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HELLO 

We are pleased to provide you with this updated Summary Plan Description (SPD) 

describing your health benefits under the Lake County Indiana, NECA ɬ I.B.E.W. 

'ÌÈÓÛÏɯÈÕËɯ!ÌÕÌÍÐÛɯ/ÓÈÕɯȹɁ3ÏÌɯ/ÓÈÕɂȺȭɯ 

This document also serves as the Plan Document. Further, this document supersedes 

and replaces any prior Summary Plan Description book and Summaries of Material 

Modifications previously provided by the Plan for the benefits described in it.  

If you are a person who:  

¶ Wants to base their  decisions on facts, and not on word of mouth.  

¶ Recognizes that better decisions are based upon understanding and awareness, 

and that better decisions, generally, produce superior outcomes.  

¶ Embraces understanding, awareness, and accountability as character traits that 

move you, as well as all people, forward.  

¶ View these traits as vital attributes that allow you  to lead, succeed and enable 

you to help others who wish to do the same. And,  

¶ Understands that these traits foster trust, which in turn unit es us as a Union 

and community.  

Then you will need to immerse and dedicate yourself to understanding the benefits, 

policies, and provisions of this Plan.  

By the way, that does not have to be completed all at once. It can be done little by little 

and over several days or even weeks. The important  thing is that you commit to doing 

it and then do it.  

Regarding commitment, iÛɯÐÚɯÛÏÐÚɯ/ÓÈÕɀÚɯÉÌÓÐÌÍɯÛÏÈÛɯÎÖÖËɯÏÌÈÓÛÏ, like anything else, 

takes a strong commitment. Part of that commitment is recognizing the rights and 

responsibilities of all the parties involved in your health care. To that end, the Plan has 

provided you with the following list of commitments and responsibilities. Please re ad 

ÛÏÙÖÜÎÏɯÛÏÌÔɯÈÚɯÛÏÌàɯÈÙÌɯÞÏÈÛɯÎÜÐËÌÚɯÛÏÐÚɯ/ÓÈÕɀÚɯÙÌÓÈÛÐÖÕÚÏÐ×ɯÞÐÛÏɯàÖÜȮɯàÖÜÙɯÍÈÔÐÓàȮɯ

and your healthcare professional.  

 

Patrick Keenan 

Fund Manager 

December 31st, 2023 
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Plan Commitments 

 

The Lake County Indiana, NECA -IBEW Health and Benefit Plan is committed to:  

¶ Recognizing and respecting you as a Plan Participant 

¶ Providing you with information to help you become an informed participant of 

the Plan. 

¶ Providing you with the benefits for which you have coverage.  

¶ Preserving the privacy of your personal health information, consistent with 

federal law and Plan policies. 

¶ Candid and clear conversations and communications.  

¶ Encouraging your open discussions with your health care professionals and 

providers.  

¶ Process claims as they are presented and in a timely manner. 

¶ Sharing our expectations of you as a Plan Participant. 

Your Responsibilities 

(ÛɯÐÚɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÙÌÚ×ÖÕÚÐÉÐÓÐÛàɯÛÖȯ 

1. Read, learn, understand, and follow the requirements, provisions, rules, and 

guidelines set forth within this document.  

2. Read all materials and communications concerning this Plan at the time of 

issuance. 

3. Timely provide to the Plan accurate and complete information needed to 

administer your Health Benefit Plan, including, but not limited to:  

¶ Other health Benefit coverage and other insurance Benefits you or any 

eligible dependent may have in addition to your coverage with this Plan.   

¶ Changes in you or your dependents marital status. 

¶ Changes in dependent status. (Births, Adoptions, Separations, Divorce, 

Death) 

¶ Changes in your contact information.  

4. -ÖÛÐÍàɯÛÏÌɯ/ÓÈÕɯÐÔÔÌËÐÈÛÌÓàɯÖÍɯÈÕàɯÊÏÈÕÎÌɯÛÏÈÛɯÞÖÜÓËɯÈÍÍÌÊÛɯÛÏÌɯ/ÓÈÕɀÚɯÈÉÐÓÐÛàɯ

to communicate properly with  you or your eligible dependents. Such changes 
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would include, but is not limited to, a change of residence, a new e-mail 

address, or a change in a home or mobile phone number. 

5. To ÒÌÌ×ɯàÖÜÙɯÉÌÕÌÍÐÊÐÈÙÐÌÚɀɯÌÓÌÊÛÐÖÕÚɯÊÜÙÙÌÕÛɯÈÕËɯÛÖɯÐÔÔÌËÐÈÛÌÓàɯ×ÙÖÝÐËÌɯthe 

/ÓÈÕɯÞÐÛÏɯÈÕàɯÊÏÈÕÎÌÚɯÐÕɯàÖÜÙɯÉÌÕÌÍÐÊÐÈÙàɀÚɯÊÖÕÛÈÊÛɯÐÕÍÖÙÔÈÛÐÖÕ whenever they 

occur. Such changes would include, but are not limited to, changes of physical 

address, changes of email addresses and of course, phone numbers.    

6. To provide the Plan with pertinent information regarding the sickness, disease, 

disability, or injury, including accident reports, settlement information and any 

other requested additional information needed to adjudicate a claim or to seek 

reimbursement. 

7. To cooperate with the Plan, or any representatives of the Plan, in protecting its 

rights, including discovery, attending depositions, and/or cooperating in trial 

ÛÖɯ×ÙÌÚÌÙÝÌɯÛÏÌɯ/ÓÈÕɀÚɯÙÐÎÏÛÚȭ 

8. 3ÖɯËÖɯÕÖÛÏÐÕÎɯÛÖɯ×ÙÌÑÜËÐÊÌɯÛÏÌɯ/ÓÈÕɀÚɯÙÐÎÏÛÚɯÖÍɯÚÜÉÙÖÎÈÛÐÖÕɯÈÕËɯÙÌÐÔÉÜÙÚÌÔÌÕÛȭ 

9. To promptly reimburse the Plan when a recovery through settlement, 

judgment, award, or other payment is received.  

10. To notify the Plan or its authorized representative of any settlement prior to 

finalization of the settlement.  

11. To not settle or release, without the prior consent of the Plan, any claim to the 

extent that the participant may have against any responsible party or coverage. 

12. To instruct his/her attorney to ensure that the Plan and/or its authorized 

representative is included as a payee on any settlement draft. 

13. In circumstances where the participant is not represented by an attorney, 

instruct the insurance company or any third party from whom the participant 

obtains a settlement to include the Plan or its authorized representative as a 

payee on the settlement draft. 

14. To make good faith efforts to prevent disbursement of settlement funds until 

such time as any dispute between the Plan and participant over settlement 

funds is resolved. 

15. Understand that the Health and Benefit Plan:  

¶ Is accountable for the administration of the benefits, provisions and rules 

listed within this document.  

¶ Can only adjudicate claims as they are presented. 

¶ Is not responsible for claim issuance and cannot make claim issuance 

corrections of any sort.  
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¶ Will not incur any expense, including time and/or material, remedying the 

effects of the decisions, actions, or sadly, lack thereof of any participant, 

provider or third party that is either illegal or which adversely affect the 

Plan. Or to phrase differently, decisions and/or actions, or lack thereof, that 

adversely affect the Plan do not bind the Plan to any action to mitigate the 

effects of that decision nor does it absolve you from any adverse consequence 

or from being accountable to cure any violation,  including the full and 

immediate remuneration of any expense to the Plan.  

16. Understand your health problems and participate with your health care 

professionals and providers, to develop mutually agree able treatment goals. 

17. Provide, to the extent possible, any and all information that your health care 

professional requires to provide the proper care.  

18. 1ÌÈËȮɯÓÌÈÙÕȮɯÈÕËɯÜÕËÌÙÚÛÈÕËɯàÖÜÙɯÉÌÕÌÍÐÛÚȭɯ(ÛɯÐÚɯÐÕɯÌÝÌÙàɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÉÌÚÛɯ

interest to do so. If you have a question or if you do not understand what you 

read, call the Fund Office before proceeding with any action.  The Office 

number is 219-940-6181. 

Document Layout & Design 

There are two things you need to know about this document and its design. First, this 

document serves both as the Summary Plan Description Book and the Plan Document. 

Secondly, we like the alphabet. It helps form the basis of our language and 

communication for a lifetime. There are twenty -six letters in our alphabet, and we 

have used them in some very interesting combinations within this document. To that 

end, and with ÛÏÌɯÌßÊÌ×ÛÐÖÕɯÖÍɯÛÏÐÚɯÚÌÊÛÐÖÕȮɯÈÕËɯÛÏÌɯÖÕÌÚɯÛÐÛÓÌËɯɁ ɯ!ÙÐÌÍɯ.ÝÌÙÝÐÌÞɯÖÍɯ

Your Health and Benefit PlanɂɯÈÕËɯɁ&ÌÕÌÙÈÓɯ/ÓÈÕɯ(ÕÍÖÙÔÈÛÐÖÕɂ directly following this 

section, ÈÕËɯÛÏÌɯÚÌÊÛÐÖÕɯÛÐÛÓÌËɯɁ2ÜÉÑÌÊÛɯ,ÌËÐÊÈÓɯ!ÐÓÓɯ ËÔÐÕÐÚÛÙÈÛÐÖÕɂɯÐÕɯÛÏÌɯaddendum, 

the topics, rules, provisions, and benefit descriptions have been arranged in 

alphabetical order to facilitate understanding and use. For instance, if you wanted to 

enroll your newborn child or spouse into the Plan you would reference the 

Ɂ$ÕÙÖÓÓÔÌÕÛɂɯÚÌÊÛÐÖÕȭ If you wanted to learn more about your pharmacy benefit, you 

ÞÖÜÓËɯÙÌÍÌÙÌÕÊÌɯÛÏÌɯɁ/ÏÈÙÔÈÊàɯÉÌÕÌÍÐÛɂɯÚÌÊÛÐÖÕȮɯÈÕËɯÚÖɯÍÖÙÛÏȭ 

While all benefits and provisions are important, you will notice that some are more 

descriptive than others, or that the Plan has emphasized the significance of certain 

rules or elements by repeating them or by utilizing the terms important , note, 

remember  and warning .   

After reading this document in its entirety, should you have any other questions about 

the Plan and how its coverage works, contact: 
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The Lake County Indiana, NECA/I.B.E.W. Health and Benefit Plan  

7200 Mississippi Street 

Suite 300 

Merrillville, IN 46410  

219-940-6181. 

OR 

Access the Funds website @ www.ibew697benefits.com . 

 

A Brief Overview of Your Health and Benefit Plan 

There are three important  features that differentiate this Plan from other insurance 

programs under which you may have been covered in the past. 

First , the Lake County Indiana, NECA ɬ I.B.E.W. Health and Benefit Plan began and 

remains an indemnity Health and Benefit plan designed to reduce the out -of-pocket 

expenses incurred whenever its participants need catastrophic or day-to-day medical 

care. Simply put, the Health and Benefit Plan is here to help protect you against losing 

too much money when medical maladies arise in your life.  As with other insurance 

plans, the Fund was never designed to fully pay for every procedure or expense 

ÈÚÚÖÊÐÈÛÌËɯÞÐÛÏɯàÖÜɯÖÙɯàÖÜÙɯËÌ×ÌÕËÌÕÛɀs dental, medical, pharmaceutical or vision 

care.  

Secondly , the Lake County Indiana, NECA ɬ IBEW Health and Benefit Fund is a self-

funded health benefit plan. The cost of the Plan is paid with employer contributions 

and investment income derived from those employer contributions. Employee self -

payments are permit ted in limited situations. Benefits under the Plan are provided 

through a Taft -Hartley Trust and are used to fund payment of covered claims and 

administrative expenses.  

Thirdly , as a self-funded health benefit plan, the Health and Benefit Plan directly 

provides you and any eligible dependent the benefits contained within this document. 

As such, payment for the covered benefits is ultimately the sole financial responsibility 

of the Fund and paid directly from the assets of the aforementioned Trust and not an 

insurance company.  

There are other advantages of participating with this Plan, such as:  

A. The money the Plan spends on benefits is a form of tax-free income to you.  

B. Because the Fund provides coverage for thousands of people, it can obtain 

better benefits at lower costs than you could purchase individually.  

C. A Fund -sponsored benefit program can generally offer protection to everyone.  

This means even those people who might be considered uninsurable can get 

http://www.ibew697benefits.com/
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coverage. 

The Deductible:  You are required to pay an annual deductible.  Once your medical 

bills exceed the deductible limit, the Health and Benefit Fund will begin to make 

payments according to the provisions and benefits set forth within this document.  

Designated Hospitals and  Their Included Facilities : This section refers to hospitals 

and their related facility charges that are incurred when a person utilizes a signatory 

hospital. Participants are cautioned that persons, professionals, or physicians who 

render services within these signatory facilities may be independent of said facility.  

Meaning; these professionals may be out of network.  

The Plan maintains a narrow network of participating hospitals and facilities.  

Meaning, the number of participating hospitals and facilities that have agreed to 

accept the Plans reasonable and allowable payment schedule is very limited.  

There are two levels  of participating hospitals and facilities.  

Level A : hospitals are those that have agreed to accept the Planɀs determination of 

Reasonable Allowable Amount as payment in full for any covered expense. When 

utilizing a level Ɂ ɂ hospital or facility:  

1. The participant will n ot be balance billed for any amounts in excess of the Plans 

determined Reasonable Allowable Amount f or any covered service.  

2. The incurred charges will not be ÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯ/ÓÈÕɀÚɯÈÕÕÜÈÓɯËÌËÜÊÛÐÉÓÌɯor co-

insurance requirement. 

Level B: hospitals are those that have agreed to a Reasonable and Allowable Amount 

as the maximum payment for any covered facility service.  However, when utilizing a 

Level B facility.  

1. The Plan will pay ninety percent (90%) of the agreed upon Reasonable and 

Allowed Amount for any covered facility service.  

2. The patient will be responsible for the ten percent (10%) difference between 

what the Plan paid and the agreed upon Reasonable and Allowed Amount 

ȹÛÌÙÔÌËɯɁÊÖ-ÐÕÚÜÙÈÕÊÌɂȺȮɯ/+42ɯÈÕËɯÈÕàɯÈ××ÓÐÊÈÉÓÌɯËÌËÜÊÛÐÉÓÌȭ 

Freedom to Choose Medical Providers : As a participant of the Plan, you are free to 

seek medical care from the provider of your choice. Meaning: you have the option to 

utilize a participating provider or a non -participating provider at any time you need 

care. However, participants are advised that, as with any freedom, comes 

responsibility.  It is your responsibility to know the network affiliation of all medical 

practitioners being utilized by you and your family as well as the provisions and 

benefits of the Lake County Indiana, NECA ɬ I.B.E.W. Health and Benefit Plan. 
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Out -of -network providers and out -of -network hospitals and facilities: An out -of-

network provider and an out -of-network hospital or facility are those entitles that:  

A. 'ÈÝÌɯÊÏÖÚÌÕɯÕÖÛɯÛÖɯÉÌÓÖÕÎɯÛÖɯÛÏÌɯÊÖÕÛÙÈÊÛÌËɯ×ÏàÚÐÊÐÈÕɀÚɯÕÌÛÞÖÙÒɯÖÙȮ 

B. Are a hospital or facility that does not maintain an agreement with the Lake 

County Indiana, NECA ɬ I.B.E.W., Health and Benefit Plan, or a referenced 

based priced agreement with the third -party entity the Plan has contracted 

with, to provide repricing and /or contracting services. 

 ÍÛÌÙɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛÚɀɯËÌËÜÊÛÐÉÓÌɯÐÚɯÚÈÛÐÚÍÐÌËȮɯÛÏÌɯ/ÓÈÕɯÞÐÓÓɯ×ÈàɯÚÌÝÌÕÛàɯ×ÌÙÊÌÕÛɯȹƛƔǔȺɯ

of one-ÏÜÕËÙÌËɯ ÈÕËɯ ÛÏÐÙÛàɯ ×ÌÙÊÌÕÛɯ ȹƕƗƔǔȺɯ ÖÍɯ ÛÏÌɯ /ÓÈÕɀÚɯ ËÌÛÌÙÔÐÕÈÛÐÖÕɯ ÖÍɯ ÛÏÌɯ

Reasonable and Allowed Amount for any covered service provided by an out -of-

network physici an, hospital and/or facility.   ÕàɯÉÈÓÈÕÊÌɯÛÏÈÛɯÌßÊÌÌËÚɯÛÏÌɯ/ÓÈÕɀÚɯ

payment will remain the responsibility of the participant.  

Participating Physicians  and Facilities / In -Network Physicians  and Facilities : The 

Trustees have contracted directly with a medical provider network in order  to help 

reduce most out-of-pocket costs that you may incur when seeking medical attention.  

If you choose to utilize the services of one of these participating physicians or facilities 

as defined by the Fund, the Fund will pay ninety percent (90%) of the negotiated fee 

for covered services that exceed your annual deductible.  

General Plan Information 

The Plan is sponsored by a joint labor-management Board of Trustees. The Board of 

Trustees serves as both the Plan Sponsor and the Plan Administrator. The Board is 

comprised of four Trustees appointed by the Union and four Trustees appointed by 

the National Electronic Contractors Association (NECA).  The names and addresses of 

ÛÏÌɯÐÕËÐÝÐËÜÈÓɯ3ÙÜÚÛÌÌÚɯÈÙÌɯÚÏÖÞÕɯÞÐÛÏÐÕɯÛÏÌɯÚÌÊÛÐÖÕɯÖÍɯÛÏÐÚɯËÖÊÜÔÌÕÛɯÛÐÛÓÌËɯɁ/ÓÈÕɯ

 ËÔÐÕÐÚÛÙÈÛÐÖÕɯ(ÕÍÖÙÔÈÛÐÖÕɂȭ 

The Plan Sponsor has established the Plan in accordance with the terms and conditions 

described herein and for the benefit of the eligible collectively bargained individuals, 

their eligible dependents, and certain non-bargained participants and their eligi ble 

dependents.  

Participants in the Plan may be required to contribute toward their benefits in the form 

of self-×ÈàÔÌÕÛÚȭɯȹ/ÓÌÈÚÌɯÙÌÍÌÙÌÕÊÌɯÛÏÌɯÚÌÊÛÐÖÕÚɯÖÍɯÛÏÐÚɯËÖÊÜÔÌÕÛɯÛÐÛÓÌËɯɁ".!1 Ȯɂɯ

Ɂ"ÖÕÛÐÕÜÌËɯ &ÙÖÜ×ɯ 'ÌÈÓÛÏɯ /ÓÈÕɯ "ÖÝÌÙÈÎÌȮɂɯ Ɂ$ÓÐÎÐÉÐÓÐÛàȮɂɯ ÈÕËɯ Ɂ2ÌÓÍ-/ÈàÔÌÕÛÚȭɂȺɯ

Contribu tions received from participants are used to cover Plan costs and are 

expended immediately.   

3ÏÌɯ/ÓÈÕɯ2×ÖÕÚÖÙɀÚɯ×ÜÙ×ÖÚÌɯÐÕɯÌÚÛÈÉÓÐÚÏÐÕÎɯÛÏÌɯ/ÓÈÕɯÐÚɯÛÖɯ×ÙÖÛÌÊÛɯÌÓÐÎÐÉÓÌɯ×ÈÙÛÐÊÐ×ÈÕÛÚɯ

and their dependents against certain health expenses and to help defray the financial 
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effects arising from injury or sickness. To accomplish this purpose, the Trustees are 

mindful of the need to control and minimize health care costs through innovative and 

efficient plan design and cost containment provision, all the while, effectively 

assigning the resources available in accordance with the terms of the Plan Document 

to help participants in the Plan to the maximum feasible extent.  

The Plan Sponsor is required under ERISA to provide to participants a Plan Document 

and a Summary Plan Description; a combined Plan Document and Summary Plan 

Description, such as this document, is an acceptable structure for ERISA compliance. 

The Plan Sponsor has adopted this Plan Document as the written description of the 

Plan to set forth the terms and provisions of the Plan that provide for the payment or 

ÙÌÐÔÉÜÙÚÌÔÌÕÛɯÖÍɯÈÓÓɯÖÙɯÈɯ×ÖÙÛÐÖÕɯÖÍɯÊÌÙÛÈÐÕɯÌß×ÌÕÚÌÚɯÍÖÙɯÌÓÐÎÐÉÓÌɯÉÌÕÌÍÐÛÚȭɯ3ÏÌɯ/ÓÈÕɀÚɯ

Trust Document is maintained by the Fund Manager and may be reviewed at any time 

during normal working hours by any Participant.  

The Trustees are assisted in the administration of the Plan by a salaried Fund Manager. 

Who is:  

Patrick J. Keenan 

Fund Manager 

Lake County, Indiana N.E.C.A./I.B.E.W. Health and Benefit Plan  

7200 Mississippi Street, Suite 300 

Merrillville, IN 46410  

Further assistance is provided by a third -party administrator (TPA), an attorney and 

consultant. These entities are identified within the section of this document titled 

Ɂ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÐÖÕɯ(ÕÍÖÙÔÈÛÐÖÕɂȭɯ 

Agent  for  Service of  Process  

The Plan is a legal entity. Legal notice may be filed with, and legal process served 

upon, the Fund Manager. The Fund Manager assists the Trustees in the administration 

of the Plan and is a salaried employee of the Fund. The name and address of the Fund 

Manager, which is also the address of the Fund Office, which is:  

 

Patrick J. Keenan  

Fund Manager  

The Lake County Indiana, NECA/IBEW Health and Benefit Plan   

7200 Mississippi Street, Suite 300  

Merrillville, IN 46410   

Telephone: 219-940-6181 
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Assistance with  Your  Questions  

If you have any questions about your Plan, you should contact the Fund Office.  

If you have any questions about this statement or about your rights under ERISA, you 

should contact the nearest office of the Employee Benefits Security Administration, 

U.S. Department of Labor, listed in your telephone directory or the Division of 

Technical Assistance and Inquiries, Employee Benefits Security Administration 

(EBSA), U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 

20210.  

You may also obtain certain publications about your rights and responsibilities under 

ERISA by calling the publications hotline of the Employee Benefits Security 

Administration.  You may also find answers to your questions, and a listing of EBSA 

field offices, at the EBSA website at www.dol.gov/ebsa . 

Conformity  with  Applicable  Laws 

The Plan is governed by the requirements of the Employee Retirement Income 

Security Act (ERISA) as it applies to Employee Welfare Plans and all other applicable 

law. Any provision of this Plan that may be contrary to any such applicable law, 

equitable principle, regulation, or valid court order will be interpreted to comply with 

same.   

Continue  Group  Health  Plan Coverage 

In certain cases, you can continue health care coverage for yourself, spouse, or 

dependents if there is a loss of coverage under the Plan as a result of a qualifying event. 

You or your dependents may have to pay for such coverage. Consequently, 

participants that find themselves in this situation need to review the rules governing 

your eligibility or COBRA rights under the sections of this document titled 

Ɂ$ÓÐÎÐÉÐÓÐÛàɂɯÈÕËɯɤÖÙɯɁ".!1 ɂȭ 

Discretionary  Authority  of  the Board of  Trustees 

The Board of Trustees shall have sole, full and final discretionary authority to interpret 

all Plan provisions, rules,  procedures, the right to remedy possible ambiguities, 

inconsistencies and/or omissions in the Plan; and related documents; to make 

determinations in regard to issues relating to eligibility for benefits , to decide disputes 

that may arise relative to rights , and to determine all questions of fact and law arising 

under the Plan. The Boards interpretation will be final and binding on all persons 

dealing with the Plan or claiming a benefit f rom the Plan. If a decision of the Trustees, 

or a party to whom the Trustees have delegated decision-making authority, is 

http://www.dol.gov/ebsa
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challenged in court, it is the intention of the parties that such decision is to be upheld 

unless it is determined to be arbitrary or capricious.  

The Trustees have the authority to amend the Plan, which includes the authority to 

change eligibility rules and other provisions of the Plan, to increase, decrease or 

eliminate benefits. (Õɯ ÈËËÐÛÐÖÕȮɯ ÈÕËɯ ÈÚɯ ÔÖÙÌɯ ÍÜÓÓàɯ Ìß×ÓÈÐÕÌËɯ ÐÕɯ ÛÏÌɯ Ɂ/ÓÈÕɯ

#ÐÚÊÖÕÛÐÕÜÈÛÐÖÕɯÖÙɯ3ÌÙÔÐÕÈÛÐÖÕɂɯÚÌÊÛÐÖÕȮɯÛÏÌɯ3ÙÜÚÛÌÌÚɯÔÈàɯÛÌÙÔÐÕÈÛÌɯÛÏÌɯ3ÙÜÚÛɯÈÕËɯ

this Plan of Benefits at any time. All benefits of the Plan are conditional and subject to 

ÛÏÌɯ3ÙÜÚÛÌÌÚɀɯÈÜÛÏÖÙÐÛàɯÛÖɯÊÏÈÕÎÌɯÖÙɯÛÌÙÔÐÕÈÛÌɯÛÏÌÔȭ The Trustees may adopt such 

rules as they feel are necessary, desirable, or appropriate, and they may change these 

rules and procedures at any time. 

The Trustees specifically have the right and the authority to amend the provisions 

relating to coverage for retirees and their dependents at any time and in their sole 

ËÐÚÊÙÌÛÐÖÕȮɯÚÐÕÊÌɯÛÏÌɯ/ÓÈÕɀÚɯÙÌÛÐÙÌÌɯÉÌÕÌÍÐÛÚɯÈÙÌɯÕÖÛɯɁÈÊÊÙÜÌËɂɯÖÙɯɁÝÌÚÛÌËɂɯÉÌÕÌÍÐÛÚȭ Any 

such change made by the Trustees will be effective even though an employee has 

already become a covered retiree. 

The Trustees intend that the Plan terms, including those relating to coverage and 

benefits, are legally enforceable and that the Plan is maintained for the exclusive 

benefit of the participants and beneficiaries. 

Enforce Your  Rights  

If your claim for a welfare benefit is denied in whole or in part, you must receive a 

written explanation of the reason for the denial.  You have the right to have the Plan 

review and reconsider your claim.  Under ERISA, there are steps you can take to 

enforce the above rights. For instance, if you request materials from the Plan and do 

not receive them within 30 days, you may file a 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 Plan Administrator.  

If you have a claim for benefits that is denied or ignored, in whole or in part, you may 

file a suit in a state or federal court. If you believe that Plan fiduciaries have misused 

ÛÏÌɯ/ÓÈÕɀÚɯÔÖÕÌàȮɯÖÙɯÐÍɯàÖÜɯÉÌÓÐÌÝÌɯàÖÜɯÏÈÝÌɯÉÌÌÕɯËÐÚÊÙÐÔÐÕÈÛÌËɯÈÎÈÐÕÚÛɯÍÖÙɯÈÚÚÌÙÛÐÕÎɯ

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.  

Fund Attorney  

Fund Attorney :  



 

28 | P a g e 

Harold G. Hagberg,  

Hagberg and Associates, 

520 E 86th 

Merrillville, IN 46307  

Telephone: 1-219-864-9055. 

Fund Consultant  

Fund Consultant :  

Foster & Foster, Inc., 

One Oakbrook Terrace, 

Suite 720, Oakbrook Terrace, IL 60181-4419. 

Get Plan Material  

You can read Plan documents and material by making an appointment at the Fund 

Office during normal business hours.  Also, copies of the requested material will be 

mailed to you if you send a written request to the Fund Office.  There will be a charge 

for copying some of the material, so contact the Fund Office to find out the cost before 

requesting material. Your payment must be attached to your written request for the 

material. The FundɀÚ Office address is: 7200 Mississippi Street, Suite 300, Merrillville 

IN  ƘƚƘƕƔȭɯ3ÏÌɯ%ÜÕËɀÚɯ×ÏÖÕÌɯÕÜÔÉÌÙɯÐÚɯȹƖƕƝȺɯƝƘƔ-6181. 

Headings  

The headings used in this Plan Document are used for convenience of reference only. 

Participants are advised not to rely on any provision because of the heading. 

Mental  Health  Parity  

Pursuant to both the Mental Health Parity Act (MHPA) of 1996 and the Mental Health 

Parity and Addiction Equity Act of 2008 (MHPAEA), and the mental health parity 

provisions  in Part 7 of ERISA, this Plan applies its terms uniformly and enforces parity 

between covered health care benefits and covered mental health and substance 

disorder benefits relating to financial cost sharing restrictions and treatment duration 

limitations. For further details, please contact the Fund Manager.  

No Vested Rights   

Benefits under this Plan are NOT vested.  
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No Waiver  or Estoppel  

All parts, portions, provisions, conditions, and/or other items addressed by this Plan 

shall be deemed to be in full force and effect, and not waived, absent an explicit written 

instrument expressing otherwise; executed by the Plan Administrator. Absent such 

explicit waiver, there shall be no estoppel against the enforcement of any provision of 

this Plan. Failure by any applicable entity to enforce any p art of the Plan shall not 

constitute a waiver, either as it specifically applies to a particular circumstance, or as 

ÐÛɯÈ××ÓÐÌÚɯÛÖɯÛÏÌɯ/ÓÈÕɀÚɯÎÌÕÌÙÈÓɯÈËÔÐÕÐÚÛÙÈÛÐÖÕȭɯ(ÍɯÈÕɯÌß×ÓÐÊÐÛɯÞÙÐÛÛÌÕɯÞÈÐÝÌÙɯÐÚɯÌßÌÊÜÛÌËȮɯ

that waiver shall only apply to the matter addr essed therein and shall be interpreted 

in the narrowest fashion possible. 

Non -Discrimination  

No eligibility rules or variations in contribution amounts will be imposed based on an 

ÌÓÐÎÐÉÓÌɯÌÔ×ÓÖàÌÌɀÚɯÈÕËɯÏÐÚɯÖÙɯÏÌÙɯËÌ×ÌÕËÌÕÛɀÚɤËÌ×ÌÕËÌÕÛÚɀɯÏÌÈÓÛÏɯÚÛÈÛÜÚȮɯÔÌËÐÊÈÓɯ

condition, claims experience, receipt of health care, medical history, genetic 

information, evidence of insurability, disability, or any other health status related 

factor. Coverage under this Plan is provided  ÙÌÎÈÙËÓÌÚÚɯÖÍɯÈÕɯÌÓÐÎÐÉÓÌɯÌÔ×ÓÖàÌÌɀÚɯÈÕËɯ

ÏÐÚɯÖÙɯÏÌÙɯËÌ×ÌÕËÌÕÛɀÚɤËÌ×ÌÕËÌÕÛÚɀɯÙÈÊÌȮɯÊÖÓÖÙȮɯÕÈÛÐÖÕÈÓɯÖÙÐÎÐÕȮɯËÐÚÈÉÐÓÐÛàȮɯÈÎÌȮɯÚÌßȮɯ

gender identity or sexual orientation. Variations in the administration, processes or 

benefits of this Plan that are based on clinically indicated reasonable medical 

management practices, or are part of permitted wellness incentives, disincentives 

and/or other programs do not constitute discrimination.  

If you believe that the Plan has failed to comply with any applicable Federal civil rights 

laws and/or you believe you have been discriminated based upon race, color, national 

origin, age, disability, or sex, you can file a grievance by contacting the Fund Office by 

mail, fax or in person at Lake County, Indiana NECA/IBEW Health and Benefit Plan, 

7200 Mississippi Street, Suite 300, Merrillville, IN 46410, telephone 1-219-845-4433. If 

you need help filing a grievance, Fund Office personnel are 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, HHH 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 .  

Notice  Regarding  the /ÓÈÕɀÚ Grandfathered  Status 

The Trustees of the Lake County, Indiana NECA-IBEW Health and Benefit Plan have 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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ËÌÛÌÙÔÐÕÌËɯÛÏÈÛɯÛÏÌɯ/ÓÈÕɯÐÚɯÈɯɁÎÙÈÕËÍÈÛÏÌÙÌËɯÏÌÈÓÛÏɯ×ÓÈÕɂɯÜÕËÌÙɯÛÏÌɯ/ÈÛÐÌÕÛɯ/ÙÖÛÌÊÛÐÖÕɯ

ÈÕËɯ ÍÍÖÙËÈÉÓÌɯ"ÈÙÌɯ ÊÛɯȹÛÏÌɯɁ ÍÍÖÙËÈÉÓÌɯ"ÈÙÌɯ ÊÛɂȺȭ As permitted by the Affordable 

Care Act, a grandfathered health plan can preserve certain basic health coverage that 

was already in effect when that law was enacted. Being a grandfathered health plan 

means that this Plan may not include certain consumer protections of the Affordable 

Care Act that apply to other plans, for example, the requirement to cover preventive 

health services without any cost sharing. However, grandfat hered health plans must 

comply with certain other consumer protections in the Affordable Care Act, for 

example, the elimination of life time limits on benefits.  

Questions regarding which protections apply and which protections do not apply to 

a grandfathered health plan and what might cause a plan to change from grandfa -

thered health plan status can be directed to the Fund Office, in care of the Fund Office 

at 7200 Mississippi St., Suite 300, Merrillville, IN 46410, telephone 1-219-845-4433. You 

may also contact the Employee Benefits Security Administration, U.S. Department of 

Labor, at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.  This website has a table 

summarizing which protections do and do not apply to grandfathered health plans.  

Other  Plans Provided  by this  Fund. 

The Fund provides a class of benefits for surviving dependents of eligible participants 

who died prior to January 1, 2001. This class of benefits has been closed to new 

participants since that date. The eligibility requirements and benefits for this class are 

described in the January 1, 2002, edition of the Summary Plan Description. A summary 

of those rules and benefits is available upon request to the Fund Office. 

Plan Administration  Information  

Name of Plan:  The Lake County Indiana NECA ɬ I.B.E.W. Health and Benefit Plan. 

Plan Administrator (Named Fiduciary):  The Board of Trustees of the Lake County 

Indiana NECA ɬ I.B.E.W. Health and Benefit Plan  

Plan Sponsor ID No. (EIN):  35-0911491.  

Plan Status: Grandfathered 

Applicable Law : ERISA 

Plan Year: January 1st through December 31st 

Plan Number : 501 

Participating  Employer(s)  

A complete list of employers and the Union sponsoring the Plan may  be obtained by 

participants and beneficiaries upon written  request to the Board of Trustees, and is 

available for examination by  participants and beneficiaries, as required by DOL 

regulations 29CFR §§ 2520.104b-1 and 2520.104b-30. This right includes a 
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ɁÚÜ×ÌÙÚÌËÌËɂɯÊÖÓÓÌÊÛÐÝÌɯÉÈÙÎÈÐÕÐÕÎɯÈÎÙÌÌÔÌÕÛɯÐÍɯÚÜÊÏɯÈÎÙÌÌÔÌÕÛɯÊÖÕÛÙÖÓÚɯÈÕàɯËÜÛÐÌÚȮɯ

rights or benefits under the Plan. 

Plan Discontinuation  or Termination  

The Plan of Benefits may be terminated under certain conditions: if there is no longer 

a collective bargaining agreement or participation agreement requiring contributions 

to the Fund; or, if it is determined that the Fund is inadequate to carry out the purposes 

for which the Fund was founded.  The Plan may be terminated at any time by a vote 

of the Trustees or by a written mutual agreement of the Union and the Association to 

terminate the trust, if the action is taken in conformity with applicable law.  In such a 

case, benefits for covered expenses incurred before the termination date will be paid 

ÖÕɯÉÌÏÈÓÍɯÖÍɯÊÖÝÌÙÌËɯ×ÌÙÚÖÕÚɯÈÚɯÓÖÕÎɯÈÚɯÛÏÌɯ/ÓÈÕɀÚɯÈÚÚÌÛÚɯÈÙÌɯÔÖÙÌɯÛÏÈÕɯÛÏÌɯ/ÓÈÕɀÚɯ

liabilities.  %ÜÓÓɯÉÌÕÌÍÐÛÚɯÔÈàɯÕÖÛɯÉÌɯ×ÈÐËɯÐÍɯÛÏÌɯ/ÓÈÕɀÚɯÓÐÈÉÐÓÐÛÐÌÚɯÈÙÌɯÔÖÙÌɯÛÏÈÕɯÐÛÚɯÈÚÚÌÛÚȰɯ

and benefit payments will be limited to the funds available in the Trust Fund for such 

purposes. The Trustees will not be liable for the adequacy or inadequacy of such 

funds. 

Plan Participation  

The classes of individuals covered under this Plan can be found within the section of 

ÛÏÐÚɯÉÖÖÒɯÛÐÛÓÌËɯɁ#ÌÍÐÕÐÛÐÖÕÚɂɯÜÕËÌÙɯÛÏÌɯÛÌÙÔÚɯɁ#Ì×ÌÕËÌÕÛÚɂɯÈÕËɯɁ/ÈÙÛÐÊÐ×ÈÕÛɂȭ 

The Plan shall take effect for each participating employer on the date that they became 

ÚÐÎÕÈÛÖÙàɯÛÖɯÛÏÌɯ4ÕÐÖÕɀÚɯÊÖÓÓÌÊÛÐÝÌɯÉÈÙÎÈÐÕÌËɯÈÎÙÌÌÔÌÕÛȮɯÖÙɯ×ÈÙÛÐÊÐ×ÈÛÐÖÕɯÈÎÙÌÌÔÌÕÛȭɯ

The Plan shall take effect for each participating employer on the effective date, unless 

otherwise noted and mutually agreed upon between the Plan and the Employer.  

Plan Trustees:  

 Union Trustees  Employer Trustees  

 Alec Davis Rick Anderson 

 Phil Hernandez  Thomas Corsiglia  

 Frank Mikolajczyk  Edward Shikany  

 Daniel Waldrop  William Walton  

Plan Types:  

The Lake County, Indiana NECA/I.B.E.W. Health and Benefit Plan is classified as a 

health and welfare benefit plan. The Plan provides medical, surgical, hospital, 

disability, dental and vision benefits on a self -insured basis. When benefits are self-

insured, the benefits are paid directly from the Fund to the claimant or beneficiary. 

The self-insured benefits payable by the Plan are limited to the Plan assets available 
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for such purposes and all benefits paid remain self-insured regardless of whether  

made by this Plan or through any contracted third -party entity.  

