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SUMMARY OF MATERIAL MODIFICATIONS TO PLUMBERS & PIPEFITTERS 

LOCAL NO. 553 HEALTH & WELFARE TRUST FUND 

 

This notice serves as an official summary of material modifications (SMM) made to the 

Summary Plan Description for the Plumbers & Pipefitters Local No. 553 Health & Welfare Trust 

Fund (Plan) to comply with the No Surprises Act of the Consolidated Appropriations Act of 

2021.  PLEASE READ THIS NOTICE CAREFULLY AND KEEP IT WITH YOUR PLAN 

AND SUMMARY PLAN DESCRIPTION (SPD) BOOKLET. 

 

Please note that this SMM only provides information regarding the changes that have 

been made to Plan benefits and benefit provisions and does not provide all of the information 

that may be relevant to a particular benefit or benefit provision.  For more information 

concerning the benefits and benefit provisions addressed by this SMM, you should consult the 

SPD booklet. 

 

1. Section I.B.2 is revised by the addition of the following provision to the end of the 

second paragraph: 

 

The Network Provider Directories will be updated at least every ninety days.  If you 

receive inaccurate information from a Directory (or in response to an inquiry from 

Cigna, Multiplan or the Fund Office) indicating that a Provider is a Network Provider, 

services and supplies provided by that Non-Network provider will be covered as if the 

provider was a Network Provider. 

 

2. The Medical Schedule of Benefits in Section II.B.1 is revised by replacing the row 

entitled “Emergency Room” with the following: 

 

Emergency 
Services 

36  100% 
after $50 
co-pay 

(waived if 
admitted) 

85% 
after $50 
co-pay 

(waived if 
admitted) 

85% 
after $50 
co-pay 

(waived if 
admitted) 

 

3.  The Medical Schedule of Benefits in Section II.B.1 is revised by the addition of the 

following row after the row entitled “Ambulance”: 

 
Air 

Ambulance 

41  100% after 
$20 Co-pay 

85% 85% 

 

4. The comment denoted by a single asterisk at the bottom of the Medical Schedule of 

Benefits in Section II.B.1 is revised to read as follows: 

 

* Covered Services obtained from a Non-Network provider will be covered at the “Tier 

2” benefit level in the case of Emergency Services, air ambulance services and those 

services described in Section VI.A.26. 

  

5. The comment denoted by a double asterisk at the bottom of the Medical Schedule of 

Benefits in Section II.B.1 is deleted in its entirety. 
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6. The provision of Section VI.A.1 Hospital Facility Benefit entitled “Emergency 

Room” is revised to read as follows: 

 

Emergency Services.  Eligible Expenses incurred for Emergency Services will be 

reimbursed at 100% (Tier 1), 85% (Tier 2) or 85% (Non-Network) after the employee 

pays a co-payment of $50 (which will be waived if the patient is admitted to Hospital). 

 

Eligible Expenses incurred in a Non-Network emergency room or department of a 

Hospital for services other than Emergency Services will be reimbursed at 70% after a 

co-payment of $50. 

 

Cost sharing for Non-Network Emergency Services are based on the Recognized 

Amount for such services and apply toward the deductible and Network Out-of-Pocket 

Maximum. 

 

7. The first two paragraphs of Section VI.A.3. Doctor’s Surgical Service Benefit are 

revised to read as follows: 

 

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 a Non-

Network Doctor providing services at a Tier 1 or Tier 2 Hospital; other services 

performed by a Non-Network Doctor will be reimbursed at the rate of 70%. 

 

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 performed by a Tier 2 Doctor or a Non-

Network Doctor providing services at a Tier 1 or Tier 2 facility; other services 

performed by a Non-Network Doctor will be reimbursed at the rate of 70%.  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 57). 

 

8. Section VI.A.4.  Anesthesia Benefit is revised to read as follows: 

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 at a Tier 1 or Tier 2 Hospital; other services performed by a Non-

Network Provider will be reimbursed at the rate of 70%. 

 

9. The provision of Section VI.A.5. Doctor Service Benefit entitled “In-Hospital Visits” 

is revised to read as follows: 
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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 a 

Non-Network Doctor providing services at a Tier 1 or Tier 2 Hospital; other services 

performed by a Non-Network Doctor will be reimbursed at the rate of 70%. 

