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GENERAL STATEMENT OF NONDISCRIMINATION:
(DISCRIMINATION IS AGAINST THE LAW)

The District Council 16 Health and Welfare Trust Fund’s health care plan complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. The Plan
does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
The Plan:

a) Provides free aids and services to people with disabilities to communicate effectively with us, such as:

e Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
b) Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters

o Information written in other languages

If you need these services, contact Coleen Christophersen.

If you believe that the Plan has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with: Coleen Christophersen, Civil
Rights Coordinator, HS&BA, 4160 Dublin Boulevard, Suite 400, Dublin, CA 94568-7756, Phone: (800) 922-
9902, Fax: (925) 833-7301, E-mail: dc16info@hsba.com. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, Coleen Christophersen, Civil Rights Coordinator, is available to help
you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHS Building, Washington, DC 20201, 1-800-868-1019,
800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION: FREE LANGUAGE ASSISTANCE

This chart displays, in various languages, the phone number to call for
free language assistance services for individuals with limited English proficiency.

Language Message About Language Assistance
ATENCION: si habla espariol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Liame

1. Spanish al 1-800-922-9902.
o [iE  ORGEREET Y - G GRS - FEE

1-800-922-9902

CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hé tror ngdn ngtk mién phi danh cho ban. Goi sb 1-
800-922-9902.

FO:St=HE MEOIAN=E R, A3 AHIAE FE2 0| 26H4 = USLICH 1-

3. Vietnamese

4 Korean | g00-922-000281 0 2 Fstoh F4IAIL.
5. Tagalog P_AUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-800-922-9902.

6 Russian BHUMAHWE: Ecrv Bbl roBOprTE Ha PYCCKOM 5A3blIKe, TO BaM JOCTYNHbI 6eCnnaTHbIE YCyr nepesosa.
' 3BoHuTE 1-800-922-9902.

 Aabic A el el Sl ) 555 galll sae Losall ciland (s Ralll SO Gaaati cui€ 1) 13k sala
' 1-800-922-9902.

8. French ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele 1-800-

Creole 922-9902.

(Haitian)




ATTENTION: FREE LANGUAGE ASSISTANCE

This chart displays, in various languages, the phone number to call for
free language assistance services for individuals with limited English proficiency.

Language Message About Language Assistance

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod

9. Polish numer 1-800-922-9902.

ATTENTION : Si vous parlez frangais, des services daide linguistique vous sont proposés

10. French gratuitement. Appelez le 1-800-922-9902.

FERE: BAEZHEINDEE. BHOSEIEZCARAVEETET,

1. : d
PANese | 1-800-922-9902% T, HEEEISTIEML LY,

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica

12, ltalian gratuiti. Chiamare il numero 1-800-922-9902.
5 Pors Ledi g1 OBl ey () et S e KA )8 () 40 S) rda g
. ersian
(Farsi) 2,8 ol 1-800-922-9902 L 23l (e aal
14.  Armenian
15. German ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen

zur Verfligung. Rufnummer: 1-800-922-9902.
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MESSAGE FROM THE BOARD OF TRUSTEES

To All Participants:

This Plan Document/Summary Plan Description describes the medical, dental, vision and
Employee death benefits of District Council 16 Northern California Health and Welfare
Trust Fund (hereafter referred to as “the Fund” or “DC16). The Plan described in this
document is effective September 1, 2018, and replaces all other Plan Documents, Summary Plan
Descriptions and applicable amendments to those documents previously provided to Plan
participants.

o To determine if you are in a class of individuals who are eligible for benefits under this Plan,
refer to the Eligibility chapter in this document. If you have declined any of the coverage
described in this document, the chapters pertaining to any declined coverage do not apply to
you.

« Note that your eligibility or right to benefits under this Plan should not be interpreted as a
guarantee of employment.

This document will help you understand and use the benefits provided by the Trust Fund. You
should review it and share it with those members of your family who are or will be covered by the
Plan. It will give all of you an understanding of the coverage provided, the procedures to follow in
submitting claims, and your responsibilities to provide necessary information to the Plan. Be sure
to read the Exclusions and Definitions chapters.

While recognizing the many benefits associated with this Plan, it is also important to note that
not every expense you incur for health care is covered by this Plan.

All provisions of this document contain important information. If you have any questions about
your coverage or your obligations under the terms of the Plan, be sure to seek help or information.
A Quick Reference Chart to sources of help or information about the Plan appears in this chapter.

This Plan is established under and subject to the federal law, Employee Retirement Income Security
Act of 1974, as amended, and commonly known as ERISA. The medical, indemnity dental, vision
and death benefits of the Plan are self-funded with contributions from contributing Employers and
Retirees and are held in a Trust. An independent Claims Administrator pays benefits out of Trust
assets. The HMO plans are fully insured with insurance companies whose names are listed on the
Quick Reference Chart in this document.

Suggestions for Using this Document
This document provides details about your Plan. We suggest that you pay particular attention to
the following:

e an overview of your benefits showing what benefits are available to which Participants;

e information on eligibility and enrollment;

¢ information on options for continuing coverage if you lose eligibility;

e sections on the individual benefits—medical under the Blue Cross Network (PPO) and the
Blue Cross Advantage Network (APPO), prescription drugs, Mental Health and Chemical
Dependency Benefits provided by Beat It!, the self-funded Dental Plan, Vision Benefits,
and Employee Death Benefit;

e how to file claims, and appeal denials of benefits; and
e other important Plan information.



For enrollees in the Kaiser (HMO) or the Kaiser Smart Choices (HMO) or the prepaid dental HMO
Plans, this booklet is meant to be used with the Evidence of Coverage brochures provided by Kaiser
Permanente, DeltaCare USA or UHC Dental. Those documents govern the benefits you receive
and provide your sole source of appeal if you are dissatisfied with your benefits. Where this
document deviates from the certificate of coverage and summary of benefits produced by Kaiser,
DeltaCare USA or UHC Dental, the insurance company documents will prevail.

Please Read This Booklet Carefully

The Board of Trustees is committed to providing quality benefits at reasonable costs to Trust Fund
Participants. By reading this booklet thoroughly and keeping it handy for future reference you will
benefit by understanding what the Plan offers you and your covered Dependents. If you are married,
please share this booklet with your Spouse or Domestic Partner.

Please take special note of the Plan’s medical management programs for the Indemnity Medical
Plan, which is funded directly by the Trust Fund and is not insured. These medical management
programs include a preferred provider organization (PPO), prior authorization of hospital
admissions (except for childbirth and emergencies), prior authorization of certain outpatient
services, and pharmacy management programs. These programs have been implemented to help
provide you with quality health care and to also help control medical cost inflation.

Questions?

If, after reviewing this booklet, you have any questions regarding eligibility or the benefits
provided, please do not hesitate to contact the Trust Fund Office at 800-922-9902.

Spanish Language Assistance:

Este documento contiene una breve descripcion sobre sus derechos de beneficios del plan, en
Ingles. Si usted tiene dificultad en comprender cualquier parte de este documento, por favor de
ponerse en contacto con Trust Fund Office a la direccion y teléfono en el (Quick Reference Chart)
de este documento.

Sincerely,

BOARD OF TRUSTEES



IMPORTANT NOTICE
You or your Dependents must promptly furnish to the Trust Fund Office information regarding change of
name, address, marriage, divorce or legal separation, death of any covered family member, change in
Domestic Partnership status, change in status of a Dependent Child, Medicare enrollment or disenrollment or
the existence of other coverage.
Notify the Plan within 31 days after any of the above noted events.

Notify the Plan within 60 days of the date of birth, adoption, or placement for adoption of any newly
acquired Dependent Children.

Enrollment by the Participant is required in order to be eligible for coverage. That enrollment must
include accurate information on all Dependents.

Failure to do so may cause you or your Dependents to lose certain rights under the Plan or may result
in your liability to the Plan if any benefits are paid to an ineligible person.

Benefits provided by this Trust Fund are not in lieu of and do not affect any requirements for
coverage by Workers Compensation Insurance laws or similar legislation.

The medical, indemnity dental and the vision benefits of the Plan are paid from directly out of
Trust Fund assets. The Board of Trustees intends to continue these benefits as long as sufficient
Trust Fund assets are available. However, the Trustees reserve the right to amend or modify any
or all of the Plan benefits at any time; or terminate all Plan benefits at any time. The benefits
provided by the Trust Fund are not vested.

The Board of Trustees has sole discretionary authority to determine all questions of coverage
and eligibility for benefits, including sole discretionary authority to construe the terms of the
Plan. Any determination or interpretation adopted by the Trustees will be binding on everyone
who participates in this Trust Fund. If a decision of the Board of Trustees is challenged in court,
it is the intention that such decision be upheld unless it is determined to be arbitrary or
capricious.

No employer or local union, nor their representatives or agents are authorized to interpret this
Plan on behalf of the Board of Trustees. Only information that is provided to you in writing,
signed by the Board of Trustees or an authorized designee of the Board of Trustees acting on
behalf of the Board, is binding on the Board.




FOR HELP OR INFORMATION

When you need information, please check this document first. If you need further help, call the people listed in
the following Quick Reference Chart:

QUICK REFERENCE CHART

Information Needed

Whom to Contact

Trust Fund Office

Claim Forms (Medical)

Medical Plan Claims and Appeals

Chiropractic Benefit Claims and Appeals

Disability Claims and Appeals (effective April 1, 2018)
Eligibility for Coverage

Plan Benefit Information

Summary of Benefits and Coverage

Medicare Part D Notice of Creditable Coverage

COBRA administration including information about
COBRA coverage

Cost of COBRA Continuation Coverage
COBRA Premium payments

Second Qualifying Event and Disability Notification
during COBRA

Administration of Employee and Retiree Death Benefit

Initial Enrollment in and continued eligibility for the
Smart Choices/Healthy Rewards Program

Health Services & Benefit Administrators, Inc.
(“HS&BA”)

4160 Dublin Boulevard, Suite 400
Dublin, CA 94568-7756

Toll Free Telephone: 1-800-922-9902
Fax: 1-925-833-7301

E-mail: dc16info@hsba.com

Web Site: www.dc16trustfund.org

Mail self-payments to:
DC16 H&W Trust Fund
c/o Fremont Bank
P.O. Box 4816
Hayward, CA 94540

If you need a copy of the Smart Choices Enrollment Booklet,
please call the Fund Office at the number above or go online at
www.dcl6trustfund.org and select the “Forms & Notices” to
download a copy of the Booklet.

Utilization Review for Inpatient
Hospitalizations, and PPO Network for the

Medical Plan

(for Active Employees, Retirees who are not eligible
for Medicare and eligible Dependents enrolled in the
Blue Cross Network (PPO) or the Blue Cross
Advantage Network (APPQ))

Provides prior authorization for inpatient Hospital
admissions (except routine childbirth or emergency) for
eligible Participants

Additions/Deletions of Network Providers (Always
check with the Network before you visit a provider to be
sure they are still contracted and will give you the
discounted price)

Compare the costs charged by different Anthem Blue
Cross Network providers at www.anthem.com/ca

This PPO network is not available to Medicare eligible
Retirees or their Dependents that are eligible for
Medicare.

Anthem Blue Cross
21555 Oxnard Street
Woodland Hills, CA 91367
1-800-274-7767

For help finding network providers (PPO Physician, specialist,
hospital or other Health Care Practitioner), see
www.anthem.com/ca (or call the Trust Fund Office). Be sure to
choose “Large Group Plan” under “plan type” and Blue Cross PPO
(Prudent Buyer)” under “select a plan.

CAUTION: Use of a non-PPO network hospital, facility or Health
Care Practitioner could result in you having to pay a substantial
balance on the provider’s billing (see definition of “Balance
Billing” in the Definition chapter of this document).




QUICK REFERENCE CHART

Information Needed

Whom to Contact

Medical Plan Networks
e Medical Network Provider Directory
o Additions/Deletions of Network Providers

Blue Card
(for indemnity medical Plan Participants outside of
California)

e  Help finding contracted Blue Card providers
e  Preauthorization for hospital admissions or surgery

Anthem Blue Cross
1-800-810-2583
Web Site: www.bluecares.com

Use the following directions:

There are certain states/geographic areas where selecting a
“PPQ” provider is not an option. If that occurs, please choose
“Traditional” and follow the prompts. Although “Traditional”
providers do not participate in a Blue Card network, they have
agreed to perform services at special discounted rates for Blue
Card members. You should go to a “Traditional” provider only
if there are no Blue Card PPO providers in your area.

e  To access Anthem’s Advantage Provider Network:

Log in to anthem.com (Note: If you log in as a member, your
personal information will be shown including physicians and
facilities within your chosen network).

If you do not have your user information or log in as a member
on the anthem.com homepage, select Menu and then below
Care, select Find a Doctor.

Under Search as a Guest, click on Search by selecting a
plan/network.

In the Find a Doctor section, click on your preferred choices
(type of doctor, state and select plan/network, which is
Advantage PPO).

Advantage PPO will be shown under the heading Medical
(Employer-Sponsored) and listed as Advantage PPO (Note:
You will have to scroll down through many network options).
When you are within the Advantage PPO area you will be
asked for various categories (doctor, hospital, physician name
etc.) so enter those tabs accordingly, add your location and
press search.

Either a list of providers will populate on the screen for you to
choose from or your specific choice will be shown as in or out of
the network.

e  To access Anthem’s Prudent Buyer Provider Network:

1.

Log in to anthem.com (Note: If you log in as a member, your
personal information will be shown including physicians and
facilities within your chosen network).

If you do not have your user information or log in as a member
on the anthem.com homepage, select Menu and then below
Care, select Find a Doctor.

Under Search as a Guest, click on Search by selecting a
plan/network.

In the Find a Doctor section, click on your preferred choices
(type of doctor, state and select plan/network, which is Blue
Cross PPO (Prudent Buyer) — Large Group).

Prudent Buyer PPO will be shown under the heading Medical
(Employer-Sponsored) and listed as Blue Cross PPO
(Prudent Buyer) — Large Group (Note: You will have to scroll
down through many network options).

When you are within the Blue Cross PPO (Prudent Buyer) —
Large Group area you will be asked for various categories
(doctor, hospital, physician name etc.) so enter those tabs
accordingly, add your location and press search.

Either a list of providers will populate on the screen for you to
choose from or your specific choice will be shown as in or out of
the network.




QUICK REFERENCE CHART

Information Needed

Whom to Contact

Care Counseling Service and Utilization Review
for certain_Outpatient Procedures

e  Outpatient Utilization Review for non-emergency care
outside of your Physician’s office;

e  Channeling of participants to the most cost effective in-
network provider;

e Patient advocate services (Care Counseling);

e Answer any questions you may have about your illness
or injury;

e  Smart Choices/Healthy Rewards Health Risk
Questionnaire for Participants in the Advantage (APPO)
Plan; and

e $20 copay reimbursement

MedExpert

Toll Free: 1-800-999-1999
7:00 AM to 8:00 P.M. (PST)
Fax: 1-650-326-6700

Health Risk Questionnaire:
https://smartchoice.medexperthealth.com/

Smart Choices/Healthy Rewards Program
Biometric Testing

e  Blueprint for Wellness biometric screenings for Active
Participants in the Indemnity PPO Plan.

e  Physician Result Form.

Quest Diagnostics Patient Service Center (PSC)
Toll Free: 1-855-623-9355

Monday-Friday 7:00 AM to 8:30 P.M. (CST)

Saturday 7:30AM to 4:00 PM (CST)

Web Site: My.QuestForHealth.com

Note: When you go online to the Quest Diagnostics Blueprint for
Wellness scheduling tool, you will need to enter the registration
key: DC16. Your Unique ID # is DCF plus your Indemnity PPO
Plan ID number. Then follow the steps to register and schedule
your screening at a nearby Quest Diagnostics PSC. Be sure to print
your confirmation page when you are finished and take it with you
to your appointment.

Prescription Drug Plan

(for Active/Retired Participants and eligible
Dependents enrolled in the Blue Cross Network
(PPO) or the Blue Cross Advantage Network
(APPO))

e  Retail Network Pharmacies
e  Mail Order (Home Delivery) Pharmacy
e  Prescription Drug Information

e  Formulary of Preferred Drugs (custom formulary is not
applicable to Medicare Retirees)

e  Specialty Drug Program: Prior authorization and
Ordering

WellDyne Rx
500 Eagles Landing Drive
Lakeland, Florida 33810

Toll Free: 1-888-479-2000, option 5
Preauthorization Fax: 1-888-473-7875
www.welldyneRx.com

Mental Health and Chemical Dependency
Benefits

(for Active/Retired participants and eligible
Dependents enrolled in the Blue Cross Network
(PPO), Blue Cross Advantage Network (APPO); and
also for Active participants and eligible dependents
enrolled in the Kaiser (HMO) and the Kaiser/Smart
Choices (HMOQ))

e  Referrals and prior authorization

e  Mental Health and Chemical Dependence Providers

e  Behavioral Health Claims and Appeals

Beat It!
P.O. Box 20896
San Jose, CA 95160

Toll Free: 1-800-828-3939

This program provides benefits for the Blue Cross Network (PPO),
Blue Cross Advantage Network (APPO), the Kaiser (HMO) and
the Kaiser/Smart Choices (HMO) (and their Dependents).
However, if you and/or your family are in Kaiser, you also have the
option of using your HMO benefits.




QUICK REFERENCE CHART

Information Needed

Whom to Contact

HMO Medical Plan

(for Active/Retired participants and eligible
Dependents who live in the Kaiser service area and
are enrolled in the Kaiser (HMO) or the
Kaiser/Smart Choices (HMO))

e |D Cards

e  Retail Network Pharmacies

e  Mail Order (Home Delivery) Pharmacy

e  Prescription Drug Information

e  Referrals and prior authorizations

e  Mental Health and Chemical Dependence Providers
e  Claims and Appeals

e  Smart Choices/Healthy Rewards Program Educational
Requirements for Kaiser Participants

0 Total Health Assessment (THA): The THA is an
online health risk assessment integrated with online
behavior change programs. This questionnaire helps
participants examine what is affecting their overall
health and prioritize lifestyle changes based on their
confidence, readiness and motivation to change.

0 Healthy Lifestyle Programs: In addition to the
THA, Kaiser Permanente offers a complementary
suite of healthy lifestyle programs. Each program
begins with an initial online assessment with follow
up surveys. Programs include:

=  Balance
=  Breathe
= Care for Diabetes

Care for Depression
Care for Pain
Dream

Nourish

Relax

Kaiser Permanente (Group #602697)
Northern California Region

1950 Franklin Street

Oakland, CA 94612

Toll Free: 1-800-464-4000

Web Site: www.kp.org

Smart Choices/Healthy Rewards Educational Requirements:

www.kp.org/tha

www.kp.org/healthylifestyles

PPO Dental Plan

(for all Active and Retired Employees and eligible
Dependents not enrolled in a Prepaid Dental Plan)

e  Dental Network Provider Directory
e Dental Claims and Appeals
e  Prior authorization for dental services

Delta Dental (Group # 00308)

Claims Address:

P.O. Box 997330
Sacramento, CA 95899-7330
Toll Free: 1-800-765-6003

Web Site: deltadentalins.com

Important note to Retirees: Retirees who elect to enroll in a
dental Plan must pay the full cost of the coverage.
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Information Needed

Whom to Contact

Fully Insured Prepaid Dental Plan #1 for
California residents only

(for all Active and Retired Employees and eligible
Dependents not enrolled in the indemnity dental

plan)

e  Dental Network Provider Directory

e Dental Claims and Appeals

e  Prior authorization for dental services

DeltaCare USA (Group #76123)
Claims Address:

P.O. Box 1810

Alpharetta, GA 30023

Toll Free: 1- 800-422-4234
Web Site: deltadentalins.com

Important note to Retirees: Retirees who elect to enroll in a
dental Plan must pay the full cost of the coverage.

Fully Insured Prepaid Dental Plan #2

(for all Active and Retired Employees and eligible
Dependents not enrolled in the indemnity dental

plan)

e  Dental Network Provider Directory

e Dental Claims and Appeals

e  Prior authorization for dental services

UHC Dental Direct Compensation (Group #
712019)

Toll Free: 1- 800-999-3367

Web Site: www.myuhc.com

The network that you will want to search is called CA Select
Managed Care Direct Compensation.

Where to File a Prior Authorization/Pre-Determination Request or
Dental Claim (Dental Office Submits to UHC):

P.O. Box 30567

Salt Lake City, UT 84130-0567

Where to File a Dental Appeal:
Attn: Appeals/Grievances

P.O. Box 30569

Salt Lake City, UT 84130-0569

Important note to Retirees: Retirees who elect to enroll in a
dental Plan must pay the full cost of the coverage.

Vision Plan

(for all Active and Retired Employees and their
eligible Dependents)

e  Vision Network and Provider Directory
e Vision Claims and Appeals

Vision Service Plan (VSP)
3333 Quality Drive

Rancho Cordova, CA 95670

Toll Free: 1- 800-877-7195

Web Site: www.vsp.com

To file a Non-PPO Claim for reimbursement, send it to the
following address:

Vision Service Plan (VSP)

Attn: Out-of-Network Provider Claims

P.0. Box 385018 Birmingham, AL 35238

HIPAA Privacy Officer and HIPAA Security
Officer

e  HIPAA Notice of Privacy Practice

The Privacy Officer
Phone:  1-800-922-9902
Fax: 1-925-833-7301

Health Services & Benefit Administrators, Inc.
4160 Dublin Boulevard, Suite 400
Dublin, CA 94568-7756
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Information Needed

Whom to Contact

Civil Rights Coordinator

Notice of Nondiscrimination
File a Grievance

Coleen Christophersen
Civil Rights Coordinator

Toll Free: 1-800-922-9902
Fax: 1-925-833-7301
E-mail: dcl6info@hsbha.com

Health Services & Benefit Administrators, Inc.
4160 Dublin Boulevard, Suite 400
Dublin, CA 94568-7756




ENROLLMENT IS REQUIRED

Before you become eligible for benefits under this Plan, You must complete a formal Plan
Enrollment Form. If you will be covering eligible Dependents, you will be asked to provide the
necessary documentation to prove that the Dependents are eligible for coverage.

The Trust Fund Office will not pay any claims unless it has received a completed Enroliment
Form from you. If you do not complete and return an enrollment form to the Trust Fund
Office, you and any eligible Dependents will be automatically enrolled in the Blue Cross
Network (PPO).

IF YOUR FAMILY SITUATION CHANGES

You must notify the Trust Fund Office promptly if any change occurs in your family after your
initial enrollment (for example, marriage, birth of a child, death of a dependent, or legal separation
or divorce from your Spouse or dissolution of your Domestic Partnership).

If the change means you will be covering new Dependents, you must also request a Plan
Enrollment Form within 31 days of the date you acquired the new Dependent if due to marriage
or registration of a Domestic Partnership, or 60 days if due to birth, adoption or placement for
adoption, and you must complete and submit the new Plan Enrollment Form to the Trust Fund
Office as soon as possible, with a copy of the necessary dependent documentation (e.g., marriage
certificate and/or birth records).

Your right to enroll new Dependents is guaranteed by a law known as HIPAA (the Health Insurance
Portability and Accountability Act), provided you request enroliment within 31 days after the
marriage or registration of Domestic Partnership, or 60 days of birth, adoption, or placement for
adoption or within 60 days after you lose Medicaid or CHIP coverage or become eligible for
premium assistance through Medicaid or CHIP.

ADDRESS CHANGE

Please notify the Trust Fund Office in writing promptly if you change your home address or submit
your change of address online. When you use this service, the system updates your records in real-
time. To access the online change of address, go to http://www.dc16trustfund.org/health-and-
welfare/general-information/forms-notices/.

CHANGING PLANS

Medical

You must live or work in the Kaiser service area in order to enroll in the Kaiser (HMO) or the
Kaiser/Smart Choices (HMO). If you do not live or work in Kaiser’s service area, you must enroll
in the Blue Cross Network (PPO) plan which has a deductible, or the Blue Cross Advantage
Network (APPO) which has no deductible, if you are benefits eligible. A change in medical plan
election is allowed once every 12 months or if you qualify for special enrollment. You may also
change your Plan if you are continuing coverage under COBRA.

If you enroll in the Kaiser (HMO) or the Kaiser/Smart Choices (HMO) and then move out of the
Kaiser service area, you may apply in writing to the Trust Fund Office for a transfer to the Blue
Cross Network (PPO) or Blue Cross Advantage Network (APPQ). The change shall be effective
on the first day of the month following approval by the Trust Fund Office.

Please refer to the Quick Reference Chart for contact information on both of your medical plan
options.

Dental

There are two fully insured dental plan options that are offered as alternatives to the Indemnity
Dental Plan. These dental Plans are like an HMO for dental care. Services are “prepaid,” so many
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dental services are covered at no charge, but you may use only the dentists that participate in the
network. A change in your dental plan election is allowed once every 12 months or if you qualify
for special enrollment. You may also change your Dental Plan if you are continuing coverage under
COBRA.

Important Note: If you have a choice of medical or dental Plans, your family must be enrolled in
the same medical or dental plan option you select for yourself. For instance, if you enroll in the
Kaiser (HMO) or the Kaiser/Smart Choices (HMO), your eligible Dependents must be enrolled in
the same HMO Plan.

Please refer to the Quick Reference Chart for contact information on all of your dental options.

SPECIAL LATE ENROLLMENT RIGHTS
A federal law known as HIPAA provides for enrollment after initial eligibility as follows:
Newly Acquired Spouse, Domestic Partner and/or Dependent Child(ren)

If you, as the Employee or Retiree, acquire a Spouse by marriage, a Domestic Partner, or if you
acquire any Dependent Child(ren) by birth, adoption or placement for adoption, you may request
enrollment for yourself, the newly acquired Spouse, Domestic Partner and/or any Dependent
Child(ren) no later than 31 days after the date of marriage or registration of a Domestic Partnership,
or 60 days after the birth, adoption or placement for adoption. You must provide the Trust Fund
Office the documentation needed to demonstrate eligibility (such as a birth certificate or marriage
license) as soon as practicable once it becomes available.

Loss of Other Coverage

If you declined coverage when you initially became eligible because you had health care coverage
under another group health plan or health insurance policy (including COBRA Continuation
Coverage, certain types of individual health insurance, Medicare, or other public program) and
you lose coverage under that other group health plan or health insurance policy; you may request
enrollment for yourself and/or your Dependents within 31 days after the termination of the
coverage under that other group health plan or health insurance policy if that other coverage
terminated because of:

o loss of eligibility for that coverage including loss resulting from legal separation, divorce,
death, voluntary or involuntary termination of employment or reduction in hours (but does not
include loss due to failure of Employee to pay premiums on a timely basis or termination of
the other coverage for cause); or

¢ termination of employer contributions toward that other coverage (an employer’s reduction but
not cessation of contributions does not trigger a special enrollment right); or

o the health insurance that was provided under COBRA Continuation Coverage, and such
COBRA coverage was “exhausted;” or

e moving out of an HMO service area if HMO coverage terminated for that reason and, for group
coverage, no other option is available under the other plan;

o the other plan ceasing to offer coverage to a group of similarly situated individuals;
o the loss of dependent status under the other plan’s terms; or

o the termination of a benefit package option under the other plan, unless substitute coverage
offered.

11



COBRA Continuation Coverage is “exhausted” if it ceases for any reason other than either the
failure of the individual to pay the applicable COBRA premium on a timely basis, or for cause
(such as making a fraudulent claim or an intentional misrepresentation of material fact in
connection with that COBRA Continuation Coverage). Exhaustion of COBRA Continuation
Coverage can also occur if the coverage ceases:

*  due to the failure of the employer or other responsible entity to remit premiums on a timely
basis;

*  when the employer or other responsible entity terminates the health care Plan and there is
no other COBRA Continuation Coverage available to the individual;

* when the individual no longer resides, lives, or works in a service area of an HMO or
similar program (whether or not by the choice of the individual) and there is no other
COBRA Continuation Coverage available to the individual; or

*  because the 18-month, 29-month or 36-month period of COBRA Continuation Coverage
has expired.

You and your Dependents may also enroll in this Plan if you (or your eligible Dependents):

have coverage through Medicaid or a State Children’s Health Insurance Program (CHIP)
and you (or your Dependents) lose eligibility for that coverage. However, you must request
enrollment in this Plan within 60 days after the Medicaid or CHIP coverage ends; or

become eligible for a premium assistance program through Medicaid or CHIP. However,
you must request enrollment in this Plan within 60 days after you (or your Dependents) are
determined to be eligible for such premium assistance.

Start of Coverage Following Special Enrollment:

Coverage of an individual enrolling because of loss of other coverage or because of
marriage: If the individual requests Special Enrollment within 31 days of the date of the
event that created the Special Enroliment opportunity, (except for a newborn and newly
adopted child or on account of Medicaid or a State Children’s Health Insurance Program
(CHIP), (discussed below) generally coverage will become effective on the first day of the
month following the date the Plan receives the request for Special Enrollment.

If the individual requests enrollment within 60 days of the date of the Special Enrollment
opportunity related to Medicaid or a State Children’s Health Insurance Program (CHIP),
generally coverage will become effective on the first day of the month following the date of
the event that allowed this Special Enroliment opportunity.

Coverage of a newborn or newly adopted newborn Dependent Child for whom enrollment
is requested within 60 days after birth will become effective as of the date of the child’s birth.

Coverage of a newly adopted Dependent Child or Dependent Child Placed for Adoption
for whom enrollment is requested more than 60 days after birth, but within 60 days after the
child is adopted or placed for adoption, will become effective as of the date of the child’s
adoption or placement for adoption, whichever occurs first.

Individuals enrolled during Special Enroliment have the same opportunity to select Plan benefit
options (when such options exist) at the same costs and the same enrollment requirements as
are available to similarly-situated Employees at initial enroliment.
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ELIGIBILITY RULES FOR BARGAINED EMPLOYEES

HEALTH & WELFARE CASH BANK SYSTEM

Newly Signatory Employers

If you are an Employee of a newly signhatory Contributing Employer on the effective date of your Employer’s
initial participation in the Fund, your eligibility for benefits will begin on the first day of the calendar month
following a period of time after you work at least 130 hours for your contributing employer.

New Employee Eligibility

You become eligible for benefits from this Trust Fund when you work for an Employer who is required to make
hourly contributions to this Trust Fund on your behalf. New Employees become eligible for benefits on the first
day of the second calendar month following the calendar month in which you worked at least 130 hours for one
or more Contributing Employers.

You will need to work a minimum of 130 hours per month in order to receive 100% employer paid coverage.
Maximum Accumulation in Cash Bank

If you work more than 130 hours in a month, the administrator will credit any excess dollars to a reserve called
your “Cash Bank” that can be used to pay for your continued coverage in any month following a month in which
you work less than 130 hours. The maximum amount you can accumulate in your cash bank is the amount needed
to cover three (3) months of health care contributions.

Please Note: Your Cash Bank may only be used to pay for your continued coverage through the Fund, and cannot
be used to reimburse premiums for medical insurance in the individual market, federal Marketplace, or State
Exchange.

How You Maintain Eligibility

Your monthly eligibility will be determined by hourly cash contributions made by your employer during each
month you work. If you work 130 hours or more in a month, your employer hourly cash contributions will pay
100% of the cost of your monthly health care contribution. If you work less than 130 hours in a month, you will
need to make up the dollar shortfall. The shortfall will first be withdrawn from your Cash Bank (if funds are
available). If any shortfall remains, the balance may be made up through a participant self-payment directly from
you. You are only allowed to make a self-payment as long as you have worked at least one (1) hour within that
month but fell short of 130 hours. The amount of the shortfall you will need to make up in the months you work
less than 130 hours will be the difference in the actual hours you worked and 130 hours at your Employer’s
contribution rate.

Your self-payment is due on or before the 20th of the month following the month you worked less than 130
hours in order to count towards the subsequent month of eligibility.

Self-payments should be mailed to the Trust Fund Office at the address listed on the Quick Reference Chart. The
following information must accompany the self-payment:

1. Employee’s name;

2. Last 4 digits of the Employee’s social security number; and

3. ldentify the payment as “Payment for Active Coverage”.
The following are examples of the self-payment process:

Example 1

In January, you work 130 hours, your employer hourly cash contributions will pay 100% of the monthly
contribution for your health care coverage for March. You do not need to make a self-payment or use any of your
Health & Welfare Cash Bank money to obtain coverage for March.
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Example 2

In January, you work 125 hours, your employer will pay for most of the cost of your health care premium cost for
March. However, your employer’s hourly cash contributions would be five hours short of covering your health
care premium. You can make up the shortage by using your Health & Welfare Cash Bank (if funds are available)
or by making a participant self-payment, or by a combination of Health & Welfare Cash Bank and participant
self-payment. If you choose to make a participant self-payment, it would be due to the Trust Fund by February
20.

It is your responsibility to know the balance of your Cash Bank and whether or not you have enough to cover a
short fall in the number of hours worked in a given month. You should carefully keep track of your hours worked
in each month to make sure you are prepared to make a self-payment for the months that you work less than 130
hours and your Health & Welfare Cash Bank is insufficient to make up the difference if you wish to continue your
health care coverage.

IF YOU HAVE CASH BANK RESERVES AT THE TIME OF YOUR DEATH

For your Dependents whose coverage is extended due to accumulated reserves in your Cash Bank, coverage under
the Plan in which you were enrolled immediately prior to your death will remain in effect for the number of
months the accumulated reserves will cover (remember, the maximum amount you can accumulate in your cash
bank is the amount needed to cover three (3) months, or for Smart Choices participants six (6) months, of health
care contributions).

TERMINATION OF COVERAGE
Your eligibility will terminate on the last day of the calendar month in which:

e The total amount in your Cash Bank is not enough to pay for the subsequent month of coverage and you have
not made a self-pay contribution by the 20" of the month to make up for the difference;

e You enter military service for more than 30 days;
e You die;

¢ You knowingly permit your Employer to contribute to the Fund for fewer hours than you actually worked. If
you notify the Fund in writing within 48 hours of becoming aware of this discrepancy, then your eligibility
will not be terminated.

e The date your employer ceases to participate in this Trust Fund;
e The date the Plan is discontinued.

o If you are 65 or over, the first day of the month following the date you elect Medicare as your only medical
coverage (applies to medical coverage only);

e The date you perform any Non-Covered Employment. “Non-covered employment” is defined as work that is
performed:

* In the jurisdiction of any local union of the District Council 16 of the International Union of Painters and
Allied Trades;

*  On or after the date you became eligible for benefits from this Trust Fund, and
*  For a company that is:

» doing work of the type covered by the terms of any Collective Bargaining Agreement between a local
union of the District Council 16 of the International Union of Painters and Allied Trades and any
Employer participating in this Trust Fund, and

» not signatory to a Collective Bargaining Agreement with a local union of the District Council 16 of
the International Union of Painters and Allied Trades without the written authorization of the District
Council 16 local union with jurisdiction over the company.
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CANCELLATION AND REINSTATEMENT

If there are no Employer contributions made on the Employee’s behalf for a 12-month consecutive period, then
the Health & Welfare Cash Bank will be cancelled.

The cash bank is not vested. Participants do not have the right to receive payment of their cash bank balances in
cash.

You are permitted to permanently opt out of and waive future reimbursements from your Cash Bank at least
annually, in a time and manner determined by the Plan Administrator. Upon your termination of employment, you
may (in a time and manner determined by the Plan Administrator) opt out of and waive any balance remaining in
the Cash Bank.

IF YOUR EMPLOYER IS DELINQUENT IN MAKING CONTRIBUTIONS

If your Employer fails to make contributions when due and has not submitted a report form, you may request that
the Trust Fund Office continue your benefits based on acceptable proof (such as pay stubs) of hours worked. The
acceptable proof (such as pay stubs) must be submitted to your Local Union Business Representative in order to
be processed. Please be sure to complete, review, and sign your timecard or time records every week so that you
may receive benefits correctly.
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ELIGIBILITY RULES FOR NON-BARGAINING EMPLOYEES

Please Note:
This is only a summary. The eligibility requirements and benefits provided to
Non-Bargaining Employees are governed by the Subscriber Agreement between this
Trust Fund and your signatory employer.

INITIAL ELIGIBILITY

If you are a full-time Employee (working a minimum of 30 hours per week) of a sighatory Employer currently
participating in this Trust Fund, who has also signed a Subscriber Agreement with this Trust Fund, you will
become eligible for benefits on the first day of the month following a waiting period of sixty days, so long as your
Employer has made the required contribution on your behalf.

If you are a full-time Employee and eligible for your Employer’s benefits before your Employer begins
participation in this Trust Fund, you will be eligible for benefits from this Trust Fund on the effective date of your
Employer’s participation in this Trust Fund, if your Employer has also signed a Subscriber Agreement and has
made the required contribution on your behalf.

BENEFITS AND LIMITATIONS APPLICABLE TO NON-BARGAINING EMPLOYEES

Monthly Non-Bargaining Employees are not eligible for death benefits. Your other benefits are the same as those
for hourly Employees.

Monthly Non-Bargaining Employees do not accrue a cash bank reserve as described for hourly Employees. Their
coverage terminates the first of the month following the month in which their employer fails to make the required
contribution to this Trust Fund.

TERMINATION OF COVERAGE

Your Employee eligibility for benefits from the Trust Fund will terminate on the earlier of the following
occurrences:

e The date your employer ceases to participate in the Trust Fund,;

e The date your employer fails to employ any bargaining unit Employees for nine months in a calendar year
except with respect to working Employers identified as such in the Subscription Agreement;

e The end of the month in which your employer makes the last contribution for your benefit coverage under the
Trust Fund; or

e The date the Plan is discontinued; or
e The date of your death; or

e The date you perform any Non-Covered Employment. “Non-Covered Employment” is defined as work that
is performed:

* In the jurisdiction of any local union of the District Council 16 of the International Union of Painters and
Allied Trades;

*  On or after the date you became eligible for benefits from the Trust Fund, and
*  For a company that:

» Is doing work of the type covered by the terms of any Collective Bargaining Agreement between a
local union of the District Council 16 of the International Union of Painters and Allied Trades and
any Employer participating in the Trust Fund, and

» Is not signatory to a Collective Bargaining Agreement with a local union of the District Council 16
of the International Union of Painters and Allied Trades without the written authorization of the
District Council 16 local union with jurisdiction over the company.
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ELIGIBILITY RULES FOR RETIRED EMPLOYEES

NEW RETIREE ELIGIBILITY - BARGAINING EMPLOYEES

If you retire from active hourly employment as a Participant in District Council 16 Northern California Health
and Welfare Trust Fund, you will be eligible for benefits as a Retiree if you meet all of the following
requirements:

e You are receiving pension payments from the Northern California Glaziers Pension Plan or, if you are a
Production Worker, from the International Brotherhood of Painters and Allied Trades Pension Plan, the Bay
Area Painters and Tapers Pension Trust Fund, or the Resilient Floor Covering Pension Plan.

e You were covered under this Health and Welfare Trust Fund’s benefits program or the Health and Welfare
Plan of one of the merged Trust Funds as an active bargaining Employee in the month immediately preceding
your retirement date. You may use COBRA Continuation Coverage to meet this requirement.

If you were employed by the International Union of Painters and Allied Trades, this requirement will be
fulfilled if you were covered under the Health and Welfare Plan provided by the International Union of
Painters and Allied Trades in the month immediately preceding your retirement date.

e In each of the 3 years immediately preceding your retirement date, you earned at least 500 hours of service,
as defined in the Northern California Glaziers Pension Plan or the International Brotherhood of Painters and
Allied Trades Pension Plan or the Bay Area Painters and Tapers Pension Trust Fund, or the Resilient Floor
Covering Pension Plan.

Any year you were an Employee of the International Union of Painters and Allied Trades will be considered
a grace period and will not be counted for purposes of determining whether you have met this requirement.

If you were disabled or you were on the Union’s out-of-work list and were available for work in the 3-year
period immediately preceding your date of retirement, you may receive credit hours for your period of
disability or unemployment. For purposes of this provision, “disability” means a total and continuous
disability from accidental bodily injury or illness that prevented you from performing any and every duty
pertaining to your occupation and from receiving any remuneration for any other work or service.

e You pay the required monthly “self-payment” premium. The amount is determined by the Board of Trustees
in their sole discretion.

e You are a member in good standing with any local union affiliated with the District Council 16 of the
International Union of Painters and Allied Trades (including being current with your dues).

Your Retiree benefits will become effective on the later of the first day of the month following:
o the date of your retirement; or
¢ the last month your Active benefits are covered under the Active Plan eligibility lag; or

o the last month your Active benefits are covered by use of your one-month extended coverage under your Cash
Bank; or

¢ the last month you receive COBRA coverage under the Active Plan.

If you are waiving Retiree benefits at the time of your retirement, you must submit this request in writing
to the Trust Fund Office at the address provided in the Quick Reference Chart.

Requirement for Continuous Coverage

Please note: Your coverage must remain in effect continuously. If you choose to waive your Retired Employee’s
benefit Plan at the time of retirement, you must submit this request in writing to the Trust Fund Office at the
address provided in the Quick Reference Chart. If you choose not to participate in the Retired Employees’ benefits
Plan immediately upon retirement, you may not enroll at a later date, except as provided in Special Late
Enrollment Rights, above. The Special Late Enroliment Rights do NOT apply to the dental plan. If you do not
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elect dental coverage when you first become eligible for benefits as a Retiree, you may NOT add or drop the
dental plan at a later date.

CASH BANK ACCUMULATION WHEN YOU RETIRE

You will be allowed one month of extended coverage under your Cash Bank after your Active benefits expire
under the Active Plan eligibility lag. After that time, you will need to begin self-payments in order for coverage
to continue. All cash accumulation in excess of the allowed one-month extension will be permanently cancelled
at retirement.

There may be some Retirees who are not eligible for Retiree health coverage. In that case, you will also be
allowed to continue your Active Plan coverage for one month by using your Cash Bank Accumulation when you
retire. To continue coverage after the Cash Bank is exhausted, you would need to elect continuation coverage
under COBRA Continuation. Please refer to the COBRA Continuation Coverage section for information on your
self-payments.

Please Note: Your Cash Bank may only be used to pay for your continued coverage through the Fund, and cannot
be used to reimburse premiums for medical insurance in the individual market, federal Marketplace, or State
Exchange.

You are permitted to permanently opt out of and waive future reimbursements from your Cash Bank at least
annually, in a time and manner determined by the Plan Administrator.

Upon retirement, you may (in a time and manner determined by the Plan Administrator) opt out of and waive any
balance remaining in the Cash Bank.

NEW RETIREE ELIGIBILITY - MONTHLY NON-BARGAINING EMPLOYEES

If you are covered for benefits from the Trust Fund as a Non-Bargaining Employee, you will be eligible to continue
your coverage as a Retiree only under the following conditions:

e You must have been covered under the Trust Fund (or one of the three merged Trust Funds) for at least 24
consecutive months immediately prior to your date of retirement.

e You must have been a full-time active Employee of a participating employer for at least five years.
e You must be at least 62 years of age.

e You must pay the full cost of your benefits, as determined by the Board of Trustees, each month without any
lapse in coverage.

e You are a member in good standing with any local union affiliated with the District Council 16 of the
International Union of Painters and Allied Trades (including being current with your dues).

YOU MUST ENROLL IN MEDICARE PART A AND PART B

Retirees are eligible for the Blue Cross Network (PPO) which includes Prescription Drugs, Mental
Health/Substance Abuse and Vision Benefits. You also have the option to pay for Dental Benefits. Once you or
your Spouse or Domestic Partner become eligible for Medicare due to age, disability or renal disease, you MUST
enroll in both Parts A and B of Medicare. If you are in the Kaiser (HMO), you must assign those benefits to
Kaiser. If you are in the Blue Cross Network (PPO), medical benefits for you or your Spouse (or Domestic
Partner) will be paid as if you are enrolled in Medicare (whether you are or not) and Medicare has paid
benefits first.

You will have substantial out of pocket costs if Medicare has not paid full primary benefits before you submit
your claims for secondary payment by this Trust Fund. Therefore, you and your Spouse (or Domestic Partner)
should enroll in Medicare as soon as you are eligible to do so.

RETIREES WHO WORK WHILE RECEIVING A PENSION

A Retiree who works 39 hours or less per month while receiving Retiree pension benefits through the Trust Fund
are required to pay an additional 25% of their monthly retiree premium rate for the month in which active hours
were reported.
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TERMINATION OF RETIREE ELIGIBILITY
Your coverage as a Retiree will terminate for any of the reasons listed below:

¢ You perform any work for an employer in the industry which does not have a collective bargaining agreement
with any of the local unions participating in this Trust Fund or a trust fund that is signatory to a reciprocal
agreement with this Trust Fund. Contact your Union Office or the Trust Fund Office for complete rules
determining your rights to perform covered employment after your retirement date.

e You fail to pay the required monthly self-payment on time.

e Your pension benefits are terminated or suspended for any reason except for your return to full time covered
employment.

e You cease to be a member in good standing with any local union affiliated with the District Council 16 of the
International Union of Painters and Allied Trades.

o |f the Board of Trustees decides to discontinue the Retiree Plan.
Once terminated, you will not again be eligible for Retiree benefits.

Retirees who work in covered employment after retirement will receive no credit towards eligibility for any
employer cash contributions and will lose the benefit of the Active Participant funded 25% Retiree health care
subsidy.

SURVIVING SPOUSE COVERAGE

If a Retired Employee who has elected a Joint and Survivor Pension dies, his or her surviving Spouse may continue
to be covered under this Trust Fund upon payment of the required self-payment. This coverage will terminate
upon the re-marriage of the surviving Spouse.

If on the date of death an active Employee would have been eligible for a pension if he had applied, the surviving
Spouse may continue to be covered under this Trust Fund upon payment of the required self-pay amount. No
break in coverage is allowed. This coverage will terminate upon the re-marriage of the surviving Spouse.

If the surviving Spouse of a Retired or Active Employee is NOT entitled to receive pension payments from a
related Pension Trust Fund, he/she may only continue receiving benefits from this Trust Fund under the COBRA
continuation of coverage rules.
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ELIGIBILITY RULES FOR ALL PARTICIPANTS

ELIGIBILITY RULES FOR DEPENDENTS

Coverage for your eligible Dependents you have at the time you become eligible for coverage as either an active
Employee or a Retiree will begin on the date you become eligible and enroll for coverage. Coverage for
Dependents acquired after your initial eligibility will begin on the date you acquire the Dependents. You must
request to enroll newly acquired Dependents, including newborns, by contacting the Trust Fund Office within 31
days if due to marriage or registration of a Domestic Partnership, or within 60 days if due to birth, adoption or
placement for adoption.

The term “Dependent” means:
e The lawful Spouse or Domestic Partner of an eligible Active or Retired Employee; and

o Children of an eligible Active or Retired Employee who are under the age of 26 (whether married or
unmarried), including the following:

o0 Natural, adopted children, stepchildren or foster children. Adopted children shall be considered
eligible under this Trust Fund when they are placed for adoption. Placed for adoption means the
assumption and retention by an Employee of the legal duty for total or partial support of a child to be
adopted.

0 A child named as an “alternate recipient” under a Qualified Medical Child Support Order (QMCSO)
until the earlier of 1) age 26; or 2) the date the QMCSO terminates. In accordance with ERISA Section
609(a), this Trust Fund will provide coverage for a Dependent Child of an Active Employee if required
by a Qualified Medical Child Support Order (QMCSO). A QMCSO is a court order that complies with
requirements of federal law requiring an Employee to provide health care coverage for a Dependent Child.
The procedures regarding medical child support orders are available free of charge upon request from the
Trust Fund Office.

The Trustees may request evidence of the relationship and age, such as a marriage certificate in the case of
marriage, a birth record in the case of a newborn, divorce and remarriage documents in the case of stepchildren,
and any such other evidence as the Trustees may deem necessary.

e Additional Dependent Children. In addition to the Dependent Children defined above, the following
individuals are eligible for coverage under the Plan:

o Disabled Adult Child: An unmarried Dependent Child (as defined above) age 26 or older who is
permanently and totally disabled with a disability that existed prior to the attainment of the Plan’s age
limit who will be claimed as a Dependent on the eligible Active or Retired Employee’s tax return for each
Plan Year for which coverage is provided. This Plan may require initial and periodic proof of disability.

0 Anunmarried individual under age 19 with respect to whom the eligible Active or Retired Employee has
legal guardianship under a court order (proof of guardianship and age may be required) and who will be
claimed as a Dependent on the Eligible Active or Retired Employee’s tax return for each Plan Year for
which coverage is provided. Coverage may continue if the child has reached his or her 19th birthday but
has not reached his or her 24th birthday and is enrolled as a full-time student in high school or in an
accredited and state licensed technical school or institution of higher education. The Plan may require
initial and periodic proof of student status.

If the Plan receives a written certification from a child’s treating physician that (1) the child is suffering
from a serious illness or injury, and (2) a leave of absence (or other change in enrollment) from a
postsecondary institution is Medically Necessary, and if the loss of student status would result in a loss
of health coverage under the Plan, the Plan will extend the child’s coverage for up to one year. This
maximum one-year coverage begins on the first day of the Medically Necessary leave of absence (or other
change in enrollment) and ends on the date that is the earlier of (i) one year later, or (ii) the date on which
coverage would otherwise terminate under the terms of the Plan (for example, when the child reaches the
Plan’s limiting age).
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The following individuals are not eligible under the Plan: a spouse of a Dependent Child (i.e. Employee/Retiree’s
son-in-law or daughter-in-law) or a child of a Dependent Child (i.e. Employee/Retiree’s grandchild) unless the
Participant has been appointed legal guardian of the child.

e Children of a Domestic Partner

If a Domestic Partner is enrolled in the Plan, the Employee may also apply for coverage for the Domestic
Partner’s children who meet the requirements set out below. For the purposes of this Plan, a Domestic
Partner’s Child (unless the Child is legally adopted by the eligible Active or Retired Employee) is any of the
Domestic Partner’s unmarried children who have the same principal place of abode as the Employee and
Domestic Partner (proof of same principal place of abode may be requested by the Plan) provided:

e The Domestic Partner’s Child depends on the Domestic Partner and/or the Employee for more than one-
half of their support; and

e The child has not reached his or her 19th birthday; OR

e The child has reached his or her 19th birthday but has not reached his or her 24th birthday and is enrolled
as a full-time student in high school or in an accredited and state licensed technical school or institution
of higher education; OR

¢ Anunmarried Dependent Child age 26 or older who is permanently and totally disabled with a disability
that existed prior to the attainment of the Plan’s age limit who will be claimed as a Dependent on the
eligible Active or Retired Employee’s tax return for each Plan Year for which coverage is provided. This
Plan may require initial and periodic proof of disability.

If the Plan receives a written certification from the child’s treating physician that (1) the child is suffering from a
serious illness or injury, and (2) a leave of absence (or other change in enroliment) from a postsecondary institution
is Medically Necessary, and if the loss of student status would result in a loss of health coverage under the Plan,
the Plan will extend the child’s coverage for up to one year. This maximum one-year coverage begins on the first
day of the Medically Necessary leave of absence (or other change in enrollment) and ends on the date that is the
earlier of (i) one year later, or (ii) the date on which coverage would otherwise terminate under the terms of the
Plan (for example, when the child reaches the Plan’s limiting age).

It is the Domestic Partner’s obligation to inform the Plan promptly if any of the requirements set out in this
definition of a child of a Domestic Partner are NOT met with respect to any child for whom coverage is sought or
is being provided.

The Domestic Partner and the child of a Domestic Partner may not qualify as tax Dependents and, if so,
the Employee or Retiree will be taxed on the value of the benefit provided to him or her. This is called
“imputed income” and the Employee or Retiree will have to pay income and payroll taxes on this amount.