 

This Plan is not an insurance policy and no benefits other than the life insurance and 

AD&D insurance are provided by or through an insurance company. The Plan 

provides life insurance and AD&D insurance benefits through the Metropolitan Life 

Insurance Company, 200 Park Avenue, New York, NY 10166-0188. 

Prescription  Benefit  Manager:  

SavRX 

224 North Park Avenue 

Fremont, NE 68025 

Phone: 1-866-233-4239 

Fax: 1-888-310-1394 

Web address: www.savrx.com  

Protection  Against  Creditors  

To the extent this provision does not conflict with any applicable law, no benefit 

payment under this Plan shall be subject in any way to alienation, sale, transfer, 

pledge, attachment, garnishment, execution or encumbrance of any kind, and any 

attempt to accomplish the same shall be void. If the Plan Administrator shall find that 

such an attempt has been made with respect to any payment due or to become due to 

any participant, the Plan Administrator in its sole discretion may terminate the interest 

of such participant or former participant in such payment.  The Plan Administrator 

shall apply the amount of such payment to or for the benefit of such participant or 

former participant, his or her spouse, parent, adult child, guardian of a minor child, 

brother or sister, or other relative of a dependent of such participant or former 

participant, as the Plan Administrator may determine, and any such application shall 

be a complete discharge of all liability with respect to such benefit payment. However, 

at the discretion of the Plan Administrator, benefit payments may be assigned to 

health care providers. 

Prudent  Actions  by  Plan Fiduciaries  

In addition to creating rights for Plan participants, ERISA imposes duties upon the 

people who are responsible for the operation of the employee benefit plan. The people 

ÞÏÖɯÖ×ÌÙÈÛÌɯàÖÜÙɯ/ÓÈÕȮɯÊÈÓÓÌËɯɁÍÐËÜÊÐÈÙÐÌÚɂɯÖÍɯÛÏÌɯ/ÓÈÕȮɯÏÈÝÌɯÈɯËÜÛàɯÛÖɯËÖɯÚÖɯ×ÙÜËÌÕÛÓàɯ

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 
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discriminate against you in any way to prevent you from obtaining a welfare benefit 

or exercising your rights under ERISA.  

Right  of  Recovery 

Whenever payments have been made by this Plan in a total amount, at any time, in 

excess of the maximum amount of benefits payable under this Plan, the Plan shall have 

the right to recover such payments, to the extent of such excess, from any one or more 

of the following as this Plan shall determine: Any person to or with respect to whom 

ÚÜÊÏɯ×ÈàÔÌÕÛÚɯÞÌÙÌɯÔÈËÌȮɯÖÙɯÚÜÊÏɯ×ÌÙÚÖÕɀÚɯÓÌÎÈÓɯÙÌ×ÙÌÚÌÕÛÈÛÐÝÌȮɯÈÕàɯÐÕÚÜÙÈÕÊÌɯ

companies, or any other individuals or organizations which the Plan determines are 

responsible for payment of such amount, and any future benefits payable to the 

participant or his or her dependents.  See the Payment Recovery provision of this 

document for full details.  

Right  to Receive and Release Information  

The Plan Administrator may, without notice to or consent of any person, release to or 

obtain any information from any insurance company or other organization or person 

any information regarding coverage, expenses, and benefits which the Plan 

Administrator or its duly authorized representative, at its sole discretion, considers 

necessary to determine and apply the provisions and benefits of this Plan. In so acting, 

the Plan Administrator shall be free from any liability that may arise in regard to all 

such action. Any Participant claiming benefits under this Plan shall furnish the Plan 

Administrator with such information as requested and as may be necessary to 

implement this provision.  

Source of  Funding   

The Fund receives contributions from employers under the terms of collective 

bargaining agreements and participation agreements from the Union or Trust. The 

Fund also receives self-payments from employees, retirees, and dependents for 

continuing coverage under the Plan. It may also receive rebates from its prescription 

benefit manager. 

All employer contributions, rebates and self -payments by employees, retirees and 

dependents are received and held in trust by the Trustees pending the payment of 

benefits, insurance premiums and administrative expenses.  

The Trustees shall, from time to time, evaluate the funding method of the Plan and 

determine the amount to be contributed by the participating employer and the 

amounts to be contributed (if any) by each participant.  Such determination shall be 

made on a lawful and sound basis and as such, be made in a manner consistent with 
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the provisions of the Internal Revenue Code, ERISA, and such other applicable laws 

and regulations. The level, manner and means by which the Plan is funded shall be 

solely determined by the Trustees to the extent allowed by applicable law.  

Notwithstanding any other provision of the Plan, the Trustees obligation to pay claims 

otherwise allowable under the terms of the Plan shall be limited to its obligation to 

collect contributions and make said contributions to the Plan as set forth in the 

preceding paragraph. Payment of said claims in accordance with these procedures 

ÚÏÈÓÓɯËÐÚÊÏÈÙÎÌɯÊÖÔ×ÓÌÛÌÓàɯÛÏÌɯ/ÓÈÕɀÚɯÖÉÓÐÎÈÛÐÖÕɯÞÐÛÏɯÙÌÚ×ÌÊÛɯÛÖɯÚÜÊÏɯ×ÈàÔÌÕÛÚȭ 

In the event that the Trustees terminate the Plan, then as of the effective date of 

termination, the employer and eligible participants shall have no further obligation to 

make additional contributions to the Plan and the Plan shall have no obligation to p ay 

claims Incurred after the termination date of the Plan.  

Statements 

All statements made by the employer or by a participant will, in the absence of fraud, 

be considered representations and not warranties, and no statements made for the 

purpose of obtaining benefits under this document will be used in any contest to avoid 

or reduce the benefits provided by the document unless contained in a written 

application for benefits and a copy of the instrument containing such representation 

is or has been furnished to the participant. 

Any participant who knowingly and with intent to defraud the Plan, files a statement 

of claim containing any materially false information, or conceals for the purpose of 

misleading, information concerning any material fact, commits a fraudulent act.  The 

participant may be subject to prosecution by the United States Department of Labor. 

Fraudulently claiming benefits may be punishable by a substantial fine, 

imprisonment, or both.  

Third  Party Administrator:   

MagnaCare 

P.O. Box 1001 

Garden City, NY 11530 

Payor ID: 11303 

Unclaimed  Plan Funds 

In the event a benefits check issued by the Plan, or its third-party administrator is not 

cashed within one year of the date of issue, the check will be voided, and the funds 

will be returned to this Plan and applied to the payment of current benefits and 
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administrative fees under this Plan.  Should a participant subsequently request 

payment with respect to the voided check, the third -party administrator for the Plan 

shall make such payment under the terms and provisions of the Plan as in effect when 

the claim was originally processed. Unclaimed Plan funds may be applied only to the 

payment of benefits (including administrative fees) under the Plan  pursuant to ERISA 

and any other applicable State law(s). 

Word  Usage 

Wherever any words are used herein in the singular or plural, they shall be construed 

as though they were in the plural or singular, as the case may be, in all cases where 

they would so apply.  

Written  Notice  

Any written notice required under this Plan which, as of the effective date, is in conflict 

with the law of any governmental body or agency which has jurisdiction over this Plan 

shall be interpreted to conform to the minimum requirements of such law.  

Your  Rights  under  ERISA 

As a participant in the Lake County, Indiana NECA - IBEW Health and Benefit Plan, 

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 and/or:  

¶ Examine without charge, at the Plan Administrator or the office of the Board of 

Trustees and at other specified locations, all documents under which this Plan 

is maintained, including insurance contracts, your collective bargaining 

agreement and copies of all documents filed by the Plan with the U.S. 

Department of Labor and available at the Public Disclosure Room of the 

Employee Benefits Security Administration.  

¶ Upon written request to the Plan Administrator, obtain copies of all documents 

under which this Plan is maintained, including information as to whether a 

×ÈÙÛÐÊÜÓÈÙɯÌÔ×ÓÖàÌÙɯÐÚɯÈɯÊÖÕÛÙÐÉÜÛÐÕÎɯÌÔ×ÓÖàÌÙɯÈÕËȮɯÐÍɯÚÖȮɯÛÏÌɯÌÔ×ÓÖàÌÙɀÚɯ

address. A reasonable charge may be made for the copies. 

¶ Receive a ÚÜÔÔÈÙàɯ ÖÍɯ ÛÏÌɯ /ÓÈÕɀÚɯ ÈÕÕÜÈÓɯ ÍÐÕÈÕÊÐÈÓɯ ÙÌ×ÖÙÛȭɯ 3ÏÌɯ /ÓÈÕɯ

Administrator is required by law to furnish each participant with a copy of this 

summary annual report.  
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SUMMARY SCHEDULE OF BENEFITS 

%.1ɯ "3(5$ɯ/ 13("(/ -32ɯ -#ɯ$ 1+8ɯ1$3(1$$ɀ2ɯ$7"$/3ɯ6'$1$ɯ

OTHERWISE NOTED  

The following is a SUMMARY  of participant benefits. In the event of a conflict 

between the SUMMARY and the actual BENEFIT DESCRIPTIONS, the rules, and 

provisions of the BENEFIT DESCRIPTIONS (Beginning on page 91) will control.   

 

Covered Expense In -Network  Non -Network  Benefit Limits  

Acupuncture  Concurrent 

Review is required 

for all outpatient 

consultations / 

therapy after the 

seventeenth (17th) 

visit.  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Concurrent 

Review is required 

for all outpatient 

consultations / 

therapy after the 

seventeenth (17th) 

visit.  

70% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

The Plan covers 

acupuncture for 

chronic low back 

pain as an 

alternative to 

opioid 

medications. 

Out-patient 

Treatments 

beyond seventeen 

(17) visits or 

session that do not 

receive approval 

prior to that visit, 

treatment or 

session occurring 

will not be 

covered. 

Alcohol 

Dependency*  

 

 

 

 

 

 

Precertification 

Required for all 

partial day and 

inpatient stays. 

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

Precertification 

Required for all 

partial day and 

inpatient stays. 

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

Services obtained 

prior to 

precertification 

will not be 

covered. 

 

Out-patient 

Treatments 

beyond seventeen 

(17) visits or 
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Covered Expense In -Network  Non -Network  Benefit Limits  

 

 

Level A Inpatient 

Facility  

 

 

Level B Inpatient 

Facility  

 

 

 

 

 

Level An Intensive 

Out -Patient 

Facility  

 

 

Level B Intensive 

Out -Patient 

Facility  

 

 

 

 

 

Partial Day 

Program 

 

 

 

 

the seventeenth 

(17th) visit / 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

the seventeenth 

(17th) visit / 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

session that do not 

receive approval 

prior to that visit, 

treatment or 

session occurring 

will not be 

covered. 
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Covered Expense In -Network  Non -Network  Benefit Limits  

 

 

 

Outpatient 

Physician  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

Ambulance^  

 

 

Ground 

Transportation  

 

 

 

 

 

 

Air Ambulance  

For Emergencies 

Only  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of- 

Pocket 

Maximum.  

 

90% of the RAA. 

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

For Emergencies 

Only  

 

70% of the billed 

charge or 200% of 

the Medicare 

Reimbursable 

Allowance, 

whichever is less. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

70% of the billed 

charge or 200% of 

the Medicare 

Reimbursable 

Allowance, 

whichever is less. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

Services that do 

not meet the Plans 

definition of an 

Ɂ$ÔÌÙÎÌÕÊàɂɯɬ are 

not covered. 

 

3ÏÌɯ/ÓÈÕɀÚɯ

reimbursement for 

air ambulance 

charges that fail to 

meet all of the 

four benefit 

criteria as outlined 

within the air 

ambulance benefit 

description will be 

paid in accordance 

ÛÖɯÛÏÐÚɯ/ÓÈÕɀÚɯ

ground 

transportation 

ambulance 

provision.  

Ambulatory 

Surgical Center  

 

Precertification 

Required 

 

Pre-certification 

Required. 

 

Services obtained 

prior to 

precertification 
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Covered Expense In -Network  Non -Network  Benefit Limits  

Physician/Surgeon 

Fees 

 

 

 

 

 

Level A Facility 

Fee 

 

 

Level B Facility Fee  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximums  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximums  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

 

will not be 

covered. 

 

 

 

Anesthesia*^  

 

 

 

Emergency 

 

 

 

 

 

Scheduled Non -

Emergency 

 

 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum  

 

Base Unit 

Maximum 

Allowed Amount 

+ Time Unit 

Maximum 

Allowed Amount 

x 90% 

 

If performed by a 

non-participating 

provider in a non -

Base Unit 

Maximum 

Allowable 

Amount (MAA) = 

$100.00 per unit. 

 

Time Unit 

Maximum 

Allowed Amount 

= $100.00. 
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CNRA & 

Anesthesiologist 

both submitting 

bills.  

 

 

 

 

 

CRNA Only  

Annual Out -of- 

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount. 

Payment is split 

50% / 50%. Subject 

to the Deductible 

and Annual Out -

of- Pocket 

Maximum  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

participating 

facility.  

 Base Unit 

Maximum 

Allowed Amount 

+ Time Unit 

Maximum 

Allowed Amount 

x 70%  

 

If performed by a 

non-participating 

provider in a non -

participating 

facility.  

Base Unit 

Maximum 

Allowed Amount 

+ Time Unit 

Maximum 

Allowed Amount 

x 70% 

Payment is split - 

50% - 50% 

Between CNRA & 

Anesthesiologist.  

If performed by a 

non-participating 

provider in a non -

participating 

facility.   

70% of the 

Reasonable and 

Allowed Amount.  

Annual Out of 

Pocket 

  The following 

items will not 
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Maximum*^  

 

Individual  

 

Family  

 

 

 

 

 

 

 

 

 

 

 

 

 

$2,500.00 

 

$5,000.00 

 

 

 

 

 

$5,000.00 

 

$10,000.00 

 

 

 

 

 

 

 

 

 

accumulate 

toward an 

ÐÕËÐÝÐËÜÈÓɀÚɯ

annual out -of-

pocket 

maximums.  

 

C.O.B.R.A. 

premiums  

 

Deductibles 

 

Dental expenses 

 

Expenses that 

exceed the Plans 

allowance, set 

limits or 

maximums.  

 

Expenses that are 

for treatments or 

benefits not 

covered under the 

Plan. 

 

Hearing aid 

benefits that 

ÌßÊÌÌËɯÛÏÌɯ/ÓÈÕɀÚɯ

benefit. 

 

Self-payment 

amounts of 

monthly or 
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quarterly 

premiums.  

Vision expenses 

that exceed the 

/ÓÈÕɀÚɯÓÐÔÐÛÚȭ 

Assistant 

Surgeons*^ 

Precertification 

Required 

 

90% of the 

Reasonable and 

Allowed Amount 

for the surgeon. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

Precertification 

Required 

 

¼ of 70% of 130% 

of the Reasonable 

and Allowed 

Amount for the 

surgeon. Subject 

to the Deductible 

and Out-of-Pocket 

Maximum.  

 

B-12 Shots 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out of Pocket 

Maximum.   

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out of Pocket 

Maximum   

 

Bariatric/Gastric 

Bypass*^ 

Pre-certification 

required.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Precertification 

required.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum.   

Services received 

prior to receiving 

precertification are 

not covered. 

Birthing Center  Precertification 

required.  

Precertification 

required.  

Services received 

prior to receiving 
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90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum  

 

precertification are 

not covered. 

Blood & Plasma  90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum  

 

Bone Density 

Testing  

100% of the 

Reasonable and 

Allowed Amount.  

Subject to the Out-

of-Pocket 

Maximum.  

No-Deductible.  

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

deductible & 

Annual Out -of-

Pocket applies 

 

Breast Pump Up to 90% of the 

charge, not to 

exceed $150.00. 

Subject to the 

deductible and 

Out-of-Pocket 

Maximum  

Effective May, 1, 

2023, up to 90% of 

the charge, not to 

exceed $150.00. 

Subject to the 

deductible and 

Out- of-Pocket 

Maximum  

$150.00 Maximum 

Allowance.  

 

 

Cardiac 

Rehabilitation  

 

 

Precertification 

Required for all 

partial and 

inpatient stays. 

 

 Precertification 

Required for all 

partial and 

inpatient stays. 

 

Treatments or 

therapy received 

prior to 

precertification 
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Level A Facility  

 

 

 

Level B Facility  

 

 

 

 

 

Out -patient 

Facility  

 

 

 

 

 

Physician or 

Licensed Treating 

Professional  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out-of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum.  

will not be 

covered. 

 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or sessions 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered. 
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Pocket Annual 

Maximum.  

 

Cardiac Risk 

Assessments 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum   

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible and 

Out-of-Pocket 

Maximum  

 

Cataract Surgery Precertification 

Required 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Precertification 

Required 

 

70% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum.  

Surgery 

performed prior to 

receiving 

precertification 

will not be 

covered. 

Cat Scans See Diagnostic 

Imaging  

See Diagnostic 

Imaging  

 

Cervical Exams 100% of the 

Reasonable and 

Allowed Amount.  

Subject to the Out-

of-Pocket 

Maximum.  

No-Deductible  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

 

Chemical 

Dependency^  

 

 

 

Precertification 

Required for all 

partial day and 

inpatient stays. 

 

Precertification 

Required for all 

partial day and 

inpatient stays. 

 

Services obtained 

prior to 

precertification 

will not be 

covered. 
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Inpatient Level A 

Facility  

 

 

Inpatient Level B 

Facility  

 

 

 

 

Intensive 

Outpatient Level A 

Facility  

 

Intensive 

Outpatient Level B 

Facility  

 

 

 

Partial Day 

Program 

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

100% of the 

Reasonable and 

Allowed Amount  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

Out-patient 

Treatments 

beyond seventeen 

(17) visits or 

session that do not 

receive approval 

prior to that visit, 

treatment or 

session occurring 

will not be 

covered. 
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Outpatient 

Physician  

Subject to the 

Deductible and 

Annual Out-of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Chemotherapy  Precertification 

Required 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Precertification 

Required. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Services obtained 

prior to 

precertification 

will not be 

covered 

Chiropractor  90% of the 

covered expense 

up to a maximum 

of $40.00. Subject 

to the Deductible, 

Out-of-Pocket 

Maximum & 

Annual Allowance 

of $1,500.00. 

70% of the 

Reasonable and 

Allowed Amount 

up to the 

maximum of 

$40.00. Subject to 

the Deductible, 

Out-of-Pocket 

Maximum & 

Annual Allowance 

of $1,500.00. 

Maximum Annual 

Allowance of 

$1,500.00 

C.O.B.R.A*^  N/A  N/A  Please reference 

ÛÏÐÚɯ/ÓÈÕɀÚɯ

C.O.B.R.A. 
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provision for exact 

details. 

Co-Insurance*^  

 

Level A Facilities  

Level B Facilities  

 

 

In -Network 

Physicians  

 

 

0.% 

10% of the 

Reasonable and 

Allowed Amount 

+ Deductible. 

 

10% of the 

Reasonable and 

Allowed Amount.  

Participants 

utilizing non -

participating 

providers, will be 

responsible for the 

difference 

between what the 

Plan paid and the 

amount the non-

participating 

facility or provider 

charged for the 

services they 

received. 

 

Colorectal Cancer 

Screening 

100% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Annual Out -of-

Pocket Maximum.  

No Deductible  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible and 

Out-of-Pocket 

Maximum  

Cologuard limited 

to once every 

three years. 

Corrective and/or 

Cosmetic Surgery  

Precertification 

required.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.   

Precertification 

required.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

Services received 

prior to receiving 

precertification are 

not covered. 

 

See Plan benefit 

description for 

exclusions and 

limitations.  

Co-Surgeons*^ Precertification 

Required 

 

Precertification 

Required 
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90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.   

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket & 

Annual 

Maximum.   

Covid Shots  

 

 

 

 

 

 

If shot is 

administered by an 

In -Network 

provider  

The Plan pays for 

Covid  shots 

obtained and 

administrated by 

all participating 

pharmacies at 

100% of the 

Reasonable and 

Allowed Amount.  

 

If administered 

within a 

participating 

×ÙÖÝÐËÌÙɀÚɯÖÍÍÐÊÌɯ

the Plan will pay 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum when 

obtained and 

administrated by a 

non-participating 

pharmacy or 

provider.  

Pharmacies found 

within or 

administered by 

2ÈÔɀÚɯ"ÓÜÉɯÈÕËɤÖÙɯ

6ÈÓÔÈÙÛɀÚɯÈÙÌɯÕÖÛɯ

participating 

pharmacies.  

Deductible*^  

 

Level A Hospitals 

and affiliated 

Facilities.  

 

 

 

$0.00 

$0.00 

 

 

 

 

$200.00 per 

person. 

$400 per family. 

 

Annual Limit  

 

$200.00 per 

person. 

$400 per family. 
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Level B Hospitals 

and affiliated 

Facilities.  

 

 

In -Network 

Physicians and 

Facilities  

$200.00 per 

person. 

$400 per family. 

 

$200.00 per 

person. 

$400 per family. 

The deductible 

does not apply to 

prescription drug 

coverage, or to 

Level A facility 

charges.  

 

Deductibles are 

not payable as 

secondary under 

this Plans 

Coordination of 

Benefits 

provisions  

Dental Care  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Participants are 

free to utilize the 

dentist of their 

choosing as this 

Plan does not 

provide a network 

of dentists to 

choose from.  

Benefits will be 

paid in accordance 

with the payment 

methodology 

listed under the 

Ɂ-ÖÕ--ÌÛÞÖÙÒɂɯ

column directly to 

the right.  

For active 

participants,  the 

Plan will pay 80% 

of incurred 

charges up to the 

annual family 

maximum of 

$3,000.00. 

For retired 

participants of this 

Plan, the Plan will 

pay 80% of 

incurred charges 

up to the annual 

family maximum 

of $1,000.00. 

There is no 

separate 

orthodontia 

benefit, as such, 

payments for 

orthodontia 

treatments 

incurred by an 

active participant 

of the Plan will be 

applied to the 

annual $3,000 

family dental 

maximum.  

There is no 

separate 

orthodontia 

benefit for retirees 

covered by the 

Plan. Orthodontia 

treatments are 

applied to the 

$1,000 calendar 
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year dental 

maximum  

Dental Care 

Performed in a 

Hospital Setting  

 

Level A Facility  

 

 

 

Level B Facility  

 

 

 

 

 

 

Physician  

  

Precertification is 

Required  

 

 

100% of the 

Reasonable and 

Allowed Amount  

 

Paid at 90% of the 

RAA for medically 

necessary 

procedures. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum   

 

Paid at 90% of the 

RAA for medically 

necessary 

procedures. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum   

Precertification is 

Required. 

 

 

Paid at 70% of 

130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Only available to 

individuals with 

systemic diseases, 

multiple disorders 

or severe physical 

and/or mental 

disabilities or 

those 

Participants as a 

necessity to 

protect their life or 

health. 

 

Services received 

prior to receiving 

precertification are 

not covered. 

 

Services 

performed in a 

hospital setting as 

a convenience for 

any reason, 

including but not 

limited to age, 

fear, or a dislike of 

any dental 

anesthetic will not 

be covered. 

Detoxification^  

 

 

 

Precertification 

Required for all 

inpatient stays. 

 

Precertification 

Required for all 

inpatient stays. 

 

Services received 

prior to receiving 

precertification are 

not covered. 
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Inpatient Level A 

Facility  

 

 

 

Inpatient Level B 

Facility  

 

 

 

 

100% of the 

Reasonable and 

Allowed Amount.  

 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

 

Diabetes 

Assessments 

100% of the 

Reasonable and 

Allowed Amount.  

Subject to the Out-

of-Pocket 

Maximum.  

No Deductible  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible and 

Out-of-Pocket 

Maximum  

 

Diabetic 

Management  

Precertification 

required.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Precertification 

Required 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.   

Services received 

prior to receiving 

precertification are 

not covered. 

 

Diabetic 

Education is not 

covered. 

Diagnostic 

Imaging/Testing 

Facility Charge  

 

Level A Facility  

Precertification 

Required prior to 

January 1, 2024 

 

Precertification 

Required prior to 

January 1, 2024. 

 

70% of 130% of the 

Reasonable and 
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Level B Facility  

100% of the 

Reasonable and 

Allowed Amount  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Diagnostic 

Imaging /Testing 

Physician Charge  

 

 

 

Precertification 

Required prior to 

January 1, 2024 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Precertification 

Required prior to 

January 1, 2024. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

 

Dialysis  

 

 

Level A Hospital 

and related 

Facilities  

 

Level B Hospital 

and related 

Facilities  

 

 

Precertification 

Required. 

 

100% of the 

Reasonable and 

Allowed Amount  

 

90% of the RAA. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket. Maximum  

 

Precertification 

Required. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket.  

Services obtained 

prior to receiving 

precertification are 

not covered. 
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Facilities  

 

 

 

 

Physician  

90% of the RAA. 

Subject to the 

Deductible and 

Annual Out -of- 

 

90% of the RAA. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket. Maximum  

Dietician/Nutrition

ist  

(Including self -

management, e.g., 

nutrition 

education.)*^  

Concurrent 

Review is required 

for all outpatient 

consultations / 

therapy after the 

seventeenth (17th) 

visit.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Concurrent 

Review is required 

for all outpatient 

consultations / 

therapy 

treatments after 

the seventeenth 

(17th) visit.  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket 

Maximums.  

Out-patient 

Treatments 

beyond seventeen 

(17) visits or 

session that do not 

receive approval 

prior to that visit, 

treatment or 

session occurring 

will not be 

covered. 

Drugs*^  

 

 

 

 

 

 

 

Subject to Annual 

Out of Pocket 

Maximum.  

 

 

 

 

 

 

Subject to Annual 

Out of Pocket 

Maximum.  

 

Prescriptions filled 

by a Non-

Participating 

pharmacy is 

limited to the in -

Generic 

substitution and 

step therapy 

apply.  

 

The balance 

between what the 

Plan pays, and the 

charge incurred at 

non-participating 
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Generic  

 

 

Formulary Brand  

 

 

Non -Formulary 

Brand 

 

Specialty Drugs  

 

20% Co-Pay with 

a $10 Minimum.  

 

20% Co-Pay with 

a $20 Minimum.  

 

20% Co-Pay with 

a $35 Minimum.  

 

Pre-certification 

Required. 

20% Co-Pay with 

a $35 Minimum  

network 

negotiated rate.  

20% Co-Pay with 

a $10 Minimum.  

 

20% Co-Pay with 

a $20 Minimum.  

 

20% Co-Pay with 

a $10 Minimum  

 

Precertification 

Required  

20% Minimum  

Specialty Drugs 

not secured 

ÛÏÙÖÜÎÏɯÛÏÌɯ/ÓÈÕɀÚɯ

PBM and/or the 

/ÓÈÕɀÚɯ2×ÌÊÐÈÓÛàɯ

Drug PBM will be 

limited to the 

parameters and 

amounts that the 

Plan would have 

paid if procured 

through those 

programs.  

pharmacies will 

remain the 

responsibility of 

the participant.  

 

Specialty Drugs 

must be pre-

certified and 

secured through 

ÛÏÌɯ/ÓÈÕɀÚɯ/!,ɯ

ÈÕËɤÖÙɯÛÏÌɯ/ÓÈÕɀÚɯ

Specialty Drug 

PBM.  

 

 

 

Specialty Drugs 

not pre-certified 

and not secured 

ÛÏÙÖÜÎÏɯÛÏÌɯ/ÓÈÕɀÚɯ

PBM and/or 

specialty PBM, 

will be paid only 

up to the amounts 

that that the Plan 

would have paid 

if secured and 

purchased 

through the Plans 

PBM or specialty 

drug PBM.  

 

If a Specialty Drug 

is ultimately 

unavailable 

ÛÏÙÖÜÎÏɯÛÏÌɯ/ÓÈÕɀÚɯ
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PBM and/or its 

Specialty Drug 

PBM, the Plan 

Administrator 

may utilize its 

discretionary 

authority, based 

upon medical 

criteria and in a 

non-

discriminatory 

fashion, to 

approve an 

otherwise-eligible 

Specialty Drug 

from another 

source.  

Durable Medical 

Equipment  

Precertification 

required for 

supplies or 

durable medical 

equipment of 

$1,000 or greater. 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximums.  

Precertification 

required for 

supplies or 

durable medical 

equipment of 

$1,000 or greater. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket.  

Equipment of 

$1000 or greater 

ordered or 

received prior to 

obtaining 

precertification 

will not be 

covered. 

EKG 

Level A Facility  

 

 

 

 

100% of the 

Reasonable and 

Allowed Amount.  

 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 
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Level B Facility  

 

 

 

 

 

Physician  

  

 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.   

Annual Out -of-

Pocket Maximum  

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Emergency Room 

Facility Charges*^  

 

 

Level A Facility  

 

 

 

Level B Facility  

For Emergencies 

Only  

 

 

100% of the 

Reasonable and 

Allowed Amount.  

 

 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

For Emergencies 

Only  

 

90% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

 

Services that do 

not meet the Plans 

definition of an 

Ɂ$ÔÌÙÎÌÕÊàɂɯÞÐÓÓɯ

not be covered. 
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Emergency Room 

Physician 

Charges*^ 

For Emergency 

Medical 

Conditions Only  

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

For Emergency 

Medical 

Conditions Only  

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Services that do 

not meet the Plans 

definition of an 

Ɂ$ÔÌÙÎÌÕÊàɯ

Medical 

"ÖÕËÐÛÐÖÕɂɯɬ will 

not be covered. 

Epidural Injections  Precertification 

required  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

Precertification 

required  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

If pre-certification 

is not obtained, 

services will not 

be covered. 

Facility/Facilities  

 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Some facilities as 

listed herein 

require prior 

authorization.  

Fitness Club 

Stipend*^  

 

 

 

 

N/A  N/A  3ÏÌɯ/ÓÈÕɀÚɯ

payment will not 

exceed the levels 

identified directly 

below: 

 

8 ɬ 11 visits per 

month, per person 
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Policy Holder Only  

 

 

 

 

 

 

 

Policy Holder and 

Spouse 

= $12.00 

reimbursement. 

 

12 or more visits 

per month, per 

person = $25.00 

reimbursement. 

 

8 ɬ 11 visits per 

month, per person 

= $24.00 

reimbursement. 

 

12 or more visits 

per month, per 

person = $50.00 

reimbursement. 

 

The maximum 

payment allowed 

for a husband and 

wife who went 12 

or more times 

each calendar 

month during a 

calendar year will 

be 599.00.  

FLU Shot The Plan pays for 

flu shots obtained 

and administrated 

by all 

participating 

pharmacies. The 

Plan will pay at 

100% of the 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum when 

obtained and 

administrated by a 

Pharmacies found 

within or 

administered by  

2ÈÔɀÚɯ"ÓÜÉɯÈÕËɤÖÙɯ

6ÈÓÔÈÙÛɀÚɯÈÙÌɯÕÖÛɯ

participating 

pharmacies. 
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Reasonable and 

Allowed Amount.  

 

If administered 

within a 

participating 

×ÙÖÝÐËÌÙɀÚɯÖÍÍÐÊÌɯ

the Plan will pay 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

non-participating 

pharmacy or 

provider.  

Gastric Bypass*^  Precertification 

required.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

Precertification 

required.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Precertification 

required  

Genetic 

Counseling  

Not Covered Not Covered  

Genetic Testing  Precertification 

required if test is 

for services not 

covered under the 

PPACA 

 

90% of the 

Reasonable and 

Allowed Amount.  

Precertification 

required  if test is 

for services not 

covered under the 

PPACA 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Precertification 

required  if test is 

for services not 

covered under the 

PPACA 

 

Genetic testing 

that is exploratory 

in nature is not 
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Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

covered. It will 

only be covered 

for the diagnosis 

or treatment of an 

existing medical 

condition is not 

covered. 

 

 

Grand Rounds*^  Please see 

Included Health  

Please see 

Included Health  

Please see 

Included Health  

GYM Benefit*^  See Fitness Club 

Description  

See Fitness Club 

Description  

See Fitness Club 

Description  

Hearing Aid  Once Every Three 

Years. The Plan 

will pay 90% of its 

maximum 

allowance up to 

$1,500.00. Subject 

to the Deductible, 

but not subject to 

the Out-of-Pocket 

Maximums   

Once Every Three 

Years. The Plan 

will pay 70% of its 

maximum 

allowance up to 

$1,500.00. Subject 

to the Deductibles, 

but not subject to 

the Annual Out -

of-Pocket 

Maximums   

 

Hearing Exams 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out of Pocket 

Maximum  

Routine hearing 

tests greater than 

once every two 

calendar years 

will not be 

covered. 

Health 

Reimbursement 

Arrangement 

account ɬ HRA*^  

100% of those 

expenses that are 

listed under the 

Health 

Reimbursement 

Arrangement 

100% of those 

expenses that are 

listed under the 

Health 

Reimbursement 

Arrangement 
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account (HRA) 

benefit 

description.   

account (HRA) 

benefit 

description.  

Home Health Care  Precertification 

required.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.   

Precertification 

required.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out of Pocket 

Maximum  

Services received 

prior to 

precertification 

will not be 

covered. 

Hospice  Pre-certification 

required after 180 

days of care 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out of 

Pocket Maximum.   

Pre-certification 

required after 180 

days of care 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.   

Patients who are 

in hospice for a 

period of greater 

than 180 days will 

be re-evaluated to 

determine if there 

is a need for 

recertification of 

hospice care.  

Hospital  ɬ 

Inpatient*^  

 

Level A Hospital  

and affiliated 

Facilities.  

 

 

 

Precertification 

Required 

 

100% of the 

Reasonable and 

Allowed Amount  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Precertification 

Required 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum   

Services received 

prior to 

precertification 

will not be 

covered. 
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Level B Hospital  

and affiliated 

Facilities  

Deductible and 

Annual Out -of-

Pocket Maximum  

    

Hospital  ɬ 

Outpatient*^  

 

Level A Hospital  

and affiliated 

Facilities.  

 

Level B Hospital  

and affiliated 

Facilities   

Precertification 

Required  

 

100% of the 

Reasonable and 

Allowed Amount  

 

90% of the RAA. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

Precertification 

Required 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum   

Services received 

prior to 

precertification 

will not be 

covered. 

Immunizations  90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Annual Out -of-

Pocket Maximum.  

No Deductible  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible & 

Annual Out -of-

Pocket limit 

applies. 

 

Immunizations for 

reasons of travel  

Not Covered  Not Covered  

Included Health*^  100% of the 

telephone 

consultation . 

Not subject to the 

deductible and out 

of pocket 

maximums.  

Not Applicable  Not Applicable  
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Infant formula  Precertification 

Required  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Precertification 

Required 

 

70% of 130% of 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

The Plan covers 

only specialized 

infant formula for 

children with an 

inborn error of 

metabolism.  

 

Services received 

prior to 

precertification 

will not be 

covered. 

Injectables 

administered in 

Office*^  

Precertification 

Required for 

injectables of 

$1,000.00 or 

greater. 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

 

Precertification 

Required for 

injectables of 

$1,000.00 or 

greater. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Services received 

prior to 

precertification 

will not be 

covered. 

Infertility 

Treatment  

Not Covered. Not Covered. Not covered. 

Infusion 

Therapy*^  

Precertification 

required if the 

infusion cannot be 

obtained through 

this Plans 

pharmaceutical/dr

ug program.  

Precertification 

Required if the 

infusion cannot be 

obtained through 

this Plans 

pharmaceutical/dr

ug program.  

Infusions not 

secured though 

this Plans 

pharmaceutical/dr

ug program 

without prior 

approval will not 

be covered. 
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If administered by 

a participating 

provider, 90% of 

the Reasonable 

and Allowed 

Amount.  Subject 

to the Deductible 

and Annual Out -

of-Pocket 

Maximum.  

 

If administered by 

a non-

participating 

provider, 70% of 

130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

 

 

Inpatient 

Rehabilitation*^  

 

Level A Hospital  

 

 

Level B Hospital  

 

 

 

 

 

Facilities  

 

 

 

 

 

Physician  

Precertification 

Required  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

Precertification 

Required. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

Services received 

prior to 

precertification 

will not be 

covered. 
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 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

Laboratory*^  90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

Lasik Surgery  Not Covered Not Covered Not Covered 

Life Insurance  N/A  N/A  For Active 

participants and 

early retirees 

under the age of 

65 and covered 

under this Plan 

will receive 

$15,000.00 and an 

additional 

$15,000.00 if death 

was caused as a 

result of an 

accident. 

Retirees who have 

obtained the age 

of 65 or greater 

please reference 

the section of this 

book titled Life 

Insurance. 

Mammograms  100% of the 

Reasonable and 

70% of 130% of the 

Reasonable and 
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Allowed Amount.  

Subject to the 

Annual Out -of-

Pocket Maximum  

No-Deductible  

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Mastectomy  

 

 

 

 

Level A Hospital 

and affiliated 

Facilities  

 

 

 

 

 

Level B Facility  

and affiliated 

Facilities  

 

 

 

 

Physician  

 

Precertification 

Required 

100% of the 

Reasonable and 

Allowed Amount.  

 

100% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Precertification 

Required 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Benefit is limited 

to cancer patients. 

 

Services obtained 

prior to 

precertification 

will not be 

covered. 
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Maternity Services  

 

Level A Hospital 

and affiliated 

Facilities  

 

 

Level B Hospital 

and affiliated 

Facilities.  

 

 

Facilities  

 

 

 

 

Physician  

 

 

 

 

100% of the 

Reasonable and 

Allowed Amount.  

 

 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Licensed 

Midwifes will be 

paid in accordance 

to the non-

network payment 

methodology of 

this provision  

 

The Plan does not 

cover maternity 

benefits for 

dependent 

children.  

 

The Plan does not 

cover delivery 

services 

performed in a 

non-hospital 

setting or for 

services 

performed by a 

Doula. 

Mental Health 

Benefits^  

 

 

 

Precertification 

Required for all 

partial day and 

inpatient stays. 

 

Precertification 

Required for all 

partial day and 

inpatient stays. 

 

Services obtained 

prior to 

precertification 

will not be 

covered. 
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Inpatient  

 

 

 

 

 

Intensive Out -

Patient Level A 

Hospital  

 

 

Partial Day 

Program Level A 

Hospital   

 

 

Intensive Out -

Patient Level B 

Hospital  

 

 

 

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

 

 

 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or session 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered. 
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Partial Day 

Program Level B 

Hospital   

 

 

 

 

Outpatient 

Physician  

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

MRI  

 

 

 

 

Level A Hospital 

and affiliated 

Facilities.  

