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INTRODUCTION

This Plan Document and Summary Plan Description summarizes the
eligibility rules and benefits of the Plumbers & Pipefitters Local No. 553
Health & Welfare Trust Fund as in effect on January 1, 2021, subject to
all the applicable terms, conditions, and limitations set forth in the Trust
Agreement, Collective Bargaining Agreements and any other relevant
Plan Documents.

Some terms used in this Plan Document and Summary Plan Description
have special meanings. Those terms are capitalized. Please refer to the
Definitions beginning on page 72.

This Plan Document and Summary Plan Description supersedes and
replaces any and all booklets or certificates previously issued.

Plan’s “Grandfather Status”

Federal regulations require us to advise you that this group health plan
believes this plan is a “grandfathered health plan” under the Patient
Protection and Affordable Care Act (the Affordable Care Act). As
permitted by the Affordable Care Act, a grandfathered health plan can
preserve certain basic health coverage that was already in effect when
that law was enacted. Being a grandfathered health plan means that your
plan may not include certain consumer protections of the Affordable Care
Act that apply to other plans, for example, the requirement for the provision
of preventive health services without any cost sharing. However,
grandfathered health plans must comply with certain other consumer
protections in the Affordable Care Act, for example, the elimination of
lifetime limits on benefits.

Questions regarding which protections apply and which protections do not
apply to a grandfathered health plan and what might cause a plan to
change from grandfathered health plan status can be directed to the plan
administrator at (618) 259-4379. You may also contact the Employee
Benefits Security Administration, U.S. Department of Labor at 1-866-444-
3272 or www.dol.gov/ebsa/healthreform/. This website has a table
summarizing which protections do and do not apply to grandfathered
health plans.



Helpful Contact Information
For eligibility, enrollment, benefits or any other questions about the Plan—

Plumbers and Pipefitters Local 553 Health and
Welfare FUNd ..., 618-259-4379

For claim status, eligibility or benefits—

Group AdmInistrators .....ccccceeveeevv v, 1-800-323-1683
......................................................... www.groupadministrators.com

For Cigna Network Provider membership questions or for inpatient
hospitalization notification—

CIgN@ e e 1-800-768-4695
.............................................. www.cignasharedadministration.com

For MultiPlan Network Provider membership questions—

MUtIPlan ... 1-888-342-7427
............................................................................ www.multiplan.com

SAVRX .. 1-800-228-3108
................................................................................... Www.savrx.com



Some Situations That May Result in a Loss of Coverage

In certain situations, a loss of or reduction in benefits may result from your
failure to comply with the provisions of the Plan. Some such situations are:

Mandatory Notification for Hospital Admissions—Before you are
admitted to the hospital (or within 48 hours after an emergency admission)
you, a member of your family, your physician or the hospital must call
Cigna (see page 21 for details). If you fail to notify Cigna of a
hospitalization, you may be penalized up to $200 and you run the risk that
hospital charges will not be covered if the Fund later determines that they
are not Medically Necessary. (The $200 penalty does not apply to first 48
hours of hospitalization in the case of childbirth by normal delivery or the
first 96 hours of hospitalization in the case of childbirth by Caesarean
section delivery.)

Required Insurance Coverage—The Fund requires that you carry the
following types of insurance coverage:

e Med-pay coverage under your automobile insurance (at least
$5,000);

e Uninsured and underinsured motorist coverage in an amount
equal to the automobile liability insurance mandated by your state
(currently $25,000 in lllinois);

e School activities insurance where available;

o Medicare Parts A and B to the extent you are eligible (unless you
are covered as an active employee).

You will be deemed to carry the above types and amounts of insurance
whether you actually do so or not. This means that the Plan will reduce the
benefits it pays by the amount paid by any of the above coverages (or the
amount that would have been paid if you had carried the required
coverage).
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. GENERAL INFORMATION

A. ELIGIBILITY

1. Active Employees

Bargaining Unit Employees
Initial Eligibility.

a. All bargaining unit employees of participating employers
become initially eligible for coverage under this Plan upon the
first day of the month following completion of 1,560 hours of
work during the 12-month period beginning on the employee's
date of hire, for which contributions are made to the Fund.

b. If an employee does not become covered under the Plan
pursuant to (a) above following the initial 12-month period, their
hours will continue to be measured to determine if they meet the
eligibility requirement. Subsequent measurement periods will be
based on the calendar year with the first calendar year
measurement period beginning during the initial 12 months of
work. For example, if an employee begins work on November
12, 2020 and does not become covered under the Plan following
the initial measurement period which began on their date of hire
and ends on November 11, 2021, their subsequent
measurement period will be the 2021 calendar year.

c. If an employee does become covered under the Plan pursuant
to (a) above, the date on which the employee first became
covered under the Plan will determine their "eligibility year" for
the purpose of determining their ongoing eligibility in
subsequent years.

Continued Eligibility. After initial eligibility has been established, an
employee will continue to be eligible for coverage under the plan during a
subsequent 12-month period if they work 1,560 hours in covered
employment for which contributions are made to the Fund during the prior
eligibility year. For example, if an employee initially becomes eligible on
July 1, 2020, they must work 1,560 hours between July 1, 2020 and June
30, 2021 in order to be eligible for coverage during the 12 months that start
on July 1, 2021.

If an employee works at least 1,200 hours in covered employment in an

eligibility year, for which contributions were made to the Fund, he can also

continue his eligibility for the next 12-month period if he pays the Fund the

equivalent of the employer contribution for the difference between 1,560

hours and the number of hours they actually worked during the eligibility
1



year. For example, if an employee becomes eligible on July 1, 2015, but
only works 1,450 hours in covered employment between July 1, 2020 and
June 30, 2021, he can be eligible for 12 months starting July 1, 2021 if
they pay the Fund the equivalent of the required employer contribution for
110 hours. In order to continue eligibility through this self-payment
provision, the employee must pay the total amount due to the Fund no
later than the end of the second month after the end of the eligibility year
in which they had the shortage of hours. In the example above, the Fund
must receive the full amount of the employee’s self-payment no later than
August 31, 2021. Late payments will not be accepted.

Disability Credits. Any employee who does not qualify for coverage by
reason of Disability, will be given 40 hours of credit for each week of
Disability or a pro-rata share thereof to be applied toward the total number
of hours credited on their behalf during any eligibility period. Accrual of
hours under this special Disability provision will terminate after the
employee has been Disabled continuously for one year. In order to receive
credit for hours while Disabled, the employee must submit a Doctor’s
certification of Disability to the Fund, which is subject to the approval of
the Fund’s medical consultant.

Reinstatement of Eligibility. If coverage for an employee terminates for
any reason, they must satisfy the requirements for “Initial Eligibility” to
once again become covered under the Plan.

Fund Office and Union Clerical Employees

Each regular, full-time Fund Office Employee and each clerical employee
of the Union will become eligible on the first day of employment. Eligibility
will end on the last day the individual is employed unless that individual
elects COBRA Continuation Coverage (as described beginning on page
11) or is eligible for coverage as a Retiree.

If an individual who is covered as a bargaining unit employee becomes
employed by the Fund Office or the Union, that individual will become
covered, as set out in the immediately preceding paragraph, on the first
day of employment by the Fund Office or Union. Any rights the individual
had, on the date of their employment by the Union or Fund Office, to
coverage as a bargaining unit employee will be restored to that individual
if they leave the employment of the Fund Office or Union.

2. Non-Bargaining Unit Employees of Contributing Employers

Any employer which is signatory to a collective bargaining unit with the

Union which requires the employer to make contributions to this Welfare

Trust on behalf of employees covered by the collective bargaining

agreement may elect to contribute on behalf of all full-time non-bargaining

unit employees of the employer, by executing a Participation Agreement
2



that is satisfactory to the Trustees of the Welfare Fund. Said Participation
Agreement shall require contributions to be made on behalf of all of the
employer’s full-time non-bargaining unit employees, at a rate to be set by
the Trustees (which rate may be changed by the Trustees at any time),
with coverage to begin on the first day of the month following two months
of employment for which contributions are due to and made to the Plan.
Coverage will be terminated on the last day of the month in which any
covered non-bargaining unit employee’s employment ceases or, if earlier,
the last day of the month in which the Participation Agreement is
terminated according to its terms. Coverage, eligibility for coverage and
details of coverage are subject to the terms of the Participation Agreement.
Non-Bargaining Unit participants receive the benefits described in this
SPD, except that they are not entitled to retiree coverage, death benefit,
accidental dismemberment benefit or disability benefit under the Plan.

3. Retired Employees

Retired Employees, as defined in this Plan, may continue coverage as
follows:

Early Retirees

If a covered employee is receiving early retirement benefits under the
Plumbers & Pipefitters Local No. 553 Pension Plan, benefits for the
covered employee and/or any covered dependents will be available on a
self-pay basis under the following options:

a. COBRA continuation coverage usually for a maximum of 18 months
(See Section I. A. 11.); or

b. Self-payment for 1,560 hours at the required employer contribution
rate in effect at the time of his retirement up to his normal retirement
age, as determined by the eligibility rules of the Plumbers & Pipefitters
Local No. 553 Pension Plan. It is expected that self-pay rates will be
higher than COBRA premium rates.

If an early Retiree and his dependents are still covered by the Plan
when the Retiree reaches his normal retirement age (as set out herein
below), coverage for the Retiree and those dependents may be
continued at the self-pay rates required for regular retirees. Coverage
for any individual whose coverage has not been in force continuously
from the date of retirement, either through self-payment or COBRA
Continuation Coverage, will not be reinstated. For purposes of this
Section, a participant's “normal retirement age” is the normal
retirement age under the Plumbers and Pipefitters Local No. 553
Pension Plan which was the effective normal retirement age under
said Plan as of the participant’s annuity starting date, except that for

3



participants whose annuity starting date is between July 1, 2009
through and including December 1, 2009, normal retirement age is
considered to be 58 years of age.

Regular or Disabled Retirees

a.

4,

Retired employees who are receiving normal or disability retirement
benefits from the Plumbers & Pipefitters Local No. 553 Pension Plan
or the United Association (UA) Pension Plan will be entitled to
continued coverage through self-payment at Retiree contribution rates
set by the Trustees for themselves and any dependents who were
covered at the time of retirement. This Section also applies to an early
retiree whose annuity starting date is between July 1, 2009 through
and including December 1, 2009 and who was 58 years of age or older
on his annuity starting date. An employee who has met the
requirements for a UA Pension Plan disability retirement benefit on his
Early Retirement Annuity Starting Date will be entitled to self-payment
under this paragraph (rather than as an “Early Retiree” described
above).

Any new dependents a Retiree acquires after his retirement date may
be enrolled in the Plan and covered by self-payment of an amount
equal to the Plan’s COBRA rate then in effect for such dependents.

Definition of Dependents

Dependents are an employee’s legal Spouse and children under age 26.

The terms “child” and “children” include:

= natural children;

= adopted children, including children lawfully placed with you in
anticipation of legal adoption (A child is considered “adopted” only
when he is adopted or placed for adoption, and only if the adoption
or placement occurs before the child reached his 18th birthday. A
child is placed for adoption when an employee assumes and
retains a legal obligation for total or partial support of the child in
anticipation of adoption.);

= foster children placed with you by an authorized placement
agency or by judgment, decree or other order of any court of
competent jurisdiction; and

= stepchildren.

Special Rule for Disabled Child. A dependent child under age 26 who
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is covered under the Plan and becomes incapable of self-sustaining
employment due to physical or mental Disability prior to age 26, will
continue to be covered indefinitely as long as he or she remains so
Disabled and an otherwise eligible dependent.

The Plan will comply with all valid Qualified Medical Child Support Orders
(QMCSOs). A QMCSO is a court order or administrative order relating to
child support that provides for a child’s coverage under the Plan. A copy
of the Plans QMCSO qualification procedures and a sample QMCSO is
available, free of charge, upon request from the Plan. You should contact
the Plan if a QMCSO has been issued due to your divorce or legal
separation.

5. Effective Date of Dependents’ Coverage

Coverage for an eligible spouse or child will be effective on the earliest of
the following dates:

o Effective date of member, if Dependent is properly enrolled in the
Plan;

o Date of birth, adoption or marriage if Dependent is not initially
covered and enrollment form is received within 60 days of the date
of the event; or

e Upon receipt of a completed enroliment form.

6. Dependent Spouse Coverage

A dependent Spouse may decline or terminate coverage under this Plan
if he or she is covered under another employer’s health plan. In order to
decline or terminate coverage under this Plan, the dependent Spouse
must submit a written request to the Fund and proof of coverage under the
other health plan. Once a dependent Spouse’s coverage is terminated or
declined, the dependent Spouse may not become covered under this Plan
unless the dependent Spouse experiences one of the following special
enrollment events:

= The dependent Spouse loses eligibility under the other group
health plan for any reason except failure to make required
contributions to the plan (whether or not the dependent Spouse
elects COBRA).

= Exhaustion of COBRA coverage under the other group health
plan.

= The other employer ceases to contribute to the other group
health plan.

» The dependent Spouse ceases to reside in the other group
health plan’s HMO service area.
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= The dependent Spouse meets or exceeds a lifetime limit for all
benefits under the other group health plan.

= The dependent Spouse becomes eligible for a State’s premium
assistance program (if applicable in their state of employment);
and the dependent Spouse requests enrollment in this Plan not
later than 60 days after the date of loss of coverage or eligibility
for State premium assistance.

= The dependent Spouse loses coverage under Medicaid because
he or she is no longer eligible; and the dependent Spouse
requests enrollment in this Plan not later than 60 days after the
date of loss of coverage or eligibility for State premium assistance.

Except as noted above, special enrollment must be requested from the
Fund Office within 31 days of the applicable event. Individuals will then
have 31 days from the date of their request to provide proof of eligibility
and submit completed enroliment materials to the Fund Office. To request
special enrollment or obtain more information, contact the Fund Office at
618-259-4379.

7. Declining Coverage

Although eligible dependents of a covered employee are automatically
covered under the Plan, an employee’s Spouse may choose to decline
this coverage by providing the Fund Office with written notification as
described in subsection 5 above. Coverage for that Spouse will terminate
on the last day of the month in which the notice was received.

Reinstatement of Declined Coverage. A Spouse who has declined
coverage with the Plan may again become covered by submitting a written
request for reinstatement to the Fund Office. Reinstated coverage will
become effective on the first of the month following receipt of the required
documentation, provided that such Spouse meets the Plan’s eligibility
requirements. The rules for reinstating a dependent Spouse’s coverage
are described in Section 6 above.

8. Special Enrollment Rights

Group health plans are required to provide the following notices.

Special Enrollment Notice

If you are declining enrollment for your Spouse or your dependents
because they have other health insurance or group health plan coverage,
you may enroll your Spouse or dependents in this Plan if they lose
eligibility for that other coverage. Besides losing eligibility, other events
that may trigger loss of their other coverage are: exhaustion of COBRA,;
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moving out of an HMO service area; meeting or exceeding maximum
lifetime benefits; employer’s contributions toward non-COBRA coverage
terminates. However, you must request enrollment after your Spouse’s or
dependents' other coverage ends.

In addition, if you have a new dependent as a result of marriage, birth,
adoption, or placement for adoption, you may enroll your new dependents
after the marriage, birth, adoption, or placement for adoption.

You have 31 days to notify the Plan of the event, and 31 days to provide
proof of eligibility and enroll.

Special CHIPRA Enrollment Rights

CHIPRA (Children’s Health Insurance Program Reauthorization Act of
2009) created two special enrollment events if you are an eligible
participant in the Plan but not enrolled in the Plan. First, if you or your
dependent(s) were covered under Medicaid or a state CHIP plan and lose
that coverage, you or your dependents are entitled to a special enrollment
period in this Plan. Second if you or your dependent(s) become eligible
for the state’s premium assistance, you are entitled to a special enroliment
period. You have 60 days to notify the plan of the event, and 31 days to
provide proof of eligibility and enroll.

To request special enrollment or obtain more information, contact the Fund
Office at (618) 259-4379.

9. Termination of Coverage

Active Employees. Employee coverage will terminate on the earliest of
the following dates:

a. On the anniversary date of beginning coverage on which the
employee fails to accumulate 1,560 credited hours (of which up to
360 may be self-paid) during the immediately preceding calendar
year.

b. The date the employee commences employment with an
employer within the plumbing and pipefitting industry that is not
obligated to make contributions to this Fund.

c. The date this Plan is discontinued.

Fund Office and Union Clerical Employees. Unless the employee
elects COBRA or is eligible for coverage as a retiree, coverage will
terminate on the earliest of the following dates:

a. On the last day of employment; or

b. The date this plan is discontinued.



Dependents. Dependent coverage will terminate on the earliest of the

following dates:

a. The date of termination of the employee’s coverage; except that:

i)

i)

If the reason for termination is the death of the employee, that
employee’s eligible dependents will continue to be covered
until the end of the employee’s qualified eligibility period.

Eligible dependents of a deceased employee or retiree who
was covered under the Plan at the time of his death and had
been covered by a collective bargaining agreement with Local
553 requiring contributions to the Fund for at least 10 years,
may continue to be covered under the Plan under one of the
following options:

COBRA continuation coverage for a maximum of 36
months (see COBRA Continuation beginning on page
11); or

Coverage will be continued at no charge for one year from
the date of the employee’s death, unless the employee’s
Spouse remarries, or unless coverage is terminated
earlier in accordance with b or ¢ below. Upon termination
of this coverage extension, dependents may be entitled to
continue coverage for the balance of the three-year period
commencing with the date of the employee’s death as
described below in the section entitted COBRA
Continuation Coverage.

After the expiration of the one-year period described
above, a surviving Spouse of a deceased employee may
self-pay for coverage for the remainder of his or her life
unless the Spouse remarries or unless coverage is
terminated in accordance with b or ¢ below. Self-Pay rates
will be determined by the Trustees.

b. The date a Spouse or child ceases to meet this plan’s definition of
an eligible dependent, although a child who ceases to be eligible
solely due to age will be covered until the last day of the month in
which he or she reaches age 26.

c. The date the Plan is modified to terminate coverage for the
applicable dependent.

Duty to Inform Plan of Termination of Dependent’s Eligibility. If any
of the following occur, it is the covered employee’s responsibility to inform

the Fund Office:

the employee gets divorced or legally separated,;
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o the employee’s child reaches the limiting age; or
e the employee’s Disabled child is no longer Disabled.

If the employee fails to inform the Fund Office within 60 days of the date
one of these events occurs, the affected dependent may lose his or her
right to COBRA continuation coverage (See Section I. A. 11.). Further, if
because the employee has failed to inform the Fund Office, the Plan pays
out benefits for an ineligible dependent, the Plan will have the right to
recover such benefits from the employee, dependent, or any provider to
whom such benefits were paid. The Plan may at its option withhold future
benefits due to or on behalf of the employee and other covered
dependents in order to recoup amounts it paid on behalf of an ineligible
dependent. If the Trustees bring a legal action to collect such benefits, the
Trustees, upon prevailing, will be entitled to receive and the employee will
be required to pay not only the overpayments, but also pre-judgment
interest and the reasonable attorney’s fees and costs the Trustees incur
in such action.

Special Provision for Employees in Active Military Service: If you are
engaged in military service in one of the uniformed services of the United
States, including full-time active duty, training or drills, your coverage and
that of your eligible dependents will be continued for a period of up to 31
days. |If the period of military service exceeds 31 days, employee and
dependent health coverage may be continued for up to 24 months from
the first day of active military service by electing and paying the Plan’s
applicable COBRA Continuation Coverage rates. The election and
payment rules for continuation of coverage under this provision are the
same as the Plan’s COBRA Continuation Coverage rules (See Section
I. A 11).

If your eligibility for coverage terminated on account of entry into active
duty in one of the uniformed services of the United States and you return
from such service and are reemployed with a participating employer prior
to the expiration of your period of re-employment rights under any
applicable Federal or State law, any unused eligibility earned by virtue of
hours accumulated prior to the military leave will be immediately
reinstated. If you had not earned sufficient hours prior to you leave to
reinstate coverage upon your return to work, you may self-pay for
coverage until you have earned enough credits after reemployment to
resume normal eligibility.