PROOF OF DEPENDENT STATUS

Specific documentation to substantiate Dependent status will be required by the Plan and may include proof of
the Dependent’s relationship to the eligible Active or Retired Employee, including any of the following:

e Marriage: the certified marriage certificate.
e Birth: the certified birth certificate showing biological child of Employee/Retiree/Domestic Partner.
e Stepchild: the birth certificate plus marriage certificate.

e Adoption or placement for adoption: court order paper signed by the judge showing that Employee/
Retiree/Domestic Partner has adopted or intends to adopt the child.

e Foster Child: court documents signed by a judge verifying legal custody of the foster child (e.g. placement
papers from a qualified state placement agency), or proof of judgment decree or court order of a court of
competent jurisdiction, and any proof of any state provided health coverage.

e Legal Guardianship: the court-appointed legal guardianship documents and certified birth certificate.
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o Disabled Dependent Child: Current written statement from the child’s physician indicating the child’s
diagnoses that are the basis for the physician’s assessment that the child is currently mentally or physically
disabled (as that term disabled is defined in this document) and that disability existed before the attainment
of the Plan’s age limit and is incapable of self-sustaining employment as a result of that disability; and
dependent chiefly on you and/or your Spouse for support and maintenance. The Plan may require that you
show proof of initial and ongoing disability and that the child meets the Plan’s definition of Dependent Child.

¢ Qualified Medical Child Support Order (QMCSO): Valid QMCSO document signed by judge or National
Medical Support Notice.

e Domestic Partner: Signed affidavit by the Employee/Retiree and Domestic Partner that they meet the
requirements of this Plan’s Domestic Partner eligibility using the Plan’s state recognized Domestic Partner
registration form.

Failure to Provide Proof of Dependent Status: Claims for newly added Dependents (e.g. Spouse, Domestic
Partner, children) will not be considered for payment by this Plan until the Trust Fund Office receives
verification/proof of Dependent status.

DEPENDENT SOCIAL SECURITY NUMBERS NEEDED

To comply with federal Medicare coordination of benefit regulations and certain IRS reporting rules, you
must promptly furnish to the Plan Administrator, or its designee, the Social Security Number (SSN) of your
Eligible Dependents for whom you have elected, or are electing, Plan coverage, and information on whether
you or any of such dependents are currently enrolled in Medicare or have disenrolled from Medicare. This
information will be requested when you first enroll for Plan coverage but may also be requested at a later
date.

If a dependent does not yet have a social security number, you can go to this website to complete a form to
request a SSN: http://www.socialsecurity.gov/online/ss-5.pdf. Applying for a social security number is
FREE.

Failure to provide the SSN or failure to complete the CMS model form (form is available from the Claims
Administrator or  http://www.cms.gov/Medicare/Coordination-of-Benefits-and-Recovery/Mandatory-
Insurer-Reporting-For-Group-Health-Plans/Downloads/New-
Downloads/RevisedHICNSSNForm081809.pdf) means that claims for eligible individuals may not be
considered a payable claim for the affected individuals.

NEWBORN DEPENDENT CHILDREN (SPECIAL RULE FOR COVERAGE)

Your newborn Dependent Child(ren) will be covered from the date of birth if you request enroliment of your
newborn child within 60 days of birth. You must provide the Trust Fund Office with an updated Plan Enrollment
Form and a copy of your child’s birth certificate as soon as practicable. If you are in the HMO, you must update
your enrollment within 60 days of the child’s birth for coverage to continue.

Remember that you may not enroll a newborn Dependent Child for coverage unless you, the Employee or Retiree,
are also enrolled for coverage. Submitting a claim to the Plan for maternity care/delivery for care of a newborn
child is not considered proper enrollment of that child for coverage under this Plan.

ADOPTED DEPENDENT CHILDREN (SPECIAL RULE FOR COVERAGE)

Your adopted Dependent Child will be covered from the date that child is adopted or “Placed for Adoption” with
you, whichever is earlier, provided you enroll the child in the Plan. A child is “Placed for Adoption” with you on
the date you first become legally obligated to provide full or partial support of the child whom you plan to adopt.

e A Newborn Child who is Placed for Adoption with you within 60 days after the child was born will be
covered from the date the child was placed for adoption if you comply with the Plan’s requirements for
obtaining coverage for a Newborn Dependent Child, described above in this chapter.

o A Dependent Child adopted more than 60 days after the child’s date of birth will be covered from the
date that child is adopted or “Placed for Adoption” with you, whichever is earlier, if you request enrollment
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within 60 days of the child’s adoption or placement for adoption. You must provide the Trust Fund Office
with an updated Plan Enrollment Form and provide of proof of Dependent status (if requested) as soon as
practicable.

If a child is “Placed for Adoption” with you, and if the adoption does not become final, coverage of that child will
terminate as of the date you no longer have a legal obligation to support that child. Remember that you may not
enroll an adopted child or a child Placed for Adoption for coverage unless you, the Employee/Retiree, are also
enrolled for coverage.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS (QMCSO) (SPECIAL RULE FOR
ENROLLMENT)

Under the Omnibus Budget Reconciliation Act of 1993, this Trust Fund must recognize any Qualified Medical
Child Support Order (QMCSO) and enroll as directed by the Order any child of a Trust Fund Participant specified
by the Order. A Qualified Medical Child Support Order is any judgment, decree, or order (including approval of
a domestic relations settlement agreement or National Medical Support Notice) issued by a court that:

e provides the child of a Trust Fund Participant with child support or directs the Participant to provide the
child with coverage under a health benefits plan; or

e enforces a state law relating to medical child support pursuant to Section 1908 of the Social Security Act,
which provides in part that if the Employee parent does not enroll the child, then the non-Employee parent
or State agency may enroll the child.

To be Qualified, a Medical Child Support Order must clearly specify:

o the name and last known mailing address of the Participant and the name and mailing address of each
child covered by the order,

o the type of coverage to be provided by the Trust Fund to each such child (a reasonable description of such
coverage),

o the period of coverage to which the order applies, and
o the name of each Plan to which the order applies.

A Medical Child Support Order will not qualify if it would require the Trust Fund to provide any type or form of
benefit or any option not otherwise provided under this Trust Fund, except to the extent necessary to comply with
section 1908 of the Social Security Act.

No eligible active Employee’s or Retired Employee’s child covered by a Qualified Medical Child Support Order
will be denied enroliment on the grounds that the child is not claimed as a dependent on the parent’s Federal
income tax return or does not reside with the parent.

Additional Information: For additional information (free of charge) regarding the procedures for administration
of QMCSOs, contact the Trust Fund Office.

TERMINATION OF DEPENDENT (OR DOMESTIC PARTNER) COVERAGE
Dependent or Domestic Partner coverage ends on the earliest date in which:
o the Employee’s/Retiree’s coverage ends; or

e your covered Spouse, Domestic Partner or Dependent Child(ren) no longer meet the definition of Spouse,
Domestic Partner or Dependent Child(ren) as provided in the Definitions chapter of this document; or

o for Dependents under a QMCSO, the expiration of the period of coverage stated in the QMCSO; or
o the date the Spouse, or Domestic Partner enters the Armed Forces on full-time active duty; or

o the date of the Spouse, Domestic Partner or Dependent Child’s death.
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Upon the death of an Employee, surviving dependents are eligible to continue their coverage based upon that
Employee’s accrued cash bank, as described under Health & Welfare Cash Bank System in the chapter entitled
“Eligibility Rules for Bargained Employees.”

NOTICE TO THE PLAN

You, your Spouse, your Domestic Partner or any of your Dependent Children must notify the Plan preferably
within 31 days but no later than 60 days after the date a:

e Spouse ceases to meet the Plan’s definition of Spouse (such as in a divorce or legal separation);

o Dependent Child ceases to meet the Plan’s definition of Dependent (such as the Dependent Child reaches the
Plan’s limiting age or the Dependent Child ceases to have any physical or mental disability). If Dependent
Child ceases to meet the Plan’s definition of Dependent due to reaching the plan’s limiting age, coverage will
terminate on the last day of the month in which this occurs.;

e Domestic Partner ceases to meet the Plan’s definition of Domestic Partner.

Failure to give this Plan a timely notice (as noted above) will cause your Spouse or Domestic Partner and/or
Dependent Child(ren) to lose their right to obtain COBRA Continuation Coverage or will cause the coverage of a
Dependent Child to end when it otherwise might continue because of a physical or mental disability.

RETROACTIVE CANCELLATION OF COVERAGE (RESCISSION)

In accordance with the requirements in the Affordable Care Act, the Fund will not retroactively cancel coverage
except in cases of fraud or intentional misrepresentation of a material fact.

If your coverage is terminated for fraud or intentional misrepresentation of a material fact, upon 30 days advance
written notice it may be terminated retroactively to the date that you or your covered Dependent performed or
permitted the acts described above.

In such cases, You and Your Dependent(s) will be required to reimburse the Trust Fund for any benefits
improperly paid and the Trust Fund may set off the amount of the improper payment from future benefits.

LEAVE OF ABSENCE (SPECIAL CIRCUMSTANCES)
Family and/or Medical Leave (FMLA)

If your employer approves your taking a leave under the terms of the Family and Medical Leave Act of 1993
(FMLA), you and your eligible Dependents will continue to be covered for medical, dental and vision benefits
under the Trust Fund, provided you were eligible when the leave began, and your employer makes the required
contributions during your leave.

Coverage for these benefits will be continued while you are absent from work on an FMLA leave as if there were
no interruption of active employment and as if you were continuing to work the number of hours required for
coverage. This coverage will continue until the earlier of the expiration of the FMLA leave or the date you give
notice to your employer that you do not intend to return to work at the end of the leave. If you do not return to
work after the end of the FMLA leave, your employer may require you to reimburse them for the contributions
made to the Trust Fund on your behalf during the leave.

It is not the role of the Trust Fund to determine whether or not an Employee is entitled to FMLA leave. Any
disputes regarding entitlement to FMLA leave with continuing benefits must be resolved with your employer.

Leave for Military Service/Uniformed Services Employment and Reemployment Rights Act (USERRA)

A participant who enters military service will be provided continuation and reinstatement rights in accordance
with the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA), as amended from
time to time. This section contains important information about your rights to continuation coverage and
reinstatement of coverage under USERRA.

What is USERRA? USERRA Continuation Coverage is a temporary continuation of coverage when it would
otherwise end because the Employee has been called to active duty in the uniformed services. USERRA protects
Employees who leave for and return from any type of uniformed service in the United States armed forces,
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including the Army, Navy, Air Force, Marines, Coast Guard, National Guard, National Disaster Medical Service,
the reserves of the armed forces, and the commissioned corps of the Public Health Service.

o If the Employee elects USERRA temporary continuation coverage, the Employee (and any eligible
Dependents covered under the Plan on the day the leave started) may continue Plan coverage for up to 24
months measured from the date the Employee stopped working.

o Coverage will be continued under the Trust Fund during military service with a duration of less than 31 days.
If you are an hourly bargaining Employee, your Cash Bank reserve will be credited with an amount equivalent
to 8 hours per day of uniformed military service, up to 40 hours per week, during such service.

e Cash Bank. You have two options regarding your Cash Bank when you enter military service for 31 days or
more. You may use your Cash Bank to continue your coverage (and your eligible Dependents’ coverage)
until your Cash Bank is exhausted. Or, you may freeze your Cash Bank so the money will be available for
coverage when you return. If you wish to freeze your Cash Bank, you must notify the Trust Fund Office in
writing that you wish to freeze it within 15 days of the date you enter military service.

e Paying for up to 24 months of coverage. Once you have exhausted your Cash Bank, or if you chose to freeze
your Cash Bank, you may continue benefits for yourself and your eligible Dependents under COBRA or for
up to 24 months under USERRA by paying the required “self-payment” premiums. The rules regarding
payment of USERRA premiums are similar to those for continuing coverage under COBRA. For more
information about self-payments under USERRA, contact the Trust Fund Office.

e Duty to Notify the Plan: The Plan will offer the Employee USERRA continuation coverage only after the
Trust Fund Office has been notified by the Employee in writing that they have been called to active duty in
the uniformed services. The Employee must notify the Trust Fund Office (contact information is on the Quick
Reference Chart in the front of this document) as soon as possible but no later than 60 days after the date on
which the Employee will lose coverage due to the call to active duty, unless it is impossible or unreasonable
to give such notice. An Employee’s coverage under this Plan will terminate when the Employee enters active
duty in the uniformed services.

Plan Offers Continuation Coverage: Once the Trust Fund Office receives notice that the Employee has been
called to active duty, the Plan will offer the right to elect USERRA coverage for the Employee (and any eligible
Dependents covered under the Plan on the day the leave started). Unlike COBRA Continuation Coverage, if the
Employee does not elect USERRA for the Dependents, those Dependents cannot elect USERRA separately.
Additionally, the Employee (and any eligible Dependents covered under the Plan on the day the leave started)
may also be eligible to elect COBRA temporary continuation coverage. Note that USERRA is an alternative to
COBRA therefore either COBRA or USERRA continuation coverage can be elected and that coverage will run
simultaneously, not consecutively. Contact the Trust Fund Office to obtain a copy of the COBRA or USERRA
election forms. Completed USERRA election forms must be submitted to the Plan in the same timeframes as is
permitted under COBRA.

In addition to USERRA or COBRA coverage, an Employee’s eligible Dependents may be eligible for health care
coverage under TRICARE (the Department of Defense health care program for uniformed service members and
their families). This Plan coordinates benefits with TRICARE. You should carefully review the benefits, costs,
provider networks and restrictions of the TRICARE plan as compared to USERRA or COBRA to determine
whether TRICARE coverage alone is sufficient or if temporarily continuing this plan’s benefits under USERRA
or COBRA is the best choice.

After Discharge from the Armed Forces:

When the Employee is discharged from military service (not less than honorably), eligibility will be reinstated on
the day the Employee returns to work provided the Employee returns to employment within:

e 90 days from the date of discharge from the military if the period of services was more than 180 days; or
14 days from the date of discharge if the period of service was 31 days or more but less than 180 days; or

e at the beginning of the first full regularly scheduled working period on the first calendar day following
discharge (plus travel time and an additional 8 hours), if the period of service was less than 31 days.

25



If you are hospitalized or recovering from an injury caused by active duty, these time limits are extended up to
two years.

If you are seeking work in the jurisdiction of this Trust Fund, but are unable to find work, be sure to notify the
Trust Fund Office within 90 days after your discharge or release from military service.

Assuming your return to employment after service of 31 days or more complies with the terms of USERRA,
coverage after your discharge will restart as follows:

e If you froze your Cash Bank, you and your eligible Dependents’ coverage under this Trust Fund will resume
on the first day of the month following the month you return from military service, provided you have enough
money in your Cash Bank to cover at least one month of coverage.

o If your Cash Bank was exhausted during your military service or you do not have enough money in your Cash
Bank, you and your eligible Dependents’ coverage under this Trust Fund will resume on the first day of the
month following the month your Cash Bank is credited with enough to pay for one month of coverage.

If you are a monthly Employee, your and your Dependents’ coverage under this Trust Fund will resume the first
day of the month for which your employer makes the required contributions. Questions regarding your entitlement
to USERRA leave and to continuation of coverage should be referred to the Trust Fund Office.

CONTINUATION OF COVERAGE

See the COBRA chapter for information on continuing your health care coverage.
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MEDICAL NETWORKS

IN-NETWORK PPO AND OUT-OF-NETWORK NON-PPO SERVICES

Plan Participants may obtain health care services from PPO or Non-PPO providers. Because health care providers
are added to and deleted from the PPO networks during the year you should call the network or check their website
or ask the provider to verify their contracted network status before you visit that provider to assure you will be
able to receive their discounted price for the services you need.

PPO Provider Services

In-network health care providers have agreements with the Plan’s Preferred Provider Organization (PPO) under
which they provide health care services and supplies for a favorable negotiated discount fee for Plan Participants.
When a Plan Participant uses the services of a PPO health care provider, the Plan Participant is responsible for
paying the applicable copayment or coinsurance on the discounted fees for any medically necessary services or
supplies, subject to the Plan’s limitations and exclusions.

For the Blue Cross Network plan, PPO refers to providers that are a member of Anthem’s PPO Network. For the
Blue Cross Advantage Network plan, PPO refers to providers that are a member of the Advantage Blue Cross
Network (APPO) only; PPO providers that are not part of the APPO network are considered Non-PPO providers
for purposes of the Smart Choices/Healthy Rewards Program.

The PPO health care provider generally deals with the Plan directly for any additional amount due. Note that with
respect to claims involving any third party payer, including auto insurance, workers’ compensation or other
individual insurance or where this Plan may be a secondary payer, the contract between the Health Care Providers
and the PPO Network may not require them to adhere to the discounted amount the Plan pays for covered services,
and the providers may charge their usual non-discounted fees.

You may also verify if your health care provider is a PPO provider by contacting the PPO at their phone number
and website listed on the Quick Reference Chart in the front of this document.

Non-PPO Provider Services

Non-PPO health care providers (also called non-network, out-of-network, and Non-participating providers)
generally have no agreements with the Plan and are generally free to set their own charges for the services or
supplies they provide (as explained above, for purposes of the Blue Cross Advantage Network plan, PPO providers
that are not part of the APPO Network are considered Non-PPO providers, even though the PPO providers may
have agreements with the Plan for other healthcare programs). If you have not signed an assignment of benefits,
the Plan will reimburse the Plan Participant for the Allowed Charge (as defined in this document) for any medically
necessary services or supplies, subject to the Plan’s Deductibles, coinsurance (on non-discounted services),
copayments, limitations and exclusions. Plan Participants must submit proof of claim before any such
reimbursement will be made.

CAUTION: Non-PPO Health Care Providers may bill you for any balance that may be due in addition to
the Allowed Charge amount payable by the Plan, also called balance billing. You can avoid balance billing
by using In-Network providers.

Please Note: there is no requirement under this Plan that you designate a primary care physician (PCP)
provider. Additionally, you do not need prior authorization to obtain access to an OB/GYN provider.

Services outside of California

Participants who live or are traveling outside of California are able to receive PPO contracted rates when services
are received from doctors and hospitals that contract with the PPO network in the area where services are received.
It is to your advantage to use PPO contracted doctors and hospitals because your coinsurance percentage will be
applied to reduced charges, resulting in lower out-of-pocket expenses to you.

To find a PPO provider outside of California you may contact the PPO at their phone number and website listed
on the Quick Reference Chart in the front of this document. If you use a Non-PPO provider when there is a PPO
provider within 30 miles, (or a “traditional” provider in 30 miles), covered services will be payable at the Non-
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PPO level, resulting in greater out-of-pocket expenses to you. Instructions on how to locate a “traditional”
provider are on the Quick Reference Chart at the beginning of this document.

Please note: “Traditional” providers do not participate in the PPO network. However, they have agreed to perform
services at special discounted rates for PPO members. You should go to a “Traditional” provider only if there are
no PPO providers in your area.

PREFERRED PROVIDER ORGANIZATION (PPO)

The Plan’s Preferred Provider Organization (PPO) is a network of Hospitals, Physicians, laboratories and other
Health Care Providers who are located within a Service Area and who have agreed to provide health care services
and supplies for favorable negotiated discount fees applicable only to Plan Participants.

If you receive medically necessary services or supplies from a PPO Provider you will pay less out-of-pocket than
if you received those medically necessary services or supplies from a Health Care Provider who is not a PPO
Provider; and the PPO Provider has agreed to accept the Plan’s payment plus any applicable out-of-pocket amount
that you are responsible for paying as payment in full.

BLUE CROSS ADVANTAGE NETWORK/SMART CHOICES (APPO) FOR ACTIVE
EMPLOYEES

At open enrollment, you have the opportunity to choose from four plan options, and may choose to enroll in one
of two fully insured HMO plan options, or one of two Indemnity plan options with the Blue Cross Network. If
you choose the Blue Cross Advantage Network plan, you will successfully avoid the $1,000 deductible (that is,
you will have no deductible) when you and all your covered family members use Anthem Blue Cross “Advantage
Network” PPO (APPOQ) Providers.

Please Note: Most Sutter-affiliated physicians, hospitals and outpatient providers are not a part of the APPO
network (even though they may be part of the larger PPO Network). Be sure to verify your provider’s participation
in the APPO network through the Anthem Blue Cross website listed on the Quick Reference Chart at the beginning
of this document or by calling the Trust Fund Office. If you use a hon-Advantage provider, Non-PPO Provider
coverage will apply.

DIRECTORIES OF NETWORK PROVIDERS

You are able to access the network of PPO and APPO providers by going to www.anthem.com. Please refer to
the Quick Reference Chart for more information. If you would like a hard copy of the directory of PPO or APPO
providers, call the Trust Fund Office. There is no cost to you for the provider directory. If you lose or misplace
your Directory, you can obtain another, at no cost, by calling the Trust Fund Office at the telephone number shown
in the Quick Reference Chart in the front of this document.

Physicians and Health Care Providers who participate in the Plan’s Networks are added and deleted during the
year. Itis best if you ask your health care provider if they are still participating with the PPO or APPO or contact
the network each time BEFORE you seek services. You can contact the PPO at their telephone number or website
shown on the Quick Reference Chart in the front of this document.

INTER-PLAN ARRANGEMENTS

Inter-Plan Arrangements: Anthem has a variety of relationships with other Blue Cross and/or Blue Shield
Licensees. Generally, these relationships are called “Inter-Plan Arrangements.” These Inter-Plan Arrangements
work based on rules and procedures issued by the Blue Cross Blue Shield Association (“Association”). Whenever
you access healthcare services outside the geographic area served by Anthem (the “Anthem Service Area”), the
claim for those services may be processed through one of these Inter-Plan Arrangements. The Inter-Plan
Arrangements are described below.

When you receive care outside of the Anthem Service Area, you will receive it from one of two kinds of
Providers. Most Providers (“participating providers™) contract with the local Blue Cross and/or Blue Shield Plan
in that geographic area (“Host Blue). Some Providers (“nonparticipating providers”) don’t contract with the Host
Blue. We explain below how we pay both kinds of Providers.
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Inter-Plan Arrangements Eligibility — Claim Types

Most claim types are eligible to be processed through Inter-Plan Arrangements, as described above. Examples of
claims that are not included are prescription drugs that you obtain from a pharmacy and most dental or vision
benefits.

A BIueCard® Program

Under the BIueCard® Program, when you receive Covered Services within the geographic area served by a Host
Blue, Anthem will still fulfill its contractual obligations. But, the Host Blue is responsible for: (a) contracting
with its Providers; and (b) handling its interactions with those Providers.

When you receive covered services outside the Anthem Service Area and the claim is processed through the
BlueCard Program, the amount you pay is calculated based on the lower of:

e The billed charges for covered services; or
e The negotiated price that the Host Blue makes available to Us.

Often, this “negotiated price” will be a simple discount that reflects an actual price that the Host Blue pays to the
Provider. Sometimes, it is an estimated price that takes into account special arrangements with that Provider. Such
an arrangement may be an average price, based on a discount that results in expected average savings for services
provided by similar types of Providers. Estimated and average pricing arrangements may also involve types of
settlements, incentive payments and/or other credits or charges.

Estimated pricing and average pricing also take into account adjustments to correct for over- or underestimation
of past pricing of claims, as noted above. However, such adjustments will not affect the price We used for your
claim because they will not be applied after a claim has already been paid.

B. Negotiated (non—-BlueCard Program) Arrangements

With respect to one or more Host Blues, instead of using the BlueCard Program, Anthem may process your claims
for covered services through negotiated arrangements for national accounts.

The amount you pay for covered services under this arrangement will be calculated based on the lower of either
billed charges for covered services or the negotiated price (refer to the description of negotiated price under Section
A, BlueCard Program) made available to Anthem by the Host Blue.

C. Special Cases: Value-Based Programs

BlueCard® Program

If you receive covered services under a value-based program inside a Host Blue’s service area, you will not be
responsible for paying any of the Provider Incentives, risk-sharing, and/or care coordinator fees that are a part of
such an arrangement, except when a Host Blue passes these fees to Anthem through average pricing or fee
schedule adjustments.

If Anthem has entered into a negotiated arrangement with a Host Blue to provide value-based programs to the Plan
on your behalf, Anthem will follow the same procedures for value-based programs administration and care
coordinator fees as noted above for the BlueCard Program.

D. Nonparticipating Providers Outside Anthem Service Area
1. Allowed Amounts and Member Liability Calculation

When covered services are provided outside of Anthem’s Service Area by non-participating
providers, the Plan may determine benefits and make payment based on pricing from either the Host
Blue or the pricing arrangements required by applicable state or federal law. In these situations, the
amount you pay for such services as deductible, copayment or coinsurance will be based on that
allowed amount. Also, you may be responsible for the difference between the amount that the non-
participating provider bills and the payment the Plan will make for the covered services as set forth
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in this paragraph. Federal or state law, as applicable, will govern payments for out-of-network
emergency services.

2. Exceptions

In certain situations, the Plan may use other pricing methods, such as billed charges the pricing it
would use if the healthcare services had been obtained within the Anthem Service Area, or a special
negotiated price to determine the amount the Plan will pay for services provided by nonparticipating
providers. In these situations, you may be liable for the difference between the amount that the
nonparticipating provider bills and the payment the Plan makes for the Covered services as set forth
in this paragraph.

E. BlueCard Worldwide®

If you plan to travel outside the United States, call customer service to find out your BlueCard Worldwide benefits.
Benefits for services received outside of the United States may be different from services received in the United
States. The plan only covers Emergency, including ambulance, outside of the United States. Remember to take
an up to date health ID card with you.

Program

When you are traveling abroad and need medical care, you can call the BlueCard Worldwide Service Center any
time. They are available 24 hours a day, seven days a week. The toll free number is 800-810-2583. Or you can
call them collect at 804-673-1177.

Keep in mind, if you need emergency medical care, go to the nearest hospital. There is no need to call before you
receive care.

How claims are paid with BlueCard Worldwide

In most cases, when you arrange inpatient hospital care with BlueCard Worldwide, claims will be filed for you.
The only amounts that you may need to pay up front are any copayment, coinsurance or deductible amounts that

may apply.
You will typically need to pay for the following services up front:
e Doctors services;
e Inpatient hospital care not arranged through BlueCard Worldwide; and
e OQutpatient services.
You will need to file a claim form for any payments made up front.
When you need BlueCard Worldwide claim forms you can get international claims forms in the following ways:
e Call the BlueCard Worldwide Service Center at the numbers above; or

e Online at www.bluecardworldwide.com.

e You will find the address for mailing the claim on the form.
NONDISCRIMINATION IN HEALTH CARE

In accordance with the Affordable Care Act, to the extent an item or service is a covered benefit under the Plan,
and consistent with reasonable medical management techniques with respect to the frequency, method, treatment
or setting for an item or service, the Plan will not discriminate with respect to participation under the Plan or
coverage against any health care provider who is acting within the scope of that provider’s license or certification
under applicable State law. The Plan is not required to contract with any health care provider willing to abide by
the terms and conditions for participation established by the plan. The Plan is permitted to establish varying
reimbursement rates based on quality or performance measures.
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“NO CHOICE” (SPECIAL REIMBURSEMENT) PROVISIONS

The following chart explains the Plan's special reimbursement for services when Non-PPO providers are used.
The Board of Trustees or its designee determines if and when the following special reimbursement circumstances
apply to a claim. Medical records may be requested in order to assist with a determination on the need for special
reimbursement provisions.

WHAT THE PLAN PAYS
SPECIAL REIMBURSEMENT PROVISIONS (toward eligible claims submitted by a
Non-PPO provider)

a.  Non-PPO anesthesiologist when surgery is performed by a PPO
surgeon providing services at a PPO facility.

b.  Non-PPO assistant surgeon when surgery is performed by a The charges will be paid as if the care
PPO surgeon providing services at a PPO facility. was provided by a PPO provider.

c¢.  Non-PPO emergency room physician services received at a However, the allowance for bills will be
PPO facility. reimbursed according to the Allowed

d. A PPO physician refers you for an initial consultation to a Non- Charge for non-network providers.
PPO specialist. This means you may be billed for any

e. You receive diagnostic testing (laboratory or radiology amounts over the Allowed Charge.

services) at a PPO facility and ordered by a PPO physician, but
the professional services to interpret the test results are
performed by a Non-PPO provider.

Please keep in mind that you need to
call the Care Counseling Service
at the number on the Quick Reference

. When a PPO provider is not available to provide the necessary Chart before you receive outpatient
treatment. non-emergency treatment (including a

g When the closest facility is a Non-PPO provider and the procedure, test or durable medical
condition meets the Plan’s definition of an “Emergency equipment) outside of your
Medical Condition.” doctor’s office.

h.  When you live 30 miles from any provider eligible to receive o )
PPO reimbursement. See the definition of Allowed Charge in

i. ~ The Plan does not have a PPO provider qualified or available to the Definitions chapter.

provide the preventive services required by Health Reform so
the participant must use the services of a Non-PPO provider.

j.  Use of a Non-PPO provider when a PPO provider was available
to be used. For example, if you receive services from a Non-
PPO provider who is more distant from your home than a PPO
provider who could have provided the services, the Plan will
reimburse you at the Non-PPO level of benefits.

As if the care was provided
Out-of-Network including
Deductible, coinsurance, copays and
Out-of-Pocket Limit.
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UTILIZATION REVIEW

NOTE: If you are a Retiree or a Retiree’s Dependent that is eligible for Medicare or if this Plan is the secondary
payer of your benefits (see Coordination of Benefits) the requirements for Utilization Review/Prior
authorization (described below) and Care Counseling (described later in this chapter) do not apply to you.

PURPOSE OF THE UTILIZATION REVIEW PROGRAM

Your Plan is designed to provide you and your eligible family members with financial protection from significant
health care expenses. The development of new medical technology, procedures and the ever-increasing cost of
providing health care may make it difficult for the Fund to afford the cost of maintaining your plan.

To enable your Plan to provide coverage in a cost-effective way, your Plan has adopted a Utilization Review
program designed to help control increasing health care costs by avoiding unnecessary services or services that
are costlier than others that can achieve the same result. By doing this, the Fund is better able to afford to maintain
the Plan and all its benefits. If you follow the procedures of the plan’s Utilization Review program, you may
avoid some Out-of-Pocket costs. However, if you don’t follow these procedures, your Plan provides reduced
benefits, and you’ll be responsible for paying more out of your own pocket.

MANAGEMENT OF THE UTILIZATION REVIEW PROGRAM

The Plan’s inpatient Utilization Review Program is administered by an independent professional Utilization
Review Company operating under a contract with the Plan (hereafter referred to as the UM Company). The name,
address and telephone number of the UM Company appears in the Quick Reference Chart in the front of this
document.

The health care professionals in the UM Company focus their review on the necessity and appropriateness of
Hospital stays and the necessity, appropriateness and cost-effectiveness of proposed medical or surgical services.
In carrying out its responsibilities under the Plan, the UM Company has been given discretionary authority by the
Plan Administrator to determine if a course of care or treatment is medically necessary with respect to the patient’s
condition and within the terms and provisions of this Plan.

Elements of the Utilization Review Program

The Plan’s Utilization Review Program consists of:

1. Prior Authorization (pre-service) review: review of proposed health care services before the services are
provided;

2. Concurrent (continued stay) review: ongoing assessment of the health care as it is being provided,
especially (but not limited to) inpatient confinement in a hospital or health care facility or continued duration
of healthcare services;

3. Second and third opinions: consultations and/or examinations designed to take a second, and when required,
a third look at the need for certain elective health care services; and

4. Retrospective (post-service) review: review of health care services after they have been provided.

Restrictions and Limitations of the Utilization Review Program (Very Important Information)

1. The fact that your Physician recommends surgery, hospitalization, confinement in a Health Care Facility, or
that your Physician or other Health Care Provider proposes or provides any other medical services or supplies
doesn’t mean that the recommended services or supplies will be an eligible expense or be considered
medically necessary for determining coverage under the Medical Plan.

2. The Utilization Review Program is not intended to diagnose or treat medical conditions, validate eligibility
for coverage, or guarantee payment of Plan benefits. The UM Company’s certification that a service is
medically necessary doesn’t mean that a benefit payment is guaranteed. Eligibility for and actual payment of
benefits are subject to the terms and conditions of the Plan as described in this document. For example,
benefits would not be payable if your eligibility for coverage ended before the services were rendered or if
the services were not covered by the Plan either in whole or in part.

3. All treatment decisions rest with you and your Physician (or other Health Care Provider). You should follow
whatever course of treatment you and your Physician (or other Health Care Provider) believe to be the most
appropriate, even if the UM Company does not certify the proposed surgery/treatment/service or admission
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4.

as medically necessary or as an eligible expense. However, the benefits payable by the Plan may be affected
by the determination of the UM Company.

With respect to the administration of this Plan, the Fund, the Claims Administrator and the UM Company are
not engaged in the practice of medicine, and none of them takes responsibility either for the quality of health
care services actually provided, even if they have been certified by the UM Company as medically necessary,
or for the results if the patient chooses not to receive health care services that have not been certified by the
UM Company as medically necessary.

PRIOR AUTHORIZATION (PRE-SERVICE) REVIEW

How Prior Authorization Works

Prior Authorization is administered by the UM Company, to assure that health care services meet or exceed
accepted standards of care and that the admission and length of stay in a Hospital or Health Care Facility, Surgery,
and other health care services are medically necessary. The Plan’s prior authorization requirements are
summarized below:

SITUATION PRIOR AUTHORIZATION REQUIREMENT

Elective, non-emergency
hospitalization

UM Company must approve the hospital stay before admission.

Hospitalization as a result of an
Emergency Medical Condition

You or someone acting on your behalf must contact the UM Company for
approval of the hospital stay within 48 hours of admission (at the
telephone number listed on the Quick Reference Chart).

Admission for childbirth that
exceeds the federal required
time periods

You do not need pre-authorization for a hospital stay for mother and
newborn of less than 48 hours following a normal vaginal delivery or a
stay of less than 96 hours following a cesarean section. Note: prior
authorization is required only for hospital stays that last or are expected to
last longer than 48 hours for a vaginal delivery and 96 hours for a C-
section.

Participation in a Clinical Trial

For individuals who will participate in a clinical trial, precertification is
required in order to notify the Plan that routine costs, services and supplies
may be incurred by the individual during their participation in the clinical
trial.

How to Request Prior Authorization (Pre-service Review)

While a contract physician should automatically take care of this, it is your responsibility to assure that prior
authorization occurs when it is required by this Plan. Any penalty for failure to request prior authorization is on
you, not the health care provider.

1.
2.

3.

Calls for Elective services should be made at least 7 days before the expected date of service.

The caller should be prepared to provide all of the following information: Employee’s name, patient’s name,
address, phone number, social security number; Physician’s name, phone number and or address; the name of
any Hospital or outpatient facility or any other Health Care Provider that will be providing services; the reason
for the health care services or supplies; and the proposed date for performing the services or providing the
supplies.

When calling to request prior authorization, if the pre-service review process was not properly followed the
caller will be notified as soon as possible but no later than 5 calendar days after your request.

If additional information is needed, the UM Company will advise the caller. The UM Company will review
the information provided, and will let you, your Physician and the Hospital or other Health Care Provider, and
the Claims Administrator know whether or not the proposed health care services have been certified as
medically necessary. The UM Company will usually respond to your treating Physician or other Health Care
Provider by telephone within 3 working days (but not later than 15 calendar days) after it receives the
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request and any required medical records and/or information, and its determination will then be
confirmed in writing.

5. If your admission or service is determined not to be medically necessary, you and your physician will be given
recommendations for alternative treatment. You may also pursue an appeal. See the Claim Filing and Appeal
Information chapter regarding appealing a UM determination.

CONCURRENT (CONTINUED STAY) REVIEW

How concurrent (continued stay) review works:

1. When you are receiving medical services in a hospital or other inpatient health care facility, the UM Company
will monitor your stay by contacting your physician or other health care providers to assure that continuation
of medical services in the health care facility is medically necessary, and to help coordinate your medical care
with benefits available under the plan.

2. Concurrent review may include such services as coordinating home health care or durable medical equipment,
assisting with discharge plans, determining the need for continued medical services; and/or, advising your
physician or other health care providers of various options and alternatives for your medical care available
under this plan.

3. If at any point your stay or services are found to NOT be medically necessary and that care could be safely
and effectively delivered in another environment, such as through home health or in another type of health
care facility, you and your physician will be notified. This does not mean that you must leave the hospital or
stop receiving services, but if you choose to stay or continue services, all expenses incurred after the
notification will be your responsibility. If it is determined that your hospital stay, or services were not
medically necessary, no benefits will be paid on any related hospital, medical or surgical expense.

RETROSPECTIVE (POST-SERVICE) REVIEW

All claims for medical services or supplies that have not been reviewed under the Plan’s Prior authorization,
Concurrent (Continued Stay) Review, or Second and Third Opinion Programs may, at the option of the Claims
Administrator, be subject to retrospective review to determine if they are medically necessary. If the Claims
Administrator receives a determination from a UM Company or other designated medical review firm that services
or supplies were not medically necessary, no benefits will be provided by the Plan for those services or
supplies. See also the section of this chapter regarding Appealing a UM Determination. For complete information
on Claim Review and Claim Appeals, see the Claim Filing and Appeals Information chapter of this document.

APPEALING A UM DETERMINATION (APPEALS PROCESS):

You may request an appeal of any adverse review decision made during the prior authorization, concurrent review
or retrospective review process described in this chapter. To appeal a denied claim/bill, see the Claim Filing and
Appeal Information chapter of this document.

IF YOU DO NOT COMPLY WITH REQUIREMENTS OR DISREGARD THE DECISION
If prior authorization is not obtained before a non-emergency admission (other than the allowed stay following

childbirth) or an elective surgery the Plan will pay only 75% of its usual reimbursement for the facilities
charges.

If the UM Company determines that a hospital confinement is not medically necessary for all or a portion of your
stay, benefits are not payable from this Plan for any days that were not medically necessary.

Additionally, unauthorized confinement periods billed by a PPO hospital are contractually written off and are not
the responsibility of the Plan or the Participant.

The difference between the amount you would be responsible for paying based on the benefits that would
be payable if the review procedure had been followed and the actual benefits payable because the review
procedure was not followed will not count toward the Plan’s Deductible or Annual Out-of-Pocket Limit.

MAXIMUM ALLOWABLE CHARGES APPLY FOR CERTAIN SURGICAL PROCEDURES

Charges for surgical procedures can vary greatly among hospitals and facilities. For example, at in-network
facilities within 50 miles of San Jose, the costs for knee replacement surgery can range from $19,000 to over
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$75,000. Yet, there is little evidence of a higher quality of care at a higher cost facility. The Fund will allow a
Maximum Allowable Charge (“MAC”) for the following five surgical procedures in the state of California:

1.

A R A

Routine total hip replacements;

Routine total knee replacements;
Arthroscopic surgeries;

Cataract surgeries; and

Colonoscopies at an outpatient Hospital.

The MAC is the highest amount your plan will pay for the facility fees associated with these procedures. Any
amount over the MAC will be your responsibility. This benefit design applies ONLY to routine total hip or knee
replacements in_the state of California, or arthroscopies, cataract surgery and colonoscopies performed in an
outpatient hospital.

Procedure * Maximum Allowable Charge per Surgery

At an inpatient Hospital in the State of California

Routine Total Hip Replacement Surgery $30,000

Routine Total Knee Replacement Surgery $30,000

At an Outpatient Hospital (instead of an ambulatory surgical center)

Arthroscopy $6,000

Cataract Surgery $2,000

Colonoscopy $1,500

*  Please note: Amounts denied as over the MAC for a procedure will not accumulate toward your Out-
of-Pocket Maximum.

The MAC does not_apply to the above outpatient procedures if they are performed at a licensed
ambulatory surgical center.

The MAC does not apply to professional fees from medical providers including, but not limited to,
surgeons, assistant surgeons, anesthesiologists, etc.

The MAC for Total Hip and Total Knee replacements only apply in the state of California.
VALUE BASED SITE

For hip and knee replacements, there are many California hospitals that will hold costs under the MAC. We call
these facilities “Value-Based Sites.” For surgeries done outside the state of California normal surgery benefits

will apply.
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INPATIENT HOSPITAL PROCEDURES

The MAC only applies to inpatient hospital surgeries for total hip replacement and total knee replacement, as
well as for the prostheses required for the surgeries. Both surgeries must be preauthorized in order to avoid the
Plan’s reduction in payment to only 75% of its usual reimbursement for the facilities charges. Please see page 32
for more information about how to contact the UM Company and preauthorize services.

If a total hip replacement or total knee replacement surgery is performed at a PPO facility, you have the choice of
using a Value Based Site to ensure the lowest cost to you for the surgery. A Value Based Site is one that has
contractually agreed not to exceed the Plan’s MAC charges for these procedures. If you choose to use an PPO
Provider hospital that is not a Value Based Site, you will increase your financial responsibility.

For a hip or knee replacement, the Plan will apply benefits to the lesser of the MAC or the Contract Rate if the
surgeries are performed in-network at either a Value Based Site or at a PPO Provider hospital that is not a Value
Based Site.

If the surgeries are performed at a Non-PPO Hospital, you are responsible for payment of your Coinsurance
applied to the Allowed Charges plus 100% of any amounts above the Allowed Charges. Allowed Charges will
not be more than the MAC.

Value Based Sites are only applicable for inpatient total hip replacement or total knee replacement surgeries.
OUTPATIENT HOSPITAL VS. AMBULATORY SURGICAL CENTER

The MAC only applies to outpatient arthroscopy, cataract surgery, and colonoscopies performed in the
outpatient department of a Hospital. If you have your colonoscopy, arthroscopy or cataract surgery at a
free-standing ambulatory surgery center, normal Plan benefits apply (as outlined in the Schedule of
Benefits).

All of these surgeries or procedures must be preauthorized in order to avoid the Plan’s reduction in payment to
only 75% of its usual reimbursement for the facilities charges.

o For arthroscopies, cataract surgeries, and colonoscopies performed in the outpatient department of a PPO
Hospital, the Plan will allow the lesser of the MAC or the Contracted Rate (after Deductible).

o For arthroscopies, cataract surgeries, and colonoscopies performed at a PPO free-standing ambulatory
surgical center, the Plan will allow normal plan benefits (not subject to the MAC).

o For arthroscopies, cataract surgeries, and colonoscopies performed at the outpatient department of a Non-
PPO Hospital or Non-PPO surgery center, you are responsible for any amount over $350 (after Deductible).

You can find a Value-Based Site, by calling the Care Counseling Service at the phone number listed on the Quick
Reference Chart. Here is how the benefit works.

Receive your total hip or total
knee replacement at a PPO
Value-Based Site

Receive your total hip or total
knee replacement at a PPO facility
(but not a Value-Based Site)

Receive your total hip or total
knee replacement at a
Non-PPO facility

You pay your copay (applies to
outpatient services; it’s waived
if you call the Care Counseling
Service prior to receiving the
services); and the Fund pays the
remaining balance.

You pay your copay (applies to
outpatient services and waived if
you call the Care Counseling
Service prior to receiving the
services). The Fund pays 100% of
the remaining MAC; and you are
responsible for payment of 100% of
charges above the MAC up to the
PPO contracted rate.

You pay your deductible plus
50% of the MAC. In addition,
you are responsible for payment
of 100% of charges above the
MAC.

In addition, if you have an
outpatient surgery at a Non-PPO
facility (hospital or surgical
center), there is a maximum
payment of $350.

This benefit design applies ONLY to routine total hip/knee replacements in California.
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Here is how the benefit works for outpatient arthroscopies, cataracts surgeries, and arthroscopic surgeries:

If you have an arthroscopic

surgery, colonoscopy or If you have an arthroscopic If you have an arthroscopic
e ,surgery at a PPO surgery, colonoscopy or cataract surgery, colonoscopy or

free-standing ambulatory surgery at the outpatient cataract surgery at a Non-
department of a PPO Hospital PPO facility (of any type)

surgical center

You pay your deductible plus
50% of the MAC. In addition,
you are responsible for payment
Service prior to receiving the of 100% of charges above the

services). After your deductible has MAC.
been met, the Fund pays 100% of In addition, if you have an
the remaining MAC; and you are | outpatient surgery at a Non-PPO
responsible for payment of 100% of | facility (hospital or surgical
charges above the MAC up to the center), there is a maximum
PPO contracted rate. payment of $350.

You pay your copay (applies to
outpatient services and waived if

You pay your copay (applies to you call the Care Counseling

outpatient services; it’s waived
if you call the Care Counseling
Service prior to receiving the
services); and the Fund pays the
remaining balance after your
deductible has been met.

How can I make sure my costs are under the MAC?

Clearly, it makes sense to have your inpatient procedure done at a Value-Based Site or outpatient procedure done
at a PPO ambulatory surgery center. You’ll receive quality care at an affordable price for you and your Benefit
Trust Fund. To make sure you keep your costs under the MAC (or at a price you can afford if you decide not to
go to a Value-Based Site for your care), take these actions BEFORE you receive your care:

Preauthorize your care through the Care Counseling Service at the telephone number listed on the Quick Reference
Chart. Your Care Counselor will review your treatment plan and talk with you about the Value-Based Sites or
PPO ambulatory surgery centers who provide the services you need. Be sure to ask your Care Counselor about
the average costs for the different providers you are considering.

Use the online PPO Network “Care Comparison” tool to research providers whose average costs are at or below
the maximum allowable charge. You can also review different quality measures through this tool. Go to the
website listed on the Quick Reference Chart to access this tool. You need to be a registered member, so be sure
to have your member ID card handy when you go to the site.

If you need an overnight stay in the hospital, be sure to preauthorize it with the UM company that reviews inpatient
Hospitalizations by calling the telephone number listed on the Quick Reference Chart.

Contact the Trust Fund Office if you have questions or need help. To receive the highest level of benefits, have
the service preauthorized by the Care Counseling Service and plan to have your procedure at a Value-Based Site
or PPO ambulatory surgery center.

EXCEPTIONS PROCESS

The inpatient services provided by a hospital that has not agreed to accept the MAC, or outpatient procedures
provided by an outpatient department of a hospital, may be paid at normal plan benefits for a PPO or Non-PPO
provider if:

e Your access to a MAC provider or an ambulatory surgery center (as applicable) is unavailable or the service
cannot be obtained within a reasonable wait time or travel distance; and

e The quality of services for you or your Dependents could be compromised with the MAC provider or
ambulatory surgery center (e.g., if co-morbidities present complications or patient safety issues).
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CARE COUNSELING

Before you get any kind of non-emergency treatment outside of your primary doctor’s office (including any
procedure or test), you need to call the Care Counseling program. Primary doctors include family/general practice
physicians, internists, pediatricians, and OB-GYNs. The Care Counseling program is provided through the
company listed on the Quick Reference Chart.

Your conversations with a Care Counselor are completely confidential. You will talk with your Care Counselor
about the different PPO providers who offer the services you need and their costs. The costs for the same service
may be very different among providers. You can still visit any provider, but we think most of you will choose a
lower cost option if you know about it. If desired, your Care Counselor may make your appointment for you.

You will also discuss the recommended treatment for your injury or illness. Note that you must call the Care
Counseling Service prior to receiving the following services in order to qualify for a copay waiver:

o All outpatient surgeries and procedures;

e Ancillary testing (e.g. MRI, PET and CT scans);

e Physical therapy visits;

e Durable medical equipment; and

e Chemotherapy or radiation.

The Care Counseling Service typically completes its outpatient review within one business day. You or your
doctor can call for you to begin the preauthorization process at the number of the Care Counseling Service listed
on the Quick Reference Chart. When you call prior to receiving these services and you receive your care from a
PPO provider, your outpatient copay will be waived.

Calling a Care Counselor can help you learn more about your illness or injury. Your call helps to make
sure you are receiving the appropriate care.
It also can save the Trust Fund thousands of dollars for your care. If you have questions, contact the
Trust Fund Office at number listed on the Quick Reference Chart.

NURSE LINE

A nurse line is available from 7am to 8pm Pacific Time, seven days a week. Through the nurse line, you can
connect with a registered nurse who will answer any questions you have about your health. You can also discuss
your Physician’s recommended treatment for your injury or illness. The nurse will be able to answer any questions
you may have and let you know what to expect as you proceed with treatment. Please call the Care Counseling
Service at the number listed on the Quick Reference Chart to speak with a nurse.
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SMART CHOICES/HEALTHY REWARDS PROGRAM

Your choice to participate in the Smart Choices/Healthy Rewards Program is voluntary.
If you complete the Smart Choices action steps, you become eligible to earn Healthy Rewards.

The Smart Choices/Healthy Rewards Program only applies to active employees (both Bargaining and Non-
Bargaining) and their covered Spouse or Domestic Partner. The program does NOT apply to Retirees and
Dependents.

Smart Choices/Healthy Rewards is a health promotion program designed to bring high quality care to Participants
and, at the same time, make care more affordable for everyone. All employees and their Spouse and Domestic
Partner enrolled in the Blue Cross Advantage Network (APPO) or Kaiser plan options are eligible to sign up for
the Smart Choices/Healthy Rewards program.

When you make certain actions to learn about and improve your health, you become eligible to earn Healthy
Rewards, including an increased hour bank for Bargained Employees and the ability to earn additional funding
for health care expenses (contributions will be made to a Health Reimbursement Arrangement account).

STEP 1 FOR BLUE CROSS ADVANTAGE NETWORK/SMART CHOICE (APPO)
PARTICIPANTS: GET A BIOMETRIC HEALTH SCREENING OR COMPLETE A
HEALTH RISK QUESTIONNAIRE

As part of the Smart Choices Program, you (and your covered Spouse/Domestic Partner) need to complete a
biometric health screening or complete a Health Risk Questionnaire by the annual deadline. Please see your open
enrollment packet or contact the Trust Fund Office for more information on the deadline.

Biometric Health Screening: This screening is provided at no cost to you. The screening will collect a number
of biometric measurements, such as height, weight, blood pressure, as well as a blood specimen. It can help
identify your potential health risk factors that can lead to chronic illness. Knowing this information and then
working with your doctor to improve your health can help you live a healthier and more productive life. The
requirement to complete a biometric health screening does not apply to children.

You can get your biometric health screening through the Wellness Program/Biometric Testing vendor listed on
the Quick Reference Chart at the beginning of this document or through your doctor. If you go to your doctor for
your screening, be sure to bring a Physician Results Form. This Physician Results Form is available from the
Wellness Program/Biometric Testing vendor listed in the Quick Reference Chart. Your doctor will need to fill it
out and send it to the Biometric Testing vendor. Once you complete your screening, you’ll receive the Quest
Diagnostics Blueprint for Wellness MyTest Profile report. We encourage you to share this with your doctor and
determine the best course of action for your health.

Quest Diagnostics will notify the Trust Fund Office that you successfully completed the action step of the Smart
Choices Program by getting a biometric health screening. Your personal health information will not be shared
with the Trust Fund, Trustees, Union, or Your Employer - only the fact that You (and Your covered
Spouse/Domestic Partner) completed a screening will be communicated to the Trust Fund Office. The Trustees
and Trust Fund may receive aggregate data about the group in order to help with benefit planning but will not
receive individual information on screening results.

Health Risk Questionnaire: As an alternative to biometric testing through Quest Diagnostics, you and your
Spouse/Domestic Partner may complete a Health Risk Questionnaire (HRQ). The HRQ is available through the
Care Counseling Service and may be completed either online or over the phone (please contact them at the number
or website provided in the Quick Reference Chart for more information). Once you’ve completed the HRQ, you
will receive a customized action plan to help you succeed in creating a healthier lifestyle. The Care Counseling
Service will notify the Trust Fund Office that you have successfully completed the action step of the Smart Choice
Program by completing the HRQ. Your personal health information will not be shared with the Trust Fund,
Trustees, Union, or Your Employer - only the fact that You (and Your covered Spouse/Domestic Partner)
completed a HRQ will be communicated to the Trust Fund Office. The Trustees and Trust Fund may receive
aggregate data about the group in order to help with benefit planning but will not receive individual information
from HRQs.
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STEP 1 FOR KAISER/SMART CHOICE (HMO) PARTICIPANTS: COMPLETE A HEALTH
RISK QUESTIONNAIRE, ONLINE HEALTH IMPROVEMENT COURSE OR IN-PERSON
HEALTH EDUCATION CLASS

As part of the Smart Choices Program, you (and your covered Spouse/Domestic Partner) need to complete a
required action step by the annual deadline. You may choose from the following available action steps:

Health Risk Questionnaire: The Health Risk Questionnaire is available through Kaiser, please contact them at
the number provided in the Quick Reference Chart for more information on the HRQ and the deadline. To
complete the Health Risk Questionnaire, please visit www.kp.org or healthy.kaiserpermanente.org/northern-
california and go to the tab entitled “Health and Wellness,” then go to “Programs and Classes. Next click on
“Total Health Assessment.” Once you’ve completed the questionnaire, you will need to self-report your
completion of this action step to the Trust Fund Office by printing your certificate and mailing it to the Trust Fund
Office. From Kaiser you’ll receive a customized action plan to help you succeed in creating a healthier lifestyle.