 

 

Facilities  

 

 

 

 

 

Level B Hospital 

and affiliated 

Facilities.  

 

 

Precertification 

Required for 

services rendered 

prior to January 1, 

2024. 

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Precertification 

Required for 

services rendered 

prior to January 1, 

2024. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

Services received 

prior to receiving 

precertification are 

not covered. 
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Out-of-Pocket 

Maximum  

Nasal Surgery  Precertification is 

required.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Annual 

Maximum.  

Precertification is 

required.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

Services received 

prior to receiving 

precertification are 

not covered. 

 

Services rendered 

for cosmetic 

reasons are not 

covered. 

Newborn Care  90% of the RAA. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

70% of 130% of the 

RAA. Subject to 

the Deductible 

and Annual Out -

of-Pocket 

Maximum.  

 

Neuropsychologica

l Testing^  

 

 

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) unit of 

treatment.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) unit of 

treatment. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 Out-patient 

Treatments 

beyond seventeen 

(17) units or 

session that do not 

receive approval 

prior to that visit, 

treatment or 

session occurring 

will not be 

covered. 
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Occupational 

Therapy  

 

 

 

 

 

 

 

 

 

 

Level A  Hospital 

and affiliated 

Facilities  

 

 

 

Level B Hospital 

and affiliated 

Facilities  

 

 

 

 

 

 

Out -patient 

Hospital and 

affiliated Facilities  

 

Precertification is 

required for all 

inpatient 

treatments.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Treatments / 

therapy above 17 

visits require 

precertification.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or sessions 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered. 
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Facility and 

Facilities  

 

 

 

 

Physician or 

Licensed Treating 

Professional  

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Annual 

Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Annual 

Maximum.  

Annual Out -of-

Pocket Maximum  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

Office Visits*^  90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Annual 

Maximum  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

Oral 

Contraceptives  

 

 

 

Generic  

 

Formulary Brand  

Subject to Annual 

Out of Pocket 

Maximum.  

 

20% Co-Pay with 

a $10 Minimum.  

 

Subject to Annual 

Out of Pocket 

Maximum.  

 

20% Co-Pay with 

a $10 Minimum.  

 

Generic 

substitution 

applies. 

 

Prescriptions filled 

by a non-

Participating 

pharmacy is 

limited to the in -
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Covered Expense In -Network  Non -Network  Benefit Limits  

 

 

Non -Formulary 

Brand 

 

20% Co-Pay with 

a $20 Minimum.  

 

20% Co-Pay with 

a $35 Minimum.  

20% Co-Pay with 

a $20 Minimum.  

 

20% Co-Pay with 

a $35 Minimum  

network 

negotiated rate. As 

such, the balance 

between what the 

Plan pays, and the 

charge incurred at 

non-participating 

pharmacies will 

remain the 

responsibility of 

the participant.  

Orthotics  Precertification is 

required for 

purchases of $1000 

or greater. 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Precertification is 

required for 

purchases over 

$1000 or greater 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Orthotics of value 

of $1000 or greater 

ordered or 

received prior to 

receiving 

precertification 

will not be 

covered.  

 

Custom made 

orthotic devices 

are not medically 

necessary unless 

there is clinical 

documentation 

indicating that a 

non-custom-made 

orthotic device is 

not appropriate 

for the condition 

or diagnosis 

Orthotripsy  Precertification 

Required 

 

90% of the 

Reasonable and 

Precertification 

Required. 

 

70% of 130% of the 

Reasonable and 

Services received 

prior to receiving 

precertification 

will not be 

covered. 
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Allowed Amount.  

Prior Approval 

required. Subject 

to the Deductible 

and Annual Out -

of-Pocket 

Maximum  

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Outpatient 

Advanced Imaging 

(CPT/MRI)  

Precertification is 

Required. 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Annual 

Deductible and 

Out-of-Pocket 

Maximum.  

 

Precertification 

Required. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.   

Services received 

prior to receiving 

precertification 

will not be 

covered. 

Pap Tests 100% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Annual Out -of-

Pocket Maximum  

No Deductible  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible & 

Annual Out -of-

Pocket limit 

applies. 

 

Pediatric Care 

Level A Hospital 

and affiliated 

Facilities.  

 

Level B Facility  

and affiliated 

Facilities  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  
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Facilities  

 

 

 

 

 

Physician  

 

Amounts.  Subject 

to the Deductible 

and Annual Out -

of-Pocket 

Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Pharmacogenetics^ Precertification 

Required. 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible and 

Annual Out -of-

Pocket Maximum.  

Precertification 

Required. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible & 

annual Out -of-

Pocket Maximum.  

Services received 

prior to receiving 

precertification 

will not be 

covered. 

Physicals Routine physicals 

are paid at 100% 

of the Reasonable 

and allowed 

Amount.  Subject 

to the Annual 

Routine physicals 

are paid at 70% of 

130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 
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Out-of-Pocket 

Maximum.  

No Deductible  

Deductible and 

Out-of-Pocket 

Maximum  

Physical Therapy 

Inpatient Facility 

Charges 

 

Level A Hospital 

and affiliated 

Facilities.  

Level B Hospital 

and affiliated 

Facilities  

Precertification 

Required 

 

 

100% of the 

Reasonable and 

Allowed Amount.  

90% of the 

Reasonable and 

Allowed 

Amounts.  Subject 

to the Deductible 

and Annual Out -

of-Pocket 

Maximum.  

Precertification 

Required 

 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

Inpatient 

treatments are 

limited to one 

consecutive stay 

immediately after 

discharge from a 

hospital.  

 

Services received 

prior to receiving 

precertification 

will not be 

covered. 

Physical Therapy 

Inpatient Physician 

Charges 

90% of the 

Reasonable and 

Allowed 

Amounts.  Subject 

to the Deductible 

and Annual Out -

of-Pocket 

Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

Physical Therapy  

 

 

 

 

 

Outpatient  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

Treatments 

beyond seventeen 

(17) visits / 

sessions that do 

not receive 

approval prior to 

any visit, 

treatment or 

session occurring 
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90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

will not be 

covered.  

Physician 

Services*^ 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

Podiatric Services  Precertification 

needed for 

surgeries. 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Precertification 

needed for 

surgeries. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Treatments 

received prior to 

receiving 

precertification are 

not covered. 

Preventive Care for 

Adults  

100% of the 

Reasonable 

Allowed Amount.  

Annual Out -of-

Pocket Maximum 

applies. 

No deductible  

 

Covered 

Preventative 

Services  

70% of the RAA. 

Subject to the 

deductible & 

Annual Out -of-

Pocket Maximum 

applies. 

Preventative 

Services are 

limited to:  

Bone density tests 

Cardiac risk 

assessments 

Cervical exams 

Colorectal cancer 

screening 
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 Diabetes 

assessments 

Mammograms 

Pap tests 

PSA test and 

Prostate exams 

Routine Physicals 

& Well baby visits  

Private Duty 

Nursing  

Not Covered Not Covered  Not Covered 

Prosthetics Precertification 

Required. 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Precertification 

Required. 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible and 

Annual Out -of- 

Pocket Maximum.  

Treatments 

received prior to 

receiving 

precertification are 

not covered. 

 

Limited to the 

most appropriate 

model of 

prosthetic device 

or orthotic device 

that adequately 

meets the medical 

needs of the 

participant.  

PSA Tests 100% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Annual Out -of-

Pocket Maximum.  

No Deductible  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible & 

Annual Out -of-

Pocket limit 

applies 

 

Prostate Exams 

(Annually)  

100% of the 

Reasonable and 

Allowed Amount.  

70% of 130% of the 

Reasonable and 

Allowed Amount. 
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Subject to the 

Annual Out -of-

Pocket Maximum  

No Deductible  

Subject to the 

deductible & 

Annual Out -of-

Pocket limit 

applies 

Occupational 

Therapy  

 

 

 

 

 

 

 

 

 

 

Level A Hospital 

and affiliated 

Facilities.  

 

Level B Hospital 

and affiliated 

Facilities   

 

 

 

 

Out -patient 

Facility  

 

Precertification is 

required for all 

inpatient 

treatments.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount.  

  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Precertification is 

required for all 

inpatient 

treatments.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

  

 

 

 

 

 

Services received 

prior to 

precertification is 

obtained will not 

be covered. 

 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or session 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered. 
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Physician or 

Licensed Treating 

Professional  

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Annual 

Maximum.  

Radiation Therapy  

 

 

 

 

 

 

 

 

 

 

 

Level A Hospital 

and affiliated 

Facilities.  

 

 

Level B Hospital 

and affiliated 

Facilities  

 

Precertification is 

required for all 

inpatient 

treatments.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

Precertification is 

required for all 

inpatient 

treatments.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

 

Services received 

prior to 

precertification is 

obtained will not 

be covered. 

 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or session 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered. 

 

Services received 

prior to 

precertification is 

obtained will not 

be covered. 
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Out -patient 

Facility  

 

 

 

 

Physician or 

Licensed Treating 

Professional  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Annual 

Maximum.  

 

 

 

 

Reconstructive and 

Corrective Surgery  

Precertification 

Required 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum.  

Precertification 

Required. 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible and 

Annual Out -of- 

Pocket Maximum.  

Services received 

prior to 

precertification is 

obtained will not 

be covered. 

Rehabilitative 

Therapy  

 

 

 

 

 

 

Precertification is 

required for all 

inpatient 

treatments.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

Precertification is 

required for all 

inpatient 

treatments.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

Services received 

prior to 

precertification is 

obtained will not 

be covered. 

 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 
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Level A Hospital 

and affiliated 

Facilites  

Level B Hospital 

and affiliated 

Facilit ies 

 

 

 

 

Out -patient 

Facility  

 

 

 

 

Physician or 

Licensed Treating 

Professional  

the seventeenth 

(17th) visit of 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount.  

 

 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Annual 

Maximum.  

the seventeenth 

(17th) visit of 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

 

visits or session 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered. All  

therapy rendered 

on the same day 

will be considered 

one visit. 

 

Pre-certification is 

required for all 

out-patient 

rehabilitative 

therapy in excess 

of 17 visits. 

Respiration 

Therapy  

 

 

Precertification is 

required for all 

inpatient 

treatments.  

Precertification is 

required for all 

inpatient 

treatments.  

Services received 

prior to 

precertification is 

obtained will not 

be covered. 
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Level A Hospital 

and affiliated 

Facilities  

 

Level B Hospital 

and affiliated 

Facilies 

 

 

 

Out -patient 

Facility  

 

 

 

 

Physician or 

Licensed Treating 

Professional  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

100% of the 

Reasonable and 

Allowed Amount.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out-of-

Pocket Annual 

Maximum.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

 

 

 

 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or session 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered 
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Routine Well -Baby 

Care during initial 

confinement  

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

 

Sclerotherapy  
Precertification 

Required 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Precertification 

Required 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

Services received 

prior to 

precertification is 

obtained will not 

be covered. 

Second Surgical 

Opinions*^  

Unless required 

by the Fund,  

90% of the 

Reasonable and 

Allowed 

Amounts.  Subject 

to the Deductible 

and Annual Out -

of-Pocket 

Maximum.  

Unless required 

by the Fund, 70% 

of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

If the Plan directs 

you to a specific 

provider for a 

second opinion, 

there will be no 

cost to you for the 

second opinion 

Shingle Shot  100% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Annual Out -of-

Pocket Maximum  

No-Deductible   

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

 

Short Term 

Disability*^  

N/A  N/A  Up to fifty percent 

(50%) of your 
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weekly salary 

(excluding any 

overtime) up to a 

maximum of 

$700.00 per week 

Skilled Nursing 

Facility*^  

Precertification 

Required 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

Precertification 

Required 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

Services received 

prior to 

precertification is 

obtained will not 

be covered. 

Sleep Study  90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum  

 

Speech Therapy Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or session 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered 
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Out-of-Pocket 

Maximum  

Out- of-Pocket 

Maximum  

Sterilization 

Procedures 

Precertification 

Required 

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out-of-Pocket 

Maximum  

 

Precertification 

Required 

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Out- of-Pocket 

Maximum  

Services received 

prior to 

precertification is 

obtained will not 

be covered. 

 

For employees 

and their spouses 

only.  

 

Reversals of 

vasectomies and 

tubal ligations are 

not covered. 

Substance Abuse 

Benefits^  

 

 

 

 

 

 

 

 

Inpatient Level A 

Hospital and 

affiliated Facilities  

 

 

Precertification 

Required for all 

partial day and 

inpatient stays. 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

 

100% of the 

Reasonable and 

Allowed Amount  

 

90% of the 

Reasonable and 

Precertification is 

required for all  

partial and 

inpatient  stays.  

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit of 

treatment.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount.  

 

 

Out-patient 

Treatments / 

therapy beyond 

seventeen (17) 

visits or session 

that do not receive 

approval prior to 

that visit, 

treatment or 

session occurring 

will not be 

covered 
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Inpatient Level B 

Hospital and 

affiliated Facilities  

 

 

 

 

Intensive 

Outpatient Level A  

Hospital and 

affiliated  Facilit ies 

 

 

Intensive 

Outpatient Level B 

Hospital and 

affiliated Facilit ies 

 

 

 

Partial Day 

Program 

Outpatient  

 

 

 

 

Intermediate 

Outpatient  

Allowed Amount 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

100% of the 

Reasonable and 

Allowed Amount  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

Synagis Injections  Precertification 

Required 

Precertification 

Required.  

Services received 

prior to 

precertification is 
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90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

obtained will not 

be covered. 

Telemedicine / 

Telehealth thru 

Included Health   

100% of the 

expense of the 

consultation. Not 

subject to the 

deductible.  

Not Applicable  Restricted to only 

non-Medicare  

eligible 

participants and 

their covered 

dependents.  

 

Telemedicine  

through a non -

Teladoc or 

Included Health 

physician *^ 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum  

Not Applicable  

Telemedicine 

Therapy*^  

 

 

 

 

 

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

Deductible and 

Annual Out -of-

Pocket Maximum 

apply.  

 

Concurrent 

Review is required 

for all outpatient 

therapy 

treatments after 

the seventeenth 

(17th) visit / 

treatment.  

Deductible and 

Annual Out -of-

Pocket Maximum 

apply.  

 

Services received 

prior to 

precertification is 

obtained will not 

be covered. 
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Covered Expense In -Network  Non -Network  Benefit Limits  

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Transplants  

 

 

A Local 697 

participant who 

receives an organ. 

 

 

 

 

A Local 697 

participant who 

donates to another 

covered Local 697 

participant.  

 

 

A Local 697 

participant who 

donates to a non-

covered 

participant.  

 

Precertification 

Required. 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

A maximum of 

$10,000.00 per 

transplant, 

payable only if no 

other insurance 

exists and payable 

at 90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible.  

Not Covered Precertification 

Required. 
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Covered Expense In -Network  Non -Network  Benefit Limits  

Trigger Point 

Injections  

Precertification 

Required. 

 

90% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

 

Precertification 

Required.  

 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum.  

Treatments are 

approved in sets 

of three. However, 

updated notes 

must be provided 

by the treating 

physician for 

further 

administration.  

 Urgent Care*^  Level A Hospital 

Affiliated Urgent 

Care Facility ɬ 

100% of the 

Reasonable and 

Allowed 

Amounts.   

Level B Hospital 

Affiliated Urgent 

Care Facility - 90% 

of the RAA.  

Subject to the 

Deductible & 

Annual Out -of-

Pocket Maximum 

applies. 

70% of 130% of the 

Reasonable and 

Allowed Amount. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Limits. 

 

Vision Benefits  

 

Annual Exam  

 

 

Biennial (Once 

every two years) 

Frames 

 

 

$5 co-pay then 

provided in full  

 

$10 materials co-

pay, then 

provided in full 

 

 

$35.00 

 

 

$45.00 
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Covered Expense In -Network  Non -Network  Benefit Limits  

 

 

 

Annual lenses  

 

 

Single vision  

 

 

Lined bifocal  

 

 

Lined trifocal  

Lenticular  

 

 

 

Contacts 

 

 

Annually & in -lieu 

of glasses 

 

 

 

 

 

Annually & 

visually necessary  

up to a maximum 

allowance of 

$140.00. 

 

$10 co-pay then 

provided in full  

 

$10 co-pay then 

provided in full  

 

$10 co-pay then 

provided in full  

 

$10 co-pay then 

provided in full  

 

 

 

 

 

 

$10 materials co-

pay, then 

provided in full 

up to a maximum 

allowance of 

$120.00. 

 

$10 co-pay then 

provided in full  

 

 

 

 

 

$25 

 

 

$40 

 

 

$55 

 

 

$80 

 

 

 

 

 

 

 

$105 

 

 

 

 

$210 

 

 

N/A  
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Covered Expense In -Network  Non -Network  Benefit Limits  

 

Safety Glasses 

(Employee Only)  

 

 

 

Retiree Vision 

Benefit  

Provided in full 

every calendar 

year when 

received in 

combination with 

an eye exam and 

eyeglasses or 

contacts. 

 

Are the same as 

the benefits listed 

above, with the 

exception that a 

retiree can elect to 

have safety glasses 

in lieu of regular 

frames every other 

year. 

 

 

 

 

 

Are the same as 

the benefits listed 

above, with the 

exception that a 

retiree can elect to 

have safety glasses 

in lieu of regular 

frames every other 

year  

Weight Loss 

Programs*^ 

90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible  and 

Annual Out -of-

Pocket Maximum  

70% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

deductible & 

Annual Out -of-

Pocket Maximum  

Physician 

Supervised weight 

loss programs 

only  

 

 

Well Baby Visits  100% of the 

Reasonable and 

Allowed Amount.  

Not subject to the 

deductible.  

Annual Out -of-

Pocket Cap 

applies 

70% of the RAA. 

Subject to the 

deductible & 

Annual Out -of-

Pocket Maximum  

 

Wheelchair Benefit  90% up to the 

maximum Fund 

allowance of $500. 

Subject to the 

70% up to the 

maximum Fund 

allowance of $500. 

Subject to the 

Maximum benefit 

payable for rental 

and/or purchase of 
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Covered Expense In -Network  Non -Network  Benefit Limits  

Deductible and 

Annual Out -of-

Pocket Maximum.  

Deductible and 

Annual Out -of- 

Pocket Maximum  

a wheelchair or 

scooter is $500.00 

Wigs 90% up to the 

Maximum Fund 

lifetime allowance. 

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum.  

70% of 130% of the 

Reasonable and 

Allowed Amount 

up to the lifetime 

maximum.  Subject 

to the Deductible 

and Annual Out -

of- Pocket 

Maximum  

$2,000.00 Lifetime 

Maximum 

Allowance.  

X-Ray 90% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of-

Pocket Maximum  

70% of 130% of the 

Reasonable and 

Allowed Amount.  

Subject to the 

Deductible and 

Annual Out -of- 

Pocket Maximum  

 

    

    

 

ɁȂɂ-Signifies a mental health and/or substance abuse treatment 

Ɂɖɂ- Signifies a medical condition and/or treatment  

ɁȂɖɂɯ2ÐÎÕÐÍÐÌÚɯÈɯÊÖÕËÐÛÐÖÕɯÛÏÈÛɯÛÏÐÚɯ/ÓÈÕɯÊÖÕÚÐËÌÙÚɯÉÖÛÏɯÔÌÕÛÈÓɯÏÌÈÓÛÏɯÈÕËɤÖÙɯÚÜÉÚÛÈÕÊÌɯ

abuse and/or medical treatment. 
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BENEFIT DESCRIPTIONS 

ACCIDENTAL DEATH AND DISEMBERMENT BENEFIT 

The Lake County Indiana NECA ï I.B.E.W. Health and Benefit Plan accidental death 
and dismemberment (AD&D) benefit is provided under a group term insurance policy 
issued by a life insurance company selected by the Trustees. Benefit payments are 
governed by the terms of the insurance policy. If there is an inconsistency or question 
of interpretation between the policy and this booklet, the terms of the policy will prevail.  

The principal sum of the Planôs AD&D Benefit is $15,000 and the total amount payable 
for all losses resulting from any one accident, including those that lead to loss of life 
cannot exceed this amount.  

Accidental  Death Benefit  

Should your demise be the result of a fatal accident, the amount paid for the loss of 
life would be $15,000.00 less any benefit amounts paid towards any dismemberment? 
The Planôs accidental death benefit is in addition to this Plans life insurance benefit.  

Accidental  Dismemberment  Benefit . 

The dismemberment benefit is available to those participants who were eligible for the 
AD&D benefit at the time the accident occurred and remain covered by the Plan within 
the 365 days of the initial loss. The dismemberment coverage of the policy works on 
a "per-member" basis and will only pay if you suffer any of the losses within the Table 
of Losses listed below. For example, if you lose one member (a hand, foot, limb, sight 
in one eye, speech, or hearing), the insurance company will usually pay you or your 
beneficiary a percentage of the full benefit. If you lose two members, you will receive 
the whole benefit. 

Table of Losses 

Loss Amount Payable 

Life 100% of full amount 

One hand or one foot 50% of full amount 

Two hands, two feet, or sight of two eyes 100% of full amount 

One arm or one leg 75% of full amount 

Any combination of hand, foot, sight of one eye  100% of full amount 

Thumb and index finger of same hand 25% of full amount 
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Table of Losses 

Speech and hearing 100% of full amount 

Speech or hearing 50% of full amount 

Paralysis of both arms and both legs 100% of full amount 

Paralysis of both legs 50% of full amount 

Paralysis of the arm and leg on either side of the body 50% of full amount 

Paralysis of one arm or leg 25% of full amount 

Brain damage 100% of full amount 

Coma 1% monthly beginning on 
the 7th day, for a maximum 

duration of 60 months 

 

Exclusions within  this  /ÓÈÕɀÚ Accidental  Death and Dismemberment  Benefit  

The Lake County Indiana NECA ï I.B.E.W. Health and Benefit Planôs AD&D Insurance 
policy will not pay for any loss that occurs more than 365 days after the date of the 
accident causing the loss; or that is caused directly or indirectly or contributed to by 
any of the following:  

1. Active duty at a full-time status for more than 30 days in the armed forces of 
any country or international authority, except the National Guard or organized 
reserve corps duty. 

2. Car racing. 

3. Commission or attempt to commit a felony. 

4. Death during surgery. 

5. Death resulting from a mental or physical illness. 

6. Drug overdose or use of intoxicants unless taken under the advice of a 
physician. 

7. Drunk driving. 

8. Internal conflicts, insurrection, or rebellion of any country. 

9. Sickness, disease, or bacterial infection, unless the latter was due to an 
accidental cut, wound, or due to botulism or ptomaine poisoning. 

10. Suicide, attempted suicide, or intentionally self-inflicted injury. 

11. Travel, including but not limited to, getting in or out of a vehicle used for aerial 
navigation if the person is: 

a. Riding as a passenger in any aircraft not intended or licensed for the 
transportation of passengers. 
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b. Performing, learning to perform, or instructing others to perform as a pilot or 
crew member of any kind. 

12. War or an act of war, whether or not declared. 

ALCOHOL DEPENDENCY  

Precertification required for all partial day and inpatient stays.  

Concurrent Review /Precertification required for all outpatient treatments of greater 

than seventeen (17) days. 

The Plan provides benefits for the treatment of mental Illness and nervous disorders.  

Notwithstanding anything in the Plan to the contrary, the Plan will comply with the 

Mental Health Parity and Addiction Equity Act of 2008 and will pay for only those 

services deemed medically necessary and which are delivered within the lawful scope 

of the licensed provider.  

Covered providers  include:  

1. Alcohol abuse treatment facilities  

2. Hospitals  

3. Licensed clinical social workers. 

4. Licensed professional counselors. 

5. Psychologists  

6. Psychiatric residential and nonresidential treatment or facilities  

7. Physicians  

Types of  services covered: 

1. Detoxification  

2. Group therapy  

3. Inpatient  

4. Intensive out -patient 

5. Office 

6. Out-patient 

7. Partial in -patient  

8. Residential 

 

The Plan will only pay for the services rendered by participating providers or within 

participating facilities.  Residential treatment must meet the following criteria:  
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1. 3ÏÌɯÍÈÊÐÓÐÛàɯÔÜÚÛɯÔÌÌÛɯÛÏÌɯËÌÍÐÕÐÛÐÖÕɯÖÍɯÈÕɯÈ××ÙÖÝÌËɯɁÙÌÚÐËÌÕÛÐÈÓɯÛÙÌÈÛÔÌÕÛɯ

ÍÈÊÐÓÐÛàɂɯÈÚɯËÌÍÐÕÌËɯÉàɯÛÏÐÚɯ/ÓÈÕȭɯ ÕËȮ 

2. The confinement must be pre-certified.  

Participating provider charges will be subject to the deductible, and payable at 90% of 

ÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯ ÓÓÖÞÈÉÓÌɯ ÔÖÜÕÛȭ 

Non-participating provider charges will be subject to the deductible and payable at 

ƛƔǔɯÖÍɯƕƗƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÈÉÓÌɯ ÔÖÜÕÛȭɯ 

AMBULANCE AND AMBULETTE SERVICE  

Ambulance services provided by skilled emergency transportation from the location 

of a life-threatening medical emergency to the closest hospital qualified to treat the 

×ÈÛÐÌÕÛɀÚɯÔÌËÐÊÈÓɯÌÔÌÙÎÌÕÊàɯÈÙÌɯÊÖÝÌÙÌËɯÈÕËɯÞÐÓÓɯÉÌɯ×ÈÐËɯÈÚɯÍÖÓÓÖÞÚȯɯ 

¶ Ambulance services provided by participating providers will be subject to the 

deductible and annual out -of-×ÖÊÒÌÛɯÔÈßÐÔÜÔɯÈÕËɯ×ÈÐËɯÈÛɯƝƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ

Reasonable Allowed Amount . 

¶ Ambulance services provided by non -participating and non -network providers 

will be subject to the deductible and annual out -of-pocket maximum and paid 

ÈÛɯƛƔǔɯÖÍɯƖƔƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯÖÙɯƛƔǔɯÖÍɯÛÏÌɯÉilled 

amount whichever is less. 

 

Warning : Services that are not deemed medically necessary will not be covered. 

Intra -facility ambulance.  If the needed care is not available locally, the Fund will pay 

for intra -facility ambulance and/or ambulette transportation outside your local area to 

the closest facility that can provide the care. Payment for transportation to another 

facility located further away will be based on how much it would have cost for 

transportation to the closer facility.  

Air ambulance  services are covered if: 

1. The patient requires immediate medical attention; and  

2. 3ÏÌɯ×ÈÛÐÌÕÛɀÚɯÊÖÕËÐÛÐÖÕɯÐÚɯÚÖɯÚÌÝÌÙÌɯÛÏÈÛɯÕÖɯÖÛÏÌÙɯÔÖËÌɯÖÍɯÛÙÈÕÚ×ÖÙÛÈÛÐÖÕɯÊÖÜÓËɯ

ÉÌɯÜÚÌËɯÞÐÛÏÖÜÛɯÌÕËÈÕÎÌÙÐÕÎɯÛÏÌɯ×ÈÛÐÌÕÛɀÚɯÓÐÍÌɯÖÙɯÚÌÙÐÖÜÚÓàɯÌÕËÈÕÎÌÙÐÕÎɯÛÏÌɯ

×ÈÛÐÌÕÛɀÚɯÏÌÈÓÛÏȰɯÈÕË 

3. The service is provided by a licensed air ambulance service: and  

4. The services are provided from the location of a sudden illness or injury to the 

nearest hospital where emergency treatment can be provided, or when, in 

connection with an inpatient confinement, transfer to the nearest facility having 

the capability to tre at the condition is medically necessary.  

 



 

99 | P a g e 

3ÏÌɯ/ÓÈÕɀÚɯÙÌÐÔÉÜÙÚÌÔÌÕÛɯÍÖÙɯÛÏÖÚÌɯÈÐÙɯÈÔÉÜÓÈÕÊÌɯÊÏÈÙÎÌÚɯÛÏÈÛɯÍÈÐÓɯÛÖɯÔÌÌÛɯÈÓÓɯÍÖÜÙɯÖÍɯ

the criteria outlined directly above, will be paid as follows:  

¶ Air ambulance services provided by participating providers will be limited to 

the fee schedule that the Plan would pay for transportation by ground 

ambulance. It will be subject to the deductible and annual out -of-pocket 

maximum and paid at 90% of the PlanɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛȭɯ 

¶ Ambulance services provided by non -participating and non -network providers 

ÞÐÓÓɯÉÌɯÓÐÔÐÛÌËɯÛÖɯÛÏÐÚɯ/ÓÈÕɀÚɯÖÜÛɯÖÍɯÕÌÛÞÖÙÒɯÎÙÖÜÕËɯÈÔÉÜÓÈÕÊÌɯÙÌÐÔÉÜÙÚÌÔÌÕÛɯ

methodology which is that charges will be subject to the deductible and annual 

out-of-pocket maximum and  ×ÈÐËɯÈÛɯƛƔǔɯÖÍɯƖƔƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯ

Allowed Amount or 70% of the billed amount whichever is less.  

Warning:  Chartered air flights are not covered as such any out-of-pocket expenses incurred 

ÞÐÓÓɯÕÖÛɯÈÊÊÜÔÜÓÈÛÌɯÛÖÞÈÙËɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÖÙɯÍÈÔÐÓàɀÚɯÈÕÕÜÈÓɯÖÜÛ-of-pocket expense. 

Warning # 2:  ÕɯÐÕËÐÝÐËÜÈÓɀÚɯËÌÚÐÙÌɯÛÖɯÙÌÊÌÐÝÌɯÚÌÙÝÐÊÌÚɯÖÙɯÛÖɯÊÖÕÝÈÓÌÚÊÌɯÊÓÖÚÌÙɯÛÖɯÏÖÔÌɯËÖÌÚɯÕÖÛɯ

constitute medical necessity and as such, will not be a factor in the determination of the need 

for air-ambulance services.  

Payment for air ambulance services will be paid as follows:  

¶ Services provided by participating or in -network providers will be paid at 90% 

ÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯ ÓÓÖÞÌËɯ ÔÖÜÕÛȭ 

¶ Services provided by participating or in -network providers will be paid at 70% 

ÖÍɯƖƔƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯÖÙɯƛƔǔɯÖÍɯÛÏÌɯÉÐÓÓÌËɯ

amount whichever is less.  

ANESTHESIA  

Anesthesia benefits are payable in connection with a surgery when anesthesia is 

administered by a physician (M.D. or D.O.) or a nurse anesthetist (CRNA).  

Participating M.D. or D.O. provider charges will be subject to the deductible, and 

payable at the negotiated rate. 

Participating CRNA charges will be subject to the deductible and payable at 90% of 

the Reasonable and Allowed Amount.  

Non-participating M.D. or D.O. provider charges for treatments rendered within a 

participating hospital or facility as a result of an emergency  will be subject to the 

deductible and payment will be made at 90% of the Funds Reasonable and Allowed 

Amount (RAA) for both the base and time units.  The following formula will be used 

when calculating the Funds payment.  

Base Unit RAA + Time Unit RAA x 90% = Non -participating reimbursement  
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Non-participating M.D. or D.O. provider charges for treatments rendered within a 

non-participating hospital or facility will be subject to the deductible and payment 

will be made at 70% of the Funds Reasonable and Allowed Amount (RAA) for both 

the base and time units.  The following formula will be used when calculating the 

Funds payment. 

Base Unit RAA + Time Unit RAA x 70% = Non -participating reimbursement  

Non-participating CRNA charges will be subject to the deductible and payment will 

be made at 50% of the following formula:  

Base Unit RAA + Time Unit RAA x 70% x 50% = Non -participating reimbursement  

The Reasonable and Allowed Amount for a base unit and time unit is subject to many 

factors, such as, but not limited to, the geographical location of the administered 

service. Consequently, the reasonable allowance that the Plan will pay can vary. If you 

are scheduled to have an elective surgery, please do not forget to inquire about the 

network affiliation of the anesthesiologist prior to your surgery.  Should you discover 

prior to your elective surgery that the anesthesiologist does not participate, you ca n 

always request that the Plan try and negotiate with the anesthesiologist or try to find 

an in-network anesthesiologist. Should you be in that position, please do not hesitate 

to call the Fund Office at 219-940-6181 for assistance. 

ANNUAL OUT-OF-POCKET MAXIMUM  

The annual out-of-pocket maximum limits the amount of money a participant will 

have to pay toward his or her co-insurance obligation during a calendar year.  This is 

a form of financial protection and is designed to reduce your out -of-pocket costs 

should you or a family member experience a major health issue or injury.   

The Plan maintains two levels of out -of-pocket limits for individuals. Once the first 

limit is met, the Plan will pay one hundred percent (100%) of covered services 

rendered by a participating provider for the remainder of the calendar year.   

After the second annual maximum limit is met, the Plan will pay one hundred percent 

ȹƕƔƔǔȺɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯÈÓÓÖÞÈÉÓÌɯÌß×ÌÕÚÌɯÍÖÙɯÈɯÊÖÝÌÙÌËɯÚÌÙÝÐÊÌɯÙÌÕËÌÙÌËɯÉàɯÈɯÕÖÕ-

participating provider.  

Additionally, families can meet the annual family out -of-pocket maximum limit 

without each family member meeting their individual out -of-pocket maximum.  Once 

the family maximum is met, the Plan will pay in accordance to the percentages set 

forth in the subsequent chart. 
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How  It  Works : 

Once a participant has satisfied their annual deductible, the Plan will start making 

payment for the covered services received by a participant. Depending on the network 

affiliation of the provider, the Plan will either pay ninety percent (90%) or seventy 

percent (70%) of a predetermined referenced based fee for a covered service. The 

percentage of the non-reimbursable amount of the referenced based fee (either 10% or 

30% for medical claims or in the case of your pharmaceutical benefit, 20%) is termed 

co-insurance.  

3ÏÌɯÈÔÖÜÕÛɯÖÍɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÊÖ-insurance is tracked annually by the Fund.  During a 

ÊÈÓÌÕËÈÙɯàÌÈÙȮɯÚÏÖÜÓËɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÊÖ-insurance total $2,500.00, the claims for 

covered services rendered by a participating provider for the remainder of that 

ÊÈÓÌÕËÈÙɯàÌÈÙɯÞÐÓÓɯÉÌɯ×ÈÐËɯÈÛɯÖÕÌɯÏÜÕËÙÌËɯ×ÌÙÊÌÕÛɯȹƕƔƔǔȺɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯÈÓÓÖÞÈÕÊÌȭ 

Upon attaining $5,000.00 of co-insurance payments, the Fund will pay one hundred 

×ÌÙÊÌÕÛɯȹƕƔƔǔȺɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯÈÓÓÖÞÈÕÊÌɯÖÕɯÍÜÛÜÙÌɯÊÓÈÐÔÚɯÍÖÙɯÊÖÝÌÙÌËɯÚÌÙÝÐÊÌÚɯÙÌÕËÌÙÌËɯ

by a non-participating provider during the remainder of the calendar year.  

To summarize:  

If  Then 

 ɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÊÖ-insurance totals 

$2,500.00 

In-network claims are paid at 100% of 

the Fund allowance for covered services 

for the remainder of the calendar year 

 ɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÊÖ-insurance totals 

$5,000.00 

Out-of-network claims will be paid at 

100% of the Fund allowance for covered 

services for the remainder of the 

calendar year 

Two or more family members co -

insurance totals $5,000.00 

In-network claims for all eligible family 

members are paid at 100% of Fund 

allowance for covered services for the 

remainder of the calendar year 

Two or more family members co -

insurance totals $10,000.00 

Out-of-network claims for all eligible 

family members paid at 100% of Fund 

allowance for covered services for the 

remainder of the calendar year 

Important  

A. The annual out-of-pocket applies to each participant. 
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B. Some expenses are not counted toward your annual out-of-pocket maximum limit.  

Such expenses would include, but are not limited to, the following:  

1. Balance billing for health care expenses that exceed the Plans allowance. 

2. COBRA self-payments. 

3. Deductibles.  ɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÈÕÕÜÈÓɯËÌËÜÊÛÐÉÓÌɯËÖÌÚɯÕÖÛɯÈÊÊÜÔÜÓÈÛÌɯÛÖÞÈÙËɯ

their annual out -of-pocket expense. 

4. Dental expenses. 

5. Expenses that are incurred in excess of a limit or maximum.  

6. Expenses incurred for treatment or services that are not covered by the Plan-

including, but not limited to those non -×ÈÙÛÐÊÐ×ÈÛÐÕÎɯ×ÙÖÝÐËÌÙÚɀɯÊÏÈÙÎÌÚɯÛÏÈÛɯ

ÌßÊÌÌËɯÛÏÌɯ%ÜÕËɀÚɯÔÈßÐÔÜÔɯÈÓÓÖÞÈÉÓÌɯ×ÈàÔÌÕÛɯÈÔÖÜÕÛȭ  

7. Self-payments of monthly or quarterly self -payments. 

ANNUAL PHYSICALS 

The Fund recommends that each eligible participant have a physical once every 

calendar year. 

Participating provider charges will be subject to the deductible, and payable at 100% 

ÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛȭ 

Non-participating provider charges will be subject to the deductible and payable at 

ƛƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛȭ 

APPEALS  

If your claim has been denied in whole or in part, you may request a full and fair 

ÙÌÝÐÌÞɯȹÊÈÓÓÌËɯÈÕɯɁÈ××ÌÈÓɂȺɯÉàɯÛÏÌɯ!ÖÈÙËɯÖÍɯ3ÙÜÚÛÌÌÚɯÉàɯÍÐÓÐÕÎɯÈɯÞÙÐÛÛÌÕɯnotice of 

appeal with the Plan. 

Appeal  Timing  

A notice of appeal must be received at the Fund Office (the office of Fund Manager) 

not more than 180 days after you receive the written notice of denial of the claim. Your 

appeal is considered to have been filed on the date the written notice of appeal is 

received by the Fund Office. To appeal, write to: 

Board of Trustee 

of the 

Lake County, Indiana NECA - IBEW Health and Benefit Plan 

7200 Mississippi Street, Suite 300 

Merrillville, IN 46410  
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The review will not be performed by a person, or a subordinate of the person, who 

made the original claim denial.  

