denial shall also contain an explanation of Delta’s
claim review and appeal process and the time limits applicable to such process, includ-
ing a statement of your right to bring a civil action under ERISA. The notice shall refer to
any internal rule, guideline, and protocol that was relied upon (and that a copy will be
provided free of charge upon request). The notice shall state that if the claim denial is
based on lack of dental necessity, experimental treatment or a clinical judgment in ap-
plying the terms of the Contract, an explanation is available free of charge upon request
by either you or your attending dentist.

If you or your attending dentist want the denial of benefits reviewed, you or your
attending dentist must write to Delta within one hundred and eighty (180) days of the
date on the denial letter. The letter should state why the claim should not have been
denied. Also any other documents, data information or comments which are thought to
have bearing on the claim including the denial notice, should accompany the request for
review. You or your attending dentist are entitled to receive upon request and free of
charge reasonable access to and copies of all documents, records, and other infor-
mation relevant to the denied claim. The review will take into account all comments,
documents, records, or other information, regardless of whether such information was
submitted or considered in the initial benefit determination. If you do not appeal the de-
nial of benefits, the determination shall be final and binding.

The review shall be conducted for Delta by a person who is neither the individual
who made the claim denial that is the subject of the review, nor the subordinate of such
individual. If the review is of a claim denial based in whole or in part on a lack of dental
necessity, experimental treatment, or a clinical judgment in applying the terms of the
Contract, Delta shall consult with a dentist who has appropriate training and experience
in the pertinent field of dentistry and who is neither the Delta Dental Consultant who
made the claim denial nor the subordinate of such consultant. The identity of the Delta
Dental Consultant whose advice was obtained in connection with the denial of the claim
whether or not the advice was relied upon in making the benefit determination is also
available on request. In making the review, Delta will not afford deference to the initial
adverse benefit determination.

If after review, Delta continues to deny the claim, Delta shall notify you and your
attending dentist in writing of the decision on the request for review within thirty (30)
days of the date the request is received. Delta shall send you or your attending dentist a
notice, which contains the specific reason or reasons for the adverse determination and
reference to the specific Contract provisions on which the benefit determination is
based. The notice shall state that you are entitled to receive, upon request and free of
charge, reasonable access to, and copies of all documents, records and other infor-
mation relevant to the claim for benefits. The notice shall also state that you have a right
to bring an action under ERISA. No legal action may be commenced or maintained
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by you against the Fund more than six (6) months after the receipt of the deci-
sion.

If in the opinion of you or your attending dentist, the matter warrants further con-
sideration, you or your attending dentist should advise Delta in writing as soon as pos-
sible. The matter shall be immediately referred to Delta’s Dental Affairs Committee. This
appeal procedure is not mandatory, but is voluntary. This stage can include a clinical
examination, if not done previously, and a hearing before the Delta’s Dental Affairs
Committee if requested by you or your attending dentist. The Dental Affairs Committee
will render a decision within sixty (60) days of your initial request for review described in
the previous Paragraph (initial sixty (60) day period). The decision of the Dental Affairs
Committee shall be final insofar as Delta is concerned.

At any time during the review process, Delta may determine that an extension of
time is required. In unusual cases, such as those which require review by a dental spe-
cialist of technical records, the review may take longer than the initial sixty (60) day pe-
riod. In such cases, written notice of the extension shall be furnished to you prior to the
termination of that period. In no event shall such extension exceed a period of sixty (60)
days from the end of the initial sixty (60) day period. The extension notice shall indicate
the special circumstances requiring an extension of time and the date by which Delta
expects to render the determination on review.

In the case of a claim involving urgent care, Delta shall notify you of its benefit
determination, whether adverse or not, as soon as possible, but not later than seventy-
two (72) hours after receipt of the request for review. Delta shall include in its notifica-
tion a description of the expedited appeal process applicable to urgent care claims re-
view. If you fail to provide sufficient information, Delta shall notify you as soon as possi-
ble, but not later than twenty-four (24) hours after receipt of the claim of the specific in-
formation necessary to complete the claim. Delta shall notify you of the determination as
soon as possible, but no later than forty-eight (48) hours after the earlier of Delta’s re-
ceipt of the specified information, or the end of the period you were afforded to provide
the specified additional information.
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PART N: VISION CARE BENEFITS

Vision Care Benefits, which are provided on a self-insured basis by the Fund, are
administered by the Fund’s Contract Administrator. Such benefits are subject to the
Rules in this PART N: VISION CARE BENEFITS, as well as being subject to all the
rules in Parts A through | of this Summary Plan Description.