Online Health Improvement Course or In-Person Health Education Class: For more information on available
courses that may be appropriate for you and your lifestyle, please contact Kaiser at the number provided in the
Quick Reference Chart, or visit www.kp.org or healthy.kaiserpermanente.org/northern-california and access the
tab entitled “Health and Wellness,” then go to “Programs and Classes.” If you take an online course, Kaiser will
report your compliance to the Trust Fund Office. If you take an in-person course, you must have the instructor
complete a Health Education Confirmation Form or Certificate, and you must mail the completed form/certificate
to the Trust Fund Office.

Confidentiality: Your personal health information will not be shared with the Trust Fund, Trustees, Union, or
Your Employer - only the fact that You (and Your covered Spouse/Domestic Partner) completed the Educational
Requirement will be communicated to the Trust Fund Office. The Trustees and Trust Fund may receive aggregate
data about the group, in order to help with benefit planning, but will not receive individual information on any
screening results or HRQs.

STEP 2: EARN HEALTHY REWARDS (BARGAINED EMPLOYEES)

When you complete the required action steps, you become eligible for the program’s Healthy Rewards including
additional contributions to your cash bank and a Health Reimbursement Arrangement (HRA). The Health
Reimbursement Arrangement (HRA\) is a notional account set up by the Fund that can be used to reimburse eligible
employees for a variety of out-of-pocket medical expenses. The HRA is intended to comply with the requirements
of IRS Notice 2013-54 and shall be interpreted to accomplish that objective.

e You can bank an additional three months of excess contributions in your cash bank, for up to six months total.

e  After reaching that six-month maximum, you can bank up to 20% of contributions in excess of 130 hours per
month into a Health Reimbursement Arrangement (HRA). You can use your HRA funds to pay for eligible
health care expenses, as explained in more detail below.
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HEALTHY REWARDS

The Rewards

What it is

How it works

Maximum accumulation
allowed*

A three-month
extension of cash bank

Hours worked over 130 per
month are used to calculate

You can continue to

First, you’ll . your cash bank dollar amount, | accumulate dollars in your
: accumulations to a . .
receive... . . up to a maximum amount that cash bank until you reach the
maximum of six . . . .
will purchase six months of six month maximum.
months.
coverage.
After the six- | Additional amounts 20% of hours worked over 130 ;:ceu?nr:?:tgtiﬁouoﬁ?nHR Als
month will be contributed to hours per month will be used to . y .
. . unlimited. However, it may
maximum is an HRA on your calculate the dollar amount to onlv be used for elidible health
reached... behalf. be contributed to your HRA. y g

care exXpenses.

HOW YOUR HEALTH REIMBURSEMENT ARRANGEMENT (HRA) WORKS.
HRA contributions are tax-free to you.

You can use your HRA balance to pay for eligible health care expenses. The federal government determines
the types of expenses that are eligible for reimbursement.

HRA contributions may roll over from year to year. You may use your HRA funds as long as you maintain
active hourly eligibility, however, you may not accrue additional HRA contributions unless you are enrolled
in the Smart Choices/Healthy Rewards program and complete the required action steps.

Unlike a regular bank account, HRA contributions do not earn interest and can’t be invested.

If there are no Employer contributions made on your behalf for a 12-month consecutive period, then the any
balance remaining in the HRA will be cancelled.

Upon termination of coverage, you have the option to permanently opt out of the HRA. This means that you will
forfeit any remaining HRA balance and you will be able to apply for a premium assistance tax credit in a health
insurance Marketplace. Whether you qualify for a tax credit will depend upon your eligibility under the rules of
the Affordable Care Act. Please note: If you retain any balance in your HRA, you will not be eligible for the tax
credit.

A Participant is permitted to permanently opt out of and waive future reimbursements from the HRA at least
annually, in a time and manner determined by the Board of Trustees. Upon termination from the Fund, the
Participant may opt out of and waive future reimbursements from the HRA. Please note that reinstatement of any
HRA balances is not permitted if the Participant has opted out of HRA coverage.

When you retire, you forfeit your HRA balance at the same time your active eligibility terminates. This is
typically one month after your retirement date.

The HRA has no cash value.

You may not participate in the HRA unless you are actually enrolled in a group health plan that provides
minimum value pursuant to Internal Revenue Code Section 36B(c)(2)(C)(ii). A group health plan provides
minimum value if the coverage is at least 60 percent of the actuarial value of a standard plan as determined
by the IRS.

You are permitted to permanently opt out of and waive future reimbursements from the HRA at least annually,
in a time and manner determined by the Board of Trustees, and upon termination of coverage under the plan.
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MEDICAL CARE EXPENSES

You may use some or all of the money in your HRA Account to pay for services such as hospitalization, doctors
and dentists, prescription drugs and amounts you pay for deductibles, copays or coinsurance. However, not all
medical care expenses will be considered “Covered Expenses” that qualify for reimbursement under the Fund.
Generally, only expenses within the meaning of Section 213 of the Internal Revenue Code are eligible.

Common medical care expenses include: acupuncture, contraceptives, chiropractic services, contact
lenses/eyeglasses, crutches, dental treatment but not teeth whitening, diabetic supplies, eye examination by an
optometrist, device to measure blood pressure, fertility treatment, surgical dressing supplies, elastic bandages like
an Ace wrap, hearing aids, immunizations and flu shots, laboratory tests, LASIK eye surgery, tobacco cessation
drugs, orthodontia treatment/dental braces and walker/wheelchair and weight loss programs/weight loss drugs
only if recommended by a Physician to treat a specific medical condition (e.g. diabetes, obesity, heart disease).

However, not all medical care expenses will be considered “Eligible Medical Care Expenses” that qualify for
reimbursement under the Fund. Generally, only medical care expenses within the meaning of Section 213 of the
Internal Revenue Code are eligible. If you have any questions as to whether an expense is reimbursable, call the
Trust Fund Office.

EXCLUDABLE EXPENSES

The following expenses are examples of the kinds of expenses that are not reimbursable from your HRA account,
as they do not meet the definition of “medical care” under Code Section 213. This is not intended to be a complete
list of all services that are not payable under the plan, but an example of more commonly submitted services that
are not reimbursed from the plan. The plan does not pay for or reimburse any item that does not constitute “medical
care” as defined under Internal Revenue Code Section 213. Please note that if the HRA is used to reimburse
expenses of a Domestic Partner or a child of a Domestic Partner that is not a tax dependent (that is, does not satisfy
the requirements of a Dependent under IRS Code Section 152 (d) (1) and (d) (2) (H) without regard to the gross
income limit), those payments will be considered imputed income to the Employee or Retiree.

1. Health insurance premiums for individual policies or for any other group health plan including health
insurance premiums for coverage that has been reimbursed under a Spouse’s plan. Premiums for individual
health insurance whether purchased in the individual insurance marketplace, private exchange (except a retiree
Medicare exchange), or public exchange such as in state or federal Health Insurance Marketplace.

2. Long-term care (LTC) services.

3. Cosmetic surgery/services, ear piercing, hair removal or other similar cosmetic procedures, unless the surgery
or procedure is necessary to improve a deformity arising from, or directly related to, a congenital abnormality,
a personal injury resulting from an accident or trauma, or a disfiguring disease. “Cosmetic surgery” means
any procedure that is directed at improving the patient’s appearance and does not meaningfully promote the
proper function of the body or prevent or treat illness or disease.

Funeral and burial expenses.

Massage therapy to improve general health.
Custodial care.

Babysitting and child care expenses.

©© N o O &

Costs for sending a problem child to a school for benefits that the child may receive from the course of study
and/or disciplinary methods.

9. Health club or fitness program dues.
10. Social activities, such as dance lessons and swimming lessons to improve general health.
11. Cosmetics, toiletries, toothpaste, etc.

12. Vitamins, food supplements, diet food, even if prescribed by a physician.
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13. Uniforms or special clothing, such as maternity clothing.
14. Automobile insurance premiums.

15. Transportation expenses except in certain circumstances where transportation is necessary to receive medical
care.

16. Marijuana and other controlled substances that are in violation of federal laws, even if prescribed by a
physician.

17. Premiums paid through salary reduction contributions under the terms of a Code Section 125 plan or any plan
that provides for premium payment with pre-tax dollars.

18. Over-the-Counter drugs and medicine unless prescribed by a health care provider or physician.

Reminder: Inno event are premiums for individual health insurance payable, whether purchased in the individual
insurance market or in a Health Insurance Marketplace.

Important Information About the Smart Choices/Healthy Rewards Program

The Smart Choices/Healthy Rewards Wellness Program is voluntary and is designed to promote health or
prevent disease. The term Wellness Program includes both:

a. ways to help individuals identify and reduce health risk factors, like elevated blood pressure or excess weight,
along with

b. ways to help individuals with chronic conditions, like diabetes, take better care of their condition. For
example, by working with a coach to encourage you to take the medication the doctor prescribes for your
chronic condition.

The Smart Choices/Healthy Rewards Program also offers incentives for participation (such as for completing a
Health Risk Questionnaire). Only Employees/Retirees/Domestic Partners enrolled in the Blue Cross Advantage
Network or Kaiser medical plan options have the opportunity to qualify for Smart Choices/Healthy Rewards
Program incentives. Incentives are able to be achieved at least once a year. The time commitment required to
achieve incentives in our Smart Choices/Healthy Rewards Program is reasonable. The Smart
Choices/Healthy Rewards Program incentives have been reviewed and in accordance with law, do not exceed
30% of the total cost of employee-only coverage under the plan (including employee & employer contributions).

If you think you might be unable to meet a standard for a certain reward under our Smart Choices/Healthy Rewards
Program, you might qualify for an opportunity to earn the same reward by a different means. If an individual has
physical disabilities or a medical condition such that it is unreasonably difficult or medically inadvisable due to
their medical condition to satisfy the standards of the Wellness Program, then reasonable alternative standards
will be made available upon request. If the individual’s personal doctor states that the alternative is not medically
appropriate, a more accommodating alternative will be provided.

Contact the Trust Fund Office for information on the Smart Choices/Healthy Rewards Program and for
information on reasonable alternative standards and accommodations. We will work with you and, if you wish,
your doctor, to find a Smart Choices/Healthy Rewards Program standard with the same reward that is right for
you in light of your health status.

Notice Regarding the Wellness Program

The Smart Choices/Healthy Rewards Wellness Program is a voluntary wellness program available to
participants enrolled in the group health plan and is designed to promote health or prevent disease. The
program is administered according to federal rules permitting employer-sponsored wellness programs that seek
to improve employee health or prevent disease, including the Americans with Disabilities Act of 1990, the
Genetic Information Nondiscrimination Act of 2008, and the Health Insurance Portability and Accountability
Act, as applicable, among others.

If you choose to participate in the Smart Choices/Healthy Rewards Wellness Program you will be asked to
complete a voluntary health risk questionnaire or "HRQ" that asks a series of questions about your health-
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related activities and behaviors and whether you have or had certain medical conditions (e.g., cancer, diabetes,
or heart disease). Blue Cross Advantage Network/Smart Choice (APPO) Participants will also be asked to
complete a biometric screening, which will include taking measurements such as height, weight and blood
pressure, as well as a blood test for cholesterol, blood glucose, and/or nicotine. You are not required to complete
the HRQ, participate in the screening, blood test or other medical examinations.

However, individuals who choose to participate in the Smart Choices/Healthy Rewards Program will receive
an incentive of accrual of HRA monies and three additional months of excess contributions in the member’s
cash bank. Although you are not required to complete the HRA or, for Blue Cross Advantage Network/Smart
Choice Participants only, participate in the biometric screening, only members who do so will receive the
incentives.

In accordance with federal laws, if your Spouse wants to participate in the Smart Choices/Healthy Rewards
Wellness Program, he or she must complete an authorization form before performing the Health Risk
Questionnaire, health exam, or biometric screenings components of the Smart Choices/Healthy Rewards Program.

The information from your HRQ and if applicable the results from your biometric screening will be used to
provide you with information to help you understand your current health and potential risks and may also be
used to offer you services through the Wellness Program, such as the Care Counseling Service. You also are
encouraged to share your results or concerns with your own doctor.

Protections from Disclosure of Medical Information

The Plan is required by law to maintain the privacy and security of your personally identifiable health
information.

Information collected from Smart Choices/Healthy Rewards Program participants will only be received by the
Plan Sponsor in aggregate form. Although the Smart Choices/Healthy Rewards Program and the Board of
Trustees may use aggregate information it collects to design a program based on identified health risks in the
workplace, our group health plan will never disclose any of your personal information either publicly or to the
employer, except as necessary to respond to a request from you for a reasonable accommodation needed to
participate in the Wellness Program, or as expressly permitted by law. Medical information that personally
identifies you that is provided in connection with the Smart Choices/Healthy Rewards Program will not be
provided to your supervisors or managers and may never be used to make decisions regarding your
employment.

Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to the extent
permitted by law to carry out specific activities related to the Smart Choices/Healthy Rewards Program, and
you will not be asked or required to waive the confidentiality of your health information as a condition of
participating in the Smart Choices/Healthy Rewards Program or receiving an incentive. Anyone who receives
your information for purposes of providing you services as part of the Smart Choices/Healthy Rewards Program
will abide by the same confidentiality requirements. The only individual(s) who will receive your personally
identifiable health information are providers or care counselors in order to provide you with services under the
Smart Choices/Healthy Rewards Program.

In addition, all medical information obtained through the Smart Choices/Healthy Rewards Program will be
maintained separate from your personnel records, and no information you provide as part of the Wellness
Program will be used in making any employment decision. Appropriate precautions will be taken by the group
health plan to avoid any data breach, and in the event a HIPAA data breach occurs involving information you
provide in connection with the Wellness Program, we will notify you immediately.

You may not be discriminated against in employment because of the medical information you provide as part of
participating in the Smart Choices/Healthy Rewards Program, nor may you be subjected to retaliation if you
choose not to participate. If you have questions or concerns regarding this notice, or about protections against
discrimination and retaliation, please contact the Trust Fund Office at the number listed in the Quick Reference
Chart.
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MEDICAL EXPENSE BENEFITS

ELIGIBLE MEDICAL EXPENSES

You are covered for expenses you incur for most, but not all, medical services and supplies. The expenses for
which you are covered are called “eligible medical expense.” Eligible Medical Expenses are determined by the
Plan Administrator or its designee, and are limited to those that are:

1. “Medically Necessary,” but only to the extent that the charges are “Allowed Charges” (as those terms are
defined in the Definitions chapter of this document); and

2. Not services or supplies that are excluded from coverage (as provided in the Exclusions chapter of this
document); and

3. Not services or supplies in excess of the overall Annual Maximum Plan Benefit or any maximums on specific
Plan benefits as shown in the Schedule of Medical Benefits and

4. For the diagnosis or treatment of an injury or illness (except where preventive services are payable by the
Plan as noted in the Schedule of Medical Benefits in this document).

Generally, the Plan will not reimburse you for all Eligible Medical Expenses. Usually, you will have to satisfy
some Deductibles and pay some Coinsurance or make some Copayments toward the amounts you incur that are
Eligible Medical Expenses. However, once you have incurred a maximum Out-of-Pocket each calendar year no
further Coinsurance and/or copays with PPO providers will be applied for that calendar year.

NON-ELIGIBLE MEDICAL EXPENSES

The Plan will not reimburse you for any expenses that are not Eligible Medical Expenses. That means you are
responsible for paying the full cost of all expenses that are not determined to be Medically Necessary, determined
to be in excess of the Allowed Charge, not covered by the Plan, or payable on account of a penalty because of
failure to comply with the Plan’s Utilization Review requirements as described later in this document.

PPO IN-NETWORK HEALTH CARE PROVIDER SERVICES

e PPO: If you receive medical services or supplies from a Health Care Provider that is contracted with the
Plan's PPO you will be responsible for paying less money out of your pocket. Health Care Providers who are
under a contract with the PPO have agreed to accept the discounted amount the Plan pays for covered services,
plus any additional copayments, Deductibles or coinsurance you are responsible for paying, as payment in
full, except with respect to claims involving a third party payer, including auto insurance, workers’
compensation or other individual insurance. In those cases, the contracts of Health Care Providers with the
PPO do not require them to adhere to the discounted amount the Plan pays for covered services, and they may
charge in excess of what this Plan considers an Allowed Charge.

e Non-PPO: refers to providers who are not contracted with the PPO Network. These Non-PPO Health Care
Providers may bill a Plan Participant a non-discounted amount for any balance that may be due in addition
to the Allowed Charge payable by the Plan, also called balance billing. See also the Medical Networks chapter
of this document.

OVERVIEW OF MEDICAL PLAN DESIGN
Deductibles

The Deductible is the amount you must pay each calendar year before the Plan pays benefits. The amount applied
to the Deductible is the lesser of billed charges or the amount considered to be an Allowed Charge under this Plan.

Each calendar year, you (and not the Plan) may be responsible for paying all of your Eligible Medical Expenses
until you satisfy the annual Deductible and then the Plan begins to pay benefits. Deductibles are applied to the
Eligible Medical Expenses in the order in which claims are received by the Plan. Deductibles under this Plan are
accumulated on a Calendar Year basis. Only Eligible Medical Expenses can be used to satisfy the Plan’s
Deductibles. As a result, Non-Eligible Medical Expenses described above do not count toward the Deductibles.
Copayments do not accumulate to meet the Deductible.
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Please note that there are different Deductibles based on whether or not you elect to enroll in the Smart Choices
Program.

o There is no Deductible for services received from Beat It! providers.

o For families that elect to participate in the Smart Choices program, there is no Deductible when you
use Anthem Blue Cross “Advantage Network” PPO providers. However, there is a $500
Individual/$1,000 family Deductible for services with Non-PPO providers. Please Note: Most Sutter-
affiliated physicians, hospitals and outpatient providers are not a part of the APPO network (even though
they may be part of the larger PPO Network). If you use a non-Advantage provider, Non-PPO
Provider coverage will apply.

o For families that elect not to participate in the Smart Choices program, there is a $1,000
individual/family Deductible that applies to all eligible expenses (PPO and Non-PPO except for PPO
Preventive Care that is required to be covered under Health Reform, Chiropractic Benefits, Emergency
Room Facility fees, Mental Health and Chemical Dependency services through Beat It!, and Prescription
Drugs (and for Retiree Direct Pay Plan only, also ambulance, hearing aid, and hospice services)).

Deductible Carry-Forward Provision

If an individual incurs expenses in the last three months of the Calendar Year that are applied toward their required
Calendar Year Deductible, those charges will also be applied toward the following year’s Deductible.

Common Accident Provision

If more than one covered family member is injured in the same accident, applicable Calendar Year Deductibles
will be limited to one individual Deductible per year for all Allowed Charges related to that accident, providing
the services are rendered within six consecutive months of the accident date.

Coinsurance

Once you’ve met your annual Deductible, the Plan generally pays a percentage of the Eligible Medical Expenses,
and you (and not the Plan) are responsible for paying the rest. The part you pay is called the Coinsurance. If you
use the services of a Health Care Provider who is a member of the Plan’s PPO, you will be responsible for paying
less money out of your pocket. This feature is described in more detail in the Medical Network chapter of this
document.

Copay

A copay is a set dollar amount you (and not the Plan) are responsible for paying when you incur certain Eligible
Medical Expenses. The Plan’s copayments are indicated in the Schedule of Medical Benefits. Copayments are
not used to satisfy the Deductible.

Maximum Out-of-Pocket Limit on Coinsurance (Coinsurance Maximum) — For Non-Medicare Eligible Retirees
only

The Non-Medicare Eligible Retiree Plan has two limits on your In-Network expenses, known as the Coinsurance
Maximum and the Annual Out-of-Pocket Limit. This paragraph describes the Coinsurance Maximum, the Annual
Out-of-Pocket Limit is described on the following page. Each Calendar Year, after an individual or family has
incurred a maximum Out-of-Pocket limit for coinsurance as outlined in the Schedule of Medical Benefits, no
further coinsurance will apply to covered Eligible Medical Expenses. As a result, the Plan will pay 100% of
covered Eligible Medical Expenses, except for the Out-of-Pocket Expenses listed below, that are incurred during
the remainder of the Calendar Year after the Out-of-Pocket Maximum has been reached.

Out-of-Pocket Expenses You Always Pay: This Plan rarely pays benefits equal to all the medical expenses you
may incur. You are always responsible for paying for certain expenses for medical services and supplies yourself.
Under the Plan, each year, you will be responsible for paying the following expenses out of your own pocket and
these expenses do not accumulate to meet the Out-of-Pocket maximum:
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1. Any Plan Deductible or Copayment.
2. All expenses for medical services or supplies that are not covered by the Plan.

3. All charges in excess of the Allowed Charge determined by the Plan. See the definitions of Allowed Charge
and balance billing in the Definitions chapter of this document. Please note that if you use PPO providers,
you are not responsible for amounts in excess of the Allowed Charge.

4. All charges in excess of the MAC (Maximum Allowable Charge). The Maximum Allowable Charge (MAC)
is the highest amount that the Fund will pay for routine total hip/knee replacements, arthroscopic surgeries,
cataract surgeries and colonoscopies (for providers in the state of California). The MAC will not apply to
colonoscopies at an outpatient surgical center.

5. All charges in excess of the Plan’s Maximum Benefits, or in excess of any other limitation of the Plan.

6. Any additional amounts you have to pay because you failed to comply with the Utilization Review Program
described in the Utilization Review chapter of this document.

7. All expenses for medical services or supplies in excess of Plan benefits or that are incurred with respect to
Outpatient Prescription Retail and Mail Order Drugs.

8. All expenses for medical services or supplies obtained from Out-of-Network providers, except for service
provided by Out-of-Network providers that is directly related to an Emergency Medical Condition.

Annual Out-Of-Pocket Limit on Medical Plan PPO Cost-Sharing (Annual Out-of-Pocket Limit)

This Plan has an Out-of-Pocket Limit which limits your annual cost-sharing for covered Essential Health Benefits
received from PPO providers related to Medical Plan deductibles, coinsurance, and copayments to the amounts
permitted under the Affordable Care Act and implementing regulations. This annual cost-sharing limit includes
the Coinsurance Maximum described above.

e The Out-of-Pocket Limit is accumulated on a calendar year basis.

e Covered expenses are applied to the Out-of-Pocket Limit in the order in which eligible claims are received
by the Plan.

e The amount of the Out-of-Pocket Limit may be adjusted annually, in an amount as published by the
Department of Health and Human Services.

o Covered emergency services performed in a Non-PPO Emergency Room will apply to meet the PPO Out-
of-Pocket Limit on cost-sharing.

e The family out-of-pocket limit accumulates cost-sharing for any covered family member; however, no
one individual in the family will be required to accumulate more than the individual out-of-pocket limit.

*The Out-of-Pocket Limit on Medical Plan cost sharing does not include or accumulate:
a. balance-billed charges,
b. Expenses for medical services or supplies that are not covered by the Plan,

c. Charges in excess of the Allowed Charge determined by the Plan which includes balance billed amounts
for non-network providers,

d. Penalties for non-compliance with Utilization Management programs,

e. Amounts that are excluded for exceeding the reference based price,

f.  Excluded amounts for using a provider that is not in the APPO network, and

g. Non-PPO deductibles, copayments and coinsurance except ER visit in cases of an emergency.
h. Outpatient prescription drug expenses.

i. Expenses for the self-funded dental and vision plans.

*The Out-of-Pocket Limit on Outpatient Drug cost sharing does not include or accumulate:
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a. balance-billed charges,
b. Expenses for drugs that are not covered by the Plan,

c. Charges in excess of the benefit maximum determined by the Plan which includes balance billed amounts
for non-network providers,

d. Expenses for the self-funded dental and vision plans,

e. Medical plan expenses, and

f.  Out-of-Network copayments and coinsurance.
Maximum Plan Benefits

Limited Overall Maximum Plan Benefits: Certain Plan benefits are subject to limitations that are not considered
Annual maximums and are called Limited Overall Maximums. An example would be Home Health Care. The
services or supplies that are subject to Limited Overall Maximum Plan Benefits and the amounts of these
maximums are identified in the Schedule of Medical Benefits.

Once the Plan has paid the Limited Overall Maximum Plan benefit for any of those services or supplies on behalf
of any Covered Individual, no further Plan benefits will be paid for those services or supplies on account of that
Covered Individual.

MEDICARE ELIGIBLE RETIREES AND DEPENDENTS

For eligible Retirees and their covered Dependents eligible for Medicare the Plan will pay 100% of Allowed
Charges not paid by Medicare. This primarily represents amounts for Medicare deductibles and the balance for
Medicare coinsurance percentages of Medicare approved charges. The Plan will process claims only after receipt
of the Medicare Explanation of Benefits.

IMPORTANT: You must enroll in both Part A and Part B of Medicare when you first become eligible. The Plan
will estimate Medicare Part A & B benefits if you fail to enroll for Medicare when eligible.

Medicare eligible Retirees and Dependents are subject to all Plan Provisions and Limitations except that:
e You are not required to receive Preauthorization prior to an inpatient hospitalization;
e You are not required to talk with a Care Counselor before receiving outpatient care;

e The “maximum allowable charges” for routine total hip replacement, routine total knee replacement, cataract,
colonoscopy and arthroscopy do not apply; and

e The Smart Choices program does not apply.

If Medicare denies a claim that would normally be considered an Allowed Charge, the Plan will pay in accordance
with the Schedule of Benefits shown below.

SCHEDULE OF MEDICAL BENEFITS

A schedule of the Plan’s Medical Benefits, appears on the following pages in a chart format. Each of the Plan’s
Medical Benefits is described in the first column. Explanations and limitations that apply to each of the benefits
are shown in the second column. Specific differences in the benefits when they are provided In-Network (when
you use PPO Network Providers) and Out-of-Network (when you use Non-PPO Providers) are shown in the
subsequent columns.

Hospital Services (Inpatient) and Physician and Health Care Practitioner Services are the first services listed (after
Annual Maximum, Deductible and Out-of-Pocket Limit) because these two categories of benefits apply to most
(but not all) health care services covered by the Plan. They are followed by descriptions, appearing in
alphabetical order, of all other benefits for specific health care services and supplies that are frequently subject
to limitations and exclusions.

To determine the extent to which limitations apply to the benefits that are payable for any health care services or
supplies you receive, you should also check to see if those services are listed separately in the Schedule of Medical
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Benefits, even if they seem to be included in Hospital Services or Physician and Health Care Practitioner Services,
and you should also check the Exclusions chapter of this document to see if they are excluded.

TIME LIMIT FOR INITIAL FILING OF HEALTH CLAIMS
All medical plan claims must be submitted to the Plan within 90 days from the date of service. No Plan
benefits will be paid for any claim submitted more than one year after the date of service.

See also the Claim Filing and Appeal Information chapter for more information. Also review the section
toward the end of that chapter on “Limitation On When A Lawsuit May Be Started.”

49




SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Active Plan

Non-Medicare eligible
Retiree Plan

PPO Non-PPO

PPO | Non-PPO

Annual Deductible for families
enrolled in the Blue Cross
Advantage Network (APPQO) Plan

The amount you must pay each calendar year
before the Medical Plan pays benefits. The
amount applied to the Deductible is the lesser
of billed charges or the amount considered to
be allowed under this Plan.

$500 Individual

$1,000 Family

If you use a provider
that is not in the
APPO network (even
though they may be
part of the larger
PPO Network), Non-
PPO benefits will

apply.

None (if you use a
provider in the APPO
network)

Not applicable (as the Smart Choice
Program applies only to Active
Employees and Dependents)

Annual Deductible for families
enrolled in the Blue Cross Prudent
Buyer Network (PPO) Plan

The amount you must pay each calendar year
before the Medical Plan pays benefits. The
amount applied to the Deductible is the lesser
of billed charges or the amount considered to
be allowed under this Plan.

$1,000 individual/family

The $1,000 Deductible applies to all eligible
charges (PPO and Non-PPO) except for PPO
Preventive Care that is required to be covered
under Health Reform, Chiropractic Benefits,
covered services received from Beat It!
providers, Emergency Room Facility, and
Prescription Drugs.

$300 Individual

$600 Family
Note that both PPO and Non-PPO
expenses accumulate separately to
meet the annual deductible.

The Deductible applies to all eligible
charges (PPO and Non-PPO) except
for PPO Preventive Care that is
required to be covered under Health
Reform, Chiropractic Benefits,
covered services received from Beat
It! providers, Emergency Room
Facility, ambulance, hospice, hearing
aids, and Prescription Drugs.

Annual Coinsurance Maximum

$2,000 per
e The maximum amount of coinsurance that you person
are responsible for paying each calendar year, )
in addition to the Deductible, before the Plan * Applies only None
pays 100% of your covered eligible medical i _None to inpatient (services are
expenses. Not applicable (serv'lces are never hospital never paid
) paid at 100%) confinements t 100%
e Certain expenses do not accumulate toward the * Does not a 0)
Coinsurance Maximum as explained in the :
Medical E Benefits chant include the
edical Expense Benefits chapter. Calendar Year
Deductible
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. L . L Active Plan :
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO

Annl_la| Out-of-Pocket Limit on There is a limit to the amount of deductibles,

Medical Plan Cost Sharing copayment and coinsurance that you have to None $3.500/ None
pay under the medical plan. $3,500/ (services are never persén/year (services are
Certain expenses do not accumulate toward person/ year paid $7,000/ never paid
the Annual Out-of-Pocket Limit on cost $7,000/ family/year at 100%) family/year at 100%)
sharing as explained in the Medical Expense
Benefits chapter.

AnnUﬁ'_ Out-of-Pocket Limit on There is a limit to the amount of copayment

Outpatient Drug Cost Sharing and coinsurance that you have to pay under None $3.100/ None
the Outpatient Drug benefit. $3,100/ (services are never erscl)n/ ear (services are
Certain expenses do not accumulate toward person/year paid P $6 20)(/)/ never paid
the Annual Out-of-Pocket Limit on $6,200/ family/year at 100%) famiiy/year at 100%)
Outpatient Drug cost sharing as explained in
the Medical Expense Benefits chapter.
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Active Plan

Non-Medicare eligible

Hospital Services (Inpatient)

e  Room & board facility fees in a
semiprivate room with general nursing
services.

e  Specialty care units (e.g., intensive care
unit, cardiac care unit).

e  Lab/x-ray/diagnostic services.

e Related medically necessary ancillary
services (e.g., prescriptions, supplies).

° Newborn care.

Elective Hospitalization is subject to prior
authorization (unless you are eligible for
Medicare). See the Utilization Review
chapter for details.

If prior authorization is not obtained before a
non-emergency admission (other than the
federally required stays following childbirth)
or an elective surgery, the Plan will pay only
75% of its usual reimbursement for the
facilities charges.

Total hip and knee replacements are subject to
the MAC (Maximum Allowable Charges).
See the Utilization Review chapter for details
and also see the rows of this chart titled Total
Hip Replacement and Total Knee
Replacement.

See the Eligibility chapter for how to properly
enroll Newborns so coverage can be
considered.

If your condition is Life-Threatening (refer to
the Definition Section) and you are admitted
to the Hospital or Skilled Nursing Facility
(PPO or Non-PPO) directly from the
emergency room, the Plan will pay 100% of
Allowed Charges. If you are in a Non-PPO
facility, the level of payment will continue
only until the UM Manager determines that it
is medically safe to move you. Benefits will
then drop to the level applicable to Non-PPO
hospitals unless you agree to a transfer to a
PPO hospital.

Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, After Deductible,
100% 50%
(For Blue Cross (For Blue Cross
Advantage Network Advantage Network After
(APPO) participants, (APPO) participants, Deductible After

you must utilize
hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

any PPO hospital or
provider that is not in
the Advantage
Network will be
reimbursed at the
Non-PPO rate)

80%

Deductible, 50%
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Active Plan

Non-Medicare eligible

Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Physician and Other Health Care ﬂOfficedViS_i;t)I
Practitioner Services Aifter Deductible, ice Visi
) ) 100% after $20 copay Oﬁ":g Visit
e  Benefits are payable for professional fees er
when provided by a Physician or other Inpatient Hospital D(gductlble,
covered Health Care Practitioner in an Visit: After Deductible, 100% after $20
office, hospital, emergency room (ER), . . 100% copay
urgent care facility or other covered The services of one or more Assistant )
health care facility location. Surgeons will be reimbursed only for Surgery and Inpatient
Pl he definition of “Health C Medically Necessary services to a maximum Anesthesiolo Hospital Visit:
* case see t”e_ efinition of "Health Care of 20% of the eligible expenses allowed for - 9y After Deductible,
Practitioner” in the Definitions chapter for : services (Inpatient) o
. . the primary surgeon. - 100%
a complete list of covered practitioners. ] After Deductible,
Lab services are covered as part of the 100%
physician office copay only when such Surgery and
services are obtained, processed and Surgery and i Anesthesiology
interpreted within the Physician’s office. Lab Anesthesiology After Degucnble, services
services obtained in the physician's office but | services (Outpatient) 50% (Inpatient)
sent to a free-standing lab for processing After Deductible, After
require the separate lab copay. Lab services 100% after $20 copay (For Blue Cross DEdUCE'ble'
obtained and processed by a free-standing lab to each provider Advantage Network 100% After
require the separate lab copay per date of (APPO) participants, Deductible
; . any PPO hospital or Surgery and '
Service. Outpatient Copay . : - - 50%
- - provider that isnotin | Anesthesiology
Avrthroscopy, cataract surgery and waived if the the Advantage services
colonoscopies at an outpatient Hospital have Care Counseling Network will be (Outpatient)
MAC (Maximum Allowable Charges). Service is called prior reimbursed at the After
Call the Care Counseling Service at their o receiving services. Non-PPO rate) Deductible,
- This copayment
number on the Quick Reference Chart before . 100% after $20
- - waiver does not apply
you receive outpatient non-emergency to Primary Care copay to each
treatment (including a procedure, or a test) mary -2 provider
. ) : Physician Office
outside of your doctor’s office. Visits
Under this Plan, there is no requirement to Outpatient d
select a primary care physician (PCP) or to (For Blue Cross Copa_1¥ Vr\]/alve
obtain a referral or prior authorization before Advantage Network If the
visiting an OB/GYN provider. (APPO) participants Care
S Counseling
you must utilize Service is called
hospitals and ervice s calle
providers that are in rsge?\r/itr?
the Advantage servicesg
Network in order to '
get PPO benefits)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. - . L Active Plan :
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Acupuncture After Deductible,
. 100% after $20
e  Covered services must be performed by a 0 TJ e?rv?sit copay
licensed acupuncturist. Copay waived After Deductible, D (,jAﬂe_rbI
If the 50% eductible,
. 100% after $20
Care Counseling cona
Limited to 25 visits per calendar year. Service is called prior (For Blue Cross erF\)/izit
Call the Care Counseling Service at their to receiving services. Advantage Network Cogay waived After
number on the Quick Reference Chart before (APPO) participants, If the Deductible
you receive outpatient non-emergency (For Blue Cross any PPO hospital or Care 500%
treatment (including a procedure, or a test) Advantage Network provider that is not in -
. , - o Counseling
outside of your doctor’s office. (APPO) participants, the Advantage L
. h Service is called
you must utilize Network will be rior to
hospitals and reimbursed at the rsceivin
providers that are in Non-PPO rate) servicesg
the Advantage '
Network in order to
get PPO benefits)

Ambulance Services

¢ Ambulance service within the United
States is covered if it is necessary to
transport you from the place where you
are injured or stricken by illness to the
first hospital where treatment is given.

Ambulance service will be covered only when
the patient’s medical condition requires
paramedic support.

A licensed air ambulance is also covered if
the Fund determines that the location and
nature of the Iliness or Injury made air
transportation cost effective or necessary to
avoid the possibility of serious complications
or loss of life.

After Deductible, $100 copay per trip

$100 copay per trip,
no Deductible

Ambulatory Surgical Center

See the Outpatient (Ambulatory) Surgery Facility row in this Schedule
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

Benefit Description Explanations and Limitations Active Plan Retiree Plan
PPO Non-PPO PPO Non-PPO
Arthroscopy (Outpatient) Hospital _
e MAC (Maximum Allowable Charge) is Ambulatory Surgical Aft;(;()l/)(zdutcg:Ie, Ar;tj)rljl?(:'(;ry H/(Z\sf;t)el';al
the highest amount the Fund will pay. Center: after maxi o up g' - 0
Deductible and $20 ximum of $350. Cente_r. after Deductible, 50%
copay for each In addl_tlon, you are Deductible and up toa
provider, 100% responsible for 100% $20 copay for maximum of
e Have your surgery performed at a PPO ' of any charges above each provider, $350. In
Ambulatory Surgical Center (ASC) in order to Outpatient Hospital $350. 100% addition, you are
receive the highest possible benefit PPO Facility responsible for
reimbursement. After Deductible and Surgical Center Outpatient 100% of any
The Plan will reduce Hospital PPO charges above
e The MAC does not apply to the above $20 copay for each | A oued Charges Facility $350
outpatient procedures if they are performed at | Provider, 100% up to by 50% After
a licensed ambulatory surgical center. vou ai%(e)sop?(.)nsible Deductible and | Surgical Center
e The MAC does not apply to charges from for 100% of any The Plan w_|II then, $20 copay for The Plan will
medical providers including, but not limited | charges above $6,000 after Deductible, pay | each provider, reduce the
to, surgeons, assistant surgeons, 75% of this reduced 100% up to Allowed
anesthesiologists, etc. Co ived if Allowed Charge up $6,000. Charges
, pay waived if the - o
_ _ Care Counseling to a maximum of You.are by 50%
e Amounts that are denied as over the MAC will Service is called prior $350. You are responsible for
not be applied to your annual Out-of-Pocket to receivin servipces responsible for 100% 100% of any The Plan will
limit on cost sharing. g ' of any charges above charges above then, after
e Call the Care Counseling Service at their (For Blue Cross $3%0. 36,000 D%%zlgflihﬁay
number on the Quick Reference Chart before Advantage Network (For Blue Cross Copay waived if | reduced Allowed
you receive outpatient non-emergency (APPO) participants, Advantage Network the Chargeupto a
treatment (including a procedure, or a test) you myst utilize (APPO) participants Care maximum of
outside of your doctor’s office. h%Sp'tilhs ?nd . any PPO hospital or Counseling $350. You are
prot\r/]'e ,eo\rcsjvastazr: n provider that is not in Servicg is called responsible for
Network in order to the Advan.tage prior 'to 100% of any
get PPO benefits) Network will be receiving charges above
reimbursed at the services. $350.

Out-of-Network rate)

Behavioral Health Services (Mental
Health and Substance Abuse Treatment)

Please refer to the section of this document that addresses Mental Health and Substance Abuse benefits that are available for all Participants.

Birthing Center/Facility

See the Maternity Services row of this Schedule.
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. - . L Active Plan :
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Blood Transfusions After Deductible, After Deductible,
0, 0,
e Blood transfusions and blood products 100% S0%
i o s ansoqous |+ Oy sty sy | (orglecios | (For Bl Co
blood dognatti))n (patient’s own bloodg) Call the Care Counseling Service at the Advantage Network | Advantage Network After After
' number on the Quick Reference Chart before | (APPO) participants, | (APPO) participants, Deductible, Deductible,
you receive outpatient non-emergency you must utilize any PPO hospital or 80% 50%
treatment (including a procedure, or a test) hospitals and provider that is not in
outside of your doctor’s office. providers that are in the Advantage
the Advantage Network will be
Network in order to reimbursed at the
get PPO benefits) Non-PPO rate)
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. L . Lo Active Plan X
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Cataract Surgery (Outpatient) : Hospital
Amb(t;lattory ?turglcal After Deductible, Argbul'atolry Hospital
e MAC (Maximum Allowable Charge) is enter after 50% up to a urgica After
he highest amount the Fund will pa Deductible and $20 : Center after . 0
the highes u und will pay. maximum of $350. ; Deductible, 50%
copay for each dditi Deductible and
rovider, 100% In addition, you are $20 copay for uptoa
P ' responsible for 100% 4 maximum of
of any charges above each provider, $350. In
Have your surgery performed at a PPO Outpatient Hospital $350 100% addition : ou are
Ambulatory Surgical Center (ASC) in orderto | After Deductible and res onslit))/le for
receive the highest possible benefit $20 copay for each ; Outpatient b
: - Surgical Center - 100% of any
reimbursement. provider, up to $6,000 . Hospital
The Plan will reduce After $20 charges above
The MAC does not apply to the above o the Allowed Charges er »20 copay $350
outpatient procedures if they are performed at | COPay waived if the by 50% for each
a licensed ambulatory surgical center. Care Counseling provider, up to Surgical Center
Service is called prior . $6,000 .
The MAC does not apply to charges from t0 receiving services. The Plan will then, The Plan will
medical providers including, but not limited after Deductible, pay Copay waived if reduce the
- o ;
to, surgeons, assistant surgeons, You are responsible 75% of this reduced the Allowed
anesthesiologists, etc. 0 Allowed Charge up Charges
for 100% of any to a maximum of Care by 50%
Amounts that are denied as over the MAC will | charges above $6,000 $350. You are Counseling y
lni(rJ]:i?(; spcyél sl,fg ht;)ri)gour annual Out-of-Pocket I,L ?/nobuu:i;mnrot Sgl(J)rt(i)Cz;rll responsible for 100% SerV|cr?0|rst((:)alled The Plan will
9: C { 9 of any charges above prior | then, after
Call the Care Counseling Service at their enter. $350. receiving Deductible, pay
number on the Quick Reference Chart before For Blue C SEIVICES. 75% of this
you receive outpatient non-emergency Aé ort ueN rtoss K (For Blue Cross v reduced Allowed
treatment (including a procedure, or a test) vantage Networ Advantage Network ou_gll'e f Chargeuptoa
outside of your doctor’s office. (APPO) participants, (APPO) participants responsiule for maximum of
you must utilize ' 100% of any

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

any PPO hospital or
provider that is not in
the Advantage
Network will be
reimbursed at the
Non-PPO rate)

charges above
$6,000 if you do
notgotoa
Valued-Based
facility.

$350. You are
responsible for
100% of any
charges above
$350.
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

Benefit Description Explanations and Limitations Active Plan Retiree Plan
PPO Non-PPO PPO Non-PPO
Chemotherapy, Radiation Therapy After Deductible, After Deductible,
; ; . . 100% 50%
and Hemodialysis Benefit payments may vary depending on the
e Chemotherapy drugs and Hemodialysis location in which the services are delivered or (For Blue Cross (For Blue Cross
or Peritoneal Dialysis drugs and supplies received by the patient. For example, if Advantage Network | Advantage Network
administered under the direction of a services are delivered in a Hospital, the - (APPO) participants (APPO) participants After After
Physician in a Hospital, Specialized Hospital Services coverage applies; if it is you must utilize ‘ any PPO hospital or Deductible, Deductible,
Health Care Facility, Physician’s office, delivered at home or in a Physician’s office, hospitals and provider that is not in 100% 50%
or at home.8i see Physician's and Other Health Care providers that are in the Advantage
mgggg;?rgg;é;?sve) in this Schedule of the Advantage Network will be
: Network in order to reimbursed at the
get PPO benefits) Non-PPO rate)
Chiropractic Benefit PPO Chiropractic
visits Non-PPO
$20 copay Chiropractic visits: PPO
per visit (Deductible 100% of Allowed Chiropractic
Chiropractic visits are limited to 25 visits per waived) Charges after a $20 visits
Calendar Year; copay per visit $20 copay Non-PPO
Chiropractic X-ray maximum per Calendar Copay waived i.f the (Deductible waived) per visit Chiroporactor:
Year is $200: and Cgre Qounsellng_ (Deductible 100% of
] ] . ) Service is called prior (For Blue Cross ived Allowed
Chiropractic Medical Supply benefit to receiving services. | Advantage Network waived) Charges after a
maximum per Calendar Year is $50. (APPO) participants, Copay waived if $20 copay
Call the Care Counseling Service at the (For Blue Cross any PPO hospital or ptr?evg:e:;/e : per visit
number on the Quick Reference Chart before Advantage Network provider that is not in Counseling (Deductible
you receive outpatient non-emergency (APPO) participants, the Advantage Service is called waived)
treatment (including a procedure, or a test) you must utilize Network will be rior to
outside of your doctor’s office. hospitals and reimbursed at the rsceivin
providers that are in Non-PPO rate) servicesg
the Advantage '
Network in order to
get PPO benefits)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Non-Medicare eligible

Colonoscopy

e MAC (Maximum Allowable Charge) is
the highest amount the Fund will pay for
services received at a facility that is not a
“Value-Based Facility”.

The MAC only applies to providers in the
state of California. Any surgery outside the
state of California will be subject to normal
surgery benefits.

Have your surgery performed at a PPO
Ambulatory Surgical Center (ASC) in order to
receive the highest possible benefit
reimbursement.

The MAC does not apply to the above
outpatient procedures if they are performed at
a licensed ambulatory surgical center.

The MAC does not apply to charges from
medical providers including, but not limited to,
surgeons, assistant surgeons, anesthesiologists,
etc.

Amounts that are denied as over the MAC will
not be applied to your annual Out-of-Pocket
limit on cost sharing.

Call the Care Counseling Service at their
number on the Quick Reference Chart before
you receive outpatient non-emergency
treatment (including a procedure, or a test)
outside of your doctor’s office.

Active Plan Retiree Plan
PPO Non-PPO PPO Non-PPO
Ambulatory Surgical Hospital Ambulatory
Center: After After Deductible, Surgical Hospital
Deductible, 100% of 50% up to a Center After After
Contracted Rates maximum of $350. Deductible, Deductible, 50%
In addition, you are 100% of uptoa
Outpatient Hospital: | responsible for 100% Contracted maximum of
Up to $1,500 after of any charges above Rates $350. In
Deductible and a $350. addition, you are
$20 copay for each Outpatient responsible for
provider Surgical Center Hospital 100% of any
The Plan will reduce Up to $1,500 charges above
Copay waived the Allowed Charges | after Deductible $350
If the by 50% and a $20 copay
Care Counseling for each Surgical Center
Service is called prior The Plan will then, provider The Plan will
to receiving services. after Deductible, pay reduce the
75% of this reduced Copay waived Allowed
You are responsible Allowed Charge up If the Charges
for 100% of any to a maximum of Care by 50%
charges above $1,500 $350. You are Counseling
if youdonotgotoan | responsible for 100% | Service is called The Plan will
Ambulatory Surgical of any charges above prior to then, after
Center. $350. receiving Deductible, pay
services. 75% of this
(For Blue Cross (For Blue Cross reduced Allowed
Advantage Network Advantage Network You are Chargeuptoa
(APPO) participants, (APPO) participants, responsible for maximum of
you must utilize any PPO hospital or 100% of any $350. You are

hospitals and

provider that is not in

charges above

responsible for

providers that are in the Advantage $1,500 if you do 100% of any
the Advantage Network will be notgotoa charges above
Network in order to reimbursed at the Valued-Based $350.
get PPO benefits) Non-PPO rate) facility.
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Active Plan

Non-Medicare eligible

Corrective Appliances
(Prosthetic & Orthotic Devices, other than
Dental)

Subject to the limitations shown in the
Explanations and Limitations column,
coverage is provided for medically necessary:

e External prosthetic devices to replace a
missing body part.

e Purchase of standard model.

e Replacement is covered only as
necessitated by a physiological change in
the patient that renders the prosthetic non-
functional.

o Medically Necessary repair, adjustment or
servicing of the Prosthetics.

e Cochlear implants and similar internally
implanted prosthetic devices to improve
hearing are covered only for eligible
Dependent children who are born with a
severe congenital hearing deficit.

See the exclusions related to Corrective
Appliances in the Medical Exclusions chapter.

Custom made orthotics that are medically
necessary to treat a symptomatic disorder of
the foot or prevent infection in insulin
dependent diabetic patients are limited to a
maximum benefit of $150 per foot for each
pair of orthotics purchased.

Casts, Splints, Binders, and Braces and other
Medically Necessary orthopedic appliances
and devices are covered unless specifically
excluded.

Jobst Stockings prescribed for vascular
disorders, limited to four pairs per calendar
year.

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

Diabetic Special Services

Diabetes Self-Care instruction provided by a
Registered Dietitian, Certified Diabetes
Educator or other qualified health care
professional with special training in diabetes.

Podiatry services to prevent infection of the
feet in insulin dependent diabetic patients are
specifically covered in the absence of acute
infection.

Call the Care Counseling Service at their
number on the Quick Reference Chart before
you receive outpatient non-emergency
treatment (including a procedure, or a test)
outside of your doctor’s office.

Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, After Deductible,
100% 50%
(For Blue Cross (For Blue Cross
Advantage Network Advantage Network After
(APPO) participants, (APPO) participants, Deductible After
you must utilize any PPO hospital or 100% ' Deductible, 50%
hospitals and provider that is not in
providers that are in the Advantage
the Advantage Network will be
Network in order to reimbursed at the
get PPO benefits) Non-PPO rate)
After Deductible, After Deductible,
100% 50%.
(For Blue Cross (For Blue Cross
Advantage Network Advantage Network
(APPO) participants, (APPO) participants, aAﬂe_rbl aAﬂe_rbl
ou must utilize any PPO hospital or Deductible, Deductible,
y 100% 50%

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

provider that is not in
the Advantage
Network will be
reimbursed at the
Non-PPO rate)

60




SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Active Plan

Non-Medicare eligible

Dialysis

Hemodialysis or peritoneal dialysis drugs
and supplies administered under the
direction of a Physician in a Hospital,
Health Care Facility, Physician’s office or
at home.

Benefit payments may vary depending on the
location in which the hemodialysis or
peritoneal dialysis is performed or received by
the patient.

It is important that individuals with end
stage kidney/renal disease promptly apply
for Medicare coverage, regardless of age.
See also the Coordination of Benefits chapter
that discusses what this Plan pays when you
are also Medicare eligible.

Call the Care Counseling Service at their
number on the Quick Reference Chart before
you receive outpatient non-emergency
treatment (including a procedure, or a test)
outside of your doctor’s office.

Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, After Deductible,
100% 50%
(For Blue Cross (For Blue Cross
Advantage Network Advantage Network
(APPO) participants, (APPO) participants, Afte.r Afte.r
L - Deductible, Deductible,
you must utilize any PPO hospital or
. . : - 100% 50%
hospitals and provider that is not in
providers that are in the Advantage
the Advantage Network will be
Network in order to reimbursed at the
get PPO benefits) Non-PPO rate)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Active Plan

Non-Medicare eligible
Retiree Plan

PPO

Non-PPO

PPO

Non-PPO

Drugs (Outpatient Prescription

Medicines)

Coverage is provided for the following prescription

drugs dispensed by a licensed pharmacist:

e FDA-approved contraceptives;

o Self-injectable drugs;

e Physician administered drugs and infusion drugs
provided under a Home Health program that has
been preapproved (drugs must be obtained through
Specialty program.

e Compounded dermatological preparations
(ointments and lotions that must be prepared by a
pharmacist), Elixir Terpin Hydrate plus codeine
(N.F.) cough mixtures, anti-acids: (aluminum
hydroxide, aluminum hydroxide with magnesium
trisilicate, aluminum and magnesium hydroxide
gel, calcium carbonate, magnesium carbonate
suspension, dihydroxyaluminum aminoacetate),
medically necessary therapeutic vitamins for a
diagnosed condition.

If you have a prescription from your physician, the

following are covered at no charge:

e Aspirin: ages 45 — 79 years;

. Folic acid: females ages 10-55 years;

. Fluoride - for children to age 6;

. Iron supplements: infants up to 1 year in age;

. Medically appropriate FDA-approved smoking
cessation medications (90-day supply).

e Preparation “prep” Products for a Colon
Cancer Screening Test

e Tamoxifen and/or raloxifene

Where the information in this document conflicts

with newly released Health Reform regulations

affecting the coverage of OTC drugs, this Plan will

comply with the new requirements on the date

required.

Retail Drugs: To obtain up to a 30-day supply of
medicine for the copay noted to the right present your
ID card to any In-Network retail pharmacy.