Appointment  of  Authorized  Representative 

A claimant may designate another individual to be an authorized representative and 

act on his or her behalf and communicate with the Plan with respect to a specific 

benefit claim or appeal of a denial. This authorization must be in writing, signed, 

notariz ed, and dated by the claimant, and include all the information required in the 

authorized representative form. The appropriate form can be obtained from the Plan 

Administrator or the Third -Party Administrator.  

The Plan will permit at its sole discretion and only in a medically urgent situation, 

ÚÜÊÏɯÈÚɯÈɯÊÓÈÐÔɯÐÕÝÖÓÝÐÕÎɯ4ÙÎÌÕÛɯ"ÈÙÌȮɯÈɯÊÓÈÐÔÈÕÛɀÚɯÛÙÌÈÛÐÕÎɯÏÌÈÓÛÏɯÊÈÙÌɯ×ÙÈÊÛÐÛÐÖÕÌÙɯÛÖɯ

ÈÊÛɯÈÚɯÛÏÌɯÊÓÈÐÔÈÕÛɀÚɯÈÜÛÏÖÙÐáÌËɯÙÌ×ÙÌÚÌÕÛÈÛÐÝÌɯÞÐÛÏÖÜÛɯÊÖÔ×ÓÌÛÐÖÕɯÖÍɯÛÏÌɯÈÜÛÏÖÙÐzed 

representative form. 

Should a claimant designate an authorized representative, all future communications 

from the Plan will be conducted with the authorized representative instead of the 

claimant, until such time the participant provides the Plan with their written and 

notariz ed instructions stating otherwise? A claimant can revoke the authorized 

representative at any time. A claimant may authorize only one person as an authorized 

representative at a time. 

Recognition as an authorized representative is completely separate from a Provider 

accepting an Assignment of Benefits, requiring a release of information, or requesting 

completion of a similar form. An Assignment of Benefits by a claimant shall not be 

recognized as a designation of the Provider as an authorized representative. 

Assignment and its limitations under this Plan are described in the section of this 

ËÖÊÜÔÌÕÛɯÛÐÛÓÌËɯɁ ÚÚÐÎÕÔÌÕÛɯÖÍɯ!ÌÕÌÍÐÛÚɂȭ 

Claim  Appeal  Process: 

1. You must submit all documents that the Trustees, in their sole discretion, deem 

necessary in order to consider your appeal. This includes, if necessary, a signed 

authorization allowing release of any records, including medical records, to the 

Trustees. 

2. You or your authorized representative may review pertinent documents and 

may submit comments and relevant information in writing. The Fund Office 

will not charge you for copies of documents you request in connection with an 

appeal.  

3. Upon written request, the Fund Office will provide reasonable access to, and 

copies of, all documents, records, or other information relevant to your claim.  
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4. If the Fund Office obtains an opinion from a medical or vocational expert in 

connection with your claim, the Fund Office will, on written request, provide 

you with the name of that expert.  

5. In deciding your appeal, the Board of Trustees will consider all comments and 

documents that you submit, regardless of whether that information was 

available at the time of the original claim denial. The review will not defer to 

the initial denial, and wil l consider all comments, documents, records, and 

other information submitted by you, without regard to whether such 

information was previously submitted or relied upon in the initial 

determination.  

6. If an appeal involves a medical judgment, such as whether treatment is 

medically necessary, the Board of Trustees may consult with a medical 

professional who is qualified to offer an opinion on the issue. If a medical 

professional was consulted in connection with the original claim denial, the 

Trustees will not consult with the same medical professional (or a subordinate 

of that person) for purposes of the appeal. 

Limitations  Period  

3ÏÌɯ/ÓÈÕɯ×ÙÖÝÐËÌÚɯÍÖÙɯÈɯɁÓÐÔÐÛÈÛÐÖÕÚɯ×ÌÙÐÖËȮɂɯÞÏÐÊÏɯÐÚɯÛÏÌɯ×ÌÙÐÖËɯÖÍɯÛÐÔÌɯÞÐÛÏÐÕɯÞÏÐÊÏɯ

any lawsuit must be filed. The limitations period is three years from the date of the 

Plan's notice advising you of the determination of your claim.  If you file a timely 

appeal, the limitations period is three years from the date of the Plan's notice advising 

you of the determination of your appeal.  Also, if your claim is denied and you fail to 

file a timely appeal, a lawsuit, even if filed within the limitations period, will be subject 

to dismissal because, as explained above, the Plan requires you to use the appeal 

process before filing a lawsuit. Note: AN APPEAL IS A CONDITION PRECEDENT 

TO FILING A LAWSUIT . Finally, if the Plan fails to send a notice advising you of the 

determination of your claim, the limitations period is three years from the date a 

determination was due under these claim and appeal procedures. 

Notification  Following  Review  

8ÖÜɯÞÐÓÓɯÉÌɯÐÕÍÖÙÔÌËɯÖÍɯÛÏÌɯ!ÖÈÙËɀÚɯËÌÊÐÚÐÖÕɯÈÚɯÚÖÖÕɯÈÚɯ×ÙÈÊÛÐÊÈÓȮɯÕÖÙÔÈÓÓàɯÞÐÛÏÐÕɯÍÐÝÌɯ

business days of the review.  The decision will be in writing.  When you receive the 

written decision, it will contain the reasons for the decision and specific references to 

the particular Plan provisions upon which the decision was based.  It will also contain 

a statement explaining that you are entitled to receive, upon request and free of charge, 

reasonable access to, and copies of, all documents, records, and other information 

relevant to your claim, and a statement of your right to bring an action under section 

502(a) of ERISA. If applicable, you will also be informed of your right to receive free 
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of charge upon request the specific internal rule, guideline, protocol, or similar 

criterion relied on to make the decision.  If the decision was based on a medical 

judgment, you will receive an explanation of that determination or a statement that 

such explanation will be provided free of charge upon request. Denial notices will be 

provided in a culturally and linguistically app ropriate manner to the extent required 

under applicable law.  

In addition to the above, a denial of a disability claim will also include:  

¶  ɯÚÛÈÛÌÔÌÕÛɯÙÌÎÈÙËÐÕÎɯàÖÜɯÈÕËɯàÖÜÙɯÈÜÛÏÖÙÐáÌËɯÙÌ×ÙÌÚÌÕÛÈÛÐÝÌɀÚɯÙÐÎÏÛÚȰɯÈÕË 

¶ A discussion of the decision, including an explanation of the basis for 

disagreeing with the views presented by you or the health care professionals 

treating you and/or the  vocational professionals who evaluated you; and/or the 

views of medical or vocational experts whose advice was obtained on behalf of 

the Plan in connection with your claim denial, without regard to whether the 

advice was relied upon in making the benefit d etermination; and if provided 

by you, the disability determination made by the Soci al Security 

Administration.  

If the Plan fails to make timely decisions or otherwise fails to comply with the 

applicable federal regulations, you may go to court to enforce your rights.  A claimant 

may not file suit against the Plan until the claimant has exhausted all these procedures. 

Time  Periods for  Processing Appeals  

Post-Service Claims - The Board of Trustees generally meets on a quarterly basis. If 

your request for review is received within 30 days preceding the date of such meeting, 

a determination may be made by no later than the date of the quarterly meeting 

following the appeal request.  

If special circumstances (such as the need to hold a hearing) require a further extension 

of time, a determination will be made not later than the third meeting of the Board of 

Trustees. Before the start of the extension, you will be notified in writing of the 

extension, and that notice will include a description of the special circumstances and 

the date on which the determination will be made.  

6ÏÌÕÌÝÌÙɯÛÏÌÙÌɯÈÙÌɯɁÚ×ÌÊÐÈÓɯÊÐÙÊÜÔÚÛÈÕÊÌÚɂɯÛÏÈÛɯÙÌØÜÐÙÌɯÛÏÈÛɯÛÏÌɯËÌÊÐÚÐÖÕɯÉÌɯËÌÓÈàÌËɯ

until the next following meeting, you will be advised in writing of why the extension 

of time was needed and when the appeal will be decided. 

When the Board of Trustees, in its discretion, determines that it can decide an appeal 

sooner than the time limits stated above, the Trustees will do so. 
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Once the Board of Trustees has decided on your appeal, the Plan will send you written 

notice of that decision. 3ÏÌɯÕÖÛÐÊÌɯÞÐÓÓɯÉÌɯÔÈÐÓÌËɯÞÐÛÏÐÕɯÍÐÝÌɯËÈàÚɯÖÍɯÛÏÌɯ!ÖÈÙËɀÚɯ

decision.  

Pre-Service Claims - For a pre-service claim, the Plan will notify you of the decision 

ÖÕɯÈ××ÌÈÓɯÞÐÛÏÐÕɯƗƔɯËÈàÚɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯÙÌÊÌÐ×ÛɯÖÍɯÛÏÌɯÈ××ÌÈÓȭɯ 

If a claimant whose pre-service claim was denied obtains the service or treatment that 

had been denied, the claim is no longer a pre-service claim and any appeal of the 

denial of the pre-service claim will be handled under the rules that apply to post -

service claims. 

Who May  Appeal? 

1. A claimant.  

2. A representative of a claimant. Provided you submit to the Plan a notarized 

appointment of authorized representation, another individual or a health care 

×ÙÖÍÌÚÚÐÖÕÈÓɯ ÞÐÛÏɯ ÒÕÖÞÓÌËÎÌɯ ÖÍɯ ÛÏÌɯ ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯ ÔÌËÐÊÈÓɯ ÊÖÕËÐÛÐÖÕɯ ÔÈàɯ

represent you in connection with ÈÕɯÈ××ÌÈÓȭɯ3ÖɯÖÉÛÈÐÕɯÈɯÊÖ×àɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ

appointment of authorized representation, please contact the Health and 

Benefit Plan. Any representation by another person will be at your own 

expense. 

APPRENTICE ELIGIBILITY  

Apprentice  eligibility  under  the Lake County  Indiana  NECA  ɬ I.B.E.W. Health  and 

Benefit Plan is comprised of three different  components.  

1. A Health  and Benefit Plan enrollment  component .  

2. An  hourly  component  (See section within  this specific provision  titled  Ɂ'ÖÜÙÓà 

1ÌØÜÐÙÌÔÌÕÛɂȺ and, 

3. A Local 697 JATC registration  requirement  componen t. (Please refer to the 

section within  this specific provision  titled  Ɂ) 3" Registration Requirement 

"ÖÔ×ÖÕÌÕÛɂȺ  

Apprentices  wishing  to be covered under  the Plan must satisfy each of the three 

components. Failure to meet any of these requirements will  result in you and any 

eligible  dependents being unable to receive benefits under  this Plan. 

The requirements of the aforementioned components are as follows:  
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Health  and Benefit  Plan Enrollment  Requirement  Component  

All  Apprentices  must be properly  enrolled  within  the Health  and Benefit Plan. This 

means that you have signed the required  enrollment  forms and supplied  the 

appropriate  supporting  documentation  to the Health  and Benefit Plan for  yourself  and 

any dependents. The specific requirements are the exact same for  apprentices as they 

are for  journeypersons and employees. Moreover,  they are clearly outlined  within  the 

section of this document titled  Ɂ$ÕÙÖÓÓÔÌÕÛȭɂ Find, read, understand this requirement,  

and make certain that you take the appropriate  steps to ensure your  proper  

enrollment.   

 

Warning : Missing, or incomplete enrollment forms, or the untimely completion and/or 

untimely submission of the enrollment form, and/or requested documents will result in the 

individuals being unable to claim benefits from this Plan. Consequently, any bills incurred 

×ÙÐÖÙɯÛÖɯÛÏÌɯ/ÓÈÕɀÚɯÌÕÙÖÓÓÔÌÕÛɯÖÍɯàÖÜɯÈÕËɤÖÙɯÈÕàɯÌÓÐÎÐÉÓÌɯËÌ×ÌÕËÌÕÛɯÞÐÓÓɯÙÌÔÈÐÕɯÛÏÌɯÚÖÓÌɯ

responsibility of the participant.  

 

Warning  #2: You are advised that: 

 

ü The Benefit Fund Office is a separate entity than the JATC school, the Local 697 

Union Office and the Local 697 FCU.  

ü These offices do not  share your personal information and documentation with or 

amongst each other.  

ü You are solely responsible for making certain that you provide the Plan with the 

ÕÌÌËÌËɯ ËÖÊÜÔÌÕÛÈÛÐÖÕɯ ÈÚɯ ÖÜÛÓÐÕÌËɯ ÈÕËɯ Ìß×ÓÈÐÕÌËɯ ÞÐÛÏÐÕɯ ÛÏÌɯ Ɂ$ÕÙÖÓÓÔÌÕÛɂɯ

provision of this Plan. 

 

Warning  #3 All  apprentices are advised that their failure to adhere to the enrollment, 

eligibility or JATC registration requirement at any time while covered under this Plan may 

result in a loss of coverage for themselves or any eligible dependents under this Plan.  

Health  and Benefit  Plan Hourly  Requirement  

Apprentices  are advised that coverage under  the Plan is divided  into  four  benefit 

periods which  are known  as work  quarters. Each work  quarter consists of three 

consecutive calendar months: January through  March, April  through  June, July 

through  September, and October through  December.  

Calendar quarters in which  the Fund received hourly  contributions  on an 

 ××ÙÌÕÛÐÊÌɀÚ behalf are termed Ɂ6ÖÙÒ 0ÜÈÙÛÌÙÚɂȭ  

A  Ɂ0ÜÈÙÛÌÙ of "ÖÝÌÙÈÎÌɂ is credited when contributions/self -payments are made for  

the required  number of hours during  a Ɂ6ÖÙÒ 0ÜÈÙÛÌÙȭɂ  



 

108 | P a g e 

Work Quarter  Quarter of Coverage  

January, February, March July, August, September 

April, May June  October, November, December 

July, August, September January, February, March 

October, November, December April, May June  

 

Please note that there exists an administrative  ɁÓÈÎ ØÜÈÙÛÌÙɂ that separates a work  

quarter from  its corresponding  quarter of coverage. Meaning: Contributions  received 

for  covered worked  performed  in any work  quarter do not provide  coverage in the 

subsequent calendar quarter of coverage. Rather, it  skips a quarter.  

Included  Health  

All  apprentices need to familiarize  themselves with  the Included  Health  benefit  

and download  their  app. Please reference the Ɂ(ÕÊÓÜËÌË 'ÌÈÓÛÏɂ benefit  

description  within  this  document  for  more information .  

Initial  Eligibility  

Apprentices  seeking coverage under the Lake County  Indiana, NECA  ɬ I.B.E.W. 

Health  and Benefit Plan for  the first  time can obtain their  initial  eligibility  under  this 

Plan in one of two  ways; fast-tracked eligibility  or standard eligibility.  

Fast Tracked Eligibility : Initial eligibility for all Apprentices may be expedited if:  

1. Upon enrollment, the participant provides the Plan with a letter of 

creditable coverage indicating that they had health insurance coverage 

within the prior sixty -two (62) calendar days of being eligible under this 

Plan. And,  

2. During the prior six -month period in which the participant was not covered 

under this Plan, 160 hours of employer contributions were accumulated.  

If those two conditions are met, initial coverage will begin on the first day of the first 

month following  the month in which the 160 hours were received by the Plan. The 

initial period of coverage will be the remainder of the calendar quarter in which you 

became eligible and the successive calendar quarter. 

Standard Initial  Eligibility:  For apprentices who  cannot provide  a letter of creditable 

coverage indicating  health insurance coverage within  the prior  sixty-two  (62) calendar 

days of being eligible  under  this Plan, a requirement  of at least 324 hours of employer  

contributions  must be accumulated. Said accumulation  will  encompass the employer  
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contributions  made to the Health  and Benefit Plan on your  behalf in the immediate  

six-month  period  in which  you were not covered under  this Plan, prior  to regaining 

eligibility.   

Upon meeting the aforementioned requirements, the ×ÈÙÛÐÊÐ×ÈÕÛɀÚ initial  eligibility  

will  begin on the first  day of the following  month in which the 324 hours were received 

by the Plan. The initial period of coverage will be the remainder of the calendar quarter 

in which you became eligible and the successive calendar quarter. 

JATC Registration  Requirement  Component  

All  Apprentices  must be and remain registered within  the Local 697 JATC program  to 

be covered under  the apprenticeship eligibility  provision  of this Plan.  

Termination  of  Eligibility  

Eligibility for benefits under this Plan will cease for you and any dependent if any of the 

following events occur:  

  

A. Withdrawal  or Expulsion  from  the Local 697 JATC program  will  terminate 

your  eligibility  under  the Plan at the end of the month  in which  either of those 

two  events occurred.  

B. Should  you fail  to earn enough hours , your  eligibility  under  the Plan will  cease 

at the beginning  of the coverage quarter that corresponds to the work  quarter 

in which : 

ü The minimum  number of required  hours of employer  contributions  for  

your  classification were not received and/or, 

ü The participant  failed to timely  make the required  self-payment.  

 

Insufficient Work Hours Received in 

Quarters  

Will Result in a Lapse in Eligibility for 

Benefits in Quarter of Coverage  

January, February, March July, August, September 

April, May June  October, November, December 

July, August, September January, February, March 

October, November, December April, May June  

 

C. You intentionally  or unintentionally  act fraudulently  or make material  

misrepresentation of fact.  
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Upon the cessation of your  eligibility,  you will  be offered the chance to continue your  

coverage under  the provisions  set forth  within  the Consolidated Omnibus Reduction 

Act  (C.O.B.R.A.) of 1984. Be advised that C.O.B.R.A. premiums  are un-subsidized and 

if  elected, you will  be required  to pay at the current  journeypersons C.O.B.R.A. rate.  

ASSIGNMENT OF BENEFITS 

3ÏÌɯÛÌÙÔɯɁ ÚÚÐÎÕÔÌÕÛɯÖÍɯ!ÌÕÌÍÐÛÚɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÈÙÙÈÕÎÌÔÌÕÛ whereby the Plan 

participant assigns his or her right to seek and receive payment from the Plan for 

covered expenses to a provider, in strict accordance with the conditions and 

limitations of such  rights provided under the terms of  this Plan Document. 

An assignment is not a grant of authority to act on a claimant's behalf in pursuing and 

appealing a benefit determination under a plan.  

The following conditions and limitations apply to an assignment of benefits:  

1. The validity of an assignment of benefits by a Plan participant to a provider is 

limited by the terms of this Plan Document. An assignment of benefits is 

considered valid on the condition that the provider accepts the payment 

received from the Plan as consideration, in full, for covered expenses for 

services, supplies and/or treatment rendered. This amount does not include 

any cost sharing amounts (i.e. copayments, deductibles, or co-insurance), or 

charges for non-covered services; the provider may bill the  Plan participant 

directly for these amounts.  

2. An assignment of benefits cannot be inferred, implied, or transferred. An 

assignment of benefits must be made by the Plan participant to the provider 

directly through a valid written instrument that is signed and dated by the Plan 

participant.  

3. Unless specifically prohibited by a participant, a provider with a valid 

assignment of benefits AND a notarized appointment of authorized 

representative may exhaust, on behalf of the Plan participant, any 

administrative remedies available under the terms o f the Plan Document, 

including initiating an appeal of an adverse benefit determination in 

accordance with the terms of the Plan Document. Notwithstanding the 

foregoing, the Plan participant does not, under any circumstances, including 

but not limited to t he periods of time he or she is a participant in the Plan, or 

following his or her termination as a participant, in any manner have the right 

to assign to any provider (or his or her representative) through an assignment 

of benefits any right to initiate a ny cause of action against the Plan that the Plan 

participant them self may be afforded under applicable law. This includes, but 

is not limited to, any right to bring suit as such is afforded to Plan participants 
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under ERISA section 502(a). The assignment of any right to initiate suit against 

the Plan to a provider is strictly prohibited.  

A Provider which accepts an assignment of benefits, in accordance with this 

Plan as consideration in full for services rendered, is bound by the rules and 

provisions set forth within the terms of this document.  

4. An assignment of benefits does not grant the provider any rights other than 

those specifically set forth herein. 

5. The Plan Administrator may disregard an assignment of benefits at 

its discretion and continue to treat the Plan participant as the sole recipient of 

the benefits available under the terms of the Plan. 

6. An assignment of benefits by a participant to a provider will not constitute the 

appointment of an authorized representative.  

By submitting a claim to the Plan and accepting payment by the Plan, the provider is 

expressly agreeing to the foregoing conditions and limitations of an assignment of 

benefits in addition to the terms of  the Plan Document. The provider further agrees 

that: 

A. 3ÏÌɯ ×ÈàÔÌÕÛÚɯ ÙÌÊÌÐÝÌËɯ ÊÖÕÚÛÐÛÜÛÌɯ ÈÕɯ ȿÈÊÊÖÙËɯ ÈÕËɯ ÚÈÛÐÚÍÈÊÛÐÖÕɀɯ ÈÕËɯ

consideration, in full, for the covered expenses for services, supplies and/or 

treatment rendered.  

B. The conditions and limitations of an assignment of benefits as set forth herein 

shall supersede any previous terms and/or agreements.  

C. The specific condition that the patient not be balance billed for any amount 

beyond applicable cost sharing amounts (i.e. copayments, deductibles, or co-

insurance), or charges for non-covered services; the provider may bill the Plan 

participant directly fo r these amounts. 

D. If the Plan seeks to recoup funds from a provider, due to the providers: error, 

fraud , or misstatement, said provider shall, as part of its assignment of benefits 

from the Plan, abstain from billing the claimant for any outstanding amount(s).  

If a provider refuses to accept an assignment of benefits under the conditions and 

limitations as set forth herein, any covered expenses payable under the terms of the 

Plan Document will be payable directly to the Plan participant, and the Plan will be 

deemed to have fulfilled its obligations with respect to such covered expense.  

ASSISTANT SURGEONS 

Participants are reminded that all surgeries require pre -certification / prior approval.  

The decision to request an assistant surgeon for your elective surgery remains the 

responsibility of the primary surgeon and is generally based upon the complexity of 



 

112 | P a g e 

the surgical procedure. As such, the primary surgeon should disclose the need for an 

assistant surgeon to you prior to your elective surgery so that you can determine the 

network affiliation and subsequent out -of-pocket expense.  

Should you discover prior to your elective surgery that the assistant surgeon does not 

×ÈÙÛÐÊÐ×ÈÛÌɯÐÕɯÛÏÌɯ/ÓÈÕɀÚɯÕÌÛÞÖÙÒȮɯàÖÜɯÊÈÕɯÈÓÞÈàÚɯÙÌØÜÌÚÛɯÛÏÌɯ/ÓÈÕɯÛÖɯÛÙàɯÈÕËɯÕÌÎÖÛÐÈÛÌɯ

with the assistant surgeon or try to find an in -network assistant surgeon prior t o the 

surgery taking place.  

Participants are advised that there are procedures that almost never require the 

services of an assistant surgeon. Therefore, the Plan reserves the right to refuse or 

withhold payment  for such services until the need is quantified in accordance to plan 

provisions and the standards or concepts supported by the American College of 

Surgeons and certain other surgical specialty organizations.  

Assistant surgeon benefits are available for one assistant surgeon per inpatient 

operative session when: 

¶ The hospital does not employ a house staff of surgeons or surgical residents, 

¶ When the hospital surgeons or surgical residents are unavailable to assist the 

surgeon, or 

¶ When necessitated by law. 

Participating provider charges will be subject to the deductible and will be payable at 

the negotiated rate. 

Non-participating provider charges will be subject to the deductible, and will be 

calculated using the following formula:  

ǚɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯÈÔÖÜÕÛɯȹ1  ȺɯÖÍɯÛÏÌɯÚÜÙÎÌÖÕɯßɯƛƔǔ 

NOTE : The Plan understands that: 

¶ Ɂ ÓÔÖÚÛɯÕÌÝÌÙɂɯËÖÌÚɯÕÖÛɯÐÔ×ÓàɯÛÏÈÛɯÛÏÌɯÚÌÙÝÐÊÌÚɯÖÍɯÈÕɯÈÚÚÐÚÛÈÕÛɯÚÜÙÎÌÖÕɯÈÙÌɯ

never needed.  

¶ That patient characteristics can have an impact on the need for an assistant 

surgeon.  

¶ The qualifications of the assistant surgeon may vary with the nature of the 

operation, the surgical specialty and the type of hospital or ambulatory surgical 

facility.  

Consequently, if your assistant surgeon bill is rejected, your surgeon will need to 

provide the Plan with a written explanation as to the reason the assistant surgeon was 

needed as well as any supporting documentation as required by the Plan. 
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BARIATRIC (Obesity) SURGERY 

Precertification is required before the Plan can make payment for bariatric services. 

Your precertification request should include:   

¶ 3ÏÌɯ ×ÈÛÐÌÕÛɀÚɯ ÊÖÔ×ÓÌÛÌɯ ÔÌËÐÊÈÓɯ ÙÌ×ÖÙÛȮɯ ÞÐÛÏɯ ÔÌËÐÊÈÓɯ ËÐÈÎÕÖÚÐÚɯ ÈÕËɯ ÈÕàɯ

supporting documentation.  

¶ A pre-operative evaluation by a licensed psychologist and/or licensed board-

certified psychiatrist qualified in the assessment and diagnosis of mental health 

illness, who also has familiarity with bariatric surgery procedures, follow -up, 

and required behavioral changes. 

¶ Documentation of  ÛÏÌɯ×ÈÛÐÌÕÛɀÚɯÏÐÚÛÖÙàɯof weight loss through a structured diet 

program, prior to the bariatric surgery, which includes physician or other 

health care provider notes and/or diet or weight loss logs from a structured 

weight loss program for a minimum of six months.  

¶ Any supporting documentation requested to obtain precertification and to 

determine that surgery is not being performed for any cosmetic reason. 

Participating provider charges will be subject to the deductible, and payable at 90% of 

the negotiated rate. 

Non-participating provider charges will be subject to the deductible and payment will 

be made at 70% of the Funds Reasonable and Allowable Amount (RAA) 

Participants are reminded that they must comply with all presurgical 

recommendations of their physicians in order for this surgery to be effective.   

Warning:  

¶ Band adjustments are covered only up to the first year following the surgery and require 

precertification. 

¶ Participants are advised that if they are receiving laparoscopic sleeve gastrectomy 

(LSG) as a first step procedure with the second stage procedure being gastric by-pass, 

the Plan requires that the participant pre-certify / prior approve the gastric by-pass.  

¶ The reversal of the gastric bypass surgery will require the patient to submit a detailed 

assessment to rule out that the poor response to the primary bariatric surgery is due to 

anatomic causes that led to inadequate weight loss or weight regain, rather than the 

×ÈÛÐÌÕÛɀÚɯ×ÖÚÛ-operative behavior, and/or decision not to follow the prescribed diet and 

lifestyle changes. 

¶ /ÈÕÕÐÊÜÓÌÊÛÖÔàɯÖÙɯÛÏÌɯɁÙÌ-ÊÖÕÛÖÜÙÐÕÎɂɯÛÖɯÙÌÔÖÝÌɯÓÖÖÚÌɯÚÒÐÕɯÐÚɯÕÖÛɯÈɯÊÖÝÌÙÌËɯÉÌÕÌÍÐÛɯÖÍɯ

the Plan.  

¶ Surgeries that are the result of motivations that are of a cosmetic nature are not covered. 
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BENEFICIARY  

The Plan will pay the proceeds of the Life Insurance policy to the beneficiary  (ies) you 

designated and who is on record with the Fund Office at the time of death.   

Participants are advised that: 

¶ Only you can name your beneficiary. As such, it is your responsibility to see 

that the person or persons you wish to receive your life insurance proceeds 

have been properly named and that those beneficiaries are on file at the Health 

and Benefit Plan office. 

¶ You may name more than one beneficiary. 

¶ If you name more than one beneficiary, you will need to identify the percentage 

of the amounts each beneficiary is to receive.  

¶ If you do not identify the percentage amounts of each beneficiary, then the Plan 

will pay each beneficiary equally.  

¶ (ÍɯÈÕàɯËÌÚÐÎÕÈÛÌËɯÉÌÕÌÍÐÊÐÈÙàɯËÐÌÚɯÉÌÍÖÙÌɯàÖÜȮɯÛÏÈÛɯÉÌÕÌÍÐÊÐÈÙàɀÚɯÙÐÎÏÛɯÛÖɯÛÏÐÚɯ

/ÓÈÕɀÚɯÉÌÕÌÍÐÛɯÛÌÙÔÐÕÈÛÌÚȭ 

¶ You can change your beneficiaries at any time. 

¶ You will want to review your beneficiary designations on file with this and each 

Benefit program offered by the International Brotherhood of Electrical 

Workers, Local 697, if your: 

3. Marital status changes, 

4. Number of dependents changes, 

5. An existing beneficiary predeceases you. 

All changes must be in writing and will become effective on the date the document(s) 

are received at the Fund Office. Changes received by the Fund Office after your death 

will not be honored, even if those changes were postmarked prior to the date of death. 

To change your beneficiary(s), contact the Fund Office at 219-940-6181 or go online to 

www.ibew697benefits.com . 

Selecting a Beneficiary  

A beneficiary can be an individual, an institution, an organization, a trust, or your 

estate. Beneficiaries can also be the children of the beneficiaries that you designate on 

the beneficiary form. You can choose primary and contingent beneficiaries. Your 

primary beneficiary  (ies) receives benefits at the time of your death. If a form includes 

more than one person, the benefits are paid proportionately among the living 

beneficiaries unless you specify otherwise. If there are no living primary beneficiaries 

at the time of your death the benefits will become payable to your contingent 

http://www.ibew697benefits.com/


 

115 | P a g e 

beneficiary (ies). If none of the beneficiaries are living at the time of your death, or you 

did not provide the Plan a completed beneficiary form, benefits will be paid as follows:  

1. As decreed within a Court order.  

2. In the absence of a Court order, benefits will be paid in the following order:  

a. Your spouse, 

b. Your children,  

c. Your parents, 

d. Your brothers and sisters, 

e. Your estate. 

Important : Did you know that incomplete information can make it difficult for 
the Plan to find your beneficiaries? 

3ÖɯÏÌÓ×ɯÌÕÚÜÙÌɯÛÏÈÛɯàÖÜÙɯÉÌÕÌÍÐÊÐÈÙÐÌÚɯÙÌÊÌÐÝÌɯÛÏÌÐÙɯÚÜÙÝÐÝÖÙɯÉÌÕÌÍÐÛÚȮɯÐÛɀÚɯimportant  

that we have complete information on file to locate them at all times. This includes 

ÌÈÊÏɯÉÌÕÌÍÐÊÐÈÙàɀÚɯÕÈÔÌȮɯÈËËÙÌÚÚȮɯÛÌÓÌ×ÏÖÕÌɯÕÜÔÉÌÙȮɯÈÕËɯËÈÛÌɯÖÍɯÉÐÙÛÏȮɯ2ÖÊÐÈÓɯ2ÌÊÜÙÐÛàɯ

Number or Taxpayer Identification Number and relationship to you and the portion 

of the benefits to which they are entitled.  

To update or change your beneficiary designation, please visit us online at 

www.ibew697benefits.org  and download the Designation of Beneficiary form. 

Remember, you will need to have the document notarized prior to mailing it back to 

the Benefit Fund Office. Forms that are not notarized will be returned to the sender.  

(ÍɯàÖÜɯËÖÕɀÛɯÏÈÝÌɯÊÖÔ×ÜÛÌÙɯÈÊÊÌÚÚȮɯ×ÓÌÈÚÌɯËÖɯÕÖÛɯÏÌÚÐÛÈÛÌɯÛÖɯÊÈÓÓɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯÈÛɯƖƕƝ-

940-6181. 

BIRTH 

Parents of newborn children  will be provided a sixty -day (60) grace period from the 

ËÈÛÌɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯÉÐÙÛÏɯÛo enroll their child into the Plan and submit the proper and 

required documentation  as identified within this section .  

In order to enroll your child into the Plan, you will need to submit the following:  

¶ A completed enrollment form.  

¶  ɯÊÖ×àɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯÉÐÙÛÏɯÊÌÙÛÐÍÐÊÈÛÌȭ 

¶  ɯÊÖ×àɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯ2ÖÊÐÈÓɯ2ÌÊÜÙÐÛàɯÊÈÙËȭ 

¶ Information on any other health care coverage the child has, including the 

×ÖÓÐÊàÏÖÓËÌÙɀÚɯÕÈÔÌɯÈÕËɯ2ÖÊÐÈÓɯ2ÌÊÜÙÐÛàɯÕÜÔÉÌÙȮɯ×ÖÓÐÊàɯÕÈÔÌȮɯ×ÖÓÐÊàɯÕÜÔÉÌÙɯ

and mailing address. 

http://www.ibew697benefits.org/
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If both you and your spouse are covered as participants, you both may cover your 

ÌÓÐÎÐÉÓÌɯËÌ×ÌÕËÌÕÛÚɯÜÕËÌÙɯÛÏÌɯ×ÓÈÕȭɯ'ÖÞÌÝÌÙȮɯàÖÜɯÈÕËɯàÖÜÙɯËÌ×ÌÕËÌÕÛÚɀɯÏÌÈÓÛÏɯÊÈÙÌɯ

coverage will be coordinated so the Plan will not pay more than 100% of the covered 

expenses for services and supplies. 

Warning:  Failure to submit properly completed forms and all supporting documentation in 

their entirety within the sixty (60) day period will result in the Plan:  

1. Ceasing future payments of benefits for the child; and  

2. Demanding reimbursement for any claims that the Plan has paid prior on the child from 

the participant.  

3. The submission of documentation and/or a properly completed enrollment form after 

the sixty (60) day grace period will neither result in the Plan making payments toward 

claims incurred during that grace period, nor will it cause the Plan to reverse its 

demand for reimbursement. As such, claims incurred during that time will remain the 

responsibility of the participant.  

Remember: While covered under this Plan and until the dependent obtains the age 

26, the employee is responsible to timely notify and provide the Plan with accurate 

and complete information needed to administer their dependents Health Benefit Plan, 

including, but not limited to:  

¶ Other health Benefit coverage and other insurance Benefits the eligible 

dependent may have in addition to your coverage with this Plan.   

¶ Changes in the ËÌ×ÌÕËÌÕÛɀÚɯÔÈÙÐÛÈÓɯÚÛÈÛÜÚȭ 

¶ Changes in the dependentɀÚ status. (Births, Adoptions, Separations, Divorce, 

Death) 

¶ Changes in the dependents contact information.  

Failure to timely notify the Fund Office in writing of any of the above will result in the 

employee being responsible for the immediate and full remuneration of any erroneous 

payments made by the Plan and may result in the loss of eligibility for not only that 

participant but for the entire family.  

BREAST PUMPS 

In conjunction with each new pregnancy, and only up until one year postpartum, the 

Plan will provide a maximum allowance of $150.00 toward the purchase or rental of a 

breast pump. 

Breast pumps purchased from a participating or non-participating provider will be 

ÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯËÌËÜÊÛÐÉÓÌɯÈÕËɯ×ÈÐËɯÈÛɯƝƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ

Amount.  
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Warning:  The Plan will not pay for: 

¶ Breast pump expenses above the Funds allowable limit. 

¶ Breast pump replacement parts. 

¶ Breast pumps purchased prior to the birth of the child. 

CARDIAC REHABILITATION  

Inpatient Cardiac Rehabilitation:  Precertification is required for intensive cardiac 

rehabilitation (ICR) and cardiac rehabilitation services provided in an inpatient setting 

when the inpatient admission has been previously authorized by the Plan.  

Phase II outpatient cardiac rehabilitation require precertification provided:  

Warning:  Phase III and phase IV cardiac rehabilitation programs are considered maintenance 

programs and therefore are NOT considered medically necessary by the Plan regardless of the 

completion of any outpatient, medically necessary and supervised, phase II cardiac 

rehabilitation. 

Participating provider charges  will be subject to the deductible, and payable at 90% 

of the Reasonable and Allowed Amount.  

Non -participating provider charges  will be subject to the deductible and payment 

ÞÐÓÓɯÉÌɯÔÈËÌɯÈÛɯƛƔǔɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯȹ1  Ⱥ. 

CARE MANAGEMENT AND/OR CASE MANAGEMENT  

The Lake County Indiana NECA ɬ I.B.E.W. Health and Benefit Plan provides you and 

your eligible dependents with a health care benefit plan that financially protects you 

from significant health care expenses and provides you with quality care.  While part 

of increasing health care costs results from new technology and important  medical 

advances, another significant cause is the way health care services are administered 

and used.  

Regarding the latter, the Plan has contracted with a care management company to 

identify and assist individuals with conditions requiring extensive or on -going 

medical services and/or prescription medications.  The program is not intended to 

diagnose or treat medical conditions, guarantee benefits, make payments, or validate 

eligibility for Plan coverage.  The program focuses on: 

1. Making recommendations regarding the appropriateness and medical 

necessity of specified health services, which may be grounds for denying 

benefits under the Plan, and, 

2. Ensuring timely, coordinated access to medically appropriate levels of health, 

support services and continuity of care through the initial and ongoing 
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assessment of the participants, and other family members', needs and personal 

support systems.  

Warning:  You and any eligible dependents are required to cooperate with the Plans 

affiliated case management program, when deemed applicable, or benefits may not be 

payable under the Plan. 

How  it  Works  

A case manager consults with the patient and the attending physician  to develop a 

plan of care for the patient. This plan of care may include some or all of the following:  

Personal support to the patient 

Contacting the family to offer assistance and support. 

 Monitoring hospital or skilled nursing facility confinement  

 Determining alternative care options; and  

 Assisting in obtaining any necessary equipment and services 

Once an agreement has been reached, the Fund Manager will direct the Plan to cover 

medically necessary expenses as stated in the treatment plan. Unless specifically 

×ÙÖÝÐËÌËɯÛÖɯÛÏÌɯÊÖÕÛÙÈÙàɯÐÕɯÛÏÌɯ%ÜÕËɀÚɯÐÕÚÛÙÜÊÛÐÖÕÚȮɯreimbursement for expenses 

incurred in connection with the treatment plan shall be subject to all Plan limits and 

cost sharing provisions. 