Any Participant entering active duty in one of the uniformed services of the
United States should notify the Fund Office before leaving for such duty,
unless advance notice is impossible, unreasonable or precluded by
military necessity. You should also notify the Fund Office upon your return
to work with a contributing employer and provide a copy of your discharge
papers.



Continuation of coverage under this provision is provided pursuant to the
Uniformed Services Employment and Reemployment Rights Act of 1994
(USERRA), as amended, and applicable regulations. Any conflict
between this provision and USERRA or any other applicable provision of
the law shall be reconciled in favor of compliance with USERRA or other
applicable law.

Rescission of Coverage

a.

Fraud or Intentional Misrepresentation of Material Fact

The Plan has the right to terminate or rescind (retroactively terminate)
an employee or dependent’s coverage if you or a dependent commit
an act, practice or omission that constitutes fraud or you or a
dependent make an intentional material misrepresentation of fact in
applying for, obtaining, or maintaining coverage or benefits under the
Plan. The Trustees shall have the right to determine whether such
fraud or intentional material misrepresentation of fact has occurred. In
the event of a rescission of coverage, you or your dependent will be
given 30 days advance written notice of such rescission. The Plan may
prospectively terminate your coverage for fraud or intentional material
misrepresentation of fact without advance written notice.

The Plan will refund all contributions paid for rescinded coverage;
however, claims paid will be offset against any paid contributions prior
to refund. The Plan reserves the right to collect additional monies if
claims are paid in excess of the amount of paid contributions.

Any written notice under this provision will include, at least:

i. The name(s) of the affected individual(s);
ii. The name of the Plan;

iii. The date the coverage will be rescinded (30 days from the
notice date);

iv. The date coverage will be retroactively terminated;
v. The reason(s) for the rescission; and
vi. An explanation of the Plan’s appeal procedures.

Failure to Pay Premiums or Contributions

The Plan has the right to retroactively terminate coverage under the
Plan for any employee or dependent’s failure to pay any contributions
or premiums required for coverage. No advance written notice shall
be required.
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10. Family and Medical Leave Act Coverage

If you think that this law may apply to you, please contact your employer
and the Administrative Manager.

Basic Leave Entitlement

The Family and Medical Leave Act of 1993 (FMLA) requires covered
employers to provide up to 12 weeks of unpaid, job-protected leave to
eligible employees for the following reasons:

e For incapacity due to pregnancy, prenatal medical care or child

birth;

e To care for the employee’s child after birth, or placement for

adoption or foster care;

e To care for the employee’s Spouse, son or daughter, or parent,

who has a serious health condition; or

e For a serious health condition that makes the employee unable
to perform the employee’s job.

Military Family Leave Entitlements

Eligible employees with a Spouse, son, daughter, or parent on active duty
or call to active duty status in the National Guard or Reserves in support
of a contingency operation may use their 12-week leave entitlement to
address certain qualifying exigencies. FMLA also includes a special leave
entitlement that permits eligible employees to take up to 26 weeks of leave
to care for a covered service member during a single 12-month period.

Benefits and Protections

a.

Continuation of Coverage. An employee who takes FMLA leave
must promptly notify the Administrative Manager. Provided the
employer continues to make the required contributions, a covered
employee may continue Medical, Dental and Vision coverage but not
Death and Accidental Dismemberment or Disability Income coverage
for himself and his Eligible Dependents during a period of FMLA Leave
as if he had not taken FMLA Leave, but had instead continued his
employment and his participation in the Plan.

A covered employee will not have the right to continue coverage
during a period of FMLA Leave, however, if he informs his employer
before beginning his leave that he does not intend to return to work for
the employer at the conclusion of his leave. In that event, the covered
employee may have a right to continue coverage under the provisions
described below in the section entited COBRA Continuation
Coverage.

11



b. Termination of Coverage. If a covered employee elects to continue
coverage during a period of FMLA Leave, their coverage (and that of
their eligible dependents) will continue until the earliest of:

i) the date the Employee notifies their employer that he does not
intend to return to work for the employer after the conclusion of
the FMLA Leave;

i) the date the covered employee’s employment is terminated
because they fail to return to work for their employer after the
period of FMLA Leave; or

iii) the date the plan terminates.

c. Restoration of Coverage. Any coverage an employee does not
continue while on FMLA Leave will be reinstated upon his return from
FMLA Leave. The employee and his eligible dependents will receive
the same coverage they had prior to the commencement of the FMLA
Leave.

d. Construction in Accordance With FMLA. The rules in this section
will be interpreted and applied in a manner consistent with the
provisions of the Family and Medical Leave Act of 1993, as amended.

11. COBRA Continuation Coverage

Introduction

The following paragraphs generally explain 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.

The Plumbers and Pipefitters Local No. 553 Health and Welfare Trust
Fund provides continued health care coverage on a self-pay basis
pursuant to the Consolidated Omnibus Budget Reconciliation Act of 1985,
commonly known as COBRA. Eligible employees and their dependents
are offered the opportunity for a temporary extension of health coverage
called “continuation coverage” in certain instances called "qualifying
events," which would otherwise cause coverage to end.

You do not have to show that you are insurable to qualify for continuation
coverage. However, you must pay the cost of the continuation coverage.

You may have other options available to you when you lose group
health coverage. For example, you may be eligible to buy an individual
plan through the Health Insurance Marketplace. By enrolling in coverage
through the Marketplace, you may qualify for lower costs on your monthly
premiums and lower out-of-pocket costs. Additionally, you may qualify for
a 30-day special enroliment period for another group health plan for which
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you are eligible (such as a Spouse’s plan), even if that plan generally
doesn’t accept late enrollees.

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when
coverage would otherwise end because of a life event known as a
“qualifying event.” Specific qualifying events are listed under the
subsection below, “Who is Entitled To Elect COBRA”.

After a qualifying event occurs and any required notice of that event is
properly provided, COBRA continuation coverage will be offered to each
person who is a “Qualified Beneficiary.” You, your Spouse, and your
dependent children could become Qualified Beneficiaries if coverage
under the Plan is lost because of a qualifying event. (Certain newborns
and newly adopted children may also be Qualified Beneficiaries. This is
discussed in more detail below.)

Under the Plan, qualified beneficiaries who elect COBRA continuation
coverage must pay for such coverage.

Who is Entitled to Elect COBRA?

As an employee, you will become a qualified beneficiary if you lose your
coverage under the Plan 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.

The Spouse of an employee will become a qualified beneficiary if he/she
loses coverage under the Plan because any of the following qualifying
events happens:

e The employee dies;

e The employee’s hours of employment are reduced;

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

e The employee and Spouse become divorced or legally separated.

Your dependent children will become qualified beneficiaries if they lose
coverage under the Plan because any of the following qualifying events
happens:

e The parent-employee dies;

e The parent-employee’s hours of employment are reduced;

e The parent-employee’s employment ends for any reason other
than his or her gross misconduct;
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e The parents become divorced or legally separated; or
e The child stops being eligible for coverage under the Plan as a
“‘dependent child.”

Note: Unless otherwise listed above as a Qualifying Event, loss of
coverage as the result of not meeting or violating participation
requirements established by the Plan does not represent a qualifying
event entitling continuation of coverage under COBRA.

Notices Required

Under the law, your employer is required to notify the Fund Office of your
death, termination or reduction of hours of employment. However,
because employers contributing to multi-employer funds may not be aware
of these events, the Fund Office will generally rely on its own records to
determine when coverage is lost under these circumstances. In order to
ensure that you receive the appropriate notices and election forms, it is a
good idea for you or your affected dependents to also notify the Fund
Office.

IMPORTANT: You or a family member must inform the Fund Office in
writing of a divorce, legal separation, or a child losing dependent
status under the group health plan within 60 days after coverage
would terminate due to that event. If you fail to notify the Fund Office
within that 60-day period, COBRA Continuation Coverage will NOT
be offered. You or a family member must also notify the Fund Office
of a second qualifying event within 60 days of the date coverage
would terminate in order to have the right to extend the maximum
COBRA period.

To help you ensure that you do not suffer a gap in coverage, you or your
Dependents should notify the Fund Office of any and all qualifying events
as soon as the qualifying event occurs. Notices should be sent or hand-
delivered to:

Administrative Manager

Plumbers & Pipefitters Local No. 553
Health & Welfare Trust Fund

2 South Wesley Drive

East Alton, IL 62024

Oral notice, including notice by telephone is not acceptable. Electronic
(including e-mailed or faxed) notices are not acceptable. If mailed, the
notice must be postmarked no later than the deadline described above. If
hand-delivered, the notice must be received by the individual at the
address specified above no later than the deadline described above.

The notice must include the following information:
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e The name and address of the Employee or former Employee who
is or was covered under the Plan;

e The name(s) and address(es) of all Qualified Beneficiary(ies) who
lost coverage due to the Qualifying Event;

e The type of Qualifying Event (divorce, legal separation or child’s
loss of dependent status);

e The date the divorce, legal separation or child’s loss of dependent
status happened; and

e The signature, name and contact information of the individual
sending the notice.

A notice of a divorce or legal separation must include a copy of the decree
or divorce or legal separation.

When the Fund Office receives timely notice that you or one of your
dependents has had a qualifying event, you will be notified within 14 days
of your rights to continuation coverage and will be sent an election form.

Election of COBRA Continuation Coverage

Upon termination of eligibility due to insufficient contribution hours, active
employees will be given the option to continue coverage under COBRA or
self-payment. The election of either option terminates the right to elect the
other type of continuation coverage until eligibility is reestablished through
employer contributions on hours worked. Retired employees and eligible
surviving dependents will also be offered a choice between self-payment
and COBRA continuation coverage. Once an election is made, the retired
employee or dependent will no longer have the right to elect any other type
of continuation coverage at any time in the future.

Any Qualified Beneficiary who wishes to continue coverage under COBRA
must complete the Plan’s COBRA Election Form (sent as part of the Plan’s
COBRA Election Notice). The Election Form must be submitted to the
Fund Office within 60-days of the later of: (a) the date the notice of the right
to elect continuation coverage is provided, or (b) the date coverage would
otherwise terminate as a result of the qualifying event.

Each Qualified Beneficiary who would lose coverage under this Plan as a
result of a Qualifying Event is entitled to independently elect continuation
coverage under this Plan. For example, if your family is covered under the
Plan and coverage would terminate due to your reduced work hours, you
may choose to continue coverage for your entire family or only for yourself,
your Spouse and/or any dependent children. Employees and their
Spouses may elect coverage on behalf of all Qualified Beneficiaries and
parents may elect COBRA on behalf of their children.

If a Qualified Beneficiary acquires a new dependent while on COBRA
continuation coverage, that new dependent can be covered for the
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balance of the maximum coverage period, provided that the Qualified
Beneficiary notifies the Fund Office of the new dependent within 31 days
after the date the new dependent was acquired and pays any additional
COBRA premium that may be required. (Note: if an employee on COBRA
has a new child through birth, adoption or placement for adoption; that new
child will become a Qualified Beneficiary with an independent right to
continue coverage for the balance of the applicable maximum coverage
period, even if the employee’s coverage does not continue for the entire
maximum coverage period. No other dependent acquired after the
commencement of COBRA Continuation Coverage has this right.)

If you reject COBRA before the expiration of the 60-day election period,
you may change your mind as long as you submit a completed election
form to the Fund Office within that 60-day period. If you do not elect
COBRA continuation coverage within the 60-day limit, your health benefits
under the Plan will end unless you are eligible for and elect other
continuation coverage provided by the Plan.

Coverage Provided

If you elect COBRA continuation coverage, the Plan is required to provide
you with the health (medical, dental and vision) coverage you were
receiving on the day before the qualifying event and which is identical to
the coverage provided under the Plan to similarly situated Employees and
their dependents, excluding Death, Accidental Dismemberment (except as
provided in the “Special Benefit” paragraph on page 19) and Disability
Income  Benefits. Plan changes that apply to active
employees/dependents will also apply to any Qualified Beneficiaries who
are continuing coverage under COBRA.

Payment

You and/or your dependent(s) who elect to continue coverage are
responsible for the payment of contributions for such continued coverage,
however such payments may be made by a third party on your behalf. The
premium amount may be up to 102% of the cost of coverage (or 150% of the
cost of coverage for the additional 11 months of COBRA Continuation
Coverage available to Totally Disabled Qualified Beneficiaries). The
amount of the payment for COBRA continuation coverage is established
by the Trustees on an annual basis and will vary depending on coverage
you decide to continue.

The initial payment is due in the Fund Office within 45 days after the date

on which the election of COBRA continuation coverage is made. The

initial payment must include payment for all months up to the date of the

election. Payments for subsequent months are due on the first day of each

month and must be made no later than 30 days after the first day of the

month to which they apply. Payment by check without sufficient funds in
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the bank (“bounced” checks) will not be considered as payment and you
will lose your right to COBRA continuation coverage unless you make full
payment by money order or cashier’'s check within the applicable grace
period.

Failure to make timely payments in full will result in termination of
coverage, except that if a payment is short by an insignificant amount (the
lesser of $50 or 10% of the total amount due), the qualified beneficiary will
be notified in writing and will be given 30 days from the date of such notice
to pay the deficient amount.

Period of COBRA Coverage

Qualified Beneficiaries are entitled to continue coverage for up to the
following maximum coverage periods:

1. 18 months from the qualifying event, if that event is the termination or
reduction of hours of employment.

Note, however that if any person who is a qualified beneficiary as a
result of this qualifying event is determined by the Social Security
Administration to have been disabled anytime during the first 60 days
of continuation coverage (measured from the later of the date of the
qualifying event or date coverage would have terminated in the
absence of a COBRA election), then any or all of the qualified
beneficiaries who have coverage as a result of that qualifying event,
are entitled to 11 additional months of continuation coverage, for a
maximum of 29 months. In order to qualify for the additional 11
months, the qualified beneficiary seeking the extension must provide
the Fund Office with a copy of the Social Security determination before
the end of the original 18-month maximum coverage period and within
60 days of the later of:

¢ the date of the Social Security disability determination

o the date of the qualifying event; or

¢ the date the qualified beneficiary loses or would lose
coverage under the Plan as a result of the qualifying
event.

If the disabled qualified beneficiary elects this 11-month extension, the
Plan may charge up to 150% of the regular premium during the 11-
month extension. If the qualified beneficiary is determined by the
Social Security Administration to no longer be disabled, the qualified
beneficiary must notify the plan within 30 days of that determination.

Note also, if the employee was eligible for Medicare prior to this
qualifying event, his dependents’ maximum coverage period will end
on the later of 36 months from the date he became eligible for
Medicare or 18 months from the date of the qualifying event.
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2. 36 months after the original qualifying event for covered dependents,
if coverage is being continued due to an employee’s termination of
employment or reduced work hours and that employee’s covered
dependents experience a second qualifying event (employee’s death,
divorce or legal separation or loss of dependent status) during the
initial 18 (or 29) months of continuation coverage. This extension of
the maximum COBRA period will only apply if the second qualifying
event would have caused a loss of coverage under the Plan had the
first qualifying event not occurred,;

3. 36 months after the qualifying event, for covered dependents who are
continuing coverage due to an employee’s death, divorce or legal
separation from an employee or loss of dependent status under the
Plan.

Termination of COBRA Coverage

Upon the occurrence of any of the following, COBRA continuation
coverage will end for you and/or any dependent to which that provision
applies:

a. any premium due for COBRA continuation coverage is not paid in
full and on time;

b. after the COBRA election, the individual becomes covered under
another group health plan;

c. after the COBRA election, the individual becomes entitled to
Medicare benefits (under Part A, Part B or both);

d. for coverage that is extended due to disability, the first day of the
first month that begins more than 30 days after the date a disabled
qualified beneficiary is finally determined by Social Security
Administration to be no longer disabled,;

e. the Fund no longer maintains any group health plans; or

f.  the applicable maximum period of COBRA continuation coverage
ends.

Special Second Election Period for Certain Trade-Displaced
Individuals Who Did Not Elect COBRA Coverage

Special COBRA rights apply to employees who lost health coverage as a
result of a termination or reduction of hours and who qualify for a “trade
readjustment allowance” or “alternative trade adjustment assistance”
under a federal law called the Trade Act of 1974. These employees are
entitled to a second opportunity to elect COBRA coverage for themselves
and certain family members (if they did not already elect COBRA
coverage) during a special second election period. This special second

18



election period lasts for 60 days or less. It is the 60-day period beginning
of the first day of the month in which an eligible employee begins receiving
a trade readjustment allowance (or would be eligible to begin receiving the
allowance but for the requirement to exhaust unemployment benefits) or
begins receiving alternative trade adjustment assistance, but only if the
election is made within the six months immediately after the eligible
employee’s group health plan coverage ended. If you qualify or may
qualify for assistance under the Trade Act of 1974, contact the Fund Office
for additional information. YOU MUST CONTACT THE FUND OFFICE
PROMPTLY AFTER QUALIFYING FOR ASSISTANCE UNDER THE
TRADE ACT OF 1974 OR YOU WILL LOSE YOUR SPECIAL COBRA
RIGHTS.

Special Benefit

While not provided by COBRA, at the direction of the Trustees, the Death
and Accidental Dismemberment benefits will be extended to the employee
during the continuation of coverage period should the employee exercise
his rights under COBRA. In no event will Death and Accidental
Dismemberment benefits be offered to dependents.

Are there other coverage options besides COBRA Continuation
Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be
other coverage options for you and your family through the Health
Insurance Marketplace, Medicaid, or other group health plan coverage
options (such as a Spouse’s plan) through what is called a “special
enroliment period.” Some of these options may cost less than COBRA
continuation coverage. You can learn more about many of these options
at www.healthcare.gov.

Keep Your Plan Informed of Address Changes

Since additional information about your rights under COBRA will be sent
to you or your dependents if there is a qualifying event, it is important that
the Fund Office have your current address and that of any dependents not
living with you. So, if your Spouse or any dependent child has an address
different from yours or if your family status changes, please notify the Fund
Office.

You should also keep a copy, for your records, of any notices you send to
the Fund Office.

If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage
rights should be addressed to the contact identified below. For more
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information about your rights under ERISA, including COBRA, the Health
Insurance Portability and Accountability Act (HIPAA), and other laws
affecting group 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.) For more
information about the Marketplace, visit www.HealthCare.gov.

Contact for COBRA Questions

If you have any questions regarding this Plan’s COBRA continuation
coverage, you should call or write the Fund Office:

Plumbers & Pipefitters Local No. 553
Health & Welfare Trust Fund

2 South Wesley Drive

East Alton, IL 62024

618-259-4379
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B. MANAGED CARE ORGANIZATIONS

1. Overview

Medical benefits are provided through the Cigna Open Access Plus
program and the Multiplan PPO for geographic areas not serviced by
Cigna. Under this arrangement, benefit levels vary with the network status
of the provider used. The highest benefits are paid when using Cigna (Tier
1) providers; slightly lower benefits are paid when using Multiplan
Preferred Provider Organization (Tier 2) providers. Benefits are further
reduced when using Non-Network providers.

You are free to use any provider at any time, however you should note that
the Plan provides no benefits for some services and some types of
providers unless you use a Network (Tier 1 or Tier 2) provider. Please
review the Schedule of Benefits and the descriptions of benefits carefully.

2. Special Bengefits

You may use any provider you wish, however if you choose a Cigna or
Multiplan provider, you will benefit in two ways. First, your bill will be
discounted -- which means the amount of covered charges for which you
are responsible is also reduced. Second, the percentage of the bill paid
by the Plan will be greater when Tier 1 or Tier 2 network providers are
used.

In order to ensure the most up-to-date information about participating Tier
1 and Tier 2 providers, you should contact Cigna (or Multiplan) at the
telephone number listed on your medical identification card to verify
whether a Physician, Hospital or other health care provider is a
participating member of the network. Participating providers are also listed
on the Internet at cignasharedadministration.com or www.multiplan.com.

3. Network Providers are Paid Direct

Benefit payments to Tier 1 and Tier 2 Hospitals, Doctors or other parties
providing medical treatment are automatically assigned to the service
provider absent proof of payment. The provider will bill you for your portion
of the charges after your claim has been considered for benefits by the
claim administrator.