Mail Order (Home Delivery) Drug Service: Mail
order service is the easiest/ least expensive way to
obtain many medications. You get a 90-day supply
for two copays. Have your physician write a
prescription for up to a 90-day supply plus refills. If
you need to take your medication immediately, also
ask for a prescription for a 30-day supply to be
filled at your retail pharmacy. (Processing time for a
new medication may take up to 7 business days to
process once they receive the prescription.) Mail
your prescription with your copay to the
Prescription Drug Plan. The first time you or your
eligible Dependents use the mail service you must
include a patient profile. When you need to order a
refill, you can do so by mail, by telephone or online.
Copays for refills ordered by telephone or online
must be charged to a credit card.

Ten tablets is considered to be a 30-day supply of
any oral drug for the treatment of erectile
dysfunction.

Refills are not covered if dispensed prior to the end
of the prescription’s length of supply, except during
a grace period shortly before the end of the length of
supply. Exception: Vacation supplies are provided.

If you are taking non-formulary medications, talk
with your Physician. Ask if there are alternative
medications available to treat your illness. If
appropriate, ask your Physician if you can try an
alternative. If your Physician has determined that
your non-formulary drug is Medically Necessary, he
or she can request an exception. If approved, you
pay the copay for formulary drugs. Your Physician
should call the Prescription Drug Program at the
phone number on the Quick Reference Chart to
begin this process.

Deductible does not

apply.

If you are taking a
drug that is on the

formulary list:
Retail Drugs

$4 copay

Mail Order Drugs $8

copay

(no charge for FDA
approved formulary

contraceptives)

If you take a drug that

is not on the
formulary list:

You must pay the full
cost for the drug.

Specialty Drugs
purchased at a retail
pharmacy: $20 copay
plus 20% of cost of the

drug

Participant will have
to pay the full cost of
the prescription and
submit a claim to the

Prescription Drug
Program for
reimbursement.
The Plan will

reimburse, after the

applicable copay,

what it would have

paid had the
prescription been

filled at a network
pharmacy. Therefore,
if the drug obtained is

not on the Plan’s

formulary, then there

is no coverage
available.

Deductible does
not apply.

If you are
taking a drug
that is on the

formulary list:
Retail Drugs
$4 copay

Mail Order

Drugs $8 copay
(no charge for
FDA approved

formulary
contraceptives)

If you take a
drug that is not
on the
formulary list:
You will pay the
full cost for the
drug.

Specialty Drugs
purchased at a
retail pharmacy
$20 copay plus
20% of cost of
the drugs

Participant will
have to pay the full
cost of the
prescription and
submit a claim to
the Prescription
Drug Program for
reimbursement.
The Plan will
reimburse, after
the applicable
copay, what it
would have paid
had the
prescription been
filled at a
network
pharmacy.
Therefore, if the
drug obtained is
not on the Plan’s
formulary, then
there is no
coverage
available
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. L . Lo Active Plan X
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Durable Medical Equipment (DME) Replacement for damaged or lost items will
Coverage is provided for: not be covered. ' _
e Rental not to exceed the allowed purchase Internally placed prosthetic dpwces are
price of Durable Medical Equipment; covered under surgery benefits.
e Purchase of standard models is at the Purchase of a wig is covered when hair loss is
option of the Plan Administrator or its the direct result of chemotherapy treatment. After Deductible, After Deductible,
designee; Oxygen and the Medically Necessary 100% 50%
: equipment and supplies required for its
*  Medically Ne_cessary _replacement of the administration is covered. (For Blue Cross (For Blue Cross
Durable Medical Equipment due to a Advantage Network Advantage Network
change in the covered person’s physical Coverage is provided for diabetic glucose (APPO) gartici ants. | (APPO) gartici ants After After
condition or if the equipment cannot be meters. you mEst utiﬁze ' any PPOphospi?aI or’ Deductible, Deductible,
satisfactorily repaired but only if due to Call the Care Counseling Service at their hospitals and provider that is not in 100% 50%
normal wear and tear. number on the Quick Reference Chart for providers that are in the Advantage
e  Medically Necessary repair, adjustment or authorization before you ref:eive Qutpatient the Advantage Network will be
servicing of the Durable Medical non-emergency treatment ('nCl_Ud'ng a Network in order to reimbursed at the
Equipment. procedure, test or durable medical equipment) get PPO benefits) Non-PPO rate)
outside of your doctor’s office.
Following the birth of a child, coverage is
provided for one standard manual or standard
electric breast pump, plus necessary breast
pump supplies. Coverage is available at no
cost from PPO providers.
Emergency Room Facility Emergency room facility services are not
“Emergency Services” as that term is payable subject to an emergency room copay, Emergency Room Emergency Room
defined in this Plan. which will be waived if you were transported
- : $100 copay, $100 copay,
Ancill h h as lab to the Hospital by professional ambulance no Deductible no Deductible
¢ n? ary dc darges (tshucElgS anr x-tray) (you would need to pay the ambulance
performed during the ER or Urgent care copayment), or if you are admitted to the
visit. Hospi : (For Blue Cross (For Blue Cross
ospital directly from the emergency room. Advantage Network Advantage Network Emergency Emergency
e  (See also the Ambulance section of this There i : tt t ori vantage Netw vantage INetw Room Room
schedule.) ere IS no requirement to request prior (APPO) participants, (APPO) participants, $100 copay $100 copay
authorization of an emergency room visit. you must utilize any PPO hospital or Deductibl Deductibl
Also, the Plan will pay a reasonable amount hospitals and provider that is notin | ° —couCtiDi€ no Deductible
for emergency services performed out-of providers that are in the Advantage
network, in compliance with health reform the Advantage Network will be
regulations. See the definition of Allowed Network in order to reimbursed at the
Charge or contact the Trust Fund Office for get PPO benefits) Non-PPO rate)
more details on what the Plan allows as
payment to out-of-network emergency service
providers.
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Enteral Therapy Services

Enteral nutritional therapy provides
nourishment directly (e.g. feeding tube) to
the digestive tract of a person who cannot
ingest an appropriate amount of calories and
nutrients to maintain an acceptable
nutritional status. Enteral nutritional
formula is payable when medically
necessary in the following circumstances:

e When there is a physical or functional
limitation to permitting food to reach
the small bowel which is expected to
last 90 days or more,

e When there is an illness that impairs
the digestion and absorption of food
that is expected to last 90 days or
more, or

e |n certain cases of infants with an
inborn error of metabolism.

Enteral therapy services are covered only

when ordered by a Physician.

Coverage for a home enteral infusion pump
(and associated necessary supplies) is

considered payable when the use of the pump

is medically necessary because the individual
cannot tolerate gravity or syringe feedings or
requires a controlled rate of infusion of the
enteral formula.

Enteral nutritional formula that is not payable

by the Plan includes:

e standardized or specialized infant
formula (e.g., Alimentum, Elecare,
Neocate, and Nutramigen), or baby food

for conditions other than inborn errors of

metabolism or inherited metabolic
diseases, including, but not limited to:
food allergies; multiple protein

intolerances; lactose intolerances; gluten-

free formula for gluten-sensitivity, or
formula for protein, soy or fat digestive
problems.

o food thickeners, dietary and food
supplements including but not limited to
puddings, powders, mixes, vitamins and
minerals; lactose-free products or
products to aid in lactose digestion,

gluten-free food products, high protein or

high carbohydrate products and the like.
e weight-loss or weight-gain foods,
formulas or products; normal grocery
items, low carbohydrate foods,
nutritional supplement puddings,
powders, mixes, vitamins and mineral.

. Non-Medicare eligible
Active Plan X 9
Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, After Deductible,
100% 50%
(For Blue Cross (For Blue Cross
Advantage Network Advantage Network
(APPO) participants, (APPO) participants, éAfte_rbI aAfte_rbI
ou must utilize any PPO hospital or Deductible, Deductible,
y 100% 50%

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

provider that is not in
the Advantage
Network will be
reimbursed at the
Non-PPO rate)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. L . Lo Active Plan X
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Family Plar_lnlnq. R_eDmdUCUVe. e See the specific exclusions related to Drugs,
Contraceptive Services Medicines and Nutrition; Fertility and
e  Sterilization services (e.g., vasectomy, g‘;g;ﬂ:]'gi;olr\‘/lgfrrvniggssiﬁrmgeé;gruii%ic“le
tubal ligation, implant hasE . . .
Pu a -|ga- on, impian S_SUC ash ssure)l chapter. After Deductible, After Deductible,
. rescription contraceptives such as oral . . 100% 50%
birth control pills/patch, injectables (e.g., * Tthe_rlg |st_no co;t-sharl?g fordfebmaF!; 0
Depo-Provera, Lunelle), intrauterine stert .'ga lon when pertormed by (For Blue Cross (For Blue Cross
device (IUD), cervical cap, contraceptive providers. , o Advantage Network | Advantage Network
ring, diaphragm and other injectable e Reversal of surgical sterilization is not (APPO) participants (APPO) participants Aﬂe_r Aﬂe_r
devices covered. RS b ' Deductible, Deductible,
: you must utilize any PPO hospital or 100% 50%
e Oral contraceptives are payable under the | ¢  Treatment of infertility is not covered hospitals and provider that is not in
Prescription Drug Program. (including services to induce pregnancy and providers that are in the Advantage
complications resulting from those services). the Advantage Network will be
e  Call the Care Counseling Service at their Network 'E ordf(_er to reimbursed at the
number on the Quick Reference Chart for get PPO benefits) Non-PPO rate)
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.
Habilitation services
e Health care services that help a person
keep, learn or improve skills and
functioning for daily living. Examples
include therapy for a child who isn’t
Not Covered Not Covered

walking or talking at the expected age.
These services may include physical and
occupational therapy, speech-language
pathology and other services for people
with disabilities in a variety of inpatient
and/or outpatient settings.

Hearing Aids

Hearing aids are payable up to $800 per
device every 48 months.

After Deductible, 90%

90% , no Deductible
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. L . Lo Active Plan X
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Home Health Care e Care must be pursuant to a written Home
o The Plan will provide benefits for Health Care Plan.
Medically Necessary, non-custodial e Maximum number of visits is 100 per
Home Health Care from a licensed home calendar year.
health care agency (or a visiting nurse in e A home health aide must have completed a . .
areas where there are no licensed home home health aide training course and be under Aftgllgi%uztlble, After Igg(g/uctlble,
health care agencies) for services and the supervision of a registered nurse. pay 0
supplies furnished in your home, in e  Each visit by a member of a home health care (For Blue Cross (For Blue Cross
accordance with a written home health team is considered one home health care visit, Advantage Network Advantage Network
care plan. and 4 hours of home health aide service is (APPO) participants (APPO) participants After After
e Covered home health care services considered one home health care visit. you mEst utiﬁze ! any PPOphospi?aI or’ Deductible, Deductible,
include services for part-time or e  Physical therapy, occupational therapy, and hospitals and provider that is not in $10 copay 50%
intermittent skilled nursing care by a speech therapy are covered (subject to the providers that are in the Advantage
registered nurse (R.N.) or licensed limits shown under Rehabilitation Services). the Advantage Network will be
vocational nurse. . EEZ(S:S Rﬁi?ﬁ:g%Izl:]pragssr:aiﬁz\’ti;d' Network in order to reimbursed at the
: et PPO benefits Non-PPO rate
Specialty Pharmacy drugs be obtained g ) )
through the Specialty Pharmacy Program of
the Prescription Drug Manager listed on the
Quick Reference Chart.
e Custodial care is not covered.
Hospice After Deductible, After Deductible,
. . . 100% 50%
e  The Plan will pay for hospice services ° °
provided by a licensed hospice Provider (For Blue Cross (For Blue Cross
Ricc()jgnlzed ag i;ljcg.by.éhg Ce_nters for Advantage Network Advantage Network 100%
eelcare and Ieclosld services Covered for terminally ill Participants (APPO) participants, (APPO) participants, (Deductible is 50% (Deductible
you must utilize any PPO hospital or waived) is waived)
hospitals and provider that is not in
providers that are in the Advantage
the Advantage Network will be
Network in order to reimbursed at the
get PPO benefits) Non-PPO rate)
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Non-Medicare eligible

Laboratory Services (Outpatient)

e  Technical and professional fees
associated with laboratory examinations
authorized by the attending Physician or
surgeon as the result of an injury or
Iiness.

Inpatient Laboratory Services are covered
under the Hospital Services section of this
Schedule of Medical Benefits.

Some laboratory services are payable under
the Wellness benefits in this Schedule.

Lab services are covered under the physician
office copay only when such services are
obtained, processed and interpreted within the
Physician’s office. Lab services obtained in
the physician's office but sent to a free-
standing lab for processing (e.g. Pap smear,
blood for a chemistry panel, wound culture)
require the separate lab copay. Lab services
obtained by a free-standing lab require the
separate lab copay per date of service (unless
the service is preauthorized by the Care
Counseling Service).

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

Active Plan :
Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, $20
copay per procedure After

Copay waived if the After Deductible, Deductible, $20

. 50% copay per
Care Counseling

procedure

Service is called prior
to receiving services.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

Copay waived if
the
Care
Counseling
Service is called
prior to
receiving
services.

After
Deductible,
50%
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Non-Medicare eligible

Maternity Services

e  Hospital and Birth (Birthing) Center
charges and Physician and Certified
Nurse Midwife fees for medically
necessary maternity services.

Hospital Length of Stay for Childbirth:
Under federal law, group health plans, like
this Plan, generally may not restrict benefits
for any hospital length of stay in connection
with childbirth for the mother or the newborn
child to less than 48 hours following a vaginal
delivery, or less than 96 hours following a
cesarean section. However, the Plan may pay
for a shorter stay if the attending physician,
after consultation with the mother, discharges
the mother or newborn earlier. In addition, the
Plan may not, under federal law, require that a
Physician obtain authorization for prescribing
a length of stay of up to 48 hours (or 96
hours).

Elective induced abortion is covered only
when the attending Physician certifies that the
mother’s health would be endangered if the
fetus were carried to term, or where medical
complications arise from an abortion.

Under this Plan, there is no requirement to
select a primary care physician (PCP) or to
obtain a referral or prior authorization before
visiting an OB/GYN provider.

Active Plan :
Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible,
100%
(For Blue Cross .
Advantage Network After Deductible, Afte_r
e 50% Deductible,
(APPO) participants, 80%

you must utilize
hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

No charge for many
screening services
necessary for prenatal
care. See the
Preventive Services
Row.

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

No charge for
many screening
services
necessary for
prenatal care.
See the
Preventive
Services Row.

After
Deductible,
50%
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Nondurable Supplies

Coverage is provided for medically
necessary nondurable supplies dispensed
and used by a Physician or health care
practitioner in conjunction with treatment
of the covered individual.

Coverage is provided for up to a 31-day
supply of home/personal use:

Sterile surgical supplies used
immediately after surgery.

Supplies needed to operate or use
covered Durable Medical Equipment
or Corrective Appliances.

Supplies needed for use by skilled
home health or home infusion
personnel, but only during the
course of their required services.
Colostomy supplies.

Diabetic drugs and supplies
including insulin, syringes, needles,
sugar test tablet, sugar test tape,
acetone test tablets, blood glucose
testing strips, urine diagnostic strips
and sterile lancets.

To determine what Nondurable Medical
Supplies are covered, see the definition of
“Nondurable Supplies” in the Definitions
chapter.

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

. Non-Medicare eligible
Active Plan ; 9
Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, After Deductible,
100% 50%
(For Blue Cross (For Blue Cross
Advantage Network Advantage Network
(APPO) participants, (APPO) participants, aAﬂe.rbl aAﬂe.rbl
ou must utilize any PPO hospital or Deductible, Deductible,
y 100% 50%

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

provider that is not in
the Advantage
Network will be
reimbursed at the
Non-PPO rate)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Non-Medicare eligible

Oral, Craniofacial Services
e Accidental Injury to Teeth/Jaw

Subject to all other provisions of the Plan,
expenses unreimbursed by the Participant’s
Dental Plan will be subject to benefits for the
following expenses:

e charges related to treatment of an injury to
the jaw or teeth provided treatment occurs
within six months after the date of an
accident applied without respect to when
the individual is enrolled in the Plan;

e charges in connection with teeth, gums, or
alveolar processes are covered only for
Medically Necessary care and treatment of
tumors;

e charges for general anesthesia and
associated facility charges for children
under age seven, developmentally disabled
individuals, or people with underlying
medical conditions that require general
anesthesia in order to safely perform the
dental procedure.

Treatment of Temporomandibular Joint
Disorder is specifically not covered under this
benefit.

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient non-
emergency treatment (including a procedure,
test or durable medical equipment) outside of
your doctor’s office.

Active Plan X
Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, After Deductible,
100% 50%
(For Blue Cross (For Blue Cross
Advantage Network Advantage Network
(APPO) participants, (APPO) participants, aAﬂe.rbl aAﬂe.rbl
ou must utilize any PPO hospital or Deductible, Deductible,
y 100% 50%

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

provider that is not in
the Advantage
Network will be
reimbursed at the
Non-PPO rate)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

Benefit Description Explanations and Limitations Active Plan Retiree Plan
PPO Non-PPO PPO Non-PPO
Outpatient Ambulatory Surgery After Deductible,
Facility After Deductible, $20 The Plan will reduce
e Ambulatory (Outpatient) Surgical Facility copay the Allowed Charges
(e.g. surgicenter, same day surgery, each provider by 50% After After
outpatient surgery). Deductible, $20 | Deductible, the

Physician fees payable under the
Physician services section of this
Schedule of Medical Benefits.

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

If prior authorization is not obtained before an
elective surgery the Plan will pay only 75% of
its usual reimbursement for the facilities
charges.

Copay waived if the
Care Counseling
Service is called prior
to receiving services.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

The Plan will then
pay 75% of this
reduced Allowed

Chargeuptoa
$350/day maximum.

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

copay
each provider

Copay waived if
the
Care
Counseling
Service is called
prior to
receiving
services.

Plan will reduce
the Allowed
Charges
by 50%

The Plan will
then pay 75%
of this reduced
Allowed
Charge up to
$350/day
maximum
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Non-Medicare eligible

Outpatient Hospital Services

Arthroscopy, cataract surgery and
colonoscopies at an outpatient Hospital have a
MAC (Maximum Allowable Charges). Please
see the appropriate row in this Summary of
Benefits for the MAC on each procedure.
Amounts denied as over the MAC will not
accumulate to your Out-of-Pocket Limit on
cost sharing.

Call the Care Counseling Service at their
number on the Quick Reference Chart before
you receive outpatient non-emergency
treatment (including a procedure, or a test)
outside of your doctor’s office.

Radiology (X-Ray)

Technical and professional fees
associated with diagnostic services for x-
ray and imaging procedures authorized by
the attending Physician or surgeon as the
result of an injury or illness.

Covered only when ordered by a Physician or
Health Care Practitioner.

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

Active Plan X
Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible,
50%
After Deductible, $20 After
copay Outpatient surgery in Deductible
each provider a Hospital: The Plan After 50% '
will reduce the =\ ey ctible, $20
Copay waived if the Allowed Charges cona ' Outpatient
Care Counseling by 50% any pay each ?ozi der sur gr ina
Service is called prior up to a maximum of P Hosg itgl' the
to receiving services. $350. You are C ivedif | PI p_” ) d
responsible for 100% opay \;]valve : arr: VX“ re gce
(For Blue Cross of any charges above éa?e t ?:haroz\;e
Advantage Network $350. ; o 9
(APPO) participants Counseling by 50% up to a
R Service is called maximum of
you must utilize (For Blue Cross rior to $350. You are
hospitals and Advantage Network rcE.]ceivin res ohsible for
providers that are in (APPO) participants, servicesg 1(?00/ of an
the Advantage any PPO hospital or ' char (e)s aboele
Network in order to provider that is not in 3350
get PPO benefits) the Advantage '
Network will be
reimbursed at the
Non-PPO rate)
After Deductible, $20
copay
each provider After Deductible, After
Copay waived if the Deductible, $20
. 50% copay
Care Counseling each orovider
Service is called prior P
to receiving services (For Blue Cross
g ' Advantage Network | Copay waived if After
(APPO) participants, the Deductible,
(For Blue Cross any PPO hospital or Care 50%
Advantage Network ider that i . C i
(APPO) participants provider that is not in ounseling
RS the Advantage Service is called
you must utilize h :
- Network will be prior to
hospitals and imbursed at th .
roviders that are in reimbursed at the receiving
P Non-PPO rate) services.

the Advantage
Network in order to
get PPO benefits)
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Non-Medicare eligible

Reconstructive Services and Breast

Reconstruction After Mastectomy

This Plan complies with the Women’s
Health and Cancer Rights Act
(WHCRA) that states for any covered
individual who is receiving benefits in
connection with a mastectomy and who
elects breast reconstruction in connection
with it, coverage will be provided in a
manner determined in consultation with
the attending physician and the patient,
including:

reconstruction of the breast on which
the mastectomy was performed;
surgery and reconstruction of the
other breast to produce a
symmetrical appearance; and
prostheses and physical
complications for all stages of
mastectomy, including
lymphedemas.

See the exclusions related to Cosmetic
Services (including Reconstructive Surgery)
in the Exclusions chapter. Most Cosmetic and
Dental services are excluded from coverage.

Reconstructive Surgery is covered only if such
procedures or treatment are intended to
improve bodily function and/or to correct
deformity resulting from disease, infection,
trauma, or congenital anomaly or prior
covered therapeutic procedure that causes a
functional defect.

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

Elective Hospitalization is subject to prior
authorization (unless you are eligible for
Medicare). See the Utilization Review chapter
for details.

If prior authorization is not obtained before a
non-emergency admission (other than the
federally required stays following childbirth)
or an elective surgery the Plan will pay only
75% of its usual reimbursement for the
facility charge.

Active Plan X
Retiree Plan
PPO Non-PPO PPO Non-PPO
- After
After Deductible, Deductible,
Outpatient Hospital .
The Plan will reduce Oﬁgps)aﬂg?t
i ductibl the Allowed Charges h Ip il
After Deductible, by 50% up to At T edP ant\;]w
- er reduce the
Outpatient Surgical $350/day maximum Deductible, Allowed
Facility . . Charges
$20 copay Outpaltzlggit”f;rglcal Outpatient by 50% up to a
(nattonso e 20 | e planwiscuce | S| S0y
pay , the Allowed Charges y
surgeon’s fee) by 50% $20 copay
(in addition to Outpatient
Copmue | eem e | oS00 | S
are C g pay 75% of this , v
Service is called prior surgeon’s fee) The Plan will
to receiving services reduced Allowed reduce the
g ' Chargeuptoa -
- Copay waived if Allowed
Inpatient maximum of $350. the Charges
After Beductible You are responsible Care b 530/
100% ’ for 100% of any Counselin Y
0 charges above $350. UNSEling .
Service is called The Plan will
i 0,
Advantage Network Inpatient wooing | e recued
g After Deductible, -
(APPO) participants, 50% services. Allowed Charge
you must utilize uptoa
hospitals and Inpatient maximum of
- - (For Blue Cross
oS DU | pdaago e | o AL | S0 Youe
Network in ordger to (APPO) participants, 80% ’ 1(?0% of an
et PPO benefits) any PPO hospital or charges aboele
g provider that is not in 2350
the Advantage '
Network will be Inpatient
reimoursed f‘;tg)‘e After deductible,
80%
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. - . L Active Plan :
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Rehahilitation Services (Cardiac Cardiac and/or Pulmonary Rehabilitation After Decuctible, $20
copay
and Pulmonary) programs must be ordered by a Physician. each provider
e Cardiac Rehabilitation is available to P i After
e ) The Maximum Plan Benefit for Cardiac o After Deductible, Deductible. $20
those individuals who have had cardiac Rehabilitation is limited to a combined Copay waived if the 50% copay.
(heart) surgery or a heart attack pay

(myocardial infarction or M.1.).

e Pulmonary Rehabilitation is available to
those individuals who are able to actively
participate in a Pulmonary Rehabilitation
program which is likely to improve their
pulmonary function, as determined by the
Plan Administrator or its designees.

e  Benefits are subject to the limitations and
Maximum Plan Benefit shown in the
Explanations and Limitations column to
the right.

maximum of 25 visits per calendar year.

The Maximum Plan Benefit for Pulmonary
Rehabilitation a combined maximum of 25
treatments per lifetime

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

Habilitation services are not covered.

Care Counseling
Service is called prior
to receiving services.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

each provider

Copay waived if
the
Care
Counseling
Service is called
prior to
receiving
services.

After
Deductible,
50%
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Non-Medicare eligible

Rehabilitation Services
(Physical, Occupational & Speech

Therapy)

e  Short term active, progressive
Rehabilitation Services (Occupational,
Physical, or Speech Therapy) following
an acute injury or illness and provided by
a licensed:

e  Physical Therapist
e  Occupational Therapist
e  Speech Therapist

e All benefits are subject to the limitations
and the Limited Overall Maximum Plan
Benefits shown in the Explanations and
Limitations column.

Inpatient Rehabilitation services in an acute
Hospital, rehabilitation unit or facility or
Skilled Nursing Facility may be covered for
short term, active, progressive Rehabilitation
Services that cannot be provided in an
outpatient or home setting. Any admission
requires prior authorization (unless you are
eligible for Medicare). See the Utilization
Review chapter for details.

Maintenance Rehabilitation and coma
stimulation services are not covered. See
specific exclusions relating to Rehabilitation
in the Exclusions chapter and the definition of
Maintenance Rehabilitation in the Definitions
chapter.

Rehabilitation services are covered only when
ordered by a Physician.

The Plan covers a maximum of 25 visits for
Rehabilitation Services per calendar year.
Visits in excess of 25 MUST be authorized in
advance by the Care Counseling Service.

Call the Care Counseling Service at their
number on the Quick Reference Chart for
authorization before you receive outpatient
non-emergency treatment (including a
procedure, test or durable medical equipment)
outside of your doctor’s office.

No benefits will be provided for pervasive
developmental delay, learning disabilities or
services that are primarily provided to
enhance academic achievement in Dependent
Children.

Active Plan :
Retiree Plan
PPO Non-PPO PPO Non-PPO
After Deductible, $20
copay
each provider
After Deductible, Deduéﬁ?l; $20
Copay waived if the 50% '
copay

Care Counseling
Service is called prior
to receiving services.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

each provider

Copay waived if After
the Deductible,
Care 50%
Counseling
Service is called
prior to
receiving
services.
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. . . Lo Active Plan X
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Routine Total Hip Replacement Value ?asedﬁPPO
Facility After
Surger _ _ The MAC only applies to providers in the Deductible, 100% Value Based
¢  MAC (Maximum Allowable Charge) is state of California. Any surgery outside the . PPO Facility
the highest amount the Fund will pay. state of California will be subject to normal PPO Facility (but not After Deductible, After
surgery benefits. i, i
gery ' ' aVaIu_e_Based 50% up to $30,000 Deduci)tlble,
Amounts denied as over the MAC will not facility) 80%
accumulate to your Out-of-Pocket limit on After Deductible, Up . After
cost sharing. 0 $30,000 In addition, You are PI(DkgjtFr?gt”:y Deductible,
Have your surgery done at a PPO Value- . responsible for 100% 50% up to
oI . - You are responsible Value-Based
Based Facility in order to receive the highest of any charges above . $30,000
. L for 100% of any facility)
possible benefit reimbursement. $30,000
charges above After
Find a Value-Based Site by calling the Care $30,000 if you do not Deductible, Up .
Counseling Service at the number listed on go to a Valued-Based (For Blue Cross to $30,000 In addition, You
the Quick Reference Chart. facility Advantage Network are responsible
] o . ] (APPO) participants, You are for 100% of any
Electl\{e H_ospltallzatlon is subj(_ec_t to prior any PPO hospital or ) charges above
authorization (unless you are eligible for (For Blue Cross ; i : responsible for
- ouart ' provider that is not in o $30,000
Medicare). See the Utilization Review Advantage Network 100% of any

chapter for details.

If prior authorization is not obtained before an
elective surgery the Plan will pay only 75% of
its usual reimbursement for the facilities
charges.

(APPO) participants,
you must utilize
hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

the Advantage
Network will be
reimbursed at the
Non-PPO rate)

charges above
$30,000 if you
donotgotoa
Valued-Based
facility
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. - . L Active Plan :
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Routine Total Knee Replacement Value FasedﬁPPO
Facility After
surger The MAC only applies to providers in the Deductible, 100% Value Based
e  MAC (Maximum Allowable Charge) is state of California. Any surgery outside the PPO Facility
the highest amount the Fund will pay. state of California will be subject to normal PPO Facility (but not After Deductible, After
surgery benefits. a Value-Based 50% up to $30,000 Deductible,
Amounts denied as over the MAC will not facility) 80%
accumulate to your Out-of-Pocket limit on After Deductible, Up After
cost sharing. to $30,000 In addition, You are PPO Facility -
- Deductible, 50%
responsible for 100% (but not a
Have your surgery done at a PPO Value- . up to $30,000
A . . You are responsible of any charges above Value-Based
Based Facility in order to receive the highest )
A o for 100% of any $30,000 facility)
possible benefit reimbursement.
charges above After In additi
Find a Value-Based Site by calling the Care $30,000 if you do not (For Blue Cross Deductible, Up ”j ion,
Counseling Service at the number listed on go to a Valued-Based | Advantage Network to $30,000 ou.glre ;
the Quick Reference Chart. facility (APPO) participants, O of e
. 0
Elective Hospitalization is subject to prior any PPO hospital or You are charges aboye
authorization (unless you are eligible for (For Blue Cross provider that isnotin | responsible for $30.000
Medicare). See the Utilization Review Advantage Network the Advantage 100% of any '

chapter for details.

If prior authorization is not obtained before an
elective surgery the Plan will pay only 75% of
its usual reimbursement for the facilities

(APPO) participants,
you must utilize
hospitals and
providers that are in

Network will be
reimbursed at the
Non-PPO rate)

charges above
$30,000 if you
donotgotoa
Valued-Based

h the Advantage facility
charges. Network in order to
get PPO benefits)
Skilled Nursing Facility (SNF) or After Deductible, After Deductible,
Subacute Facility Admission to a Skilled nursing facility or 100% 50%
. . . Subacute facility requires Prior Authorization.
* Isnkﬁﬁte'gnﬁl{]erzﬁnbéI;:tggi?ir;; ?;v’:l(;%s aartea See the Utilization Review chapter for details. AéFortBlueNCrtoss . AéFortBIueNCrtoss }
\vantage Networ vantage Networ
covered only for short term, active, Services must be ordered by a Physician. To (APPO) garticipants (APPO) garticipants Afte_r Afte.r
i habilitati ices that determine if a facility is a skilled nursing e ; ' Deductible, Deductible,
progressive renanilitation services tha you must utilize any PPO hospital or 80% 50%

cannot be provided in an outpatient or
home setting.

facility, see the Definitions chapter of this
document.

hospitals and
providers that are in

provider that is not in
the Advantage

Skilled Nursing Facility confinement is the Advantage Network will be
payable up to 100 days per calendar year. Network in order to reimbursed at the
get PPO benefits) Non-PPO rate)

Spinal Manipulation Services

See the Chiropractic Benefit row of this Schedule.
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

. Non-Medicare eligible
. - . L Active Plan :
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Transplants (Organ and Tissue): Office Visit
C . ided onlv for eligibl After Deductible,
. overage is provided only for eligible 100% after $20 copay
services directly related to non- ) ) )
exper|mgntal transplants of human ' Transp_lan_t services are Sl_Jk?jeC_t to prior Inpatient Hospital
organs, tissue or bone marrow including authorization. See the Utilization Review Visit: After Deductible
facility and professional services, FDA chapter for details. C 100% '
approved drugs, and Medically Necessary The transplant must be performed in a major
equipment and supplies. medical center approved by the Federal Surgery and
e Reasonable and necessary medical government or the appropriate state agency to Anesthesiology
expenses incurred by a donor who is perform the transplant. services (Inpatient)
covered by this Plan, are payable without The Limited Overall Maximum Plan Benefit After Deductible,
any Deductibles and Coinsurance for all expenses of a person(s) who donate 100% :
- After Deductible,
applicable to those expenses. an organ(s) or tissue to the Plan Participant 50%
e  Reasonable and necessary medical is $25,000. Benefits are limited to reasonable Surgery_ and
expenses incurred by a donor who is not charges for medical services incurred by the Anesthesiology (For Blue Cross
covered by this Plan, are payable without donor of an organ or tissue or the search fora | services (Outpatient) Advantage Network
any Deductibles and Coinsurance bone marrow match and only to the extent that After Deductible, (APPO) participants After After
applicable to those expenses, but only to the services are not covered by the donor’s 100% after $20 copay any PPO hospital or Deductible, Deductible,
own medical coverage. to each provider 80% 50%

the extent the donor is not covered by
the donor’s own insurance or health
care plan.

Transplant Related Travel Benefit: When
preapproved by the Trust Fund Office, travel
expenses for one family member will be
covered with reimbursement up to the IRS
maximum daily amount allowed by the IRS as
a deduction of a medical expense.

See the specific exclusions related to
Experimental and Investigational Services and
Transplants in the Exclusions chapter. For
Plan Participants who serve as a donor, donor
expenses are not payable unless the person
who receives the donated organ/tissue is a
person covered by this Plan.

Outpatient Copay
waived
if the
Care Counseling
Service is called prior
to receiving services.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in

the Advantage
Network in order to

get PPO benefits)

provider that is not in
the Advantage
Network will be
reimbursed at the
Non-PPO rate)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

. Non-Medicare eligible
. L . Lo Active Plan X
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO
Urgent Care Facility Urgent Care Facility
After Deductible, $20
copay Urgent Care
After Deductible, Facility
Copay waived if the 50% After
Care Counseling Deductible, $20
. . . Service is called prior (For Blue Cross copay
Call the Care Counseling Service at their to receiving services Advantage Network
number on the Quick Reference Chart before (APPO) participants, | Copay waived if Afte.r
you receive outpatient non-emergency (For Blue Cross any PPO hospital or the Deducotlble,
treatment (including a procedure, or a test) Advantage Network | provider that is not in Care 50%
outside of your doctor’s office. (APPO) participants, the Advantage Counseling
you must utilize Network will be Service is called
hospitals and reimbursed at the prior to
providers that are in Non-PPO rate) receiving
the Advantage services

Network in order to
get PPO benefits)
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description

Explanations and Limitations

Active Plan

Non-Medicare eligible
Retiree Plan

PPO

Non-PPO

PPO

Non-PPO

Weight Management

Surgical treatment of morbid obesity may
be covered if preauthorized and approved
by Utilization Review Company as
Medically Necessary.

Elective Hospitalization is subject to prior
authorization (unless you are eligible for
Medicare). See the Utilization Review
chapter for details.

If prior authorization is not obtained
before a non-emergency admission or an
elective surgery, the Plan will pay only
75% of its usual reimbursement for the
facilities charges.

As a preventive benefit in compliance with
Health Reform, the Plan covers:

For adults (1) with a body mass index of 30
kg/m2 or higher, OR (2) who are overweight
(defined as a BMI of 25 to 29.9 kg/m2) or
obese (BMI of 30 kg/m2 or higher) AND
have additional cardiovascular disease
(CVD) risk factors, the Plan covers
Physician prescribed intensive behavioral
counseling interventions (up to a combined
limit of 26 individual or group visits per 12-
month period by a PPO provider).

For children age 6 years and older with
obesity, the Plan covers intensive
behavioral counseling interventions to
promote improvement in weight status at
the visit frequency recommended by the
child’s PPO pediatrician.

The term “morbid obesity” means the presence of
morbid obesity that has persisted for at least 5 years,
defined as either:
e  body mass index exceeding 40; or
e  BMI greater than 35 in conjunction with ANY
of the following severe co-morbidities:
1. coronary heart disease; or
2. type 2 diabetes mellitus; or
3. clinically significant obstructive sleep
apnea (as determined by the Plan
Administrator or its designee); or
4. high blood pressure/hypertension (blood
pressure greater than 140 mmHg systolic
and/or 90 mmHg diastolic despite
optimal medical management); AND
Individual has completed growth (18 years of age or
documentation of completion of bone growth);
AND
Individual has participated in a physician-
supervised nutrition and exercise program
(including dietician consultation, low calorie diet,
increased physical activity, and behavioral
modification), documented in the medical record.
This nutrition and exercise program must meet ALL
of the following criteria:
Participation in nutrition and exercise program
must be supervised and monitored by a physician
working in cooperation with dieticians and/or
nutritionists; AND
Nutrition and exercise program must be 6 months
or longer in duration; AND
Nutrition and exercise program must occur within
the two years prior to surgery; AND
Participation in physician-supervised nutrition and
exercise program must be documented in the
medical record by an attending physician who does
not perform bariatric surgery. Note: A physician’s
summary letter is not sufficient documentation.

Preventive screening
and Counseling:
100%

Office Visit
After Deductible,
100% after $20 copay

Inpatient Hospital
Visit: After
Deductible, 100%

Surgery and
Anesthesiology
services (Inpatient)
After Deductible,
100%

Surgery and
Anesthesiology
services (Outpatient)
After Deductible,
100% after $20 copay
to each provider

Outpatient Copay
waived
If the
Care Counseling
Service is called prior
to receiving services.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

After Deductible,
50%

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

Preventive
Screening and
Counseling:
100%

After
Deductible,
80%

After
Deductible,
50%
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. L . Lo Active Plan X
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO

Preventive Care for Children
Covered Services include but are not limited to:
e Newborn screening lab tests (typically payable as part of hospitalization at birth);
e At least 11 office visits payable during first 30 months of age, then annual office visits are

payable from age 3 years through age 21 years;

Hemoglobin and lead blood tests in first year of life;

Iron supplementation for asymptomatic children age 6 to 12 months who are at increased risk for

iron deficiency anemia;

Tuberculosis (TB) skin test in first year of life; In-Network

Hemoglobin blood test in second year of life; Preventive Services

. . o . . that are required to be .
Childhood immunizations that are FDA approved and in accordance with the CDC After Deductible,
recommendations for children in the US; covered under Health 50% In-Network
’ Care Reform will be :
Preventive

e  Prophylactic ocular topical medication for all newborns for the prevention of gonorrhea;
e  Syphilis screening for adolescents at increased risk; and

e  Oral fluoride supplementation.

See row titled “Weight Management” for coverage of obesity screening and intensive counseling and

behavioral interventions to promote sustained weight loss.

The wellness/preventive services payable by this Plan are designed to comply with Health Reform

regulations and the current recommendations of the United States Preventive Services Task Force

(USPSTF), the Health Resources and Services Administration (HRSA), and the Centers for Disease

Control and Prevention (CDC). This website lists the types of payable preventive services, including

immunizations: http://www.healthcare.gov/law/about/provisions/services/lists.html with more details

at https://www.uspreventiveservicestaskforce.org/Page/Name/recommendations

e When both preventive services and diagnostic or therapeutic services occur at the same visit, you
pay the cost share for the diagnostic or therapeutic services but not for the preventive services.

e When a preventive visit turns into a diagnostic or therapeutic service in the same visit, the
diagnostic or therapeutic cost share will apply.

e Preventive services are considered for payment when billed under the appropriate preventive
service codes (benefit adjudication depends on accurate claim coding by the providers). The Plan
will use reasonable medical management techniques - such as age, location for service and test
frequency - for consideration of payable preventive services. Services not covered under the
wellness benefit may be covered under another portion of the medical plan.

Please contact the Fund Office for a full “member friendly” description of your preventive care

benefits.

payable at 100%, no
Deductible.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

Services that
are required to
be covered
under Health
Care Reform
will be payable
at 100%, no
Deductible.

After deductible,
50%
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SCHEDULE OF MEDICAL BENEFITS
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Non-Medicare eligible

. - . L Active Plan :
Benefit Description Explanations and Limitations Retiree Plan
PPO Non-PPO PPO Non-PPO

Preventive Care for Men
(Payable without regard to gender assigned at birth or current gender status.)
Covered Services include but are not limited to:

Abdominal aortic aneurysm screening;

Colonoscopy at a Value Based Site, sigmoidoscopy or fecal occult blood test;

Bowel prep medlcat!on prescrlb.ed for use prior to a screening colonoscopy; In-Network

Polyps removed during a screening colonoscopy; Preventive Services

Four blood tests for (_:holeste_zrol{llpld, blood sugar, HIV, syphilis; and that aredrqulredHto Iktjrf After Deductible,

CDC recommended immunizations. COvered under riea 50% In-Network
See row titled “Weight Management” for coverage of obesity screening and intensive counseling and | Care Reform will be Preventive

behavioral interventions to promote sustained weight loss.

The wellness/preventive services payable by this Plan are designed to comply with Health Reform
regulations and the current recommendations of the United States Preventive Services Task Force
(USPSTF), the Health Resources and Services Administration (HRSA), and the Centers for Disease
Control and Prevention (CDC). This website lists the types of payable preventive services, including
immunizations: http://www.healthcare.gov/law/about/provisions/services/lists.html with more details
at https://www.uspreventiveservicestaskforce.org/Page/Name/recommendations

When both preventive services and diagnostic or therapeutic services occur at the same visit, you
pay the cost share for the diagnostic or therapeutic services but not for the preventive services.
When a preventive visit turns into a diagnostic or therapeutic service in the same visit, the
diagnostic or therapeutic cost share will apply.

Preventive services are considered for payment when billed under the appropriate preventive
service codes (benefit adjudication depends on accurate claim coding by the providers). The Plan
will use reasonable medical management techniques - such as age, location for service and test
frequency - for consideration of payable preventive services. Services not covered under the
wellness benefit may be covered under another portion of the medical plan.

Please contact the Fund Office for a full “member friendly” description of your preventive care
benefits.

payable at 100%, no
Deductible.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

Services that
are required to
be covered
under Health
Care Reform
will be payable
at 100%, no
Deductible.

After deductible,
50%
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SCHEDULE OF MEDICAL BENEFITS

This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and could result in balance billing to you.

Benefit Description Explanations and Limitations

Active Plan

Non-Medicare eligible
Retiree Plan

PPO

Non-PPO

PPO

Non-PPO

Preventive Care for Women (including pregnant women)
(Payable without regard to gender assigned at birth or current gender status.) See row titled “Weight
Management” for coverage of obesity screening and intensive counseling and behavioral
interventions to promote sustained weight loss. Covered Services include but are not limited to:
e \Well-woman office visits, and the following when part of well-woman visit:
- HPV testing for women 30 and older with normal Pap smear results once every 3 years;
- Counseling for sexually transmitted infections;
- Screening and counseling for interpersonal and domestic violence;
Anemia screening on routine basis;
Screening mammogram for breast cancer;
Pap smear and Chlamydia, Gonorrhea, HIV, syphilis screening;
Osteoporosis screening x-ray;
Colonoscopy at a Value Based Site, sigmoidoscopy or fecal occult blood test;
Bowel prep medication prescribed for use prior to a screening colonoscopy;
Polyps removed during a screening colonoscopy;
Five blood tests for cholesterol/lipid, blood sugar, gonorrhea, syphilis, HIV;
BRCA 1 and 2 lab test with family history of breast cancer; and

CDC recommended immunizations.

The wellness/preventive services payable by this Plan are designed to comply with Health Reform
regulations and the current recommendations of the United States Preventive Services Task Force
(USPSTF), the Health Resources and Services Administration (HRSA), and the Centers for Disease
Control and Prevention (CDC). This website lists the types of payable preventive services, including
immunizations: http://www.healthcare.gov/law/about/provisions/services/lists.html with more details
at https://www.uspreventiveservicestaskforce.org/Page/Name/recommendations or
http://www.hrsa.gov/womensguidelines/).

o When both preventive services and diagnostic or therapeutic services occur at the same visit, you
pay the cost share for the diagnostic or therapeutic services but not for the preventive services.
When a preventive visit turns into a diagnostic or therapeutic service in the same visit, the
diagnostic or therapeutic cost share will apply.

e Preventive services are considered for payment when billed under the appropriate preventive service
codes (benefit adjudication depends on accurate claim coding by the providers). The Plan will use
reasonable medical management techniques - such as age, location for service and test frequency -
for consideration of payable preventive services. Services not covered under the wellness benefit
may be covered under another portion of the medical plan.

Please contact the Fund Office for a full “member friendly” description of your preventive care
benefits.

In-Network
Preventive Services
that are required to be
covered under Health
Care Reform will be
payable at 100%, no
Deductible.

(For Blue Cross
Advantage Network
(APPO) participants,

you must utilize

hospitals and
providers that are in
the Advantage
Network in order to
get PPO benefits)

After Deductible,
50%

(For Blue Cross
Advantage Network
(APPO) participants,
any PPO hospital or
provider that is not in

the Advantage

Network will be

reimbursed at the

Non-PPO rate)

In-Network
Preventive
Services that
are required to
be covered
under Health
Care Reform
will be payable
at 100%, no
Deductible.

After deductible,
50%
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MENTAL HEALTH AND SUBSTANCE ABUSE BENEFITS

The benefits described on this page are provided to all eligible Active Participants in this Trust Fund
and their eligible Dependents regardless of whether they are enrolled in the Blue Cross Network
(PPO) or Blue Cross Advantage Network (APPO), and to Retired Participants and their eligible
Dependents enrolled in the Blue Cross Network (PPO) or Blue Cross Advantage Network (APPO)
Plans only.

Schedule of Mental Health and Substance Abuse Benefits
for Active Employees and their Dependents

Beat It!
(Contract PPO
Providers)

Anthem
(Contract PPO
Providers)

Non-PPO Providers

Annual Deductible for families that
participate in the Anthem Blue Cross
Advantage Network (APPO) Plan

The Deductible is the amount you
must pay each calendar year before
the Plan pays benefits. The amount
applied to the Deductible is the
lesser of billed charges or the
amount considered to be allowed
under this Plan.

(Note that both Medical and Mental
Health/Substance Abuse covered
services accumulate to meet the
same annual deductible)

None

$500 per Individual
per calendar year
$1,000 per Family
per calendar year

None

Annual Deductible for families that
DO NOT participate in the Anthem
Blue Cross Advantage Network
(APPO) Plan

The Deductible is the amount you
must pay each calendar year before
the Plan pays benefits. The amount
applied to the Deductible is the
lesser of billed charges or the
amount considered to be allowed
under this Plan.

(Note that both Medical and Mental
Health/Substance Abuse covered
services accumulate to meet the
same annual deductible)

None

$1,000 per Individual or $1,000 per Family
per calendar year

The $1,000 annual Deductible applies to all
eligible charges (PPO and Non-PPQ) except
for PPO Preventive Care that is required to
be covered under Health Reform and
outpatient Prescription Drugs.

Hospital Emergency Room

$100 Copay per
visit (copay

waived if admitted

or under certain
other conditions),

then Plan pays
100% of Covered

EXxpenses.

After applicable Deductible met, you pay a
$100 Copay per visit (copay waived if
admitted or under certain other conditions),
then Plan pays 100% of Covered Expenses.

If you are admitted to the Hospital, you must notify Anthem Blue
Cross or Beat it! within 48 hours of admission.
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Schedule of Mental Health and Substance Abuse Benefits
for Active Employees and their Dependents

Beat It! Anthem
(Contract PPO (Contract PPO Non-PPO Providers
Providers) Providers)

Inpatient Services

Acute hospital admission
Residential Treatment Facility
admission

Plan pays 100%
of Contracted
Rates

After applicable
Deductible met, Plan
pays 100% of
Contracted Rates

After applicable
Deductible met, Plan
pays 50% of
Allowed Charges

Inpatient admission to an acute hospital or residential treatment
facility requires Prior Authorization by either Anthem Blue Cross
or Beat it! to avoid a financial penalty, except for an emergency

admission.

If you are admitted to the Hospital due to an emergency, you must
notify Anthem Blue Cross or Beat it! within 48 hours of

admission.

Outpatient Services

Office visit
Intensive Outpatient Program (IOP)
Partial Day Hospitalization

Plan pays 100% of
Contracted Rates

After applicable
Deductible met Plan
pays 100% of
Contracted Rates

After applicable
Deductible met Plan
pays 50% of
Allowed Charges

Schedule of Mental Health and Substance Abuse Benefits
or Non-Medicare Retired Employees and their Dependents

Beat It! Anthem
(Contract PPO (Contract PPO Non-PPO Providers
Providers) Providers)
Annual Deductible
e The Deductible is the amount you
must pay each calendar year before
the Plan pays benefits. The amount
applied to the Deductible is the
lesser of billed charges or the $300 per Individual | $300 per Individual
amount considered to be allowed per calendar year per calendar year
under this Plan. None

o (Note that both Medical and Mental
Health/Substance Abuse covered
services accumulate to meet the
same annual deductible; Note also
that both PPO and Non-PPO
expenses accumulate separately to
meet the annual deductible.)

$600 per Family per
calendar year

$600 per Family per
calendar year
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Schedule of Mental Health and Substance Abuse Benefits
or Non-Medicare Retired Employees and their Dependents

Beat It! Anthem
(Contract PPO (Contract PPO Non-PPO Providers
Providers) Providers)
Annual Hospital Coinsurance $2,000 per person $2,000 per person

Maximum

(See also the annual out-of-pocket limit
on cost-sharing described in the
Schedule of Medical Benefits)

(does not include
the Calendar
Year Deductible)

(does not include the
Calendar Year
Deductible)

None

Hospital Emergency Room

$100 Copay per
visit
(copay waived if
admitted or under
certain other
conditions), then
Plan pays 100%
of Covered
Expenses.

After Deductible met, you pay a $100 Copay
per visit (copay waived if admitted or under
certain other conditions), then Plan pays
100% of Covered Expenses.

If you are admitted to the Hospital, you must notify Anthem Blue
Cross or Beat it! within 48 hours of admission.

Inpatient Services

o Acute hospital admission
o Residential Treatment Facility
admission

Plan pays 80% of
Contracted Rates

After Deductible met,
Plan pays 80% of
Contracted Rates

After Deductible
met, Plan pays 50%
of Allowed Charges

If you are not yet eligible for Medicare, prior authorization by
either Anthem Blue Cross or Beat It! is required except for

Emergencies

Outpatient Services

o Office visit

¢ Intensive Outpatient Program
(I0P)

o Partial Day Hospitalization

Plan pays 100%
of Contracted
Rates

Plan pays 100% of
Contracted Rates,
deductible does not

apply.

After Deductible
met, Plan pays 50%
of Allowed Charges
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INFORMATION ABOUT MEDICARE PART D PRESCRIPTION DRUG PLANS FOR
PEOPLE WITH MEDICARE

If you and/or your Dependent(s) are entitled to Medicare Part A or enrolled in Medicare Part B, you are also
eligible for Medicare Part D Prescription Drug benefits. It has been determined that the prescription drug
coverage included in the Indemnity Medical Plan and the HMO are “creditable.” “Creditable” means that
the value of this Plan’s prescription drug benefit is, on average for all Plan Participants, expected to pay out as
much as the standard Medicare prescription drug coverage will pay.

Because this Plan’s prescription drug coverage is as good as Medicare, you do not need to enroll in a Medicare
Prescription Drug Plan in order to avoid a late penalty under Medicare. You may, in the future, enroll in a
Medicare Prescription Drug Plan during Medicare’s annual enrollment period (October 15" through December
7" of each year).

You can keep your current medical and prescription drug coverage with this Plan and you do not have to enroll in
Medicare Part D. If however you keep this Plan coverage and also enroll in a Medicare Part D prescription drug
plan you will have dual prescription drug coverage and this Plan will coordinate its drug payments with Medicare.
See the Coordination of Benefit chapter for more details on how the Plan coordinates with Medicare. If you enroll
in a Medicare prescription drug plan you will need to pay the Medicare Part D premium out of your own pocket.

Medicare-eligible people can enroll in a Medicare prescription drug plan at one of the following 3 times:
e when they first become eligible for Medicare; or
e during Medicare’s annual election period (from October 15" through December 7%); or
o for beneficiaries leaving employer/union group health coverage, you may be eligible for a Special Enroliment
Period in which to sign up for a Medicare prescription drug plan.

If you do not have creditable prescription drug coverage and you do not enroll in a Medicare prescription drug
plan you may have a late enrollment fee on the premium you pay for Medicare coverage if and when you do
enroll.

For more information about creditable coverage or Medicare Part D coverage see the Plan’s Notice of Creditable
Coverage (a copy is available from the Trust Fund Office. See also: www.medicare.gov for personalized help or
call 1-800-MEDICARE (1-800-633-4227).