Note: 

A. Participants are informed that the case manager may require your assistance in 

obtaining your medical records and documents from your physician or medical 

provider.  These documents are needed to determine the reason why a particular 

procedure, service, or treatment was chosen or recommended, whether or not it is 

medically necessary, or even appropriate for the circumstances, and whether the 

procedure is covered.  

B. The Plan may elect, in its sole discretion, to provide alternative benefits that are 

otherwise excluded under the Plan. This would generally occur when the 

alternative benefit would be beneficial to the patient and the Plan.  

C.  ÕɯÐÕËÐÝÐËÜÈÓɀÚɯ×ÈÙÛÐÊÐ×ÈÛÐÖÕɯÞÐÛÏÐÕɯÛÏÐÚɯ×ÙÖÎÙÈÔɯÚÏÈÓÓɯÉÌɯËÌÛÌÙÔÐÕÌËɯÖÕɯÈɯÊÈÚÌ-

by-ÊÈÚÌɯÉÈÚÐÚȮɯÈÕËɯÛÏÌɯ/ÓÈÕɀÚɯËÌÛÌÙÔÐÕÈÛÐÖÕɯÛÖɯ×ÙÖÝÐËÌɯÛÏÌɯÉÌÕÌÍÐÛÚɯÐÕɯÖÕÌɯÐÕÚÛÈÕÊÌɯ

shall not obligate the Plan to provide the same or similar alternative benefits for 

the same or any other covered person, nor shall it be deemed to waive the right of 

the Plan to strictly enforce the provisions of the Plan. As such, participants are 

informed that each treatment plan is individually tailored to a specific patient and 
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should not be seen as appropriate or recommended for any other patient, even one 

with the same diagnosis. 

D. 3ÏÌɯ/ÓÈÕɀÚɯÊÈÚÌɯÔÈÕÈÎÌÔÌÕÛɯ×ÙÖÎÙÈÔɯÐÚɯËÙÐÝÌÕɯÉàɯØÜÈÓÐÛà-based outcomes such 

as, but not limited to:  

1. The participants improved and/or maintained functional status.  

2. The participants improved and/or maintained clinical status.  

3. The participants enhanced quality of life and/or quality of life satisfaction.  

4. 3ÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÈËÏÌÙÌÕÊÌɯÛÖɯÛÏÌɯÊÈÙÌɯ×ÓÈÕȭ 

5. 3ÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÈÜÛÖÕÖÔàȭ 

6. The participants improved safety.  

7. Improvement in the reduction of out -of-pocket expenses when possible.  

CERTIFIED REGISTERED NURSE ANESTHETISTS - CRNA 

Certified registered nurse anesthetists (CRNAs) can work independently or in 

collaboration with surgeons, anesthesiologists, dentists, podiatrists, and other 

professionals to ensure the safe administration of anesthesia. Some of their 

responsibilities incl ude providing pain management, assisting with stabilization 

services, and overseeing patient recovery. These services may be used through all 

phases of surgery and for diagnostic, obstetrical, and therapeutic procedures as well. 

Participating CRNA charges will be subject to the deductible and annual out -of-pocket 

limits and payable  at 90% of the negotiated rate. 

Non -participating CRNA provider  charges for treatments rendered within a 

participating hospital or facility  will be subject to the deductible and annual out -of-

×ÖÊÒÌÛɯÓÐÔÐÛÚɯÈÕËɯ×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÔÈËÌɯÈÛɯƝƔǔɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ

Amount (RAA) for both the base and time unit.  The following formula will be used 

when calculating the Funds payment.  

Base Unit RAA + Time Unit RAA x 90% = non -participating reimbursement  

CRNA provider charges that are submitted in conjunction with an Anesthesiologist 

provider charge for treatments rendered within any participating hospital or facility 

will be  subject to the deductible and annual out-of-pocket limits and payment will be 

ÔÈËÌɯÈÛɯƝƔǔɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯȹ1  ȺɯÍÖÙɯÉÖÛÏɯÛÏÌɯÉÈÚÌɯ

and time unit and divided 50/50 between the two professionals.  The following formula 

will be used when calculating the Funds payment.  

Base Unit RAA + Time Unit RAA x 90% / 2 = non -participating reimbursement  

Non-participating CRNA provider charges that are administered for or with other 

true emergency  treatments and rendered within a non -participating hospital or 
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facility  will be subject to the deductible and annual out -of-pocket limits and payment 

ÞÐÓÓɯÉÌɯÔÈËÌɯÈÛɯƝƔǔɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯȹ1  ȺɯÍÖÙɯÉÖÛÏɯ

the base and time unit. The following formula will be used when calculating the Funds 

payment. 

Base Unit RAA + Time Unit RAA x 90% = non -participating reimbursement  

Non-participating CRNA provider charges for non-emergent treatments rendered 

within a non -participating hospital or facility  will be subject to the deductible and 

annual out -of-×ÖÊÒÌÛɯ ÓÐÔÐÛÚɯ ÈÕËɯ ×ÈàÔÌÕÛɯ ÞÐÓÓɯ ÉÌɯ ÔÈËÌɯ ÈÛɯ ƛƔǔɯ ÖÍɯ ÛÏÌɯ %ÜÕËɀÚɯ

Reasonable and Allowed Amount (RAA) for both the base and time unit.  The 

ÍÖÓÓÖÞÐÕÎɯÍÖÙÔÜÓÈɯÞÐÓÓɯÉÌɯÜÚÌËɯÞÏÌÕɯÊÈÓÊÜÓÈÛÐÕÎɯÛÏÌɯ%ÜÕËɀÚɯ×ÈàÔÌÕÛȭ 

Base Unit RAA + Time Unit RAA x 70% = non -participating reimbursement  

CRNA provider charges that are submitted in conjunction with an Anesthesiologist 

provider charge for treatments rendered within any non-participating hospital or 

facility will be  subject to the deductible and annual out-of-pocket limits.  Payment will 

be made at the maximum allowable amount for both the base and time unit and 

multiplied by the higher of the net -work affiliation rate of the two and split 50/50.  If 

both the CRNA and Anesthesiologist do not participate, then the Reasonable and 

Allowed Amounts w ill be multiplied by 70%.  The following formula will be used 

when calculating the Funds payment.  

Base Unit RAA + Time Unit RAA x 70% / 2 = non-participating reimbursement . 

CHEMOTHERAPY 

Precertification is necessary prior to receiving any chemotherapy treatment. 

Chemotherapy  treatments received in  a level  Ɂ ɂ hospital  facility  will  be paid  as 

follows:  

¶ Facility fees will be paid at 100% of the Reasonable and Allowed Amount and 

will not be subject to the annual deductible.  

¶ Physician charges will be paid in accordance with the network affiliation of the 

medical professional rendering treatment. Consequently:  

a. If the physician or professional rendering service is an employee of the 

ÏÖÚ×ÐÛÈÓȮɯÛÏÌÕɯÛÏÌɯ/ÓÈÕɯÞÐÓÓɯÕÖÛɯÔÈÒÌɯÈÕàɯ×ÈàÔÌÕÛɯÈÚɯÛÏÈÛɯ×ÙÖÍÌÚÚÐÖÕÈÓɀÚɯ

salary is incorporated within the facility fee.  

b. If the physician or medical professional rendering service is a 

participating provider, then the Plan will pay 90% of the Reasonable and 

Allowed Amount (RAA).  
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c. If the physician or medical professional rendering service is a non-

×ÈÙÛÐÊÐ×ÈÛÐÕÎɯ×ÙÖÝÐËÌÙȮɯÛÏÌÕɯÛÏÌɯ/ÓÈÕɀÚɯ×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯ

ËÌËÜÊÛÐÉÓÌɯÈÕËɯÞÐÓÓɯÉÌɯ×ÈÐËɯÈÛɯƛƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1  ȭ 

Chemotherapy  treatments received in  a level  ɁBɂ hospital  facility  will  be paid  as 

follows:  

¶ Facility fees will be paid at 90% of the Reasonable and Allowed Amount and 

will be subject to the annual deductible and annual out of pocket maximums.  

¶ Physician charges will be paid in accordance with the network affiliation of the 

medical professional rendering treatment.  Consequently: 

o If the physician or professional rendering the service is an employee of 

the hospital, then the Plan will not make any payment as that 

×ÙÖÍÌÚÚÐÖÕÈÓɀÚɯÚÈÓÈÙàɯÐÚɯÐÕÊÖÙ×ÖÙÈÛÌËɯÞÐÛÏÐÕɯÛÏÌɯÍÈÊÐÓÐÛàɯÍÌÌȭ 

o If the physician or medical professional rendering the service is a 

×ÈÙÛÐÊÐ×ÈÛÐÕÎɯ×ÙÖÝÐËÌÙȮɯÛÏÌÕɯÛÏÌɯ/ÓÈÕɀÚɯ×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯ

deductible and will be paid at 90% of the Reasonable and Allowed 

Amount (RAA).  

o If the physician or medical professional rendering the service is a non-

×ÈÙÛÐÊÐ×ÈÛÐÕÎɯ×ÙÖÝÐËÌÙȮɯÛÏÌÕɯÛÏÌɯ/ÓÈÕɀÚɯ×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯ

deductible and will be paid at 70% of the Plans Reasonable and Allowed 

Amount (RAA) payment methodology.  

Chemotherapy  treatments received in  all  other  hospital  facilities  will  be paid  as 

follows:  

¶ Facility fees will be subject to the annual deductible and paid at 70% of the 

/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯȹ1  Ⱥɯ×ÈàÔÌÕÛɯÔÌÛÏÖËÖÓÖÎàȭ 

¶ Physician charges will be paid in accordance to the network affiliation of the 

medical professional rendering treatment.  Consequently: 

o If the physician or professional rendering the service is an employee of 

the hospital, then the Plan will not make any payment as that 

×ÙÖÍÌÚÚÐÖÕÈÓɀÚɯÚÈÓÈÙàɯÐÚɯÐÕÊÖÙ×ÖÙÈÛÌËɯÞÐÛÏÐÕɯÛÏÌɯÍÈÊÐÓÐÛàɯÍÌÌȭ 

o If the physician or medical professional rendering the service is a 

×ÈÙÛÐÊÐ×ÈÛÐÕÎɯ×ÙÖÝÐËÌÙȮɯÛÏÌÕɯÛÏÌɯ/ÓÈÕɀÚɯ×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯ

deductible and will pay at 90% of the Reasonable and Allowed Amount.  

o If the physician or medical professional rendering the service is a non-

×ÈÙÛÐÊÐ×ÈÛÐÕÎɯ×ÙÖÝÐËÌÙȮɯÛÏÌÕɯÛÏÌɯ/ÓÈÕɀÚɯ×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯ
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ËÌËÜÊÛÐÉÓÌɯÈÕËɯÞÐÓÓɯÉÌɯ×ÈÐËɯÈÛɯƛƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ

Amount (RAA).  

Chemotherapy  received in  a ×ÏàÚÐÊÐÈÕɀÚ office  or facility  other  than a hospital  will  

be paid  as follows:  

¶ Participating provider charges and facility charges will be subject to the 

deductible and payable at 90% of the Reasonable and Allowed Amount. 

¶ Non-participating provider charges and facility charges will be subject to the 

ËÌËÜÊÛÐÉÓÌɯÈÕËɯ×ÈàÈÉÓÌɯÈÛɯƛƔǔɯÖÍɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛȭɯ 

Warning:   

1. The Plan will not make any payment toward medical services, treatments, drugs or 

supplies that are considered educational, investigational, or experimental. 

2. Although the Plan believes that most physicians and hospitals are administrating the 

most useful intravenous chemotherapy treatment for the patient, the fact remains that 

the current U.S. healthcare system creates a financial incentive to not only administer 

chemotherapy but also to potentially choose a more expensive drug when there is a 

choice for a cheaper alternative. All things being equal, many physicians and hospitals 

alike, elect to utilize chemo drugs that either receive a more generous insurance 

reimbursements or the ones that garner the largest margins. For these reasons, the Plan 

reserves the right to purchase directly from its prescription benefit administrator (PBA) 

or the manufacturer of the pharmaceutical that the physician is administrating. If a 

physician or a hospital refuse to allow the Plan to purchase directly, then the Plan will 

only reimburse the physician or hospital only the amount it would have paid if it 

purchased the pharmaceutical itself.  

CHILDREN  

 ɯÊÏÐÓËɀÚɯÌÓÐÎÐÉÐÓÐÛàɯÐÚɯÊÖÕÛÐÕÎÌÕÛɯÜ×ÖÕɯÛÏÌɯÌÔ×ÓÖàÌÌɀÚɯÌÓÐÎÐÉÐÓÐÛàɯÈÕËɯÞÏÌÛÏÌÙɯÖÙɯÕÖÛɯ

the child has been properly enrolled into the Plan. Regarding the latter, employees are 

reminded that if they enroll a dependent into the Plan they are assuming full 

responsibility to ti mely provide to the Plan accurate and complete information needed 

to administer your dependents Health Benefits up to and through the month that the 

child obtains the age of twenty -six (26). Such information would include, but is not 

limit ed to notifying the Plan of:  

¶ Other health benefit coverage and other insurance benefits you or any eligible 

dependent may have in addition to your coverage with this Plan.  

¶ Changes in you or your dependents status. (Births, Adoptions, Marriages, 

Separations, Divorce, Death) 

¶ Changes in their contact information.  
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Enrolling  your  child.  

Parents wishing to enroll their child must  provide : 

1. A completed enrollment form.  

2. A ÊÖ×àɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯÉÐÙÛÏɯÊÌÙÛÐÍÐÊÈÛÌȭɯȹ.ÙȮɯÐÍɯÈ××ÓÐÊÈÉÓÌȮɯÛÏÌɯÈËÖ×ÛÐÖÕɯ×È×ÌÙÚȮɯ

court order for legal guardianship, the Qualified Medical Child Support Order , 

National Medical Support Notice  and in case of a stepchild, the judgment of 

divorce and/or other court -imposed documents stipulating the biological 

parent(s) responsibility to provide insurance coverage. ) 

3.  ɯÊÖ×àɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯ2ÖÊÐÈÓɯ2ÌÊÜÙÐÛàɯÊÈÙËȭɯ 

4. Information on any other health care coverage the child has, including the 

×ÖÓÐÊàÏÖÓËÌÙɀÚɯÕÈÔÌɯÈÕËɯ2ÖÊÐÈÓɯ2ÌÊÜÙÐÛàɯÕÜÔÉÌÙȮɯ×ÖÓÐÊàɯÕÈÔÌȮɯ×ÖÓÐÊàɯÕÜÔÉÌÙɯ

and mailing address. 

5. Any and all other information required by the Plan.  

 ɯɁÊÏÐÓËɂɯÔÜÚÛɯÔÌÌÛɯÖÕÌɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎɯËÌÚÊÙÐ×ÛÐÖÕÚɯÐÕɯÖÙËÌÙɯÛÖɯÉÌɯÊÖÝÌÙÌËɯÉàɯÛÏÐÚɯ

Plan. 

1. Your biological, or legally adopted child.  

2. A stepchild.  

3. A child who is to be considered as an eligible dependent of yours as required 

by a Qualified Medical Child Support Order (QMCSO).  Coverage will continue 

until the end of the calendar month he or she turns 26 years of age.  

4. Your Incapacitated child, who meets the following requirements:  

¶ 3ÏÌɯÊÏÐÓËɀÚɯÐÕÊÈ×ÈÊÐÛàɯÊÖÔÔÌÕÊÌËɯ×ÙÐÖÙɯÛÖɯÈÎÌɯƕƝȮɯÈÕËɯ 

¶ The child was continuously covered since he/she became eligible for such 

coverage prior to attaining the limiting age as stated in the numbers above, 

and  

¶ He/she is mentally or physically incapable of sustaining his or her own 

living and  

¶ He/she resides with you and, 

¶ The child is dependent upon you for at least one-half his/her support.   

6ÙÐÛÛÌÕɯ×ÙÖÖÍɯÖÍɯàÖÜÙɯÊÏÐÓËɀÚɯÐÕÊÈ×ÈÊÐÛàɯÔÜÚÛɯÉÌɯÙÌÊÌÐÝÌËɯÉàɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯ

within 31 days of his/her nineteenth (19 th) birthday.   

Such a child must have been mentally or physically incapable of earning his or 

her own living prior to attaining the limiting age as stated above.  Ɂ/ÙÖÖÍɯÖÍɯ

ÍÐÕÈÕÊÐÈÓɯÚÜ××ÖÙÛɂɯÔÌÈÕÚɯÈɯÚÐÎÕÌËɯÈÕËɯÚÜÉÔÐÛÛÌËɯÊÖ×àɯÖÍɯàÖÜÙɯÍÌËÌÙÈÓɯÐÕÊÖÔÌɯ
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tax returns showing that you claimed and continue to claim the child as your 

dependent. 

Your incapacitated child may remain an eligible dependent as long as he/she 

remains incapacitated, and you maintain your eligibility.  

Note: The Plan recognizes that modern families are more complex than the traditional 

families this Plan may have seen in the past. However, and as it relates to stepchildren, 

the Plan reminds you that there is typically no legal base that necessitates an insurance 

Plan to provide coverage for anyone who is not your biological or adoptive child. 

Meaning; despite any and all bonds that you may have built between you and them, 

and regardless of whether or not you consider them your child, or the fact that they  

live in your house, are provided for by you, and that you may love them completely, 

they are nevertheless not your legal children.  

To put it simply, and not unlike the responsibility you have to provide health 

ÐÕÚÜÙÈÕÊÌɯÍÖÙɯàÖÜÙɯÉÐÖÓÖÎÐÊÈÓɯÖÙɯÈËÖ×ÛÐÝÌɯÊÏÐÓËȮɯÐÛɯÐÚɯÛÏÌɯÚÛÌ×ÊÏÐÓËɀÚɯÉÐÖÓÖÎÐÊÈÓɯ×ÈÙÌÕÛÚɯ

that are responsible for providing health insurance coverage for the child or children 

in question.  

6ÐÛÏɯÛÏÈÛɯÚÈÐËȮɯÛÏÐÚɯ/ÓÈÕɯËÖÌÚɯÈÕËɯÞÐÓÓɯ×ÙÖÝÐËÌɯÊÖÝÌÙÈÎÌɯÛÖɯàÖÜÙɯÚ×ÖÜÚÌɀÚɯÊÏÐÓËÙÌÕɯ

from a prior marriage provided:  

¶ 8ÖÜɯ×ÙÌÚÌÕÛɯÛÖɯÛÏÌɯ/ÓÈÕɯÈɯÊÖ×àɯÖÍɯàÖÜÙɯÚ×ÖÜÚÌɀÚɯÑÜËÎÔÌÕÛɯÖÍɯËÐÝÖÙÊÌɯÈÕËɤÖÙɯ

document that stipulates a court -imposed obligation to provide coverage of 

ÌÐÛÏÌÙɯ×ÈÙÛàȭɯ(ÛɯÐÚɯÛÏÌÚÌɯËÖÊÜÔÌÕÛÚɯÛÏÈÛɯÞÐÓÓɯËÐÊÛÈÛÌɯÛÏÐÚɯ/ÓÈÕɀÚɯÖÉÓÐÎÈÛÐÖÕȮɯÐÍɯÈÕàȮɯ

and will inform the /ÓÈÕɯÞÏÌÛÏÌÙɯÖÙɯÕÖÛɯÐÛɯÐÚɯÛÏÈÛɯÚÛÌ×ÊÏÐÓËɀÚɯ×ÙÐÔÈÙàɯÐÕÚÜÙÈÕÊÌɯ

provider or secondary insurance carrier. And,  

¶ 8ÖÜɯ×ÙÌÚÌÕÛɯÛÖɯÛÏÌɯ/ÓÈÕɯÈɯÓÌÛÛÌÙɯÖÍɯÊÙÌËÐÉÓÌɯÊÖÝÌÙÈÎÌɯÍÙÖÔɯÛÏÌɯÚÛÌ×ÊÏÐÓËɀÚɯÖÛÏÌÙɯ

ÐÕÚÜÙÈÕÊÌɯÊÖÔ×ÈÕàȮɯÈɯÊÖ×àɯÖÍɯÛÏÌɯÚÛÌ×ÊÏÐÓËɀÚɯÔÌËÐÊÈÓɯÐËÌÕÛÐÍÐÊÈÛÐÖÕɯÊÈÙËȮɯ×ÙÖÖÍɯ

ÖÍɯÛÏÌɯÖÛÏÌÙɯÉÐÖÓÖÎÐÊÈÓɯ×ÈÙÌÕÛɀÚɯËÈÛÌɯÖÍɯÉÐÙÛÏɯÈÕËɯÈÕàɯÖÛÏÌÙɯÐÕÍÖÙÔÈÛÐÖÕɯÛÏÈÛɯÛÏÐÚɯ

Plan requireÚɯÐÕɯÖÙËÌÙɯÛÖɯÈËÑÜËÐÊÈÛÌɯÛÏÌɯÚÛÌ×ÊÏÐÓËɀÚɯÊÓÈÐÔɯ×ÙÖ×ÌÙÓàȭɯ ÕËȮɯ 

¶ 8ÖÜɯ×ÙÌÚÌÕÛɯÛÏÌɯÚÛÌ×ÊÏÐÓËɀÚɯÉÐÙÛÏɯÊÌÙÛÐÍÐÊÈÛÌɯȹÞÏÐÊÏɯÚÏÖÜÓËɯÓÐÚÛɯÉÖÛÏɯÛÏÌɯÔÖÛÏÌÙɯ

and father) 

¶ 8ÖÜɯ×ÙÌÚÌÕÛɯÈɯÊÖ×àɯÖÍɯÛÏÌɯÚÛÌ×ÊÏÐÓËɀÚɯ2ÖÊÐÈÓɯ2ÌÊÜÙÐÛàɯ"ÈÙËɯ 

In the absence of a court document ÛÏÈÛɯÚÛÐ×ÜÓÈÛÌÚɯÌÐÛÏÌÙɯ×ÈÙÛÐÌÚɀɯÖÉÓÐÎÈÛÐÖÕÚȮɯyou must 

provide the Plan with a completed and notarized Special Enrollment form signed by 

you and your spouse stating that there are not outstanding court orders that require 

the biological parent or parents to maintain and /or provide health insurance.  

Warning:  Be advised that this Plan is not accountable nor responsible to provide coverage to 

a stepchild or pay the claims of a stepchild when a biological parent has a court-imposed 

obligation and: 
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¶ One of the biological parents finds it easier, convenient, or less of a hassle to submit 

claims to this Plan in lieu of following the court-imposed obligation, 

¶ One of the biological parents will not enforce the court-imposed obligation for any 

reason, 

¶ One or both of the biological parents find it less costly to submit claims to this Plan 

versus adhering to the court-imposed order or correctly submitting the claim or claims 

to the other insurance company, 

¶ One of the biological parents finds it easier to submit claims to the Plan because they 

cannot locate or contact the other biological parent,  

¶ The other biological parent fails to maintain coverage, or, 

¶ The other biological parent elects to utilize a medical practitioner that does not accept 

his or her insurance, 

¶ Both biological parents and/or their attorneys failed, for whatever reason, to have such 

situations accounted for within a court-imposed document.  

While the Plan is empathetic to any of the aforementioned or similar scenarios, it 

reminds you of the following:  

¶ That, and unless stated otherwise. 

A. The court order does not oblige àÖÜɯÛÖɯ×ÙÖÝÐËÌɯÛÏÌɯÖÛÏÌÙɯÉÐÖÓÖÎÐÊÈÓɯ×ÈÙÌÕÛÚɀɯ

child with access to your insurance coverage. Remember: By enrolling said 

child into this Plan you are assuming full responsibility to keep the Plan 

ÕÖÛÐÍÐÌËɯÐÕɯÈɯÛÐÔÌÓàɯÔÈÕÕÌÙɯÖÍɯÈÕàÛÏÐÕÎɯÛÏÈÛɯÞÖÜÓËɯÈÍÍÌÊÛɯÛÏÐÚɯ/ÓÈÕɀÚɯÈÉÐÓÐÛàɯ

to adjudicate the claims of said individual until the end of the month said 

individ ual obtains the age of 26. 

B. That the court order does not obligate this Plan to provide access to coverage 

under this Plan to anyone other than your enrolled spouse or enrolled 

biological or adoptive child.  

¶ The absence of a court-imposed document does not obligate this Plan to 

provide coverage. The fact that the Plan will cover the stepchild is something 

the Plan does gladly providing you adhere to the enrollment rules and 

provisions of the Plan. 

¶ This Plan cannot make payment toward claims it is not responsible to make, 

and,  

¶ This Plan will neither mediate nor be involved in any discussions between 

biological parents, their attorneys, or any respective insurance company or any 

other party on these matters, nor is the Plan responsible to provide solutions or 

advice. It should go ÞÐÛÏÖÜÛɯÚÈàÐÕÎɯÛÏÈÛɯÙÌÎÈÙËÓÌÚÚɯÖÍɯÌÐÛÏÌÙɯ×ÈÙÛàɀÚɯÍÌÌÓÐÕÎÚɯÖÕɯ
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the matter, this is an adult situation where the biological parents must work 

with each other to resolve the issue of adhering to the court-imposed order.  

(ÕɯÐÕÚÛÈÕÊÌÚɯÞÏÌÙÌɯÛÏÌɯÚÛÌ×ÊÏÐÓËɀÚɯÉÐÙÛÏɯÊÌÙÛÐÍÐÊÈÛÌɯÍÈÐÓÚɯÛÖɯÓÐÚÛɯÈɯÉÐÖÓÖÎÐÊÈÓɯ×ÈÙÌÕÛȮɯàÖÜɯ

must enroll the child AND submit a completed and notarized Local 697 Health & 

Benefit Plan Special Enrollment form signed by you and your spouse  stating that there 

are not outstanding court orders that require the biological parents to maintain and 

/or provide health insurance.  

When does your  child  get enrolled?  

Assuming you have met the hourly requirements, you and/or any eligible dependent 

will be enrolled in the Plan on the first day after the Health and Benefit Plan receives 

and deems complete the enrollment form and all supporting documentation proper.  

Parents of newborn children  will be provided with a sixty -day (60) grace period from 

ÛÏÌɯËÈÛÌɯÖÍɯÛÏÌɯÊÏÐÓËɀÚɯÉÐÙÛÏɯÛÖɯÌÕÙÖÓÓɯÛÏÌÐÙɯÊÏÐÓËɯÐÕÛÖɯÛÏÌɯ/ÓÈÕɯÈÕËɯÚÜÉÔÐÛɯÛÏÌɯ×ÙÖ×ÌÙɯ

and required documentation as identified within this section.   

Warning - Timely submission of documentation & forms / Updating the Plan of 
changes:  

Failure to submit properly completed forms and all supporting documentation in their entirety 

within the sixty (60) day period will result in the Plan:  

1. Ceasing future payments of benefits for the child; and  

2. Demanding reimbursement for any claims that the Plan has paid prior on the child from 

the participant.  

3. The submission of documentation and/or a properly completed enrollment form after 

the sixty (60) day grace period will neither result in the Plan making payments toward 

claims incurred during that grace period, nor will it cause the Plan to reverse its 

demand for reimbursement. As such, claims incurred during that time will remain the 

responsibility of the participant.  

4. While covered under this Plan and up to the age twenty-six (26), you as the employee 

are responsible to timely provide to the Plan accurate and complete information needed 

ÛÖɯÈËÔÐÕÐÚÛÌÙɯàÖÜÙɯÍÈÔÐÓàɀÚɯÉÌÕÌÍÐÛÚȮɯÐÕÊÓÜËÐÕÎȮɯÉÜÛɯÕÖÛɯÓÐÔÐÛÌËɯÛÖȯ 

¶ Other health Benefit coverage and other insurance Benefits your children may 

have in addition to your coverage with this Plan.  

¶ "ÏÈÕÎÌÚɯÐÕɯàÖÜÙɯÊÏÐÓËɀÚɯÔÈÙÐÛÈÓɯÚÛÈÛÜÚȭ 

¶ "ÏÈÕÎÌÚɯÐÕɯàÖÜÙɯÊÏÐÓËɀÚɯËÌ×ÌÕËÌÕÛɯÚÛÈÛÜÚȭɯȹ!ÐÙÛÏÚȮɯ ËÖ×ÛÐÖÕÚȮɯ2Ì×ÈÙÈÛÐÖÕÚȮɯ

Marriages, Divorce, Death) 

5. /ƘŀƴƎŜǎ ƛƴ ȅƻǳǊ ŎƘƛƭŘΩǎ ŎƻƴǘŀŎǘ ƛƴŦƻǊƳŀǘƛƻƴ 
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Warning #2 ɀ Consequences of Missing & Incomplete Information & Coordination of 
Benefits for children 

¶ Missing, or incomplete enrollment forms, or the untimely completion and/or untimely 

submission of the enrollment form, and/or requested documents will result in the 

individuals being unable to claim benefits from this Plan. Consequently, any bills 

incurred ×ÙÐÖÙɯÛÖɯÛÏÌɯ/ÓÈÕɀÚɯÌÕÙÖÓÓÔÌÕÛɯÖÍɯàÖÜɯÈÕËɤÖÙɯÈÕàɯÌÓÐÎÐÉÓÌɯËÌ×ÌÕËÌÕÛɯÞÐÓÓɯÙÌÔÈÐÕɯ

the sole responsibility of the participant.  

¶ Should this Plan erroneously pay a claim or claims because the participant failed to 

adhere to the rules of the Plan, coverage for you and all covered dependents will be 

terminated. Reinstatement will be at the sole discretion of the Board of Trustees. Note: 

Applicable criminal and fraud charges as permitted under federal and state laws will 

apply. 

¶ If both you and your spouse are covered as participants, you both may cover your 

ÌÓÐÎÐÉÓÌɯËÌ×ÌÕËÌÕÛÚɯÜÕËÌÙɯÛÏÌɯ×ÓÈÕȭɯ'ÖÞÌÝÌÙȮɯàÖÜɯÈÕËɯàÖÜÙɯËÌ×ÌÕËÌÕÛÚɀɯÏÌÈÓÛÏɯÊÈÙÌɯ

coverage will be coordinated so the Plan will not pay more than 100% of the covered 

expenses for services and supplies.  

Once again, failure to timely keep the Plan informed can result in the loss of coverage 

to you and your family. Further, if this Plan erroneously pays a claim or claims because 

the employee failed to adhere to the rules of the Plan, coverage for you and all covered 

dependents will be terminated. Reinstatement will be at the sole discretion of the 

Board of Trustees. Note: Applicable criminal and fraud charges as permitted under 

federal and state laws will apply.  

CHIROPRACTOR  

The maximum payable for all chiropractor charges incurred during a visit is $40.00, 

and the maximum chiropractor benefit per calendar year is $1,500. With the exception 

of medically necessary x-rays, all treatments rendered on the same day will be 

considered one visit.  

Participating chiropractor charges will be subject to the deductible and payable at 90% 

of the negotiated rate up to the maximum of $40.00 for manipulations, adjustments or 

other services and treatments received.  

Non-participating chiropractor charges will be subject to the deductible and payable 

at 70% of the Reasonable and Allowed Amount up to $40.00 for either manipulations, 

adjustments or other services and treatment received.  

Medically necessary x-rays: 

¶ Performed by a participating chiropractor will be subject to the deductible and 

×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÔÈËÌɯÈÛɯƝƔǔɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯ

(RAA).  
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¶ Medically necessary x-rays associated with a non-participating chiropractor 

ÞÐÓÓɯÉÌɯÚÜÉÑÌÊÛɯÛÖɯÛÏÌɯËÌËÜÊÛÐÉÓÌɯÈÕËɯ×ÈàÔÌÕÛɯÞÐÓÓɯÉÌɯÔÈËÌɯÈÛɯƛƔǔɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯ

Reasonable and Allowed Amount (RAA).  

Warning Concerning Services Other Than Adjustments Rendered by a Chiropractor 

Modalities other than adjustments and manipulations, i.e., physical therapy provided by a 

chiropractor are not covered by the Plan. 

CLAIM AUDITS AND REVIEWS 

The Plan reserves the right to audit and/or review any claim incurred by you or any 

eligible dependent to make certain that the charges reported by the hospital, 

physician, laboratory, or any other provider involved are accurate.  

The purpose of this audit is to ensure that claims with many charges are made and 

processed properly. Whenever a claim is reviewed or audited it usually results in a 

slight delay in processing. Generally, any benefits due will be paid as usual. However, 

should the medical provider or a participant fail to submit requested information, or 

submit said information on a timely basis, then the processing of the claim could be 

lengthened. Failure to submit the requested information within three -hundred and 

sixty -five days (365) of its initial request will result in the claim being denied.   

CLAIMS PROCEDURES  

In order for the Plan to pay benefits, a claim must be filed with the Claims 

Administrator within three -hundred and sixty -five days (365) from the date of service. 

A claim can be filed by you, your eligible dependent or by someone authorized to act 

on behalf of you or your eligible dependent.  

A paper claim is considered to have been filed on the date it is received at the Claims 

 ËÔÐÕÐÚÛÙÈÛÖÙɀÚɯÖÍÍÐÊÌȮɯÌÝÌÕɯÐÍɯÛÏÌɯÊÓÈÐÔɯÐÚɯÐÕÊÖÔ×ÓÌÛÌȭ The Claims Administrator 

receives claims during regular business hours, Monday through Friday.  

The electronic data interchange (EDI) system accepts claims twenty-four (24) hours a 

day, seven (7) days a week; however, claims received after 6 P.M. eastern time or on a 

weekend or holiday are considered received the next business day.  

 ɯɁÊÓÈÐÔɂɯÐÚɯÈɯÙÌØÜÌÚÛɯÍÖÙɯ/ÓÈÕɯÉÌÕÌÍÐÛÚȮɯÕÖÙÔÈÓÓàɯÉÌÊÈÜÚÌɯÛÏÌɯÊÓÈÐÔÈÕÛɯÏÈÚɯÐÕÊÜÙÙÌËɯÈɯ

healthcare expense. A request for confirmation of Plan coverage is not a claim if you 

have not yet incurred the expense unless the Plan conditions payment on the receipt 

of prior approval.  A general inquiry about eligibility or coverage when no expense has 

been incurred is not a claim, nor is presenting a prescription to a pharmacy, whether 

or not the pharmacy is a prescription network provider.  
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You may designate another person as your authorized representative for the purposes 

of filing a claim.  Such designations must be in writing.  

Unless your authorization states otherwise, all notices regarding your claim will be 

sent to your authorized representative and not to you.  

When you designate a person as your authorized representative, it allows that person 

to deal with the Plan on your behalf, but it does not mean that the Plan will send your 

benefit payments to that person. Designating an authorized representative is different 

from assigning benefits to a medical provider.  When you assign benefits (usually on a 

form that the medical provider supplies), the assignment allows the Plan to pay 

benefits directly to the medical provider, but the provider does not become your 

authorized representative because that must be done using a form from the Plan. 

Claim  Denials  

If all or a part of your claim is denied after the Claims Administrator has received all 

other necessary information from you, you will be sent a written notice giving you the 

reasons for the denial. The notice will include reference to the Plan provisions on 

which the denial was based and an explanation of the claim appeal procedure. If 

applicable, it will give a description of any additional material or information 

necessary for you to perfect the claim, and the reason such information is necessary. 

The notice will provide a description of the appeal procedures and the applicable time 

limits for following the procedures.  It will also include a statement concerning your 

right to bring a civil action under section 502(a) of ERISA. In cases where the Plan 

relied upon an internal rule, guideline, protocol, or similar criterion to make its 

decision, the notice will state that the specific internal rule, guideline, protocol or 

criterion will be provided to you free of charge upon reques t. If the decision was based 

on medical necessity or if the treatment was deemed experimental, the notification 

will include either an explanation of the scientific or clinical judgment for the 

determination or a statement that such explanation will be provided free of charge 

upon r equest.  

In addition to the above, a denial of a Disability Claim will also include:  

¶  ɯÚÛÈÛÌÔÌÕÛɯÙÌÎÈÙËÐÕÎɯàÖÜÙɯÈÕËɯàÖÜÙɯÈÜÛÏÖÙÐáÌËɯÙÌ×ÙÌÚÌÕÛÈÛÐÝÌɀÚɯÙÐÎÏÛÚȰɯÈÕË 

¶ A discussion of the decision, including an explanation of the basis for 

disagreeing with or the views presented by you of health care professionals 

treating you and vocational professionals who evaluated you; and/or the views 

of medical or vocational exper ts whose advice was obtained on behalf of the 

Plan in connection with your claim denial, without regard to whether the 

advice was relied upon in making the benefit determination; and if provided 



 

130 | P a g e 

by you, the disability determination made by the Social Security 

Administration.  

Claimant  Extension 

If additional information is needed from you, your doctor or the provider, the 

necessary information or material will be requested in writing. The request for 

additional information will be sent within the normal time limits shown within this 

ÚÌÊÛÐÖÕɯÖÍɯ×ÙÖÝÐÚÐÖÕɯÛÐÛÓÌËɯɁ"ÓÈÐÔɯ/ÙÖÊÌÚÚÐÕÎɯ3ÐÔÌɯ/ÌÙÐÖËÚȮɂɯÌßÊÌ×ÛɯÛÏÈÛɯÛÏÌɯÈËËÐÛÐÖÕÈÓɯ

information needed to decide an urgent care claim will be requested within 24 hours.  

Warning ɀ Time Constraint for the Submission of Requested Information 

 It is your responsibility to see that the missing information is provided to the Claims 

Administrator. If you do not provide the missing information within one hundred and 

eighty (180) calendar days from the date of issuance of the request, the Claims 

Adm inistrator will decide on your claim without it and your claim could be denied as 

a result. 

Up and until the aforementioned time limits, the processing period will be extended 

by the time it takes you to provide the information and the time period will start to 

run once the Claim Administrator has received a response to its request.  

Claim  Processing Time  Periods 

The amount of time the Plan can take to process a claim depends on the type of claim. 