 

10. Section VI.A.6.  Physician Assistant/Nurse Practitioner Services is revised by 

adding the following clause to the beginning of the first sentence: 

 

Subject to the requirements of the No Surprises Act, 

 

11. Section VI.A.7.  Pathology and Radiology Benefit is revised to read as follows: 

 

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 at a Tier 1 or Tier 2 Hospital; other 

services performed by a Non-Network Provider will be reimbursed at the rate of 70%. 

 

12. Section VI.A.13.  Ambulance Benefit is revised by the addition of the following 

provision to the end thereof: 

 

If an employee or dependent, while covered, incurs Eligible Expenses for transportation 

by air 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 or a Non-Network Provider.  Cost sharing for Non-Network air 

ambulance services is based on the Recognized Amount for such services and applies 

toward the deductible and Network Out-of-Pocket Maximum. 

 

13. The first paragraph of Section VI.A.21.  Organ Transplant Benefit is revised to read 

as follows: 

 

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 a Non-Network Provider 

providing services at a Tier 1 or Tier 2 Hospital; other services performed by a Non-

Network provider will be reimbursed at the rate of 70%. 

 

14. Section VI.A. is revised by the addition of the following new items 26 and 27: 

 

26. Non-Emergency Services or Supplies from a Non-Network Provider at 

a Network Facility 
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With regard to non-emergency services or supplies that are otherwise covered by 

the Plan, if such services or supplies are provided by or performed by a Non-

Network Provider at a Tier 1 or Tier 2 facility, the services or supplies are covered 

by the Plan: 

• With a cost-sharing requirement that is not greater than the cost-sharing 

requirement that would apply if the services or supplies had been furnished 

by a Tier 2 provider; 

• By calculating the cost-sharing requirement as if the total amount that would 

have been charged for the services or supplies by a Tier 2 provider were 

equal to the Recognized Amount for the services and supplies; and 

• By counting cost-sharing payments made with respect to Non-Network 

non-emergency services or supplies toward the deductible and Network out-

of-pocket maximum. 

Notice and Consent Exception:  Non-emergency services or supplies performed by 

a Non-Network Provider at a Network facility will be covered based on your Non-

Network coverage if: 

 

• At least 72 hours before the day of the appointment (or 3 hours in advance of 

services rendered in the case of a same-day appointment), you are given  

written notice by the provider, as required by federal law, stating (1) that the 

provider is a Non-Network Provider with respect to the Plan, (2) the estimated 

charges for your treatment and any advance limitations that the Plan may apply 

to your treatment, (3) the names of any Network Providers at the facility who 

are able to treat you, and (4) that you may elect to be referred to one of the 

Network Providers listed; and 

• You give informed consent to continued treatment by the Non-Network 

Provider, acknowledging that you understand that such continued treatment 

may result in greater cost to you. 

The notice and consent exception does not apply to Ancillary Services and services 

or supplies furnished as a result of unforeseen, urgent medical needs that may arise 

at the time a service or supply is furnished, regardless of whether the Non-Network 

Provider satisfied the notice and consent criteria. 

 

27. Continuity of Care 

 

If you are a Continuing Care Patient and your provider’s status changes from Tier 

1 or Tier 2 to Non-Network, the Plan will notify you in a timely manner of your 

right to elect continued transitional care from the provider for a period of up to 90 

days at the same Network cost sharing levels as in place prior to the status change 

of the provider. 
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15. Section XIII is revised by deleting the definition of Acute Medical Emergency and 

revising the definition of Emergency/Emergency Medical Condition to read as 

follows: 

 

Emergency Medical Condition – A medical condition, including a mental health 

condition or substance use disorder, manifesting itself in acute symptoms of sufficient 

severity (including severe pain) so that a prudent layperson who possesses an average 

knowledge of health and medicine, could reasonably expect the absence of immediate 

medical attention to result in serious jeopardy to the health of the individual (or for a 

pregnant woman, the health of the woman or her unborn child), serious impairment to 

bodily function or serious dysfunction of any bodily organ or part.  The Plan 

Administrator or its designee has the discretion and authority to determine if a service 

or supply is or should be classified as an Emergency Medical Condition. 