If you or a Medicare eligible Dependent are enrolled in the HMO and you enroll in a Medicare prescription drug
plan, you will automatically be disenrolled from the HMO. If you do this, you will either have to pay an additional
cost for your HMO medical coverage or file an appeal with the HMO to be re-enrolled in the HMO and disenrolled
from your Medicare Drug Plan.
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TRUST FUND BENEFITS FOR KAISER PARTICIPANTS

This chapter applies to individuals enrolled in the Fund’s Kaiser coverage. Participants and their
dependents who are enrolled in the Kaiser (HMO) or Kaiser/Smart Choices (HMOQ) plans are also
eligible for the Fund’s Chiropractic benefit, and Mental Health and Substance Abuse Benefits through
Beat It! See your Kaiser Evidence of Coverage booklet for information on your other medical benefits.

TIME LIMIT FOR INITIAL FILING OF HEALTH CLAIMS
All medical plan claims must be submitted to the Plan within 90 days from the date of service. No Plan
benefits will be paid for any claim submitted more than one year after the date of service.

See also the Claim Filing and Appeal Information chapter for more information. Also review the section
toward the end of that chapter on “Limitation On When A Lawsuit May Be Started.”

CHIROPRACTIC BENEFITS

Schedule of Chiropractic Benefits
This chart explains the benefits of the Plan. See also the Exclusions and Definitions chapters of this document for important information.
*IMPORTANT: Out-of-Network providers are paid according to the Allowed Charge as defined in the Definitions chapter and
could result in balance billing to you.

Non-Medicare eligible

Explanations and Limitations Active Plan Retiree Plan
PPO Non-PPO PPO Non-PPO
e  Chiropractic visits are limited to 25 Non-PPO
visits per Calendar Year; Chiropractor:
e Chiropractic X-ray maximum per ; ; Non-PPO PPO Chiropractic 100% of
Calengar Year is %lzoo; and P PPO C\lezgspractlc Chiropractic visits: visits Allowed
e Chiropractic Medical Supply benefit $20 copay 100% of Allowed $20 copay Charges after a
maximum per Calendar Year is $50. per visit (Deductible Charges after a $20 per visit $20 copay
waived) copay per visit (Deductible per visit
(Deductible waived) waived) (Deductible
waived)

How to File a Claim for Chiropractic Benefits
If you have received services for chiropractic care, have your provider send the bill to the following address:

District Council 16 Northern California Health and Welfare Trust Fund

4160 Dublin Boulevard, Suite 400
Dublin, CA 94568-7756

88




MENTAL HEALTH AND SUBSTANCE ABUSE BENEFITS

Schedule of Mental Health and Substance Abuse Benefits
for Active Employees and their Dependents enrolled in the Kaiser Premier HMO Plan or DHMO Plan

THERE IS NO BEAT IT! BENEFIT AVAILABLE TO RETIRED PARTICIPANTS AND THEIR
ELIGIBLE DEPENDENTS ENROLLED IN ONE OF THE KAISER PLANS.

If you are enrolled in one of the Kaiser plans, you may have additional benefits through Kaiser.

Beat It!
(Contract Providers)

Non-Contract Providers

Annual Deductible for families that participate
in the Kaiser Premier Plan or DHMO Plan

e The Deductible is the amount you must pay
each calendar year before the Plan pays
benefits. The amount applied to the Deductible
is the lesser of billed charges or the amount
considered to be allowed under this Plan.

None

None

Hospital Emergency Room

You pay a $100 Copay per visit (copay waived if
admitted or under certain other conditions), then Plan
pays 100% of Covered Expenses.

If you are admitted to the Hospital, you must notify
Beat it! within 48 hours of admission.

Plan pays 100% of
Contracted Rates

Plan pays 50% of
Allowed Charges

Inpatient Services

Acute hospital admission
Residential Treatment Facility admission

Inpatient admission to an acute hospital or residential
treatment facility requires Prior Authorization by Beat
it! to avoid a financial penalty, except for an emergency
admission.

If you are admitted to the Hospital due to an
emergency, you must notify Beat it! within 48 hours of
admission.

Outpatient Services

Office visit
Intensive Outpatient Program (IOP)
Partial Day Hospitalization

Plan pays 100% of
Contracted Rates

Plan pays 50% of
Allowed Charges

How to File a Claim for Mental Health and Substance Abuse Benefits

Check with your provider; he or she may submit claims to Anthem Blue Cross or Beat-I1T on your behalf. If not,

send the claim to the following address:

District Council 16 Northern California Health and Welfare Trust Fund

4160 Dublin Boulevard, Suite 400
Dublin, CA 94568-7756
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MEDICAL PLAN EXCLUSIONS

The following is a list of services and supplies or expenses not covered (excluded) by the Blue Cross Prudent
Buyer Network (PPO) or the Blue Cross Advantage Network (APPO) Plans. The Plan Administrator, and
other Plan fiduciaries and individuals to whom responsibility for the administration of the Medical program has
been delegated, will have discretionary authority to determine the applicability of these exclusions and the other
terms of the Plan and to determine eligibility and entitlement to Plan benefits in accordance with the terms of the
Plan. General Exclusions are listed first followed by specific medically related plan exclusion.

GENERAL EXCLUSIONS (APPLICABLE TO ALL MEDICAL SERVICES AND
SUPPLIES)

1. Costs of Reports, Bills, etc.: Charges by a physician or institution for furnishing necessary information to
the Trust Fund, including charges for broken appointments, preparing medical reports, bills or claim forms.

2. Educational Services: Even if they are required because of an injury, illness or disability of a Covered
Individual, the following expenses are not payable by the Plan: educational services, supplies or equipment,
including, but not limited to computers, computer devices/software, printers, books, tutoring or interpreters,
visual aids, vision therapy, auditory or speech aids/synthesizers, auxiliary aids such as communication boards,
listening systems, device/programs/services for behavioral training including intensive intervention programs
for behavior change and/or developmental delays or auditory perception or listening/learning skills,
programs/services to remedy or enhance concentration, memory, motivation, reading or self-esteem, etc.,
special education and associated costs in conjunction with sign language education for a patient or family
members, and implantable medical identification/tracking devices.

3. Expenses Exceeding Allowed Charges: Any portion of the expenses for covered medical services or supplies
that are determined by the Trust Fund Office or its designee to exceed the Allowed Charge as defined in the
Definitions chapter of this document.

4. Expenses for Which a Third Party Is Responsible: Expenses for services or supplies for which a third party
is required to pay are not covered. See the provisions relating to Third Party Liability in the chapter on
Coordination of Benefits in this document for an explanation of the circumstances under which the Plan will
advance the payment of benefits until it is determined that the third party is required to pay for those services
or supplies.

5. Expenses Incurred Before or After Coverage: Expenses for services rendered or supplies provided before
the patient became covered under the medical and/or dental program; or after the date the patient’s coverage
ends, except under those conditions described in the COBRA chapter of this document.

6. Experimental and/or Investigational Services: Expenses for any medical services, supplies, or drugs or
medicines that are determined by the Plan Administrator or its designee to be Experimental and/or
Investigational as defined in the Definitions chapter of this document.

7. Military service related injury/illness: Services and supplies furnished by a Hospital or facility operated by
the federal government or any authorized agency thereof or furnished at the expense of such government or
agency, except to the extent that such services are reimbursable to the Veterans Administration for non-service
connected conditions under 38 U.S.C. 629.

8. No cost Hospital or medical services: Any hospital or medical services that are furnished without charge,
paid for or reimbursable by or through a national, state, provincial, county, or municipal governmental or
other political subdivision or any instrumentality or agency thereof, other than a charitable research hospital.
This includes any service for which the Participant does not legally have to pay (or would not have been
charged) if the Participant had no medical coverage. In addition, this Trust Fund does not pay benefits when
the Participant has no out-of-pocket expenses, such as services provided by an HMO or any other pre-paid
basis, except that the Indemnity Medical Plan will reimburse the copayments required of the Participant under
the pre-paid plan.

9. Illegal Act: Charges you incur for any injury or illness you receive while committing or attempting to commit
a felony or any other illegal activity unless such injury or illness is the result of domestic violence or the
commission or attempted commission of a felony or other illegal activity is the direct result of an underlying
health factor.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.
21.

22.

23.

24.
25.

26.

Medically Unnecessary Services: Services or supplies determined by the Plan Administrator or its designee
not to be medically necessary as defined in the Definitions chapter of this document, except for certain
wellness benefits as outlined in the Schedule of Medical Benefits.

Services Not Prescribed by a Health Care Practitioner: Expenses for services/supplies that are not
provided or authorized by a licensed Health Care Practitioner as defined in the Definition section of this SPD.
Non-Emergency Travel and Related Expenses: Expenses for and related to non-emergency travel or
transportation (including lodging, meals and related expenses) of a Health Care Provider, Covered Individual
or family member of a Covered Individual, unless those travel expenses are related to a Plan approved
transplant as outlined under Transplantation in the Schedule of Medical Benefits.

Occupational Illness, Injury or Conditions Subject to Workers’ Compensation: Medical care and
treatment that is due to an accidental bodily injury or illness that arises out of or in the course of employment
for profit or gain or for which you are entitled to benefits under a Workers” Compensation law or similar
legislation or would have been entitled to such benefits if protection under any such statute could have been
in force on a voluntary or elective basis.

NOTE: Plan benefits for such expenses will be advanced while you are pursuing your Workers’
Compensation claim, provided you assign all rights to medical reimbursement under such laws to the Trust
Fund. If your Workers’ Compensation claim is settled or compromised in such a manner that the Trust Fund
is reimbursed in an amount less than the proper lien claim submitted by it, or in a manner that results in the
Workers” Compensation carrier being relieved of any future liability for medical costs, no further benefits will
be paid by the Trust Fund in connection with the medical condition forming the basis of the claim unless the
Trustees or their duly authorized representatives have previously approved the settlement or compromise in
writing as one that is not unreasonable from the standpoint of the Trust Fund. (Refer also to the Subrogation
section of this booklet).

Personal Comfort Items: Expenses for patient convenience, including, but not limited to, care of family
members while the Covered Individual is confined to a Hospital or other Health Care Facility or to bed at
home.

Relatives Providing Services: Charges made by a relative or by a member of the Participant’s household
except for Allowed Charges which constitute out-of-pocket expenses to such providers.

Services Provided Outside the United States: Expenses for medical services or supplies rendered or
provided outside the United States, except for treatment for a medical Emergency as defined in the Definitions
chapter of this document.

Failure to Comply with Medically Appropriate Treatment: Expenses incurred by any Covered Individual
as a result of failure to comply with medically appropriate treatment, as determined by the Plan Administrator
or its designee.

Telephone Calls: Expenses for any and all telephone calls between a Physician or other Health Care Provider
and any patient, other Health Care Provider, Utilization Review Company, or any representative of the Plan
for any purpose.

War or Similar Event: Expenses incurred as a result of an injury or illness resulting from insurrection or
war, either declared or undeclared, or any act incident thereto, or participation in a riot.

Any injury or illness sustained or aggravated while you are in the service of any military, navy or air force.

Expenses related to complications of a non-covered service other than coverage for complications arising

from a voluntary abortion.

Charges for any claim for medical treatment or services and or supplies which is not filed within 12

months from the later of the date the expense was incurred or the date of payment under another plan that is

primary payer.

Charges for massage therapy, hypnotism, stress management, biofeedback treatment or any other goal

oriented behavior modification therapy, except as specifically mentioned as a covered benefit.

Educational or Occupational Testing.

Expenses for court-ordered services except those that the provider acting within the scope of his/her license

would have deemed clinically necessary and appropriate were the court not involved.

Expenses for non-routine services and supplies associated with a clinical trial, such as: (1) the

investigational items, drugs, devices, or services themselves; (2) items, drugs, devices or services that are
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provided solely for data collection and analysis purposes and not for direct clinical management of the patient;
or (3) items, drugs, devices or services inconsistent with widely accepted and established standards of care
for a patient’s particular diagnosis. For individuals who will participate in a clinical trial, precertification is
required in order to notify the Plan that routine costs, services and supplies may be incurred by the eligible
individual during their participation in the clinical trial.

EXCLUSIONS APPLICABLE TO SPECIFIC MEDICAL SERVICES AND SUPPLIES

Allergy/Alternative/Complementary Health Care Services Exclusions

1.
2.
3.

Expenses for chelation therapy.
Expenses for prayer/faith, religious healing, or spiritual healing.
Expenses for naturopathic and/or homeopathic services or treatments/supplies.

Corrective Appliances, Durable Medical Equipment and Nondurable Supplies Exclusions

1.

Rental or purchase of ramps, elevators, stair lifts, pools, spas, hot tubs, filtering systems, saunas, car
hand controls, air purifiers, air conditioning, exercise equipment and supplies for comfort, hygiene or
beautification or modifications to your home, property or vehicle regardless of their therapeutic or
ease of access value.

Orthopedic shoes (except when joined to braces), air purifiers, air conditioners, humidifiers and
supplies for comfort or beautification, except as specifically provided for.

Expenses for non-standard Corrective Appliances and Durable Medical Equipment to the extent they
exceed the cost of standard models of such appliances or equipment.

Cosmetic Services Exclusions

1.

Cosmetic surgery or services, except for repair of damage caused by accidental bodily injury or as
required by the Women’s’ Health and Cancer Rights Act of 1998, Restorative surgery performed
during or following mutilative surgery which was required as a result of IlIness or Injury shall not be
considered cosmetic (except for medically necessary treatment of gender dysphoria). Refer to the
Definition chapter of this document for a more complete definition of Cosmetic Surgery.

Custodial Care Exclusions

1.
2.

Expenses for Custodial Care as defined in the Definitions chapter of this document.

Services required to be performed by Physicians, Nurses or other skilled Health Care Providers are
not considered to be provided for Custodial Care services and are covered if they are determined by
the Plan Administrator or its designee to be medically necessary. However, any services that can be
learned to be performed or provided by a family member who is not a Physician, Nurse or other skilled
Health Care Provider are not covered, even if they are medically necessary.

Dental Services Exclusions

1.

2.

Expenses for Dental services or supplies of any kind. Please note that there may be benefits available
as outlined in the Dental chapter.

Expenses for the diagnosis, treatment or prevention of Temporomandibular Joint (TMJ) Dysfunction
or Syndrome.

Drugs, Medicines and Nutrition Exclusions

1.

Prescriptions dispensed by a licensed Hospital or Skilled Nursing Facility during confinement
(including “take-home” prescriptions).

Drugs or medications which may be procured without a Physician’s written prescription as designated
by the FDA, regardless of state law, except as specifically mentioned as a covered benefit.

Injectable immunization agents unless obtained through the Plan’s Specialty Pharmacy Program.

Injectable drugs administered by a Physician or nurse and drugs dispensed directly by a Physician
unless obtained through the Plan’s Specialty Pharmacy Program.

Prescriptions for conditions arising out of or caused by employment, including self-employment.
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Any non-drug item, except as specifically mentioned as a covered benefit.
Drugs used for cosmetic purposes.

Drugs dispensed for the treatment of infertility.

Drugs for weight loss and appetite suppressants.

10. Biological sera, blood or blood plasma, or any prescription requiring parenteral administration, except
as specifically provided for.

11. Any prescription drug provided by or paid for by the United States government or any instrumentality
of the United States government except as required by federal law.

12. Lost, stolen, spilled or broken prescriptions.

13. Prescription drugs that are not on the Formulary (unless an exception is filed by your Physician and
approved by the Prescription Drug Program).

14. Appliances, prosthetics or Durable Medical Equipment.

© o N

Durable Medical Equipment Exclusions
See the Exclusions related to Corrective Appliances and Durable Medical Equipment.

Educational Services Exclusions

1. Educational services, supplies or equipment, including, but not limited to computers, computer
devices/software, printers, books, tutoring or interpreters, visual aids, vision therapy, auditory or
speech  aids/synthesizers, auxiliary aids, communication boards, listening systems,
device/programs/services for behavioral training including intensive intervention programs for
behavior change and/or developmental delays or auditory perception or listening/learning skills,
programs/services to remedy or enhance concentration, memory, motivation, reading or self-esteem,
etc., special education and associated costs in conjunction with tactile systems like Braille or sign
language education for a patient or family members, and implantable medical identification/tracking
devices.

Fertility and Infertility Services Exclusions

1. Expenses for the reversal of surgical sterilization, treatment of infertility along with services to induce
pregnancy and complications resulting from those services, including, but not limited to: services,
prescription drugs, procedures or devices to achieve fertility, in vitro fertilization, low tubal transfer,
artificial insemination, embryo transfer, gamete transfer, zygote transfer, surrogate parenting, donor
egg/semen or other fees, cryostorage of egg/sperm, ovarian transplant, infertility donor expenses, fetal
implants, fetal reduction services, surgical impregnation procedures and adoption expenses are not
covered.

2. Charges incurred by a Plan Participant for a pregnancy that is expected to result in the adoption of the
newborn by another party (surrogate pregnancy) except as a required Preventive screening, in
accordance with Health Reform regulations.

Foot Care/Hand Care Exclusions

1. Routine treatment of corns or calluses, paring of nails, or orthotics and casting of the feet except as
specifically provided for under Durable Medical Equipment and Prosthetics and Special Services
for Diabetic Patients.

Genetic Testing and Counseling Exclusions

1. Expenses for and related to Genetic Testing or Counseling except for genetic testing and counseling
required as a Preventive service, in accordance with Health Reform regulations.

Home Health Care Exclusions

1. Expenses for “Custodial Care” which means care and/or services which are provided to help a
person to perform activities of daily living, including personal hygiene. Custodial care services
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include personal care, homemaking services, moving the patient, acting as companion or sitter, or
supervising medication which can usually be self-administered. Such services will be considered
custodial regardless of who recommends, orders, provides or directs the care or of the setting the care
is provided in.

M. Maternity/Family Planning/Contraceptive Exclusions

1. Termination of Pregnancy: Expenses incurred in connection with an elective abortion, except for
expenses directly attributable to complications arising from an elective abortion. (“Elective abortion”
means any abortion other than one where the mother’s life would be endangered if the fetus were
carried to term).

For Nondurable supplies (see Corrective Appliances)

N. Mental Health and Substance Abuse Exclusions

1. The Trust Fund will not pay for services and supplies for which patients are not required to pay, or
which are furnished by a hospital or facility operated by the federal government or any authorized
agency thereof or furnished at the expense of such government agency.

2. No payment will be made for court ordered services except those that Behavioral Health program
would have deemed clinically necessary and appropriate were the court not involved.

3. Non-hospital wilderness therapy program, outdoor behavioral health program, boot camp-type
program, half-way/quarter-way house, boarding school, military school, transitional facility,
temporary shelter, foster home/care or group home.

0. Nursing Care Exclusions
1. Expenses for services of private duty nurses/health care personnel.

P. Rehabilitation Therapy Exclusions (Inpatient or Outpatient)
1. Expenses for massage therapy and related services.
2. Expenses for Habilitation services (to help individuals attain certain functions that they never have
acquired) including treatment of delays in childhood speech and physical development.

Q. Sexual/Erectile Dysfunction Services Exclusions

1. Therapy, supplies or counseling for any type of sexual dysfunction or inadequacies (except outpatient
prescription drug benefits as outlined in the Schedule of Medical Benefits or medically necessary
treatment of gender dysphoria).

R. Transplant (Organ and Tissue) Exclusions
1. Expenses for transplants that are Experimental and/or Investigational.

2. For Plan Participants who serve as a donor, donor expenses are not payable unless the person who
receives the donated organ/tissue is a person covered by this Plan.

S. Vision Care Exclusions

1. Eye refractions, fitting of eyeglasses, or the cost of eyeglasses. (These benefits are provided under the
Vision Benefit.)

2. Any surgical procedure to correct refractive errors of the eye, i.e. nearsightedness or farsightedness.
3. Orthoptics (Visual Therapy).

T. Weight Management and Physical Fitness Exclusions
1. Charges for weight control, weight reduction or treatment of obesity, except as required by Health
Reform law), including health club memberships, exercise and physical fitness programs, exercise
equipment or spas. Surgical treatment of morbid obesity may be covered if preauthorized and
approved by the Plan Administrator or its designee as Medically Necessary.
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2. Expenses for memberships in or visits to health clubs, exercise programs, gymnasiums, and/or any
other facility for physical fitness programs, including exercise equipment, work hardening and/or
weight training services.
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VISION PLAN

OVERVIEW OF THE VISION PLAN

The Vision Plan is designed to provide for standard vision examinations and eyewear materials such as eyeglasses
or contact lenses. Vision benefits are administered by an independent Vision Plan Claims Administrator whose
name and address are listed on the Quick Reference Chart in the front of this document.

ELIGIBILITY FOR VISION PLAN BENEFITS

You and your eligible Dependents are eligible for vision benefits on the date your medical Plan benefits become
effective.

VISION NETWORK

The Vision Plan contracts with an independent network of vision providers who extend a discount to you for
covered vision services. Covered vision expenses are noted in the Schedule of Vision Benefits in this chapter and
refer to the Allowed Charge for covered services up to the maximum allowed as payable under this Vision Plan.

Network Providers
Network providers have a contract to provide discounted fees to you for services covered under this Vision Plan.
Steps for using a Network provider are as follows:

Call any participating doctor to make an appointment. Identify yourself as a member of the Vision Plan and
provide your member identification number (usually the last 4 digits of the Social Security Number of the
Employee) and the name of the group Plan (District Council 16 Northern California Health and Welfare Trust
Fund).

If you need assistance locating a participating doctor, call the Vision Plan at the number listed on the Quick
Reference Chart at the front of this document or log on to the Vision Plan website and use the “Find a doctor”
feature.

After you have scheduled an appointment, the participating doctor will contact the Vision Plan to verify your
eligibility and coverage.

When you go for your visit, if you receive new lenses or frames you should pay the participating vision provider
your copayment and charges for any costs not covered (see Schedule of Vision Benefits and Vision Plan
Exclusions, below). The Vision Plan will pay the vision provider directly for the balance of the charges.

NOTE: You must identify yourself as a member of this Vision Plan at the time that you make the appointment
with the in-network provider or you may not receive the in-network discounted rates.

Non-Network Providers

You may choose to use a Non-Network provider (any licensed and qualified vision care provider) instead of a
Network provider. However, your benefits will then be limited to the applicable reimbursement allowances (after
the copayment).

If you use a Non-Network provider, you will need to pay the doctor in full at the time of your visit. You may then
file a claim with the Vision Plan for reimbursement according to a fixed schedule, which will not cover all of your
vision expenses.
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SCHEDULE OF VISION BENEFITS

This chart shows what the Plan pays.

Explanations and Limitations Plan Pays
Covered Vision Benefits See also the Vision Plan In-Network Non-Network
Exclusions section. Provider Provider
After a $20 copa
. . One vision exam is payable 100% after a the Plan pays 1(?03;0,
Vision Examination once every 12 months. $20 copay not to exceed
per exam. $43 per exam.
100% after a
One frame is payable once | $20 copay up to $150.

Frames for
Eyeglasses

every 24 months.

You are responsible for any
amount of a frame that costs
more than the Plan
allowance.

If you choose a frame

whose cost exceeds
the Plan allowance,
you will be
responsible for the
additional cost.

After a $20 copay,
Plan pays
100% to a

maximum of $40.

Lenses for Eyeglasses

Standard lenses are covered
meaning you will be
responsible for any of the
additional costs of the
following options:

e oversize lenses

e photochromic lenses or
tinted lenses except Pink
#1 and Pink #2

e progressive multifocal

lenses

e coating of the lens or
lenses

o laminating of the lens or
lenses

e cosmetic lenses

e optional cosmetic
processes

e ultraviolet protected
lenses

e |ow vision care items not
covered by your vision
care benefits

Single Vision
(Standard): 100%
Bifocals 100%

Trifocals: 100%

After a $20 copay
the Plan pays:
Single Vision:

100%, up to $26
Bifocals:
100%, up to $43.

Trifocals:
100%, up to $60

Lenticular
100% up to $100

If only one lens is
needed, the
allowance will be
one-half the pair
allowance.
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SCHEDULE OF VISION BENEFITS
This chart shows what the Plan pays.

Covered Vision Benefits

Explanations and Limitations
See also the Vision Plan
Exclusions section.

Plan Pays

In-Network
Provider

Non-Network
Provider

Contact Lenses:

Contact Lenses will be
considered Medically
Necessary if you obtain prior
authorization from the Vision
Plan.

Your eye care provider will
need to furnish VSP with the
information it needs to decide
whether contact lenses are
necessary for you. VSP
providers will have a prior

authorization form they can use

for this purpose. Non-VSP
providers should contact VSP
to find out what is needed.

Once a request for prior
authorization is received
(assuming it has all the
required information), a
decision is generally made
within 3 to 5 days.

If VSP decides contact lenses
are not necessary for you, you
may appeal the decision as
explained in Claims Review
Procedures in this booklet.
You also have the option of
having your lenses covered as
elective contact lenses instead.

The participant is to pay the
difference between the cost
of contact lenses and the
amount allowed under this
Vision Plan.

One set of medically
necessary contact lenses are
payable each calendar year.

One set of not medically
necessary contact lenses are
payable in lieu of all other
exam, lens and frame
benefits described in this
chapter.

Cosmetic Lenses
(not medically
necessary):
100% after a
$20 copay, up to
$130 for the contact
lens fitting and
evaluation as well as
materials.

Contact Lenses
(medically necessary):
100% after a
$20 copay

Plan pays:
Cosmetic Lenses
(not medically
necessary):
100%, up to $43 for
the comprehensive
exam and up to
$100 for the contact
lens fitting and
evaluation as well as
materials.

Contact Lenses
(medically
necessary):

After a $20 copay,
100%, up to $45 for
the exam and up to
$210 for materials
and other fees.

Low Vision Benefit

The Plan includes a low vision
benefit for severe vision
problems not corrected with
regular lenses.

Benefits under this Plan include,
but are not limited to:

supplemental testing for low
vision evaluation

low vision prescription
services

optical and non-optical aids.

Contact the Vision Plan
for more information
on available benefits.

Note: The limitations on frequency of services do not apply to VSP member doctor services for Dependent

Children up to age 19.

ADDITIONAL DISCOUNTS

In addition to the benefits stated above, members are eligible for the following with a Network Provider:

e 20% discount on non-covered lens options;

o 20% discount on additional complete pairs of glasses and non-prescription sunglasses (including lens options);
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e 15% off cost of contact lens exam (evaluation and fitting); and
e Discounts on Laser Surgery.
VISION PLAN EXCLUSIONS

The following is a list of services and supplies or expenses not covered (excluded) by the Vision Plan. The Plan
Administrator, and other Plan fiduciaries and individuals to whom responsibility for the administration of the
Vision Plan has been delegated, will have discretionary authority to determine the applicability of these exclusions
and the other terms of the Plan and to determine eligibility and entitlement to Plan benefits in accordance with the
terms of the Plan.

1. Vision services and supplies that cost more than the Plan’s allowance as noted in the Schedule of Vision
Benefits.

2. Lenses and frames furnished under this program, which are lost or broken, will not be replaced except at the
normal intervals when services are otherwise available as described in the Schedule of Vision Benefits.

Glasses secured when there is no prescription charge, such as reading glasses obtained from a drugstore.

4. Medical or surgical treatment of the eyes, including, but not limited to, refractive keratoplasty (RK) or laser
assisted in situ keratoplasty (LASIK) except that this Vision Plan does offer a discount on laser eye surgery
when performed by In-network Vision providers.

5. Services or materials provided as a result of any Workers” Compensation Law, or similar occupational health
legislation or obtained through or required by any government agency or program, whether federal, state or
any subdivision thereof.

Services or supplies received for an illness that is a result of war, whether declared or undeclared.
Experimental and/or investigational treatment or procedure.

Benefits incurred beyond the termination date of the Plan, unless COBRA coverage is in place.
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Expenses related to complications of a non-covered service.
FILING A VISION CLAIM/APPEALING A DENIED CLAIM

NOTE: The discussion below applies to “post-service claims”—claims you submit after you have received a
service. Requests for required pre-authorization to have contact lenses covered as “necessary” are also considered
claims. See the box Schedule of Vision Benefits above and Claims Filing and Appeal section of this booklet for
more information.

If you use a Network provider, you will not need to file a claim form. You will pay your copayment at the end of
your visit, and your provider will take care of billing the Vision Plan for the remainder.

If you use a Non-Network provider, you will need to file a claim for reimbursement of the applicable amount(s).
Call the Vision Plan at the phone number listed on the Quick Reference Chart to have a Non-PPO Reimbursement
Form mailed or faxed to you (you can also fill out the form online and print it out). Mail the completed form with
your itemized receipt to Vision Plan at the address listed on the Quick Reference Chart

NOTE: You must submit your claim within 180 days from the date on which covered expenses were incurred.
Benefits will not be allowed if you submit your claim more than 180 days after the date on which covered expenses
were incurred.

If you have any questions about submitting your claim, contact the Vision Plan.

For information on what to do if you disagree with the decision made in regard to your claim, see Claim Filing
and Appeal Information chapter of this booklet.
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DENTAL EXPENSE COVERAGE

Important note to Retirees: Retirees who elect to enroll in a dental Plan must pay the full cost of the
coverage. The Trust Fund Office will provide you with information on the cost of each plan. If you do not
enroll in a dental Plan when you retire, you will not be able to enroll at a later date.

You have a choice between the Dental PPO Plan or one of two Pre-Paid Dental Plans listed on the Quick Reference
Chart at the front of this document. If you choose one of the Pre-Paid Dental Plans, you and your eligible
Dependents must receive your dental care from the dental office(s) in which you enroll.

CHOICE OF DENTAL PLANS

The Trust Fund offers active Employees and their eligible Dependents a choice between three dental plans: a self-
funded Dental PPO Plan and two prepaid Dental Plans.

DENTAL PPO PLAN

This Plan works like the Blue Cross Network (PPO) Plan. When you receive services, the Plan pays a percentage
of covered costs; you pay the remaining percentage and any costs that aren’t covered. The Plan is self-funded by
the Trust Fund and administered by the Dental Plan listed on the Quick Reference Chart at the front of this
document.

You may use any dentist you choose, but you will generally pay less out of pocket if you use a PPO dentist.

Delta Dental Non-PPO Premier or
Contracted Dentist Non-Delta Dental Dentist
Calendar Year Maximum $2,000
Active Plan (does not apply to Dependent Children of Active Employees up to age 19)
Calendar Year Maximum $2.000

Retiree Plan

$50 per individual

Calendar Year Deductibl
alendar Year Deductible $100 per family

Plan Paid Coinsurance Based on Delta Contracted Rates Based on the Allowed Charges as
determined by the Dental Plan

e Diagnostic & Preventive 100%, No Deductible 80%, No deductible

e Restorative 80% 60%

e Oral Surgery 80% 60%

¢ Periodontal 80% 60%

e Endodontics 80% 60%

¢ Prosthodontic 80% 60%
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Delta Dental Non-PPO Premier or
Contracted Dentist Non-Delta Dental Dentist

Orthodontics 50% of Allowed Charges up to a Lifetime Maximum of $2,500 Benefits are

e provided only to paygblt_a in 3 _installments automati(_:ally issued_ over the course of 12 months,

dent Children beglnnlng_ with t_he date of bar_1d_|ng. Tht_a first installment is 5(_)% of the

Dependen : orthodontic benefit and the remaining two installments of 25% are issued at 6

e Limitations apply months and 12 months. If orthodontic treatment began before you become

eligible, the Dental Plan’s payments will begin with the first payment due to the
dentist following your eligibility date.

COVERED BENEFITS IN THE INDEMNITY DENTAL PLAN

Payment of Allowed Charges is based on the Dental Plan’s contract with their network provider or the Dental
Plan’s determination of the Allowed Charges for non-PPO dentist. Non-PPO dentists may balance bill you for
any billed charges that exceed that amount.

The Plan covers “Dentally Necessary” treatment that meets all of the following conditions:

e The care and treatment is appropriate given the symptoms, and is consistent with the diagnosis, if any.
“Appropriate” means that the type, level, and length of service and setting are needed to provide safe and
adequate care and treatment;

e Itisrendered in accordance with generally accepted dental practice and professionally recognized standards;
e Itis not treatment that is generally regarded as experimental or unproven; and
o Itis specifically allowed by the licensing statutes which apply to the provider who renders the service.

In instances where there are optional methods of treatment, the allowance for the least expensive procedure will
be paid.

Diagnostic and Preventive Care

The Dental Plan provides benefits for all necessary procedures to assist the dentist in evaluating the existing
condition and the dental care needed by the patient. The following limitations apply:

o Diagnostic and preventive services are not subject to the annual Deductible.
e Charges for examinations and consultations are covered twice in a calendar year.
o Full mouth x-rays are covered once in each five year period while covered under any Dental Plan.

e Bitewing x-rays are covered twice in a calendar year for children under age 18 and once in a calendar year for
adults and are not payable as a separate benefit in the same year as a full-mouth series.

o Dental prophylaxis is covered twice per calendar year.

o Fluoride treatment is covered twice in a calendar year while covered under any Dental Plan.
e Space maintainers are covered through age 12 and not more than once every five years.

o Oral pathology charges for the examination of oral tissue are covered.

o Diagnostic casts are covered only as an orthodontic benefit.

Oral Surgery

The Plan provides benefits for extractions and other oral surgery including the following:
o Benefits for extractions include local anesthesia, x-rays and postoperative care.

o Benefits for the removal of tumors, cysts and neoplasms when a copy of the histopathological report is
submitted.

Restorative Dentistry

The Dental Plan provides amalgam, synthetic porcelain and plastic restorations. The following services and
limitations apply:
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e Composite (resin) restorations are covered on anterior teeth and the facial surface of bicuspids. Posterior
composite restorations are an optional benefit and payment is limited to the cost of the equivalent amalgam
restoration.

o Sealants are covered for permanent non-restored teeth every 2 years. Restorations in teeth where sealants have
been applied are covered after 12 months have elapsed since the application of the sealants. Replacement of
sealants on non-carious teeth is covered only after two years.

e Replacement of an existing filling is covered after the previous filling has been in place for 24 months.
o Multiple fillings on a single tooth surface are covered as a single surface filling.

o Benefits for crowns, inlays, onlays and cast restorations are provided only when the tooth shows extensive
coronal destruction, as documented by x-rays or study models, and the tooth cannot be restored with an
amalgam or composite filling.

e Replacement of a cast restoration is limited to once every five years while covered under any Dental Plan
unless the Dental Plan determines that the replacement is required because the restoration is unsatisfactory as
a result of poor quality of care, or because the tooth involved has experienced extensive loss or changes to
tooth structure or supporting tissue since the original placement.

o Benefits will be paid for repair or re-cementation of an inlay, onlay, bridge or crown after 12 months or more
have elapsed since the initial placement or previous re-cementation or repair.

Endodontics

The Plan provides for pulpal therapy and root canal filling subject to the following:

e Endodontic therapy includes initial treatment, interim and final x-rays, temporary fillings and follow-up care.
e Pulpotomies are provided when performed on primary teeth that have not begun to exfoliate.

¢ Root canal therapy is covered once in a 12-month period.

Periodontics

The Plan provides benefits for procedures necessary for the treatment of diseases of the gums and bones supporting
the teeth with the following limitations:

o If full quadrants do not require treatment, the benefit payable for root planing and gingival curettage is
determined by the number of teeth that require treatment.

o Benefits for periodontal surgery are payable when need is documented following visits for non-surgical
periodontal therapy and a subsequent re-evaluation.

e Covered non-surgical periodontal therapies include root planing and gingival curettage are covered no more
frequently than every 24 months in each quadrant.

Prosthodontics

The Plan provides benefits for bridges, partial dentures and complete dentures. The Plan provides for replacement
of missing teeth using standard techniques. The following are limitations on prosthodontic benefits:

o Prosthodontic appliances are covered only once every five years while eligible under any Dental Plan unless
the Dental Plan determines that there has been such an extensive loss of remaining teeth or change in
supporting tissues that the existing appliance cannot be made satisfactory.

o Replacement of a second molar is covered only as part of a prosthesis that replaces adjacent missing teeth.
e The allowance for a removable partial denture includes all teeth and clasps.

e For patients under age 16, the Plan covers interim dentures.

e The Plan provides for a rebase once every two years.

e The Plan provides for a reline 12 months after a rebase or a previous reline.

e The Plan provides for a reline six months after the placement of a denture.

e The Plan provides for an office reline three months following placement of an immediate denture.
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The following are excluded from prosthodontic benefits:

Specialized techniques, personalization and characterization.

Precision attachments.

Experimental procedures.

Surgical correction by grafts for denture retention purposes.

Inter-occlusal recording or analysis.

Unusual diagnostic techniques.

Procedures associated with overdentures.

Stress-breakers

Appliances to alter vertical dimension.

GENERAL LIMITATIONS AND EXCLUSIONS ON PPO DENTAL PLAN BENEFITS

Charges for services with respect to congenital or developmental malformations, jaw repositioning, cosmetic
surgery, or dentistry for solely cosmetic reasons except as specifically provided for under Orthodontic Care
below.

Services and supplies for which patients are not required to pay, or which are furnished by a hospital or facility
operated by the federal government or any authorized agency thereof or furnished at the expense of such
government agency except to the extent that such services are reimbursable to the Veterans Administration
for non-service connected conditions under 38 U.S.C. 629.

Services and supplies which are furnished by any person, hospital or organization who or which, regardless
of the patient’s financial ability, normally makes no charge therefore in the absence of eligibility for dental
benefits.

Dental expenses incurred which may be paid under any other benefit provided by this Trust Fund.
Any hospital costs or any fees charged by the dentist for hospital treatment.

Charges for anesthesia, other than general anesthesia administered by a licensed dentist in connection with
covered oral surgery.

Charges made by a relative of the Participant, except for Allowed Charges which constitute out-of-pocket
expenses to such providers.

Services or supplies received as a result of accidental bodily injury or sickness arising out of, or in the course
of, employment, including self-employment.

Services not performed by a Dentist, except x-rays ordered by a Dentist and services by a licensed dental
hygienist under the Dentist’s supervision.

Services or supplies which are not Dentally Necessary, not customarily provided for dental care, or that are
primarily for cosmetic purposes.

Dietary planning or oral hygiene instruction.

Surgical Implants (materials implanted into or on bone or soft tissue) or the removal of implants. However,
the Dental Plan will make an allowance for the appliance actually placed on the implant(s), i.e. crowns,
bridges, partial or full dentures. Single crowns will be paid as a pontic. The Plan would then not pay for any
replacement for at least 5 years.

Athletic mouthpieces.

Appliances, surgical procedures or restorations to restore tooth structure lost due to abrasion, erosion or
attrition or to alter vertical dimension or for rebuilding or maintaining chewing surfaces due to teeth being out
of alignment or occlusion, or for stabilizing teeth (such services include but are not limited to equilibration
and periodontal splinting)

Full mouth reconstruction and treatment of congenital malformations.
Extra-oral grafts (grafting of tissues from outside the mouth to oral tissue).
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e Prosthodontic services or any single procedure started prior to the date you became eligible for services under
this Trust Fund.

e Replacement of lost or stolen appliances which are less than five years old.

o Diagnosis or treatment by any method of any condition related to the temporomandibular (jaw) joint or
associated musculature, nerves, and other tissues.

e Replacement of existing restorations for any purpose other than restoring structure damaged by active tooth
decay.

e Laminate veneers.

e OQutpatient prescription medication related to dental or orthodontic treatment (except for fluoride for children
up to age 6 with a prescription).

o Charges for completion of claim forms.
ORTHODONTIC CARE UNDER THE PPO DENTAL PLAN

The Plan provides benefits for orthodontic services for Dependent children only when rendered by a licensed
dentist.

If care is terminated for any reason during the course of treatment, the obligation of the Plan will cease with
payment to the date of termination. If, in the combined judgment of the attending orthodontist and the orthodontic
consultant, the reason for termination of treatment was because of the failure of the patient to cooperate with the
treatment plan, the patient would not be eligible for any further orthodontic benefits under the Indemnity Dental
Plan.

The Plan provides benefits for corrective, interceptive and preventive orthodontic treatment to realign natural
teeth, to correct malocclusion, to provide pre-orthodontic guidance and to provide growth and development
evaluation.

EXCLUSIONS AND LIMITATIONS ON ORTHODONTICS

Orthodontic treatment will not be provided for the following:

o Replacement of lost or broken appliances or retainers.

e Treatment rendered by an orthodontist who is not licensed.

¢ Orthodontic expenses incurred which may be paid under any other benefit provided by this Trust Fund.

e Orthodontic treatment arising out of, or in the course of, employment, including self-employment.

o Extended orthodontic treatment due to the Participant’s failure to comply with treatment instructions.
HOW TO FILE A CLAIM FOR PPO DENTAL PLAN BENEFITS

You can obtain dental claim forms from the Trust Fund Office or the Dental Plan. Your dentist’s office should
also have standard claim forms that can be used.

If the treatment plan proposed by your dentist is extensive and involves crowns or bridges, or if the
services will cost more than $300, you are encouraged to ask your dentist to request a predetermination,
which will provide you with an estimate of the amount the Dental Plan will pay, assuming you are eligible
at the time the services are actually provided.

If you go to a participating dentist and show your Delta Dental I.D. card, the dentist’s office will complete the
claim for you and send it directly to the Dental Plan. The Dental Plan will directly reimburse the dentist for the
portion of covered expenses provided under the Plan.

If you use a non-participating dentist, you will usually need to file a claim yourself. Fill out your part of the claim
form. Have the dentist’s office complete its part of the claim form. Check the claim form to be certain that all
applicable parts of the form are completed and that you are submitting all itemized bills. Your completed claim
must be mailed to the Dental Plan at the address on the Quick Reference Chart at the front of this document.
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You will be reimbursed directly from the Dental Plan for the percentage of Allowed Charges payable under the
Plan. You will be responsible for your portion of the coinsurance and any billed charges that exceed the allowance
made by Delta.

You must submit your claim to the Dental Plan within 6 months of the date services were provided.

For information on what to do if you disagree with the decision made in regard to your claim, see Claims Review
Procedures section of this booklet.
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PREPAID DENTAL PLAN OPTIONS

This section provides a brief summary of the fully insured dental Plan coverage available under the Fund.
However, where this chapter deviates from the certificate of coverage and summary of benefits produced
by the Dental Plan Insurance Company, the Insurance Company documents will prevail.

Please note that the two Pre-Paid Dental Plans are fully insured and are not subject to the requirements
of Health Care Reform. Therefore, the calendar year and lifetime maximums will apply to all Plan
Participants. In addition, Dependent Children are only eligible for dental coverage until the end of the
month that they turn age 19 (or age 24 if a fulltime student).

PREPAID DENTAL PLAN #1 (CALIFORNIA ONLY)

This Plan works like an HMO, which means that it is a “pre-paid” plan. There are no Deductibles, no claims
forms to file, no annual maximums (except for accidental injury). The program provides the benefits described in
the Description of Benefits and Copayments, subject to the limitation and exclusions.

You must receive all of your services from your selected panel dentist. Services are covered as follows when you
use a panel dentist:

o Diagnostic and preventive care, basic fillings, and endodontics are covered at no cost.

e You will be charged a copayment for a partial bony extraction or a completely bony extraction. Other oral
surgery procedures are covered at no cost.

e You will be charged a copayment for a gingiovectomy, osseous or mucogingival surgery, and a visit for
emergency periodontic treatment. Other than these costs, periodontic care is covered at no cost.

e You must pay the actual lab costs of precious metals used in prosthodontics. Other prosthodontic procedures
are covered at no cost.

e You will be charged a copayment for orthodontia benefits plus a start-up fee. Both adults and children are
eligible for benefits for orthodontia.

e You will be charged a copayment for emergency visits after hours and for failure to cancel an appointment.

The Group Dental Service Contract must be consulted to determine the exact terms and condition of coverage. An
Evidence of Coverage will be sent to you upon enrollment.

No claim forms are necessary. Appeal procedures are provided in the Evidence of Coverage booklet provided by
the Prepaid Dental Plan.

PREPAID DENTAL PLAN #2

If you enroll in this Prepaid Dental Plan, you must complete an Enrollment Card. You do not need to select a
specific dental clinic. However, services are only available from dentists who are contracted with Dental Insurance
company listed on the Quick Reference Chart at the front of this document. Each time you receive services, it is
your responsibility to confirm that the dentist providing the services is currently in the network. Call the Customer
Service number on your ID card for up-to-date directory information. You must also show your ID card at the
time of service.

You have no out-of-pocket cost for most covered services except for orthodontic care. There is also a fee for
after-hours visits. No benefits are paid for services received from any dentist who is not a contracted dentist at the
time the services are received. No claim forms are required.

Appeal procedures are provided in the Evidence of Coverage booklet provided by the Prepaid Dental Plan.
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EMPLOYEE AND RETIREE DEATH BENEFITS

The benefits described in this section are available only to beneficiaries of active bargaining Employees and
Retired bargaining Employees. No death benefits are payable for persons covered under this Trust Fund as
non-bargaining Employees or as Dependents. Death benefits are funded directly by the Trust Fund, and are
taxable income to the beneficiary.

AMOUNT OF BENEFIT
If you die from any cause while eligible for the death benefit provided by this Trust Fund (that is, you meet the
requirements for eligibility for Health and Welfare Benefits as laid out in the chapter entitled “Eligibility Rules

For Bargained Employees,” or “Eligibility Rules for Retired Employees” in the month preceding your death), the
Plan will pay your designated beneficiary a benefit as follows;

Active Bargaining Employee $5,000
Retired Bargaining Employee $2,500
EXCLUSIONS

No death benefits will be paid for any loss that is caused directly or indirectly by:
e participation in, or the result of participation in, the commission of a felony, or a riot, or a civil commotion
e war or act of war, declared or undeclared, or any act related to war, or insurrection
e service in the armed forces of any country
DEATH BENEFITS DURING A PERIOD OF DISABILITY
If you become totally disabled before you reach age 60 and while eligible for death benefits, your death benefits
can be continued without any cost to you during that disability. For you to be eligible for this continuation, your

condition must meet the Trust Fund’s definition of total disability and you must submit satisfactory written proof
of such disability. Contact the Trust Fund Office for more information.

WHEN ELIGIBILITY FOR DEATH BENEFIT ENDS
Your eligibility for the Death Benefit will terminate on the date you enter military service.
YOUR BENEFICIARY

Your designated beneficiary is the individual named on your Plan Enrollment Form. If you designate more than
one beneficiary and you do not specify the portion to be paid to each, the beneficiaries will share equally.

If a beneficiary is not living on the date the benefit becomes payable, then payment will be made equally to any
remaining beneficiaries named by you, unless you had made written request to the contrary. In the event no
designated beneficiary is living on the date the benefit becomes payable, payment will be made to the first
individual(s) listed in the following order:

o to your legal Spouse at the time of your death

e inequal portions to your surviving children

e inequal portions to your surviving parents, if both are living; if only one parent is living, to that parent

e inequal portions to your brothers and/or sisters

e to your estate

Upon final dissolution of your marriage, your designation of your former Spouse as your beneficiary will be

automatically revoked unless you provide the Trust Fund Office with an updated Plan Enrollment Form again
designating your former Spouse as your beneficiary.

You may change your designated beneficiary at any time. To do so, request a Plan Enrollment Form from the
Trust Fund Office. Complete the card and return it to the Trust Fund Office. The beneficiary change will become
effective upon receipt of the completed form by the Trust Fund Office.
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HOW TO FILE A CLAIM FOR DEATH BENEFITS

Your beneficiary should obtain a claim form from the Trust Fund Office. The completed form should be returned
with any required documentation to the Trust Fund Office at the address listed on the Quick Reference Chart. The
Trust Fund Office should receive notice of the claim within 90 days of your death or as soon thereafter as is

reasonably possible. Any claim forms submitted over one year after Your death will not be covered under the
Plan.
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CLAIMS REVIEW PROCEDURES

If you do not understand English and have questions about a claim denial, contact the Trust Fund Office to find
out if assistance is available.

e SPANISH (Espaiiol): Para obtener asistencia en Espafiol, llame 800-922-9902.

o TAGALOG (Tagalog): Kung kailangan niyo ang tulong sa Tagalog tumawag sa 800-922-9902.

e CHINESE (FX): NREFZPXHIER, 15HFTX5h5 800-922-9902.

o NAVAJO (Dine): Dinek'ehgo shika at'ochwol ninisingo, kwiijigo holne' 800-922-9902.

The information in this section applies to the benefits provided under the Blue Cross Prudent Buyer Network
(PPO) and the Blue Cross Advantage Network (APPO) Plans and the Mental Health and Chemical
Dependency Plan benefits that are paid directly by the Trust Fund.

The PPO Dental Plan is administered by Delta Dental and the Vision Care Plan is administered by VSP. You
must first complete the claims appeals procedures of Delta Dental or VSP before making a voluntary appeal
directly to the Board of Trustees as described in this section.

If you are in Kaiser (HMO), Kaiser/Smart Choices (HMO), DeltaCare USA or UHC Dental, any applicable
procedures for filing claims will be described in the Evidence of Coverage booklet provided by Kaiser, DeltaCare
USA or UHC Dental. Those organizations also have their own review and appeals procedures, which are described
in their materials and which You must follow.

Please note that all questions and appeals regarding eligibility for coverage should be submitted to the Trust
Fund Office.

Guide to Using This Section for Retirees Eligible for Medicare
or Retirees’ Dependents Eligible for Medicare

If you are enrolled in the Blue Cross Network (PPO) Plan and you are a Retiree eligible for Medicare or a
Retiree’s Dependent eligible for Medicare:

« The claims involving prior approval (pre-service or urgent care claims) and the concurrent claims
discussed below apply to you only for vision care.

o The post-service claims discussed below (claims for health care services already received) do apply to
you. Note, however, the following points regarding medical claims:

> You must submit your post-service medical claims to Medicare before submitting them to the Trust
Fund.

> The Trust Fund will provide medical benefits only as the secondary payer of medical benefits that
have been paid primarily by Medicare.

> The post-service claims procedures discussed below will apply to these secondary-payment benefits.
> A claim regarding a rescission of coverage will be treated as a Post-Service Claim.

TYPES OF CLAIMS

Pre-service claims: A pre-service claim is a request for authorization of care or treatment that requires approval
in whole or in part before the care or treatment is obtained (also called “prior authorization”).

Under this Trust Fund, prior approval of services is required for:

e non-emergency hospital admissions (unless the stay is for childbirth, in which case no prior approval is
required for a stay of up to 48 hours following a vaginal delivery or 96 hours following a cesarean section, or
the Trust Fund is the secondary payer of benefits),

o all inpatient mental health or chemical dependency treatment, and
e contact lenses to be covered on a “necessary” basis.
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If you fail to obtain prior approval for these services, your benefits may be reduced.

Urgent care claims: Your request for a required prior authorization will be considered an urgent care claim if it
needs expedited handling—if applying the time frames allowed for a pre-service claim (generally 15 - 30 days for
a request submitted with sufficient information) as determined by your Health Care Practitioner:

o could seriously jeopardize your life or health or your ability to regain maximum function; or

e inthe opinion of a Health Care Practitioner with knowledge of your medical condition, would subject you to
severe pain that could not be adequately managed without the care or treatment that is the subject of the claim.

The applicable urgent care claim reviewer, applying the judgment of a prudent layperson that possesses an average
knowledge of health and medicine, will determine whether your claim is an urgent care claim. Alternatively, any
claim that a Physician with knowledge of your medical condition determines is an urgent care claim within the
meaning above will be treated as an urgent care claim.

Concurrent care (ongoing treatment) decisions: A concurrent care decision is a decision that is reconsidered
after an initial approval was made, resulting in a reduction, termination, or extension of a benefit. (For example,
an inpatient hospital stay originally prior approved for 5 days is subjected to concurrent review at 3 days to
determine if the full 5 days are appropriate.) In this situation, a decision to reduce, terminate, or extend treatment
is made concurrently with the provision of treatment. This category also includes requests by you or your provider
to extend care or treatment approved as an urgent care claim.

Disability claims (effective for claims filed on or after April 1, 2018): A disability claim is a claim for
which the Plan must make a determination of disability in order for the participant to receive the benefit.