If all the information needed to process your claim is provided to the Claims 

Administrator, which in the case of a provider -submitted claim, means that the Claims 

 ËÔÐÕÐÚÛÙÈÛÖÙɯÏÈÚɯÙÌÊÌÐÝÌËɯÈɯɁÊÓÌÈÕɯÊÓÈÐÔɂɯȹÈÚɯËÌÚÊÙÐÉÌËɯÐÕɯÛÏÌɯËÌÍÐÕÐÛÐÖÕÚɯÚÌÊÛÐÖÕɯÖÍɯ

this ËÖÊÜÔÌÕÛɯÜÕËÌÙɯÛÏÌɯÛÐÛÓÌɯɁ"ÓÌÈÕɯ"ÓÈÐÔɂȺȮɯàÖÜÙɯÊÓÈÐÔɯÞÐÓÓɯÉÌɯ×ÙÖÊÌÚÚÌËɯÈÚɯÚÖÖÕɯÈÚɯ

possible. However, the processing time needed will not exceed the time frames 

allowed by law, which are as follows:  

¶ Post-service claims - 30 days 

¶ Disability claims - 45 days 

¶ Pre-service claims - 15 days 

¶ Urgent care claims - 72 hours 

Concurrent care claim requests will be addressed within twenty -four (24) hours if the 

concurrent care is urgent and if the request for the extension is made within twenty -

four (24) hours prior to the end of the already permissible and/or authorized 

treatment. If such a request is not made at least 24 hours prior to the expiration of the 

prescribed period of time or number of treatments, the request must be treated as a 

claim involving urgent care and decided in accordance with the urgent care claim 

timeframes, i.e., as soon as possible, and not later than 72 hours after receipt. 
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Clerical  Error  and Delays  

Any clerical error by the Plan Administrator or an agent of the Plan Administrator in 

keeping pertinent records or a delay in making any changes to such records will not 

invalidate coverage otherwise validly in force or continue coverage validly 

terminated . Contributions made in error by participants due to such clerical error will 

be returned to the participant; coverage will not be inappropriately 

extended. Contributions that were due but not made, in error and due to such clerical 

error will be owed imme diately upon identification of said clerical error.  Failure to 

remedy amounts owed may result in termination of coverage.  Effective Dates, waiting 

periods, deadlines, rules, and other matters will be established based upon the terms 

of the Plan, as if no clerical error had occurred. An equitable adjustment of 

contributions will be made when the error or delay is discovered.  

If an overpayment occurs in a Plan reimbursement amount, the Plan retains a 

contractual right to the overpayment. The person or institution receiving the 

overpayment will be required to return the incorrect amount of money. In the case of 

a Plan participant, the amount of overpayment may be deducted from future benefits 

payable. 

Plan Extensions 

The time periods preciously outlined within the section of this provision titled 

Ɂ"ÓÈÐÔɯ/ÙÖÊÌÚÚÐÕÎɯ3ÐÔÌɯ/ÌÙÐÖËÚɂɯÔÈàɯÉÌɯÌßÛÌÕËÌËɯÐÍɯÛÏÌɯ"ÓÈÐÔÚɯ ËÔÐÕÐÚÛÙÈÛÖÙɯ

determines that an extension is necessary due to matters beyond its control (but not 

including situ ations where it needs to request additional information from you or 

the provider). You will be notified prior to the expiration of the normal approval / 

denial time period if an extension is needed. If an extension is needed, it will not last 

mor than: 

¶ Post-service claims ɬ 15 days 

¶ Disability claims ɬ 30 days (a second 30-day extension may be needed in 

special circumstances.) 

¶ Pre-service claims ɬ 15 days 

If all the information needed to process your claim is provided to the Claim 

Administrator, your claim will be processed as soon as possible. However, the 

processing time needed will not exceed the time frames allowed by law, which are 30 

days for post-service claims and 45 days for disability claims.  

COBRA 

Federal law, the Consolidated Omnibus Budget Reconciliation Act (COBRA), 

provides participants and their eligible dependents the right to be offered an 
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opportunity to make self -payments for continued health care coverage if coverage is 

terminated for certain reasons. 3ÏÐÚɯ ÊÖÕÛÐÕÜÌËɯ ÊÖÝÌÙÈÎÌɯ ÐÚɯ ÊÈÓÓÌËɯ ɁÊÖÕÛÐÕÜÈÛÐÖÕɯ

ÊÖÝÌÙÈÎÌȮɂɯɁ".!1 ɯÊÖÕÛÐÕÜÈÛÐÖÕɯÊÖÝÌÙÈÎÌȮɂɯÖÙɯɁ".!1 ɯÊÖÝÌÙÈÎÌȭɂ Below is an 

outline of the rules governing COBRA coverage. If you have any questions about 

COBRA, call the Fund Office.  

After your initial election for coverage under COBRA, self -payments are due no later 

than the first business day in and for the same month you are eligible for benefits.  

A Qualifying  Beneficiary  

&ÌÕÌÙÈÓÓàȮɯÛÏÙÌÌɯÎÙÖÜ×ÚɯÖÍɯ×ÈÙÛÐÊÐ×ÈÕÛÚɯȹÒÕÖÞÕɯÈÚɯØÜÈÓÐÍÐÌËɯÉÌÕÌÍÐÊÐÈÙÐÌÚɯÖÙɯ0!ɀÚȺɯÈÙÌɯ

eligible for COBRA coverage: members / employees or former members and 

employees, their spouses, and their dependent child(ren). 

A Qualifying  Event and Maximum  Time  of  Continued  Coverage 

.ÕÌɯÖÍɯÚÌÝÌÙÈÓɯÛà×ÌÚɯÖÍɯɁØÜÈÓÐÍàÐÕÎɯÌÝÌÕÛÚɂɯÔÜÚÛɯÖÊÊÜÙɯÐÕɯÖÙËÌÙɯÛÖɯÛÙÐÎÎÌÙɯ".!1 ɯÈÚɯ

outlined within the chart below. If you have a qualifying event, you are then eligible 

to buy COBRA for the maximum coverage period as determined by both your 

beneficiary status and the qualifying event.  

The following is a summary of the maximum period of C.O.B.R.A. coverage 

permissible by a qualifying event.  Each qualifying event is outlined in more detail 

ÞÐÛÏÐÕɯÚÌÊÛÐÖÕɯɁ ɂɯÛÏÙÖÜÎÏɯɁ$ɂɯËÐÙÌÊÛÓàɯÈÍÛÌÙɯÛÏÌɯÚÜÔÔÈÙàɯÊÏÈÙÛȭ  

 

Qualifying Event 

Causing 

Termination  

Employee Spouse 
Dependent 

Child(ren)  

Termination (For 

reasons other than 

gross misconduct)  

18 Months 18 Months 18 Months 

Reduction in 

hours 
18 Months 18 Months 18 Months 

Employee Dies  N/A  36 Months 36 Months 

Divorce  N/A  36 Months 36 Months 

Entitled to Social 

Security 

Disability 

Benefits  

29 Months 29 Months 29 Months 
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Becomes entitled 

to Medicare  
N/A  36 Months 36 Months 

Child loses 

dependent status  
N/A  N/A  36 Months 

A. 18-Month Maximum Coverage Period  - You and/or your eligible dependents 

are entitled to elect COBRA coverage and to make self-payments for the 

coverage for a maximum period of up to 18 months after coverage would 

ÖÛÏÌÙÞÐÚÌɯÛÌÙÔÐÕÈÛÌɯËÜÌɯÛÖɯÖÕÌɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎɯÌÝÌÕÛÚɯȹÊÈÓÓÌËɯɁØÜÈÓÐÍàÐÕÎɯ

eÝÌÕÛÚɂȺȯ 

1. The failure of a non-ÉÈÙÎÈÐÕÐÕÎɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÌÔ×ÓÖàÌÙȮɯÖÙɯÛÏÌɯÍÈÐÓÜÙÌɯÖÍɯÈÕɯ

owner or owner -in-fact, to make the contributions required to obtain 

coverage under this Plan is not in itself a COBRA qualifying event.  

2. A reduction in your hours.  

3. Termination of your employment (which includes retirement).  

B. 29-Month Maximum Coverage Period  - If you or an eligible dependent is 

disabled (as defined by the Social Security Administration for the purpose of 

Social Security disability benefits) on the date of one of the qualifying events 

listed above, or if you or an eligible dependent becomes so disabled within 60 

days after an 18-month COBRA period starts, the maximum coverage period 

will be 29 months for all members of your family who were covered under the 

Plan on the day before that qualifying event.  The COBRA self-payment may be 

higher for the extra eleven (11) months of coverage for the family. Also, you 

must notify the Fund Office within 60 days of such a determination by the 

Social Security Administration and within the initial 18 -month period, and 

within 30 days of the date Social Security determines that the person is no 

longer disabled. 

C. 36-Month Maximum Coverage Period  - Your dependents (spouse or children) 

are entitled to elect COBRA coverage and to make self-payments for the 

coverage for up to 36 months after coverage would otherwise terminate due to 

one of the following qualifying events:  

d. Your divorce from your spouse.  

e.  ɯËÌ×ÌÕËÌÕÛɯÊÏÐÓËɀÚɯÓÖÚÚɯÖÍɯËÌ×ÌÕËÌÕÛɯÚÛÈÛÜÚȭ 

f. Your death. 

D. Multiple Qualifying Events  - If your dependents are covered under COBRA 

coverage under an 18-month maximum coverage period due to termination of 
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your employment or a reduction in your hours and then a second qualifying 

event occurs, their COBRA coverage may be extended as follows: 

¶ If you die, or if you are divorced, or if a child loses dependent status while 

your dependents are covered under an 18-month COBRA coverage period, 

your dependent(s) who are affected by the second qualifying event are 

entitled to COBRA coverage for up to a maximum of 36 months minus the 

number of months of COBRA coverage already received under the 18-

month continuation.  

¶ Only a person (spouse or child) who was your dependent on the day before 

the occurrence of the first qualifying event (termination of your 

employment or a reduction in your hours) is entitled to make an election for 

this extended coverage when a second qualifying event occurs.  Exception: 

If a child is born to you (the employee), or adopted by you, or placed with 

you for adoption during the first 18 -month COBRA period, that child will 

have the same election rights when a second qualifying event occurs as your 

other dependents who were eligible dependents on the day before the first 

qualifying event.  

¶ (ÛɯÐÚɯÛÏÌɯÈÍÍÌÊÛÌËɯËÌ×ÌÕËÌÕÛɀÚɯÙÌÚ×ÖÕÚÐÉÐÓÐÛàɯÛÖɯÕÖÛÐÍàɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯÞÐÛÏÐÕɯ

60 days after a second qualifying event occurs. If the Fund Office is not 

notified within 60 days, the dependent will lose the right to extend COBRA 

coverage beyond the original 18-month period.  

E. Special Medicare Entitlement Rule  - A special rule for dependents provides 

that if a covered employee becomes entitled to Medicare benefits (either Part A 

or Part B) before experiencing a qualifying event that is a termination of 

employment or a reduction of hours, the period of coverage ÍÖÙɯÛÏÌɯÌÔ×ÓÖàÌÌɀÚɯ

spouse and dependent children ends with the later of the 36-month period that 

begins on the date the covered employee became entitled to Medicare, or the 

18- or 29-month period (whichever applies) that be gins on the date of the 

ÊÖÝÌÙÌËɯÌÔ×ÓÖàÌÌɀÚɯÛÌÙÔÐÕÈÛÐÖÕɯÖÍɯÌÔ×ÓÖàÔÌÕÛɯÖÙɯÙÌËÜÊÛÐÖÕɯÖÍɯÌÔ×ÓÖàÔÌÕÛɯ

hours. 

Additional  and Important  COBRA  Coverage Rules 

1. COBRA coverage may not be selected by anyone who was not eligible for Plan 

benefits on the day before the occurrence of a qualifying event. 

2. Each member of your family who would lose coverage because of a qualifying 

event is entitled to make a separate election of COBRA coverage. 

3. If you elect COBRA coverage for yourself and your dependents, your election 

is binding on your dependents.  
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4. You are not required to stay on COBRA for the entire allowable coverage 

period, nor will you always be able to if different coverage comes along.  

5. If coverage is going to terminate due to your termination of employment or 

ÙÌËÜÊÛÐÖÕɯÐÕɯÏÖÜÙÚɯÈÕËɯàÖÜɯËÖÕɀÛɯÌÓÌÊÛɯ".!1 ɯÊÖÝÌÙÈÎÌɯÍÖÙɯàÖÜÙɯËÌ×ÌÕËÌÕÛÚɯ

when they are entitled to the coverage, your dependent spouse has the right to 

elect COBRA for up to 18 months for herself and any children within the time 

period that you could have elected COBRA coverage. 

6. A person who is already covered by another group health plan or Medicare 

may elect COBRA coverage. However, if a person becomes covered under 

another group health plan or Medicare after the date of the COBRA election, 

his COBRA coverage will terminate.  

Note  to Medicare-Eligible Participants:  You MUST have Part B coverage before 

your COBRA starts. Although this Plan is primary to Medicare while you are 

covered as an active employee, this Plan becomes secondary to Medicare when 

you elect COBRA. This Plan will not pay any charges that could have been paid 

by Medicare ɬ ÌÝÌÕɯÐÍɯàÖÜɯÏÈÝÌÕɀÛɯÌÓÌÊÛÌËɯÐÛȭ If you do not elect Part B, you will 

be responsible for most of your non-hospital medical expenses. 

7. You do not have to show proof that you and/or your dependents are insurable 

in order to be entitled to COBRA coverage. 

Benefits  Provided  Under  COBRA  Coverage 

When you or a dependent elect and make self-payments for COBRA coverage, you 

will be eligible to elect the same medical, prescription drug, dental and vision coverage 

you had when your qualifying event occurred.  You can also elect medical and 

prescription drug coverage only.   

Warning: COBRA coverage does not include life and AD&D insurance, ÛÏÐÚɯ/ÓÈÕɀÚɯ

Health Reimbursement Arrangement Credit Benefit (HRA) , Short Term Disability or 

Loss or Time Benefits.  

COBRA self-payment covers all people in your family who were eligible for Plan 

benefits when the qualifying event occurred and whose coverage would otherwise be 

lost due to that event. There is no single-only coverage option. 

Notification Responsibilities  

A. If you get divorced, or if your child loses dependent status, you, your spouse 

or child must notify the Fund Office and request a COBRA election notice. The 

Fund Office must be notified, and if applicable, your divorce decree must be 

submitted, within 60 d ays of the date of the qualifying event or within 60 days 
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of the date coverage for the affected person(s) would terminate, whichever date 

is later. 

B. For purposes of extending an 18-month maximum coverage period to 29 

ÔÖÕÛÏÚȮɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯÔÜÚÛɯÉÌɯÕÖÛÐÍÐÌËɯÖÍɯÛÏÌɯ×ÌÙÚÖÕɀÚɯËÌÛÌÙÔÐÕÈÛÐÖÕɯÖÍɯ

eligibility for Social Security disability benefits within 60 days of the Social 

Security notice of such determination and before the end of the initial 18-month 

period. The Fund Office must also be notified within 30 days of the date Social 

Security determines that the person is no longer disabled. 

C. (ÛɯÐÚɯàÖÜÙɯÌÔ×ÓÖàÌÙɀÚɯÙÌÚ×ÖÕÚÐÉÐÓÐÛàɯÛÖɯÕÖÛÐÍàɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯÖÍɯÈÕàɯÖÛÏÌÙɯ

qualifying events that could cause loss of coverage. However, to make sure that 

you are sent notification of your election rights as soon as possible, you or a 

dependent should also notify the Fund Office and request a COBRA election 

notice any time any type of qualifying event occurs.  

(ÕɯÖÙËÌÙɯÛÖɯ×ÙÖÛÌÊÛɯàÖÜÙɯÍÈÔÐÓàɀÚɯÙÐÎÏÛÚȮɯàÖÜɯÚÏÖÜÓËɯÒÌÌ×ɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯÐÕÍÖÙÔÌËɯÖÍɯ

any changes in the contact information of family members. This would include , but is 

not limited to , cell phone numbers and e-mail addresses. You should also keep a copy, 

for your records, of any notices you send to the Fund Office or that the Fund Office 

sends you. 

Cobra and Medicare  

Retirement is a qualifying event under COBRA coverage. When you retire, you may 

be entitled to make self-payments for up to 18 months for continued coverage under 

the COBRA coverage rules. If you are receiving pension benefits and elect COBRA 

coverage, you cannot get into the Retiree Benefits Plan later, regardless of the length 

of your COBRA coverage period. 

Medicare entitlement is also a terminating event under COBRA coverage. A person 

who is not eligible for Medicare when the election of COBRA coverage is made but 

who later becomes eligible for Medicare will lose the right to make any additional se lf -

payments for COBRA coverage. 

COBRA  Self -Payment Rules 

A. COBRA coverage self-payments must be made monthly and must be received 

by the Fund Office in a timely manner.  Your self-payment will be considered 

on time if it is personally delivered or mailed by the due date.  (Postmarks 

affixed by the U.S. Postal Service will be considered proof of date of mailing.) 

B. The amounts of the monthly self -payments are determined by the Trustees 

based on federal regulations. The amounts are subject to change, but not more 

often than once a year unless substantial changes are made to the benefits. 
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C. A person electing COBRA coverage has 45 days after the signed election form 

is returned to the Fund Office to make the initial (first) self -payment for 

coverage provided between the date coverage would have terminated and the 

date of the payment. (If a person waits 45 days to make the initial payment, the 

next monthly payment may also fall due within that period and must also be 

paid at that time.)  

D. The due date for each following monthly self -payment is the first day of the 

month for which payment is made.  A monthly self -payment will be accepted if 

it is received by the Fund Office within a 30 -day grace period after the due date. 

Your self-payment will be considered on time if it is personally delivered or 

mailed by the due date. 

E. If self-payment is not made within the time allowed  COBRA coverage for all 

affected family members will terminate.  You may not make up the payment or 

reinstate coverage by making future payments. 

F. If a COBRA payment made on your behalf is rejected due to non-sufficient 

ÍÜÕËÚȮɯàÖÜɯÔÜÚÛɯ×ÈàɯÛÏÌɯÍÜÓÓɯÈÔÖÜÕÛɯÉàɯÔÖÕÌàɯÖÙËÌÙɯÖÙɯÊÈÚÏÐÌÙɀÚɯÊÏÌÊÒɯÉÌÍÖÙÌɯ

the original due date or within ten calendar days, whichever is sooner. The ten -

day repayment period will be measured from the date you are contacted about 

the NSF check. If you are contacted by telephone, it will be measured from the 

date of the call. If you are informed by mail, it will be measured from the date 

of the notice. If you fail to make an in -full and on-time repayment, your COBRA 

coverage will terminate at the end of the last month for which you made a 

proper payment, and it will not be reinstated.  

Electing  COBRA  Coverage 

A. When the Fund Office is notified of a qualifying event, and you request 

notification about your COBRA rights, an election notice will be sent to you 

and/or your dependent(s) who would lose coverage due to the event.  The 

election notice tells you about your right to elect COBRA coverage, the due 

dates, the amount of the self-payments, and other pertinent information.  

B. An election form will be sent along with the election notice.  This is the form 

you or a dependent fill in and return to the Fund Office if you want to elect 

COBRA coverage. 

C. The person electing COBRA coverage has 60 days after he is sent the election 

notice or 60 days after his coverage would terminate, whichever is later, to 

return the completed election form.  An election of COBRA coverage is 

considered to be made on the date the election form is personally delivered or 
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mailed back to the Fund Office (the postmark date will govern the date of 

mailing).  

D. If the election form is not returned to the Fund Office within the allowable 

period, you and/or your dependents will be considered to have waived your 

right to COBRA coverage. 

For More  Information  on COBRA  

For more information about your rights under ERISA, including COBRA, the Health 

Insurance Portability and Accountability Act (HIPAA), and other laws affecting group 

ÏÌÈÓÛÏɯ ×ÓÈÕÚȮɯ ÝÐÚÐÛɯ ÛÏÌɯ 4ȭ2ȭɯ #Ì×ÈÙÛÔÌÕÛɯ ÖÍɯ +ÈÉÖÙɀÚɯ $Ô×ÓÖàÌÌɯ !ÌÕÌÍÐÛÚɯ 2ÌÊÜÙÐÛàɯ

Administratio n (EBSA) website at www.dol.gov/ebsa or call their toll -free number at 

1-866-444-3272. For more information about health insurance options available 

through a health insurance marketplace, visit www.healthcare.gov.  For specific 

information about this Fund or how to elect COBRA, call the Fund Office at 1-219-845-

4433. 

Other  Coverage Options  

There may be other coverage options for you and your family since you are now able 

to buy coverage through the health insurance marketplace (exchange). On the 

exchange you could be eligible for a tax credit that lowers your monthly premiums 

right away, and you can see what your premium, deductibles, and out -of-pocket costs 

will be before you decide to enroll.  Being eligible for COBRA does not limit your 

eligibility for coverage for a tax credit.  Additionally, you may qualify for a special 

enrollment opportu nity for another group health plan for which you are eligible (such 

ÈÚɯÈɯÚ×ÖÜÚÌɀÚɯ×ÓÈÕȺȮɯÌÝÌÕɯÐÍɯÛÏÌɯ×ÓÈÕɯÎÌÕÌÙÈÓÓàɯËÖÌÚɯÕÖÛɯÈÊÊÌ×ÛɯÓÈÛÌɯÌÕÙÖÓÓÌÌÚȮɯÐÍɯàÖÜɯ

request enrollment within 30 days.  

Termination  of  COBRA  

Normally, COBRA coverage for a person will terminate at the end of the last month 

of the maximum period to which the person was entitled and to which correct and 

timely payments were made.  However, COBRA coverage for a covered person will 

terminate before the end of the maximum period when the first of the following events 

occurs: 

1. A correct and timely payment is not made to the Fund.  

2. After an election of COBRA coverage, the person becomes entitled to Medicare 

benefits. 

3. After an election of COBRA coverage, the person becomes covered under 

another group health care plan. 
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4. This Plan no longer provides group health coverage for any employees. 

5. The person was receiving extended coverage for up to 29 months due to his or 

ÈÕÖÛÏÌÙɯÍÈÔÐÓàɯÔÌÔÉÌÙɀÚɯËÐÚÈÉÐÓÐÛàȮɯÈÕËɯ2ÖÊÐÈÓɯ2ÌÊÜÙÐÛàɯËÌÛÌÙÔÐÕÌÚɯÛÏÈÛɯÏÌɯÖÙɯ

the other family member is no longer disabled.  

CONCURRENT REVIEW 

Concurrent review decisions are reviews for the extension of ongoing care.  

Concurrent review provides the opportunity to evaluate the ongoing medical 

necessity of care being provided and supports the health care provider in coordinating 

a patient's care across the continuum of health care services. 

¶ Inpatient concurrent review is done telephonically, or via Fax.  

¶ All data and relevant information are obtained, including but not limited to 

medical records, communications with practitioners or other consultants.  

¶ Relevant information is reviewed using utilization management criteria.  

¶ Inpatient concurrent review is continuous for the duration of the inpatient stay.  

¶ Urgent concurrent review decisions are made, and the practitioner notified, 

within 24 hours of receipt of the request. Approval decisions are determined by 

medical management staff and given to practitioners via oral, electronic, or 

written notification by  facility case managers or discharge planner. Denial 

decisions are given orally or electronically and in writing to practitioners, 

facility, and customer by medical management staff.  

¶ Requests to extend a course of treatment previously approved that does not 

meet the definition of urgent care will be handled as a new request; for example, 

pre-service or post-service and the appropriate time frames followed.  

¶ All potential denial decisions based on medical necessity related to concurrent 

review are reviewed by the Medical Director.  

COMMUNICATIONS OF BENEFITS 

The Plan communicates utilizing a variety of methods and channels, such as but not 

limited to:  

¶ Benefit fairs and other events  

¶ Blogs 

¶ Cards 

¶ E-mail or e-cards 

¶ Handouts  
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¶ Interactive e-brochures or presentations 

¶ Mail (When required by law)  

¶ Meetings 

¶ Newsletters 

¶ Posters and postcards 

¶ Push notifications  

¶ SMS text messages 

¶ Social media 

¶ Summary Plan Description Books 

¶ Video 

¶ Web portals, apps, and widgets 

When communicating benefit updates and/or changes, the Plan reserves the right to 

utilize and change between any one or all these methods or channels of 

communication from time to time and at any time in its sole discretion.   

Reminder notices, if any, are provided as a courtesy and will be at the discretion of the 

Fund. Participants are informed that rÌÔÐÕËÌÙɯÕÖÛÐÊÌÚɯÊÈÕɯÉÌɯ×ÖÚÛÌËɯÖÕɯÛÏÌɯ%ÜÕËɀÚɯ

website, mobile app or another website disclosed to you and/or delivered to the 

electronic address you provide. 

If you wish an interpretation of the Plan or any of its communications, you should 

address your request in writing to the Fund Manager. Participants are reminded that 

it is the rules, provisions and guidelines within this document that remain binding, 

and to which will be relied upon in any dispute concerning your benefits.  

Consequently, oral statements by Fund Employees can neither change nor modify the 

written provisions, policy, or rules of this Plan.   

Delivery of Electronic Communications : Regardless of which electronic method a 

participant prefers to be informed of benefit updates and benefit changes the following 

×ÖÓÐÊÐÌÚɯÞÐÓÓɯÈ××ÓàɯÛÖɯÛÏÌɯ/ÓÈÕɀÚɯÌÓÌÊÛÙÖÕÐÊɯÊÖÔÔÜÕÐÊÈÛÐÖÕÚȭ  

Website and Mobile Apps : Any communication made by electronically posting it to 

ÛÏÌɯ%ÜÕËɀÚɯÞÌÉÚÐÛÌɯÖÙɯÛÖɯÐÛÚɯÔÖÉÐÓÌɯÈ××ȮɯÞÐÓÓɯÉÌɯÊÖÕÚÐËÌÙÌËɯÚÌÕÛɯÈÛɯÛÏÌɯÛÐÔÌɯÐÛɯÐÚɯ×ÜÉÓÐÊÓàɯ

available. If the communication is posted to the website and/or mobile app, then it will 

be deemed to have been received by you no later than five (5) business days after the 

Fund posts the communication to the website. 

E-mails, Text Messaging, and Instant Messaging : Any electronic communication sent 

by e-mail, text messaging and/or instant messaging is considered to be sent at the time 

ÛÏÈÛɯÐÛɯÐÚɯËÐÙÌÊÛÌËɯÉàɯÛÏÌɯ/ÓÈÕɀÚɯÚÌÙÝÌÙɯÛÖɯÛÏÌɯÈËËÙÌÚÚɯÖÙɯÕÜÔÉÌÙɯ×ÙÖÝÐËÌËɯÉàɯÛÏÌɯ
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participant.  These types of Plan communications will be deemed to have been received 

by you, whether or not you retrieve these messages by opening them. 

Note: The Fund will not be responsible for misdirected mail, misdirected electronic 

communications, and returned mail, returned electronic communications, unopened 

mail, unopened electronic communication, undelivered mail,  or undelivered 

electronic communication because of the failure of the participant to update his or her 

contact information with the Plan.  As such, it is the responsibility of the participant to 

provide the Plan with his or her current mailing address, e-mail address or other 

electronic addresses.  

COORDINATION OF BENEFITS (COB) 

Quite frequently, members of a family are covered under more than one group health 

plan. Thus, there are many instances of double coverage - two plans paying benefits 

for the same dollar of dental, medical, hospital, pharmaceutical and/or vision 

expenses. For that reason, a Coordination of Benefits provision has been adopted that 

will coordinate the benefits payable herein (with the exception of life insurance) with 

similar benefits payable under other plans.  

This Plan will fully coordinate benefits with other plans, such that the combined 

ÉÌÕÌÍÐÛÚɯÍÙÖÔɯÉÖÛÏɯ/ÓÈÕÚɯÊÈÕɯÕÌÝÌÙɯÌßÊÌÌËɯƕƔƔǔɯÖÍɯÛÏÐÚɯ/ÓÈÕɀÚɯÈÓÓÖÞÈÉÓÌɯÌß×ÌÕÚÌÚȭɯ

Deductible limits will still apply under both plans.  

This Coordination of Benefits (COB) provision will apply anytime a covered person 

has health care coverage under more than one Plan. If you or any member of your 

family are covered by this plan and any other plan you MUST file all your claims with 

each plan that provides coverage.  

Participants are advised that: 

1. The employee must notify the Health and Benefit Fund Office in writing if any 

member of their family, covered by this Plan, is covered under any other plan. 

Additionally, the employee must provide a copy of any medical identification 

card provided by any other plan that provides coverage, which must include 

the start date of said insurance and/or any other documentation required or 

ÙÌØÜÌÚÛÌËɯÉàɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯÛÖɯ×ÙÖ×ÌÙÓàɯÊÖÖÙËÐÕÈÛÌɯÛÏÐÚɯ×ÓÈÕɀÚɯÊÖÝÌÙÈÎÌɯÞÐÛÏɯ

the coverage of any other health plan.  

2. If an employee intentionally or unintentionally : 

a. Fails to provide the information delineated in paragraph one (1) directly 

above or fails to cooperate with the Fund Office of this plan in any respect 

regarding additional coverage, or,  
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b. Fails to timely notify the Fund Office in writing of another ×ÓÈÕɀÚɯÊÖÝÌÙÈÎÌȮɯ

termination of coverage, and/or fails to timely provide the supporting 

documentation necessary to properly coordinate benefits, the Fund 

Manager may immediately or retroactively terminate the coverage available 

to that employee and any dependent(s) covered under this plan. 

Reinstatement, if any, will be at the sole discretion of the Board of Trustees 

3. (ÍɯÛÏÐÚɯ/ÓÈÕɯÏÈÚɯÐÕÊÖÙÙÌÊÛÓàɯ×ÈÐËɯÈÕàɯÊÓÈÐÔɯÉÌÊÈÜÚÌɯÖÍɯÛÏÌɯÌÔ×ÓÖàÌÌɀÚɯÍÈÐÓÜÙÌɯÛÖɯ

provide information in accordance with these Coordination of Benefit Rules, 

the employee, will be responsible for the immediate  reimbursement of any 

overpayment together with interest and all associated costs including 

ÈÛÛÖÙÕÌàɀÚɯÍÌÌÚɯÌß×ÌÕËÌËɯÉàɯÛÏÌɯ/ÓÈÕɯÛÖɯÚÌÊÜÙÌɯÚÈÐËɯÙÌÐÔÉÜÙÚÌÔÌÕÛ.  

Coordination  of  Benefit  - Determining  Which Insurance Carrier  Pays First.  

The rules for coordination of benefits determine the order in which each plan will 

pay a claim for benefits.  

The plan that pays first is called the primary plan  or primary insurer or primary 

insurance plan. The primary plan must pay benefits in accordance with its policy 

terms without regard to the possibility that another plan may cover some expenses.  In 

other words, the primary plan shall pay or provide its benefits as if the secondary plan 

or plans did not exist.  

The plan(s) that pays after the primary plan is the secondary plan (s) or secondary 

insurer or secondary insurance plan(s). The secondary plan(s) may reduce the benefits 

it pays so that payments from all Plans do not exceed 100% of the total allowable 

expense. 

The following rules govern the order in which each Plan will pay a claim for benefits.  

Coordination  of  Benefits  Rules. 

When an individual  is covered by this Plan and any other plan (two (2) or more plans, 

the rules for determining the order of benefit payments are as follows:  

1. A Plan with no COB rules.  Except as provided in paragraph (1), a plan that 

does not contain order of benefit determination provisions that are consistent 

with this regulation is always the primary plan unless the provisions of both 

plans, regardless of the provisions of this paragraph, state that the complying 

plan is primary.  

2. Active or inactive employee.  The plan that covers a person as an active 

employee is prime over a plan that covers the person as a laid-off or retired 

employee. 3ÏÌɯÚÈÔÌɯÖÙËÌÙɯÈ××ÓÐÌÚɯÛÖɯÛÏÌɯ×ÌÙÚÖÕɀÚɯËÌ×ÌÕËÌÕÛÚȭ However, 
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coverage provided to an individual as a retired worker and as a dependent of 

an actively working spouse will be determined under the non -dependent or 

dependent provision within this section of this document.  

3. Automobile .  ÜÛÖÔÖÉÐÓÌɯɁÕÖɯÍÈÜÓÛɂɯÈÕËɯÛÙÈËÐÛÐÖÕÈÓɯÈÜÛÖÔÖÉÐÓÌɯɁÍÈÜÓÛɂɯÛà×Ìɯ

insurance contracts will always be primary.  

4. Closed panel plans.  If the primary plan is a closed panel plan and the 

secondary plan is not a closed panel plan, the secondary plan shall pay or 

provide benefits as if it were the primary plan when a covered person uses a 

non-panel provider, except for emergency services or authorized referrals that 

are paid or provided by the primary plan.  

5. COBRA coverage. If a person whose coverage is provided under a right of 

continuation of coverage provided by Federal law is also covered under 

another plan, the plan covering the person as an employee or retiree (or as that 

×ÌÙÚÖÕɀÚɯËÌ×ÌÕËÌÕÛȺɯÐÚɯ×ÙÐÔÈÙàȮɯÈÕËɯÛÏÌɯÊÖÕÛÐÕÜÈtion (COBRA) coverage is 

secondary. However, this rule will not apply if the person is covered as a 

dependent under one plan and as a non-dependent under the other plan.  In 

that case, the plan covering him as a non-dependent is primary, even if the non-

dependent coverage is COBRA coverage. 

6. Court Decree. Unless there is a court decree stating otherwise, plans covering 

a dependent child shall determine the order of benefits as follows:  

A. For a dependent child whose parents are married or are living together, 

whether or not they have ever been married:  

i. The plan of the parent whose birthday falls earlier in the calendar 

year is the primary plan; or  

ii.  If both parents have the same birthday, the plan that has covered the 

parent longest is the primary plan.  

B. For a dependent child whose parents are divorced or separated or are not 

living together, whether or not they have ever been married:  

i. If a court decree states that one of the parents is responsible for the 

ËÌ×ÌÕËÌÕÛɯÊÏÐÓËɀÚɯÏÌÈÓÛÏɯÊÈÙÌɯÌß×ÌÕÚÌÚɯÖÙɯÏÌÈÓÛÏɯÊÈÙÌɯÊÖÝÌÙÈÎÌȮɯÛÏÈÛɯ

plan is primary.  

ii.  If the parent with responsibility has no health care coverage for the 

ËÌ×ÌÕËÌÕÛɯÊÏÐÓËɀÚɯÏÌÈÓÛÏɯÊÈÙÌɯÌß×ÌÕÚÌÚȮɯÉÜÛɯÛÏÈÛɯ×ÈÙÌÕÛɀÚɯÚ×ÖÜÚÌɯ

ËÖÌÚȮɯÛÏÈÛɯ×ÈÙÌÕÛɀÚɯÚ×ÖÜÚÌɀÚɯ×ÓÈÕɯÐÚɯÛÏÌɯ×ÙÐÔÈÙàɯ×ÓÈÕȭɯ 

iii.  If a court decree states that both parents are responsible for the 

ËÌ×ÌÕËÌÕÛɯÊÏÐÓËɀÚɯÏÌÈÓÛÏɯÊÈÙÌɯÌß×ÌÕÚÌÚɯÖÙɯÏÌÈÓÛÏɯÊÈÙÌɯÊÖÝÌÙÈÎÌȮɯÛÏÌɯ
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×ÙÖÝÐÚÐÖÕÚɯÖÍɯÚÜÉ×ÈÙÈÎÙÈ×Ïɯ ɯÖÍɯÛÏÐÚɯ/ÓÈÕɀÚɯÙÜÓÌÚɯÖÍɯÊÖÖÙËÐÕÈÛÐÖÕɯÖÍɯ

benefits shall determine the order of benefits.  

iv.  If a court decree states that the parents have joint custody without 

specifying that one parent has responsibility for the health care 

expenses or health care coverage of the dependent child, the 

×ÙÖÝÐÚÐÖÕÚɯÖÍɯÚÜÉ×ÈÙÈÎÙÈ×Ïɯ ɯÖÍɯÛÏÐÚɯ/ÓÈÕɀÚɯÙÜÓÌÚɯÖÍɯÊÖÖÙËÐÕation of 

benefits shall determine the order of benefits: or  

v. (ÍɯÛÏÌÙÌɯÐÚɯÕÖɯÊÖÜÙÛɯËÌÊÙÌÌɯÈÓÓÖÊÈÛÐÕÎɯÙÌÚ×ÖÕÚÐÉÐÓÐÛàɯÍÖÙɯÛÏÌɯÊÏÐÓËɀÚɯ

health care expenses or health care coverage, the order of benefits for 

the child are as follows:  

a. The plan covering the custodial parent.  

b. 3ÏÌɯ×ÓÈÕɯÊÖÝÌÙÐÕÎɯÛÏÌɯÊÜÚÛÖËÐÈÓɯ×ÈÙÌÕÛɀÚɯÚ×ÖÜÚÌȭɯ 

c. The plan covering the non-custodial parent; and then,  

d. The plan covering the non-ÊÜÚÛÖËÐÈÓɯ×ÈÙÌÕÛɀÚɯÚ×ÖÜÚÌȭ 

C. For a dependent child who is employed or married, the order of benefits 

will be as follows:  

i. The plan covering the child as an employee will pay first,  

ii.  The plan covering the child as a spouse will pay second, and 

iii.  The plan covering the child as a dependent child will pay third.  

D. If there is more than one plan covering the child as a dependent child, the 

plan covering the parent with the earliest birthdate (disregarding the year 

ÖÍɯÉÐÙÛÏȺɯÞÐÓÓɯ×ÈàɯÉÌÍÖÙÌɯÛÏÌɯÖÛÏÌÙɯ×ÈÙÌÕÛɀÚɯ×ÓÈÕȭ 

E. 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 

ËÌÛÌÙÔÐÕÌËȮɯÈÚɯÈ××ÓÐÊÈÉÓÌȮɯÜÕËÌÙɯ2ÜÉ×ÈÙÈÎÙÈ×Ïɯ ɯÖÙɯ!ɯÖÍɯÛÏÐÚɯ/ÓÈÕɀÚɯÙÜÓÌÚɯ

of coordination of benefits, as if those individuals were parents of the child.  

7. Deductibles . Deductibles are not payable as secondary under this Plans 

Coordination of Benefits provisions.  