C. HOSPITAL UTILIZATION REVIEW

1. Mandatory Notification of Hospital Admissions

If you are admitted to the hospital, you or your health care provider must
contact Cigna toll-free at (800) 768-4695 within 48 hours of the admission.
Although your Doctor should make the call to Cigna, it is your responsibility
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to be certain he or she does so. Failure to notify Cigna within the required
timeframe will result in a $200 penalty, which will be deducted from the
benefits payable on your claim.

The $200 penalty does not apply to first 48 hours of hospitalization in the
case of childbirth by normal delivery or the first 96 hours of hospitalization
in the case of childbirth by Caesarean section delivery.

2. Voluntary Predetermination Program

This Plan does not require that you or your health care provider obtain
precertification prior to receiving services or supplies, however notification
of a hospital admission is required (as described above). The Plan also
provides a voluntary predetermination program as to the medical necessity
of certain services and supplies. If you participate in this program and the
service or supply is determined to be medically necessary then, when your
claim is submitted after the services are rendered, the claim will not be
denied on that basis, assuming the facts are as represented during the
predetermination process. (A request for predetermination will not be
considered a claim. To file a claim under this Plan, there must be a written
request for payment for services or supplies that have already been
provided to you. See the “Claim Procedures” section for details on how to
file a claim.)

There is no penalty simply because a predetermination of medical
necessity is not requested or obtained, however if you fail to notify Cigna
of a hospital admission as described above, a $200 penalty will be
deducted from benefits payable on your claim. When a claim is submitted
after the services or supplies have been received, the Claim Administrator
will review the claim in accordance with the Plan requirement that services
and supplies be medically necessary in connection with the treatment of
an injury or sickness (see the “Medical Benefits” section of the Plan).
Thus, if you receive services or supplies without a predetermination, you
risk discovering after receiving such services or supplies, that they may
not be considered medically necessary and are, therefore, not covered
under the Plan. Unless you use voluntary predetermination, medical
necessity will be determined when the claim is filed after the service
is provided. In such a case, you may be entirely responsible for the
cost of any non-covered services or supplies.

If you wish to participate in the Voluntary Predetermination Program, follow
the instructions below.

To determine the patient’s eligibility and whether the service or supply is

covered or excluded under the terms of the Plan, contact the Fund Office.

Neither Cigna nor any medical consultants have the authority to determine

whether the service or supply is covered or to what extent benefits are

payable. Even after a determination of medical necessity, the Claim
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Administrator will review the claim for eligibility and coverage after it is
submitted. Thus, a claim for medically necessary services could be denied
on other grounds.

Neither Cigna, the Plan, nor any independent medical consultants will
make any decisions regarding your medical treatment or the receipt of
health care services. You should make all final decisions about your
medical care after consultation with your Physician.

a. Voluntary Predetermination of Surgical Procedures, Other
Outpatient Procedures and Home Health Care

To voluntarily predetermine whether any scheduled surgical
procedure, other outpatient procedure or home health care service is
considered medically necessary, call the Fund Office at (618) 259-
4379. The Fund may then refer your case to an independent medical
consultant to determine the medical necessity of the initial treatment
program and continued care. You and your physician will be notified
of the decision.

b. Hospital Admissions or Partial Hospitalization

Before you or a family member enters a hospital for non-emergency
inpatient admission or a partial hospitalization treatment program,
your physician may contact Cigna toll-free at (800) 768-4695 to initiate
the review process. Cigna and/or an independent medical consultant
will determine the medical necessity of the hospitalization and you and
your physician will be notified of the decision.

c. Voluntary Concurrent Review

If you elected voluntary predetermination of hospital admission,
Cigna’s nurses will perform periodic reviews of your medical progress
and will check with your Physician and Hospital. If Cigna approves
the continued stay as medically necessary, your claim will not be
denied on that basis.

In the event of an emergency admission, you or your physician may

contact Cigna within 48 hours following the admission to participate in
the voluntary concurrent review program.
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Review of Voluntary Predetermination

If you or your Physician disagree with a predetermination that a
hospitalization, length of stay, surgery or outpatient procedure is not
medically necessary, you or your Physician may contact Cigna toll-
free at (800) 768-4695 or the Fund Office at (618) 259-4379 to review
the situation. Because the Plan does not recognize a claim until after
the services are rendered, there is no appeal procedure. If you
disagree with the predetermination decision, you may obtain the
services and, when the claim is submitted after the services have been
performed, the claim will be reviewed by the Plan without deference
to the negative predetermination decision made by Cigna or another
consultant.
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II.SCHEDULE OF BENEFITS
A. EMPLOYEE BENEFITS
Death Benefit (Active Covered Employees Only)* $5,000

Accidental Dismemberment
(Active Covered Employees Only) $5,000

Weekly Disability Income Benefit
(Active Covered Employees Only)** $400

* RETIREE DEATH BENEFITS ARE CURRENTLY PROVIDED UNDER
THE PLUMBERS & PIPEFITTERS LOCAL NO. 553 PENSION FUND.

**Disability Income Benefits are paid weekly and begin the eighth day of
Disability. The Maximum Benefit Period is 13 Weeks.

See pages 30-32 for details on death, accidental dismemberment and
disability income benefits.

B. EMPLOYEE & DEPENDENT BENEFITS

Medical Benefits

Medical benefits will be payable according to the Schedule below and vary
depending on whether you use Tier 1, Tier 2 or Non-Network Providers.
For Covered Services, the Plan will pay the percentage shown under the
“Benefit Payment” column in the Schedule of Benefits on the following
pages, after satisfaction of the applicable deductible, based upon the
network participation level of the provider who furnishes covered services
or supplies. You are responsible for any listed Co-pay or Co-insurance
(the percentage not payable by the Plan) in addition to any charges that
exceed the maximum amount payable by the Plan.

Calendar Year Deductibles:

Individual $250
Family $750

Special Deductible $2,500*

The deductible amount shown above is the amount of covered expenses
that must be incurred in a calendar year before benefits are payable for
covered medical expenses incurred during the remainder of that year. It is
in excess of any amount paid under any other benefit provisions of this
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Plan. Required co-payments do not apply towards satisfaction of the
deductible.

The maximum deductible amounts to be applied each calendar year to a
covered employee and the covered employee’s covered dependents will
not be more than the family maximum shown above (excluding the special
deductible for a covered Spouse if applicable).

*The Special Deductible applies to the Spouse of a covered employee who
is eligible for, but not enrolled in a group health plan available through his
or her employer. (However, if such enrollment is not permitted under the
terms of the employer’s plan, the special deductible will be waived until
such enrollment is permitted.) The special deductible is applied on a
calendar year basis and is in addition to the individual and/or family
deductible amounts.

Out-of-Pocket Maximum (Per Calendar Year):

Tier 1/Tier 2 Non-Network
Individual $20,000 N/A
Family $40,000 N/A

Once the maximum amount shown above has been paid by a covered
individual or family during a calendar year, the Plan will pay 100% of
additional eligible expenses incurred during that calendar year, subject to
the limitations shown below and any applicable Plan limits on days or
dollar amounts (e.g., in no event will payment for fertility testing exceed
the $500 calendar year maximum benefit).

The Out-of-Pocket Maximum does include the individual and family
deductible, but not the special deductible. The Out-of-Pocket maximum
does not apply to certain expenses; which means that the amount you
must pay for those expenses will not be applied towards the out-of-pocket
maximum and such expenses will never be paid at 100%. The out-of-
pocket maximum does not apply to the following expenses: inpatient or
outpatient substance abuse treatment expenses (which are not covered
by the Plan); expenses that exceed Plan lifetime or calendar year
maximums; utilization review penalties, expenses incurred due to
reduction to the UCR payment level or other non-covered expenses.
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The following tables are only intended to summarize your benefits
under the Plan. Please refer to the page number shown for details
regarding covered services and any applicable limitations. Please
refer to Section XIVfor information on filing and appealing a claim.
That section contains important information concerning the time
limits for appealing a claim and/or bringing a lawsuit against the Plan
following an appeal.

1. Medical Schedule of Bengefits

Covered Page | Limitations Benefit Payment
Services # (after satisfaction of the applicable
deductible, unless otherwise noted)
Tier 1 Tier 2 Non-
Network*
Hospital 33
Facility
Charges
Inpatient 33 Notification 100% after 85% 70%
Required; $50 Co-pay
$200 Penalty for | per day
Non-
Compliance.
Room and Board
is Limited to
Semi-Private
Room Rate
Outpatient 33 100% after 85% Not
Surgery $100 Co- Covered
pay
Kidney Dialysis 34 100% after 85% Not
$100 Co- Covered
pay
Emergency 34 100% 85% 70%**
Room after  $50 | after $50 | after $50
co-pay co-pay co-pay
(waived if | (waived if | (waived if
admitted) admitted) admitted)

*Covered services obtained from a Non-Network provider will be covered at the “Tier 2”
benefit level in the event treatment is for an Emergency Medical Condition as defined in this
plan.

**Benefits for emergency room physicians, anesthesia, radiology or pathology services
performed by a Non-Network provider in connection with a covered procedure performed in
a Tier 1 or Tier 2 facility and ordered by a Tier 1 or Tier 2 admitting physician will be payable
at the PPO benefit level.
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Covered Page | Limitations Benefit Payment
Services # (after satisfaction of the applicable
deductible, unless otherwise noted)
Tier 1 Tier 2 Non-
Network*
Urgent Care Not Covered for 100% after 85% Not
Medicare $20 Co-pay Covered*
Retirees (Treated as
Doctor
Office Visit
subject to
30 visits per
Calendar
Year
Maximum)
No
Deductible
Doctor’s 34
Surgical
Services
Inpatient 34 Notification 100% after | 85% 70%
Required; $100 Co-
$200 Penalty for | pay
Non-Compliance
Outpatient 34 100% after | 85% 70%
$100 Co-
pay
Anesthesia 35 100% 85% 70%**
Services
Doctor 35
Services
Hospital 35 100% after 85% 70%
Inpatient Visit $15 Co-pay
Office Visit 35 Not Covered for 100% after 100% up to | Not
Medicare $20 Co-pay | a maximum | Covered
Retirees Maximum of $10 per
30 visits per | visit
Calendar No
Year Deductible
No
Deductible

1 Benefits for physician services performed by a Non-Network provider at a Tier 1 or Tier 2
Urgent Care Facility will be payable at the Tier 2 benefit level.

*Covered services obtained from a Non-Network provider will be covered at the “Tier 2”
benefit level in the event treatment is for an Emergency Medical Condition as defined in this
plan.

**Benefits for emergency room physicians, anesthesia, radiology or pathology services
performed by a Non-Network provider in connection with a covered procedure performed in
a Tier 1 or Tier 2 facility and ordered by a Tier 1 or Tier 2 admitting physician will be payable
at the PPO benefit level.
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Covered Page | Limitations Benefit Payment
Services # (after satisfaction of the applicable
deductible, unless otherwise noted)
Tier 1 Tier 2 Non-
Network*

Pathology/ 37 100% 85% 70%**

Radiology

Services

Outpatient 37 100% after 85% 70%

Diagnostic $25 Co-pay

Testing (lab, x-

rays, etc)

Routine 37 100% 85% Not

Physical No No Covered

Examination Deductible | Deductible

Home Health 38 100% after 85% 70%

Care $20 Co-pay

Hospice 39 100% after 85% 70%
$20 Co-pay

Durable 39 $1,200 100% 85% 70%

Medical Maximum per

Equipment item

Ambulance 39 100% after 85% 70%*
$20 Co-pay

Skilled 40 100% after | 85% 70%

Nursing $50 Co-pay

Facility per day

Fertility 40 $500 Maximum 100% 85% 70%

Testing per Calendar

Year

Physical, 40

Occupational,

or Speech

Therapy

Hospital 40 100% after 85% 70%

Outpatient $25 Co-pay

Freestanding 40 100% after 85% 70%

Facility $20 Co-pay

T™J 41 100% after | 85% 70%
$20 Co-pay

Mental Health 44

Treatment:

*Covered services obtained from a Non-Network provider will be covered at the “Tier 2”
benefit level in the event treatment is for an Emergency Medical Condition as defined in this
plan.

**Benefits for emergency room physicians, anesthesia, radiology or pathology services
performed by a Non-Network provider in connection with a covered procedure performed in
a Tier 1 or Tier 2 facility and ordered by a Tier 1 or Tier 2 admitting physician will be payable
at the PPO benefit level.
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Covered Page | Limitations Benefit Payment
Services # (after satisfaction of the applicable
deductible, unless otherwise noted)
Tier 1 Tier 2 Non-
Network*
Inpatient 44 Notification 100% after 85% 70%
Required; $50 Co-pay
$200 Penalty for | per day
Non-
Compliance.
Room and Board
is Limited to
Semi-Private
Room Rate
Outpatient 44 100% after 85% 70%
$25 Co-pay
Dental 44 100% after 85% 70%
Accident $20 Co-pay
Benefit

Effective March 1, 2020, and until such time as determined by the Trustees in accordance
with applicable law, COVID-19 testing performed by Network and Non-Network providers
shall be covered at 100% with no co-pay and no deductible as long as such testing is:

. Medically Necessary,

. consistent with guidelines established by the Centers for Disease Control and Prevention

(CDC), and

e  notcovered by the CDC or a state program or agency.
In addition, the cost of the initial physician’s office, emergency room or urgent care visit that
results in an order for testing for COVID-19 shall be covered at 100% with no co-pay and
no deductible. Treatment for COVID-19 will remain at the normal Plan benefit as stated
herein.

*Covered services obtained from a Non-Network provider will be covered at the “Tier 2”
benefit level in the event treatment is for an Emergency Medical Condition as defined in this
plan.

**Benefits for emergency room physicians, anesthesia, radiology or pathology services
performed by a Non-Network provider in connection with a covered procedure performed in
a Tier 1 or Tier 2 facility and ordered by a Tier 1 or Tier 2 admitting physician will be payable
at the PPO benefit level.
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2. Dental Schedule of Benefits

Calendar Year Maximum: $1,750 per person
for all covered services

Covered Services Page # Limitations Benefit Payment
Preventive Care 46 100%
Other Covered Services 46-47 80%
Orthodontia a7 Limited to persons 80%

under age 19

3. Vision Schedule of Benefits

Covered Services Page Limitations Benefit Payment
#
Eye Examinations 49 Limited to one exam per | $30 Maximum Benefit
calendar year
Eyeglass Lenses** 49 Limited to one pair per
calendar year
Single Vision 49 $75 Maximum Benefit
Bifocal 49 $85 Maximum Benefit
Trifocal 49 $100 Maximum Benefit
Graduated 49 $100 Maximum Benefit
Eyeglass Frames** 49 $120 Maximum Benefit
every 2 years
Contact Lenses** 49 Contacts not covered if | $135 Maximum Benefit per
eyeglasses purchased | calendar year
during that calendar
year
Prescription Lenses 50 Only available  to | $10 Maximum Benefit per
for Welding Hoods covered  employees, | calendar year
not dependents

**During each calendar year, the Plan will pay benefits up to the maximum amounts shown
above for contact lenses or one pair of eyeglass lenses and frames. The Plan will not pay
benefits for both eyeglasses and contact lenses during the same calendar year.

4. Prescription Drug Schedule of Benefits

Prescription Drugs Page # Limitations Benefit Payment
Participating
Pharmacies
Generic Drugs 51-52 For  Active Employees/ | 50%

Dependents  and Non-
Medicare Retirees Only
Brand Name Drugs Not Covered*

*Brand name drugs are not covered by the Plan, but may be purchased at a discount from
participating pharmacies using your SavRx card.
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. DEATH BENEFIT

Each covered active employee is covered for a death benefit of $5,000.
This benefit is payable to the employee’s named beneficiary in the event
of death from any cause.

An employee may name his own beneficiary and may change that
beneficiary at any time by proper written notice to the Fund Office. If no
beneficiary is named, the death benefit will be paid in accordance with the
intestate laws of the State in which the decedent resided.

Retiree death benefits (are currently provided by the Plumbers &
Pipefitters Local No. 553 Pension Fund.

No death benefits are provided for dependents.
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IV. ACCIDENTAL DISMEMBERMENT BENEFIT

In addition to other benefits to which an employee may be entitled, this
coverage provides for the payment of the amount shown in the table below
in the event of dismemberment due to and within 365 days of an Injury.

In the event of loss of: The amount payable is:
A Hand $2,500
A Foot $2,500
An Eye $2,500
More than one of the above due to one accident $5,000

Limitations and Exclusions. Accidental dismemberment benefits are
not provided for losses connected in any way with any of the following:
bodily or mental infirmity, ptomaines, bacterial infections, diseases,
medical or surgical treatment, war, act of war, intentionally self-inflicted
injury or suicide. Dismemberment benefits are only payable for non-
occupational Injuries. Accidental dismemberment benefits are not
provided for dependents.
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V. DISABILITY INCOME BENEFIT

Disability Income Benefits of $400 per week ($57.14 per day) are payable
when a covered active employee becomes Disabled by an Injury or
Sickness so as to be unable to perform his or her regular work. Hospital
or home confinement is not necessary, however a legally qualified
physician or surgeon must certify the Disability.

Disability Income Benefits for each Disability Period begin on the eighth
day of Disability. Payment of benefits is limited to a maximum of 13 weeks
for any one Disability Period.

Disability Period Means:

e any one absence from work because of Disability due to one or more
causes.

e any two or more absences from work because of Disability, except
that any two such absences from work which are separated by the
return of the covered individual to active work on a full-time basis for
at least one week shall be considered to have occurred in separate
Disability periods.

Limitations and Exclusions. Disability income benefits are not payable
for any day of Disability:

1. on which the covered employee engages in any occupation or
employment for compensation, profit or gain;

2. due directly to any one or more of the following:
a. intentionally self-inflicted injury;
b. any sickness or injury arising out of any employment or self-
employment for compensation, profit or gain or any sickness or
injury covered by any workers’ compensation law, occupational

disease law or similar law;

c. substantial impairment of mental or physical capacity resulting
from the consumption of alcohol or any illegal drug.

3. for an individual who is considered a Retired employee receiving
benefits from the Plumbers & Pipefitters Local No. 553 Pension Plan.
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VI. MEDICAL BENEFITS
A. COVERED MEDICAL EXPENSES

Subject to the provisions, exclusions and limitations of the Plan and the
deductible shown in the Schedule of Benefits, the benefits described in
this section are payable for Eligible Expenses incurred by an employee or
dependent while covered for medical benefits. Unless otherwise
specifically indicated, benefits are available only for medically necessary
treatment of an injury or sickness.

The amount of benefits payable is the percentage of Eligible Expenses
shown in the Schedule of Benefits on pages 26 through 28. Particular
types of medical care may have calendar year maximums or other
limitations as described on the following pages.

1. Hospital Facility Benefit

Inpatient Hospital Services. Cigna must be notified prior to any
inpatient hospital admission (or within 48 hours after emergency
admissions) or a $200 penalty will be applied to any benefits payable
under the Plan.

If an employee or dependent, while covered, is confined in a Hospital as
an inpatient for treatment, the Eligible Expenses for Room and Board and
other Hospital services and supplies will be reimbursed at the rate of 100%
after a $50 co-pay per day confined in a Tier 1 Hospital, 85% if confined
in a Tier 2 Hospital or 70% if confined in a Non-Network Hospital. Eligible
Expenses for private Room and Board are limited to the Hospital's average
semiprivate room rate or 90% of the most common private room rate for a
hospital that does not have semi-private accommodations.

Outpatient Hospital/Surgical Facility Services. Eligible Hospital
Expenses incurred in connection with a surgical procedure performed at a
Hospital on an outpatient basis or at an outpatient surgical facility will be
covered at 100% after a $100 co-pay if the services are performed at a
Tier 1 facility or 85% at a Tier 2 facility. Facility charges for surgical
procedures performed at a Non-Network facility are not covered.

Eligible Expenses for routine screening colonoscopies will be covered
when performed in accordance with generally accepted medical age and
frequency guidelines. The applicable facility co-payments and co-
insurance will apply to Tier 1 and Tier 2 facilities. Such procedures
performed in a non-network facility are not covered.
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Kidney Dialysis. Eligible Expenses for Kidney Dialysis will be payable at
100% after a $100 co-pay if the services are performed at a Tier 1 facility
or 85% at Tier 2 facilities. Treatment at Non-Network facilities will not be
covered.