Post-service claims: Any other type of health care claim is considered a post-service claim—for example, a claim
submitted for payment after health care services and treatment have been obtained. A claim regarding rescission
of coverage will be treated as a post-service claim.

What is NOT a “Claim”

The following are not considered claims and are thus not subject to the requirements and time frames
described in this section:

o Simple inquiries about a Plan’s provisions that are unrelated to any specific benefit claim.

e A request for an advance determination regarding this Trust Fund’s coverage of a treatment or service
that does not require prior authorization.

e A prescription you present to a pharmacy to be filled. (However, if your request for a prescription is
denied, in whole or in part, you may file a claim and appeal regarding the denial by using the
procedures in this section).

FILING CLAIMS

Information on how to file claims is included in the chapters covering each Plan of benefit described in this
booklet. The information is summarized below.

e Pre-service claims for hospital admissions not involving mental health or chemical dependency: Have
your physician call Anthem Blue Cross at 800-274-7767 to request pre-authorization. If your physician thinks
your condition warrants handling of your request as an urgent care claim, make sure the representative who
takes your call is advised of this.

e Pre-service claims for hospital admissions involving mental health or chemical dependency treatment:
Call BEAT IT at 800-828-3939 or Anthem Blue Cross at 800-774-7767 to request prior authorization. If your
condition warrants handling of your request as an urgent care claim, make sure the representative who takes
your call is advised of this.
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“Urgent Care Claim” Does Not Mean Emergency Care or Care at an Urgent Care Facility

Urgent care claims should not be confused with emergency care or treatment at an urgent care facility,
which do not require prior authorization. See Urgent Care Claims under Types of Claims above for an
explanation of when a request for prior authorization might need to be handled as an urgent care claim.

Pre-service claims for contact lenses to be covered on a “necessary” basis: VSP providers will have a
prior authorization form they can use for this purpose. Non-VSP providers should contact VSP to find out
what information they need to submit to VSP.

Post-service claims for medical benefits: All claims for medical benefits should be submitted directly to
Anthem Blue Cross electronically. For services rendered outside the state of California, claims should be
submitted to the local Blue Cross in the state where the service is rendered.

Post-service claims for chiropractic benefits: if you have received services for chiropractic care, have your
provider send the bill to the following address:

District Council 16 Northern California Health and Welfare Trust Fund

4160 Dublin Boulevard, Suite 400

Dublin, CA 94568-7756
Post-service claims for prescription drugs: (necessary only if you do not present your WellDyne ID card

when you have prescriptions filled or you use a non-participating pharmacy). Send your claim with a
prescription receipt (not just a cash register receipt) to the following address:

WellDyne Rx
PO Box 4517
Englewood, Colorado 80155-4517
Post-service claims for mental health or chemical dependency benefits: Check with your provider; he or

she may submit claims to Anthem Blue Cross or Beat-1T on your behalf. If not, send the claim to the following
address:

District Council 16 Northern California Health and Welfare Trust Fund

4160 Dublin Boulevard, Suite 400

Dublin, CA 94568-7756
Post-service claims for dental benefits under the PPO Dental Plan: Obtain a claim form from Delta
Dental, the Trust Fund Office, or your dentist’s office. After you and your dentist have completed it, it should
be sent to the following address:

o Delta Dental Plan of California

P.O. Box 7736

San Francisco, CA 94120
Post-service health care claims for vision care benefits: No claim form will be necessary if you use a VSP

provider. If you use a non-VSP provider, send your Out-of-Network Reimbursement Form (available at
www.vsp.com or 800-877-7195) with your itemized receipt to the following address:

Vision Service Plan

Attn: Out-of-Network Provider Claims
P.O. Box 997105

Sacramento, CA 95899-7105
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o Disability claims (effective for claims filed on or after April 1, 2018): Send the claim plus proof of disability
to the following address:

District Council 16 Northern California Health and Welfare Trust Fund
4160 Dublin Boulevard, Suite 400
Dublin, CA 94568-7756

o Death Benefit claim. Your beneficiary should contact the Trust Fund Office to obtain a death benefit claim
form. The form should be completed and returned with a certified copy of the death certificate.

USING AN AUTHORIZED REPRESENTATIVE

An authorized representative, such as your Spouse, may complete a claim submission for you if you have
previously designated the individual to act on your behalf (you can obtain a form from the Trust Fund Office to
designate an authorized representative). The Trust Fund may request additional information to verify that this
person is authorized to act on your behalf.

In the case of an urgent care claim, a Physician with knowledge of your condition may act on your behalf even
without written authorization.

WHEN CLAIMS MUST BE FILED

Your claim will be considered to have been filed as soon as it is received by the applicable review authority:
Anthem Blue Cross for pre-service/urgent care claims, and concurrent care decisions involving medical benefits,
and post-service claims, BEAT IT for pre-service/urgent care claims, concurrent care decisions and post-service
claims involving mental health and chemical dependency benefits, VSP for pre-service claims for necessary
contact lenses, the Trust Fund Office for Kaiser chiropractic claims, WellDyne for post-service prescription drug
claims, Delta Dental for post-service dental claims, VVSP for post-service vision care claims, the Trust Fund Office
for life insurance claims.

Pre-service and urgent care claims must be filed before services are obtained. (Remember that an urgent care
claim is not to be confused with emergency care or care received at an urgent care facility.)

You must submit all other medical, prescription drug, mental health, chemical dependency, and disability claims
within 90 days of the date of service or for disability claims the date of the onset of the disability, and all other
vision care claims within 180 days of the date of service. Dental claims must be submitted within 6 months of
the date of service. Benefits will not be paid for any claims not filed within 12 months from the later of the date
the expense was incurred or the date of payment under another plan that is primary payer.

Claims for death benefits should be submitted to the Trust Fund Office to allow sufficient time for processing
within 90 days of the death or as soon thereafter as reasonably possible but not later than one year. Benefits will
not be paid for any claims not filed within 12 months from the date of the death.

NOTIFICATION THAT YOUR PRE-SERVICE OR URGENT CARE CLAIM HAS NOT
BEEN PROPERLY FILED
If your pre-service health care claim has been improperly filed, Anthem Blue Cross, BEAT IT, or VSP will notify

you as soon as possible but no later than 5 days after receipt of the claim of the proper procedures to be followed
in filing a claim.

If your urgent care claim has been improperly filed, Anthem Blue Cross or BEAT IT will notify you as soon as
possible but no later than 72 hours after receipt of the claim of the proper procedures to be followed in filing a
claim. Unless the claim is re-filed properly, it will not constitute a claim.

You or your provider will receive notice that you have improperly filed your claim only if the claim includes your
name, your specific condition or symptom, and a specific treatment, service, or product for which approval is
requested. Unless the claim is re-filed properly, it will not constitute a claim.

TIMING OF INITIAL CLAIMS DECISIONS
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To ensure that the persons involved with adjudicating medical, prescription drug, and disability claims (effective
for disability claims filed on or after April 1, 2018) and appeals (such as claim adjudicators and medical or
vocational experts) act independently and impartially, decisions regarding hiring, compensation, promotion,
termination or retention or other similar matters with respect to those individuals, will not be made based upon
the likelihood that the individual will support the denial of benefits. A determination on your claim will be made
within the following time frames:

Pre-service claims: If your pre-service health care claim has been properly filed, Anthem Blue Cross, BEAT
IT, or VSP will notify you of its decision within 15 days from the date your claim is received, unless additional
time is needed. The time for response may be extended up to 15 days if necessary due to matters beyond the
control of Anthem Blue Cross, BEAT IT, or VSP. If an extension is necessary, you will be notified before the
end of the initial 15-day period of the circumstances requiring the extension and the date by which Anthem
Blue Cross, BEAT IT, or VSP expects to make a decision.

If an extension is needed because Anthem Blue Cross, BEAT IT, or VSP needs additional information from
you, Anthem Blue Cross, BEAT IT, or VSP will notify you as soon as possible, but no later than 15 days after
receipt of the claim, of the specific information necessary to complete the claim. In that case you and/or your
doctor will have 45 days from receipt of the notification to respond. During the period in which you are
allowed to supply additional information, the normal period for making a decision on the claim will be
suspended. The deadline is suspended from the date of the extension notice until either 45 days or the date
you respond to the request (whichever is earlier). Anthem Blue Cross, BEAT IT, or VSP then has 15 days to
make a decision and notify you of the determination.

Urgent care claim: You will be notified of a determination by telephone as soon as possible, taking into
account the exigencies of your situation, but no later than 72 hours after receipt of the claim by Anthem Blue
Cross or BEAT IT. The determination will also be confirmed in writing.

If your urgent care claim is received without sufficient information to determine whether or to what extent
benefits are covered or payable, Anthem Blue Cross or BEAT IT will notify you as soon as possible, but no
later than 72 hours after receipt of the claim, of the specific information necessary to complete the claim. You
and/or your doctor must respond to this request within 48 hours. Notice of a decision will be provided no
later than 48 hours after Anthem Blue Cross or BEAT IT receives your response, but only if it is received
within the required time frame.

Concurrent care decision: A reconsideration that involves the termination or reduction of payment for a
treatment in progress (other than by Plan amendment or termination) will be made by Anthem Blue Cross or
BEAT IT as soon as possible, but in any event early enough to allow you to have an appeal decided before
the benefit is reduced or terminated.

A request by you to extend approved urgent care treatment will be acted upon by Anthem Blue Cross or BEAT
IT within 72 hours of receipt of the claim, provided the claim is received at least 24 hours prior to the
expiration of the approved treatment.

Post-service claims: Ordinarily, you will be notified of the decision on your post-service health care claim
within 30 days of the date the Trust Fund Office, WellDyne, BEAT IT, Delta Dental, or VSP receives the
claim. This period may be extended one time up to 15 days if the extension is necessary due to matters beyond
the control of the Trust Fund Office, WellDyne, BEAT IT, Delta Dental, or VSP. If an extension is necessary,
you will be notified before the end of the initial 30-day period of the circumstances requiring the extension
and the date by which the Trust Fund Office, WellDyne, BEAT IT, Delta Dental, or VSP expects to make a
decision.

If an extension is needed because the Trust Fund Office, WellDyne, BEAT IT, Delta Dental, or VSP needs
additional information from you, the Trust Fund Office, WellDyne, BEAT IT, Delta Dental, or VSP will
notify you as soon as possible, but no later than 30 days after receipt of the claim, of the specific information
necessary to complete the claim. You and/or your doctor or dentist will have 45 days from receipt of the
notification to respond. During the period in which you are allowed to supply additional information, the
normal period for making a decision on the claim will be suspended. The deadline is suspended from the date
of the extension notice until either 45 days have passed or the date you respond to the request (whichever is
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earlier). The Trust Fund Office, WellDyne, BEAT IT, Delta Dental, or VSP then has 15 days to make a
decision on your post-service claim and notify you of the determination.

Disability claims (effective for claims filed on or after April 1, 2018): Ordinarily, you will be notified of the
decision on your disability claim within 45 days of the date the Trust Fund Office receives the claim. This
period may be extended one time up to 30 days if the extension is necessary due to matters beyond the control
of the Trust Fund Office. If an extension is necessary, you will be notified before the end of the initial 45-
day period of the circumstances requiring the extension and the date by which the Trust Fund Office expects
to make a decision.

If, prior to the end of this first 30-day extension, the Trust Fund Office determines that due to matters beyond
its control a decision cannot be rendered within the first 30-day extension period, the determination period
may be extended for up to an additional 30 calendar days provided you are notified prior to the first 30-day
extension period of the circumstances requiring the second extension and the date a decision is expected to be
rendered. A Notice of Extension will explain the standards on which entitlement to a benefit is based, the
unresolved issues that prevent a decision and the additional information needed to resolve those issues. If the
Trust Fund Office needs additional information from you to make its decision, you will have at least 45
calendar days to submit the additional information. During the period in which you are allowed to supply
additional information, the normal period for making a decision on the claim will be suspended. The deadline
is suspended from the date of the extension notice until either 45 days have passed or the date you respond to
the request (whichever is earlier). The Trust Fund Office then has 15 days to make a decision on your post-
service claim and notify you of the determination.

Death Benefit claims: The Trust Fund will ordinarily make a decision on a claim for death benefits within
90 days of receipt of the claim. This period may be extended up to 90 days if the extension is necessary due
to matters beyond the control of the Trust Fund. If an extension is necessary, you will be notified before the
end of the initial 90-day period of the circumstances requiring the extension and the date by which the Trust
Fund expects to make a decision.

DENIED CLAIMS (ADVERSE BENEFIT DETERMINATIONS)

It is not unusual that some of the charges submitted for a particular claim are not payable by this Trust Fund. Some
examples of reasons for denial are: (1) the expense is incurred during a month the Participant is not covered by
this Trust Fund, (2) the expense is related to an on-the-job injury, or (3) the expense is not recognized as a Covered
Charge under the Plan. Of course, these are not all the possible reasons a claim may be denied; they are only
examples.

You will be provided with written notice of an adverse benefit determination, whether your claim is denied in
whole or in part. This notice will include the following:

identify the claim involved (e.g. date of service, health care provider, claim amount if applicable);

state that, upon request and free of charge, the diagnosis code and/or treatment code, and their corresponding
meanings will be provided. However, a request for this information will not be treated as a request for an
internal appeal or an external review;

the specific reason(s) for the determination, including the denial code and its corresponding meaning as well
as any Plan standards used in denying the claim;

reference to the specific Plan provision(s) on which the determination is based,

contain a statement that you are entitled to receive upon request, free access to and copies of documents
relevant to your claim;

a description of any additional material or information needed to perfect your claim and an explanation of
why the material or information is needed,

a description of the Trust Fund’s internal appeal procedures and external review process and the time limits
applicable to such procedures;
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o ifaninternal rule, guideline, protocol, or other similar criterion was relied upon, a copy of the rule, guideline,
protocol, or criterion or a statement that it is available upon written request at no charge;

o if the decision was based on the absence of Medical Necessity or the treatment’s being Experimental or
Investigational or other similar exclusion, an explanation of the scientific or clinical judgment for the decision,
applying the terms of the Plan to your claim, or a statement that such an explanation is available upon written
request at no charge;

o disclose the availability of, and contact information for, any applicable ombudsman established under the
Public Health Services Act to assist individuals with internal claims and appeals and external review
processes.

o (Effective for claims filed on or after April 1, 2018) For disability claims, the notice will also include a
discussion of the decision, including the basis for disagreeing with or not following:

1. The views of a treating physician or vocational professional who evaluated the claimant;
2. The views of medical or vocational experts obtained by the plan, and

3. Any disability determination by the Social Security Administration.

If you do not understand English and have questions about a claim denial, contact the Trust Fund Office to find
out if assistance is available.

SPANISH (Espafiol): Para obtener asistencia en Espafiol, llame 800-922-9902.

TAGALOG (Tagalog): Kung kailangan niyo ang tulong sa Tagalog tumawag sa 800-922-9902.

CHINESE (H'320): InRFEPXXHIFEBN, 15T 1515 800-922-9902.

NAVAJO (Dine): Dinek'ehgo shika at'ochwol ninisingo, kwiijigo holne' 800-922-9902.

For urgent care claims, the notice will describe the expedited review process applicable to urgent care claims. For
urgent care claims, the required determination may be provided orally and followed with written notification.

For pre-service and urgent care claims, you will receive notice of the determination even when the claim is
approved.

Participants and beneficiaries may request documents and plan instruments regarding whether the plan is
providing benefits in accordance with Mental Health Parity and Addiction Equity Act (MHPAEA) and copies
must be furnished within 30 days of a request. This may include documentation that illustrates how the health
plan has determined that any financial requirement, quantitative treatment limitation, or non-quantitative treatment
limitation is in compliance with MHPAEA.

REQUEST FOR REVIEW OF AN ADVERSE BENEFIT DETERMINATION

Information on appeals for Indemnity Dental Plan benefits or Vision Care benefits is omitted from the discussion
that follows. For Indemnity Dental or Vision claims, you must exhaust the appeals process with Delta Dental or
VSP first. (See the materials from Delta Dental or VSP.) You may then file an appeal with the Trust Fund’s Board
of Trustees. If your prescription drug claim is denied by WellDyne you should contact the Trust Fund Office.

If you disagree with the decision made on a claim, you may ask for a review (appeal the decision). Your request
for review must be made in writing (or by telephone, for urgent care claims appeals).

Appeals of decisions on urgent care claims or concurrent care decisions should be submitted to Anthem Blue
Cross or BEAT IT, as applicable. All other appeals of adverse determinations based on benefits or eligibility
should be submitted to the Trust Fund Office. You must submit your appeal by the applicable deadline below:

¢ within 180 days after you receive the notice of denial for a claim involving health care (or, in the case of a
concurrent care decision, within a reasonable time, given the exigencies of your situation); or

e within 60 days after you receive the notice of denial for other claims.
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When appealing, you must state your reason for disputing the denial and furnish any pertinent material not already
furnished. You have the right to submit comments, documents, records, and other information in support of your
claim for benefits.

Failure to file an appeal that meets the criteria above will constitute a waiver of your right to a review of the denial
of your claim.

Please note that a rescission of coverage, whether or not there is an adverse effect on any particular benefit at that
time is considered an adverse benefit determination. A rescission of coverage is a cancellation or discontinuance
of coverage that has a retroactive effect, except to the extent it is attributable to a failure to timely pay required
premiums or contributions.

REVIEW PROCESS
The review process works as follows:

You have the right to review documents relevant to your claim. A document, record, or other information is
relevant if it was relied upon in making the decision; it was submitted, considered, or generated in connection
with the claim (regardless of whether it was relied upon); it demonstrates compliance with this Trust Fund’s
administrative processes for ensuring consistent decision-making; or it constitutes a statement of this Trust Fund’s
policy regarding the denied treatment or service. You will be provided reasonable access to such documents or
copies of them free of charge upon written request. Such documents will be provided as soon as possible (and
sufficiently in advance of the date on which the notice of adverse benefit determination on review is required to
be provided) to give you a reasonable opportunity to respond prior to that date. Additionally, before the Plan issues
an adverse benefit determination on review based on a new or additional rationale, you will be provided,
automatically and free of charge, with any new or additional evidence considered, relied upon, or generated by
the Plan (or at the direction of the Plan) in connection with the denied claim and, before the Plan issues an Adverse
Benefit Determination on review based on a new or additional rationale, you will be provided, automatically and
free of charge, with the rationale. The rationale will be provided as soon as possible (and sufficiently in advance
of the date on which the notice of adverse benefit determination on review is required to be provided) to give you
a reasonable opportunity to respond prior to that date.

Upon written request, you will be provided with the identification of medical or vocational experts, if any, that
gave advice on your claim, regardless of whether their advice was relied upon.

Your appeal will be decided by an individual or individuals who did not take part in the original claim denial and
are not subordinates of the person who originally denied the claim. No deference will be given to the initial adverse
benefit determination. The decision will be made on the basis of the record, including such additional documents
and comments as may be submitted by you.

The Trust Fund Office will send pre-service claim appeals to an independent review organization before providing
all relevant information to the subcommittee of the Board of Appeals that will make the decision.

If your claim involves a medical judgment, a health care professional with training and experience in the relevant
field of medicine will be consulted (one who did not take part in the claim denial and who is not the subordinate
of such a person).

NOTICE OF DECISION ON APPEAL
You will receive notice of the decision made on your appeal according to the following timetable:

e Pre-service claims: You will be sent a notice of a decision on review within 30 days of receipt of the
appeal by the Trust Fund Office.

e Urgent care claims: You will be sent a notice of a decision on review within 72 hours of receipt of the
appeal by Anthem Blue Cross or BEAT IT.

e Concurrent care decisions: You will receive notice of a decision on review within a reasonable amount
of time for the type of care.
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Post-service claims: Ordinarily, decisions on appeals will be made at the next regularly scheduled
meeting of the Board of Trustees after your request for review is received. However, if your request for
review is received at the Trust Fund Office within 30 days of the next regularly scheduled meeting, your
request for review may be considered at the second regularly scheduled meeting following receipt of your
request. In special circumstances, a delay until the third regularly scheduled meeting following receipt of
your request for review may be necessary. If such a delay is necessary, you will be advised in writing of
the special circumstances and the date by which a decision will be made. You will be notified of the
decision no later than 5 days after it is reached.

Disability claims (effective for claims filed on or after April 1, 2018): Ordinarily, decisions on appeals
will be made at the next regularly scheduled meeting of the Board of Trustees after your request for
review is received. However, if your request for review is received at the Trust Fund Office within 30
days of the next regularly scheduled meeting, your request for review may be considered at the second
regularly scheduled meeting following receipt of your request. In special circumstances, a delay until the
third regularly scheduled meeting following receipt of your request for review may be necessary. If such
a delay is necessary, you will be advised in writing of the special circumstances and the date by which a
decision will be made. You will be notified of the decision no later than 5 days after it is reached.

Death Benefit claims: Decisions will ordinarily be made within 60 days of receipt of the appeal by the
Trust Fund Office. The period for making a decision may be extended by up to 60 days, provided the
Trust Fund notifies you, prior to the expiration of the first 60 days, of the circumstances requiring the
extension and the date as of which the Trust Fund expects to render a decision.

IF YOUR APPEAL IS DENIED

NOTE: If your appeal of a decision on an urgent care claim is denied by Anthem Blue Cross or BEAT IT,
you may voluntarily resubmit your appeal to the Trust Fund Office under the pre-service claim rules. It
will then be reviewed by the appeals subcommittee of the Board of Trustees.

If your appeal is denied, you will receive written notice of that appeal determination including:

information that is sufficient to identify the claim involved (e.g. date of service, health care provider,
claim amount if applicable);

the statement that, upon request and free of charge, the diagnosis code and/or treatment code, and their
corresponding meanings, will be provided. However, a request for this information will not be treated as
a request for an external review;

the specific reason(s) for the adverse appeal review decision, including the denial code and its
corresponding meaning and a discussion of the decision, as well as any Plan standards used in denying
the claim;

reference the specific Plan provision(s) on which the determination is based;

a statement that you are entitled to receive upon request, free access to and copies of documents relevant
to your claim;

a statement that you have the right to bring civil action under ERISA Section 502(a) following the appeal;
an explanation of the Plan’s external review process, along with any time limits and information regarding
how to initiate the next level of review;

if the denial was based on an internal rule, guideline, protocol or similar criterion, a statement will be
provided that such rule, guideline, protocol or criteria that was relied upon will be provided free of charge
to you, upon request;

if the denial was based on medical necessity, experimental treatment, or similar exclusion or limit, a
statement will be provided that an explanation regarding the scientific or clinical judgment for the denial
will be provided free of charge to you, upon request;

the statement that “You and your Plan may have other voluntary dispute resolution options such as
mediation. One way to find out what may be available is to contact your local U. S. Department of Labor
Office and your State insurance regulatory agency;” and

disclosure of the availability of, and contact information for, any applicable ombudsman established under
the Public Health Services Act to assist individuals with internal claims and appeals and external review
processes.
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o (Effective for claims filed on or after April 1, 2018) For disability appeals, the notice will also include a
discussion of the decision, including the basis for disagreeing with or not following:

1. The view of a treating physician or vocational professional who evaluated the claimant;
2. The views of medical or vocational experts obtained by the plan, and
3. Any disability determination by the Social Security Administration.

If you do not understand English and have questions about a claim denial, contact the Trust Fund Office to find
out if assistance is available.

o SPANISH (Espariol): Para obtener asistencia en Espafiol, llame al 800-922-9902.

o TAGALOG (Tagalog): Kung kailangan niyo ang tulong sa Tagalog tumawag sa 800-922-9902.
e CHINESE (%X): tNRFEZHPXMER, 15T 515 800-922-9902.

¢ NAVAIJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 800-922-9902.

The denial of a claim to which the right to review has been waived, or the decision of the Board or its designated
appeals committee with respect to a petition for review, is final and binding upon all parties, including the claimant
or the petitioner, subject only to any civil action you may bring under ERISA or any External Review rights.
Following issuance of the written decision of the Board on an appeal, there is no further right of appeal to the
Board or right to arbitration.

If you are not satisfied with the decision made on your appeal, you may file a civil lawsuit in Federal court against
the Trust Fund under ERISA. However, no legal action for benefits from this Trust Fund shall be brought unless
and until you have

e submitted a claim for benefits,
o been notified that the claim is denied (or the claim is deemed denied),
o filed a timely appeal for review, and

e been notified in writing that the denial of the claim has been confirmed (or the claim is deemed denied on
review).

(““Deemed denied” means that you filed a claim or an appeal and had not received any response by the expiration
of the response time allowed for the type of claim. For medical, prescription drug and disability (effective for
disability claims filed on or after April 1, 2018) claims and appeals, the claim or appeal will not be deemed denied
if the plan’s violation was de minimis and did not cause, and is not likely to cause, prejudice or harm to the
claimant so long as the plan demonstrates that the violation was for good cause or due to matters beyond the
control of the plan, and that the violation occurred in the context of an ongoing, good faith exchange of
information with the claimant. This exception is not available if the violation is part of a pattern or practice of
violations. The Plan must provide a written explanation of the violation within 10 days or receipt of a request.)

EXTERNAL REVIEW OF CLAIMS

This External Review process is intended to comply with the Affordable Care Act (ACA) external review
requirements as set forth in Interim Final Regulations implementing the ACA and in Technical Release 2010-01.
For purposes of this section, references to “you” or “your” include you, your covered Dependent(s), and you and
your covered Dependent(s)’ authorized representatives; and references to “Plan” include the Plan and its
designee(s).

You may seek further, external review by an Independent Review Organization (“IRO”), if your appeal of a health
care claim, whether urgent, concurrent, pre-service or post-service claim is denied, and it fits within the following
parameters:

e The denial involves medical judgment, including but not limited to, those based on the Plan’s requirements
for medical necessity, appropriateness, health care setting, level of care, or effectiveness of a covered benefit,
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or a determination that a treatment is experimental or investigational. The IRO will determine whether a denial
involves a medical judgment; and/or

e The denial is due to a Rescission of coverage (retroactive elimination of coverage), regardless of whether the
Rescission has any effect on any particular benefit at that time.

External review is not available for any other types of denials, including if your claim was denied due to your
failure to meet the requirements for eligibility under the terms of the Plan. In addition, this external review
process does not pertain to claims for life/death benefits, AD&D or if your claim was denied due to your
failure to meet the requirements for eligibility under the terms of the Plan.

Generally, you may only request external review after you have exhausted the internal claims and appeals process
described above. This means that, in the normal course, you may only seek external review after a final
determination has been made on appeal.

There are two types of External Claims outlined below: Standard (Non-Urgent) Claims and Expedited Urgent
Claims.

EXTERNAL REVIEW OF STANDARD (NON-URGENT) CLAIMS.

Your request for external review of a standard (not urgent) claim must be made, in writing, within four (4) months
of the date that you receive notice of an Initial Claim Benefit Determination or adverse Appeal Claim Benefit
Determination. For convenience, these Determinations are referred to below as an “Adverse Determination,”
unless it is necessary to address them separately.

Because the Plan’s internal review and appeals process, generally, must be exhausted before external review is
available, in the normal course, external review of standard claims will only be available for Appeal Claim Benefit
Determinations.

An external review request on a standard claim should be made to the Trust Fund Office.
Preliminary Review of Standard Claims

Within five (5) business days of the Plan’s receipt of your request for an external review of a standard claim, the
Plan will complete a preliminary review of the request to determine whether:

(@) You are/were covered under the Plan at the time the health care item or service is/was requested or, in the
case of a retrospective review, were covered under the Plan at the time the health care item or service was
provided;

(b) The Adverse Determination does not relate to your failure to meet the requirements for eligibility under the
terms of the Plan or to a denial that is based on a contractual or legal determination; or to a failure to pay
premiums causing a retroactive cancellation of coverage;

(c) You have exhausted the Plan’s internal claims and appeals process (except, in limited, exceptional
circumstances when under the regulations the claimant is not required to do so); and

(d) You have provided all of the information and forms required to process an external review.

Within one (1) business day of completing its preliminary review, the Plan will notify you in writing as to whether
your request for external review meets the above requirements for external review. This notification will inform
you:

() If your request is complete and eligible for external review; or

(b) If your request is complete but not eligible for external review, in which case the notice will include the
reasons for its ineligibility, and contact information for the Employee Benefits Security Administration (toll-
free number 866-444-EBSA (3272)).

(c) If your request is not complete (incomplete), the notice will describe the information or materials needed to
complete the request and allow you to perfect (complete) the request for external review within the four (4)
month filing period, or within a 48-hour period following receipt of the notification, whichever is later.

Review of Standard Claims by an Independent Review Organization (IRO)
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If the request is complete and eligible for an external review, the Plan or appropriate Plan designee will assign the
request to an IRO. (Note that the IRO is not eligible for any financial incentive or payment based on the likelihood
that the IRO would support the denial of benefits. The Plan may rotate assignment among IROs with which it
contracts.) Once the claim is assigned to an IRO, the following procedure will apply:

(a)

(b)

(©)

(d)

(€)

(f)

The assigned IRO will timely notify you in writing of the request’s eligibility and acceptance for external
review, including directions about how you may submit additional information regarding your claim
(generally, you are to submit such information within ten (10) business days).

Within five (5) business days after the external review is assigned to the IRO, the Plan will provide the IRO
with the documents and information the Plan considered in making its Adverse Determination.

If you submit additional information related to your claim to the IRO, the assigned IRO must, within one (1)
business day, forward that information to the Plan. Upon receipt of any such information, the Plan may
reconsider its Adverse Determination that is the subject of the external review. Reconsideration by the Plan
will not delay the external review. However, if upon reconsideration, the Plan reverses its Adverse
Determination, the Plan will provide written notice of its decision to you and the IRO within one (1) business
day after making that decision. Upon receipt of such notice, the IRO will terminate its external review.

The IRO will review all of the 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 will be bound to observe the terms
of the Plan to ensure that the IRO 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 requirements for benefits, including
the Plan’s standards for clinical review criteria, medical necessity, appropriateness, health care setting, level
of care, or effectiveness of a covered benefit.

In addition to the documents and information provided, the assigned IRO, to the extent the information or
documents are available and appropriate, may consider additional information, including information from
your medical records, recommendations or other information from your treating (attending) health care
providers, other information from you or the Plan, reports from appropriate health care professionals,
appropriate practice guidelines and applicable evidence-based standards, the Plan’s applicable clinical review
criteria and/or the opinion of the IRO’s clinical reviewer(s).

The assigned IRO will provide written notice of its final external review decision to you and the Plan or
appropriate Plan designee within 45 days after the IRO receives the request for the external review.

1) If the IRO’s final external review reverses the Plan’s Adverse Determination, upon the Plan’s receipt of
the notice of such reversal, the Plan will immediately provide coverage or payment for the reviewed claim.
However, even after providing coverage or payment for the claim, the Plan may, in its sole discretion,
seek judicial remedy to reverse or modify the IRO’s decision.

2) If the final external review upholds the Plan’s Adverse Determination, the Plan will continue not to
provide coverage or payment for the reviewed claim. If you are dissatisfied with the external review
determination, you may seek judicial review as permitted under ERISA Section 502(a).

The assigned IRO’s decision notice will contain:

1) A general description of the reason for the request for external review, including information sufficient to
identify the claim (including the date or dates of service, health care provider, claim amount (if
applicable), diagnosis code and its corresponding meaning, and treatment code and its corresponding
meaning, and reason for the previous denial);

2) The date that the IRO received the request to conduct the external review and the date of the IRO decision;

3) References to the evidence or documentation considered in reaching its decision, including the specific
coverage provisions and evidence-based standards;

4) A discussion of the principal reason(s) for the IRO’s decision, including the rationale for its decision and
any evidence-based standards that were relied on in making the decision;
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5) A statement that the IRO’s determination is binding on the Plan (unless other remedies may be available
to you or the Plan under applicable State or Federal law);

6) A statement that judicial review may be available to you; and

7) Current contact information, including phone number, for any applicable office of health insurance
consumer assistance or ombudsman established under the Affordable Care Act to assist with external
review processes.

8) The IRO will also provide the Notice in Spanish, upon request.
EXTERNAL REVIEW OF EXPEDITED URGENT CARE CLAIMS

You may request an expedited external review if:

() you receive an adverse Initial Claim Benefit Determination that involves a medical condition for which the
timeframe for completion of an expedited internal appeal would seriously jeopardize your life or health, or
would jeopardize your ability to regain maximum function, and you have filed a request for an expedited
internal appeal; or

(b) you receive an adverse Appeal Claim Benefit Determination that involves a medical condition for which the
timeframe for completion of a standard external review would seriously jeopardize your life or health or would
jeopardize your ability to regain maximum function; or, you receive an adverse Appeal Claim Benefit
Determination that concerns an admission, availability of care, continued stay, or health care item or service
for which you received emergency services, but you have not yet been discharged from a facility.

Preliminary Review for an Expedited Claim

Immediately upon receipt of the request for expedited external review, the Plan or appropriate Plan designee will
complete a preliminary review of the request to determine whether the requirements for preliminary review are
met (as described under Standard claims above). The Plan or appropriate Plan designee will immediately notify
you (e.g. telephonically) as to whether your request for review meets the preliminary review requirements, and if
not, will provide or seek the information (also described under Standard Claims above).

Review of Expedited Claim by an Independent Review Organization (IRO)

Following the preliminary review that a request is eligible for expedited external review, the Plan or appropriate
Plan designee will assign an IRO (following the process described under Standard Review above). The Plan or
appropriate Plan designee will expeditiously (e.g. meaning via telephone, courier, overnight delivery, etc.) provide
or transmit to the assigned IRO all necessary documents and information that it considered in making its Adverse
Determination.

The assigned IRO, to the extent the information or documents are available and the IRO considers them
appropriate, must consider the information or documents described in the procedures for standard review,
(described above under Standard Claims). In reaching a decision, the assigned IRO must review the claim de novo
(as if it is new) and is not bound by any decisions or conclusions reached during the Plan’s internal claims and
appeals process. However, the IRO will be bound to observe the terms of the Plan to ensure that the IRO 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 requirements for benefits, including the Plan’s standards for clinical review
criteria, medical necessity, appropriateness, health care setting, level of care, or effectiveness of a covered benefit.

The IRO will provide notice of their final expedited external review decision, in accordance with the requirements,
set forth above under Standard Claims, as expeditiously as your medical condition or circumstances require, but
in no event more than seventy-two (72) hours after the IRO receives the request for an expedited external review.
If the notice of the IRO’s decision is not in writing, within forty-eight (48) hours after the date of providing that
notice, the IRO must provide written confirmation of the decision to you and the Plan.

() If the IRO’s final external review reverses the Plan’s Adverse Determination, upon the Plan’s receipt of the
notice of such reversal, the Plan will immediately provide coverage or payment for the reviewed claim.
However, even after providing coverage or payment for the claim, the Plan may, in its sole discretion, seek
judicial remedy to reverse or modify the IRO’s decision.
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(b) If the final external review upholds the Plan’s Adverse Determination, the Plan will continue not to provide
coverage or payment for the reviewed claim. If you are dissatisfied with the external review determination,
you may seek judicial review as permitted under ERISA Section 502(a).

LIMITATION ON WHEN A LAWSUIT MAY BE STARTED

You or any other claimant may not start a lawsuit or other legal action to obtain Plan benefits, including
proceedings before administrative agencies, until after all administrative procedures have been exhausted
(including this Plan’s claim appeal review procedures described in this document) for every issue deemed
relevant by the claimant, or until 90 days have elapsed since you filed a request for appeal review if you have
not received a final decision or notice that an additional 60 days will be necessary to reach a final decision.

No lawsuit may be started more than three years after the end of the year in which services were provided.

DISCRETIONARY AUTHORITY FOR PLAN BENEFIT INTERPRETATION,
ADMINISTRATION AND OPERATION

The Board of Trustees of the Trust Fund is the named fiduciary with the authority to control and manage the
operation and administration of the Trust Fund. The Board shall make such rules, interpretations, and
computations and take such other actions to administer the Plans of Benefits offered by the Trust Fund as the
Board, in its sole discretion, may deem appropriate. The rules, interpretation, computations, and actions of the
Board shall be binding and conclusive on all persons. The Board of Trustees, and/or persons appointed by the
Board of Trustees, shall have full discretionary authority to determine eligibility for benefits and to construe terms
of the Plans of Benefits payable, and any rules adopted by the Board of Trustees.

The Trust Fund recognizes that new technologies may develop which are not specifically addressed. The Trust
Fund reserves the right to determine whether or not a service or supply is covered, and if covered, to determine
Allowed Charges. If a Participant selects a more expensive service or supply than is customarily provided, or
specialized techniques rather than standard procedures, the Trust Fund reserves the right to consider alternate
professionally acceptable services and supplies as the basis for benefit consideration.

The Board of Trustees may engage such Employees, accountants, actuaries, consultants, investment managers,
attorneys and other professionals or other persons to render advice and/or perform services with regard to any of
its responsibilities under the Trust Fund, as it shall determine to be necessary and appropriate.

FACILITY OF PAYMENT

If the Plan Administrator or its designee determines that you cannot submit a claim or prove that you or your
covered Dependent paid any or all of the charges for health care services that are covered by this Trust Fund
because you are incompetent, incapacitated or in a coma, this Trust Fund may, at its discretion, pay Plan benefits
directly to the Health Care Provider(s) who provided the health care services or supplies, or to any other individual
who is providing for your care and support. Any such payment of Trust Fund benefits will completely discharge
this Trust Fund’s obligations to the extent of that payment. Neither this Trust Fund, the Plan Administrator, Trust
Fund Office, nor any other designee of the Plan Administrator will be required to see to the application of the
money so paid.
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COORDINATION OF BENEFITS (COB)

HOW DUPLICATE COVERAGE OCCURS

This chapter describes the circumstances when you or your covered Dependents may be entitled to health care
benefits under this Plan and may also be entitled to recover all or part of your health care expenses from some
other source. In this chapter the term “you” references all covered Plan Participants. In many of those cases, either
this Plan or the other source (the primary plan or program) pays benefits or provides services first, and the other
(the secondary plan or program) pays some or all of the difference between the total cost of those services and
payment by the primary plan or program. In other cases, only one plan pays benefits. Duplicate coverage can
occur if you or a covered Dependent is also covered by:

e Another group health care plan (including but not limited to a plan which provides the Covered Individual
with COBRA Continuation Coverage); or

e Medicare; or

e Other government program, such as Medicaid, TRICARE, or a program of the U.S. Department of Veterans
Affairs, motor vehicle including but not limited to no-fault, uninsured motorist or underinsured motorist
coverage for medical expenses or loss of earnings that is required by law, or any coverage provided by a
federal, state or local government or agency; or

o Workers’ compensation.

e Coverage resulting from a judgment at law or settlement.

e Any responsible third party, its insurer, or any other source on behalf of that party.

e Any first party insurance (e.g. medical, personal injury, no-fault, underinsured motorist or uninsured motorist
coverage).

e Any policy from any insurance company or guarantor of a third party

e Any other source (e.g. crime victim restitution, medical, disability, school insurance).

The Plan’s benefit coverage is excess to other responsible parties’ coverage sources such as coverage from a

judgment, settlement, or any responsible party.

Duplicate recovery of health care expenses can also occur if there is any other coverage for your health care

expenses including third party liability.

This chapter describes the rules that determine which plan pays first (is primary) and which pays second (is
secondary), or when one of the plans is responsible for benefits and the other is not. This Plan operates under
rules that prevent it from paying benefits which, together with the benefits from another source you possess (as
described above), would allow you to recover more than 100% of expenses you incur. In many instances, you
may recover less than 100% of those expenses from the duplicate sources of coverage or recovery.

In some instances, this Plan will not provide coverage if you can recover from some other resource. In other
instances, this Plan will advance its benefits, but only subject to its right to recover them if and when you or your
covered Dependent actually recover some or all of your losses from a third party (see also the subrogation
provisions in this chapter). Duplicate recovery of health care expenses may also occur if a third party caused the
injury or illness by negligent or intentionally wrongful action.

COVERAGE UNDER MORE THAN ONE GROUP HEALTH PLAN

When and How Coordination of Benefits (COB) Applies

1. For the purposes of this Coordination of Benefits chapter, the word “Plan” refers to any group medical or
dental policy, contract or plan, whether insured or self-insured, that provides benefits payable on account of
medical or dental services incurred by the Covered Individual or that provides health care services to the
Covered Individual. A “Group Plan” provides its benefits or services to Employees, Retirees or members of
a group who are eligible for and have elected coverage (including but not limited to a plan that provides the
Covered Individual with COBRA Continuation Coverage).
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2. Many families have family members covered by more than one medical or dental Plan. If this is the case with
your family, you must let this Plan and its Claims Administrators know about all medical and dental
Plan coverage’s when you submit a claim.

3. Coordination of Benefits (or COB, as it is usually called) operates so that one of the Plans (called the primary
plan) will pay its benefits first. The other plan, (called the secondary plan) may then pay additional benefits.
In no event will the combined benefits of the primary and secondary plans exceed 100% of the health
care expenses incurred. Sometimes, the combined benefits that are paid will be less than the total expenses.

WHICH PLAN PAYS FIRST: ORDER OF BENEFIT DETERMINATION RULES

The Overriding Rules

A. Group plans determine the sequence in which they pay benefits, or which plan pays first, by applying a
uniform set of order of benefit determination rules that are applied in the specific sequence outlined below.
This Plan uses the order of benefit determination rules established by the National Association of Insurance
Commissioners (NAIC) and which are commonly used by insured and self-insured plans. Any group plan
that does not use these same rules always pays its benefits first. This Plan does not coordinate benefits
with an individual plan including a plan purchased through the Health Insurance Marketplace.

B. When two group plans cover the same person, the following order of benefit determination rules establish
which plan is the primary plan that pays first, and which is the secondary plan that pays second. If the first of
the following rules does not establish a sequence or order of benefits, the next rule is applied, and so on, until
an order of benefits is established. These rules are:

Rule 1: Non-Dependent or Dependent

A. The plan that covers a person other than a dependent, for example, as an Employee, Retiree, member or
subscriber is the primary plan that pays first; and the plan that covers the same person as a dependent is
the secondary plan that pays second.

B. There is one exception to this rule. If the person is also a Medicare beneficiary, and as a result of the
provisions of Title XVIII of the Social Security Act and implementing regulations (the Medicare rules),
Medicare is secondary to the plan covering the person as a dependent; and primary to the plan covering
the person as other than a dependent (that is, the plan covering the person as a Retired Employee); then
the order of benefits is reversed, so that the plan covering the person as a dependent pays first; and the
plan covering the person other than as a dependent (that is, as a Retired Employee) pays second.

Rule 2: Dependent Child Covered Under More Than One Plan

A. The plan that covers the parent whose Birthday falls earlier in the calendar year pays first; and the plan
that covers the parent whose Birthday falls later in the calendar year pays second, if:
1. the parents are married;
2. the parents are not separated (whether or not they ever have been married); or
3. acourt decree awards joint custody without specifying that one parent has the responsibility for the
child’s health care expenses or to provide health care coverage for the child.
B. If both parents have the same Birthday, the plan that has covered one of the parents for a longer period of
time pays first; and the plan that has covered the other parent for the shorter period of time pays second.
C. The word “Birthday” refers only to the month and day in a calendar year; not the year in which the person
was born.

D. If the specific terms of a court decree state that one parent is responsible for the child’s health care
expenses or health care coverage, and the plan of that parent has actual knowledge of the terms of that
court decree, that plan pays first. If the parent with financial responsibility has no coverage for the child’s
health care services or expenses, but that parent’s current Spouse does, the plan of the Spouse of the parent
with financial responsibility pays first. However, this provision does not apply during any Plan Year
during which any benefits were actually paid or provided before the plan had actual knowledge of the
specific terms of that court decree.

If the specific terms of a court decree state that both parents are responsible for the dependent child’s
health care expenses or health care coverage, the plan that covers the parent whose Birthday falls earlier
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in the calendar year pays first, and the plan that covers the parent whose Birthday falls later in the calendar
year pays second.

If the 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 their Spouses (if any) is:

1. The plan of the custodial parent pays first; and

2. The plan of the Spouse of the custodial parent pays second; and

3. The plan of the non-custodial parent pays third; and

4. The plan of the Spouse of the non-custodial parent pays last.

For a dependent child covered under more than one plan of individuals who are not the parents of the
child, the order of benefits shall be determined, as described in Rule 5 (the longer/shorter length of
coverage) and if length of coverage is the same, then the birthday rule (Rule 2) applies between the
dependent child’s parents coverage and the dependent’s self or spouse coverage. For example, if a married
dependent child on this Plan is also covered as a dependent on the group plan of their spouse, this Plan
looks to Rule 5 first and if the two plans have the same length of coverage, then the Plan looks to whose
birthday is earlier in the year: the employee-parent covering the dependent or the employee-Spouse
covering the dependent.

Rule 3: Active/Laid-Off or Retired Employee

A

B.

C.

The plan that covers a person either as an active Employee (that is, an Employee who is neither laid-off
nor retired), or as that active Employee’s dependent, pays first; and the plan that covers the same person
as a laid-off or Retired Employee, or as that laid-off or Retired Employee’s dependent, pays second.

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

If a person is covered as a laid-off or Retired Employee under one plan and as a dependent of an active
Employee under another plan, the order of benefits is determined by Rule 1 rather than by this rule.

Rule 4: Continuation Coverage

A.

If a person whose coverage is provided under a right of continuation under federal or state law is also
covered under another plan, the plan that covers the person as an Employee, Retiree, member or subscriber
(or as that person’s dependent) pays first, and the plan providing continuation coverage to that same
person pays second.

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

If a person is covered other than as a dependent (that is, as an Employee, former Employee, Retiree,
member or subscriber) under a right of continuation coverage under federal or state law under one plan
and as a dependent of an active Employee under another plan, the order of benefits is determined by Rule
1 rather than by this rule.

Rule 5: Longer/Shorter Length of Coverage

A.

If none of the four previous rules determines the order of benefits, the plan that covered the person for the
longer period of time pays first; and the plan that covered the person for the shorter period of time pays
second.

To determine how long a person was covered by a plan, two plans are treated as one if the person was
eligible for coverage under the second plan within 24 hours after the first plan ended.

The start of a new plan does not include a change:

1. in the amount or scope of a plan’s benefits;

2. inthe entity that pays, provides or administers the plan; or

3. from one type of plan to another (such as from a single employer plan to a multiple employer plan).
The length of time a person is covered under a plan is measured from the date the person was first covered
under that plan. If that date is not readily available, the date the person first became a member of the
group will be used to determine the length of time that person was covered under the plan presently in
force.
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HOW MUCH THIS PLAN PAYS WHEN IT IS SECONDARY:

Secondary Liability of this Plan: When this Plan pays second, it will pay the same benefits that it would have
paid had it paid first, less whatever payments were actually made by the plan (or plans) that paid first. In no case
will this Plan pay more in benefits for each claim as it is submitted than it would have paid had it been the Plan
that paid first. This has the effect of maintaining this Plan’s Deductibles, coinsurance and exclusions. As a result,
when this Plan pays second, you may not receive the equivalent of 100% of the total cost of the health care
services.

“Allowable Expense” means a health care service or expense, including Deductibles, coinsurance or copayments,
which is covered in full or in part by any of the plans covering the person, except as provided below or where a
statute applicable to this Plan requires a different definition. This means that an expense or service (or any portion
of an expense or service) that is not covered by any of the plans is not an allowable expense. The following are
examples of expenses or services that are not allowable expenses:

« Ifthe coordinating plans determine benefits on the basis of an Allowed charge amount, any amount in excess
of the highest allowed charge is not an allowable expense.

« If the coordinating plans provide benefits or services on the basis of negotiated fees, any amount in excess of
the highest of the negotiated fees is not an allowable expense.

« If one coordinating plan determines benefits on the basis of an Allowed charge amount and the other
coordinating plan provides benefits or services on the basis of negotiated fees, the Fund’s payment
arrangement is the allowable expense for all plans.

« When benefits are reduced by a primary plan because a Covered Individual did not comply with the primary
plan’s provisions, such as the provisions related to Utilization Review in this Plan and similar provisions in
other plans, the amount of those reductions will not be considered an allowable expense by this Plan when it
pays second.

Allowable expenses do not include expenses for services received because of an occupational sickness or injury,
or expenses for services that are excluded or not covered under this Plan.

ADMINISTRATION OF COB

1. To administer COB, the Plan reserves the right to:
« exchange information with other plans involved in paying claims;
« require that you or your Health Care Provider furnish any necessary information;
« reimburse any plan that made payments this Plan should have made; or
e recover any overpayment from your Hospital, Physician, Dentist, other Health Care Provider, other
insurance company, you or your Dependent.

2. If this Plan should have paid benefits that were paid by any other plan, this Plan may pay the party that made
the other payments in the amount this Plan Administrator or its designee determines to be proper under this
provision. Any amounts so paid will be considered to be benefits under this Plan, and this Plan will be fully
discharged from any liability it may have to the extent of such payment.

3. To obtain all the benefits available to you, you should file a claim under each plan that covers the person for
the expenses that were incurred. However, any person who claims benefits under this Plan must provide all
the information the Plan needs to apply COB.

4. This plan follows the customary coordination of benefits rule that the medical program coordinates with only
other medical plans or programs, and not with any dental plan or program and the dental program coordinates
only with other dental plans or programs and not with any other medical plan or program. Therefore, when
this Plan is secondary, it will pay secondary medical benefits only when the coordinating primary plan
provides medical benefits, and it will pay secondary dental benefits only when the primary plan provides
dental benefits.

5. If this Plan is primary, and if the coordinating secondary plan is an HMO, EPO or other plan that provides
benefits in the form of services, this Plan will consider the reasonable cash value of each service to be both
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the allowable expense and the benefits paid by the primary plan. The reasonable cash value of such a service
may be determined based on the Plan’s Allowed charge.

If this Plan is secondary, and if the coordinating primary plan does not cover health care services because they
were obtained Out-of-Network, benefits for services covered by this Plan will be payable by this Plan subject
to the rules applicable to COB, but only to the extent they would have been payable if this Plan were the
primary plan.

If this Plan is secondary, and if the coordinating plan is also secondary because it provides by its terms that it
is always secondary or excess to any other coverage, or because it does not use the same order of benefit
determination rules as this Plan, this Plan will not relinquish its secondary position. However, if this Plan
advances an amount equal to the benefits it would have paid had it been the primary plan, this Plan will be
subrogated to all rights the Plan Participant may have against the other plan, and the Plan Participant must
execute any documents required or requested by this Plan to pursue any claims against the other plan for
reimbursement of the amount advanced by this Plan.

COORDINATION OF BENEFITS WITH MEDICARE

. Entitlement to Medicare Coverage: Generally, anyone age 65 or older is entitled to Medicare coverage.
Anyone under age 65 who is entitled to Social Security Disability Income benefits is also entitled to Medicare
coverage (usually after a waiting period).

. Medicare Participants May Retain or Cancel Coverage Under This Plan: If an eligible individual under
this Plan becomes covered by Medicare, whether because of end-stage renal disease (ESRD), disability or
age, that individual may either retain or cancel coverage under this Plan. If the eligible individual under this
Plan is covered by both this Plan and by Medicare, as long as the eligible Employee remains actively
employed, that Employee’s medical expense coverage will continue to provide the same benefits and
contributions for that coverage will remain the same. In that case, this Plan pays first and Medicare pays
second.

If an eligible individual under this Plan is covered by Medicare and an Employee cancels coverage under this
Plan, coverage of their Spouse and/or Dependent Child(ren) will terminate, but they may be entitled to
COBRA Continuation Coverage. See the COBRA chapter for further information about COBRA
Continuation Coverage. If any of the eligible Employee’s Dependents are covered by Medicare and the
Employee cancels that Dependent’s coverage under this Plan, that Dependent will not be entitled to COBRA
Continuation Coverage. The choice of retaining or canceling coverage under this Plan of a Medicare
participant is the responsibility of the Employee. Neither this Plan nor the Employee’s employer will provide
any consideration, incentive or benefits to encourage cancellation of coverage under this Plan.