8. Dependent Child.  Regardless of the parents marital, relationship, living 

arrangement or location status, and irrespective of any court decree stating 

otherwise, the primary and secondary insurance coverage for the dependent 

shall always be determined as follows:  

a. The plan of the parent whose birthday falls earlier in the calendar year 

is the primary plan; or  
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b. If both parents have the same birthday, the plan that has covered the 

parent longest is the primary plan.  

9. Dependent with primary and secondary coverage under this Plan . In the case 

that a participant is covered under this Plan as a dependent of two employees, 

the combined benefits from this Plan will pay up to but never exceed 100% of 

ÛÏÐÚɯ/ÓÈÕɀÚɯÈÓÓÖÞÈÉÓÌɯÌß×ÌÕÚÌÚȭɯ 

10. Employee with primary and secondary coverage under this Plan. In the case 

that a participant is covered under this Plan as an employee AND as a 

dependent, the combined benefits from this Plan will pay up to but never 

ÌßÊÌÌËɯƕƔƔǔɯÖÍɯÛÏÐÚɯ/ÓÈÕɀÚɯÈÓÓÖÞÈÉÓÌɯÌß×ÌÕÚÌÚȭɯ 

11. Longer or shorter length of coverage.  The plan that covered the person as an 

employee or retiree longer is prim ary. 

Note : This item shall not apply with respect to any plan year during which 

benefits are paid or provided before this Plan entity has actual knowledge of 

the court decree provision.  

12. More than one secondary plan.  If a person is covered by more than one 

secondary plan, the order of benefit determination rules of this regulation 

decides the order in which secondary plans benefits are determined in relation 

to each other. Each secondary plan shall take into consideration the benefits of 

the primary plan or plans and the benefits of any other plan, which, under the 

rules of this provision, has its benefits determined before those of that 

secondary plan. 

13. Non -dependent or dependent.  The Plan that covers the person other than as a 

dependent, for example as an employee, member, subscriber, or policy holder, 

is the primary plan and the plan that covers the person as a dependent is 

secondary.  

Excess Coverage Limitation  

Regardless of any other rule stating otherwise, all benefits payable under this Plan will 

be limited to being in excess of the benefits which are payable by any other plan or 

ÎÙÖÜ×ɯÐÕÚÜÙÈÕÊÌɯ×ÖÓÐÊàɯÞÏÐÊÏɯÐÚɯÖÙɯ×ÜÙ×ÖÙÛÚɯÛÖɯÉÌɯÈÕɯɁÌßÊÌÚÚɯ×ÖÓÐÊàɂɯÖÙɯÈÕɯɁÌßÊÌÚs 

×ÓÈÕɂɯ×ÈàÐÕÎɯÉÌÕÌÍÐÛÚɯÖÕÓàɯÐÕɯÌßÊÌÚÚɯÖÍɯÉÌÕÌÍÐÛÚɯ×ÙÖÝÐËÌËɯÉàɯÈÕàɯÖÛÏÌÙɯ×ÓÈÕɯÖÙɯ×ÖÓÐÊàȭɯ

If an entity or insurer of such other group excess plan or group excess policy agrees to 

×ÈàɯÉÌÕÌÍÐÛÚɯÈÚɯÐÍɯÐÛɯÞÌÙÌɯÕÖÛɯÈÕɯÌßÊÌÚÚɯ×ÓÈÕɯÖÙɯ×ÖÓÐÊàȮɯÛÏÌɯ/ÓÈÕɀÚɯÉÌÕÌÍÐÛÚɯÞill be without 

regard to the provision of the previous paragraph.  
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Other  Important  Information  About  this  /ÓÈÕɀÚ Coordination  of  Benefits  

Provision.  

1. Benefits are coordinated on all employees and dependent claims for payment 

or reimbursement.  C.O.B. applies to the medical, prescription drug, dental and 

vision benefits provided by this Plan.  

2. Benefits are coordinated with other group plans.  This Plan will also pay 

secondary to an individual plan (one for which you pay the full premiums) if it 

provides benefits in the form of payment for actual medical services rendered 

on a non-excess basis. This Plan will not coordinate with an individual policy 

that provides a per-diem benefit directly to you based on days of 

hospitalization or disability.  Benefits are also coordinated with Medicare. 

3. !ÌÕÌÍÐÛÚɯÈÙÌɯ×ÈÐËɯÐÕɯ"ȭ.ȭ!ȭɯÍÖÙɯɁÈÓÓÖÞÈÉÓÌɯÌß×ÌÕÚÌÚȮɂɯÞÏÐÊÏɯÈÙÌɯÌß×ÌÕÚÌÚɯÛÏÈÛɯ

are eligible to be considered for reimbursement by one or more of the plans 

covering the expense. Participants are reminded that d eductibles are not an 

allowable expense and as such not payable as secondary under this Plans 

Coordination of Benefits provisions.  

4.  ɯ×ÓÈÕɯÛÏÈÛɯ×ÈàÚɯɁ×ÙÐÔÈÙàɂɯÉÌÕÌÍÐÛÚɯÐÚɯÛÏÌɯ×ÓÈÕɯÛÏÈÛɯÐÚɯÙÌØÜÐÙÌËɯÛÖɯ×ÈàɯÐÛÚɯ

benefits first. 3ÏÌɯ×ÓÈÕɯÛÏÈÛɯ×ÈàÚɯɁÚÌÊÖÕËÈÙàɂɯÉÌÕÌÍÐÛÚɯÐÚɯÛÏÌɯ×ÓÈÕɯÛÏÈÛɯ×ÈàÚɯÐÛÚɯ

benefits after the other plan has paid its benefits. 

5. You must file a claim for any benefits to which you are entitled from any other 

source. Whether or not you file a claim with these other sources, your Plan 

payments will be calculated as though you have received any benefits to which 

you are entitled. 

6. When this Plan is the secondary plan, and there is a difference between the 

amount the primary plan allows and the amount allowable by this Plan, this 

/ÓÈÕɯÞÐÓÓɯÜÚÜÈÓÓàɯÊÖÖÙËÐÕÈÛÌɯÐÛÚɯÉÌÕÌÍÐÛÚɯÜÚÐÕÎɯÛÏÌɯ×ÙÐÔÈÙàɯ×ÓÈÕɀÚɯÈÓÓÖÞÈÉÓÌɯ

ÈÔÖÜÕÛȮɯÜÕÓÌÚÚɯÛÏÌɯ×ÙÖÝÐËÌÙɀÚɯÊÖÕÛÙÈÊÛÜÈÓɯÈÙÙÈÕÎÌÔÌÕÛɯÞÐÛÏɯÛÏÌɯ/ÓÈÕɯÙÌØÜÐÙÌÚɯ

otherwise. 

7. If another plan is the primary plan but some or all of the benefits otherwise 

×ÈàÈÉÓÌɯÉàɯÛÏÈÛɯ×ÓÈÕɯÈÙÌɯËÌÕÐÌËɯÖÙɯÙÌËÜÊÌËɯÉÌÊÈÜÚÌɯÖÍɯÛÏÌɯÊÓÈÐÔÈÕÛɀÚɯÍÈÐÓÜÙÌɯÛÖɯ

ÊÖÔ×ÓàɯÞÐÛÏɯÛÏÈÛɯ×ÓÈÕɀÚɯÙÌØÜÐÙÌËɯ×ÙÖÊÌËÜÙÌÚɯÎÖÝÌÙÕÐÕÎɯÙÌÊÌÐ×ÛɯÖÍɯÔÌËÐÊÈÓɯÊÈÙÌȮɯ

ÛÏÐÚɯ/ÓÈÕɀÚɯÚÌÊÖÕËÈry benefits will only be those that would have been payable 

if the claimant had complied with all of the required procedures of the other 

plan. The required procedures could include, but are not limited to, complying 

with utilization review or cost contain ment procedures such as hospital 

preadmission review or certification, second surgical opinions, certification of 

mental health treatment, or any other required notification or procedure of the 

other plan. 
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8. (ÍɯÛÏÐÚɯ/ÓÈÕɯÐÚɯÚÌÊÖÕËÈÙàɯÖÕɯÈɯÊÖÝÌÙÌËɯ×ÌÙÚÖÕɀÚɯÊÓÈÐÔɯÜÕËÌÙɯÐÛÚɯÖÙËÌÙɯÖÍɯÉÌÕÌÍÐÛɯ

ËÌÛÌÙÔÐÕÈÛÐÖÕɯÙÜÓÌÚȮɯÉÜÛɯÛÏÌɯ×ÌÙÚÖÕɀÚɯ×ÙÐÔÈÙàɯ×ÓÈÕɯÏÈÚɯÈɯÙÜÓÌɯÈÓÓÖÞÐÕÎɯÐÛɯÛÖɯ×Èàɯ

less than its normal benefits when there is secondary coverage, this Plan will 

ignore the primÈÙàɯ×ÓÈÕɀÚɯÙÜÓÌÚȭɯ(ÕɯÚÜÊÏɯÈɯÊÈÚÌɯÛÏÌɯÔÈßÐÔÜÔɯ×ÈàÈÉÓÌɯÉàɯÛÏÐÚɯ

/ÓÈÕɯÞÐÓÓɯÉÌɯÛÏÌɯÈÔÖÜÕÛɯ×ÈàÈÉÓÌɯÈÍÛÌÙɯÈ××ÓÐÊÈÛÐÖÕɯÖÍɯÛÏÐÚɯ/ÓÈÕɀÚɯÊÖÖÙËÐÕÈÛÐÖÕɯÖÍɯ

benefits rules. 

The covered person must claim benefits from the primary plan for its share of covered 

expenses, including benefits or services available from prepayment coverage 

programs such as health maintenance organizations (HMOs). When this Plan is 

secondary it will not pay benefits for any claim or portion of a claim that would have 

been paid by the primary plan if the person had made a proper claim on that Plan or 

had used its services. 3ÏÐÚɯ/ÓÈÕɀÚɯÓÐÈÉÐÓÐÛàɯÈÕËɯÐÛÚɯÉÌÕÌÍÐÛɯ×ÈàÔÌÕÛÚɯÞÐÓÓɯÕÖÛɯÐÕÊÙÌÈÚÌɯ

simply because the eligible person elects not to use the primary coverage. 

COSMETIC SURGERY 

As with any surgery, pre -certification / prior approval is required.  

The Plan only  pays for cosmetic surgery associated with the: 

1. Correction of defects incurred through traumatic injuries sustained as a result 

of an accident within one year of the surgery.  

2. Correction of congenital defects; or  

3. Breast reconstruction following a mastectomy, including surgery on the non -

affected breast to achieve a symmetrical appearance.  

Participating provider charges will be subject to the deductible, and payable at 90% of 

the negotiated rate. 

Non-participating provider charges will be subject to the deductible and payment will 

ÉÌɯÔÈËÌɯÈÛɯƛƔǔɯÖÍɯÛÏÌɯ%ÜÕËɀÚɯ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɯȹ1  Ⱥȭ 

The Plan will not cover cosmetic surgery services and/or supplies for any other 

medical reasons such as, but not limited to, the correction of an inferior cosmetic 

surgery. 

COVID TESTING REIMBURSEMENT BENEFIT  

From Saturday January 15th, 2022, to May 11th, 2023, the Health and Benefit Fund 

covered eight (8) at-home COVID tests per month for active participants and for non -

Medicare eligible retired participants.  

Participants who wish to be reimbursed for the purchase of at -home tests on or after 

January 15th, 2022, but prior to May 11 th, 2023, must submit their receipt for said 
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purchase along with the fully completed signed Covid Test Reimbursement form 

ȹ%ÖÜÕËɯÞÐÛÏÐÕɯÛÏÌɯ'ÌÈÓÛÏÊÈÙÌɯÛÈÉȮɯÜÕËÌÙɯÛÏÌɯÚÌÊÛÐÖÕɯÛÐÛÓÌËɯɁ%ÖÙÔÚɯÈÕËɯ(ÕÚÛÙÜÊÛÐÖÕÚɂȺɯ

into the Lake County Indiana, NECA ɬ I.B.E.W., Health and Benefit Fund Office, Suite 

300, 7200 Mississippi Street, Merrillville In, 46410.  

What you need to know:  

1. The Federal mandate that required private insurance providers and Medicare 

to provide 8 free at-home COVID-19 tests per month ended on May 11th, 2023. 

Tests procured after May 11th, 2023, will not be reimbursed.  

2. Pursuant to Federal law, tests utilized for employment purposes are not 

covered.  

3. For the reason that some receipts may not clearly indicate how many tests were 

purchased, it is recommended that purchasers save not just receipts but also 

the boxes that the tests come in as the Plan may require the boxes as proof of 

purchase as well as need the box to verify the quantity that was purchased.  

4. 8ÖÜɯËÖɯÕÖÛɯÕÌÌËɯÈɯ×ÙÌÚÊÙÐ×ÛÐÖÕɯÖÙɯËÖÊÛÖÙɀÚɯÖÙËÌÙɯÛÖɯ×ÜÙÊÏÈÚÌɯÛÏÌɯÈÛ-home tests. 

5. You do not have to be symptomatic to buy the test or to be reimbursed for the 

test. 

6. Reimbursements are made via direct deposit.  

7. Reimbursement requests that are submitted without a fully and properly 

completed Covid Test Reimbursement Form will be denied.  

CREDITABLE COVERAGE  

Creditable  Coverage Issued by the Plan.  

You and any of your eligible dependent will be automatically provided with a 

Certificate of Creditable Coverage when:  

1. Your coverage under this Plan terminates. 

2. Any continuation coverage under this Plan ceases; and 

3. At any time, you or your eligible dependents make a written request, while you 

or your dependents are covered by the Plan and for twenty -four (24) months 

after coverage under the Plan ceases.  

Creditable  Coverage Required  by  the Plan 

If you have enrolled into the Plan and are seeking eligibility for the first time and have 

a letter of creditable coverage from your previous medical insurance provider that 



 

149 | P a g e 

indicates you had coverage within the prior sixty -two (62) calendar days or less before 

being covered under this Plan, then the Plan will allow you to gain initial eligibility 

on the first of the month following the month in which one hundred and sixty (16 0) 

hours are received. For more information on the Plans eligibility and enrollment rules, 

×ÓÌÈÚÌɯÚÌÌɯÛÏÌɯÚÌÊÛÐÖÕÚɯÖÍɯÛÏÐÚɯÉÖÖÒɯÛÐÛÓÌËɯɁ$ÓÐÎÐÉÐÓÐÛàɂɯÈÕËɯɁ$ÕÙÖÓÓÔÌÕÛɂȭ 

DEATH  

Should you pass away while you are an active eligible employee (who is not making 

COBRA self-payments), and if you would have been eligible on the last day of the 

month in which your death occurs, Plan coverage for your surviving dependents will 

be continued until the last day of the third month foll owing your death.  

After such time, your surviving spouse and any eligible dependents will be offered 

the opportunity to continue coverage under the Plan  by making survivor self -

payments. Provided that your surviving dependents make timely survivor self-

payments, coverage will be provided as follows:  

 

1. #Ì×ÌÕËÌÕÛɯÊÏÐÓËÙÌÕɯÞÐÓÓɯÉÌɯÊÖÝÌÙÌËɯÜ×ɯÛÖɯÛÏÌɯËÈÛÌɯÛÏÌàɯÊÌÈÚÌɯÛÖɯÔÌÌÛɯÛÏÐÚɯ/ÓÈÕɀÚɯ

definition of dependent, or at the end of the calendar month in which they 

obtain the age of 26, whichever is first. 

2. Dependent children or surviving spouse will be covered until the date that they 

enter the armed forces of any country on a fulltime basis. 

3. Dependent children will be covered to the last day of the month in which the 

ÚÜÙÝÐÝÐÕÎɯ×ÈÙÌÕÛɀÚɯËÌÈÛÏɯÖÊÊÜÙÙÌËȭɯ 

4. The surviving spouse will be covered up to the date of their death.  

5. The surviving spouse will be covered up to the date that they remarry.  

 

At any time that your surviving dependents fail to make a self -payment or make it 

timely, they will be terminated from the Plan.  At which point they will be offered the 

opportunity to continue coverage under the COBRA provisions of the Plan. Should 

they elect COBRA, the rules governing COBRA coverage will apply.  Note: Should 

they elect COBRA, they will not be entitled to elect to make survivor self-payments at 

any future date.  Similarly, if they choose t o make survivor self-payments, your 

surviving dependen ts will lose the right to elect COBRA coverage (unless their 

survivor coverage terminates within the first 36 months after your death, in which 

case they can elect and pay for COBRA for the remainder of that 36-month period).   

If you have eligible children at the time of your death, your surviving spouse can make 

survivor self -payments for their coverage also. They cannot make survivor self -pays 

in their own right, but they can elect COBRA.  
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Reminder : Self-payments and COBRA payments are always due no later than 4:30 

P.M. on the last business day of the month preceding the coverage month. If the 

payment is not received by the Fund Office on or prior to 4:30 P.M. on that day, 

coverage will terminate. If survivor coverage terminates, it cannot be reinstated. 

Death of  a Covered Retiree 

(ÕɯÛÏÌɯÌÝÌÕÛɯÖÍɯÈɯÊÖÝÌÙÌËɯÙÌÛÐÙÌÌɀÚɯËÌÈÛÏȮɯÛÏÌɯ/ÓÈÕɯÞÐÓÓɯÌßÛÌÕËɯÊÖÝÌÙÈÎÌȮɯÍÙÌÌɯÖÍɯÊÏÈÙÎÌȮɯ

to their eligible surviving spouse and eligible dependent children, for three calendar 

months.  

The three-calendar month term will begin after the month in which you passed. After 

which time, the spouse may elect to continue to make timely premium self -payments 

to continue coverage for themselves and any dependent children. Failure to make 

timely self -payments by 4:30 P.M. on the last business day of that three-calendar 

month period of coverage w ill result in the termination of any surviving dependents 

eligibility to receive benefits under this Plan.  Otherwise, and provided that your 

surviving depende nts make timely self-payments, coverage will be provided as 

follows:  

 

¶ #Ì×ÌÕËÌÕÛɯÊÏÐÓËÙÌÕɯÞÐÓÓɯÉÌɯÊÖÝÌÙÌËɯÜ×ɯÛÖɯÛÏÌɯËÈÛÌɯÛÏÌàɯÊÌÈÚÌɯÛÖɯÔÌÌÛɯÛÏÐÚɯ/ÓÈÕɀÚɯ

definition of dependent, or at the end of the calendar month in which they 

obtain the age of 26, whichever is first. 

¶ Dependent children or surviving spouse will be covered until the date that they 

enter the armed forces of any country on a fulltime basis. 

¶ Dependent children will be covered to the last day of the month in which the 

ÚÜÙÝÐÝÐÕÎɯ×ÈÙÌÕÛɀÚɯËÌÈÛÏɯÖÊÊÜÙÙÌËȭɯ 

¶ The surviving spouse will be covered up to the date of their death.  

¶ The surviving spouse will be covered up to the date that they remarry.  

DEDUCTIBLE  

Services covered under the medical benefits are subject to an annual deductible based 

on the calendar year. The key word in the prior sentence ÐÚɯɁÔÌËÐÊÈÓɯÉÌÕÌÍÐÛÚɂȭɯThe 

deductible does not apply to dental, pharmaceutical and vision benefits.   

The Plan maintains two different levels of deductibles, an annual individual 

deductible, and an annual family deductible.  The amounts of these deductibles are as 

follows:  

Calendar Year Deductible  Amount  



 

151 | P a g e 

Individual  $200.00 

Family (2 or More Family Members)  $400.00 

How  the deductible  works  

The deductible applies only once in a calendar year, even though the covered 

individual(s) may have several different accidents or illnesses. This deductible applies 

to both in -network providers and out -of-network providers.  

Individual Deductible : The Fund requires that each participant satisfies the Plans 

medical deductible per calendar year. Once a participant satisfies the annual 

ËÌËÜÊÛÐÉÓÌɯÈÔÖÜÕÛɯÐËÌÕÛÐÍÐÌËɯÈÉÖÝÌȮɯÛÏÌɯ/ÓÈÕɯÞÐÓÓɯÙÌÐÔÉÜÙÚÌɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÊÖÝÌÙÌËɯ

expenses at the percentage identified within this book for the remainder of the 

calendar year.  

Family Deductible: The family deductible is satisfied when two or more family 

members have combined covered expenses that meet or exceed the amount of the 

family deductible listed within the chart above.  However, the Plan will not apply more 

than the individual deductible amount to any one family member.  Once the annual 

family deductible has been met, the Plan will reimburse the covered expenses incurred 

by any eligible family member at the percentage identified within this book for the 

remainder of that calendar year.  

How  the Plan Calculates Your  Deductible  

The Plan applies covered expenses toward your deductible as it processes claims, 

rather than according to the date of service. Since providers submit their claims in 

accordance with their own billing schedules, this quite often results in the Plan 

receiving claims that are chronologically out -of-order with regard to the sequence in 

which you received care, especially when multiple  providers are utilized.  

3ÏÌÙÌÍÖÙÌȮɯÐÛɯÐÚɯÈÓÞÈàÚɯ×ÙÜËÌÕÛɯÍÖÙɯ×ÈÙÛÐÊÐ×ÈÕÛÚɯÛÖɯÞÈÐÛɯÜÕÛÐÓɯÛÏÌàɯÙÌÊÌÐÝÌɯÛÏÌɯ/ÓÈÕɀÚɯ

explanation of benefits (E.O.B.) prior to making any payment to their provider for their 

deductible.  

Additionally, if a provider waives or routinely waives (does not require the 

participant to pay) a deductible or an out -of-pocket amount, the Claims Administrator 

will calculate the actual provider fee or charge by reducing the fee or charge by the 

amount waived. (Amounts you are not required to pay are not covered by the Plan.)  

Remember: This Plan does not apply the deductible for facility charges incurred 

within a Level A facility, or for those services provided by Included Health (formally 

Grand Rounds). 
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How  the Plan Coordinates  Your  Deductible  with  Other  Insurance Coverage 

(ÛɯËÖÌÚÕɀÛȭɯ,ÌÈÕÐÕÎȮɯÛÏÌ Plan neither offsets, pays for nor will coordinate any 

deductible incurred under this Plan nor any other . Please reference the section of this 

ÉÖÖÒɯÛÐÛÓÌɯɁCoordination of Benefitsɂ for more information.    

DEFINITIONS  

The following words and phrases shall have the following meanings when used in 

this Plan Document. The following definitions are not an indication that charges for 

particular care, supplies or services are eligible for payment under the Plan, 

however they may be used to identify ineligible expenses; please refer to the 

appropriate sections of the Plan Document for that information.  

Some of the terms used in this document begin with a capital letter, even though the 

term normally would not be capitalized. These terms have special meaning under the 

Plan. Most terms will be listed in this Definitions section, but some terms are defined 

within the provision the term is used. Becoming familiar with the terms defined in this 

Definitions section will help to better understand the provisions of this Plan.  

Ɂ ÊÛÜÈÙàɂ 

A professional responsible for, among other things, valuing Plan assets and liabilities 

and calculating the cost of providing Health and Benefit Plan benefits.  

Ɂ ËÔÐÕÐÚÛÙÈÛÐÝÌɯ+ÈÎɯ0ÜÈÙÛÌÙɂ 

ɁAdministrative lag quarterɂɯshall mean the length of time between the work quarter 

and the corresponding quarter of coverage.  

Ɂ ËÔÐÕÐÚÛÙÈÛÖÙɤ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɂ 

Ɂ ËÔÐÕÐÚÛÙÈÛÖÙɤ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɂɯÔÌÈÕÚɯÛÏÌɯÐÕËÐÝÐËÜÈÓɯÖÙɯÖÙÎÈÕÐáÈÛÐÖÕȹÚȺɯÚÌÓÌÊÛÌËɯ

by the Board of Trustees to handle claims and day-to-day administration on behalf of 

the Fund. 

Ɂ ÔÉÜÓÌÛÛÌɂ 

Ɂ ÔÉÜÓÌÛÛÌɂɯÚÌÙÝÐÊÌÚɯÈÙÌɯÞÏÌÌÓÊÏÈÐÙ-accessible transportation vehicles that provide 

non-emergency-related transference or passage. 

Ɂ ÊÊÐËÌÕÛɂ 

Ɂ ÊÊÐËÌÕÛɂɯ ÚÏÈÓÓɯ ÔÌÈÕɯ ÈÕɯ ÌÝÌÕÛɯ ÞÏÐÊÏɯ ÛÈÒÌÚɯ ×ÓÈÊÌɯ ÞÐÛÏÖÜÛɯ ÖÕÌɀÚɯ ÍÖÙÌÚÐÎÏÛɯ ÖÙɯ

expectation, or a deliberate act that results in unforeseen consequences. 

Ɂ ÊÊÐËÌÕÛÈÓɯ!ÖËÐÓàɯ(ÕÑÜÙàɂɯÖÙɯɁ ÊÊÐËÌÕÛÈÓɯ(ÕÑÜÙàɂ 
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Ɂ ÊÊÐËÌÕÛÈÓɯÉÖËÐÓàɯÐÕÑÜÙàɂɯÖÙɯɁÈÊÊÐËÌÕÛÈÓɯÐÕÑÜÙàɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯ(ÕÑÜÙàɯÚÜÚÛÈÐÕÌËɯÈÚɯÛÏÌɯ

result of an accident and independently of all other causes by an outside traumatic 

event or due to exposure to the elements. 

Ɂ ÊÛÐÝÌÓàɯ$Ô×ÓÖàÌËɂɯ 

Ɂ ÊÛÐÝÌÓàɯÌÔ×ÓÖàÌËɂɯÚÏÈÓÓɯÔÌÈÕ any participant that performs work covered under 

the Collective Bargaining Agreement, Participation Agreement and/or traditionally 

covered by a IBEW 697 apprentice, and/or journeyperson and   

Ɂ ËÝÌÙÚÌɯ!ÌÕÌÍÐÛɯ#ÌÛÌÙÔÐÕÈÛÐÖÕɂ 

Ɂ ËÝÌÙÚÌɯÉÌÕÌÍÐÛɯËÌÛÌÙÔÐÕÈÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎȯ 

1. A denial of benefits.  

2. A reduction in benefits.  

3. A rescission of coverage, even if the rescission does not impact a current claim 

for benefits. 

4. A termination of benefits.  

5. A failure to provide or make payment (in whole or in part) for a benefit, 

including any such denial, reduction, termination, or failure to provide or make 

×ÈàÔÌÕÛɯ ÛÏÈÛɯ ÐÚɯ ÉÈÚÌËɯ ÖÕɯ Èɯ ËÌÛÌÙÔÐÕÈÛÐÖÕɯ ÖÍɯ Èɯ ÊÓÈÐÔÈÕÛɀÚɯ ÌÓÐÎÐÉÐÓÐÛàɯ ÛÖɯ

participate in the Plan.  

6. A denial, reduction, or termination of, or a failure to provide or make payment 

(in whole or in part) for, a benefit resulting from the application of any 

utilization review.  

7. A failure to cover an item or service for which benefits are otherwise provided 

because it is determined to be experimental or investigational or not medically 

necessary or appropriate. 

Ɂ ÍÍÖÙËÈÉÓÌɯ"ÈÙÌɯ ÊÛɯȹ " Ⱥɂ 

3ÏÌɯɁ ÍÍÖÙËÈÉÓÌɯ"ÈÙÌɯ ÊÛɯȹ " ȺɂɯÔÌÈÕÚɯÛÏÌɯÏÌÈÓÛÏɯÊÈÙÌɯÙÌÍÖÙÔɯÓÈÞɯÌÕÈÊÛÌËɯÐÕɯ,ÈÙÊÏɯ

2010. The law was enacted in two parts: the Patient Protection and Affordable Care 

Act was signed into law on March 23, 2010, and was amended by the Health Care and 

$ËÜÊÈÛÐÖÕɯ1ÌÊÖÕÊÐÓÐÈÛÐÖÕɯ ÊÛɯÖÕɯ,ÈÙÊÏɯƗƔȮɯƖƔƕƔȭɯ3ÏÌɯÕÈÔÌɯɁ ÍÍÖÙËÈÉÓÌɯ"ÈÙÌɯ ÊÛɂɯÐÚɯ

commonly used to refer to the final, amended version of the law. In this document, 

the Plan uses the name Affordable Care Act (ACA) to refer to the health care reform 

law.  

Ɂ ÓÓÖÞÈÉÓÌɯ ÔÖÜÕÛɂ 

Ɂ ÓÓÖÞÈÉÓÌɯÈÔÖÜÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÔÈßÐÔÜÔɯÊÖÝÌÙÌËɯÊÏÈÙÎÌɯÍÖÙɯÈɯÚ×ÌÊÐÍÐÊɯÐÛÌÔɯÖÙɯ

service under the Plan. The allowable amount is calculated by the Plan Administrator 

taking into account and after having analyzed:  
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1. The Reasonable and Allowed Amount as defined by the Plan. 

2. The amount calculated based upÖÕɯÛÏÌɯ/ÓÈÕɀÚɯÙÌÍÌÙÌÕÊÌ-based price provisions. 

3. The charge otherwise specified under the terms of the Plan. 

4. The rate negotiated by the Plan and the provider. 

5. For non-//.ɯȹ/ÙÌÍÌÙÙÌËɯ/ÙÖÝÐËÌÙɯ.ÙÎÈÕÐáÈÛÐÖÕȺɯÍÈÊÐÓÐÛÐÌÚȮɯƕƗƔǔɯÖÍɯ,ÌËÐÊÈÙÌɀÚɯ

allowable amount; or  

6. The actual charges if they are less than the amount determined in Nos. 1-5 

above. 

Certain services are subject to specific limitations, and certain general limitations 

apply to benefits for all services. The Plan will take these limitations into account in 

ÊÈÓÊÜÓÈÛÐÕÎɯÐÛÚɀɯÈÓÓÖÞÈÉÓÌɯÈÔÖÜÕÛȭ  

The allowable amount, and the maximum payable by the Plan, will not include any 

identifiable billing mistakes including, but not limited to, up -coding, duplicate 

charges, treatment for hospital-acquired conditions, provider errors, and charges for 

services not performed.  

The allowable amount shall also mean the Reasonable and Allowed Amount for any 

medically necessary, eligible item of expense, at least a portion of which is covered 

under this Plan. When some other plan pays first in accordance with the application 

to beneÍÐÛɯËÌÛÌÙÔÐÕÈÛÐÖÕÚɯ×ÙÖÝÐÚÐÖÕɯÐÕɯÛÏÌɯ"ÖÖÙËÐÕÈÛÐÖÕɯÖÍɯ!ÌÕÌÍÐÛÚɯÚÌÊÛÐÖÕȮɯÛÏÐÚɯ/ÓÈÕɀÚɯ

ÙÌÈÚÖÕÈÉÓÌɯÈÓÓÖÞÌËɯÌß×ÌÕÚÌɯÚÏÈÓÓɯÐÕɯÕÖɯÌÝÌÕÛɯÌßÊÌÌËɯÛÏÌɯÖÛÏÌÙɯ/ÓÈÕɀÚɯÈÓÓÖÞÈÉÓÌɯ

expenses. 

6ÏÌÕɯÚÖÔÌɯɁÖÛÏÌÙɯ×ÓÈÕɂɯ×ÙÖÝÐËÌÚɯÉÌÕÌÍÐÛÚɯÐÕɯÛÏÌɯÍÖÙÔɯÖÍɯÚÌÙÝÐÊÌÚɯȹÙÈÛÏÌÙɯÛÏÈÕɯÊÈÚÏɯ

payments), the Plan Administrator shall assess the value of said benefit(s) and 

determine the reasonable cash value of the service or services rendered, by 

determining the a mount that would be payable in accordance with the terms of the 

Plan. Benefits payable under any other plan include the benefits that would have been 

payable had the claim been duly made therefore, whether or not it is actually made.  

Ɂ ÓÛÌÙÕÈÛÌɯ1ÌÊÐ×ÐÌÕÛɂ 

Ɂ ÓÛÌÙÕÈÛÌɯÙÌÊÐ×ÐÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÊÏÐÓËɯÖÍɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɯÞÏÖɯÐÚɯÙÌÊÖÎÕÐáÌËɯÜÕËÌÙɯÈɯ

medical child support order as having a right of enrollment under this Plan as the 

×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÌÓÐÎÐÉÓÌɯËÌ×ÌÕËÌÕÛȭɯ%ÖÙɯ×ÜÙ×ÖÚÌÚɯÖÍɯÛÏÌɯÉÌÕÌÍÐÛÚɯ×ÙÖÝÐËÌËɯÜÕËÌÙɯÛÏÐÚɯ

Plan, an alternate recipient shall be treated as an eligible dependent, but for purposes 

of the reporting and disclosure requirements under ERISA, an alternate recipient shall 

have the same status as a participant. 

Ɂ , ɂ 

Ɂ , ɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ ÔÌÙÐÊÈÕɯ,ÌËÐÊÈÓɯ ÚÚÖÊÐÈÛÐÖÕȭ 
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Ɂ ÔÉÜÓÈÛÖÙàɯ2ÜÙÎÐÊÈÓɯ"ÌÕÛÌÙɂ 

Ɂ ÔÉÜÓÈÛÖÙàɯÚÜÙÎÐÊÈÓɯÊÌÕÛÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯ×ÌÙÔÈÕÌÕÛɯ×ÜÉÓÐÊɯÖÙɯ×ÙÐÝÈÛÌɯÚÛÈÛÌ-

licensed and approved (whenever required by law) establishment that operates 

exclusively for the purpose of providing surgical procedures to patients not requiring 

hospitalizatio n with an organized medical staff of physicians, with continuous 

physician and nursing care by registered nurses (R.N.s). The patient is admitted to and 

discharged from the facility within the same working day as the facility does not 

provide service or other accommodations for patients to stay overnight.  

Ɂ ××ÙÌÕÛÐÊÌɂ 

 ÕɯɁÈ××ÙÌÕÛÐÊÌɂɯÐÚɯÈɯ×ÌÙÚÖÕɯÞÏÖɯÐÚɯÈÊÊÌ×ÛÌËȮɯÙÌÎÐÚÛÌÙÌËɯÈÕËɯÈÊÛÐÝÌÓàɯ×ÈÙÛÐÊÐ×ÈÛÐÕÎɯÐÕɯ

Èɯ) 3"ɯÊÖÜÙÚÌɯÖÍɯÛÙÈÐÕÐÕÎɯÐÕɯÛÏÌɯ+ÖÊÈÓɯƚƝƛɀÚɯ$ÓÌÊÛÙÐÊÈÓɯ3ÙÈÐÕÐÕÎɯ"ÌÕÛÌÙȭ 

Ɂ ÚÚÐÎÕÔÌÕÛɯÖÍɯ!ÌÕÌÍÐÛÚɂ 

Ɂ ÚÚÐÎÕÔÌÕÛɯÖÍɯ!ÌÕÌÍÐÛÚɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÈÙÙÈÕÎÌÔÌÕÛɯÉàɯÞÏÐÊÏɯÈɯ×ÈÛÐÌÕÛɯÙÌØÜÌÚÛɀÚɯÛÏÈÛɯ

his or her health benefit payments be made directly to a designated person or facility, 

such as a dentist, physician or hospital. 

An assignment of benefits will be deemed valid if it:  

1. was signed and dated on the date of service, and  

2. ÊÖÕÛÈÐÕÚɯÛÏÌɯ×ÈÛÐÌÕÛɀÚɯÖÙÐÎÐÕÈÓɯÚÐÎÕÈÛÜÙÌȮɯÈÕËɯ 

3. the context of the assignment that was originally signed contains specific 

language as it relates to being bargained for detriment, and  

4. the original assignment or a notarized copy was submitted along with claim for 

adjudication, and   

5. the assignment contains the correct legal name of the providers entity and  

6. the Provider accepts the payment received from the Plan as consideration, in 

full, for covered expenses for services, supplies and/or treatment rendered.   

Ɂ ÚÚÖÊÐÈÛÐÖÕɂɯ 

Ɂ ÚÚÖÊÐÈÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ-ÖÙÛÏÌÙÕɯ(ÕËÐÈÕÈɯ"ÏÈ×ÛÌÙɯÖÍɯÛÏÌɯ-ÈÛÐÖÕÈÓɯ$ÓÌÊÛÙÐÊÈÓɯ

Contractors Association, Inc. (NECA)  

Ɂ!ÈÙÎÈÐÕÐÕÎɯ4ÕÐÛɯ$Ô×ÓÖàÌÌɂ 

Ɂ!ÈÙÎÈÐÕÐÕÎɯÜÕÐÛɯÌÔ×ÓÖàÌÌɂɯÐÚɯÈɯ×ÌÙÚÖÕɯÖÛÏÌÙɯÛÏÈÕɯÈÕɯÈ××ÙÌÕÛÐÊÌɯÞÏÖɯÐÚɯÌÔ×ÓÖàÌËɯÉàɯ

a contributing employer and whose employment is subject to a collective bargaining 

agreement with the Union.  

Ɂ!ÐÙÛÏÐÕÎɯ"ÌÕÛÌÙɂɯ 

Ɂ!ÐÙÛÏÐÕÎɯÊÌÕÛÌÙɂɯÔÌÈÕÚɯÈÕàɯÍÙÌÌÚÛÈÕËÐÕÎɯÏÌÈÓÛÏɯÍÈÊÐÓÐÛàȮɯ×ÓÈÊÌȮɯ×ÙÖÍÌÚÚÐÖÕÈÓɯÖÍÍÐÊÌɯÖÙɯ

institution which is not a hospital or in a hospital, where births occur in a home like 
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atmosphere. This facility must be licensed and operated in accordance with the laws 

pertaining to birthing centers in the jurisdiction where the facility is located.  

The birthing center must provide facilities for obstetrical delivery and short -term 

recovery after delivery; provide care under the full -time supervision of a physician 

and either a registered nurse (R.N.) or a licensed nurse-midwife; and have a written 

agreement with a hospital in the same locality for immediate acceptance of patients 

who develop complications or require pre - or post- delivery confinement.  

Ɂ!ÙÈÕËɯ-ÈÔÌɂ 

Ɂ!ÙÈÕËɯÕÈÔÌɂɯÔÌÈÕÚɯÈɯÛÙÈËÌɯÕÈÔÌɯÔÌËÐÊÈÛÐÖÕɯÛÏÈÛɯÐÚɯÔÈÕÜÍÈÊÛÜÙÌËɯÈÕËɯËÐÚÛÙÐÉÜÛÌËɯ

by only one pharmaceutical manufacturer, or as defined by the national pricing 

standard used by the Prescription Benefits Manager. 