Emergency Room. Eligible Expenses incurred in the emergency room or
department of a Hospital for treatment of an Emergency Medical Condition
will be reimbursed at 100% (Tier 1), 85% (Tier 2) or 70% (Non-Network)
after the employee pays a co-payment of $50 (which will be waived if the
patient is admitted to hospital).

Benefits for Emergency Room Doctor’s charges will be based on the
network participation level of the Hospital in which services are received.

In the event treatment is for an Emergency Medical Condition as defined
in this plan, covered services obtained from a Non-Network provider will
be covered at the “Tier 2” benefit level until the patient can be safely
transferred to a Tier 1 or Tier 2 Hospital.

2. Urgent Care Benefit

If an active employee or dependent, while covered, incurs Eligible
Expenses for an Urgent Care visit rendered by a Tier 1 Doctor, those
Eligible Expenses will be reimbursed at the rate of 100% after a $20 co-
pay and are not subject to the calendar year deductible. Urgent Care visits
will be treated as a Doctor Office Visit and subject to a combined maximum
of 30 visits per calendar year. Services rendered by a Tier 2 Urgent Care
provider will be reimbursed at 85%. Non-Network Urgent Care facilities will
not be covered, however physician services performed by a Non-Network
provider at a Tier 1 or Tier 2 Urgent Care Facility will be payable at the
Tier 2 benefit level (85%).

Urgent Care services are not covered for Medicare Retirees.

3. Doctor’s Surgical Service Benefit

Inpatient. If an employee or dependent, while covered, incurs Eligible
Expenses for a surgical procedure while an inpatient in a Hospital, those
Eligible Expenses for the doctor’s services will be reimbursed at the rate
of 100% after a $100 co-pay if performed by a Tier 1 Doctor, 85% if
performed by a Tier 2 Doctor or 70% if performed by a Non-Network
Doctor.

Outpatient. For surgical procedures performed in a Doctor’s office,
outpatient facility of a Hospital or other outpatient surgical facility, the
Eligible Expenses for the doctor’s surgical services will be reimbursed at
100% after a $100 co-pay if performed by a Tier 1 Doctor, 85% if
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performed by a Tier 2 Doctor or 70% if performed by a Non-Network
Doctor. Note: Facility charges for Non-Network dialysis centers and
outpatient surgery centers are not covered (see Medical, Dental and
Vision Exclusions and Limitations number 21 and 22 on page 53).

Eligible Expenses for routine screening colonoscopies will be covered
when performed in accordance with generally accepted medical age and
frequency guidelines. The applicable co-payments and co-insurance will
apply based upon the Doctor’s network participation level.

4. Anesthesia Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
the services of an anesthesiologist or Certified Registered Nurse
Anesthetist (CRNA), those Eligible Expenses will be reimbursed at the rate
of 100% if performed by a Tier 1 provider, 85% if performed by a Tier 2
Provider or a Non-Network Provider providing services ordered by a Tier
1 or Tier 2 Doctor at a Tier 1 or Tier 2 Hospital; other services performed
by a Non-Network Provider will be reimbursed at the rate of 70%.

5. Doctor Service Benefit

In-Hospital Visits. If an employee or dependent, while covered, incurs
Eligible Expenses for nonsurgical medical treatment by a Doctor while an
inpatient in a Hospital, those Eligible Expenses will be reimbursed at the
rate of 100% after a $15 co-pay if performed by a Tier 1 Doctor, 85% if
performed by a Tier 2 Doctor or 70% if performed by a Non-Network
Doctor.

Office Visits — Tier 1 or Tier 2 Providers Only. If an active employee or
dependent, while covered, incurs Eligible Expenses for a Doctor’s office
visit rendered by a Tier 1 Doctor, those Eligible Expenses will be
reimbursed at the rate of 100% after a $20 co-pay, for a maximum of 30
visits per calendar year. For office visits rendered by a Tier 2 Doctor, the
plan will pay $10 per visit. The covered participant must pay the balance
of the Doctor’s discounted charge. Office visit benefits are not subject to
the calendar year deductible. No benefits will be paid for Non-Network
Doctors. Doctor’s office visits are not covered for Medicare Retirees.

6. Physician Assistant/Nurse Practitioner Services

If an employee or dependent, while covered, incurs Eligible Expenses for
the following services performed by a Physician Assistant or Nurse
Practitioner the Plan will pay benefits as described below provided (a) the
Physician Assistant or Nurse Practitioner is employed by a licensed Doctor
or clinic, which also employs supervisory Doctors, (b) services are
rendered under the supervision of the employing Doctor or clinic and (c)
the employing Doctor or clinic and Physician Assistant or Nurse
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Practitioner participate in the Plan’s Tier 1 or Tier 2 Networks. Drugs,
medications, devices, therapies or services rendered, furnished or
prescribed by a Physician Assistant or Nurse Practitioner must be
rendered, furnished or prescribed pursuant to a Supervision Agreement
that is specific to the clinical condition diagnosed and treated by the
supervising Doctor. Charges for services performed by the supervising
Doctor on the same date as billed Physician Assistant/ Nurse Practitioner
services will not be covered.

Covered Physician Assistant/Nurse Practitioner Services:

e Taking patient histories.
e Performing physical examinations.

e Performing or assisting in the performance of routine laboratory
and patient screening procedures.

e Performing routine therapeutic procedures.

e Recording diagnostic impressions and evaluating situations
calling for attention of a Physician to institute treatment
procedures.

e Instructing and counseling patients regarding mental and physical
health using procedures reviewed and approved by the employing
Doctor.

e Assisting the supervising Doctor in institutional settings, including
review of treatment plans, ordering tests and diagnostic laboratory
and radiological procedures and ordering of therapies, using
procedures reviewed and approved by the employing Doctor.

e Assisting at surgery.

Physician Assistant/Nurse Practitioner Services Not Covered by the Plan:

e Services or tasks prohibited by law.
e Services not rendered under the supervision of a Doctor.

e Services that the Physician Assistant/Nurse Practitioner has not
adequately been trained or is not proficient to perform.

e Abortion.

e Drugs, medications, devices, therapies or services that are not
rendered, furnished or prescribed pursuant to a Supervision
Agreement that is specific to the clinical condition diagnosed and
treated by the supervising Physician.

e Lenses, prisms and contact lenses for the aid, relief or correction
of vision or the measurement of visual power or acuity.
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e Administration or monitoring of general or regional block
anesthesia during diagnostic tests, surgery or obstetrical
procedures.

e Expenses for surgical assistance to Doctors who participate in the
Plan’s Tier 1 or Tier 2 Networks are covered only when billed by
the Network physician. No expenses for surgical assistance billed
by a hospital or surgical facility or an independent Physician
Assistant/ Nurse Practitioner or Non-Network Doctor are covered.

Physician Assistant/Nurse Practitioner Benefit Amount:

Covered expenses for services provided by a Physician Assistant or Nurse
Practitioner are limited to 85% of the amount that would have been allowed
as an Eligible Expense had a Physician rendered the services. Such
covered expenses are subject to the Plan’s deductible, Tier 1/Tier 2
reimbursement levels and subject to all of the Plan’s limitations and
exclusions.

7. Pathology and Radiology Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
the services of a pathologist or radiologist, those Eligible Expenses will be
reimbursed at the rate of 100% if performed by a Tier 1 provider, 85% if
performed by a Tier 2 Provider or a Non-Network Provider providing
services ordered by a Tier 1 or Tier 2 Doctor at a Tier 1 or Tier 2 Hospital;
other services performed by a Non-Network Provider will be reimbursed at
the rate of 70%.

8. Diagnostic Expense

If an employee or dependent, while covered and while not confined as an
inpatient in a Hospital, incurs Eligible Expenses for x-ray examinations or
microscopic or other laboratory tests and analyses (including
interpretation of such tests) made for diagnostic purposes or for injections,
for other than preventive purposes, those Eligible Expenses will be
reimbursed at 100% after $25 co-pay when performed by a Tier 1 provider,
85% when performed by a Tier 2 Provider and 70% when performed by a
Non-Network Provider.

Diagnostic Expense Limitations and Exclusions. In addition to the
Medical, Dental and Vision Exclusions and Limitations listed on pages 51
through 55, x-ray examinations of teeth are not covered under this benefit.
(Dental x-rays are covered under the Plan’s dental benefits, see page 46).

9. Routine Physical Examination Benefit

Benefits are also payable at 100% for Eligible Expenses incurred from a
Tier 1 Provider and 85% from a Tier 2 Provider as part of a routine physical
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examination, including immunizations and other preventive injections.
Routine benefits are not subject to the deductible. Routine examinations
performed by a Non-Network Provider are not covered.

10. Home Health Care Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
home health care services provided by a Home Health Care Agency, those
Eligible Expenses will be reimbursed at the rate of 100% after a $20 co-
pay when services are performed by a Tier 1 Provider, 85% when
performed by a Tier 2 Provider and 70% when performed by a Non-
Network Provider.

Home health care benefits will be provided only if the patient’s Doctor
recommends a home health care program and certifies that the covered
individual would otherwise be Hospital-confined but for the program. The
covered individual must be confined in a Hospital within one week
preceding the start of the program.

Covered expenses include only care rendered by:

o aregistered professional nurse (R.N.);
e alicensed practical nurse (L.P.N.);

e ahome health aide;

e an occupational therapist;

e a physical therapist; or

e alicensed respiratory therapist

provided the nurse, aide, or therapist does not have the same legal
residence as, and is not a close relative of, the covered individual, and
further provided that services of a licensed respiratory therapist are
limited to three visits to train the patient’s caretaker following discharge
from a Hospital.

Home Health Care Limitations and Exclusions. In addition to the
Medical, Dental and Vision Exclusions and Limitations listed on pages 51
through 55, no home health care benefits will be paid or payable for:

e custodial care;
e transportation service;
e services made by a person who lives with the covered individual;

e services that are not included in the home health care program set
up by the patient’s Doctor;

e any period of time during which the covered individual is not under
the care of the Doctor who set up the home health care program.
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Any benefits paid under this home health care benefit will be in lieu of any
benefits which would otherwise be payable under the Medical Benefits of
the Plan for the same covered expenses.

11. Hospice

If an employee or dependent, while covered, incurs Eligible Expenses for
hospice care, those Eligible Expenses will be reimbursed at the rate of
100% after a $20 co-pay at a Tier 1 facility, 85% at a Tier 2 facility and
70% at a Non-Network facility.

The following services and supplies will be covered, to the extent that the
patient’s Doctor certifies that that the patient is expected to live for less
than six months:

¢ Home Health Care services of the type listed above;
o Palliative care;
o Dietary counseling; and

e Counseling and social support services by a licensed clinical
social worker.

12. Durable Medical Equipment

If an employee or dependent, while covered, incurs Eligible Expenses for
rental of Durable Medical Equipment, those Eligible Expenses will be
reimbursed at the rate of 100% when obtained from a Tier 1 Provider, 85%
from a Tier 2 Provider and 70% from a Non-Network Provider. The benefit
will be limited to a maximum of $1,200 per item (which includes necessary
paraphernalia).

Equipment must be prescribed by a Doctor who must document necessity
of the item for patient’s medical management, diagnosis or condition and
projected duration of use.

The Plan will cover the purchase of equipment where, in the Trustees’
opinion, it is less costly than rental taking into account the expected
duration of use.

13. Ambulance Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
transportation by ambulance, those Eligible Expenses will be reimbursed
at the rate of 100% after a $20 co-pay when services are performed by a
Tier 1 Provider, 85% when performed by a Tier 2 Provider and 70% when
performed by a Non-Network Provider. Non-Network expenses for

41



ambulance service required due to an Emergency Medical Condition will
be reimbursed at 85%.

14. Skilled Nursing Facility Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
confinement in a Skilled Nursing Facility, Eligible Expenses for services
will be reimbursed at the rate of 100% after a $50 co-pay per day at a Tier
1 facility, 85% at a Tier 2 facility and 70% at a Non-Network facility.

Confinement in the Skilled Nursing Facility must be recommended by the
patient’s Doctor for non-custodial care and must begin within 14 days
following discharge from a Hospital stay of three or more days. (Care that
is required solely for assistance with normal daily activities, such as
dressing, feeding and ambulation is considered custodial and is not
covered under the Plan.)

15. Fertility Testing Benefit

If an employee or Spouse, while covered, incurs Eligible Expenses for
fertility tests, those Eligible Expenses will be reimbursed at the rate of
100% when services are performed by a Tier 1 Provider, 85% when
performed by a Tier 2 Provider and 70% when performed by a Non-
Network Provider. Fertility Benefits are limited to a maximum benefit of
$500 per calendar year.

Limitations and Exclusions. In addition to the Medical, Dental and
Vision Exclusions and Limitations listed on pages 51 through 55, no
benefits will be paid or payable for the treatment of infertility.

16. Physical/Occupational/Speech Therapy Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
physical, occupational or speech* therapy prescribed by the patient’s
Doctor, those Eligible Expenses will be reimbursed at the rate of 100%
after a $25 co-pay when services are performed at a Tier 1 Hospital on an
outpatient basis, 100% after a $20 co-pay when services are performed at
a free-standing Tier 1 facility, 85% when performed by a Tier 2 Provider
and 70% when performed by a Non-Network Provider.

*Benefits for speech therapy are limited to charges incurred for restorative
or rehabilitative speech therapy for speech loss or impairment due to
Sickness, due to surgery on account of Sickness or due to trauma causing
speech loss or impairment. Speech therapy rendered for delayed
development or educational purposes is not covered.
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17. Temporomandibular Joint Dysfunction (TMJ) Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
Hospital, medical or surgical treatment of temporomandibular joint
dysfunction, those Eligible Expenses will be reimbursed at the rate of
100% after a $20 co-pay when services are performed by a Tier 1
Provider, 85% when performed by a Tier 2 Provider and 70% when
performed by a Non-Network Provider.

Limitations and Exclusions. In addition to the Medical, Dental and
Vision Exclusions and Limitations listed on pages 51 through 55, no
medical benefits will be paid for treatment of temporomandibular joint
dysfunction by means of appliance therapy (appliance therapy is covered
under the Plan’s dental benefits).

18. Pregnancy Benefit

Benefits for expenses associated in any way with pregnancy are provided
only for female employees and dependent wives, and not for dependent
children.

Pregnancy will be treated the same as any other Sickness for purposes of
the Medical Benefits described above.

Well baby Hospital charges are considered eligible for payment under the
mother’s benefits. Circumcision and other newborn care due to a Sickness
of the child are covered as a claim on the child.

Pursuant to federal law, the Plan will cover a hospital stay of at least 48
hours for the mother and infant following a vaginal delivery and at least
96 hours following delivery by caesarian section. However, the mother’s
or newborn’s provider, after consulting with the mother, may discharge the
mother or her newborn before the expiration of the 48-hour (or 96-hour as
applicable) period. In any case, the Plan may not, under Federal law,
require that a provider obtain authorization from the for prescribing a
length of stay not in excess of 48 hours (or 96 hours).

Pregnancy Benefit Limitations and Exclusions. In addition to the
Medical, Dental and Vision Exclusions and Limitations listed on pages 51
through 55, no benefits will be paid with respect to the following:

e delivery which occurs or charges which are incurred after termination
of the mother’s coverage; or

e charges for and in connection with elective abortions (including any
procedures and/or medications), unless life of the mother would be in
danger if the fetus were carried to term or where rape or incest has
been reported to the appropriate authorities.
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19. Mastectomy Benefits

Eligible Expenses for mastectomy-related services will be paid as the
applicable Hospital, surgical or Doctor benefits for any other Sickness,
which are described above. Benefits will be paid for the following:

a.

All stages of reconstruction of the breast on which the mastectomy
was performed,

Surgery and reconstruction of the other breast to produce a
symmetrical appearance,

Prostheses, and

Treatment of physical complications for all stages of a
mastectomy, including lymphedema (swelling associated with the
removal of the lymph nodes).

20. Miscellaneous Medical Benefits

If an employee or dependent, while covered, incurs Eligible Expenses for
any of the services listed below, those Eligible Expenses will be
reimbursed at the applicable rate shown above for Hospital or Doctor’s
benefits.

a.

Radiation therapy or treatment, and chemotherapy limited to the
treatment of cancer and as specified as covered under the Plan’s
Organ Transplant Benefit.

Processing and administration of blood or blood components, but
benefits for the cost of the actual blood or blood components will
be limited if the Hospital or other supplier makes a refund or
allowance to or on the participant’s behalf either as a result of the
operation of a group blood bank or otherwise, but only to the
extent of the refund or allowance.

Oxygen and its administration.

Dressings, sutures, casts, splints, trusses, crutches or other
medical supplies that are necessary to treat a Sickness or Injury
or to permit the individual to carry on normal daily activities,
excluding items necessary to permit the participation in sports.

Fees for case management services. Fees will be paid at 100%,
are not subject to the calendar year deductible.
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f.  Vaccines for Human Papilloma Virus (HPV) when administered in
accordance with generally acceptable medical guidelines by a Tier
1 or Tier 2 provider. Vaccines administered by non-network
providers are not covered.

g. Medically Necessary injectable drugs for the treatment of back or
knee pain provided the covered individual has completed the
required protocol for such injections.

21. Organ Transplant Benefit

If an employee or dependent, while covered, incurs Eligible Organ
Transplant Expenses for the transplantation of a human organ, those
Eligible Expenses will be reimbursed, in accordance with the table below,
at the rate of 100% after the applicable Hospital and Doctor's co-pays
when services are performed by a Tier 1 Provider, 85% if performed by a

Tier 2 Provider or 70% if performed by a Non-Network Provider.

Situation

Coverage

a. The recipient is a covered
employee or dependent and
receives the organ from a
cadaver.

The recipient’s expenses,
including the charge for the organ,
are covered.

b. The recipient is a covered
employee or dependent and
receives the organ from a
bank.

The recipient’s expenses,
including the charge for the organ,
are covered.

c. The recipient and the donor
are covered employees and/or
dependents under the Plan.

The expenses of both are covered
as two separate claims.

d. The recipient is a covered
employee or dependent and
the donor’s expenses are not
covered under any other plan.

The expenses of both are covered
as two separate claims.

e. The recipient is a covered
employee or dependent and
the donor's expenses are
covered under another plan.

Only the recipient’'s expenses are
covered.

f. The donor is a covered
employee or dependent but
the recipient is not.

The expenses of neither are
covered unless the recipient is a
parent, sibling or child of the
covered employee or dependent,
in which case only the expenses
of the donor are covered.
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Organ Transplant Expenses Include: pre-transplant testing and
consultation; all services and supplies incurred for the transplant
procedure; post-operative care in the hospital (inpatient or outpatient);
extended care in a facility or at home; pharmaceuticals and their
administration, including, but not limited to, high-dose chemotherapy or
anti-rejection drugs; durable medical equipment; and to the extent
provided above, the donor’s expenses.

The Trustees of the Plan strongly encourage covered individuals to
contact the Plan Administrator before undergoing any inpatient procedure,
including an organ transplant procedure. A covered individual who does
not contact the Plan Administrator runs the risk of discovering after
expenses have been incurred that the procedure is not covered by the
Plan.

22. Mental Health Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
the treatment of a Mental or Nervous Disorde,. Eligible Inpatient Expenses
will be reimbursed at 100% after a $50 co-pay per day at a Tier 1 facility,
85% at a Tier 2 facility and 70% at a Non-Network facility. Outpatient
Expenses will be reimbursed at 100% after a $25 co-pay if services are
performed by a Tier 1 Provider, 85% if services are rendered by a Tier 2
Provider or 70% if rendered by a Non-Network Provider.

23. Dental Accident Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
services of a Doctor or a Dentist for treatment of an Injury to natural or
prosthetic teeth, those Eligible Expenses will be reimbursed at the rate of
100% after a $20 co-pay if performed by a Tier 1 Doctor or Dentist, 85% if
performed by a Tier 2 Doctor or Dentist or 70% if performed by a Non-
Network Doctor or Dentist.