. Coverage Under Medicare and This Plan When Totally Disabled: If an eligible Employee under this Plan
becomes Totally Disabled and entitled to Medicare because of that disability, the eligible Employee will no
longer be considered to remain actively employed. As a result, once the Employee becomes entitled to
Medicare because of that disability, Medicare pays first, and this Plan pays second. Generally, if an eligible
Dependent under this Plan becomes Totally Disabled and entitled to Medicare because of that disability, this
Plan pays first for that Dependent and Medicare pays second. This Medicare secondary payer rule applies to
employers with 100 or more Employees.

. Coverage Under Medicare and This Plan for End-Stage Renal Disease: If, while actively employed, an
eligible individual under this Plan becomes entitled to Medicare because of end-stage renal disease (ESRD),
this Plan pays first, and Medicare pays second for 30 months starting the earlier of the month in which
Medicare ESRD coverage begins; or the first month in which the individual receives a kidney transplant.
Then, starting with the 31st month after the start of Medicare coverage, Medicare pays first, and this Plan pays
second.
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HOW MUCH THIS PLAN PAYS WHEN IT IS SECONDARY TO MEDICARE

1. When Covered by this Plan and also by Medicare Parts A and B: When an eligible individual under this
Plan is also covered by Medicare Parts A and B and this Plan is secondary to Medicare, this Plan pays the
same benefits provided for active Employees less any amounts paid by Medicare. Benefits payable by this
Plan are based on the fees allowed by Medicare and not on the billed charges of the Health Care Provider.

2. When Covered by this Plan and also by a Medicare Advantage Program (formerly called Medicare +
Choice or Part C) without prescription drug benefits: If an individual is covered by both this Plan and a
Medicare Advantage program, and obtains medical services or supplies in compliance with the rules of that
program, including, without limitation, obtaining all services In-Network when the Medicare Advantage
program requires it, this Plan will not coordinate with the Medicare Advantage plan, meaning that this plan
will not pay any expenses that are not otherwise payable by the Medicare Advantage plan.

Also, if an eligible individual does not comply with the rules of their Medicare Advantage program, including
without limitation, approved referral, prior authorization, or utilization of In-Network provider requirements,
this Plan will NOT provide any health care services or supplies or pay any benefits for any services or supplies
that the individual receives.

3. When Covered by this Plan and Eligible for but Not Covered by Medicare: When the Covered individual
is covered by this Plan and is also eligible for, but is not enrolled in Medicare Parts A, B and/or D, this Plan
pays the same benefits provided for active Employees less the amounts that would have been paid by Medicare
had the individual been covered by Medicare Parts A, B and/or D.

IMPORTANT: You must enroll in both Part A and Part B of Medicare when you first become
eligible. The Plan will estimate Medicare Part A and B benefits if you fail to enroll for Medicare
when eligible. Your out-of-pocket expense will be greatly increased if you fail to enroll in Medicare
Part B.

4. When Covered by this Plan and the Individual also Enters Into a Medicare Private Contract: Under the
law a Medicare participant is entitled to enter into a Medicare private contract with certain Health Care
Practitioners (who have opted out of Medicare), under which the individual agrees that no claim will be
submitted to or paid by Medicare for health care services and/or supplies furnished by that Health Care
Practitioner. If a Medicare participant enters into such a contract this Plan will NOT pay any benefits for any
health care services and/or supplies the Medicare participant receives pursuant to it.

5. When Covered by this Plan and also by a Medicare Part D Prescription Drug Plan: If you have dual
coverage under both this Plan and Medicare Part D, the following explains how this Plan and Medicare will
coordinate that dual coverage:

a. For Medicare eligible Retirees and their Medicare eligible Dependents, Medicare Part D coverage is
primary, and this group health plan pays secondary. Note that dual coverage may affect your Out-of-
Pocket Limit under your Medicare prescription drug plan.

b. For Medicare eligible Active Employees and non-Medicare eligible Retirees and individuals no longer
actively employed but still receiving benefits based on hours accumulated when they were working and
their Medicare eligible Dependents, this group health plan pays primary and Medicare Part D coverage is
secondary.

6. Medicare pays first if a Domestic Partner is entitled to Medicare on the basis of age and has group health plan
coverage based on the current employment status of his/her partner. Medicare generally pays second:

a.  When the Domestic Partner is entitled to Medicare on the basis of disability and is covered by a large
group health plan on the basis of his/her own current employment status or the status of a family member
(a Domestic Partner is considered a family member).

b. For the 30-month coordination period when the Domestic Partner is eligible for Medicare on the basis of
End-Stage Renal Disease (ESRD) and is covered by a group health plan on any basis.

c.  When the Domestic Partner is entitled to Medicare on the basis of age and has group health plan coverage
on the basis of his/her own current employment status.
For more information on Medicare Part D refer to www.medicare.gov or contact the Trust Fund Office.
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COORDINATION WITH GOVERNMENT AND OTHER PROGRAMS

A. Medicaid: If an individual is covered by both this Plan and Medicaid or a State Children’s Health Insurance
Program (CHIP), this Plan pays first and Medicaid or the State Children’s Health Insurance Program (CHIP)
pays second.

B. TRICARE: If a Dependent is covered by both this Plan and the TRICARE Program (formerly known as the
Civilian Health and Medical Program of the Uniformed Service (CHAMPUS)) that provides health care
services to Dependents of active armed services personnel, this Plan pays first, and TRICARE pays second.
For an employee called to active duty for more than 30 days who is covered by both TRICARE and this Plan,
TRICARE is primary, and this plan is secondary for active members of the armed services only. If an eligible
individual under this Plan receives services in a Military Medical Hospital or Facility on account of a military
service-related illness or injury, benefits are not payable by this Plan.

C. Veterans Affairs/Military Medical Facility Services: If an eligible individual under this Plan receives
services in a U.S. Department of Veterans Affairs Hospital or other military medical facility on account of a
military service-related illness or injury, benefits are not payable by the Plan. If an eligible individual under
this Plan receives services in a U.S. Department of Veterans Affairs Hospital or facility on account of any
other condition that is not a military service-related illness or injury, benefits are payable by the Plan to the
extent those services are medically necessary, and the charges are Allowed Charges.

D. Motor Vehicle Coverage Required by Law: If an eligible individual under this Plan is covered for benefits
by both this Plan and any motor vehicle coverage, including but not limited to no-fault, uninsured motorist,
underinsured motorist or personal injury protection rider to a motor vehicle liability policy, that motor vehicle
coverage pays first, and this Plan pays second. The Plan’s benefit coverage is excess to any vehicle insurance
(including medical payments coverage/MPC, personal injury protection/PIP, and/or no-fault).

E. Indian Health Services (IHS): If an individual is covered by both this Plan and Indian Health Services, this
Plan pays first, and Indian Health Services pays second.

F. Other Coverage Provided by State or Federal Law: If an eligible individual under this Plan is covered by
both this Plan and any other coverage (not already mentioned above) that is provided by any other state or
federal law, the coverage provided by any other state or federal law pays first and this Plan pays second.

WORKER’ COMPENSATION

This Plan does not provide benefits if the expenses are covered by workers’ compensation or occupational disease
law. If the individual’s employer contests the application of workers’ compensation law for the illness or injury
for which expenses are incurred, this Plan will pay benefits, subject to its right to recover those payments if and
when it is determined that they are covered under a workers’ compensation or occupational disease law. Before
such payment will be made, the individual must execute a subrogation and reimbursement agreement acceptable
to the Plan Administrator or its designee. However, the failure of the individual to sign such an agreement will
not constitute a waiver by the Plan, the Plan Administrator, the Board of Trustees or the Claims Administrator of
their rights to recover any payments that the Plan has advanced.

SUBROGATION AND REIMBURSEMENT

If a Participant is injured through the act or omission of another party, benefits are provided only on certain
conditions. A Participant is required to promptly reimburse the Trust Fund from any proceeds received by way of
settlement, verdict, judgment or otherwise (including receipt of proceeds under any uninsured motorists coverage
or other insurance) arising out of a medical claim by the Participant or his heirs, parents or legal guardians, to the
extent of benefits paid or to be paid by the Trust Fund for which the third party is responsible.

Any Participant who accepts Trust Fund benefits agrees that by doing so he is making a present assignment of his
rights against a third party to the extent of the payments made by the Trust Fund (and any attorney’s fees and costs
incurred by the Trust Fund). These rules are automatic, but the Trust Fund will require that a Participant sign an
agreement to reimburse or assignment of recovery form(s). Any Participant who refuses to sign an agreement or
assignment shall not be eligible for Trust Fund benefit payments related to the injury involved. Any Participant
who receives benefits and later fails to reimburse the Trust Fund will be ineligible for future Trust Fund benefits
until the Trust Fund has withheld an amount equal to the amount which the Participant failed to reimburse. This
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amount may also include reasonable interest on such unpaid funds and reimbursement for any attorney fees and
costs incurred by the Trust Fund.

By accepting benefits provided by the Plan, a Participant agrees that:

e The Plan has the right to intervene, independently of the Participant, in any legal action brought against the
third party or any insurance company, including the Participant’s own carrier for uninsured motorist’s
coverage.

e An equitable lien by agreement shall exist in favor of the Trust Fund upon all funds recovered by the
Participant against the third party. The lien shall apply whether or not the recovery is in the possession of the
Participant, including situations in which the recovery has been placed in a special needs trust. The lien may
be filed with the third party, the third party’s agent, or the court. The Participant shall provide the Trust Fund
with all relevant information or documents requested.

e The Trust Fund’s Subrogation and Reimbursement rights shall be considered as a first priority claim against
another person or entity, to be reimbursed before any other claims (including claims for general damages).

e The Participant will not release any party from liability for payment of medical expenses without first
obtaining written consent from the Trust Fund.

o If the Participant enters into litigation or settlement negotiations regarding obligations of or claims against
another party, the Participant will notify the Trust Fund and shall take no action to prejudice the Trust Fund’s
rights.

e The Participant agrees that the Trust Fund shall be responsible only for those legal fees and expenses to which
the Trust Fund agrees in writing. Unless the Trust Fund agrees otherwise, the rights of the Trust Fund to
recover the amount of benefits issued shall in no way be diminished by the cost of a Participant’s legal
representation.

e The Participant agrees to hold proceeds of any settlement, verdict, judgment, or other recovery in trust for the
benefit of the Trust Fund, and that the Trust Fund shall be entitled to recover reasonable attorney fees incurred
in collecting reimbursement of benefits issued.

¢ Inadditionto all other remedies that the Trust Fund may have, the Trust Fund shall be subrogated to the rights
of the Participant or his beneficiary against the responsible third party or its insurer.

¢ Any “make-whole” rule of federal or state law is expressly rejected and shall not be applicable to this Trust
Fund, so that a Participant need not be made whole before the Trust Fund can enforce its Right of
Reimbursement.

RIGHTS OF THE BOARD OF TRUSTEES (AUTHORITY TO MAKE CHANGES)

The Board of Trustees of the District Council 16 Northern California Health and Welfare Trust Fund expressly
reserves the right to amend, modify, revoke, or terminate the benefits provided, in whole or in part, at any time.
Benefits provided under this Trust Fund are not vested. The Board of Trustees expressly reserves the right, in its
sole discretion, to:

e terminate or amend either the amount or condition with respect to any benefit even though such termination
or amendment affects claims which have already accrued; and

e alter or postpone the method of payment of any benefit; and
e amend, terminate or rescind any provision of the Trust Fund; and
e merge the Trust Fund with other plans, including the transfer of assets.

The authority to make any such changes to the Trust Fund rests solely with the Board of Trustees. Any amendment,
modification, revocation, or termination of the Trust Fund is made by a resolution adopted by the Board of
Trustees. No individual Trustee, Union representative, or Employer representative is authorized to interpret the
Benefit Plans offered by this Trust Fund on behalf of the Board of Trustees, or to act as an agent of the Board of
Trustees. The provisions of the Trust Fund are subject to and controlled by provisions of the Trust Agreement,
and in the event of any conflict between provisions of this Summary Plan Description and provisions of the Trust
Agreement, provisions of the Trust Agreement shall prevail.

RIGHT TO RECOVER EXCESS PAYMENTS
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If a benefit payment has been made by this Trust Fund which exceeds the amount that should have been paid
under the Trust Fund, the Trust Fund has the right to recover (including the right to offset against future benefit
payments) overpaid amounts from any person or organization to, or for whom, said payments were made, or from
any person whose intentional or negligent acts, omissions, or representations caused overpaid amounts to be paid.
No Participant shall be required to pay more than the amount actually overpaid. In the event the Trust Fund brings
legal action to recover any overpayment, the Trust Fund is entitled to recover its costs and attorney’s fees incurred
in such action. (Refer also to Subrogation and Reimbursement above).
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COBRA: TEMPORARY CONTINUATION OF HEALTH CARE COVERAGE

CONTINUATION OF COVERAGE (COBRA)

Entitlement to COBRA Continuation Coverage

In compliance with a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 (commonly called
COBRA), eligible Employees, eligible Retirees and their covered Dependents (called “Qualified Beneficiaries™)
will have the opportunity to elect a temporary continuation of their group health coverage (“COBRA Continuation
Coverage”) under the Plan when that coverage would otherwise end because of certain events (called “Qualifying
Events” by the law).

Alternatives to COBRA

Note that you may also have other health coverage alternatives to COBRA available to you that can be purchased
through the Health Insurance Marketplace. Also, in the Marketplace you could be eligible for a tax credit that
lowers your monthly premiums for Marketplace-purchased coverage. Being eligible for COBRA does not limit
your eligibility for coverage for a tax credit. For more information about the Health Insurance Marketplace, visit
www.healthcare.gov. Also, you may qualify for a special enroliment opportunity for another group health plan
for which you are eligible (such as a Spouse’s plan), if you request enrollment in that plan within 30 days, even if
that plan generally does not accept late enrollees.

Qualified Beneficiaries who elect COBRA Continuation Coverage must pay for it at their own expense.

This Plan provides no greater COBRA rights than what is required by law and nothing in this chapter is
intended to expand a person’s COBRA rights.

IMPORTANT:

This chapter serves as a notice to summarize your rights and obligations under the COBRA Continuation
Coverage law. It is provided to all covered Employees Retirees, and their covered Spouses and is intended to
inform them (and their covered Dependents, if any) in a summary fashion about COBRA coverage, when it
may become available and what needs to be done to protect the right to receive COBRA coverage. Since this
is only a summary, actual rights will be governed by the provisions of the COBRA law itself. It is important
that you and your Spouse take the time to read this notice carefully and be familiar with its contents.

Who Is Entitled to COBRA Continuation Coverage, When and For How Long

Each Qualified Beneficiary has an independent right to elect COBRA Continuation Coverage when a
Qualifying Event occurs, and as a result of that Qualifying Event that person’s health care coverage ends, either
as of the date of the Qualifying Event or as of some later date. Covered Employees and Retirees may elect COBRA
on behalf of their Spouses and covered parents/legal guardians may elect COBRA for a minor child. A Qualified
Beneficiary also has the same rights and enrollment opportunities under the Plan as other covered individuals.

1. “Qualified Beneficiary”: Under the law, a Qualified Beneficiary is any Employee or Retiree or the Spouse
or Dependent Child of an Employee or Retiree who is covered by the Plan when a Qualifying Event occurs,
and who is therefore entitled to elect COBRA Continuation Coverage. A child who becomes a Dependent
Child by birth, adoption or placement for adoption with the covered Qualified Beneficiary during a period of
COBRA Continuation Coverage is also a Qualified Beneficiary.

e Achild of the covered Employee or Retiree who is receiving benefits under the Plan because of a Qualified
Medical Child Support Order (QMCSO), during the Employee’s or Retiree’s period of employment, is
entitled to the same rights under COBRA as an eligible Dependent Child.

e A person who becomes the new Spouse of an existing COBRA participant during a period of COBRA
Continuation Coverage may be added to the COBRA coverage of the existing COBRA participant but is
not a “Qualified Beneficiary.” This means that if the existing COBRA participant dies or divorces (or
legal separation) before the expiration of the maximum COBRA coverage period, the new Spouse is not
entitled to elect COBRA for him/herself.
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2. “Qualifying Event”: Qualifying Events are those shown in the chart below. Qualified Beneficiaries are
entitled to COBRA Continuation Coverage when Qualifying Events (which are specified in the law) occur,
and, as a result of the Qualifying Event, coverage of that Qualified Beneficiary ends. A Qualifying Event
triggers the opportunity to elect COBRA when the covered individual LOSES health care coverage
under this Plan. If a covered individual has a Qualifying Event but, as a result, does not lose their health
care coverage under this Plan, (e. g. Employee continues working even though entitled to Medicare) then
COBRA is not available.

The following chart lists the COBRA Qualifying Events, who can be a Qualified Beneficiary and the maximum

period of COBRA coverage based on that Qualifying Event:

Duration of COBRA for
Qualifying Event Causing Qualified Beneficiaries!
Health Care Coverage to End Employee Spouse Dependent
Child(ren)
Employee terminated (for other than gross misconduct). 18 months | 18 months 18 months
Employee reduction in hours worked (making Employee
eligbiity due o working loss inn 100 houns in & month and | 180N | 18 months | 18 montrs
having less than 100 hours in your hour bank reserve.
Employee or Retiree dies. N/A 36 months 36 months
Employee or Retiree becomes divorced or legally separated. N/A 36 months 36 months
Dependent Child ceases to have Dependent status. N/A N/A 36 months
Retiree coverage is terminated, or coverage is substantially
reduced within one year before or after the employer files for Retiree: for Varies? Varies?
bankruptcy reorganization under Chapter 11 of the federal Life
Bankruptcy Act.

1: When a covered Employee’s Qualifying Event (e.g. termination of employment or reduction in hours)
occurs within the 18-month period after the Employee becomes entitled to Medicare (entitlement means
the Employee is eligible for and enrolled in Medicare), the Employee’s covered Spouse and Dependent
Children who are Qualified Beneficiaries (but not the Employee) may become entitled to COBRA
coverage for a maximum period that ends 36 months after the Medicare entitlement.

2: Employer’s bankruptcy under Title 11 of the US Code may trigger COBRA coverage for certain Retirees
and their related Qualified Beneficiaries such as COBRA coverage for the life of the Retiree. The
Retiree’s Spouse and Dependent Children are entitled to COBRA for the life of the Retiree and if they
survive the Retiree, for 36 months after the Retiree’s death. If the Retiree is not living when the
Qualifying Event occurs, but the Retiree’s surviving Spouse is alive and covered by the Group Health
Plan, then that surviving Spouse is entitled to coverage for life.

MAXIMUM PERIOD OF COBRA CONTINUATION COVERAGE

The maximum period of COBRA Continuation Coverage is generally either 18 months or 36 months, depending
on which Qualifying Event occurred, measured from the date the Qualifying Event occurs. The 18-month period
of COBRA Continuation Coverage may be extended for up to 11 months under certain circumstances (described
in another section of this chapter on extending COBRA in cases of disability). The maximum period of COBRA
coverage may be cut short for the reasons described in the section on “Early Termination of COBRA Continuation
Coverage” that appears later in this chapter.
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MEDICARE ENTITLEMENT

A person becomes entitled to Medicare on the first day of the month in which he or she attains age 65, but only if
he or she submits the required application for Medicare benefits within the time period prescribed by law.
Generally, a person becomes entitled to Medicare on the first day of the 30" month after the date on which he or
she was determined by the Social Security Administration to be totally and permanently disabled so as to be
entitled to Social Security disability income benefits.

SPECIAL ENROLLMENT RIGHTS

You have special enrollment rights under federal law that allows you to request special enrollment under another
group health plan for which you are otherwise eligible (such as a plan sponsored by your Spouse’s employer)
within 30 days (or as applicable 60 days) after your group health coverage ends because of the Qualifying Events
listed in this chapter. The special enrollment right is also available to you if you continue COBRA for the
maximum time available to you.

PROCEDURE FOR NOTIFYING THE PLAN OF A QUALIFYING EVENT (VERY
IMPORTANT INFORMATION)
In order to have the chance to elect COBRA Continuation Coverage after a divorce, legal separation, or a child

ceasing to be a “Dependent Child” under the Plan, you and/or a family member must inform the Plan in
writing of that event no later than 60 days after that event occurs.

That written notice should be sent to the Trust Fund Office whose address is listed on the Quick Reference Chart
in the front of this document. The written notice can be sent via first class mail, or be hand-delivered, and is to
include your name and Social Security number, the name of the Fund (District Council 16 Northern California
Health and Welfare Trust Fund), the event you are providing notice for, the date of the event, and the
individual(s) affected by the Qualifying Event and their relationship to you.

If the Qualifying Event is your divorcing your Spouse, you must provide a copy of the divorce decree as soon as
it becomes available.

If you have any questions about how to notify the Trust Fund of one of these events, please call the Trust Fund
Office.

NOTE: If such a notice is not received by the Trust Fund Office within the 60-day period, the
Qualified Beneficiary will not be entitled to choose COBRA Continuation Coverage.

Officials of the Employee’s own employer should notify the Trust Fund Office of an Employee’s death,
termination of employment, reduction in hours, or entitlement to Medicare. However, you or your family should
also promptly notify the Trust Fund Office in writing if any such event occurs in order to avoid confusion over
the status of your health care in the event there is a delay or oversight in providing that notification.

Notices Related to COBRA Continuation Coverage

When you or your employer notifies the Plan that your health care coverage has ended due to a Qualifying event,
then the Trust Fund Office will give you and/or your covered Dependents notice of the date on which your
coverage ends and the information and forms needed to elect COBRA Continuation Coverage. Failure to notify
the Plan in a timely fashion may jeopardize an individual’s rights to COBRA coverage. Under the law, you and/or
your covered Dependents will then have only 60 days from the date of receipt of that notice, to elect COBRA
Continuation Coverage.

NOTE: If you and/or any of your covered Dependents do not choose COBRA coverage within 60 days
after receiving notice, you and/or they will have no group health coverage from this Plan after the date
coverage ends.

The COBRA Continuation Coverage That Will Be Provided

If you elect COBRA Continuation Coverage, you will be entitled to the same health coverage that you had when
the event occurred that caused your health coverage under the Plan to end, but you must pay for it. See the section

134



on Paying for COBRA Continuation Coverage that appears later in this chapter for information about how much
COBRA Continuation Coverage will cost you and about grace periods for payment of those amounts. If there is
a change in the health coverage provided by the Plan to similarly situated active Employees and their families,
that same change will apply to your COBRA Continuation Coverage.

You and/or Your Dependents may elect:
= medical/prescription drug/substance abuse and mental health benefits, or
= medical/ prescription drug/substance abuse/mental health, dental, and vision benefits.

Paying for COBRA Continuation Coverage (The Cost of COBRA)

Any person who elects COBRA Continuation Coverage will have to pay the full cost of the COBRA Continuation
Coverage. The Fund is permitted to charge the full cost of coverage for similarly situated active Employees and
families, plus an additional 2%. If the 18-month period of COBRA Continuation Coverage is extended because
of disability, the Plan may add an additional 50% applicable to the COBRA family unit (but only if the disabled
person is covered) during the 11-month additional COBRA period.

Each person will be told the exact dollar charge for the COBRA Continuation Coverage that is in effect at the
time he or she becomes entitled to it. The cost of the COBRA Continuation Coverage may be subject to future
increases during the period it remains in effect.

Your first payment for continuation coverage must include payments for any months retroactive to the day your
and/or your Dependents’ coverage under the Trust Fund terminated. This payment is due no later than 45 days
after the date you or your Dependents signed the election form and returned it to the Trust Fund Office Eligibility
Department.

IMPORTANT

There will be no invoices or reminders for COBRA premium payments. You are responsible for
making sure that timely COBRA premium payments are made to the Trust Fund Office.

GRACE PERIODS

The initial payment for the COBRA Continuation Coverage is due to the Trust Fund Office no later than 45 days
after COBRA Continuation Coverage is elected. If this payment is not made when due, COBRA Continuation
Coverage will not take effect. After the initial COBRA payment, subsequent payments are due by the 20" of the
month prior to the month coverage is provided in order to ensure that your eligibility is accurately reported. There
is a grace period of 30 days from the first day of each month for which coverage is provided. If payment is not
received by the end of the grace period, all benefits will terminate immediately. Once your COBRA continuation
coverage is terminated, it cannot be reinstated.

Payment is considered made when it is postmarked.
For Monthly Payments, What If The Full COBRA Premium Payment Is Not Made When Due?

If the Trust Fund Office receives a COBRA premium payment that is not for the full amount due, the Trust Fund
Office will determine if the COBRA premium payment is short by an amount that is significant or not. A premium
payment will be considered to be significantly short of the required premium payment if the shortfall exceeds
the lesser of $50 or 10% of the required COBRA premium payment.

If there is a significant shortfall then COBRA continuation coverage will end as of the date for which the last
full COBRA premium payment was made, and the partial payment made will be returned to the participant or
beneficiary.

If there is not a significant shortfall, the Trust Fund Office will notify the Qualified Beneficiary of the deficiency
amount and allow a reasonable period of 30 days to pay the shortfall.

« If the shortfall is paid in the 30-day time period, then COBRA continuation coverage will continue for the
month in which the shortfall occurred.
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« If the shortfall is not paid in the 30-day time period, then COBRA continuation coverage will end as of the
date for which the last full COBRA premium payment was made (which may result in a mid-month
termination of COBRA coverage).

Health Coverage Tax Credit (HCTC)

The Trade Act of 2002 created a tax credit (called the Health Coverage Tax Credit or HCTC) for certain
individuals who become eligible for trade adjustment assistance and for certain retired employees who are
receiving pension payments from the Pension Benefit Guaranty Corporation (PBGC). Eligible individuals can
either take a tax credit or get advance payment of 72.5% of premiums paid for qualified health insurance including
COBRA. While the HCTC expired on January 1, 2014, it was reinstated to be effective for coverage periods
through 2019. For more information, visit, www.irs.gov/HCTC.

CONFIRMATION OF COVERAGE BEFORE ELECTION OR PAYMENT OF THE COST
OF COBRA CONTINUATION COVERAGE

If a Health Care Provider requests confirmation of coverage and you, your Spouse or Dependent Child(ren) have
elected COBRA Continuation Coverage and the amount required for COBRA Continuation Coverage has not
been paid while the grace period is still in effect or you, your Spouse or Dependent Child(ren) are within the
COBRA election period but have not yet elected COBRA, COBRA Continuation Coverage will be confirmed,
but with notice to the Health Care Provider that the cost of the COBRA Continuation Coverage has not been paid,
that no claims will be paid until the amounts due have been received, and that the COBRA Continuation Coverage
will terminate effective as of the due date of any unpaid amount if payment of the amount due is not received by
the end of the grace period.

ADDITION OF NEWLY ACQUIRED DEPENDENTS

If, while you (the Employee or Retiree) are enrolled for COBRA Continuation Coverage, you marry, have a
newborn child, adopt a child, or have a child placed with you for adoption, you may enroll that Spouse or child
for coverage for the balance of the period of COBRA Continuation Coverage if you do so within 31 days after the
marriage or within 60 days of birth, adoption, or placement for adoption. Adding a Spouse or Dependent Child
may cause an increase in the amount you must pay for COBRA Continuation Coverage. Contact the Trust Fund
Office to add a Dependent.

LOSS OF OTHER GROUP HEALTH PLAN COVERAGE

If, while you (the Employee or Retiree) are enrolled for COBRA Continuation Coverage your Spouse or
Dependent loses coverage under another group health plan, you may enroll the Spouse or Dependent for coverage
for the balance of the period of COBRA Continuation Coverage. The Spouse or Dependent must have been
eligible but not enrolled in coverage under the terms of the pre-COBRA Plan and, when enrollment was previously
offered under that pre-COBRA healthcare Plan and declined, the Spouse or Dependent must have been covered
under another group health plan or had other health insurance coverage.

The loss of coverage must be due to exhaustion of COBRA Continuation Coverage under another plan,
termination as a result of loss of eligibility for the coverage, or termination as a result of employer contributions
toward the other coverage being terminated. Loss of eligibility does not include a loss due to failure of the
individual or participant to pay premiums on a timely basis or termination of coverage for cause. You must enroll
the Spouse or Dependent within 31 days after the termination of the other coverage. Adding a Spouse or
Dependent Child may cause an increase in the amount you must pay for COBRA Continuation Coverage.
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NOTICE OF UNAVAILABILITY OF COBRA COVERAGE

In the event the Plan is notified of a Qualifying Event but determines that an individual is not entitled to the
requested COBRA coverage, the individual will be sent, by the Trust Fund Office an explanation indicating why
COBRA coverage is not available. This notice of the unavailability of COBRA coverage will be sent according
to the same timeframe as a COBRA election notice.

EXTENDED COBRA CONTINUATION COVERAGE WHEN A SECOND QUALIFYING
EVENT OCCURS DURING AN 18-MONTH COBRA CONTINUATION PERIOD

If, during an 18-month period of COBRA Continuation Coverage resulting from loss of coverage because of your
termination of employment or reduction in hours, you die, become divorced or legally separated, become entitled
to Medicare (Part A, Part B or both), or if a covered child ceases to be a Dependent Child under the Plan, the
maximum COBRA Continuation period for the affected Spouse and/or child is extended to 36 months measured
from the date of your termination of employment or reduction in hours (or the date you first became entitled to
Medicare, if that is earlier, as described below). NOTE: Medicare entitlement is not a Qualifying Event under this
Plan and as a result, Medicare entitlement following a termination of coverage or reduction in hours will not
extend COBRA to 36 months for Spouses and Dependents who are Qualified Beneficiaries.

Notifying the Plan: To extend COBRA when a second Qualifying Event occurs, you must notify the Trust Fund
Office in writing within 60 days of a second Qualifying Event. Failure to notify the Plan in a timely fashion may
jeopardize an individual’s rights to extended COBRA coverage. The written notice can be sent via first class mail,
or be hand-delivered, and is to include your name, the second Qualifying Event, the date of the second Qualifying
Event, and appropriate documentation in support of the second Qualifying Event, such as divorce documents.

This extended period of COBRA Continuation Coverage is not available to anyone who became your
Spouse after the termination of employment or reduction in hours. This extended period of COBRA
Continuation Coverage is available to any child(ren) born to, adopted by or placed for adoption with you (the
covered Employee) during the 18-month period of COBRA Continuation Coverage.

In no case is an Employee whose employment terminated or who had a reduction in hours entitled to COBRA
Continuation Coverage for more than a total of 18 months (unless the Employee is entitled to an additional period
of up to 11 months of COBRA Continuation Coverage on account of disability as described in the following
section). As a result, if an Employee experiences a reduction in hours followed by termination of employment,
the termination of employment is not treated as a second Qualifying Event and COBRA may not be extended
beyond 18 months from the initial Qualifying Event.

In no case is anyone else entitled to COBRA Continuation Coverage for more than a total of 36 months (except
for Retirees who become entitled to COBRA because of a Chapter 11 bankruptcy reorganization proceeding on
the part of the Employee’s employer.)

EXTENDED COBRA COVERAGE IN CERTAIN CASES OF DISABILITY DURING AN 18-
MONTH COBRA CONTINUATION PERIOD

If, prior to the Qualifying Event or during the first 60 days of an 18-month period of COBRA Continuation
Coverage, the Social Security Administration makes a formal determination that you or a covered Spouse or
Dependent Child is totally and permanently disabled so as to be entitled to Social Security Disability Income
benefits (SSDI), the disabled person and any covered family members who so choose, may be entitled to keep the
COBRA Continuation Coverage for up to 29 months (instead of 18 months) or until the disabled person becomes
entitled to Medicare or ceases to be disabled (whichever is sooner).

1. This extension is available only if:

« the Social Security Administration determines that the individual’s disability began at some time before
the 60" day of COBRA Continuation Coverage; and

« the disability lasts until at least the end of the 18-month period of COBRA Continuation Coverage.

Notifying the Plan: you or another family member must follow this procedure (to notify the Plan) by sending
a written notification to the Trust Fund Office in regards to the Social Security Administration determination
within 60 days after that determination was received by you or another covered family member. Failure to
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notify the Plan in a timely fashion may jeopardize an individual’s rights to extended COBRA coverage. The
written notice can be sent via first class mail, or be hand-delivered, and is to include your name, the request
for extension of COBRA due to a disability, the date the disability began and appropriate documentation in
support of the disability including a copy of the written Social Security Administration disability award
documentation, and that notice must be received by the Trust Fund Office before the end of the 18-month
COBRA Continuation period.

2. The cost of COBRA Continuation Coverage during the additional 11-month period of COBRA Continuation
Coverage may be 50% higher than the cost for coverage during the first 18-month period.

3. The Trust Fund Office must also be notified within 30 days of the determination by the Social Security
Administration that you are no longer disabled.

CALIFORNIA COBRA LAW
If you are a COBRA Participant enrolled in the medical HMO Plan, California law has two provisions that affect

the length of time you may continue coverage. These laws apply only to your medical HMO coverage, not to any
other health care benefits usually available under COBRA.

If your Qualifying Event was low hours, termination of your employment, or retirement and you exhaust the 18
months of coverage normally available after such a Qualifying Event (or the 29 months available in the case of
disability), you may continue your HMO coverage an additional 18 months (or an additional 7 months in the case
of a disability). If this applies to you, you must contact the HMO directly to continue coverage.

EARLY TERMINATION OF COBRA CONTINUATION COVERAGE

Once COBRA Continuation Coverage has been elected, it may be cut short (terminated early) on the occurrence
of any of the following events:

1. The date the Fund no longer provides group health coverage to any of its Employees;
2. The date the amount due for COBRA coverage is not paid in full on time;

3. The date the Qualified Beneficiary becomes entitled to Medicare (Part A, Part B or both) after electing
COBRA,;

4. The date, after the date of the COBRA election, on which the Qualified Beneficiary first becomes covered
under another group health plan and that plan does not contain any legally applicable exclusion or limitation
with respect to a Pre-Existing Condition the Qualified Beneficiary may have. Such pre-existing condition
exclusions will become prohibited beginning with the plan year in 2014.

5. During an extension of the maximum COBRA coverage period to 29 months due to the disability of the
Qualified Beneficiary, the disabled beneficiary is determined by the Social Security Administration to no
longer be disabled:;

6. The date the Plan has determined that the Qualified Beneficiary must be terminated from the Plan for cause
(on the same basis as would apply to similarly situated non-COBRA participants under the Plan).

Notice of Early Termination of COBRA Continuation Coverage

The Plan will notify a Qualified Beneficiary if COBRA coverage terminates earlier than the end of the maximum
period of coverage applicable to the Qualifying Event that entitled the individual to COBRA coverage. This
written notice will explain the reason COBRA terminated earlier than the maximum period, the date COBRA
coverage terminated and any rights the Qualified Beneficiary may have under the Plan to elect alternate or
conversion coverage. The notice will be provided as soon as practicable after the Trust Fund Office determines
that COBRA coverage will terminate early.

ENTITLEMENT TO INDIVIDUAL CONVERSION COVERAGE FOR HMO
PARTICIPANTS ONLY

If you and your eligible Dependents are enrolled in the medical HMO and your eligibility for benefits ceases under
the Plan, you may apply for conversion of your group coverage to an individual policy.
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You should read the material that you receive from the HMO very carefully. The coverage will not be identical to
that which you had while a Plan Participant. Benefits under individual policies are usually provided at lower levels
than those found in group policies.

In order to take advantage of the individual conversion option, you must notify the HMO as soon as possible
following your loss of eligibility. You must submit your conversion application and initial premium within 31
days from your loss of eligibility. You may elect this option instead of the Plan’s COBRA program. In addition,
when coverage under COBRA is terminated, you may apply for individual conversion at that time.

CHOOSING NOT TO ELECT COBRA

If you and/or your Dependents do not elect COBRA within the 60-day period allowed, you will forfeit all rights
to COBRA continuation coverage and your health care coverage will end. If you are enrolled in the medical HMO,
you may apply for an individual conversion policy.

In considering whether to elect COBRA continuation coverage, you should take into account that a failure to
continue your group health coverage will affect your future rights under Federal law.

You have the right to request special enrollment in another group health plan for which you are otherwise eligible
(such as a plan sponsored by your Spouse’s employer). Special enrollment under this provision is allowed within
30 days after your group health coverage ends because of the qualifying events listed above or at the end of
COBRA continuation coverage if you get COBRA continuation coverage for the maximum time available to you.
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CONTINUATION OF COVERAGE FOR DOMESTIC PARTNERS AND CHILDREN OF
DOMESTIC PARTNERS

Continuation Coverage

Eligible Domestic Partners of Participants and eligible children of Domestic Partners who lose eligibility under
the Plan may temporarily continue Plan coverage through self-payment for a limited period of time. These benefits
are NOT mandated under federal law. The Board of Trustees may terminate this extension of benefits provision
at their sole discretion.

The Domestic Partner and children of the Domestic Partner who lose eligibility under the Plan may temporarily
continue Plan coverage when eligibility is lost due to any of the following reasons:

Termination of your employment (for causes other than gross misconduct);

Reduction in your hours;

Your death;

Termination of the Domestic Partner relationship with you; or

Cessation of child’s Dependent status under the Plan.

SAREE I S A

Premiums

A premium for continuation coverage will be charged to the Domestic Partner or Dependent child or both in
amounts established by the Board of Trustees. The premium is payable in monthly instaliments.

Duration of Continuation Coverage

In the case of your reduction in hours or termination of employment, coverage may be continued on a self-payment
basis for up to 18 months from the date of the event that resulted in the loss of eligibility. In all other circumstances,
coverage may be continued for up to 36 months from the date of the event that resulted in loss of eligibility.

Continuation coverage will be terminated before the end of the 18-month or 36-month period upon the occurrence

of any of the following events:

1. the required premium payment for continuation coverage is not paid when due.

2. the Domestic Partner or Dependent child becomes covered under any other Group Plan (as a participant or
otherwise) or becomes entitled to Medicare coverage.

Election and Notice Procedure

The Domestic Partner, child or both must elect continuation coverage within 60 days after the later of:
1. The date of any of the events described above under “Continuation Coverage”; or

2. The date of the notice from the Trust Fund Office notifying the individual of his/her right to continuation
coverage.

You should refer to the information provided in the preceding section on federal COBRA for details
about your responsibilities for notifying the Trust Fund Office of changes in your status and paying
for your continuing coverage as the rules are the same for this continued coverage for Domestic
Partners which is offered by the Trustees as they are for the continuation of coverage that the Trust
Fund is required to provide under federal law.
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GENERAL PROVISIONS AND INFORMATION REQUIRED BY ERISA

NAME OF THE PLAN

District Council 16 Northern California Health and Welfare Trust Fund
NAME AND ADDRESS OF ENTITY MAINTAINING THE PLAN (PLAN SPONSOR)

The Plan is sponsored and administered by:

Board of Trustees
District Council 16 Northern California Health and Welfare Trust Fund
c/o Health Services & Benefit Administrators, Inc. (“HS&BA”)
4160 Dublin Boulevard, Suite 400
Dublin, CA 94568-7756
Toll Free Telephone: 1-800-922-9902

A complete list of the employers sponsoring the Plan may be obtained by participants upon written request to
the Trust Fund Office and is available for examination by Plan Participants.

Participants may receive from the Trust Fund Office, upon written request, information as to whether a
particular employer is a Plan Sponsor, and if the employer is a Plan Sponsor, the Sponsor’s address.

EMPLOYER IDENTIFICATION NUMBER (EIN)

The number assigned to the Plan by the Internal Revenue Service is 41-2261950
TYPE OF PLAN

This is a welfare benefit plan that provides life insurance benefits, medical benefits, outpatient prescription
drug benefits, mental health and chemical dependency benefits, dental benefits, vision benefits and hearing
aid expense benefits.

PLAN NUMBER
501
TYPE OF ADMINISTRATION

District Council 16 Northern California Health and Welfare Trust Fund self-funds the group health Plan for
eligible medical expenses, indemnity dental expenses, vision expenses, benefits under the Plan. Claims for
these benefits are administered by independent claims administrators as listed on the Quick Reference Chart
in the front of this document. The funding for the benefits is derived from the funds of the Employer and
contributions made by covered Employees. The Plan is not insured.

Independent insurance companies (whose name and address are listed on the Quick Reference Chart in the
front of this document) administer the fully insured benefits of this Plan (including HMO medical expenses
and HMO dental expenses) and provide payment of claims associated with these benefits.

PLAN ADMINISTRATOR

The Plan is administered and maintained by the Board of Trustees at the address shown above for Plan
Administrator and Plan Sponsor. The Board of Trustees employs a Trust Fund Manager and contract
administrator for day to day operations of the Fund. The name of the Trust Fund Office is listed on the Quick
Reference Chart.

AGENT FOR SERVICE OF LEGAL PROCESS

For disputes arising under the Plan, service of legal process may be made on the Plan’s Legal Counsel:

Shaamini Babu, Esqg.

Salzman & Johnson

1141 Harbor Bay Parkway, Ste 100
Alameda, CA 94502

Fax: 415-882-9287
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Service of legal process may also be made upon the Board of Trustees or an individual Plan Trustee.

For disputes arising under those portions of the Plan insured by Kaiser or the Pre-paid Dental Plans, service
of legal process may be made upon the insurance company at the address listed on the Quick Reference Chart
in the front of this document, or upon the supervisory official of the State Insurance Department.

PLAN TRUSTEES

The Trustees of the Plan are:

Labor Trustees

Chris Christophersen Steve Caster

District Council 16, IUPAT Local Union #487

2705 Constitution Drive 7111 Governors Circle

Livermore, CA 94551 Sacramento, CA 95823

John Sherak Tim Deal

DiStI’iCt COUI’]C” 16, IUPAT Glaziers Local 169

2705 Constitution Drive 2020 Williams Street, Suite Al

Livermore, CA 94551 San Leandro, CA 94577

James Hewett Robert Williams (Alternate)

District Council 16, IUPAT Painters & Tapers Local 741

2705 Constitution Drive 404 Nebraska Street

Livermore, CA 94551 Vallejo, CA 94590
Management Trustees

John Maggiore, Secretary Steve Eckstrom

Royal Glass Company California Drywall

3200 De La Cruz Blvd. 2290 South 10" Street

Santa Clara, CA 95054 San Jose, CA 95112

Daryl Stacey Frank Nunes (Alternate)

Harry L. Murphy, Inc. Wall and Ceiling Alliance

42 Bonaventura Avenue 5726 Sonoma Drive

San Jose, CA 95134 Pleasanton, CA 94566

Sal Madrigal Jeannie Simpelo (Alternate)

MGM Drywall Northern  California  Glass

1050 Commercial St, Ste 102 Management Association

San Jose, CA 95112 5677 Horton Street

Emeryville, CA 94608
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PLAN’S REQUIREMENTS FOR ELIGIBILITY AND BENEFITS

The Plan’s requirements with respect to eligibility as well as circumstances that may result in disqualification,
ineligibility or denial or loss of benefits are described in the Eligibility chapter in this document. The benefits
provided by the Plan are described in the remaining chapters of this SPD/Plan Document (see the Table of
Contents) such as in the Schedule of Medical Benefits, Medical Exclusions and the Claim Filing and Appeals
Information chapters.

COLLECTIVE BARGAINING AGREEMENTS

The District Council 16 Northern California Health and Welfare Trust Fund was established and is continued
pursuant to collective bargaining agreements in effect between the local unions affiliated with District Council 16
of the International Union of Painters and Allied Trades and the contributing signatory employers.

Copies of any of the collective bargaining agreements may be obtained upon written request to the Trust Fund
Office (a reasonable charge may be made) and are available for examination at the Trust Fund Office during
regular business hours. A copy of any of the collective bargaining agreements will also be available for inspection
within 10 calendar days after written request at any of the local union offices or at the office of any contributing
employer to which at least 50 Plan participants report each day.

FUNDING MEDIUM

Benefits are provided from the Fund's assets which are accumulated under the provisions of the Collective
Bargaining Agreement and the Trust Agreement and held in a Trust Fund for the purpose of providing benefits to
Eligible Persons and defraying reasonable administrative expenses. All self-funded benefits are provided directly
through the Trust Fund as set forth in this Summary Plan Description.

CONTRIBUTION SOURCE

All contributions to the Plan are made by employers in accordance with Collective Bargaining Agreements and
participation agreements between the Fund and Employers in the industry. The Collective Bargaining and
participation Agreements require contributions to the Plan at a fixed rate per hour worked. The Trust Fund Office
will provide you, upon written request, information as to whether a particular employer is contributing to this Plan
on behalf of Eligible Persons working under the Collective Bargaining Agreement, additional information about the
Collective Bargaining Agreement, and the Fund's investment of assets and checking accounts.

PLAN YEAR

The Plan’s fiscal records are kept on a Calendar Year basis beginning on January 1 and ending on December 31.
STATEMENT OF ERISA RIGHTS

As a participant in the District Council 16 Northern California Health and 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:

1. Examine, without charge, at the Plan Administrator’s office 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 (formerly known as the Pension and Welfare Benefit
Administration).

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

3. 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.
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Continue Group Health Plan Coverage

1.

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, as described in the COBRA chapter. You and/or your Dependents may have
to pay for such coverage, if it is elected. 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

1.

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

1.

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this
was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all
within certain time schedules, as discussed in the Claims Filing and Appeals Information chapter of this
document.

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 that is denied or ignored, in whole or in part, you may file suit in a state or
Federal court. See the Plan’s Claims Filing and Appeal information on the requirement to appeal a denied
claim and exhaust the Plan’s appeal process before filing a lawsuit.

In addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical
child support order (QMCSO), 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

1.

If you have any questions about your Plan, you should contact the Plan Administrator. If you have any
guestions 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 (formerly known as the Pension and Welfare Benefit Administration), U.S.
Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquiries,
Employee Benefits Security Administration (formerly known as the Pension and Welfare Benefit
Administration), U.S. Department of Labor, 200 Constitution Avenue, N. W., Washington, DC 20210.

You may obtain certain publications about your rights and responsibilities under ERISA by calling the
publications hotline of the Employee Benefits Security Administration (formerly known as the Pension and
Welfare Benefit Administration) at Toll-Free: 1.866.444.EBSA (3272).

PLAN AMENDMENTS OR TERMINATION OF PLAN

The provisions of the Plan may be amended or terminated at any time by a vote of the Board of Trustees.

If the Plan terminates, any and all monies and assets remaining in the Trust Fund, after payment of expenses, will
be used for the continuance of Plan benefits in a manner permitted by ERISA for so long as Trust assets permit.
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In the event of Plan termination, expenses incurred after that date will not be paid. Individuals covered by a prepaid
plan or an insurance carrier may have the right to extended coverage or convert to an individual policy pursuant
to the provisions of the prepaid plan or insurance carrier.

BENEFITS ARE NOT GUARANTEED

Self-funded medical, prescription drug, mental health and chemical dependency, dental and vision benefits are
paid directly from the Trust Fund and are not insured by any elect of insurance. There is no liability on the Board
of Trustees or any individual or entity to provide payment over and above the amounts in the Trust Fund collected
and available for such purposes. The medical, indemnity dental, vision and death benefits of the Plan are self-
funded with contributions from contributing Employers and Retirees and are held in a Trust. An independent
Claims Administrator pays benefits out of Trust assets. The HMO plans are fully insured with insurance
companies whose names are listed on the Quick Reference Chart in this document.

The benefits provided by the Plan may be increased, decreased, or terminated by the Trustees. No Employee,
Dependent, or other person has any vested right in the benefits offered by the Trust Fund or to payments made
there from.

Retired participant benefits are not vested, and continued availability of retired participant benefits is not
guaranteed. The Trustees reserve the right to amend, modify, or terminate retired participant benefits at any time.

NON-ASSIGNMENT

The Plan and the Plan Sponsor categorically prohibit and will not accept in any circumstance any assignment or
attempt to assign any benefits claims, right to coverage, or any other type of claims, regardless of the nature of
such claims and any attempt to do so will be void and will not apply. Benefits payable shall not be subject in any
manner to anticipation, alienation, sale, transfer, assignment, pledge, encumbrance, or charge by any person,
including the Plan Participant, a Participant's dependent or creditor of the Plan Participant without the express
written permission of the Plan Sponsor; however, a Plan Participant may direct that benefits due him/her, be paid
to a Health Care Provider in consideration for hospital, medical, dental and/or vision care services rendered, or to
be rendered.

The payment of benefits to a healthcare provider shall be done solely as a convenience and does not constitute an
assignment of any right under this Plan or under ERISA, is not authority to act on a Participant's behalf in pursuing
and appealing a benefit determination under the Plan, is not an assignment of rights respecting anyone's fiduciary
duty, is not an assignment of any legal or equitable right to institute any court proceeding against the Plan or the
Plan Sponsor, and in no way shall be construed or interpreted as a waiver on the Plan's and Plan Sponsor's
prohibition on assignments. The Plan and Plan Sponsor are not responsible for paying healthcare provider invoices
that are balance billed to a Plan Participant.

NO LIABILITY FOR PRACTICE OF MEDICINE

The Plan, Plan Administrator or any of their designees are not engaged in the practice of medicine, nor do any of
them have any control over any diagnosis, treatment, care or lack thereof, or any health care services provided or
delivered to you by any Health Care Provider. Neither the Plan, Plan Administrator, nor any of their designees,
will have any liability whatsoever for any loss or injury caused to you by any Health Care Provider by reason of
negligence, by failure to provide care or treatment, or otherwise.
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RIGHT OF PLAN TO REQUIRE A PHYSICAL EXAMINATION

The Plan reserves the right to have the person, who is totally disabled or who has submitted a claim for benefits
and is undergoing treatment under the care of a physician, to be examined by a physician selected by the Plan
Administrator or its designee at any time during the period that benefits are extended under this Plan. The cost of
such an examination will be paid by the Plan.

WOMEN’S HEALTH & CANCER RIGHTS ACT (WHCRA) AND NEWBORNS’ &
MOTHERS’ HEALTH PROTECTION ACT (NEWBORNS’ ACT)

This Plan complies with the Women’s Health and Cancer Rights Act and the Newborns® and Mothers’ Health
Protection Act. See the information described under Reconstructive services and Maternity services in the
Schedule of Medical Benefits chart in this document.

INFORMATION YOU OR YOUR DEPENDENTS MUST FURNISH TO THE PLAN (VERY
IMPORTANT INFORMATION)

In addition to information you must furnish in support of any claim for Plan benefits under this Plan, you or your
covered Dependents must furnish information you or they may have that may affect eligibility for coverage under
the Plan.

If you fail to do so, you or your covered Dependents may lose the right to obtain COBRA Continuation
Coverage or to continue coverage of a Dependent Child who has a physical or mental disability.

Submit such information in writing to the Trust Fund Office at the address shown in the Quick Reference Chart in
the front of this document. The information needed and timeframes for submitting such information are outlined
below. See also the COBRA chapter for special timeframes applicable to those benefits:

Date Information is to be

Type of Information Needed Submitted to the Plan

As soon as possible but not later than 60
days after the change or addition of other
coverage.

e Change of name or address or the existence of other health
care coverage for any covered person.

« Marriage, divorce, legal separation, death of any covered

Within 31days
person.

« Addition of new Dependent by birth, adoption or placement

for adoption.

Within 60 days

Covered Dependent (Spouse or child) becomes disabled or
is no longer disabled.

Within 31 days of the date the person
becomes disabled or is no longer disabled.

Covered child ceases to be a Dependent as defined by this

Within 60 days of the date the child is no

Plan (e.g. over the limiting age of the Plan, etc.) longer considered a Dependent.

« Employee receives a determination of disability from the
Social Security Administration (SSA) or is no longer
disabled according to SSA.

e Medicare enrollment or disenrollment.

See the COBRA chapter for timeframe.

HEADINGS, FONT AND STYLE DO NOT MODIFY PLAN PROVISIONS

The headings of chapters and subchapters and text appearing in bold or CAPITAL LETTERS and font and size
of sections, paragraphs and subparagraphs are included for the sole purpose of generally identifying the subject
matter of the substantive text for the convenience of the reader. The headings are not part of the substantive text
of any provision, and they should not be construed to modify the text of any substantive provision in any
way.
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DEFINITIONS

The following are definitions of specific terms and words used in this document or that would be helpful in
understanding covered or excluded health care services. These definitions do not, and should not be interpreted
to, extend coverage under the Plan.

Accident: A sudden and unforeseen event as a result of an external or extrinsic source, that is not work-related.

Active Employee: The term “active Employee” means an Employee who meets the eligibility provisions as an
active hourly bargaining Employee or active monthly non-bargaining Employee, as defined in the
ENROLLMENT IS REQUIRED chapter of this booklet.