SECTION N-1: Eligibility

Covered Participants are covered by the Fund for benefits as specifically provid-
ed below in Covered Expenses and Materials and Schedule of Vision Care Services
and Materials.

SECTION N-2: Covered Expenses And Materials

Vision care expense benefits are payable for each service or supply listed in the
Schedule of Vision Care Services and Materials. Benefits are payable up to the maxi-
mum allowance that applies to each service or material. Such services or materials
must be rendered by or recommended and approved by a licensed Optometrist, Oph-
thalmologist or Optician.

SECTION N-3: Schedule Of Vision Care Services And Materials

1. LENSES AND FRAMES

When a correction is prescribed by an ophthalmologist or optometrist, the Fund
provides benefits for the necessary materials and professional services connected with
the ordering, fitting and adjusting of such materials for all participants. Spectacle lenses,
contact lenses and frames are covered up to the aggregate materials allowance under
the Fund.

A. SPECTACLE LENSES

the Fund provides benefits for any necessary lenses, including single vision, bi-
focal, trifocal or other complex lenses necessary for the patient’s visual welfare.

B. CONTACT LENSES
Contact lenses are covered under your Fund.
C. FRAMES

The Fund has no restrictions on the type of frames which are covered.
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2. PRESCRIPTION SAFETY LENSES AND FRAMES

The Fund provides a benefit to Active Employees only for prescription safety
glasses with fixed side shields.

SECTION N-4: SCHEDULE OF BENEFITS

Claims for reimbursement of Covered Expenses and materials will be paid in ac-
cordance with the following schedule:

Customary and
Reasonable Charges up
to a Maximum of:

Examination (analysis, including tonometry) $85.00
Materials
Spectacle Lenses:
Single Vision (pair) $90.00
Bifocal (pair) $120.00
Trifocal (pair) $150.00

Contact Lenses:

If medically required due to cataract
surgery or other conditions to correct
visual acuity not correctable to 20/70 with
spectacle lenses (includes examination
and requires Prior Authorization)

Customary and
Reasonable, up to a
maximum of $300.00

Cosmetic contact lenses $150.00, separate from

exam
Frames $100.00 maximum
Prescription Safety Eyeglasses $50.00 maximum

SECTION N-5: Discounts For Vision Care Services And

Materials

The Fund has entered into an agreement with National Vision Administrators
(NVA) to make available to you discounted vision care services and materials. NVA has
entered into agreements with Ophthalmologists, Optometrists and Opticians (Participat-
ing Providers) where the Participating Providers have agreed to provide you with dis-
counted vision care services and materials. By entering into the agreement with NVA,
the Fund has in no way limited your freedom to choose a vision care services and/or
materials provider. The Fund has given you the NVA booklet entitled “Opti-Vision, Vi-
sion Care Brochure,” which describes in detail how the program works and its details.
You may contact the Contract Administrator, or contact NVA at 800-672-7723, to de-
termine whether a vision care provider is a Participating NVA Provider. You can also
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visit NVA's website at www.e-nva.com to determine whether a vision care provider is a
Participating NVA Provider. If you choose a Participating NVA Provider, all you have to
do is present the card to the Participating Provider and you pay at a discounted rate for
exams and materials (lens, contacts, frames). The discounted rates are available for as
many services or materials as you choose. You are not limited by the Schedule of Vi-
sion Care Services and Materials in SECTION N-3: SCHEDULE OF VISION CARE
SERVICES AND MATERIALS. For example, while the Fund will only reimburse you for
one set of frames in any eighteen (18) month period, you can purchase as many frames
as you choose at the discounted rate. The same is true for contact lenses—except for
disposable lenses, which are limited to a “one-time-only” discount—and examinations.

SECTION N-6: CFI1 Mail Order Contact Lens Service

The Fund has entered into an agreement with Contact Fill-CFl to make available
to you discounted mail order contact lenses. To obtain mail order contact lenses
through Contact Fill-CFl, you can send the prescription form obtained from your eye
doctor to CFI using a mail order form, or you may have your eye doctor contact CFl by
phone at 1-866-234-1393 to provide the prescription. Mail order forms may be obtained
from the Contract Administrator at 1-800-636-7632, or through CFI at 1-866-234-1393.
To reorder your contact lenses, you can do so by phone at 1-866-234-1393; by mail,
mailed to P.O. Box 61197, Harrisburg, PA 17106-1197; by faxing the order form to 1-
866-589-6969 (you must include credit card information); or by e-mail to
cservices@contactfil.com (you must include in the e-mail all the information on the or-
der form plus credit card information).