Limitations and Exclusions. In addition to the Medical, Dental and
Vision Exclusions and Limitations listed on pages 51 through 55, no
benefits are payable under the Plan’s Medical Benefits for services
involving the teeth, their surrounding structure, the alveolar structure or
the gums except for treatment of Injury to natural or prosthetic teeth.
Treatment under this provision is covered only if it begins within six months
after the Injury.

24. Oral and Maxillofacial Surgery Benefit

If an employee or dependent, while covered, incurs Eligible Expenses for
services of a Doctor a Dentist for medically necessary cutting procedures
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on the hard and soft tissues of the mouth for the treatment of periodontal
and other diseases, those Eligible Expenses will be reimbursed at the rate
of 100% after a $20 co-pay if performed by a Tier 1 Doctor or Dentist, 85%
if performed by a Tier 2 Doctor or Dentist or 70% if performed by a Non-
Network Doctor or Dentist.

25. Dental Anesthesia Benefit

Anesthesia and hospital expenses rendered in connection with non-
covered dental services when Medically Necessary due to age, medical
condition or behavioral disorder or disability are covered under the Plan’s
medical benefit. Hospitalization and/or anesthesia for custodial purposes
or patient convenience are not covered.

Eligible Expenses will be covered at 100% after a $100 co-pay if the
services are performed at a Tier 1 facility or 85% at a Tier 2 facility. Facility
charges for surgical procedures performed at a Non-Network facility are
not covered.

B. CASE MANAGEMENT/ PROVISION FOR ALTERNATE TREATMENT
PLAN UNDER CASE MANAGEMENT

In cases where the patient’s condition is expected to be or is of a serious
nature, the Plan may arrange for review and/or case management
services from a professional qualified to perform such services. The
Administrative Manager shall have the right to alter or waive the normal
provisions of this Plan when it is reasonable to expect a cost-effective
result without a sacrifice to the quality of patient care.

Fees for case management services are medical benefits and will be
reimbursed at 100% with no calendar year deductible required. Treatment
services and supplies recommended by the case manager are subject to
all other plan provisions (deductible, coinsurance and benefit maximums).
Alternative care will be determined on the merits of each individual case
and any care or treatment provided will not be considered as setting any
precedent or creating any future liability.
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VII. DENTAL BENEFITS

Subject to the provisions, exclusions and limitations of the Plan, the
benefits described in this section are payable for Eligible Expenses
incurred by an employee or dependent for non-occupational Injuries or
Sicknesses while covered for dental benefits.

All benefits for covered dental services and supplies are limited to a
maximum benefit of $1,750 per person per calendar year; however the
maximum benefit dollar limitation does not apply to pediatric dental
services or medically necessary pediatric orthodontic treatment.

A. COVERED DENTAL EXPENSES

Covered expenses are charges made by a Dentist for the following:

1. Preventive Care

The Plan will reimburse 100% of the Usual, Customary and Reasonable
Charges incurred for the following services and supplies:

a. Full mouth x-rays with bitewings, limited to once every two years.

b. Bitewing x-rays of all posterior teeth, limited to one examination
every calendar year.

c. Oral examinations including scaling and cleaning of teeth, limited
to two examinations every calendar year.

d. Topical application of fluoride, limited to two applications every
calendar year.

2. Other Covered Dental Services and Supplies

The Plan will reimburse 80% of the Usual, Customary and Reasonable
Charges incurred for the following services and supplies:

a. Oral surgery and excision of impacted teeth.
b. Sealants.

c. Anesthetics and administration thereof, extractions, fillings and
space maintainers.

48



Inlays, crowns and gold fillings (including precision attachments
for dentures), and initial installation of fixed bridgework (including
inlays and crowns to form abutments) to replace one or more
natural teeth - limited to replacement of anterior teeth on
individuals under age 19.

Treatment of periodontal and other disease of the gums and
tissues of the mouth including root canal therapy. Only 2
periodontic maintenance visits are allowed per Calendar Year.
Only one full-mouth debridement allowed per Lifetime. Only one
periodontic surgical procedure per quadrant allowed per Calendar
Year. Only one scaling/root planning treatment per quadrant per
Calendar Year. All periodontal maintenance procedures
performed within 3 months after completion of periodontal surgery
will be considered part of the surgical service and are not a
separate Covered Expense. This includes re-evaluation.

Biopsy of oral tissue - limited to those charges made for the actual
excision.

Initial installation (including adjustments during the six month
period following installation) of partial or full removable dentures
replacing a natural tooth or teeth.

Relining procedures in connection with full or partial dentures -
limited to one procedure every two years.

Repair or recementing of crowns, inlays, bridgework or full or
partial dentures.

Injection of antibiotic drugs by the attending Dentist.

Replacement of an existing partial or full removable denture or
fixed bridgework by a new denture or by new bridgework, or the
addition of teeth to an existing partial removable denture or to
bridgework to replace extracted natural teeth, but only if evidence
satisfactory to the Fund Office is presented that:

i. the replacement or addition of teeth is required to replace
one or more additional natural teeth extracted after the
existing denture or bridgework was installed; or

ii. the existing denture or bridgework was installed at least
five years prior to its replacement and that the existing
denture or bridgework cannot be made serviceable; or

iii. the existing denture is an immediate temporary denture or
replacement by a permanent denture is required, and
takes place within 12 months from the date of installation
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of the immediate temporary denture.
.  Charges for services and supplies for orthodontic treatment
(braces). Orthodontic benefits are payable for persons under age
19 only.

m. Charges for dental implants.

50



B. DENTAL LIMITATIONS AND EXCLUSIONS

In addition to the Medical, Dental and Vision Exclusions and Limitations
listed on pages 51 through 55, benefits are not payable for or in connection
with the following.

1.

Charges for anything not ordered by a Dentist, or not necessary for
dental care.

Charges for services and supplies for treatment performed solely for
cosmetic purposes.

Any dental procedure that is considered eligible for benefits under the
Plan’s Medical Benefits.

The replacement of a lost or stolen prosthetic device.
Hospital, surgical and medical care for temporomandibular joint

dysfunction (TMJ). (Note: These services are covered under the
Plan’s Medical Benefits.)
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VIIl. VISION BENEFITS

Subject to the provisions, exclusions and limitations of the Plan, the
benefits described in this section are payable for Eligible Expenses
incurred by an employee or dependent for vision services and supplies
while covered for vision benefits.

Vison benefits provided through the Plan are separate from the Plan’s
medical benefits. You will have the opportunity to opt out of the Plan’s
vision coverage upon commencement of your coverage and prior to the
beginning of each plan year. Any election to opt out of vision coverage
must be submitted to the Fund Office in writing. There is NO monthly or
annual premium for vision coverage with the Plan and you will not
receive any money or thing of value for opting out of such coverage.

A. COVERED VISION EXPENSES
The Plan will reimburse 100% of the Usual and Customary Charges
incurred for the following services and supplies up to the maximums

shown below.

1. Eye Examinations

Examinations performed by a licensed optometrist or Doctor will be
covered, but are limited to one examination in a calendar year. The
maximum benefit per examination is $30;

2. Corrective Lenses

During any one calendar year, the Plan will pay the benefits shown below
for either eyeglass lenses and frames or contact lenses.

Eyeglass Lenses and Frames

Lenses and frames prescribed by a licensed optometrist or Doctor
will be covered, but lenses are limited to one purchase in a calendar
year during which the Plan does not pay benefits for contact lenses.
The maximum benefit per pair of lenses is:

Single Vision $75
Bifocal $85
Trifocal $100
Graduated $100

The maximum benefit per pair of frames is $120 every two years;
Contact Lenses
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Contact lenses prescribed by a licensed optometrist or Doctor are
covered up to a maximum benefit of $135 per calendar year during
which the Plan does not pay benefits for eyeglass lenses and frames.

3. Prescription Lenses for Welding Hoods

A benefit of up to $10 per year will be paid for expenses incurred to secure
prescription lenses for welding hoods. This coverage is only available to
employees covered by a collective bargaining agreement.

B. VISION LIMITATIONS AND EXCLUSIONS
In addition to the Medical, Dental and Vision Exclusions and Limitations
listed on pages 51 through 55, benefits are not payable for or in connection
with the following.

1. Surgery to correct vision problems, including, but not limited to radial
keratotomy or LASIK; and

2. Eyeglass and/or contact lenses for cosmetic purposes.
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IX. PRESCRIPTION DRUG BENEFITS

A. PRESCRIPTION DRUG BENEFIT PAYABLE

Benefits are provided through SavRx’s prescription drug card program for
active employees, their dependents and Non-Medicare
retirees/dependents.

Charges for covered generic prescription drugs will be paid at 50%. The
Plan will not pay charges for any brand name prescription drugs, although
such drugs may be purchased at a discount using the SavRx card at
participating pharmacies.

Medicare Retirees will be provided with a prescription discount card that
can be used at participating pharmacies; however, the Plan will not pay for
any prescription drugs for retirees or their dependents who are eligible for
Medicare.

The Plan will coordinate benefits for individuals who have prescription drug
coverage under another plan that is primary. For details on determining
primary plan coverage, please refer to the “Coordination of Benefits”
Section.

B. PARTICIPATING PHARMACIES

Only pharmacies desighated by SavRx will accept your prescription or
discount card and provide SavRx reduced network pricing. For covered
generic drugs, you will be required to pay your 50% coinsurance directly
to the pharmacy at the time your prescription is filled.

SavRx also has a convenient mail order option that can be used for
maintenance drugs (prescriptions taken on a regular basis to treat chronic
or long-term conditions). Using the mail order program instead of a retalil
pharmacy may also save you money. Additional information is available
from SavRx by calling 1-800-228-3108 or online at www.savrx.com.

C. COVERED PRESCRIPTIONS
Drugs are limited to a 34-day supply per prescription or refill, except
maintenance drugs, which are limited to a 100-day supply for each

prescription or refill.

All drugs must be obtained from a licensed pharmacy with a physician’s
written prescription.
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A covered charge is considered incurred on the date the prescription is
dispensed by the pharmacist.

The Plan will cover generic prescription legend drugs (drugs whose label
must bear the legend: “Caution Federal Law Prohibits Dispensing Without
a Prescription”) that are not otherwise excluded from coverage, as
described below.

D. PRESCRIPTION DRUG LIMITATIONS AND EXCLUSIONS

In addition to the Medical, Dental, Vison and Prescription Drug Exclusions
and Limitations, benefits are not payable for or in connection with the
following:

1.

10.

Brand name drugs (may be purchased at a discount with your
SavRx card)

Contraceptives (may be purchased at a discount with your SavRx
card);

Diabetic supplies (may be purchased at a discount with your
SavRx card)

Drugs for the treatment of sexual dysfunction;
Over-the-counter drugs, including vitamins;

Hypodermic needles and syringes for administration of injectable
drugs other than insulin;

Charges for the administration of any prescription drug;

Drugs labeled “Caution - limited by law to investigational use” or
experimental drugs, even if a charge is made for them;

Drugs dispensed during confinement in a hospital, rest home,
extended care facility, skilled nursing facility, or similar institution
that has on its premises a facility for dispensing pharmaceuticals;

Charges for any prescription drugs for the treatment of a medical
condition that is excluded from coverage under the Plan.
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X. MEDICAL, DENTAL, VISION AND PRESCRIPTION DRUG
EXCLUSIONS AND LIMITATIONS

No benefits of any kind will be provided under this Plan to your dependent
Spouse or child who has medical benefits provided by or through his or
her own employer or union, or in the case of a child, his or her parent’s
employer or union, unless the type of benefits provided by or through that
employer or union, when that plan of the other employer or union is primary
under this Plan’s coordination of benefits rules, are not affected by the fact
that the dependent is also covered under this Plan.

A. GENERAL EXCLUSIONS

No payment shall be made under the Medical, Dental or Vision Benefits of
the Plan in any event for:

1. Blood or blood plasma for which the Hospital or other supplier makes
a refund or allowance to or on the participant’s behalf either as a result
of the operation of a group blood bank or otherwise, but only to the
extent of the refund or allowance.

2. Cosmetic surgery, except: a) for medical care and treatment for
Injuries sustained in an accident to the extent such medical care and
treatment is received within 12 months after the date of such accident;
b) medical care and treatment for the correction of an abnormal
congenital condition of a child; and c) reconstructive surgery
performed due to a mastectomy.

3. Expenses resulting from or caused by war (whether war be declared
or not), service in the armed forces of any country, invasion, civil or
international war or hostilities, insurrection or riot.

4. Medical care, services or supplies which are furnished by a Hospital
or facility operated by or at the direction of the United States
Government or the government of any state or locality or any
authorized Agency thereof, or furnished at the expense of such
Government or Agency, or by a Doctor employed by such a Hospital
or facility, unless a) the treatment is of an emergency nature; and b)
the covered individual is not entitled to such treatment without charge
by reason of status as a veteran or otherwise.

5. Except as required by law, medical care, services or supplies to the
extent that they are paid for, payable or furnished a) pursuant to any
plan or program administered by a National Government or Agency
thereof or with funds received from taxation or contributions collected
pursuant to legislation by a National Government; or b) pursuant to
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

any State cash sickness law or laws of a similar character, including
any group insurance policy approved under such a law.

Medical care, service or supplies for which no charge is made or for
which the participant is not, in the absence of this coverage, legally
obligated to pay.

Intentionally self-inflicted Injuries, except those Injuries resulting from
a medical condition (including both physical and mental conditions).

Injuries or Sickness resulting from the covered individual’s driving
under the influence of alcohol in excess of the legal limit or an illegal
controlled substance.

Expenses which are incurred for treatment which violates any statute
or regulation.

Treatment of Alcoholism, Chemical Dependency and Drug Abuse.

Bariatric surgery or other weight loss procedures, including any
related complications.

Any sickness or injury arising out of any employment or self-
employment for compensation, profit or gain or any sickness or injury
covered by any workers’ compensation law, occupational disease law
or similar law.

Charges made for the services of any person who is a close relative
of the covered individual or who resides in the covered individual’s
home.

Expenses resulting from the Plan Participant's commission or
attempted commission of a felony.

Expenses incurred for care and treatment rendered by a chiropractor
on an outpatient basis, except for expenses actually incurred for
diagnostic x-rays.

Expenses for care or treatment that is Experimental or Investigational.

Expenses related to sex transformation procedures and/or treatments.

Expenses for any birth control services or supplies, including
contraceptive drugs or devices.

Expenses incurred for services or supplies that constitute personal
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20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

comfort items, television or telephone use or charges in connection
with custodial care, education or training or expenses actually incurred
by other persons.

Expenses for prosthetics (except in connection with a covered
mastectomy), foot orthotics, arch supports, support stockings, braces
and corrective shoes.

Expenses incurred in a non-network dialysis center.

Expenses incurred in a non-network outpatient surgery center.

Expenses for treatment that is not Medically Necessary.

Expenses that are not specifically listed as Covered Expenses in this
Summary Plan Description.

Expenses incurred while the Plan Participant’s legal residence is not
within the United States.

Expenses for genetic testing and counseling, except that genetic
testing and counseling to assist in the diagnosis or treatment of an
existing illness will be covered.

Expenses for prophylactic surgery or treatment, except that
prophylactic surgery or treatment to assist in the treatment of an
existing illness or to prevent or lessen the likelihood of recurrence of
an existing iliness will be covered.

Expenses for hearing aids or the fitting of hearing aids.

Expenses for services, supplies, care, drugs or treatment related to
gene therapy.

Expenses for any specialty drugs, except as specifically listed as a
Covered Medical Expense in Section VI.A.

B. MISREPRESENTATION OR OTHER FRAUD

The Fund does not cover any claims containing misrepresentations, or
false or misleading information. Filing a false or fraudulent claim for
benefits with the Fund is a federal crime punishable by fine and/or
imprisonment. Moreover, if a false or fraudulent claim is filed, full
restitution (and reimbursement of any expenses incurred by the Fund if
any) will be required. In addition, the Trustees may suspend the benefits
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to which the participant and his or her dependent(s) would otherwise be
entitled for a period of up to five (5) years. Suspension of benefits will not
be lifted until full restitution has been made. The Trustees reserve the right
to turn any such matter over to the proper authorities for prosecution.
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Xl. COORDINATION OF BENEFITS

When benefits are available to a covered person for covered medical
treatment from both this Plan and from one or more of the other “plans”
described below, this Plan and the other plans “coordinate” their benefits.
This means that if a covered person incurs expenses for medical
treatment, one plan will review the claim and pay its benefits first and the
other plan will then review the claim and pay any amounts remaining due
for the medical treatment, to the extent such remaining amounts are
covered by the terms of the second plan. The plan that pays first is the
“primary” plan and the plan that pays second is the “secondary” plan. The
amount of benefits paid by the two plans together will not exceed 100% of
the “allowable expenses” incurred. “Allowable expenses” are the UCR
charges or managed care organization’s contracted rate for medical care
and are limited to those expenses covered under the Plan. Further, this
Plan will not pay more than it would have paid if there were no other plan
involved.

The coordination of benefits (COB) rules set out in this section determine
which plan is primary and which is secondary.

A. DEFINITIONS

1. Custodial Parent — means the parent awarded custody of the child
by a court decree. In the absence of a court decree, the custodial
parent is the parent with whom the child resides more than one-half of
the calendar year without regard to any temporary visitation.

2. Plan — means a form of coverage with which coordination is allowed.
The definition of plan in a contract or description of benefits must state
the types of coverage that will be considered in applying the COB
provisions of that contract or plan of benefits. The right to include a
type of coverage is limited by the rest of this definition. Separate parts
of a plan for members of a group that are provided through separate
contracts or arrangements that are intended to be part of a
coordinated package of benefits are considered one plan, and there
is no coordination with the separate parts of the plan. For example, if
an employer-provided plan of medical benefits is made up of a base
plan or contract and a major medical plan or contract, this Plan will
treat those two components as a single coordinated plan for purposes
of these COB rules. The term “plan” includes any of the following that
provide medical, dental, prescription drug, vision or other benefits
provided by this Plan:

a. Group Insurance;
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Other programs, benefits or arrangements, whether insured or
not, covering individuals in a group;

Group or group-type programs, arrangements or insurance
policies designed to pay a fixed-dollar benefit each day the
covered individual is confined in a hospital, to the extent such a
benefit exceeds $200 per day;

Group Blue Cross and Blue Shield plans;

The medical care component of group long-term care contracts,
such as skilled nursing care;

The medical benefits coverage under group, group type, and
individual automobile, homeowners and commercial insurance
contracts or arrangements;

School or school district provided or sponsored insurance or other
arrangement that provides coverage for injuries incurred in
school-sponsored activities.

B. ORDER OF BENEFIT DETERMINATION AND PAYMENT

General

When there is a basis for a claim under this Plan and another plan,
this Plan is a secondary plan which has its benefits determined after
those of the other plan, unless:

a. The other plan has rules coordinating its benefits with those of this
Plan; and

b. Both those rules and this Plan’s rules, in subsection (2) below,
require that this Plan’s benefits be determined before those of the
other plan.

Rules

The first of the following rules that describes the specific facts
regarding the multiple coverages is the rule to use:

a.

Employee/Dependent

The plan that covers the person as an employee, member,
subscriber, student, or retiree is primary and the plan that covers
that person as a dependent is secondary.

Active Employee/Former Employee

The plan that covers an individual by virtue of active employment
is primary to a plan that covers that individual by virtue of former
employment.
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c. Child Covered by Multiple Plans

(1) The primary plan is the plan of the parent whose birthday is
earlier in the year if:

(&) The parents are married,;

(b) The parents are not separated (whether or not they ever
have been married); or

(c) A court decree awards joint custody without specifying
that one parent has the responsibility to provide health
care coverage.

(2) If both parents have the same birthday, the plan that has
covered either of the parents longer is primary.

(3) If the specific terms of a court decree state that one of the
parents is responsible for the child’s health care expenses or
health care coverage and the plan of that parent has actual
knowledge of those terms, that plan is primary. If the parent
with financial responsibility has no coverage for the child’s
health care services or expenses, but that parent’s Spouse
does, the Spouse’s plan is primary. This subparagraph shall
not apply with respect to any claim determination period or
plan year during which benefits are paid or provided before
the entity has actual knowledge of the terms of the decree.