Advantage Network Preferred Provider Organization: An independent group or network of Health Care
Providers (e.g. hospitals, physicians, laboratories) under contract with the Plan to provide health care services and
supplies at agreed-upon discounted/reduced rates. Participants in the Smart Choices/Healthy Rewards program
must use Anthem Blue Cross “Advantage Network” PPO Providers. Please Note: Most Sutter-affiliated
physicians, hospitals and outpatient providers are not a part of the APPO network (even though they may be part
of the larger PPO Network). Be sure to verify your provider’s participation in the APPO network through the
Anthem Blue Cross website listed on the Quick Reference Chart at the beginning of this document or by calling
the Trust Fund Office. If a Participant of the Smart Choices/Healthy Rewards program uses a non-Advantage
provider, Non-PPO Provider coverage will apply.

Adverse Benefit Determination: See the Claim Filing and Appeal Information chapter for the definition.

Allied Health Care Practitioner: The term “Allied Health Care Practitioner” means a licensed physical,
occupational, or speech therapist, a Dentist (D.D.S.), licensed Podiatrist (D.P.M.), Psychologist, Physician
Assistant, Marriage, Family, Child Counselor (MFCC), Licensed Clinical Social Worker (LSCW) , Registered
Nurse (R.N.), Nurse Midwife, Nurse Practitioner or Certified Acupuncturist who are practicing within the scope
of their licenses. The term shall not include any person who is the Spouse, Domestic Partner, child, brother, sister,
or parent of the Active or Retired Employee.

Allowed Charge/Allowed Amount/Allowable Charge: means the amount this Plan allows for eligible medically
necessary services or supplies provided by Non-PPO providers. The allowed charge amount is determined by the
Plan Administrator or its designee to be the lowest of:

1. The dollar amount this Plan has determined it will allow for covered Medically Necessary services or supplies
provided by Non-PPO Providers as determined by the Plan’s PPO based on appropriate and reasonable
charges for the services in the geographical area where the services are provided. With respect to Non-PPO
Hospitals or Facilities within the PPO Area for other than an Emergency Medical Condition, the allowed
charge will be the same as the Schedule of Allowances (Non-Contract allowance provided by Anthem Blue
Cross, American Health Holding, Accelera or other entity designated by the Fund for the allowable amount).

The Plan’s Allowed Charge is not based on or intended to be reflective of fees that have traditionally been
described as usual and customary (U&C), usual, customary and reasonable (UCR) or any other traditional
term. Non-PPO Providers’ bills often exceed the Plan’s Allowed Charge, and in such cases the Plan’s benefits
will be based on the Allowed Charge not the Non-PPO Providers billed rate. In cases of an Emergency
Medical Condition, or when the Patient has not had a reasonable opportunity to select a PPO Provider, the
Plan reserves the right to have the billed amount of a claim reviewed by an independent medical review firm
to assist in determining the Allowed Charge for the submitted claim. When using Non-PPO Providers, the
Participant is responsible for any difference between the actual billed charge and the Plan’s Allowed Charge,
in addition to any copay and percentage coinsurance required by the Plan; OR

2. The Non-PPO Provider’s actual billed charge.

Any amount in excess of the “allowed charge” amount does not count toward the Plan’s annual Out-of-
Pocket Limit. Participants are responsible for amounts that exceed “allowed charge” amounts by this Plan.

With respect to Non-network Emergency Room services, the Plan allowance is the greater of: the negotiated amount
for in-network providers, or 100% of the Plan’s Allowed Charge formula (reduced for cost-sharing) or the amount
that Medicare would pay.
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Ambulatory Surgical Facility/Center The term “Ambulatory Surgical Facility” or “Outpatient Surgical Facility”
means a health facility that is accredited by the Accreditation Association of Ambulatory Health Care.

Ancillary Services: Services provided by a Hospital or other Health Care Facility other than room and board,
including but not limited to, use of the operating room, recovery room, intensive care unit, etc., and laboratory
and x-ray services, drugs and medicines, and medical supplies provided during confinement.

Anesthesia: The condition produced by the administration of specific agents (anesthetics) to render the patient
unconscious and without conscious pain response (e.g. general anesthesia), or to achieve the loss of conscious
pain response and/or sensation in a specific location or area of the body (e.g. regional or local anesthesia).
Anesthetics are commonly administered by injection or inhalation.

Assistant Surgeon: An assistant surgeon is also referred to as an assistant at surgery or first assistant. A person

who functions as an assistant surgeon actively assists the physician in charge of a surgical case (the surgeon) in

performing a surgical procedure. This Plan allows payment of an assistant surgeon under the following conditions:

a. the individual functioning as an assistant surgeon is properly licensed as a Physician, Nurse Practitioner,
Certified Nurse Midwife, Physician Assistant, Registered Nurse First Assistant (RNFA), but not an Employee
of a hospital or surgical facility or a medical student, intern or other trainee; and

b. the use of an assistant surgeon(s) is determined by the Plan Administrator or its designee to be medically
necessary; and

c. the assistant surgeon actively participated in the surgical procedure (was not stand-by).

Balance Billing: A bill from a health care provider to a patient for the difference (or balance) between this Plan’s
Allowed Charges and what the provider actually charged (the billed charges). Amounts associated with balance
billing are not covered by this Plan, even if the Plan’s Out-of-Pocket limits are reached. See also the provisions
related to the Plan’s Out-of-Pocket Expenses and the Plan’s definition of Allowed Charge. Remember, amounts
exceeding the Allowed Charge do not count toward the Plan's Out-of-Pocket Limit and may result in balance
billing to you. Qut-of-Network Health Care Providers commonly engage in_balance billing a Plan
participant for any balance that may be due in addition to the amount payable by the Plan. Typically, In-
Network providers do not balance bill except in situations of third party liability claims. Generally, you can
avoid balance billing by using In-Network providers.

Behavioral Health Disorder: A Behavioral Health Disorder is any illness that is defined within the mental
disorders section of the current edition of the International Classification of Diseases (ICD) manual or is identified
in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM), including a
psychological and/or physiological dependence on or addiction to alcohol or psychiatric drugs or medications
regardless of any underlying physical or organic cause. Behavioral health disorder includes, among other things,
depression, schizophrenia, and substance abuse/substance use disorder and treatment that primarily uses
psychotherapy or other psychotherapist methods and is provided by Behavioral Health Practitioners as defined in
this chapter. See also the definitions of Chemical Dependency and Substance Abuse.

Behavioral Health Practitioners: A psychiatrist, psychologist, a mental health or substance abuse/substance use
disorder counselor or social worker who has a Master’s degree, or a nurse practitioner in independent practice
who is qualified to perform behavioral health counseling and, who is legally licensed and/or legally authorized to
practice or provide service, care or treatment of Behavioral Health Disorders under the laws of the state or
jurisdiction where the services are rendered; and acts within the scope of his or her license; and is not the patient
or the parent, Spouse, Domestic Partner, sibling (by birth or marriage, such as a brother-in-law), aunt/uncle, or
child of the patient or covered Employee.

Behavioral Health Treatment: Behavioral Health Treatment includes outpatient and inpatient services
(including room and board given by a Behavioral Health Treatment Facility or area of a Hospital that provides
behavioral or mental health or substance abuse/substance use disorder treatment) for a mental disorder identified
in the current edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM). If there are multiple
diagnoses, only the treatment for the IlIness that is identified under the DSM code is considered a Behavioral
Health Treatment for the purposes of this Plan.
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Behavioral Health Treatment Facility: A specialized facility that is established, equipped, operated and staffed

primarily for the purpose of providing a program for diagnosis, evaluation and effective treatment of Behavioral

Health Disorders and which fully meets one of the following two tests:

1. ltis licensed as a Behavioral Health Treatment Facility by the regulatory authority having responsibility for
the licensing under the laws of the jurisdiction in which it is located; or

2. Where licensing is not required, it meets all of the following requirements: has at least one Physician on staff
or on call and provides skilled nursing care by licensed Nurses under the direction of a full-time Registered
Nurse (RN) and prepares and maintains a written plan of treatment for each patient based on the medical,
psychological and social needs of the patient.

A Behavioral Health Treatment Facility that qualifies as a Hospital is covered by this Plan as a Hospital and not

a Behavioral Health Treatment Facility. A transitional facility, group home, halfway house or temporary shelter

is not a Behavioral Health Treatment Facility under this Plan.

Benefit, Benefit Payment, Plan Benefit: The amount of money payable for a claim, based on the Allowed Charge,
after calculation of all Deductibles, Coinsurance and Copayments, and after determination of the Plan’s
exclusions, limitations and maximumes.

Board: The term “Board” means the Board of Trustees of the District Council 16 Northern California Health and
Welfare Trust Fund.

Calendar Year: The 12-month period beginning January 1 and ending December 31. For the Medical program,
all annual Deductibles, Out-of-Pocket Limits and Annual Maximum Plan benefits are determined during the
calendar year.

Cardiac Rehabilitation: Cardiac Rehabilitation refers to a formal program of controlled exercise training and
cardiac education under the supervision of qualified medical personnel capable of treating cardiac emergencies,
as provided in a hospital outpatient department or other outpatient setting. The goal is to advance the patient to a
functional level of activity and exercise without cardiovascular complications in order to limit further cardiac
damage and reduce the risk of death. Patients are to continue at home, the exercise and educational techniques
they learn in this program.

Chemical Dependency: This is another term for Substance Abuse/Substance Use Disorder. See also the
definitions of Behavioral Health Disorders and Substance Abuse/Substance Use Disorder.

Child(ren): See the definition of Dependent Child(ren) and children of Domestic Partner.

Chiropractor: A person who holds the degree of Doctor of Chiropractic (DC); and is legally licensed and
authorized to practice the detection and correction, by mechanical means, of the interference with nerve
transmissions and expressions resulting from distortion, misalignment or dislocation of the spinal column
(vertebrae); and acts within the scope of his or her license; and is not the patient or the parent, Spouse, Domestic
Partner, sibling (by birth or marriage, such as a brother-in-law), aunt/uncle, or child of the patient or covered
Employee.

COBRA: means Title X of the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended, and refers
to temporary continuation of health care coverage.

Coinsurance: That portion of eligible expenses for which the covered person has financial responsibility to pay.

Concurrent Review: A managed care program designed to assure that Hospitalization, Health Care Facility
admissions, length of stay, surgery and other health care services are medically necessary by having the Utilization
Review Company conduct ongoing assessment of the health care as it is being provided, especially (but not limited
to) inpatient confinement in a Hospital or Health Care Facility. Also called Continued Stay Review.

Coordination of Benefits (COB): The rules and procedures applicable to determination of how Plan benefits are
payable when a person is covered by two or more health care plans. See also the Coordination of Benefits chapter.

Copayment, Copay: The fixed dollar amount you are responsible for paying for a service before the Plan pays
the remaining Allowed Charge.

Corrective Appliances: The general term for appliances or devices that support a weakened body part (Orthotic)
or replace a missing body part (Prosthetic). To determine the category of any particular item, see also the
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definitions of Durable Medical Equipment, Nondurable Supplies, Orthotic appliance (or Device) and Prosthetic
appliance (or Device).

Cosmetic Surgery or Treatment: The term “Cosmetic Surgery or Treatment” means any surgery or medical
treatment to improve or preserve physical appearance, but not physical function (except for medically necessary
treatment of gender dysphoria). Cosmetic Surgery or Treatment includes, but is not limited to, removal of tattoos,
breast augmentation (except following a mastectomy), or other medical, dental, or surgical treatment intended to
restore or improve physical appearance without significantly improving physiological function, as determined by
the Plan Administrator or its designee.

Cost-Efficient: See the definition of Medically Necessary for the definition of Cost-Efficient as it applies to
medical services that are medically necessary.

Covered Individual: Any Employee, and/or Retiree and that person’s eligible Spouse or Dependent Child or
Domestic Partner (as these terms are defined in the Plan) who has completed all required formalities for enrollment
for coverage under the Plan and is actually covered by the Plan. A covered individual is also referred to as a Plan
Participant.

Covered Medical and/or Dental Expenses: See the definition of Eligible Medical and/or Dental Expenses.

Custodial Care: Care and services given mainly for personal hygiene or to perform the activities of daily living.
Some examples of Custodial Care are helping patients get in and out of bed, bathe, dress, eat, use the toilet, walk
(ambulate), or take drugs or medicines that can be self-administered. These services are Custodial Care regardless
of where the care is given or who recommends, provides, or directs the care. Custodial Care can be given safely
and adequately (in terms of generally accepted medical standards) by people who are not trained or licensed
medical or nursing personnel.

Deductible: The amount of Eligible Medical Expenses you are responsible for paying before the Plan begins to
pay benefits. The amount of the Deductible is discussed in the Medical Expense Coverage chapter of this
document.

Dependent: Any of the following individuals: Dependent Child(ren) or Spouse, or Domestic Partner as those
terms are defined in this document. See also the definition of Eligible Dependent, Domestic Partner, Domestic
Partner child. Note that the daughter-in-law or son-in-law or grandchild of an eligible Employee or Spouse or
Domestic Partner is not an eligible Dependent under this Plan.

Dependent Child(ren): Please refer to the Eligibility section for a description of the Dependent children who
are eligible for coverage under the Plan.

Disabled/Disability: The inability of a person to be self-sufficient as the result of a physically or mentally
disabling injury, illness, or condition (such as mental retardation, cerebral palsy, epilepsy or another neurological
disorder, or psychosis), and the person is permanently and totally disabled in that they are unable to engage in any
substantial gainful activity by reason of a medically determinable physical or mental impairment which can be
expected to result in death or which has lasted or can be expected to last for a continuous period of not less than
12 months and the condition was diagnosed by a Physician, and accepted by the Plan Administrator or its designee,
as a permanent and continuing condition. See also the definition of Totally Disabled.

Domestic Partner: The term “Domestic Partner” means a Domestic Partner of an active or Retired Employee
who provides a Certificate of Domestic Partnership issued by the California Secretary of State or another
governmental sub-division within California that has developed regulations for the recognition of such
relationships.

The Domestic Partner and the child of a Domestic Partner may not qualify as tax Dependents and,
if so, the Employee or Retiree will be taxed on the value of the benefit provided to him or her. This
is called “imputed income” and the Employee or Retiree will have to pay income and payroll taxes
on this amount.

Durable Medical Equipment: The term “Durable Medical Equipment” means equipment that can withstand
repeated use, is primarily and customarily used for a medical purpose and is not generally useful in the absence
of an injury or illness, is not disposable or non-durable and is appropriate for use in the patient’s home. Durable
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Medical Equipment includes, but is not limited to, apnea monitors, blood sugar monitors, commaodes, electric
hospital beds with safety rails, electric and manual wheelchairs, nebulizers, oximeters, oxygen and supplies, and
ventilators.

Emergency Services: means with respect to an Emergency Medical Condition (defined below), a medical
screening examination within the emergency department of a hospital 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
at the hospital to stabilize the patient.

e The term “to stabilize” means, with respect to an emergency medical condition, to provide such medical
treatment of the condition as may be necessary to assure, within reasonable medical probability, that no
material deterioration of the condition is likely to result from or occur during the transfer of the individual
from a facility, or, with respect to an emergency medical condition, to deliver a newborn child (including the
placenta).

e The term “Emergency Medical Condition” means a medical condition manifesting itself by 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 of her unborn
child), serious impairment to bodily functions 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.

Enroll, Enrollment: The process of completing and submitting a written enrollment form indicating that
coverage by the Plan is requested by the Employee. An Employee may request coverage for an Eligible Dependent
only if he or she is or will be covered by the Plan. See the Eligibility chapter for details regarding the mechanics
of enrollment.

Essential Health Benefits: The Affordable Care Act defines essential health benefits to include the following:
ambulatory patient services; emergency services; hospitalization; maternity and newborn care; mental health and
substance use disorder services, including behavioral health treatment; prescription drugs; rehabilitative and
habilitative services and devices; laboratory services; preventive and wellness services and chronic disease
management; and pediatric services, including oral and vision care.

Experimental and/or Investigational: The term “Experimental” shall mean any of the following:

e Any medical procedure, equipment, treatment or course of treatment, drug or medicine which is not normally
and regularly used or prescribed by the medical community for the reason that it remains under clinical or
laboratory investigation or has not been exposed to clinical/laboratory investigation; or

e Any drug, device or medical treatment or procedure which is the subject of on-going phase I, 1l or 11l clinical
trials or under study to determine its maximum tolerated dose, its toxicity, its safety, its efficacy, or its efficacy
as compared with the standard means of treatment or diagnosis; or

e Reliable Evidence shows that the consensus among experts regarding the drug, device, or medical treatment
or procedure is that further studies or clinical trials are necessary to determine its maximum tolerated dose, its
toxicity, its safety, its efficacy or its efficacy as compared with the standard means of treatment or diagnosis.

Reliable Evidence shall mean only published reports and articles in the authoritative medical and scientific
literature; the written protocol or protocols used by the treating facility or the protocol(s) of another facility
studying substantially the same drug, device or medical treatment or procedure; or the written informed consent
used by the treating facility or by another facility studying substantially the same drug, device or medical treatment
or procedure.

Final determination as to whether services are “Experimental” will be made by the Plan Administrator or its
designee. The Trustees may rely on the advice of medical consultants in determining whether a service or supply
is “Experimental” under this definition.

Note that under this medical plan, experimental, investigational or unproven does not include routine costs
associated with a certain “approved clinical trial” related to cancer or other life-threatening illnesses. For
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individuals who will participate in a clinical trial, precertification is required in order to notify the Plan that routine
costs, services and supplies may be incurred by the eligible individual during their participation in the clinical
trial. The routine costs that are covered by this Plan are discussed below:

a.

“Routine costs” means services and supplies incurred by an eligible individual during participation in a
clinical trial if such expenses would be covered for a participant or beneficiary who is not enrolled in a
clinical trial. However, the plan does not cover non-routine services and supplies, such as: (1) the
investigational items, devices, services or drugs being studied as part of the approved clinical trial; (2)
items, devices, services and drugs that are provided solely for data collection and analysis purposes and
not for direct clinical management of the patient; or (3) items, devices, services or drugs inconsistent with
widely accepted and established standards of care for a patient’s particular diagnosis.

An “approved clinical trial” means a phase I, I, Ill, or 1V clinical trial conducted in relation to the
prevention, detection, or treatment of cancer or other life-threatening disease or condition. The clinical
trial’s study or investigation must be (1) federally-funded; (2) conducted under an investigational new
drug application reviewed by the Food and Drug Administration (FDA); or (3) a drug trial that is exempt
from investigational new drug application requirements. “Federally funded” clinical trials include those
approved or funded by one or more of: the National Institutes of Health ( NIH), the Centers for Disease
Control and Prevention (CDC), the Agency for Health Care Research and Quality (AHCRQ), the Centers
for Medicare and Medicaid Services (CMS), a cooperative group or center of the NIH, CDC, AHCRQ,
CMS, the Department of Defense (DOD), the Department of Veterans Affairs (VA); a qualified non-
governmental research entity identified by NIH guidelines for grants; or the VA, DOD, or Department of
Energy (DOE) if the study has been reviewed and approved through a system of peer review that the
Secretary of HHS determines is comparable to the system used by NIH and assures unbiased review of
the highest scientific standards by qualified individuals who have no interest in the outcome of the review.

A participant or beneficiary covered under a group health plan is eligible to participate in a clinical trial
and receive benefits from a group health plan for routine services if: (1) the individual satisfies the
eligibility requirements of the protocol of an approved clinical trial; and (2) either the individual’s
referring physician is a participating health care provider in the plan who has determined that the
individual’s participation in the approved clinical trial is medically appropriate, or the individual provides
the plan with medical and scientific information establishing that participation in the trial would be
medically appropriate.

The plan may require that an eligible individual use a PPO provider as long as the provider will accept
the patient. This plan is only required to cover out-of-network costs for routine clinical trial expenses if
the clinical trial is only offered outside the patient’s state of residence.

The plan may rely on its Utilization Management Company or other medical review firm to determine,
during a review process, if the clinical trial is related to cancer or a life-threatening condition, as well as
to help determine if a person’s routine costs are associated with an “approved clinical trial.” During the
review process, the person or their attending Physician may be asked to present medical and scientific
information that establishes the appropriateness and eligibility for the clinical trial for his/her condition.
The Plan (at no cost to the patient) reserves the right to have the opinion of a medical review firm regarding
the information collected during the review process.

Federal Legend Drugs: See the definition of Prescription Drugs.

Food and Drug Administration (FDA): The U.S. government agency responsible for administration of the
Food, Drug and Cosmetic Act and whose approval is required for certain Prescription Drugs and other medical
services and supplies to be lawfully marketed.

Formulary: A formulary is a list of drugs approved by the pharmacy benefit manager and available for your
doctor to use in prescribing your treatment. After careful review by a group of practicing doctors and pharmacists,
drugs that offer value without sacrificing quality are placed in the formulary. Your doctor may still prescribe a
non-formulary drug, but you pay the full cost for the drug. The formulary list includes the most cost-effective
drugs for treating various classes of conditions and illnesses. The formulary list includes mostly generic
medications and some brand name medications.

Fund: means the District Council No. 16 Northern California Health and Welfare Trust Fund.

152



Habilitative/Habilitation: Health care services, such as physical therapy, occupational therapy, and/or speech-
language pathology, provided to individuals with developmental delays that have never acquired normal
functional abilities. Examples of habilitative services includes physician-prescribed therapy for a child who is not
walking or talking at the expected age.

Handicap or Handicapped (Physically or Mentally): See the definition of Disabled.

Health Care Facilities: For the purposes of this Plan, Health Care Facilities include Outpatient Ambulatory
Surgical Facilities, Behavioral Health Treatment Facilities, Birthing Centers, Hospices, Skilled Nursing Facilities,
and Subacute Care Facilities/Long Term Acute Care facilities as those terms are defined in this Definitions
chapter.

Health Care Practitioner: A Physician, Behavioral Health Practitioner, Chiropractor, Dentist, a licensed
physical, occupational, or speech therapist, a Dentist (D.D.S.), licensed Podiatrist (D.P.M.), Psychologist,
Physician Assistant, Marriage, Family, Child Counselor (MFCC), Licensed Clinical Social Worker (LSCW),
Registered Nurse (R.N.), Nurse Midwife, Nurse Practitioner, Certified Acupuncturist, or any other health care
provider who are practicing within the scope of their licenses. The term shall not include any person who is the
Spouse, Domestic Partner, child, brother, sister, or parent of the Active or Retired Employee.

Health Care Provider: A Health Care Practitioner as defined above, or a Hospital, Ambulatory Surgical Facility,
Behavioral Health Treatment Facility, Birthing Center, Home Health Care Agency, Hospice, Skilled Nursing
Facility, or Subacute Care Facility/Long Term Acute Care facility, as those terms are defined in this Definitions
chapter.

Home Health Care: Intermittent Skilled Nursing Care services provided by a licensed Home Health Care Agency
as those terms are defined in this chapter.

Home Health Care Agency: An agency or organization that provides a program of home health care and meets
all requirements of PPO Network for a Home Health Care Agency Provider.

Hospice: An agency or organization that administers a program of palliative care and supportive health care
services providing physical, psychological, social and spiritual care for terminally ill persons assessed to have a
life expectancy of 6 months or less. The Hospice Agency must be a licensed hospice Provider recognized as such
by the Centers for Medicare and Medicaid Services.

Hospital: The term “Hospital” means a state or federally licensed institution that meets the following

requirements:

e It is primarily engaged in providing diagnostic, surgical and therapeutic facilities for medical and surgical
care of sick and injured persons on an inpatient basis at the patient’s expense.

e It continuously provides 24-hour-a-day supervision by a staff of Physicians licensed to practice medicine
(other than physicians whose license limits their practice to one or more specified fields) and 24-hour-a-day
nursing care by or under the supervision of registered nurses (R.N.s).

e Itis not, other than incidentally, a place of rest, a skilled nursing facility, a place for the aged, a pain clinic.

A Hospital may include facilities for mental, nervous and/or substance abuse/substance use disorder treatment

that are licensed and operated according to state law. The requirement that a Hospital must provide surgical,

diagnostic and/or radiology services does not apply to facilities for mental, nervous and/or substance
abuse/substance use disorder treatment.

IlIness: The term “Iliness” means any bodily sickness or disease, including any congenital abnormality of a
newborn child, as diagnosed by a Physician. However, infertility is not an Iliness for the purpose of coverage
under this Trust Fund. Pregnancy will be considered to be an Iliness only for the purpose of coverage under the
Indemnity Medical Plan.

Injury: Any damage to a body part resulting from trauma from an external source.

In-Network Services: Services provided by a Health Care Provider that is a member of the Plan’s Preferred
Provider Organization (PPO) (or, for the Advantage Plan, the APPO Network) as distinguished from Out-of-
Network Services that are provided by a Health Care Provider that is not a member of the PPO (or, for the
Advantage PPO Plan, as distinguished from a Health Care Provider that is not a member of the APPO Network).
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Investigational: See the definition of Experimental and/or Investigational.

Life Threatening: The term “life threatening” means the onset of a medical emergency that is so severe that the
patient is admitted to a Hospital as an inpatient for ongoing care.

Maximum Allowable Charge (MAC): The Maximum Allowable Charge (MAC) is the highest amount that the
Fund will pay for routine total hip/knee replacements, arthroscopic surgeries, cataract surgeries and colonoscopies.
The MAC will not apply to colonoscopies at an outpatient surgical center.

Maximum Plan Benefits: The maximum amount of benefits payable by the Plan (and described more fully in
the Medical Expense Coverage chapter of this document) on account of medical expenses incurred by any covered
Plan Participant. There are two general types of Plan maximums, described below:

« Limited Overall Maximum Plan Benefits are the maximum amount of benefits payable on account of certain
covered medical services or supplies by the Plan during the entire time a Plan Participant is covered under
this Plan and any previous medical expense Plan provided by Fund. The services or supplies that are subject
to Limited Overall Maximum Plan benefits and the limits of those benefits are identified in the Schedule of
Medical Benefits.

e Annual Maximum Plan Benefits are the maximum amount of benefits payable each Calendar Year on
account of certain medical expenses incurred by any covered Plan Participant or family of the Plan Participant
under this Plan. Annual Maximums are identified in the Schedule of Medical Benefits.

Medically Necessary/Medical Necessity:

Services and supplies are “Medically Necessary” or provided due to “Medical Necessity” if such services or
supplies are determined by the Plan Administrator or its designee to be:

e Appropriate and necessary for the symptoms, diagnosis or treatment of the injury or illness; and

e Provided for the diagnosis or direct care and treatment of the IlIness or Injury; and

o Not Experimental, as defined above, or primarily educational; and

o Within the standards of good medical practice accepted and followed by the medical community; and

¢ Not primarily for the convenience of the Participant, the Participant’s family, any person who cares for the
Patient, any health care practitioner, facility, or another provider;

e The most appropriate supply or level of service that can be safely provided. For Hospital stays, this means
that acute care as an inpatient is necessary due to the kind of services the Participant is receiving or the severity
of the Participant’s condition, and that safe and adequate care cannot be received as an outpatient or in a less
intensified medical setting; and

e Costefficient, that is, if it is no more costly than any alternative appropriate service or supply when considered
in relation to all health care expenses incurred in connection with the service or supply.

Medicare: The Health Insurance for the Aged and Disabled provisions in Title XVIII of the U.S. Social Security
Act as it is now amended and as it may be amended in the future.

Mental Health; Mental Disorder; Mental and Nervous Disorder: See the definition of Behavioral Health
Disorder.

Morbidly Obese, Morbid Obesity: The term “morbid obesity” means the presence of morbid obesity that has
persisted for at least 5 years, defined as either:

e body mass index exceeding 40; or

o BMI greater than 35 in conjunction with ANY of the following severe co-morbidities:
» coronary heart disease; or
» type 2 diabetes mellitus; or

» (clinically significant obstructive sleep apnea (as determined by the Plan Administrator or its designee);
or

» high blood pressure/hypertension (blood pressure greater than 140 mmHg systolic and/or 90 mmHg
diastolic despite optimal medical management);
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AND

o Individual has completed growth (18 years of age or documentation of completion of bone growth);
AND

e Individual has participated in a physician-supervised nutrition and exercise program (including
dietician consultation, low calorie diet, increased physical activity, and behavioral modification),
documented in the medical record. This physician-supervised nutrition and exercise program must
meet ALL of the following criteria:

» Participation in nutrition and exercise program must be supervised and monitored by a physician
working in cooperation with dieticians and/or nutritionists; AND

» Nutrition and exercise program must be 6 months or longer in duration; AND
» Nutrition and exercise program must occur within the two years prior to surgery; AND

» Participation in physician-supervised nutrition and exercise program must be documented in the
medical record by an attending physician who does not perform bariatric surgery. Note: A
physician’s summary letter is not sufficient documentation.

Nondurable Supplies: Goods or supplies that cannot withstand repeated use and/or that are considered disposable
and limited to either use by a single person or one-time use, including, but not limited to, bandages, hypodermic
syringes, diapers, soap or cleansing solutions, etc. See also the definitions of Corrective Appliances, Durable
Medical Equipment, Orthotic appliance (or Device) and Prosthetic appliance (or Device). Only those nondurable
supplies identified in the Schedule of Medical Benefits are covered by this Plan. All others are not.

Non-Network: See Out-of-Network.

Non-Participating Provider: A Health Care Provider who does not participate in the Plan’s Preferred Provider
Organization (PPO) or, for the Advantage plan, that does not participate in the Plan’s Advantage Preferred
Provider Organization (APPO). Also referred to as Non-PPO, Out-of-Network or non-network.

Occupational Therapist: A person legally licensed as a professional occupational therapist who acts within the
scope of their license and is not the patient or the parent, Spouse, Domestic Partner, sibling (by birth or marriage,
such as a brother-in-law), aunt/uncle, or child of the patient or covered Employee, and acts under the direction of
a physician to assess the presence of defects in an individual’s ability to perform self-care skills and activities of
daily living (such as eating, bathing, dressing) and who formulates and carries out a plan of action to restore or
support the individual’s ability to perform such skills in order to regain independence. Other occupational therapy
services can include assessment of perceptual motor and sensory activity, the design, fabrication or application of
selected support devices (orthotics) such as a wrist brace or ankle support, training on how to utilize prosthetic
devices to maximize independence, guidance in the selection and use of adaptive equipment, teaching exercises
to enhance functional performance and adaptation of environments for people with mental and physical
disabilities.

Office Visit: A direct personal contact between a Physician or other Health Care Practitioner and a patient in the
Health Care Practitioner’s office for diagnosis or treatment associated with the use of the appropriate office visit
code in the Current Procedural Terminology (CPT) manual of the American Medical Association and with
documentation that meets the requirement of such CPT coding. The following are not considered to be an office
visit: a telephone discussion with a Physician or other Health Care Practitioner, internet/virtual office visit, a visit
to a Health Care Practitioner’s office where no office visit code is billed or a visit to a Health Care Practitioner’s
office for blood drawing, leaving a specimen, or receiving a routine injection.

Orthotic (Appliance or Device): A type of Corrective Appliance or device, either customized or available “over-
the-counter,” designed to support a weakened body part, including, but not limited to, crutches, specially designed
corsets, leg braces, extremity splints, and walkers. For the purposes of the Medical Plan, this definition does not
include Dental Orthotics. See also the definitions of Corrective Appliance, Durable Medical Equipment,
Nondurable Supplies and Prosthetic appliance (or Device).

Out-of-Network Services (Non-Network): Services provided by a Health Care Provider that is not a member of
the Plan’s Preferred Provider Organization (PPO) (or, for the Advantage plan, that is not a member of the APPO),
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as distinguished from In-Network Services that are provided by a Health Care Provider that is a member of the
PPO (or, for the Advantage plan, that is a member of the APPO).

Out-of-Pocket Limit: The maximum amount of coinsurance each covered person or family is responsible for
paying during a Calendar Year before the coinsurance required by the Plan ceases to apply. When the Out-of-
Pocket Maximum is reached, the Plan will pay 100% of additional coinsurance related to most covered expenses
for the remainder of the Calendar Year. See the section on Out-of-Pocket Limit in the Medical Expense Coverage
chapter for details about what expenses do not count toward the Out-of-Pocket Limit.

Participating Provider: A Health Care Provider who participates in the Plan’s Preferred Provider Organization
(PPO) or, for the Advantage plan, that participates in the Plan’s Advantage Preferred Provider Organization
(APPO).

Physical Therapist: A person legally licensed as a professional physical therapist who acts within the scope of
their license and is not the patient or the parent, Spouse, Domestic Partner, sibling (by birth or marriage, such as
a brother-in-law), aunt/uncle, or child of the patient or covered Employee, and acts under the direction of a
physician to perform physical therapy services including the evaluation, treatment and education of a person using
physical measures, therapeutic exercise, thermal (hot/cold) techniques and/or electrical stimulation to correct or
alleviate a physical functional disability/impairment. Physical therapists may also perform testing and retraining
of muscle strength, joint motion, or sensory and neurological function along with balance, coordination, and
flexibility in order to enhance mobility and independence.

Physical Therapy: Rehabilitation directed at restoring function following disease, injury, surgery or loss of body
part using therapeutic properties such as active and passive exercise, cold, heat, electricity, traction, diathermy,
and/or ultrasound to improve circulation, strengthen muscles, return motion, and/or train/retrain an individual to
perform certain activities of daily living such as walking and getting in and out of bed.

Physician: A person legally licensed as a Medical Doctor (MD) or Doctor of Osteopathy (DO) and authorized to
practice medicine, to perform surgery, and to administer drugs, under the laws of the state or jurisdiction where
the services are rendered who acts within the scope of his or her license and is not the patient or the parent, Spouse,
sibling (by birth or marriage, such as a brother-in-law), aunt/uncle, or child of the patient or covered Employee.

Physician Assistant (PA): A person legally licensed as a Physician Assistant, who acts within the scope of his or
her license and acts under the supervision of a Physician to examine patients, establish medical diagnoses; order,
perform and interpret laboratory, radiographic and other diagnostic tests; identify, develop, implement and
evaluate a plan of patient care; prescribe and dispense medication within the limits of his or her license; refer to
and consult with the supervising Physician; and bill and be paid in his or her own name under the laws of the state
or jurisdiction where the services are rendered, and is not the patient or the parent, Spouse, Domestic Partner,
sibling (by birth or marriage, such as a brother-in-law), aunt/uncle, or child of the patient or covered Employee.

Placed for Adoption: For the definition of Placed for Adoption as it relates to coverage of adopted Dependent
children, see the definition in the section on Adopted Dependent Children in the Eligibility chapter.

Plan, This Plan: The programs, benefits and provisions described in this document.

Plan Administrator: The Board of Trustees who has been designated as the Plan Administrator by the Plan
Sponsor and who has the responsibility for overall Plan administration.

Plan Documents: The term “Plan Documents” refers to the Trust Agreement establishing this Trust Fund and all
written documents, insurance policies, HMO policies, Evidence of Coverage documents, this Summary Plan
Description, Collective Bargaining Agreements, Subscriber Agreements and all other legal documents setting
forth the District Council 16 Northern California Health and Welfare Plan. It also includes written policy and
procedure documents that have been formally adopted by the Board of Trustees.

Plan Participant: See the definition of Covered Individual.
Plan Sponsor: The Board of Trustees

Plan Year: The twelve-month period from January 1 to December 31 designated to be the Plan Year. The Contract
Year is the same as the Plan Year.
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Podiatrist: A person legally licensed as a Doctor of Podiatric Medicine (DPM) who acts within the scope of his
or her license and who is authorized to provide care and treatment of the human foot (and in some states, the ankle
and leg up to the knee) under the laws of the state or jurisdiction where the services are rendered and is not the
patient or the parent, Spouse, Domestic Partner, sibling (by birth or marriage, such as a brother-in-law), aunt/uncle,
or child of the patient or covered Employee.

Prior Authorization: Prior Authorization is a review procedure performed by the Utilization Review Company
before services are rendered, to assure that health care services meet or exceed accepted standards of care and
that the service, admission and/or length of stay in a health care facility is appropriate and medically necessary.
Prior Authorization is also referred to as pre-service review, precert, precertification, pre-authorization, or
preapproval.

Preferred Provider Organization (PPO): An independent group or network of Health Care Providers (e.g.
hospitals, physicians, laboratories) under contract with the Plan to provide health care services and supplies at
agreed-upon discounted/reduced rates. For those participating in the Smart Choices/Healthy Rewards program,
PPO means the Advantage Preferred Provider Network (APPO) only; PPO providers that are not part of the APPO
network are considered Non-PPO providers for the Smart Choices/Healthy Rewards program.

Prescription Drugs: For the purposes of this Plan, Prescription Drugs include:

1. Federal Legend Drug: Any medicinal substance that the Federal Food, Drug and Cosmetic Act requires to
be labeled, “Caution — Federal Law prohibits dispensing without prescription.”

2. Compound Drug: Any drug that has more than one ingredient and at least one of them is a Federal Legend
Drug or a drug that requires a prescription under state law.

3. Branddrug: means a drug that has been approved by the U.S. Food and Drug Administration (FDA) and that
drug has been granted a 20-year patent, which means that no other company can make it for the entire duration
of the patent period. This patent protection means that only the company who holds the patent has the right to
sell that brand drug. A brand drug cannot have competition from a generic drug until after the brand-name
patent or other marketing exclusivities have expired and the FDA grants approval for a generic version.

4. Generic drug: means a generic version of a brand-name drug (basically a copy of an FDA approved brand-
name drug that contains the same active ingredients as the brand-name drug and is the same in terms of dosage,
safety, purity, strength, how it is taken, quality, performance and intended use). Generic drugs work in the
same way and in the same amount of time as brand-name drugs. The generic drug must be the same (or bio-
equivalent) in several respects: the active ingredients (those ingredients that are responsible for the drug's
effects), the dosage amount, the way in which the drug is taken must be the same as the brand name drug, the
safety must be the same and the amount of time the generic drug takes to be absorbed into the body must be
the same as the brand name drug. A generic drug has been approved by the U.S. Food and Drug Administration
(FDA). Generic drugs can have different names, shapes, colors and inactive ingredients than the original brand
name drug.

5. Specialty drug: Generally, refers to high-cost, low volume, biotechnology-engineered FDA approved, non-
experimental medications used to treat complex, chronic or rare diseases. These medications may also have
one or more of the following qualities: are injected, infused, taken oral or inhaled, may need to be
administered by a health care practitioner, have side-effects or compliance issues that need monitoring, require
substantial patient education/support before administration, and/or have unique manufacturing, handling and
distribution issues that make them unable to be purchased from a retail and/or mail order service. Examples
of specialty drugs can include medications to treat hemophilia, immunity disorders, multiple sclerosis,
rheumatoid arthritis, hepatitis or certain types of cancer. Specialty drugs may be managed by the Prescription
Drug Program under contract to the Plan.

Prosthetic Appliance (or Device): A type of Corrective Appliance or device designed to replace all or part of a
missing body part, including, but not limited to, artificial limbs, heart pacemakers, or corrective lenses needed
after cataract surgery. See also the definitions of Corrective Appliances, Durable Medical Equipment, Nondurable
Supplies and Orthotic appliance (or Device).

Pulmonary Rehabilitation: Pulmonary Rehabilitation refers to a formal program of controlled exercise training
and respiratory education under the supervision of qualified medical personnel capable of treating respiratory
emergencies, as provided in a hospital outpatient department or other outpatient setting. The goal is to advance
the patient to their highest functional level of activity/endurance, decrease respiratory symptoms/complications,

157



and encourage self-management and control over their chronic lung problems. Patients are to continue at home,
the exercise and educational techniques they learn in this program. Pulmonary rehabilitation services are payable
for patients who have a chronic respiratory disorder such as chronic obstruction pulmonary disease (COPD),
emphysema, pulmonary fibrosis, asthma, etc.

Qualified Medical Child Support Order (QMCSO): A court order that complies with requirements of federal
law requiring an Employee to provide health care coverage for a Dependent Child and requiring that benefits
payable on account of that Dependent Child be paid directly to the Health Care Provider who rendered the services
or to the custodial parent of the Dependent Child. See also the Eligibility chapter of this document. In this
document the term QMCSO is used and includes compliance with a National Medical Support Notice.

Reconstructive Surgery: A medically necessary surgical procedure performed on an abnormal or absent structure
of the body to correct damage caused by a congenital birth defect, an accidental injury, infection, disease or tumor,
or for breast reconstruction following a total or partial mastectomy.

Rehabilitation Services: Physical, occupational, or speech therapy that is prescribed by a Physician when the
bodily function has been restricted or diminished as a result of illness, injury or surgery, with the goal of improving
or restoring bodily function by a significant and measurable degree to as close as reasonably and medically
possible to the condition that existed before the injury, illness or surgery, and that is performed by a licensed
therapist acting within the scope of his or her license. Only care that demonstrates progressive improvement in
the patient’s functional capacity is covered. No benefits are provided for pervasive developmental delay, learning
disabilities or that are primarily provided to enhance academic achievement in Dependent children.

Retired Employee: The term “Retired Employee” means an Employee who meets the eligibility provisions as
either a Retired hourly bargaining Employee or a Retired monthly non-bargaining Employee.

Skilled Nursing Facility: The term “Skilled Nursing Facility” means a public or private facility, licensed and
operated according to law, that primarily provides skilled nursing and related services to people who require
medical or nursing care and that rehabilitates injured, disabled or sick people, and that meets all of the following
requirements:

e Itisaccredited by The Joint Commission (TJC) as a Skilled Nursing Facility or is recognized by Medicare as
a Skilled Nursing Facility; and

e Itisregularly engaged in providing room and board and continuously provides 24 hour-a-day Skilled Nursing
Care of sick and injured persons at the patient’s expense during the convalescent stage of an Injury or IlIness,
maintains on its premises all facilities necessary for medical care and treatment, and is authorized to administer
medication to patients on the order of a licensed Physician; and

e It provides services under the supervision of Physicians; and

e It provides nursing services by or under the supervision of a licensed Registered Nurse (RN), with one licensed
Registered Nurse on duty at all times; and

e It maintains a daily medical record of each patient who is under the care of a licensed Physician; and

e Itis not (other than incidentally) a home for maternity care, rest, domiciliary (non-skilled/custodial) care, or
care of people who are aged, alcoholic, blind, deaf, drug addicts, mentally deficient, mentally ill, or suffering
from tuberculosis; and

e Itis not a hotel or motel.

A Skilled Nursing Facility that is part of a Hospital will be considered a Skilled Nursing Facility for the purposes
of the Indemnity Medical Plan.

Speech Therapist: A person legally licensed as a professional speech therapist who acts within the scope of their
license and is not the patient or the parent, Spouse, Domestic Partner, sibling (by birth or marriage, such as a
brother-in-law), aunt/uncle, or child of the patient or covered Employee, and acts under the direction of a physician
to perform speech therapy services including the application of principles, methods and procedures for the
measurement, testing, evaluation, prediction, counseling, instruction, or rehabilitation related to disorders of
speech, voice, language, swallowing or feeding.

Spinal Manipulation: The detection and correction, by manual or mechanical means, of the interference with
nerve transmissions and expressions resulting from distortion, misalignment or dislocation of the spinal
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(vertebrae) column. Spinal Manipulation is commonly performed by Chiropractors, but it can be performed by
Physicians.

Spouse: An employee’s or retiree’s Spouse means a person of the opposite gender or same gender who is
legally married under State law. The Plan follows the IRS guidance that a same gender couple is married for
federal tax purposes if the couple was married in a state that allows same gender marriage, regardless of the laws
of the state in which the married couple resides or the foreign jurisdiction in which the individuals’ marriage was
entered into. The Plan will require proof of the legal marital relationship. A legally separated spouse is still
considered to be an eligible Spouse under this Plan. The following are not defined as a Spouse under this Plan: a
Domestic Partner, a civil union partner, or a divorced former Spouse of an employee or retiree, or a spouse of a
Dependent Child. An ex-spouse is not eligible even if an employee or retiree is required by a divorce decree,
court order or other legal action to continue coverage for the ex-spouse.

Subrogation: This is a technical legal term for the right of one party to be substituted in place of another party in
a lawsuit. See the Third Party Liability subchapter in the chapter on Coordination of Benefits for an explanation
of how the Plan may use the right of subrogation to be substituted in place of a Covered Individual in that person’s
claim against a third party who wrongfully caused that person’s injury or illness, so that the Plan may recover
medical and/or dental benefits paid if the Covered Individual recovers any amount from the third party either by
way of a settlement or judgment in a lawsuit.

Substance Abuse/Substance Use Disorder: A psychological and/or physiological dependence or addiction to
alcohol or drugs or medications, regardless of any underlying physical or organic cause, and/or other drug
dependency as defined by the current edition of the ICD manual or identified in the current edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM). See the definitions of Behavioral Health Disorders
and Chemical Dependency.

Total Disability, Totally Disabled: The term “total disability” or “totally disabled” means for active Employees,
a disability caused by injury or illness that wholly and continuously prevents the active Employee from performing
the substantial and material duties of his occupation or employment. For a Retired Employee or eligible
Dependent, the term means a disability caused by injury or illness that wholly and continuously prevents the
Retired Employee or the eligible Dependent from engaging in the substantial and material activities engaged in
prior to the start of disability.

Traditional Provider: “Traditional” providers do not participate in the PPO network. However, they have agreed
to perform services at special discounted rates for PPO members. You should go to a “Traditional” provider only
if there are no In-Network providers in your area.

Value Based Site: The term “Value Based Site” means a PPO Hospital in California that will hold costs under
the Maximum Allowable Charge.

You, Your: When used in this document, these words refer to the Employee who is covered by the Plan. They
do not refer to any Dependent of the Employee.
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EXHIBIT A: NOTICE OF PRIVACY PRACTICES

District Council 16 Northern California Health and Welfare Trust Fund
(The Plan)

Your Information. Your Rights. Our Responsibilities.

This notice describes how medical information about you may be used and disclosed and how you can get access
to this information. Please review it carefully.

Effective Date of Notice: November 1, 2016.

SUMMARY
Your Rights
You have the right to:

Get a copy of your health and claims records

Correct your health and claims records

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we’ve shared your information

Get a copy of this privacy notice

Choose someone to act for you

File a complaint if you believe your privacy rights have been violated

Your Choices
You have some choices in the way that we use and share information as we:

e Answer coverage questions from your family and friends
e Provide disaster relief

Our Uses and Disclosures
We may use and share your information as we:

Help manage the health care treatment you receive

Run our organization

Pay for your health services

Administer your health plan

Help with public health and safety issues

Do research

Comply with the law

Respond to organ and tissue donation requests and work with a medical examiner or funeral director
Address workers’ compensation, law enforcement, and other government requests

Respond to lawsuits and legal actions

Your Rights

When it comes to your health information, you have certain rights. This section explains your rights and some
of our responsibilities to help you.

Get a copy of health and claims records

e You can ask to see or get a copy of your health and claims records and other health information we have
about you. Ask us how to do this.

e We will provide a copy or a summary of your health and claims records, usually within 30 days of your
request. We may charge a reasonable, cost-based fee.
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Ask us to correct health and claims records
e You can ask us to correct your health and claims records if you think they are incorrect or incomplete.
Ask us how to do this.
e We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications
e You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a
different address.
¢ We will consider all reasonable requests and must say “yes” if you tell us you would be in danger if we
do not.

Ask us to limit what we use or share
e You can ask us not to use or share certain health information for treatment, payment, or our
operations.
e We are not required to agree to your request, and we may say “no” if it would affect your care.

Get a list of those with whom we’ve shared information

e You can ask for a list (accounting) of the times we’ve shared your health information for six years prior
to the date you ask, who we shared it with, and why.

e We will include all the disclosures except for those about treatment, payment, and health care
operations, and certain other disclosures (such as any you asked us to make). We’ll provide one
accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within
12 months.

Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically.
We will provide you with a paper copy promptly.

Choose someone to act for you
e If you have given someone medical power of attorney or if someone is your legal guardian, that person
can exercise your rights and make choices about your health information.
¢ We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated

e You can complain if you feel we have violated your rights by contacting us using the information on
page 1.

e You can file a complaint with the U.S. Department of Health and Human Services Office for Civil
Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-
696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.

¢ We will not retaliate against you for filing a complaint.

Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear
preference for how we share your information in the situations described below, talk to us. Tell us what you want
us to do, and we will follow your instructions.

In these cases, you have both the right and choice to tell us to:
e Share information with your family, close friends, or others involved in payment for your care
e Share information in a disaster relief situation
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share
your information if we believe it is in your best interest. We may also share your information when needed to
lessen a serious and imminent threat to health or safety.

In these cases, we never share your information unless you give us written permission:
e Marketing purposes
» Sale of your information
* Psychotherapy notes
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Our Uses and Disclosures
How do we typically use or share your health information?
We typically use or share your health information in the following ways:
Help manage the health care treatment you receive
We can use your health information and share it with professionals who are treating you.

Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange
additional services.

Run our organization

e We can use and disclose your information to run our organization and contact you when necessary.

e We are not allowed to use genetic information to decide whether we will give you coverage and the

price of that coverage. This does not apply to long term care plans.

Example: We use health information about you to develop better services for you.
Pay for your health services

We can use and disclose your health information as we pay for your health services.

Example: We share information about you with your dental plan to coordinate payment for your dental work.
Administer your plan

We may disclose your health information to your health plan sponsor for plan administration.

Example: Your company contracts with us to provide a health plan, and we provide your company with certain
statistics to explain the premiums we charge.

Other Uses and Disclosures
Any other use or disclosure not described in the Notice will only be made with your authorization.
Revocation of Prior Authorization.

You may revoke a prior authorization granted for psychotherapy notes, marketing, sales or any other authorized
use and disclosure.

How else can we use or share your health information?

We are allowed or required to share your information in other ways — usually in ways that contribute to the public
good, such as public health and research. We have to meet many conditions in the law before we can share your
information for these purposes. For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health and safety issues

We can share health information about you for certain situations such as:
e Preventing disease

e Helping with product recalls

¢ Reporting adverse reactions to medications
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¢ Reporting suspected abuse, neglect, or domestic violence
e Preventing or reducing a serious threat to anyone’s health or safety

Do research
We can use or share your information for health research.
Comply with the law

We will share information about you if state or federal laws require it, including with the Department of Health
and Human Services if it wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests and work with a medical examiner or funeral director

¢ We can share health information about you with organ procurement organizations.
e \We can share health information with a coroner, medical examiner, or funeral director when an
individual dies.

Address workers’ compensation, law enforcement, and other government requests

We can use or share health information about you:

e For workers’ compensation claims

e For law enforcement purposes or with a law enforcement official

¢ With health oversight agencies for activities authorized by law

e For special government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions

We can share health information about you in response to a court or administrative order, or in response to a
subpoena.

Our Responsibilities

e We are required by law to maintain the privacy and security of your protected health information.

e We will let you know promptly if a breach occurs that may have compromised the privacy or security of
your information.

e We must follow the duties and privacy practices described in this notice and give you a copy of it.

e We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Whom to Contact at the Plan for More Information
If you have any questions regarding this Notice or the subjects addressed in it, you may contact the Privacy Officer,
specified below, at the Trust Fund Office:

The Privacy Officer

Health Services & Benefit Administrators, Inc.

4160 Dublin Boulevard, Suite 400

Dublin, CA 94568-7756

Phone: (800) 922-9902 Fax: (925) 833-7301

Changes to the Terms of this Notice

We can change the terms of this notice, and the changes will apply to all information we have about you. The new
notice will be available upon request, on our web site, and we will mail a copy to you.
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EXHIBIT B: EXPLANATION OF SECURITY PRACTICES

In compliance with HIPAA Security regulations, the Plan Sponsor will:

1.

Implement administrative, physical and technical safeguards that reasonably and appropriately protect the
confidentiality, integrity and availability of electronic PHI that it creates, receives, maintains or transmits
on behalf of the group health plan,

Ensure that the adequate separation discussed in Exhibit A, specific to electronic PHI, is supported by
reasonable and appropriate security measures,

Ensure that any agent, including a subcontractor, to whom it provides electronic PHI agrees to implement
reasonable and appropriate security measures to protect the electronic PHI, and

Report to the Plan any security incident of which it becomes aware concerning electronic PHI.
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