SECTION N-7: Limitations And Exclusions
1. LIMITATIONS

Payment for Covered Expenses and materials will be limited in the following
manner:

e All Covered Participants are entitled to one vision examination and one pair of
glasses (frames and lenses, or contact lenses) once in every 18 month peri-
od; however Dependents under age 18 shall be entitled to a vision examina-
tion and change of lenses, including contacts, once in every 12 month period,
if prescribed by the optometrist or ophthalmologist. Frames are allowed once
in any 18 month period.

e All Active Employees are entitled to obtain one pair of approved prescription
safety eyeglasses with fixed side shields once in every 18 month period. Non-
prescription safety eyeglasses are not covered by the Fund. While you may
obtain prescription safety eyeglasses at a different 18-month interval than
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your regular eyeglasses, the Fund still only provides coverage for one vision
examination in an 18-month period.

e In addition, the Fund may approve benefits for additional services if medically
required. An example of medical necessity would be a change of lenses re-
quired as a result of cataract surgery.

The time periods describe above will begin on the first date of service for such
item that is eligible under this Benefit.

2. EXCLUSIONS

In addition to the general rules concerning exclusions from coverage in PART F:
BENEFIT AND COVERAGE EXCLUSIONS, the following specific exclusions apply to
Vision Care Benefits:

1. Orthoptics or vision training, plano (non-prescription) lenses or frames for
nonprescription lenses, sunglasses or glasses secured when there is no prescription
change.

2. Lenses and frames furnished under this program which are lost, scratched
or broken, will not be replaced except at the normal intervals when services are other-
wise available.

3. Medical or surgical treatment of the eyes, drugs or medications.

4. Services or materials provided as a result of any workers’ compensation
law or similar legislation, or obtained through or required by any government agency or
program, whether federal, state, or any subdivision thereof.

5. Loss from war or while in military service.

6. Any eye examination required by an employer as a condition of employ-
ment; or any service or material provided by any other vision care plan, or group benefit
plan containing benefits for vision care.

7. Examinations or materials not listed above as a covered service.
SECTION N-8: Overages
Charges for materials and services not covered under the Fund provisions and

schedule of benefits described above will be the sole responsibility of the Covered Par-
ticipant.
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SECTION N-9: Claims Procedures

In addition to the general rules concerning how to make a claim for benefits set
forth in PART G, the following rules apply to Vision Benefits.

Vision care benefits under the Health and Welfare Fund are obtained by submit-
ting a vision benefits claim form to the Contract Administrator. To claim vision care
benefits under the Fund, you should do the following:

e Obtain a vision claim form from the Contract Administrator. Be sure to specify
that it is a vision claim which you would like to file.

e Be sure you and your provider (optometrist, ophthalmologist or optician) have
fully completed the form.

e Claims must be filed within six (6) months following the date on which charg-
es were incurred.

SECTION N-10: Appeal Of An Adverse Benefit Determination

If you disagree with a claim denial or other determination by the Contract Admin-
istrator, you have the right to file an appeal with the Board of Trustees. For information
concerning the appeal procedures, please refer to PART G: Benefit Claims, Eligibility
Determinations and Appeals Procedures.
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PART O: DISABILITY (ACCIDENT AND SICKNESS) BENEFITS

Disability (Accident and Sickness) Benefits, which are provided on a self-insured
basis by the Fund, are administered by the Fund’s Contract Administrator. Such bene-
fits are subject to the Rules in this PART O: DISABILITY (ACCIDENT AND SICKNESS)
BENEFITS, as well as being subject to all the rules in Parts A through | of this Summary
Plan Description.

SECTION O-1: ELIGIBILITY

Active Employees are covered by Disability Benefits of the Fund. There is no
disability benefits coverage for Dependents.

SECTION O-2: SCHEDULE OF BENEFITS
Basic Weekly Benefits: $450.00*
e Date Benefits Commence:
o Accident First Day
o Sickness Eighth Day
e Maximum Benefit 26 Weeks
Extended Weekly Benefits: $450.00*
e Maximum Benefit 26 Weeks

* The Fund also withholds and remits the FICA Tax and the Pennsylvania Unem-
ployment Compensation Tax, if any, on the amount of disability benefits subject to such
taxation. If you so elect, the Fund will also withhold and remit Federal Income Tax from
your disability benefits.