(4) Ifthe parents are not married or are separated (whether or not
they ever were married) or are divorced, and there is no court
decree allocating responsibility for the child’s health care
services or expenses, the order of benefit determination
among the plans of the parents and parents’ Spouses (if any)
is:

(8) The plan of the custodial parent;
(b) The plan of the Spouse of the custodial parent;
(c) The plan of the non-custodial parent; and then

(d) The plan of the Spouse of the non-custodial parent.

d. Longer/Shorter Period of Coverage
If none of the above rules determines the order of benefits, the
plan that has covered the person the longest is primary.

e. Plan that Purports to Always be Secondary

Any plan that purports to be secondary in all cases shall be
primary.
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Special Rules for Medicare, School Plan and Automobile and
Homeowners Insurance Medical Payments Coverage

For purposes of applying these coordination of benefits rules, this Plan
will adjudicate its benefits as if the covered individual who is eligible
for Medicare has in fact enrolled in both parts of Medicare.

The Plan will only seek to coordinate benefits with a School Plan in
cases where benefits payable under this Plan exceed $5,000.

The Plan will coordinate its benefits with the actual amount of medical
payment benefits available to the covered individual under an
automobile insurance policy regardless of whether the covered
individual makes a claim for those benefits; if less than $5,000 of
medical payment benefits are available, the Plan will deem $5,000 of
such medical payment benefits to be available and payable.

The Plan will adjudicate its benefits as if the covered individual has at
least an amount of uninsured and underinsured motorist coverage
equal to the minimum amount of automobile liability insurance
required by state law. This means that the Plan will reduce the
benefits it pays by the amount paid by any of the above coverages (or
the amount that would have been paid if you had carried the required
coverage).

Claims Where This Plan is Secondary

When this plan is secondary under these COB rules, the covered
individual must submit his claim for benefits to the primary carrier first.
Once the primary plan has determined and paid its benefits, the
covered individual should submit the claim and the primary plan’s
explanation of benefits to this Plan.

Coordination of Benefits When Primary Plan’s Requirements Not
Met

When this Plan’s benefits are secondary to another plan or to
Medicare (traditional Medicare, Medicare HMOs and other Medicare
+ Choice plans) and the participant or patient elects not to follow the
primary plan's requirements to receive maximum benefits, this plan
will coordinate benefits as though those requirements had been met
and this plan's benefits will be offset by the amount that would have
been payable under the primary plan's benefits had the primary plan's
requirements been met. This restriction will not apply in the case of
an emergency, as defined in this Plan.
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Example:

The Spouse of a participant in this Plan is covered under an employer
plan that provides coverage under a closed panel HMO. The Spouse
decides to go outside that plan's HMO network for services resulting
in non-coverage by the HMO plan. This Plan will coordinate as though
the Spouse met the requirements of the HMO plan and received
services from one of the HMO’s network providers. The Spouse incurs
$15,000 for inpatient hospital, surgical and medical services.

Had the Spouse met the requirements of the employer's HMO plan
and used in-network providers, the Spouse would have been
responsible for $275 in co-pays: $150 for hospital confinement, $100
for inpatient surgery and $25.00 for doctor visit. However, no benefits
will be paid by the Spouse's plan since the Spouse elected to go
outside the HMO plan's provider network. This Plan will reduce its
benefits by the amount of benefits payable under the Spouse's HMO
plan. Only those co-pays listed above are reimbursable under this
Plan. The result is this Plan pays $275.00. The patient is responsible
for the remaining $14,725.

6. Special Rules for Plans that Attempt to Shift Liability

a. When a primary plan is a group health plan containing a sub
plan/no loss provision, this Plan will not pay as the secondary plan
until the primary plan has exhausted its benefits under any no loss
or similar provisions.

b. If another plan is primary under this Plan’s rules, and it contains a
provision that has the effect of capping its benefits for an individual
covered under this Plan and of shifting coverage liability to this
Plan in a manner designed to avoid the usual operation of this
Plan’s coordination of benefits rules, this Plan shall not be liable
to provide benefits until the other plan provides its customary
benefits as the primary plan without regard to such cap.

c. As indicated in the definitions for these COB provisions, a plan
includes one with separate contracts or arrangements that are
intended to be part of a package of benefits. If more than one
carrier or entity provides benefits under such a plan with
component parts, this Plan will not deal separately with multiple
carriers or entities; rather, those multiple carriers or entities will be
required to select one of their number to comply with these
coordination of benefits rules on behalf of all of the carriers or
entities that provide any part of the benefits under the package of
benefits that has separate components.
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C. MEDICARE BENEFITS

Except as provided in the following paragraph, if the total amount of
benefits provided by the Plan together with the amount of "like benefits"
the covered person or dependent receives or would be entitled to receive
from Medicare, whether or not enrolled in or applied for, exceed the actual
expense incurred for such benefits, the benefits provided by the Plan will
be reduced so that the combined benefits do not exceed the actual
expense for such benefits. The term "like benefits" means services and
supplies for which benefits would otherwise be payable under the Plan.

If you are an active employee of an employer with 20 or more employees
or the Spouse of such an employee and are covered by Medicare for
reasons other than kidney dialysis or end stage renal disease, the
preceding paragraph does not apply to you. This Plan will pay its regular
medical benefits. Medicare may supplement the benefits you receive
under this Plan.

If you are first covered by Medicare due to kidney dialysis or end stage
renal disease, this Plan will pay its regular benefits during the first 30
months you are covered by Medicare. After that, Medicare will be your
primary coverage, and the first paragraph above will apply.

If Medicare is your primary coverage, you must submit to the Plan copies
of Medicare's explanations of benefits.

For participants and covered dependents with respect to whom the Plan
pays benefits secondary to Medicare, in addition to the Plan’s other
limitations and exclusions, the Plan will not cover any medical expenses
that are not covered by Medicare. Excluded expenses include, but are not
limited to, hospital days in excess of the number of days covered by
Medicare, skilled nursing facility days in excess of the number of days
covered by Medicare and medical care received outside the United States
that is not covered by Medicare.
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XIl. SUBROGATION AND REIMBURSEMENT

A. INTRODUCTION

Notwithstanding any other provision in this Plan to the contrary, but subject
to the Plan’s coordination of benefits rules, this Plan does not pay
otherwise covered charges incurred for treatment of any Sickness of Injury
which is, or in the opinion of the Trustees is likely to become, the subject
of a claim by or on behalf of the covered person against any person or
plan, whether by civil lawsuit or otherwise. For example, when a covered
person is hurt in an accident and it appears someone else was at fault and
may be liable to the covered person, this Plan will not pay benefits for that
injury. However, benefits may be conditionally paid in this circumstance,
solely at the discretion of the Trustees, but in that case the covered person
agrees, by accepting such payment (whether made to or on behalf of the
covered person) and in consideration of the Plan’s conditional payment,
to reimburse the Plan, to the extent of the Plan’s payment, from any
monies paid to or on behalf of the covered person by any other person or
plan as compensation for the Sickness or Injury. The covered person, by
accepting such payments, also agrees the Plan shall become subrogated
to the covered person’s claims against any third parties for that injury or
illness.

B. SUBROGATION GENERALLY

If a covered person is injured or becomes sick and another person is
responsible for the Injury or Sickness, this Plan is “subrogated” to the
covered person’s claims against that responsible person. This means
that, to the extent of the benefits the Plan has paid out for the Injury or
Sickness, it has the same right as the injured or sick person to recover
from the person responsible for the Injury or Sickness, or from any other
person or plan. The Plan “stands in the shoes” of the covered person.

C. REIMBURSEMENT GENERALLY

If the covered person recovers monies from the person responsible for an
Injury or Sickness or from any other person or plan, the covered person is
obligated to reimburse the Plan from the proceeds of the settlement or
recovery for all benefits the Plan has paid out with respect to that Injury or
Sickness.

D. DEFINITIONS

For purposes of these subrogation and reimbursement rules, the term
“covered person” shall mean the person to whom or on whose behalf this
Plan paid benefits for the treatment of an Injury or Sickness and his
guardians, his estate, his executors, his heirs, or other representatives.
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The term shall also include any family member who recovers any amounts
from a person or plan as a result of the injury or sickness of the covered
person.

For purposes of these Subrogation and Reimbursement provisions, the
term “person or plan” shall include, but is not limited to:

1. any person, insurance company or other entity that is in any way
responsible for the Sickness or Injury, or is in any way responsible
for providing compensation, indemnification, or benefits for the
Sickness or Injury;

2. any law or policy of insurance or accidental benefit plan providing
no-fault, uninsured, underinsured or general group or individual
liability coverage (see the section entitled Required Underlying
Insurance Coverage below);

3. any medical reimbursement insurance coverage (see the section
entitled Required Underlying Insurance Coverage below) whether
or not purchased by the covered person submitting the claim or
on whose behalf the claim is submitted; and

4. any specific homeowner’s medical reimbursement coverage (see
the section entitled Required Underlying Insurance Coverage
below) and student, student-athletic or student-team coverage or
insurance.

E. REJECTION OF MAKE WHOLE RULE

This Plan does not recognize the “make whole” rule. This Plan’s rights to
subrogation and reimbursement apply whether or not the monies paid or
payable from the other person or plan are sufficient to fully compensate
the covered person for his loss occasioned by the Sickness or Injury.
Further, the characterization of any amounts paid or payable to or on
behalf of a covered person, whether under a settlement agreement,
judgment, plan as defined herein, or otherwise, shall not affect the priority
given this Plan under these provisions with respect to such amounts.

F. REJECTION OF COMMON FUND DOCTRINE

This Plan specifically rejects the “Common Fund Doctrine.”

G. REJECTION OF EQUITABLE DEFENSES

This Plan specifically rejects any equitable defenses that would limit the
Plan’s right to first dollar recovery.
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H. REQUIRED EXECUTION OF DOCUMENTS

As a condition of making the conditional payments, the Trustees may
require the covered person, as defined above, to sign a subrogation and
reimbursement agreement reflecting:

1. the covered person’s obligation to reimburse the Plan;

2. assignment to the Plan all rights, claims or causes of action such
covered person (or any person or entity acting on his behalf) has
against any plan or person to the extent of benefits paid or payable
under the Plan;

3. authorizing (but not requiring) the Plan to sue, enforce,
compromise or settle (in such covered person’s name or
otherwise) all such rights, claims or causes of action; and

4. warranting that such covered person ( and any person or entity
acting on his behalf) has not settled, discharged or released any
such right, claim or cause of action against any person or plan,
and shall not do so.

The execution of such a subrogation and reimbursement agreement by or
on behalf of the covered person shall not, however, bind the Plan to make
the conditional payments described in the preceding paragraph. The
Plan’s failure to request a subrogation and reimbursement agreement in
no way limits or waives the Plan’s rights under these subrogation and
reimbursement provisions.

I. FUTURE CLAIMS FOR BENEFITS FOR SAME INJURY OR SICKNESS

After the Plan has recovered, either by reimbursement or through exercise
of its subrogation rights, amounts it paid out for treatment of an Injury or
Sickness for which a third person was responsible, it will not pay any
further benefits for treatment of that condition, until the total covered
expenses the covered person incurs for the treatment of the Injury or
Sickness exceed the amount paid to or on behalf of the covered person
by any other persons or plans.

J. CHARACTERIZATION OF COVERED PERSON’S RECOVERY IS
IRRELEVANT

The characterization of any amounts paid to or on behalf of a covered
person, whether under a settlement agreement, judgment, or “plan” as
defined in the Plan’s subrogation and reimbursement provisions above, or
otherwise, shall not affect this Plan’s right to reimbursement and to treat
otherwise covered charges as excludable charges pursuant to the
provisions of these subrogation and reimbursement provisions. For
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example, suppose you are the covered person and are involved in an auto
accident caused by another person. A settlement agreement provides the
other person will pay you damages but indicates those damages are for
lost wages rather than for your physical injury. That characterization of
the damages is irrelevant and the Plan nevertheless is entitled to be
reimbursed for the benefits it paid out.

K. REIMBURSEMENT DUE ON RECOVERY FROM OTHER PERSON OR
PLAN

The covered person (and any person or entity acting on behalf of the
covered person) shall hold in trust for the benefit of the Plan:

1. any amounts recovered to the extent of benefits paid by the Plan;
and

2. all rights of recovery against any person or plan by reason of the
Sickness or Injury which occasioned the payment of benefits
under the Plan, and upon receipt of amounts paid by another
person or plan, the covered person shall immediately notify the
Plan and pay to the Plan all amounts due the Plan.

L. PLAN’S ENFORCEMENT OF THESE PROVISIONS

In the event the covered person or his or her Spouse fails to fulfill his or
her obligations under these reimbursement and subrogation provisions,
the Plan may take any action the Trustees deem necessary to enforce the
Plan’s rights under these provisions. The Plan may refuse to pay benefits
in connection with the injury or iliness if the covered person or his or her
Spouse fails to fulfill his or her obligation to provide information and
documents or fails to execute the required reimbursement and subrogation
agreement. If the Plan does pay benefits and the covered person or his
or her Spouse later fails to fulfill his or her duties, the Plan may withhold
future benefits from the covered person and his or her family members,
may bring an action against the covered person and his or her Spouse, or
may recoup amounts it paid out from the providers to whom such amounts
were paid or any other sources. Should the Trustees bring legal action to
enforce the Plan’s rights under these reimbursement and subrogation
provisions, and succeed in whole or in part in such action, the covered
person or his or her Spouse shall pay legal fees and costs the Trustees
incur in that action.

M. PLAN DOES NOT PARTICIPATE IN ATTORNEY’S FEES

This Plan shall not be responsible for any costs or expenses, including but
not limited to attorneys fees, incurred by or on behalf of a covered person
in connection with any recovery from any other person or plan, unless this
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Plan agrees in writing to pay a part of these expenses.

N. EXERCISE OF SUBROGATION RIGHTS

Upon written notification to such covered person, the Plan may (but shall
not be required to) directly collect any claim the covered person (or any
person or entity acting on behalf of the covered person) may have against
any person or plan relating to the Sickness or Injury which occasioned the
payment of benefits under the Plan. The Trustees may proceed in any
manner they determine and without such covered person’s consent or the
consent of any person or entity acting on behalf of such person. Any
monies the Trustees recover shall first be applied to the Plan’s reasonable
collection costs and expenses (including attorneys’ fees), then to
payments made under this Plan, and any remaining balance will be paid
to or on behalf of the covered person as soon as administratively
practicable.

O. NEGOTIATION OF PLAN’S CLAIM

In any subrogation or reimbursement claim, the Trustees may agree to
recover less than the full amount of reimbursement if the Trustees
determine in their discretion that the Plan has made such reasonable
collection efforts as are appropriate under the circumstances and the
terms of such agreement are reasonable under the circumstances, based
upon the likelihood of collecting such amounts in full or the approximate
expenses the Plan would incur in an attempt to collect such amounts. The
Trustees, in their sole discretion, shall determine which of the Plan’s rights
and remedies are in the Plan’s best interests and may take such action
against any person or plan as they determine to be appropriate under the
circumstances. Any failure by the Plan, its Trustees or its agents to
exercise any right under these subrogation and reimbursement provisions
shall not constitute a waiver of such right or affect the parties’ rights and
obligations.

P. COVERED PERSON’S COOPERATION REQUIRED

A covered person (and anyone acting on behalf of the covered person)
has a duty to cooperate with this Plan and, at the request of the Trustees
or their designee, to take any action, give information and assistance, and
execute such documents as are deemed by the Trustees necessary to
enforce the Plan’s rights under these subrogation and reimbursement
provisions. The Plan will make no payments to a covered person or on a
covered person’s behalf until the Trustees are satisfied that the covered
person has complied with the requirements of this subsection. The
Trustees or their designee, without the consent of or notice to any person,
may release to or obtain from any person any information, with respect to
any person, which the Trustees or their designee deem necessary to
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implement these provisions.

The covered person, or anyone acting on his behalf, shall take no action
to prejudice the subrogation or reimbursement rights of this Plan, and shall
not settle or compromise any claim against any person or plan with respect
to monies payable to or on behalf of the covered person by such person
or plan, without the express, written consent of the Trustees or their
designee. Where the Trustees determine that the covered person, or
anyone acting on behalf of the covered person, has in the opinion of the
Trustees so prejudiced the Plan’s rights, the covered person shall be
required to reimburse the Plan as though the covered person had received
payment of amounts equal to the amount of the benefits paid by the Plan.

Q. REQUIRED UNDERLYING INSURANCE COVERAGE

The Plan requires that all covered persons carry uninsured and
underinsured motorists coverage as part of their automobile insurance
coverage in an amount of at least equal to the amount of liability coverage
that is required in the state where the automobile is licensed. For example,
in llinois, state law requires that automobile owners have at least $25,000
of liability coverage per person. So, the Plan requires $25,000 uninsured
and underinsured motorists coverage be included in lllinois auto insurance
policies.

If the covered person does not carry such required insurance or carries
less than the required amounts, the Plan will deem them to have the
minimum amounts of coverage set forth in the above paragraph.

R. CONDITIONAL PAYMENTS IN CASE OF WRONGFUL DEATH

1. Where a covered person dies as a result of the Injury or Sickness, and
another covered person, in the judgment of the Trustees, has as a
result of such death a cause of action for the deceased person’s
wrongful death, the otherwise covered expenses incurred by or on
behalf of the deceased person prior to his or her death shall not be
considered covered expenses under this Plan. However, such
expenses may nevertheless be treated as conditionally covered
expenses and be paid in this circumstance, solely at the discretion of
the Trustees, but in that case the covered person with the cause of
action agrees, in consideration of the Plan’'s payment of such
expenses, to reimburse the Plan, to the extent of the Plan’s payment,
from any monies paid to such covered person by any other person or
plan as compensation for the deceased person’s death. Failure to
make such reimbursement shall entitle the Plan to sue the covered
person or, as applicable, his heirs, guardians, executor, or other
representative in order to recover the amounts due the Plan under this
provision, and where in that case the Plan is successful in whole or in
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part the Plan shall also be entitled to reimbursement from the covered
person of all costs of collection, including reasonable attorneys’ fees.

In addition to the foregoing the Trustees may, as a condition of making
the conditional payments described in the preceding paragraph,
require the covered person with the cause of action to sign a
subrogation or reimbursement agreement reflecting the covered
person’s obligation to reimburse the Plan, and in such event the
agreement shall operate to the same extent as the agreement
described in the preceding subsection. The execution of such a
subrogation agreement by such covered person shall not, however,
bind the Plan to make the conditional payments described in the
preceding paragraph.

Where this Plan makes the conditional payments described above and
the covered person with the cause of action elects not to pursue the
cause of action, but some other person related to the deceased person
pursues the cause of action and recovers monies from the person or
plan who is or may be responsible for the deceased person’s wrongful
death, this Plan is nevertheless entitled to reimbursement from the
covered person. If the covered person fails or refuses to provide
complete reimbursement, in addition to any other remedies the Plan
may have, under the Plan or otherwise, the Plan may terminate
coverage of the covered person with respect to pending and future
claims, or may set-off the reimbursement due the Plan against claims,
whether related or unrelated to the injury or sickness giving rise to this
Plan’s reimbursement rights, payable by the Plan to or on behalf of the
covered person and any covered member of the covered person’s
family, or the Plan may do both of these things.
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XIII.DEFINITIONS

When the following terms are used in this booklet, the following definitions
apply:

Acute Medical Emergency - An Injury or Sickness of a sudden and
unexpected nature which requires immediate medical or surgical
treatment to prevent death or serious impairment.

CRNA - The term refers to a Certified Registered Nurse Anesthetist, who:
(a) is a graduate of an approved school of nursing and is duly licensed as
a registered nurse; (b) is a graduate of an approved program of nurse
anesthesia accredited by the Council of Accreditation of Nurse Anesthesia
Education Programs/Schools or its predecessors; (c) has been certified by
the Council of Certification of Nurse Anesthetists or its predecessors; and
(d) is recertified every two years by the Council on Recertification of Nurse
Anesthetists.