 

16. Section XIII is further revised by adding the following to the end of subsection c in the 

definition of Eligible Expense: 

 

or (3) in the case of Emergency Services from a Non-Network Provider, non-

Emergency Services from a Non-Network provider at certain Network facilities and air 

ambulance services from a Non-Network provider, the Recognized Amount. 

 

17. Section XIII is further revised by the addition of the following definitions: 
 

Ancillary Services –  

a.  Services and supplies related to emergency medicine, anesthesiology, 

pathology, radiology, and neonatology, whether provided by a Physician or 

non-Physician practitioner; 

b. Services and supplies provided by assistant surgeons, hospitalists and 

intensivists; 

c. Diagnostic services, including radiology and laboratory services; and 

d. Services and supplies provided by a Non-Network Provider if there is no 

Network Provider who can furnish such item or service at such facility. 

 

Continuing Care Patient – An individual who, with respect to a provider or facility 

is: 

a. Undergoing a course of treatment for a serious and complex condition from the 

provider or facility; 

b. Undergoing a course of institutional or inpatient care from the provider or 

facility; 

c. Scheduled to undergo non-elective surgery from the provider, including receipt 

of postoperative care from such provider or facility with respect to such surgery; 

d. Pregnant and undergoing a course of treatment for the pregnancy from the 

provider or facility; or 
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e. Determined to be terminally ill (as determined under Section 1861(dd)(3)(A) of 

the Social Security Act) and is receiving treatment for such illness from such 

provider or facility. 

 

Emergency Services – With respect to an Emergency Medical Condition: 

a.  An appropriate medical screening-examination that is within the emergency 

department of a Hospital or of an Independent Freestanding Emergency 

Department as applicable, including Ancillary Services routinely available to 

the emergency department to evaluate the Emergency Medical Condition, along 

with additional medical examination and treatment to the extent they are within 

the capabilities of the staff and facilities available to the Hospital or 

Independent Freestanding Emergency Department to stabilize the patient; 

b. Within the capabilities of the staff and facilities available at the Hospital or the 

Independent Freestanding Emergency Department, as applicable, such further 

medical examination and treatment as required to stabilize the patient 

(regardless of the department of the hospital in which such further examination 

or treatment is furnished); and 

c. With respect to Non-Network Providers and facilities, post-stabilization 

services until the patient is determined by the provider or facility to be able to 

travel using nonmedical transportation or nonemergency medical 

transportation.  At such time, the patient may give informed consent to 

continued treatment by the Non-Network Provider which treatment shall not be 

considered Emergency Services.  Such consent must acknowledge that the 

patient understands that continued treatment by the Non-Network Provider may 

result in greater cost to the patient and may only be given after the patient is 

provided with a written notice, as required by federal law, stating (1) that the 

provider is a Non-Network Provider with respect to the Plan, (2) the estimated 

charges for treatment and any advance limitations that the Plan may apply to 

treatment, (3) the names of any Network Providers at the facility who are able 

to treat the patient, and (4) that the patient may elect to be referred to one of the 

Network Providers listed. 

 

Independent Freestanding Emergency Department – A public or private facility, 

licensed and operated according to the law, which is geographically separate and 

distinct from a Hospital under applicable state law and provides Emergency Services. 

 

Qualifying Payment Amount – The amount calculated using the methodology 

described in 29 CFR 716-6(c) which is generally the contracted rates of the Plan for 

the service or supply in the geographic region, with certain exceptions. 

 

Recognized Amount – For services or supplies furnished by a Non-Network Provider: 

a. An amount determined by an applicable All-Payer Model Agreement; 
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b. If there is not applicable All-Payer Model Agreement, an amount determined 

by a specified state law; 

c. If there is no applicable All-Payer Model Agreement or specified state law, the 

lesser of the amount billed by the Provider or facility or the Qualifying Payment 

Amount. 

For air ambulance services, the lesser of the amount billed by the provider or 

facility or the Qualifying Payment Amount. 

 

18. Section XIV.  Claims Procedures is revised by the addition of the following new 

subsection F: 

 

F. EXTERNAL REVIEW PROCEDURE FOR ADVERSE DETERMINATION 

RELATED TO SURPRISE BILLING AND COST SHARING 

 

1. Deadline for External Review 

 

The claimant may file a request for external review within 4 months after the date the 

claimant receives notice of an adverse benefit determination or final adverse internal 

appeal determination involving the Plan’s compliance with the surprise billing and 

cost-sharing protections of the No Surprises Act with respect to Emergency Services, 

Non-Emergency Services provided by a Non-Network Provider at a Network facility, 

and/or air ambulance services. 