SECTION O-3: DESCRIPTION OF BENEFITS
1. Basic Weekly Benefits

A weekly benefit is payable to an Active Employee, in addition to any other bene-
fits that are payable under an individual policy of insurance (such as automobile), who
becomes disabled as a result of a non-occupational injury, sickness or illness. Benefits
begin on the first day of disability due to injury, accident or hospital confinement, and
the eighth day of disability due to sickness or illness. For the purposes of disability
benefits under the Fund, the term “disability” means an inability because of an injury or
illness to perform any work as a pipefitter in the construction and service industries.
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2. EXTENDED WEEKLY BENEFITS

If you continue to be totally disabled due to a non-occupational injury, sickness or
illness after you have been paid your 26 weeks of Basic Weekly Benefits, you may be
eligible for up to an additional 26 weeks of benefits, if approved by the Board of Trus-
tees.

SECTION O-4: Duration of Disability Income Benefits
3. BASIC WEEKLY BENEFITS

An Active Employee shall receive the amount stated in the Schedule of Benefits
above per week for each week of total disability, or during partial weeks of disability a
daily rate of one-seventh of the weekly rate for up to 26 weeks.

4, EXTENDED WEEKLY BENEFITS

An Active Participant shall receive the amount stated in the Schedule of Benefits
above per week for each week of total disability, or during a partial week of disability a
daily rate of one-seventh of the weekly rate, for up to an additional 26 weeks of benefits
after all Basic Weekly Benefits are paid.

SECTION O-5: How To Claim Disability Benefits

In addition to following all of the rules in PART G: BENEFIT CLAIMS, ELIGIBIL-
ITY DETERMINATIONS AND APPEALS PROCEDURES, concerning how to claim all
types of benefits under the Fund, you must follow the rules set forth below when making
a claim for disability benefits:

e If you become disabled, you should promptly submit a Disability Claim Form
to the Fund’s Contract Administrator.

SECTION O-6: Appeal Of An Adverse Benefit Determination

If you disagree with a claim denial or other determination by the Contract Admin-
istrator, you have the right to file an appeal with the Board of Trustees. For information
concerning the appeal procedures, please refer to PART G: BENEFIT CLAIMS, ELIGI-
BILITY DETERMINATIONS AND APPEALS PROCEDURES
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PART P: DEATH BENEFITS

Death Benefits, which are provided on a self-insured basis by the Fund, are ad-
ministered by the Fund’'s Contract Administrator. Such benefits are subject to the Rules
in this PART P: DEATH BENEFITS, as well as being subject to all the rules in Parts A
through | of this Summary Plan Description.

SECTION P-1: Eligibility

A benefit is payable upon the death from any cause, including work-related injury
and illness, of

e an eligible Active Employee;

o all Retired Employees receiving pensions from the Local 520 Pension Fund
who were eligible for benefits under this Fund on the effective date of pension
benefits

SECTION P-2: Schedule Of Benefits
e Active Employees and Disabled Participants under age 70: $5,000.00.
o Eligible Retired Participants: $2,000.00.

Under the terms of the Merger Agreement between the Fund and the Plumbers
and Steamfitters Local No. 810 Health and Welfare Fund, Active Employees who are
former participants in the Local No. 810 Fund and who were Active Employees or avail-
able for work under the Local No. 810 collective bargaining agreement on the date of
the merger are eligible for an additional death benefit of $2,000.00, provided they are
Active Employees or available for work under the Local 520 collective bargaining
agreement on the date of death.

SECTION P-3: Beneficiary Designation

Each Active Participant should designate a beneficiary to whom the death benefit
and any other benefit that would have been payable to or on behalf of a deceased Ac-
tive Participant may be paid. This may be done by filling out a beneficiary designation
card which you can obtain from the Contract Administrator. A beneficiary may be
changed at any time by completing a new beneficiary designation card. No change in
beneficiary will take effect until the new beneficiary designation is received by the Con-
tract Administrator. If a Participant fails to designate a beneficiary, the Death Benefits
shall be paid in the following order: (1) to the Participant’s spouse, if living; otherwise to
(2) any surviving children, (3) otherwise to any surviving parents, (4) otherwise to the
Participant’s estate.
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SECTION P-4: Exclusions From Coverage For Death Benefits

In addition to general rules concerning exclusions from coverage in PART F:
BENEFIT AND COVERAGE EXCLUSIONS, the following specific exclusions apply to
Death Benefits.