Chemical Dependency or Drug Abuse - The use of narcotics,
hallucinogens, barbiturates, marijuana, amphetamines, or other similar
controlled drugs or substances, other than as directed by a physician.

Close Relative: The term "Close Relative" includes the Spouse, mother,
father, sister, brother, child, or in-laws of the covered person.

Dentist - A person who is licensed by the State in which he practices to
treat disease and injury of the teeth and oral cavity and to construct and
insert restorations and is practicing within the scope of that license.

Doctor - A legally qualified physician or surgeon, licensed to practice
medicine; a licensed clinical psychologist or social worker; or a licensed
professional counselor who is practicing within the scope of his or her
license.

Durable Medical Equipment - Equipment which (a) can withstand
repeated use, (b) is primarily and customarily used to serve a medical
purpose, (c) is generally not useful to a person in the absence of Sickness
or Injury and (d) is appropriate for use in the home. Equipment that does
not fully meet this definition is not covered. For example, the Plan does
not cover such things as exercise equipment and saunas even though they
may be of some medical benefit.

73



Eligible Expense - The expenses incurred by a covered individual for
Hospital or other medical services and supplies, which meet the following

criteria:

a.

The expense must be for a service or supply prescribed by a
Doctor.

The expense must be for a service or supply which is medically
necessary in connection with the diagnosis or therapeutic
treatment of an injury or illness. In determining whether a service
or supply, what portion of a service or supply or what length of
hospital confinement or amount of treatment is included in this
provision, a service or supply must be ordered by a Doctor and be
commonly and customarily recognized by the Doctor’s profession
in the United States as safe, effective, appropriate and reasonably
necessary treatment of the diagnosed injury or illness. It must not
be educational, experimental or investigatory in nature, or
provided primarily for research. It must neither be for custodial
care nor maintenance care.

The expense must not exceed: (1) the usual, customary and
reasonable (UCR) charges for such treatment, or (2) in the case
of Tier 1 or Tier 2 Providers, the discounted fee negotiated
between the Managed Care Organization and the Provider.

The expense must not be excluded under the Exclusions and
Limitations sections of this Plan.

Emergency/Emergency Medical Condition - A sudden, unexpected
acute medical condition that, without medical care within 48 hours of
onset, could result in death or cause serious impairment to bodily
functions.

Experimental or Investigational - A drug, device, medical treatment or
procedure is experimental or investigative:

a.

in the case of a drug or device, if it cannot be lawfully marketed
without the approval of the U.S. Food and Drug Administration and
if such approval has not been given at the time the drug or device
is provided to the patient; or

if the drug, device, medical treatment or procedure, or the patient
informed consent document used with any of them, was reviewed
and determined to be experimental or investigational by the
treating facility’s institutional review board or any other body
serving a similar function, or if federal law requires such review or
approval; or
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if the drug, device, medical treatment or procedure is the subject
of an ongoing Phase | or Phase Il clinical trial; is the research,
experimental, study or investigational arm of ongoing Phase Il
clinical trials; or is otherwise under study to determine its
maximum tolerated dose, its toxicity, its safety, its efficacy or how
any of these factors compares with standard means of treatment
or diagnosis; or

in the case of a drug or device, if it is prescribed or used “off label,”
i.e., dispensed for a use for which it is not approved by the U.S.
Food and Drug Administration; or

if the drug, device, medical treatment or procedure is considered
by the U.S. Department of Health and Human Services Health
Care Financing Administration to be investigational, not
reasonable and necessary, not primarily medical in nature or not
verified as effective by scientific controlled studies.

FMLA Leave - Leave granted to an employee by the Employer under the
Family and Medical Leave Act of 1993.

Home Health Care Agency - An agency or organization that provides a
program of home health care and which:

a. Is approved as a Home Health Agency under Medicare, or

b. Is established and operated in accordance with the applicable laws in
the jurisdiction in which it is located, and, where licensing is required,
have been licensed and approved by the regulatory authority having
responsibility for licensing under the law, or

c. Meets all of the following requirements:

It is an agency that holds itself forth to the public as having the
primary purpose of providing a home health care delivery system
bringing supportive service to the home.

It has a full-time administrator.
It maintains written records of services provided to the patient.

Its staff includes or has care available from at least one registered
graduate nurse (R.N.).

Its employees are bonded and it provides malpractice and
malplacement insurance.

Hospital - An institution which meets all of the following requirements; a)
maintains permanent and full-time facilities for bed care of resident
patients; b) has a Doctor in regular attendance; c) continuously provides a
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24-hour a day nursing service by Registered Nurses (R.N.); d) is primarily
engaged in providing diagnostic and therapeutic services and facilities for
medical and surgical care of Injury and Sickness on a basis other than a
rest home, nursing home, convalescent home, or a home for the aged; e)
maintains facilities for surgery except that the requirement of facilities for
surgery shall not apply to a mental institution or other institution primarily
for the therapeutic treatment of the chronically ill; and f) is operating
lawfully as a Hospital in the jurisdiction where it is located.

Injury - An accidental bodily injury caused by a sudden and unforeseen
event, definite as to time and place.

Kidney Dialysis - Hemodialysis, all forms of peritoneal dialysis, including
continuous ambulatory peritoneal dialysis (CAPD), continuous cycling
peritoneal dialysis (CCPD), intermittent peritoneal dialysis (IPD),
hemofiltration and hemoperfusion, therapeutic pheresis and ultrafiltration,
whether rendered as an inpatient, an outpatient (including at an
ambulatory dialysis facility) or at home and includes: facility charges;
charges for services, supplies, equipment, support equipment and support
services; laboratory, multi-channel chemistry; and drugs and biologicals
(including EPO and drugs used for immunosuppressive therapy),
intravenous iron therapy and other pharmacy approved by the FDA as
essential to the dialyzing patient’s treatment.

Medically Necessary/ Medical Necessity - Health care services,
supplies or treatment must be necessary in connection with the diagnosis
or therapeutic treatment of an injury or illness. In determining whether a
service or supply, what portion of a service or supply or what length of
hospital confinement or amount of treatment is included in this definition,
a service or supply must be ordered by a physician and be commonly and
customarily recognized by the physician's profession in the United States
as safe, effective, appropriate and reasonably necessary treatment of the
diagnosed injury or illness. It must be neither educational, experimental
nor investigatory in nature, nor provided primarily for research. It must be
neither for custodial care nor maintenance care. Such treatment must be
performed in the most cost-efficient manner and type of setting that can
be safely provided to the patient and must not be performed principally for
the convenience of the provider or patient.

Mental or Nervous Disorder - Neurosis, psychoneurosis, psychopathy,
psychosis, and other mental or emotional disorders or conditions, as
accepted by the general psychiatric community.

Network (Tier 1 or Tier 2) Provider - A Hospital, Doctor or other provider
of medical services or supplies that has contracted to provide discounted
medical services with one of the managed care organizations with which
the Fund has an agreement.
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Nurse Practitioner - A person who is recognized by the state in which he
or she practices as an advance practice nurse who meets the following
criteria: (a) holds a current license to practice as a registered professional
nurse; and (b) is certified in his or her respective advances practice
nursing clinical specialty area by a nationally recognized certifying body
accepted by the state board of nursing, (c) submits documented evidence
of satisfactory, active, up-to-date certification/ recertification/ maintenance
and/or continuing education/competency status to the state board of
nursing as required and (d) is practicing within the scope and standards of
his or her license and advanced practice clinical specialty area as defined
by the state board of nursing. In order to meet this definition, a Nurse
Practitioner must clearly identify him/herself as a Nurse Practitioner and
shall not refer to him/herself as a doctor, a physician or surgeon.

Physician Assistant (PA) - A person who (a) has graduated from a
Physician Assistant program accredited by the American Medical
Association’s Committee on Allied Health Education and Accreditation (or
by its successor agency), (b) has passed the certifying examination
administered by the National Commission on Certification of Physician
Assistants, (c) has active certification by the National Commission on
Certification of Physician Assistants and (d) provides health care services
delegated by a licensed physician. A person who has been employed as
a physician assistant for three years prior to August 28, 1989 and who has
passed the National Commission on Certification of Physician Assistants
examination and has an active certification of the National Commission on
Certification of Physician Assistants is also included in this definition. In
order to meet this definition a physician assistant must clearly identify
him/herself as a physician assistant and shall not refer to him/herself as a
doctor, a physician or a surgeon.

Qualified Medical Child Support Order - An order, typically issued in
divorce proceedings, which may create or recognize the right of a child of
an Employee to be covered under this Plan. Such an order must be
qualified and issued by a court of competent jurisdiction or through an
administrative process having the force and effect of law for this Plan to
be bound by it. The Administrative Manager will provide to covered
persons on request guidelines used to determine whether a medical child
support order is qualified.

Retiree/Retired Employee - A former employee

a. who is at least 55 years of age; and

b. who is receiving retirement benefits from the Plumbers &
Pipefitters Local No. 553 Pension Plan as a result of contributions
made on behalf of the former employee pursuant to a collective
bargaining agreement between an employer and Local 553; and

c. who was engaged in or available for bargaining unit work for an
employer signatory to a collective bargaining agreement with
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Local 553 for a period of at least five consecutive years
immediately prior to his retirement; and

d. who through employer contributions or a combination of employer
contributions and employee contributions was covered under this
Plan for a period of at least five consecutive years immediately
prior to his retirement.

Retiree and Retired Employee also means a former employee of the Fund
Office or Union who is receiving pension benefits from the Local 553
Pension Plan or the UA Pension Plan and who was employed in the Fund
Office or by the Union for a period of at least five consecutive years
immediately prior to his or her retirement.

Sickness - A deviation from the normal healthy state, resulting from
disease which requires treatment by a Doctor, and pregnancy.

The term “Sickness” includes a surgical procedure performed for the
purpose of sterilization and necessary medical care, treatment and
confinement within a period of 30 consecutive days from and in connection
with such procedure.

The term “Sickness” used in connection with newborn children includes,
but is not limited to, congenital defects and birth abnormalities including
premature births.

Skilled Nursing Facility - An institution other than a Hospital which meets
all of the following requirements:

a. can provide permanent full-time care for 10 or more resident
patients;

has a Doctor available at all times;
has an R.N. or Doctor on full-time duty in charge of patient care;
has one or more R.N. or L.P.N. or L.V.N. on duty at all times;

keeps a daily medical record for each patient;

-

is not mainly a rest home or a home for custodial care of the aged;

is not mainly engaged in treatment of drug addicts or alcoholics;

2 Q@

is operating lawfully as a skilled nursing facility;

is recognized by Medicare as an extended care facility or skilled
nursing facility.
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Spouse:

Any individual to whom you are lawfully married regardless of gender. The
term “Spouse” shall not mean domestic partners or individuals in civil
unions.

Supervision Agreement: A written agreement with jointly agreed-upon
protocols or standing orders between a supervising Doctor and a physician
assistant or nurse practitioner, which provides for the delegation of health
services from a supervising Doctor to the physician assistant or nurse
practitioner and the review of that individual’s services by the supervising
Doctor. The supervising Doctor must accept responsibility for the
oversight of the physician assistant’s or nurse practitioner’s activities and
the health care services rendered by the physician assistant or nurse
practitioner.

Total Disability, Disability or Disabled - Means a) in the case of an
active employee, that he or she is unable to perform their regular work
solely as a result of Injury or Sickness; or b) in the case of any other
covered individual, that he or she is prevented from engaging in all the
normal activities of a person of like age and sex and in good health solely
as a result of Injury or Sickness.

Usual, Customary and Reasonable Charge (UCR) - The lesser of a) the
usual charge - the charge most frequently made for the covered services
or supplies by a Doctor, Hospital or other provider; b) the customary
fee - the charge made for covered services or supplies by those of similar
professional standing in the same geographic area; c) the reasonable
fee - the charge determined by considering the complexity involved, the
degree of professional skill required and other pertinent factors, if a) and
b) above cannot be easily determined.

You - Any individual covered under this Plan.
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XIV.CLAIMS PROCEDURES

IMPORTANT NOTE REGARDING “CLAIMS”: In order to file a “claim”, a
request for the payment of benefits that have already been provided by a
physician, hospital or other provider must be submitted in writing on an
authorized form to the appropriate address shown below in the subsection
entitled, “How to File a Claim,” however claims from physicians and other
providers submitted in electronic format will also be accepted to the extent
permitted by the Plan or required by law.

Claims and appeal procedures for medical, dental, vision, death and
weekly income disability benefits are described below.

A. TIME FOR FILING A CLAIM

Written notice of disability for which you will have a claim must be given to
the Fund Office within 30 days of the commencement of the disability. You
must file your complete claim for medical, dental or vision benefits within
one year of the date services were rendered. Failure to furnish notice
within these times shall not invalidate any claim, if it was not reasonably
possible to furnish such notice within the required time period and such
notice was furnished or a claim filed as soon as reasonably possible.

Benefits for medical, dental and vision drug claims are automatically paid
directly to the provider, unless you submit proof of payment. Weekly
income disability, death and accidental dismemberment benefits are paid
directly to you or your designated beneficiary. If you die before all benefits
have been paid, any remaining benefits due to you may be paid to any of
your relatives or to any person appearing to the Plan Administrator to be
entitled to payment. The Plan Administrator will fully discharge its liability
by such payments.

B. HOwW TO FILE A CLAIM

1. Generally

A fully completed and signed claim form must be submitted to the Claim
Administrator (a) once each calendar year for each participant; (b) when a
claim is due to an accidental injury; (c) when there is a change in
information, including changes in a Spouse’s employment or other
insurance coverage for any covered persons; or (d) when you submit a
claim yourself. No claims will be paid until all requested information has
been received. Claim Forms are available from the Fund Office.
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2. For Medical, Dental or Vision Benefits

A provider may submit a claim electronically in accordance with the
Electronic Data Interchange (EDI) rules or via a standard industry billing
statement that includes employee’s name and identification number,
patient's name, date of service, type of service and amount of charge. Any
other person seeking benefits must submit a written request for benefits to
the Fund Office, which includes all of the information required for provider
claims.

You and your dependents should always show your identification card at
the time services are rendered.

In some instances, a provider may wish to obtain patient eligibility details,
check on the status of a claim, request a service review, or obtain a
remittance advice in an electronic format. Conducting these electronic
transactions should be handled as described on your identification card.

Claims for medical benefits (other than for Medicare retirees) should be
submitted to Cigna:

Electronic Claims: EDI Vendor #62308

Written Claims: Cigna
P. O. Box 188004
Chattanooga, TN 37422

Dental and vision claims as well as Medicare retiree medical claims (which
should include a Medicare EOB) should be mailed to:

Group Administrators, Ltd.
953 American Lane

Suite 100

Schaumburg, IL 60173

Electronic dental and vision claims may be submitted as shown on your
identification card.

Written claims for dental or vision care benefits should be submitted on
the appropriate Claim Form, which is available from the Fund Office.
There will be instructions on the claim form as to the proper procedures to
follow. If more than one eligible member of a family is to receive dental
treatments or vision services during the same period, a separate claim
form should be completed for each member. All expenses for treatments
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rendered should be itemized on the claim form or a bill attached.
Subsequent dental expenses relating to the same condition will be
accepted without completing another claim form.

Voluntary predetermination of a hospital admission, surgical or outpatient
procedure is described in the section entitled “Voluntary Predetermination
Program.”

If you have any questions regarding the level of benefits payable, or how
your claim was calculated, contact the Fund Office at 618-259-4379.

3. For Death, Accidental Dismemberment, Weekly Income Disability
Benefits or Disability Extension of Coverage

In order to receive death, accidental dismemberment, weekly income
disability benefits or disability extension of coverage, you must submit a
completed claim form, including proof of loss (death certificate for death
benefits or a doctor’s certification in the case of disability) to the Fund
office. Payment will be made directly to you or your designated
beneficiary.

All death, accidental dismemberment, weekly income or disability
extension claims should be submitted to:

Plumbers & Pipefitters Local No. 553
Health & Welfare Trust Fund

2 South Wesley Drive

East Alton, lllinois 62024
Telephone: (618) 259-4379

C. CLAIM PROCESSING

Medical, dental and vision claims will be acted on within 30 days from the
date the claim is received. If additional information is needed or if special
circumstances beyond control of the Plan require more processing time,
the Plan may extend the processing time for up to 15 additional days.
Disability claims and requests for disability coverage extensions will be
acted upon within 45 days and this time may be extended up to two
additional 30-day periods.

Death and dismemberment claims will be decided within 90 days from
receipt of the claim, unless additional information is needed or special
circumstances require an extension, in which case the time for processing
may be extended up to an additional 90 days.
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If the Plan requires an extension of time to process a claim, the claimant
will be notified in writing prior to the expiration of the initial period. The
notice will specifically explain the standards on which entitlement to a
benefit is based, the unresolved issues that prevent a decision on the
claim, additional information (if any) needed to resolve those issues and
the date by which the Plan expects to render a final decision. If the Plan
requests additional information, the claimant will have at least 45 days to
supply that information and this time will stop the time period the Plan has
to reach its decision on the claim until such information is received. Failure
to supply requested information within the given time limit will lead to a
denial of the claim.

The Plan may seek independent medical advice in ruling on claim and
require such other evidence from the claimant as the Plan may reasonably
need to decide the Claim. The Plan, at its expense, may require a physical
examination of a claimant by Physicians it selects.

D. CLAIM DENIAL

If the Claim Administrator or Fund Office determines that a person who
submits a claim is not entitled to benefits under this Plan or is entitled to a
lesser benefit than the amount claimed, then the claimant will be furnished
a written statement of the reason or reasons for denial including reference
to the Plan provisions on which the denial or reduction is based, a
description of any additional material or information necessary for the
claimant to establish their right to benefits, and an explanation of why such
material or information is necessary. Medical or vocational experts whose
advice was obtained on behalf of the Plan in connection with a claimant's
adverse benefit determination will be identified without regard to whether
the advice was relied upon in making the benefit determination. This
written notice will also contain a description of the Plan’s review
procedures and time limits applicable to such procedures, including the
Claimant’s right to bring a civil action under ERISA following an adverse
determination on review. The statement will be written in a manner
calculated to be understood by the claimant.

With respect to the denial of a claim for a Disability Benefit which is
based on medical considerations, the written notice will also include:
e acopy of any internal rule, guideline, protocol, or other similar
criterion relied upon will be provided, or the notice will contain
a statement that such internal rule, guideline, protocol, or other
similar criterion does not exist;

* an explanation of the Fund Office's basis for disagreeing with or
not following: a) the views presented by the claimant to the Fund
Office of the health care and/or vocational professionals who
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treated or evaluated the claimant; b) the views of medical or
vocational experts whose advice was obtained by the Fund
Office in connection with the claimant's claim for benefits,
without regard to whether the advice was relied upon by the
Fund Office; and c) a disability determination regarding the
claimant by the Social Security Administration;

* if the denial was based on medical necessity, either an
explanation of the scientific or clinical judgment for the
determination , applying the terms of the plan to the claimant's
medical circumstances, or a statement that such explanation
will be provided free of charge upon request; and

* astatement that the claimant is entitled to receive, upon request
and free of charge, reasonable access to, and copies of, all
documents, records, and other information relevant to his or
her claim for benefits.

E. APPEAL PROCEDURE

Time Limit for Filing an Appeal. A written appeal must be submitted to
the Trustees through the Claim Administrator, within 180 days of the
receipt by the claimant of the adverse benefit determination notice which
the appeal concerns.

Appeal Procedures. A claimant who receives an adverse benefit
determination, or his or her duly authorized representative, has the right
to appeal the decision to the Trustees by submitting a written statement
setting forth issues or comments along with any supporting documents
related to their appeal. The written statement must be signed by the
claimant or their representative and filed with the Fund Office within 180
days of the receipt by the claimant of the denial notice. Send to:

Board of Trustees
Plumbers & Pipefitters Local No. 553
Health & Welfare Trust Fund
2 South Wesley Drive
East Alton, lllinois 62024

Upon request and free of charge, the claimant or there representative may
review or obtain copies of documents pertinent to the appeal which are in
possession of the Fund, including any internal guideline, protocol or other
criteria on which the original benefit determination was based.