 

The claimant’s request for an external review should be sent to the Fund Office unless 

the claimant is specifically instructed otherwise in the appeal determination notice that 

is sent to the claimant.  If there is no corresponding date 4 months after the date of 

receipt of the notice, then the request must be filed by the first day of the fifth month 

following the receipt of the notice.  For example, if the date of receipt of the notice is 

October 30, because there is no February 30, the request must be filed by March 1.  If 

the last filing date falls on a Saturday, Sunday, or Federal holiday, the filing deadline 

is extended to the next day that is not a Saturday, Sunday or Federal holiday. 

 

2. Preliminary Review 

 

Within 5 business days following receipt of the claimant’s request for an external 

review, the Plan will complete a preliminary review of the request to determine whether 

the claimant is or was covered under the Plan at the time the health care item, service 

or other benefit was requested or, in the case of a retrospective review, was covered 

under the Plan at the time the health care item, service or other benefit was provided; 
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a. the adverse benefit determination or final adverse internal appeal determination 

does not relate to the claimant’s failure to meet the requirements for eligibility 

under the terms of the Plan; 

b. the claimant has exhausted the Plan’s internal appeal process, unless the 

claimant is not required to exhaust the internal appeal process under the federal 

interim final regulations (which involved certain limited exceptional 

circumstances); and 

c. the claimant has provided all of the information and forms required to process 

an external review. 

 

3. Notice of Preliminary Review 

 

Within one (1) business day after completion of the initial review, the Plan will issue 

the claimant a notice in writing regarding the claimant’s eligibility for external review.  

If the claimant’s request for external review is complete but not eligible for external 

review, the notice will include the reasons for the request’s ineligibility and contact 

information for the Employee Benefits Security Administration (toll-free 866-444-

3272).  If the claimant’s request for external review is not complete, the notice will 

describe the information or materials needed to make the request complete and the 

claimant will be allowed to perfect the claimant’s request for external review within 

the 4-month filing period or within the 48-hour period following the claimant’s receipt 

of the notice, whichever is later. 

 

4. Review by Independent Review Organization 

 

a. If the claimant’s request for external review is eligible for submission to an 

Independent Review Organization (IRO), the Plan will assign the claimant’s 

request for external review to an IRO to evaluate the claimant’s eligibility for 

external review and will conduct the external review in accordance with 

procedures established under federal law.  The IRO will be assigned in 

accordance with the Plan’s rules, which provide an assignment or rotation 

method that ensures independence and against a bias towards the Plan.  The 

IRO is not eligible for any financial incentive or payment based on the 

likelihood that the IRO would support the denial of benefits. 

b. Upon receipt of the claimant’s request for external review, the IRO will timely 

notify the claimant in writing of the request’s eligibility and acceptance for 

external review.  This notice will include a statement that the claimant may 

submit in writing to the assigned IRO within 10 business days following the 

date the claimant receives this notice additional information that the IRO will 

consider when conducting the external review.  The IRO may, but is not 

required to, accept and consider additional information submitted after 10 

business days. 

c. Within 5 business days after the date of assignment to the IRO, the Plan will 

provide to the IRO any documents and any information considered in making 

the adverse benefit determination or final adverse internal appeal 

determination.  Failure by the Plan to provide documents cannot delay the 

conduct of the external review.  If the Plan fails to timely provide the 
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documents and information, the assigned IRO may terminate the external 

review and make a decision to reverse the adverse benefit determination or the 

final adverse internal appeal determination.  Within one (1) business day after 

making the decision, the IRO will notify the claimant and the Plan. 

d. The IRO will utilize legal experts where appropriate to make coverage 

determinations under the Plan. 

e. The IRO will review all information and documents timely received.  In 

reaching a decision, the IRO will review the claim de novo (as if it is new) and 

will not be bound by any decisions or conclusions reached during the Plan’s 

internal claims and appeals process.  However, the IRO must observe the terms 

of the Plan to ensure that the IRO’s decision is not contrary to the terms of the 