1. No benefits are payable under this PART P: DEATH BENEFITS if death
results in whole or in part from any of the following:

2. Suicide or intentionally self-inflicted injury while sane or insane.

3. Participation in the commission of a felony or misdemeanor other than a
felony or misdemeanor arising under a Motor Vehicle Code or Fish and Game Laws.

4. War or act of war or service in the armed forces of any nation.

5. Use of illegal drugs.
SECTION P-5: Claims Procedure

The claim form must be accompanied by a death certificate.
SECTION P-6: Appeal Of An Adverse Benefit Determination

If you disagree with a claim denial or other determination by the Contract Admin-
istrator, you have the right to file an appeal with the Board of Trustees. For information

concerning the appeal procedures, please refer to PART G: BENEFIT CLAIMS, ELIGI-
BILITY DETERMINATIONS AND APPEALS PROCEDURES.
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PART Q: ACCIDENTAL DEATH AND DISMEMBERMENT AND LOSS-
OF-SIGHT BENEFITS

Accidental Death and Dismemberment and Loss-of-Sight Benefits, which are
provided on a self-insured basis by the Fund, are administered by the Fund’s Contract
Administrator. Such benefits are subject to the Rules in this PART Q: ACCIDENTAL
DEATH AND DISMEMBERMENT AND LOSS-OF-SIGHT BENEFITS, as well as being
subject to all the General Rules in Parts A through | of this Summary Plan Description.

SECTION Q-1: Eligibility

In addition to any other benefits payable under the Fund, a benefit of $5,000.00
is payable upon the accidental death or loss of a limb or loss of sight by an Active Em-
ployee, including work-related death or injury, in accordance with the following:

e Death or loss must be through external, violent and accidental means and
must occur within one year from the date of the accident.

e Loss of a limb means dismemberment by severance at or above the wrist or
ankle joint.

e Loss of sight means total and irrevocable loss of sight of both eyes.

e |f more than one limb is lost or if a limb is lost and death results from any one
incident, only one benefit shall be payable.

SECTION Q-2: Beneficiary Designation

Each Active Participant should designate a beneficiary to whom the death benefit
and any other benefit that would have been payable to or on behalf of a deceased Ac-
tive Participant may be paid. This may be done by filling out a beneficiary designation
card which you can obtain from the Contract Administrator. A beneficiary may be
changed at any time by completing a new beneficiary designation card. No change in
beneficiary will take effect until the new beneficiary designation is received by the Con-
tract Administrator.

SECTION Q-3: Exclusions From Coverage For Accidental
Death And Dismemberment Benefits

In addition to general rules concerning exclusions from coverage in PART F:
BENEFIT AND COVERAGE EXCLUSIONS, the following specific exclusions apply to
death benefits. No benefits are payable under this PART Q: ACCIDENTAL DEATH
AND DISMEMBERMENT AND LOSS-OF-SIGHT BENEFITS if death results in whole or
in part from any of the following:
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1. Suicide or intentionally self-inflicted injury while sane or insane.

2. Participation in the commission of a felony or misdemeanor other than a
felony or misdemeanor arising under a Motor Vehicle Code or Fish and Game Laws.

3. War or act of war or service in the armed forces of any nation.
4. Use of illegal drugs.

5. No accidental death or dismemberment benefit is payable when death or
loss results in whole or in part from bodily or mental infirmity, hernia, ptomaines, bacte-
rial infections (except infections by pyogenic organisms that occur with and through an
accidental cut or wound), disease, or iliness of any kind.

SECTION Q-4: Claims Procedure

For the accidental death benefit, the claim form must be accompanied by the
death certificate and such proof of accidental death as the Fund may require. For dis-
memberment and loss of sight, the claim form must be accompanied by such proof of
loss as the Fund may require.

SECTION Q-5: Appeal Of An Adverse Benefit Determination

If you disagree with a claim denial or other determination by the Contract Admin-
istrator, you have the right to file an appeal with the Board of Trustees. For information
concerning the appeal procedures, please refer to PART G: BENEFIT CLAIMS, ELIGI-
BILITY DETERMINATIONS AND APPEALS PROCEDURES.
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