All appeals will be decided by the Trustees. The appeal determination will
be based on all the evidence related to the claim, including evidence and

84



statements submitted by the claimant, even if such information was not
considered in the original benefit determination. In considering the appeal,
the Trustees will give no deference to the initial adverse benefit
determination.

If the initial adverse benefit determination was based in whole or in part on
a medical judgment, including determinations with regard to whether a
particular treatment, drug, or other item is experimental, investigative, or
not medically necessary or appropriate, the Trustees shall consult with a
health care professional who has appropriate training and experience in
the field of medicine involved in the medical judgment and is neither an
individual who was consulted in connection with the adverse benefit
determination that is the subject of the appeal, nor the subordinate of any
such individual.

The Trustees will decide the appeal no later than the date of the regular
Trustees meeting that immediately follows the plan’s receipt of the
appeal, unless the appeal is received within 30 days preceding the date
of such meeting. In such case, a decision will be made no later than the
date of the second meeting following the plan’s receipt of the appeal. If
special circumstances require a further extension of time for processing,
a decision will be made not later than the third meeting following the
plan’s receipt of the appeal. If such an extension of time for review is
required because of special circumstances, the plan administrator will
notify the claimant in writing of the extension, describing the special
circumstances and the date as of which the appeal will be decided, prior
to the commencement of the extension. With respect to a claim for a
Disability Benefit, if the Trustees will rely on new or additional evidence
or on new or additional rationales in issuing an adverse determination
on appeal, the Trustees will notify the claimant sufficiently in advance
of their determination on appeal to allow the claimant a reasonable
opportunity to respond.

Appeal Decision. The participant or claimant will be notified in writing of
the appeal decision as soon as possible but not later than five days
following the date the decision is made. If the appeal is denied in whole
or in part, the Trustees shall provide the Claimant with written notice of
their decision. That notice shall include the same classes of information
as the original denial in the paragraph above entitled, “Claim Denial.” In
addition, with respect to the denial of an appeal for a Disability Benefit
which is based on medical considerations, the notice will describe
any contractual limitations on the claimant's right to file a civil action
under Section 502(a) of ERISA and will provide the calendar date on
which such right will expire. The notice will also include the following
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statement: "You and your plan may have other alternative dispute
resolution options, such as mediation. One way to find out what may
be available is to contact your local U.S. Department of Labor
office.”

The Trustees have the discretionary authority to rule on all appeals, and
their decisions shall be final and binding on all parties, including but not
limited to employers, unions, participants, retirees, dependents and
beneficiaries and their service providers. Benefits will be paid only if the
Trustees decide in their discretion that the applicant is entitled to them.

The person or persons deciding the appeal shall have discretion to
interpret all documents and other matters pertaining to the appeal, to
determine eligibility for benefits, and to exercise such authority as set forth
in this Summary Plan Description.

Physical Examinations. The Fund has the right to have the person
examined, at its own expense, as often as reasonably needed while claim
is pending with respect to claimed benefits.

Limitation on Court Actions. If the appeal is denied, the claimant has
the right to bring a civil suit under ERISA Section 502(a). However, no
legal action may be brought to recover on this plan prior to exhaustion of
the claims appeals process described above. No such action may be
brought after two years from the date the final appeal decision is issued.
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XV. IMPORTANT ADDITIONAL INFORMATION

PLAN SPONSOR AND ADMINISTRATOR

Trustees of Plumbers & Pipefitters

Local No. 553 Health & Welfare Trust Fund
2 South Wesley Drive

East Alton, IL 62024

(618) 259-4379

PLAN IDENTIFICATION NUMBERS
Employer Identification Number: 37-0695761
Plan Number: 501
THIS PLAN INCLUDES
The Plan provides the following self-funded benefits:
Death Benefits
Accidental Dismemberment Benefits
Medical Benefits
Prescription Drug Benefits
Dental Benefits

Vision Benefits
Disability Income Benefits

For complete details regarding the benefits of the Health and Welfare Plan,

see the appropriate sections in this Summary Plan Description.

TRUSTEES
UNION TRUSTEES

Herb Frohock Brett Schwalb
Plumbers & Pipefitters Plumbers & Pipefitters
Local No. 553 Local No. 553
2 South Wesley Drive 2 South Wesley Drive
East Alton, IL 62024 East Alton, IL 62024
(618) 259-7882 (618) 259-7882
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MANAGEMENT TRUSTEES

David Loellke Scott Smith

Loellke Plumbing & Heating 3315 Nottoway Ave.
22974 East County Road Godfrey, IL 62035
Jerseyville, IL 62052 (618) 466-2199

(618) 498-5185

ADMINISTRATIVE MANAGER AND
AGENT FOR LEGAL PROCESS
Bradley Best

Plumbers & Pipefitters Local No. 553
Health & Welfare Trust Fund

2 South Wesley Drive

East Alton, IL 62024

(618) 259-4379

Legal Process may also be served on the Trustees.

The office identified above is the Fund Office.

PLAN YEAR

The Plan is operated on a fiscal year that ends on December 31.
TYPE OF ADMINISTRATION

This Plan is administered by the Board of Trustees. The Trustees have
retained the services or a qualified claim administrator to review and pay
claims for medical, dental, vision and disability income benefits. That
Claim Administrator is:

Group Administrators, Ltd.
953 American Lane

Suite 100

Schaumburg, IL 60173
(800) 323-1683

The Trustees have also engaged the services of Cigha to perform
voluntary predetermination and utilization review services and the Plan
also purchases access to the Cigna and Multiplan provider networks of
doctors, hospitals and other medical providers.
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Cigna Corporate Headquarters

900 Cottage Grove Road
Bloomfield, CT 06002

(800) 768-4695
www.cignasharedadministartion.com

MultiPlan, Inc.

115 Fifth Avenue
New York, NY 10003
(888) 922-4362
www.multiplan.com

Neither the claim administrator, Cigna nor Multiplan has any responsibility
to actually provide any benefits. All of the medical, dental, vision, disability
income, death and accidental dismemberment benefits are paid directly
out of the assets of the Plan.

SOURCE OF FUNDING

This Plan is funded by contributions from employers and in some cases,
by contributions from individuals. The employer contributions are
established by the collective bargaining agreements.

COLLECTIVE BARGAINING AGREEMENTS

This Plan is maintained pursuant to one or more collective bargaining
agreements between Plumbers & Pipefitters Local 553 and various
employers, most of whom are members of the Plumbing, Heating, Piping
and Air Conditioning Contractor Association of Alton, Wood River and
Vicinity. The Board of Trustees will, upon written request, provide
information as to whether a particular employer contributes to the Plan.
The Plan will also provide, upon written request, a copy of any collective
bargaining agreement. A reasonable copying fee will be charged.
Collective bargaining agreements will also be made available for
inspection at the Fund Office upon reasonable notice.

RIGHT TO AMEND PLAN

At any time, the Trustees may terminate the Plan itself or any benefits
provided thereunder and may also amend the eligibility rules and/or the
benefits of the Plan at any time. This could result in an increase or a
decrease of eligibility and/or benefits for active employees, retirees and
dependents. Amendments are made by majority vote of the Trustees at a
regular or special meeting of the Board of Trustees. The Trustees will
attempt to notify participants in advance of changes.

INTERPRETATION OF THE PLAN
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The Trustees have the authority and discretion to interpret, construe, and
apply all of the terms of this summary plan description, the Trust
Agreement and any other documents governing the operation of this Plan,
including any ambiguous terms in such documents. The Trustees will,
pursuant to the terms of the plan documents, make all final determinations
regarding eligibility for benefits and the amount of benefits due all covered
employees and their dependents. The decisions of the Trustees will be
conclusive and binding on all persons and are intended to be subject to
the most deferential standard of review.

PLAN'S RIGHT TO RECOVER OVERPAYMENTS OR MISTAKEN
PAYMENTS

If a payment for a claim filed by or for you or one of your dependents is
found to be more than the amounts payable under the terms of the Plan
or is found to have been made in error, then a refund of the excess or
erroneous payment must be made. The refund may be requested from
you, from the covered dependent, from the provider, or from another plan
or insurance company. If a requested refund is not paid, the Trustees of
the Fund may take whatever action they deem necessary to recover the
overpaid or mistakenly paid amounts, including, but not limited to, reducing
benefits payable for future claims filed by or for you or any of your
dependents to offset the overpaid or mistakenly paid amounts, or bringing
a legal action against you and/or the covered dependent to collect the
overpayment. If it is necessary for the Trustees to institute legal
proceedings to collect an overpayment and they prevail, in whole or in part,
you and/or the covered dependent will be responsible for paying pre-
judgment interest and the reasonable attorney’s fees and costs they incur
in connection with such action.

DISTRIBUTION OF ASSETS ON TERMINATION OF PLAN AND TRUST
Should the Trustees determine to terminate the Plan and Trust, any assets
remaining shall be used solely for the purposes of providing benefits and

defraying the reasonable cost of administering the Plan. No assets shall
revert to the contributing employers.
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XVI. YOUR RIGHTS UNDER ERISA

As a participant in the Plumbers & Pipefitters Local No. 553 Health &
Welfare Trust Fund you are entitled to certain rights and protections under
the Employee Retirement Income Security Act of 1974 (ERISA). ERISA
provides that all plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the plan administrator’s office and at other
specified locations, such as worksites and union halls, all documents
governing the plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest annual report (Form 5500
Series) filed by the plan with the U.S. Department of Labor and available
at the Public Disclosure Room of the Employee Benefits Security
Administration.

Obtain, upon written request to the plan administrator, copies of
documents governing the operation of the plan, including insurance
contracts and collective bargaining agreements, and copies of the latest
annual report (Form 5500 Series) and updated summary plan description.
The administrator may make a reasonable charge for the copies.

Receive a summary of the plan’s annual financial report. The plan
administrator is required by law to furnish each participant with a copy of
this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, Spouse or dependents if there
is a loss of coverage under the plan as a result of a qualifying event. You
or your dependents may have to pay for such coverage. Review this
summary plan description and the documents governing the plan on the
rules governing your COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants ERISA imposes duties
upon the people who are responsible for the operation of the employee
benefit plan. The people who operate your plan, called “fiduciaries” of the
plan, have a duty to do so prudently and in the interest of you and other
plan participants and beneficiaries. No one, including your employer, your
union, or any other person, may fire you or otherwise discriminate against
you in any way to prevent you from obtaining a welfare benefit or
exercising your rights under ERISA.

Enforce Your Rights
If your claim for benefits is denied or ignored, in whole or in part, you have
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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 instance, if you request a copy of plan documents or the latest annual
report from the plan and do not receive them within 30 days, you may file
suit in a Federal court. In such a case, the court may require the plan
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 plan’s decision
or lack thereof concerning the qualified status of a medical child support
order, you may file suit in Federal court. If it should happen that plan
fiduciaries misuse the plan’s money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S. Department
of Labor, or you may file suit in a Federal court. The court will decide who
should pay court costs and legal fees. If you are successful, the court may
order the person you have sued to pay these costs and fees. If you lose,
the court may order you to pay these costs and fees, for example, if it finds
your claim is frivolous.

Assistance with Your Questions

If you have any questions about your plan, you should contact the plan
administrator. If you have any questions about this statement or about your
rights under ERISA, or if you need assistance in obtaining documents from
the plan administrator, you should contact the nearest office of the
Employee Benefits Security Administration., U.S. Department of Labor,
listed in your telephone directory or the Division of Technical Assistance
and Inquiries, Employee Benefits Security Administration., U.S.
Department of Labor, 200 Constitution Avenue N.W., Washington, D.C.
20210. You may also obtain certain publications about your rights and
responsibilities under ERISA by calling the publications hotline of the
Employee Benefits Security Administration.

92



XVII. HIPAA NOTICE OF PRIVACY AND SECURITY PRACTICES
(10-1-2020)

This Notice describes how medical information about you may be used
and disclosed and how you can get access to this information.

The Plumbers Local 553 Health and Welfare Fund (the Fund or the Plan)
must comply with the Health Insurance Portability and Accountability Act
of 1996 (HIPAA). In general, the Plan is required to maintain the privacy
of your health information, and provide you with a notice of its legal duties
and current privacy practices.

The Plan has the legal obligation to abide by the terms of this notice, but
retains the right to change those terms when necessary. Any changes
may be effective for any current health information about you and any
information that may be obtained in the future. Such changes will be
appropriately reflected in this Notice of Privacy Practices. This notice is
effective October 1, 2020.

Standard Use and Disclosure of Your Medical Information

The Plan is permitted by law to use or disclose your protected health
information (PHI) to provide payment of health benefits and to conduct
necessary healthcare operations, which includes outsourcing of claim
administration services to Group Administrators, Ltd. (Group
Administrators). There are other purposes for which the Plan may use or
disclose your PHI, but these are the primary instances. Federal law
permits the Plan to conduct these activities without express written
consent from you. The following are some examples of what these uses
and disclosures may entail:

Payment. The Plan may be required to use or disclose your medical
information in order to facilitate payment for medical services you receive.
This may include, but is not limited to the following actions:

e Determining your eligibility for plan benefits — For example, the
Plan may use information obtained from your employer to determine
whether you have met the plan’s requirements for active eligibility.

e Determining and fulfilling benefit obligations — For example, the
Plan may review your healthcare claims to determine if specific
services or treatments that you received are covered by the plan.

e Providing payment for treatment and services — For example, the
Plan may send your doctor a payment with an explanation of how the
amount paid was determined.

e Pre-certifying or pre-authorizing health care services — For
example, the Plan may consider a request from you or your physician
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to verify coverage for a specific hospital admission or surgical
procedure.

Subrogating health claim benefits for which a third party is liable
— For example, the Plan may exchange information about an
accidental injury with your attorney who is pursuing reimbursement
from another party.

Coordinating benefits with other plans under which you have
health coverage- For example, the Plan may disclose information
about your plan benefits related to a specific claim to another group
health plan in which you or a dependent may participate.

Obtaining payment under a contract of reinsurance — For
example, if the total amount of your claim(s) exceeds a certain amount
the Plan may disclose the necessary information about your claim(s)
to our stop-loss insurance carrier.

Health Care Operations. The Plan may also use and disclose your
medical information in their everyday health care operations. This may
include, but is not limited to the following:

Case management and care coordination — For example, a case
manager may contact home health agencies to determine whether
they may be of assistance in providing you with services that you
need, or may contact you or a provider regarding treatment
alternatives.

Conducting quality assessment and improvement activities — For
example, a contracted third party auditor may review your data while
performing a claim audit. All third parties who have access to the PHI
maintained by the Plan will be contractually obligated to uphold the
Plan’s high privacy standards.

Employee training — For example, the Plan may need to demonstrate
the processing of claims for health benefits for a new employee.
Generally, generic data will be used, but in some cases, it may be
necessary to train the employee using actual data while under close
supervision.

Contracting for reinsurance — For example, PHI may be disclosed
to carriers of stop loss insurance to obtain premium quotes; however,
consistent with the Genetic Information Nondiscrimination Act (GINA),
the Plan may not disclose genetic information for underwriting
purposes.

Reporting to Trustees — For example, the Plan may disclose
information to the Board of Trustees of the Plumbers Local No. 553
Health and Welfare Fund to review and make determinations
regarding an appeal.
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Limitation on Staff with Access to PHI

Adequate separation between the Plan and the Plan Sponsor will be
maintained. Therefore, in accordance with HIPAA, only the following
employees may be given access to PHI: The Plan Privacy Officer and their
designated staff (which includes employees of the Fund and Group
Administrators). The persons described above may only have access to
and use and disclose PHI for Plan administration functions that the Plan
Sponsor performs for the Plan.

Additional Uses and Disclosures

In addition to the general uses and disclosures of your information
mentioned above, there may be some more specific and extremely rare
situations when it is necessary, and permissible, for the Plan to use or
disclose of your medical information without your permission. Examples
include, but are not limited to:

e As Required by Law — The Plan may use or disclose PHI to the extent
that such use or disclosure is required by law and complies with and
is limited to the relevant requirements of such law. The covered entity
also must comply with other requirements, including notifying the
individual of such disclosure except as otherwise provided.

e For Public Health Activities — Where disclosures are necessary for
public health activities, the Plan may disclose to certain designated
agencies, authorities and organizations.

e About Victims of Abuse, Neglect, or Domestic Violence — The Plan
may disclose PHI about an individual whom the covered entity
reasonably believes to be a victim of abuse, neglect or domestic
violence to an appropriate government authority.

e For Health Oversight Activities — We may disclose health
information to a health oversight agency for health oversight
activities, including audits, healthcare fraud investigations, inspections
and other oversight activities authorized by law.

e For Judicial and Administrative Proceedings — The Plan may
disclose information pursuant to a court or agency order in a legal
proceeding.

e For Law Enforcement Purposes — The Plan may disclose health
information for law enforcement purposes, for example information
regarding the identity or location of fugitives, suspects, or missing
persons.

e Medical Directors, Coroners, and Funeral Directors — Certain
disclosures may be made to coroners, medical examiners and funeral
directors related to deceased individuals.
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e For Organ and Tissue Donation — The Plan may disclose health
information to organizations handling organ and tissue donation.

e To Avert a Serious Threat to Health or Safety — For example, we
may disclose information to appropriate authorities in order to protect
the safety of an individual.

e For Specialized Government Functions — We may disclose health
information pursuant to certain governmental functions, for example,
for military, veteran, or national security activities.

e Workers’ Compensation — We may release information in
accordance with applicable Workers’ Compensation Laws.

¢ Disclosures to the Plan Sponsor — The Plan may disclose health
information to the Trustees of the Plan in order to carry out plan
administration functions.

Your Rights

HIPAA provides you with several individual rights. For more details on the
processes to follow in order to invoke these rights, please contact the Plan
Privacy Officer at the address below.

e You have the right to have a copy of this notice of privacy practices.
Additional copies can be obtained by contacting the Plan Privacy
Officer.

e You have the right to inspect and copy information in the permanent
health care record that the Plan maintains.

e You may also request changes to the information contained in your
record, which the Plan may approve or deny.

e You have the right to request that restrictions be placed on the use
and disclosure of your health information. Once again, the Plan may
approve or deny this request.

e You also have the right to receive a list of the uses and disclosures of
your health information made by the Plan. Certain limitations may

apply.
You have the right to receive communications from the Plan regarding
your health information in a confidential manner.

Complaints

If you believe that your privacy rights have been violated, you have a right
to file a complaint with the Plan or the Department of Health and Human
Services. You are protected from retaliation for complaints you make. For
additional information on the complaints process or for any questions
related to this document, contact the Plan at:
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Plumbers Local 553 Health and Welfare Fund
Attn: Privacy Officer
2 South Wesley Drive
East Alton, lllinois 62024

Phone: (618) 259-4379

Security

The Plan is required to comply with the HIPAA Security Rule. The Security
Rule addresses the security of electronically maintained protected health
information. While security measures have always been in place, the
Security Rule requires that certain safeguards be documented in Plan
documents.  Accordingly, the Plan has implemented the following
measures:

e Administrative, physical, and technical safeguards have been
implemented that reasonably and appropriately protect the
confidentiality, integrity, and availability of the electronic protected
health information it creates, receives, maintains, or transmits;

e Thereis adequate separation (or firewall) between the information that
is received from the Plan and other employment information and
decisions, and this separation is supported by reasonable and
appropriate security measures;

e Any agent, including any subcontractor, to whom the Plan provides
electronic protected health information agrees to implement
reasonable and appropriate security measures to protect the
information; and

e The Trustees will report to the Plan any security incident of which it
becomes aware.

Breach Notification

The plan is subject to the HITECH breach notification rules. In the unlikely
event that your protected health information is breached, as that term is
defined under HITECH, we will provide you with written notice of the
breach. The notice will be sent without unreasonable delay and in no case
later than 60 calendar days after discovery of a breach. The notice will be
written in plain language and will contain the following information:

e A brief description of what happened, the date of the breach if known,
and the date of discovery;

e The type of PHI involved in the breach;

e Any precautionary steps you should take;
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¢ What we are doing to mitigate the breach and prevent future breaches;
and

e How you may contact us to discuss the breach.

We will also report the breach to the U.S. Department of Health and
Human Services.
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