Plan, unless the terms are inconsistent with applicable law.  The IRO also must 

observe the Plan’s applicable standards for clinical review criteria, including 

Medical Necessity, appropriateness, health care setting, level of care and 

effectiveness of a covered benefit, unless the criteria are inconsistent with the 

terms of the Plan or with applicable law.  In addition to the documents and 

information provided, the assigned IRO will consider the following, to the 

extent available and to the extent the IRO considers them appropriate, in 

reaching an external review decision: 

• the claimant’s medical records; 

• the attending health care professional’s recommendation; 

• reports from appropriate health care professionals and other 

documents submitted by the Plan, the claimant or the claimant’s 

treating health care provider; 

• appropriate medical practice guidelines, including evidence-based 

standards; and 

• the opinion of the IRO’s clinical reviewer or reviewers based on the 

documents and information provided and to the extent the clinical 

reviewer or reviewers consider those documents and information 

appropriate. 

f. The IRO will provide written notice of the final external review decision to the 

claimant and the Plan within 45 days after the IRO receives the request for 

external review.  The IRO’s external review decision will contain: 

• a general description of the reason for the request for external review, 

including, where applicable, information sufficient to identify the 

claim (including the date or dates of service, the health care provider, 

the claim amount (if applicable), the diagnosis code and its 

corresponding meaning, the treatment code and its corresponding 

meaning, and the reason for the previous denial); 

• the date the IRO received the assignment to conduct the external 

review and the date of the IRO’s decision; 

• references to the evidence or documentation, including the specific 

coverage provisions and evidence-based standards that were 

considered in reaching the IRO’s decision; 

• a discussion of the principal reason or reasons for the IRO’s decision, 

including the rationale for the decision and any evidence-based 

standards that were relied on in making the decision; 
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• a statement that the determination is binding except to the extent that 

other remedies may be available under state or Federal law, as 

applicable, to either the Plan or to the claimant; 

• a statement that judicial review may be available to the claimant; and 

• current contact information, including phone number, for any 

applicable office of health insurance consumer assistance or 

ombudsman established under Public Health Services Act Section 

2793 to assist individuals with the external review processes. 

 

5. After External Review 

 

Upon receipt of a notice of a final external review decision reversing the adverse 

benefit determination or final adverse internal appeal determination, the Plan will 

provide coverage or payment for the claim, including authorizing or paying 

benefits, as soon as possible in accordance with applicable law.  The Plan reserves 

the right to pursue judicial review or other remedies available or that may become 

available to the Plan under applicable law.  The Plan will provide benefits 

(including making payment on the claim) without delay pursuant to a final external 

review decision in the claimant’s favor, regardless of whether the Plan intends to 

seek judicial review of the external review decision and unless or until there is a 

judicial decision otherwise. 

If the final external review upholds the Plan’s adverse benefit determination or final 

adverse internal appeal determination, the Plan will continue not to provide 

coverage or payment for the reviewed claim.  If the claimant is dissatisfied with the 

external review determination, the claimant may seek judicial review as permitted 

under ERISA Section 502(a) and subject to the limitation described in Section 

E..above. 

The external review standards provide that an external review decision is binding 

on the Plan, as well as on the claimant, except to the extent other remedies are 

available under state or Federal law. 

 

6. IRO Maintenance of External Review Records 

 

 After a final external review decision, the IRO will maintain records of all claims 

and notices associated with the external review process for a minimum of 6 years.  

An IRO will make such records available for examination by the claimant, the Plan, 

or state or Federal government oversight agency upon request, except where such 

disclosure would violate state or Federal privacy laws. 

 

19.  The second paragraph of Section VII is corrected to read as follows: 

 

Dental benefit provided through the Plan are separate from the Plan’s medical 

benefits.  You will have the opportunity to opt out of the Plan’s dental coverage upon 

commencement of your coverage and prior to the beginning of each plan year.  Any 

election to opt out of dental coverage must be submitted to the Fund Office in 

writing.  There is NO monthly or annual premium for dental coverage with the 



 11 

Plan and you will not receive any money or thing of value for opting out of such 

coverage. 

 

All benefits for covered dental services and supplies are limited to a maximum 

benefit of $1,750 per person per calendar year. 

 

Note: Grandfathered Plan Disclosure Statement 

 

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:   

 

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

2 South Wesley Drive 

East Alton, Illinois 62024 

(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. 

 

http://www.dol.gov/ebsa/healthreform