Ɂ"ÈÓÌÕËÈÙɯ8ÌÈÙɂ 

Ɂ"ÈÓÌÕËÈÙɯàÌÈÙɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯƕƖ-month period from January 1 through December 

31 of each year. 

Ɂ"ÈÙËÐÈÊɯ1ÌÏÈÉÐÓÐÛÈÛÐÖÕɂ 

Ɂ"ÈÙËÐÈÊɯÙÌÏÈÉÐÓÐÛÈÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÚÌÙÝÐÊÌÚɯÙÌÊÌÐÝÌËɯÐÕɯÈɯÚÌ×ÈÙÈÛÌȮɯÊÓÌÈÙÓàɯËÌÚÐÎÕÈÛÌËɯ

ÚÌÙÝÐÊÌɯÈÙÌÈɯÞÏÐÊÏɯÐÚɯÔÈÐÕÛÈÐÕÌËɯÈÛɯÌÐÛÏÌÙɯÈɯËÖÊÛÖÙɀÚɯÖÍÍÐÊÌɯÖÙɯÞÐÛÏÐÕɯÈɯÏÖÚ×ÐÛÈÓɯÈÕËɯ

which meets all the following requirements:  

1. It is solely for the care and treatment of critically ill patients who require special 

medical attention because of their critical condition.  

2. It provides within such area special nursing care and observation of a 

continuous and constant nature not available in the regular rooms and wards 

of the hospital. 

3. It provides a concentration of special lifesaving equipment immediately 

available at all times for the treatment of patients confined within such an area.  

4. It contains at least two beds for the accommodation of critically ill patients.  

5. It provides at least one professional registered nurse, in continuous and 

constant attendance of the patient confined in such area on a 24 hour a day 

basis.  

Ɂ"ÈÙÌɯ,ÈÕÈÎÌÔÌÕÛɯÖÙɯ"ÈÚÌɯ,ÈÕÈÎÌÔÌÕÛɂ 

Ɂ"ÈÙÌɯÔÈÕÈÎÌÔÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÚÌÛɯÖÍɯ×ÈÙÛÐÊÐ×ÈÕÛ-centered, goal-oriented, medically 

relevant, and logical steps to assure that a participant receives needed services in a 

supportive, effective, efficient, timely and cost -effective manner.  

Ɂ"ÌÕÛÌÙȹÚȺɯÖÍɯ$ßÊÌÓÓÌÕÊÌɂ 
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Ɂ"ÌÕÛÌÙȹÚȺɯÖÍɯÌßÊÌÓÓÌÕÊÌɂɯÚÏÈÓÓɯÔÌÈÕɯa hospital or facility that has been specifically 

approved and designated by the Plan or its third -party administrator to perform 

certain procedures, such as but not limited to, organ transplants, and to whom the 

Plan has obtained a case or event rate agreement prior to services being rendered. 

Any participant in need of an organ transplant may contact the Third -Party 

Administrator to initiate the precertification process resulting in a referral to a center 

of excellence. The Third-Party Administrator acts as the primary liaison with the 

center of excellence, patient and attending physician for all transplant admissions 

taking place at a center of excellence. 

If a Participant chooses not to use a center of excellence, the payment for services will 

be limited to ÛÏÌɯ/ÓÈÕɀÚɯÖÜÛ-of-network payment methodologies.  

Additional information about this option, as well as a list of centers of excellence, will 

be given to cover Employees and updated as requested. 

Ɂ"ÏÐÓËɂɯÈÕËɤÖÙɯɁ"ÏÐÓËÙÌÕɂ 

Ɂ"ÏÐÓËɂɯÈÕËɤÖÙɯɆÊÏÐÓËÙÌÕɆɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÌÔ×ÓÖàÌÌɀÚɯÉÐÖÓÖÎÐÊÈÓɯÊÏÐÓËȮɯÈÕàɯstepchild, 

legally adopted child, or any other child for whom the employee has been named legal 

ÎÜÈÙËÐÈÕȮɯÖÙɯÈÕɯɁÌÓÐÎÐÉÓÌɯÍÖÚÛÌÙɯÊÏÐÓËȮɂɯÞÏÐÊÏɯÐÚɯËÌÍÐÕÌËɯÈÚɯÈÕɯÐÕËÐÝÐËÜÈÓɯ×ÓÈÊÌËɯÞÐÛÏɯ

the employee by an authorized placement agency or by judgment, decree or other 

order of a court of competent jurisdiction, excluding a child for whom any federal, 

state or private social agency pays more than one-ÏÈÓÍɯÖÍɯÚÜÊÏɯÊÏÐÓËɀÚɯÚÜ××ÖÙÛɯÈÕËɯ

maintenance to reimburse you and/or your spouse. For purposes of this definition, a  

ÓÌÎÈÓÓàɯÈËÖ×ÛÌËɯÊÏÐÓËɯÚÏÈÓÓɯÐÕÊÓÜËÌɯÈɯÊÏÐÓËɯ×ÓÈÊÌËɯÐÕɯÈÕɯÌÔ×ÓÖàÌÌɀÚɯ×ÏàÚÐÊÈÓɯÊÜÚÛÖËàɯ

ÐÕɯÈÕÛÐÊÐ×ÈÛÐÖÕɯÖÍɯÈËÖ×ÛÐÖÕȭɯɁ"ÏÐÓËɂɯÚÏÈÓÓɯÈÓÚÖɯÔÌÈÕɯÈɯÊÖÝÌÙÌËɯÌÔ×ÓÖàÌÌɀÚɯÊÏÐÓËɯÞÏÖɯ

is an alternate recipient under a Qualified Medical Child Support Order.  

Ɂ"ÏÐÙÖ×ÙÈÊÛÐÊɯ"ÈÙÌɂ 

Ɂ"ÏÐÙÖ×ÙÈÊÛÐÊɯÊÈÙÌɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯËÌÛÌÊÛÐÖÕɯÈÕËɯÊÖÙÙÌÊÛÐÖÕȮɯÉàɯÔÈÕÜÈÓɯÖÙɯÔÌÊÏÈÕÐÊÈÓɯ

means, of the interference with nerve transmissions and expressions resulting from 

distortion, misalignment, or dislocation of the spinal (vertebrae) column.  

Ɂ"ÓÈÐÔɯ#ÌÛÌÙÔÐÕÈÛÐÖÕɯ/ÌÙÐÖËɂ 

Ɂ"ÓÈÐÔɯËÌÛÌÙÔÐÕÈÛÐÖÕɯ×ÌÙÐÖËɂɯÚÏÈÓÓɯÔÌÈÕɯÌÈÊÏɯÊÈÓÌÕËÈÙɯàÌÈÙȭ 

Ɂ"ÓÈÐÔÈÕÛɂ 

Ɂ"ÓÈÐÔÈÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɯÖÍɯÛÏÌɯ×ÓÈÕȮɯÖÙɯÌÕÛÐÛàɯÈÊÛÐÕÎɯÖÕɯÏÐÚɯÖÙɯÏÌÙɯÉÌÏÈÓÍȮɯ

authorized to submit claims to the Plan for processing, and/or appeal an adverse 

benefit determination.  

Ɂ"ÓÌÈÕɯ"ÓÈÐÔɂ 
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A clean claim is a claim for a Covered Expense that (1) is timely received by the 

Administrator; (2) (i) when submitted via paper has all the elements of the UB 04 or 

CMS 1500 (or successor standard) forms; or (ii) when submitted via an electronic 

transaction, uses only permitted transaction code sets (e.g. CPT4, ICD9, ICD10, 

HCPCS) and has all the elements of the standard electronic formats required by 

applicable Federal authority; (3) is a claim for which the Plan is the primary payer or 

ÛÏÌɯ/ÓÈÕɀÚɯÙÌÚ×ÖÕsibility as a secondary payer has been established; and (4) contains 

no defect, error or other shortcoming resulting in the need for additional information 

to adjudicate the claim; and (5) that does not lack necessary substantiating 

documentation to comple tely adjudicate the claim.  

A clean claim does not include a claim that is being reviewed for the Reasonable and 

Allowed Amount payable under the terms of the Plan. Additionally, any claim over 

$10,000 must be itemized and submitted to the Third-Party Administrator before it 

will be deemed a Clean Claim. 

Filing a Clean Claim. A Provider submits a clean claim by providing the required data 

ÌÓÌÔÌÕÛÚɯÖÕɯÛÏÌɯÚÛÈÕËÈÙËɯÊÓÈÐÔɀÚɯÍÖÙÔÚȮɯÈÓÖÕÎɯÞÐÛÏɯÈÕàɯÈÛÛÈÊÏÔÌÕÛÚɯÈÕËɯÈËËÐÛÐÖÕÈÓɯ

elements or revisions to data elements, attachments, and additional elements, of which 

the provider has knowl edge. The Plan Administrator may require attachments or 

other information in addition to these standard forms (as noted elsewhere in this 

document and at other times prior to claim submittal) to ensure charges constitute 

covered expenses as defined by and in accordance with the terms of this document. 

The paper claim form or electronic file record must include all required data elements 

and must be complete, legible, and accurate. A claim will not be considered to be a 

clean claim if the participant has failed to submit required forms or additional 

information to the Plan.  

Ɂ".!1 ɂ 

Ɂ".!1 ɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ"ÖÕÚÖÓÐËÈÛÌËɯ.ÔÕÐÉÜÚɯ!ÜËÎÌÛɯ1ÌÊÖÕÊÐÓÐÈÛÐÖÕɯ ÊÛɯÖÍɯƕƝƜƙȮɯ

as amended. 

Ɂ"ÖÐÕÚÜÙÈÕÊÌɂ 

Ɂ"ÖÐÕÚÜÙÈÕÊÌɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÊÖÚÛɯÚÏÈÙÐÕÎɯÍÌÈÛÜÙÌɯÖÍɯÛÏÐÚɯ×ÓÈÕȭɯ(ÛɯÙÌØÜÐÙÌÚɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɯ

to pay out -of-pocket a prescribed portion of the cost of covered expenses after the 

annual deductible is satisfied.  

Ɂ"ÖÕÊÜÙÙÌÕÛɯ"ÈÙÌɯ#ÌÊÐÚÐÖÕɂ 

Ɂ"ÖÕÊÜÙÙÌÕÛɯ"ÈÙÌɯ#ÌÊÐÚÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯËÌÊÐÚÐÖÕɯÉàɯÛÏÌɯ/ÓÈÕɯÛÖɯÙÌËÜÊÌɯÖÙɯÛÌÙÔÐÕÈÛÌɯ

benefits otherwise payable for a course of treatment that have been approved by the 

Plan (other than by Plan amendment or termination) or a decision with respect to a 

request by a claimant to extend a course of treatment beyond the period of time or 

number of treatments that has been approved by the Plan.  
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ɂɯ"ÖÕÊÜÙÙÌÕÛɯ"ÓÈÐÔɂ 

A claim is a type of preservice claim. A concurrent care claim if a request is made to 

extend a course of treatment beyond the period of time or number of treatments 

previously approved  or allowed by the Plan . 

Ɂ"ÖÕÊÜÙÙÌÕÛɯ1ÌÝÐÌÞɂ 

Ɂ"ÖÕÊÜÙÙÌÕÛɯ 1ÌÝÐÌÞɂɯ ÔÌÈÕÚɯ ÛÏÌɯ ×ÙÖÊÌÚÚɯ ÖÍɯ ÈÚÚÌÚÚÐÕÎɯ ÛÏÌɯ ÊÖÕÛÐÕÜÐÕÎɯ ÔÌËÐÊÈÓɯ

necessity, appropriateness, or utility of additional days of hospital confinement, 

outpatient care, and other health care services. 

 Ɂ"ÖÕÛÙÐÉÜÛÐÖÕÚɂ 

Ɂ"ÖÕÛÙÐÉÜÛÐÖÕÚɂɯÔÌÈÕÚɯ×ÈàÔÌÕÛÚɯÔÈËÌɯÛÖɯÛÏÌɯ%ÜÕËɯÉàɯÊÖÕÛÙÐÉÜÛÐÕÎɯÌÔ×ÓÖàÌÙÚɯÖÕɯ

behalf of their employees. Contributions may also include, where applicable, 

payments made directly by eligible employees and their dependents to purchase 

coverage pursuant to Plan rules.  

Ɂ"ÖÕÛÙÐÉÜÛÐÖÕɯ/ÌÙÐÖËɂ 

When employers first became obligated by agreements to contribute to a Fund for 

work in Covered Employment.  

Ɂ"ÖÖÙËÐÕÈÛÐÖÕɯÖÍɯ!ÌÕÌÍÐÛÚɂ 

Ɂ"ÖÖÙËÐÕÈÛÐÖÕɯÖÍɯÉÌÕÌÍÐÛÚɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÔÌÛÏÖËɯÖÍɯËÌÛÌÙÔÐÕÐÕÎɯÞÏÐÊÏɯÖÍɯÛÞÖɯÖÙɯ

more insurance policies will have the primary responsibility of processing and paying 

a claim and the extent to which the other policies will contribute.   

Ɂ"Ö×ÈàÔÌÕÛɂɯÖÙɯɁ"Ö×Èàɂ 

Ɂ"Ö×ÈàÔÌÕÛɂɯ ÖÙɯ ɁÊÖ×Èàɂɯ ÚÏÈÓÓɯ ÔÌÈÕɯ Èɯ ËÖÓÓÈÙɯ ÈÔÖÜÕÛɯ ÛÏÌɯ ×ÈÙÛÐÊÐ×ÈÕÛɯ ×ÈàÚɯ ÍÖÙɯ

pharmaceutical or vision expenses after the Plan makes its payment.  

Ɂ"ÖÚÔÌÛÐÊɂ 

Ɂ"ÖÚÔÌÛÐÊɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÌß×ÌÕÚÌÚɯÈÚÚÖÊÐÈÛÌËɯÞÐÛÏɯÛÏÌɯÛÙÌÈÛÔÌÕÛɯÖÙɯ×ÙÖÊÌËÜÙÌɯÍÖÙɯ

ÛÏÌɯ×ÙÐÔÈÙàɯ×ÜÙ×ÖÚÌɯÖÍɯÊÏÈÕÎÐÕÎɯÛÏÌɯ×ÌÙÚÖÕɀÚɯÈ××ÌÈÙÈÕÊÌȭɯ.ÙɯÛÏÖÚÌɯÌß×ÌÕÚÌÚɯÛÏÈÛɯ

were incurred in connection with the care and treatment of, or operations which are 

performed for plastic, reconstructive, or cosmetic purposes or any other service or 

supply which are primarily used to improve, alter, or enhance appearance of a 

physical characteristic which is within the broad spectrum of normal,  but which may 

be considered displeasing or unattractive, except when required by an Injury.  The fact 

that a person may suffer psychological or behavioral consequences absent from the 

ÛÙÌÈÛÔÌÕÛɯÖÙɯ×ÙÖÊÌËÜÙÌɯËÖÌÚɯÕÖÛɯÔÈÒÌɯÐÛɯɁÕÖÕ-ÊÖÚÔÌÛÐÊɂɯÕÖÙɯÈɯÊÖÝÌÙÌËɯÐÛÌÔɯÉàɯÛÏÌɯ

Plan. 

Ɂ"ÖÝÌÙÌËɯ$Ô×ÓÖàÔÌÕÛɂ 
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A Participant is considered to be working in Covered Employment if he /she works in 

a job that his employer is required by a collective bargaining agreement with the 

Union or a participation agreement with the Fund to make contributions on his behalf.  

For periods before the date that Plan P contributions were first required under the 

Collective Bargaining Agreement, Covered Employment means work, which if 

performed during the Contribution Period, would have resulted in contributions 

being paid to the Fund. 

Ɂ"ÖÝÌÙÌËɯ$ß×ÌÕÚÌÚɂ 

Ɂ"ÖÝÌÙÌËɯÌß×ÌÕÚÌÚɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÖÚÌɯÔÌËÐÊÈÓÓàɯÕÌÊÌÚÚÈÙàɯÚÌÙÝÐÊÌÚȮɯÚÜ××ÓÐÌÚɯÈÕËɤÖÙɯ

treatment that are covered under this Plan. Charges for services, supplies, and/or 

treatments meant to treat or correct a preventable condition or cost which arises solely 

ËÜÌɯÛÖɯÈɯ/ÙÖÝÐËÌÙɀÚɯÔÌËÐÊÈÓɯÌÙÙÖÙɯÈÙÌɯÕÖÛɯÊÖÕÚÐËÌÙÌËɯÈɯÊÖÝÌÙÌËɯÉÌÕÌÍÐÛȭ A finding of 

provider negligence and/or malpractice and any subsequent or affiliated service(s) 

shall be a covered expense.  

All treatment is subject to benefit payment maximums shown in the Summary of 

Benefits and as set forth elsewhere in this document. 

Ɂ"ÙÌËÐÛÈÉÓÌɯ"ÖÝÌÙÈÎÌɂ 

Ɂ"ÙÌËÐÛÈÉÓÌɯÊÖÝÌÙÈÎÌɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÈÛɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɯÏÈËɯ×ÙÐÖÙɯÊÖÝÌÙÈÎÌɯÜÕËÌÙɯÈÕàɯ

of the following insurance types within 62 days or less prior to being covered under 

this Plan: 

A group health plan; individual health insurance; student health insurance; Medicare; 

Medicaid; TRICARE; the Federal Employees Health Benefits Program; Indian Health 

Service; the Peace Corps; Public Health Plan (any plan established or maintained by a 

StatÌȮɯÛÏÌɯ4ȭ2ȭɯÎÖÝÌÙÕÔÌÕÛȮɯÖÙɯÍÖÙÌÐÎÕɯÊÖÜÕÛÙàȺȰɯ"ÏÐÓËÙÌÕɀÚɯ'ÌÈÓÛÏɯ(ÕÚÜÙÈÕÊÌɯ/ÙÖÎÙÈÔɯ

(CHIP); or a state health insurance high risk pool. 

Ɂ"ÜÚÛÖËÐÈÓɯ"ÈÙÌɂ 

Ɂ"ÜÚÛÖËÐÈÓɯÊÈÙÌɂɯÚÏÈÓÓɯÔÌÈÕɯÊÈÙÌɯÖÙɯÊÖÕÍÐÕÌÔÌÕÛɯËÌÚÐÎÕÈÛÌËɯ×ÙÐÕÊÐ×ÈÓÓàɯÍÖÙɯÛÏÌɯ

assistance and maintenance of the participant, in engaging in the activities of daily 

living, whether or not totally disabled. This care or confinement could be rendered at 

home or by persons without professional skills or training. This care may relieve 

symptoms or pain but is not reasonably expected to improve the underlying medical 

condition. Custodial care includes, but is not limited to, assistance in eating, dressing, 

bathing, and using the toilet, preparation of special diets, supervision of medication 

which can normally be self -administered, assistance in walking or getting in and out 

of bed, and all domestic activities. 

Ɂ#ÌÍÐÊÐÛɯ'ÖÜÙÚɂ 
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Ɂ#ÌÍÐÊÐÛɯÏÖÜÙÚɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÕÜÔÉÌÙɯÖÍɯÏÖÜÙÚɯÉÌÓÖÞɯÛÏÌɯØÜÈÙÛÌÙÓàɯÙÌØÜÐÙÌÔÌÕÛɯÍÖÙɯ

ÊÖÕÛÐÕÜÌËɯÌÓÐÎÐÉÐÓÐÛàɯÜÕËÌÙɯÛÏÐÚɯ/ÓÈÕɯÛÏÈÛɯÛÏÌɯ%ÜÕËɯËÐËɯÕÖÛɯÙÌÊÌÐÝÌɯÖÕɯÈÕɯÌÔ×ÓÖàÌÌɀÚɯ

behalf for work in covered employment.  

Ɂ#ÌËÜÊÛÐÉÓÌɂ 

Ɂ#ÌËÜÊÛÐÉÓÌɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÈÎÎÙÌÎÈÛÌɯÈÔÖÜÕÛɯÍÖÙɯÊÌÙÛÈÐÕɯÌß×ÌÕÚÌÚɯÍÖÙɯÊÖÝÌÙÌËɯ

services that are the responsibility of the participant to pay each calendar year before 

the Plan will begin its payments.  

Ɂ#ÌÕÛÈÓɯ(ÕÑÜÙàɂ 

Ɂ#ÌÕÛÈÓɯ(ÕÑÜÙàɂɯÚÏÈÓÓɯmean an injury caused by a sudden, violent, and external force 

that could not be predicted in advance and could not be avoided. Dental injury does 

not include chewing injuries.  

Ɂ#ÌÕÛÐÚÛɂ 

Ɂ#ÌÕÛÐÚÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯ×ÙÖ×ÌÙÓàɯÛÙÈÐÕÌËɯ×ÌÙÚÖÕɯÏÖÓËÐÕÎɯÈɯ#ȭ#ȭ2ȭɯÖÙɯD.M.D. degree and 

practicing within the scope of a license to practice dentistry within his or her 

applicable geographic venue. 

Ɂ#Ì×ÌÕËÌÕÛɂ 

Ɂ#Ì×ÌÕËÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÖÕÌɯÖÙɯÔÖÙÌɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎɯ×ÌÙÚÖÕÚȯ 

1. Your present spouse.   

2. %ÖÙɯÛÏÌɯ×ÜÙ×ÖÚÌɯÖÍɯÙÌÛÐÙÌÌɯÊÖÝÌÙÈÎÌȮɯàÖÜÙɯɁÚ×ÖÜÚÌɂɯÐÚɯÛÏÌɯ×ÌÙÚÖÕɯÛÖɯÞÏÖÔɯàÖÜɯ

have been legally married for at least one year and a day (366 days) prior to the 

date your retiree benefits start. 

3. Your biological, legally adopted child, or a stepchild . Such a child will be 

ÊÖÝÌÙÌËɯÛÖɯÛÏÌɯÌÕËɯÖÍɯÛÏÌɯÊÈÓÌÕËÈÙɯÔÖÕÛÏɯÐÕɯÞÏÐÊÏɯÛÏÌɯÊÏÐÓËɀÚɯÛÞÌÕÛà-six (26th) 

birthday occurs.  

4. A child who is to be considered as an eligible dependent of yours as required 

by a Qualified Medical Child Support Order (QMCSO).  Coverage will continue 

until the end of the calendar month he or she turns 26 years of age.  

5. Your incapacitated child, whose incapacity commenced prior to age 19, and  

6. Who was continuously covered since he/she became eligible for such coverage 

prior to attaining the limiting age as stated above, and who is mentally or 

physically incapable of sustaining his or her own living and who resides with 

you and is dependent upon you for at least one-half his/her support.  

Warning:  6ÙÐÛÛÌÕɯ×ÙÖÖÍɯÖÍɯàÖÜÙɯÊÏÐÓËɀÚɯÐÕÊÈ×ÈÊÐÛàɯÔÜÚÛɯÉÌɯÙÌÊÌÐÝÌËɯÉàɯÛÏÌɯ%ÜÕËɯ.ÍÍÐÊÌɯÞÐÛÏÐÕɯ

31 days of his/her nineteenth (19th) birthday.  

Such a child must have been mentally or physically incapable of earning his or her own living 



 

162 | P a g e 

×ÙÐÖÙɯÛÖɯÈÛÛÈÐÕÐÕÎɯÛÏÌɯÓÐÔÐÛÐÕÎɯÈÎÌɯÈÚɯÚÛÈÛÌËɯÈÉÖÝÌȭɯɁ/ÙÖÖÍɯÖÍɯÍÐÕÈÕÊÐÈÓɯÚÜ××ÖÙÛɂɯÔÌÈÕÚɯÈɯÚÐÎÕÌËɯ

and submitted copy of your federal income tax returns showing that you claimed and continue 

to claim the child as your dependent. 

Your incapacitated child may remain an eligible dependent as long as he/she remains 

incapacitated, and you maintain your eligibility.  

Under no circumstances will a pet or a service animal be considered a dependent of a 

participant.  

Important :  

A. To establish a Dependent relationship, the Plan reserves the right to require 

documentation satisfactory to the Plan Administrator.  

B. All dependents have to be properly enrolled into the Plan.  

Ɂ#ÌÚÐÎÕÈÛÌËɯ/ÙÖÝÐËÌÙÚɂ 

Ɂ#ÌÚÐÎÕÈÛÌËɯ/ÙÖÝÐËÌÙÚɂɯÚÏÈÓÓɯÔÌÈÕɯa hospital or facility that has been specifically 

approved and designated by the Plan or its third -party administrator to perform 

certain procedures, such as but not limited to, organ transplants, and to whom the 

Plan has obtained a case or event rate agreement prior to services being rendered. 

Any participant in need of an organ transplant may contact the Third -Party 

Administrator to initiate the precertification process resulting in a referral to a center 

of excellence. The Third-Party Administrator acts as the primary liaison with the 

center of excellence, patient and attending physician for all transplant admissions 

taking place at a center of excellence. 

If a Participant chooses not to use a center of excellence, the payment for services will 

be limited to ÛÏÌɯ/ÓÈÕɀÚɯÖÜÛ-of-network payment provisions.   

Additional information about this option, as well as a list of centers of excellence, will 

be given to cover Employees and updated as requested. 

Ɂ#ÌÛÖßÐÍÐÊÈÛÐÖÕɂ 

Ɂ#ÌÛÖßÐÍÐÊÈÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÐÕ×ÈÛÐÌÕÛɯÏÖÚ×ÐÛÈÓɯÖÙɯÙÌÚÐËÌÕÛÐÈÓɯÔÌËÐÊÈÓɯÊÈÙÌɯÛÖɯ

ameliorate acute medical conditions associated with substance abuse.  

Ɂ#ÐÈÎÕÖÚÐÚɂ 

Ɂ#ÐÈÎÕÖÚÐÚɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÈÊÛɯÖÙɯ×ÙÖÊÌÚÚɯÖÍɯÐËÌÕÛÐÍàÐÕÎɯÖÙɯËÌÛÌÙÔÐÕÐÕÎɯÛÏÌɯÕÈÛÜÙÌɯÈÕËɯ

cause of a Disease or Injury through evaluation of patient history, examination, and 

review of laboratory data.  

Ɂ#ÐÈÎÕÖÚÛÐÊɯ2ÌÙÝÐÊÌɂ 

Ɂ#ÐÈÎÕÖÚÛÐÊɯÚÌÙÝÐÊÌɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÌßÈÔÐÕÈÛÐÖÕȮɯÛÌÚÛȮɯÖÙɯ×ÙÖÊÌËÜÙÌɯ×ÌÙÍÖÙÔÌËɯÍÖÙɯ

specified symptoms to obtain information to aid in the assessment of the nature and 
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severity of a medical condition or the identification of a disease or injury. The 

diagnostic service must be ordered by a physician or other professional provider.  

Ɂ#ÐÚÈÉÐÓÐÛàɯ"ÓÈÐÔɂ 

 ɯɁËÐÚÈÉÐÓÐÛàɯÊÓÈÐÔɂɯÐÚɯÈɯÊÓÈÐÔɯÍÖÙɯ#ÐÚÈÉÐÓÐÛàɯ!ÌÕÌÍÐÛÚȭɯ 

Ɂ#ÐÚÌÈÚÌȰɯ2ÐÊÒÕÌÚÚȰɯ(ÓÓÕÌÚÚɂ 

Ɂ#ÐÚÌÈÚÌȰɯÚÐÊÒÕÌÚÚȰɯÐÓÓÕÌÚÚɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯËÐÚÖÙËÌÙɯÞÏÐÊÏɯËÖÌÚɯÕÖÛɯÈÙÐÚÌɯÖÜÛɯÖÍȮɯÞÏÐÊÏɯ

is not caused or contributed to by, and which is not a consequence of, any employment 

or occupation for compensation or profit; however, if evidence satisfactory to the Plan 

is furnished showing that the individual concerned is covered as an employee under 

ÈÕàɯÞÖÙÒÌÙÚɀɯÊÖÔpensation law, occupational disease law or any other legislation of 

similar purpose, or under the maritime doctrine of maintenance, wages, and cure, but 

that the disorder involved is one not covered under the applicable law or doctrine, 

then such disorder shall, for the purposes of the Plan, be regarded as a sickness, illness 

or disease. 

Ɂ#ÐÚ×ÌÕÚÐÕÎɯ+ÐÔÐÛɂ 

Ɂ#ÐÚ×ÌÕÚÐÕÎɯ+ÐÔÐÛɂɯÔÌÈÕÚɯÛÏÌɯÔÖÕÛÏÓàɯËÙÜÎɯËÖÚÈÎÌɯÓÐÔÐÛɯÈÕËɤÖÙɯÛÏÌɯÕÜÔÉÌÙɯÖÍɯ

months the drug usage is needed to treat a particular condition.  

Ɂ#ÙÜÎɂ 

Ɂ#ÙÜÎɂɯ ÚÏÈÓÓɯ ÔÌÈÕɯ Èɯ %ÖÖËɯ ÈÕËɯ #ÙÜÎɯ  ËÔÐÕÐÚÛÙÈÛÐÖÕɯ ȹ%# Ⱥ-approved drug or 

medicine that is listed with approval in the United States Pharmacopeia, National 

Formulary or AMA Drug Evaluations published by the American Medical Association 

(AMA), that is prescribed for human consumption, and that is required by law to bear 

ÛÏÌɯÓÌÎÌÕËȯɯɁ"ÈÜÛÐÖÕɭ%ÌËÌÙÈÓɯ+ÈÞɯ×ÙÖÏÐÉÐÛÚɯËÐÚ×ÌÕÚÐÕÎɯÞÐÛÏÖÜÛɯ×ÙÌÚÊÙÐ×ÛÐÖÕȮɂɯÖÙɯÈɯ

state restricted drug (any medicinal substance which may be dispensed only by 

prescription, according to state law), legally obtained and dispensed by a licensed 

drug dispenser only, according to a written prescription given by a physician and/or 

ËÜÓàɯÓÐÊÌÕÚÌËɯ×ÙÖÝÐËÌÙȭɯɁ#ÙÜÎɂɯÚÏÈÓÓɯÈÓÚÖɯÔÌÈÕɯÐÕÚÜÓÐÕɯÍÖÙɯ×ÜÙ×ÖÚÌÚɯÖÍɯÐÕÑÌÊÛÐÖÕȭ 

Ɂ#ÙÜÎɯ+ÐÚÛɤ#ÙÜÎɯ%ÖÙÔÜÓÈÙàɂ 

Ɂ#ÙÜÎɯ+ÐÚÛɤ#ÙÜÎɯ%ÖÙÔÜÓÈÙàɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÓÐÚÛɯÖÍɯ×ÙÌÚÊÙÐ×ÛÐÖÕɯËÙÜÎÚȮɯÔÌËÐÊÐÕÌÚȮɯ

medications, and supplies approved by the Prescription Benefit Manager. This list is 

subject to change. 

Ɂ#ÜÙÈÉÓÌɯ,ÌËÐÊÈÓɯ$ØÜÐ×ÔÌÕÛɂɯȹ#,$Ⱥ 

Ɂ#ÜÙÈÉÓÌɯÔÌËÐÊÈÓɯÌØÜÐ×ÔÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÌØÜÐ×ÔÌÕÛɯÈÕËɤÖÙɯÚÜ××ÓÐÌÚɯÖÙËÌÙÌËɯÉàɯÈɯ

health care provider for everyday or extended use which meets all of the following 

requirements: 

1. (ÚɯÙÌÓÈÛÌËɯÛÖɯÛÏÌɯ×ÈÛÐÌÕÛɀÚɯ×ÏàÚÐÊÈÓɯËÐÚÖÙËÌÙȭ 



 

164 | P a g e 

2. Can withstand repeated use. 

3. Is primarily and customarily used to serve a medical purpose or to prevent or 

ÚÓÖÞɯÍÜÙÛÏÌÙɯËÌÊÓÐÕÌɯÖÍɯÛÏÌɯ×ÈÛÐÌÕÛɀÚɯÔÌËÐÊÈÓɯÊÖÕËÐÛÐÖÕȭ 

4. It is not merely for comfort or convenience, or generally is not useful to a person 

in the absence of an Illness or Injury. 

5. Is appropriate for use in the home. 

Ɂ$ÓÐÎÐÉÓÌɯ#Ì×ÌÕËÌÕÛɂ 

Ɂ$ÓÐÎÐÉÓÌɯËÌ×ÌÕËÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÐÕËÐÝÐËÜÈÓɯÞÏÖɯÔÌÌÛÚɯ/ÓÈÕɀÚɯËÌÍÐÕÐÛÐÖÕɯÖÍɯÈɯ

dependent and who is eligible to receive the Plan benefits that are provided for 

dependents. 

Ɂ$ÓÐÎÐÉÓÌɯ$Ô×ÓÖàÌÌɂ 

Ɂ$ÓÐÎÐÉÓÌɯÌÔ×ÓÖàÌÌɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯ×ÌÙÚÖÕɯÞÏÖɯÏÈÚɯÔÌÛɯÈÕËɯÊÖÕÛÐÕÜÌÚɯÛÖɯÔÌÌÛɯÛÏÌɯ

eligibility requirements for coverage under the Plan as an employee. 

Ɂ$ÓÐÎÐÉÓÌɯ%ÈÔÐÓàɯ,ÌÔÉÌÙɂ 

Ɂ$ÓÐÎÐÉÓÌɯÍÈÔÐÓàɯÔÌÔÉÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯàÖÜȮɯÈÕɯÌÓÐÎÐÉÓÌɯÌÔ×ÓÖàÌÌɯÖÙɯÌÓÐÎÐÉÓÌɯÙÌÛÐÙÌÌɯÈÕËɯ

any person in your family or household who meets the definition of a dependent.  

Ɂ$ÓÐÎÐÉÓÌɯ1ÌÛÐÙÌÌɂ 

Ɂ$ÓÐÎÐÉÓÌɯ ÙÌÛÐÙÌÌɂɯ ÚÏÈÓÓɯ ÔÌÈÕɯ Èɯ ÙÌÛÐÙÌËɯ ÌÔ×ÓÖàÌÌɯ ÞÏÖɯ ÏÈÚɯ ÔÌÛɯ ÛÏÌɯ ÌÓÐÎÐÉÐÓÐÛàɯ

requirements established by the Trustees and who is entitled to receive the benefits 

provided by the Plan for retirees.  

Ɂ$ÔÌÙÎÌÕÊàɂ 

Ɂ$ÔÌÙÎÌÕÊàɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÚÐÛÜÈÛÐÖÕɯÖÙɯÔÌËÐÊÈÓɯÊÖÕËÐÛÐÖÕɯÞÐÛÏɯÚàÔ×ÛÖÔÚɯÖÍɯÚÜÍÍÐÊÐÌÕÛɯ

severity (including severe pain) that the absence of immediate medical attention and 

treatment would reasonably be expected to result in: (1) serious jeopardy to the health 

of the individual or, with respect to a pregnant woman, the woman's unborn child); 

(2) serious impairment to bodily functions; or (3) serious dysfunction of any bodily 

organ or part.  

Ɂ$ÔÌÙÎÌÕÊàɯ,ÌËÐÊÈÓɯ"ÖÕËÐÛÐÖÕɂ 

Ɂ$ÔÌÙÎÌÕÊàɯÔÌËÐÊÈÓɯÊÖÕËÐÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÔÌËÐÊÈÓɯÊÖÕËÐÛÐÖÕɯÔÈÕÐÍÌÚÛÐÕÎɯÐÛÚÌÓÍɯÉàɯ

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 a condition 

described in clause (i), (ii), or (iii) of section 1867(e)(1)(A) of the Social Security Act (42 

U.S.C. 1395dd(e)(1)(A)). In that provision of the Social Security Act, clause (i) refers to 

placing the health of the individual or, with respect to a pregnant woman, the health 
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of the woman or her unborn child) in serious jeopardy; clause (ii) refers to serious 

impairment to bodily functions; and clause (iii) refers to serious dysfunction of any 

bodily organ or part.  

An emergency includes, but is not limited to, severe chest pain, poisoning, 

unconsciousness, and hemorrhage. Other emergencies and acute conditions may be 

ÊÖÕÚÐËÌÙÌËɯÖÕɯÙÌÊÌÐ×ÛɯÖÍɯ×ÙÖÖÍɯÚÈÛÐÚÍÈÊÛÖÙàɯÛÖɯÛÏÌɯ/ÓÈÕȮɯ×ÌÙɯÛÏÌɯ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɀÚɯ

discretion, that an emergency did exist. The Plan may, at its own discretion, request 

satisfactory proof that an emergency or acute condition did exist.  

Ɂ$ÔÌÙÎÌÕÊàɯ2ÌÙÝÐÊÌÚɂ 

$ÔÌÙÎÌÕÊàɯÚÌÙÝÐÊÌÚɂɯÚÏÈÓÓɯÔÌÈÕȮɯÞÐÛÏɯÙÌÚ×ÌÊÛɯÛÖɯÈÕɯÌÔÌÙÎÌÕÊàɯÔÌËÐÊÈÓɯÊÖÕËÐÛÐÖÕȮɯÛÏÌɯ

following:  

1. A medical screening examination (as required under section 1867 of the Social 

Security Act, 42 U.S.C. 1395dd) that is within the capability of the emergency 

department of a hospital, including ancillary services routinely available to the 

emergency department to evaluate such emergency medical condition. 

2. Such further medical examination and treatment, to the extent they are within 

the capabilities of the staff and facilities available at the hospital, as are required 

under section 1867 of the Social Security Act (42 U.S.C. 1395dd) to stabilize the 

patient. 

Ɂ$Ô×ÓÖàÌÌɂ 

Ɂ$Ô×ÓÖàÌÌɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎȯ 

a. A person who is employed by a contributing employer who is required to make 

contributions to this Fund under the terms of a collective bargaining agreement 

between the employer and the Union. 

b. A person accepted and registered as an apprentice during training conducted 

by the Electrical Training Center sponsored by the Lake County Indiana 

Electricians Joint Apprenticeship and Training Committee.  

c. A person accepted and registered as an Indiana Plan participant who is referred 

out through the I.B.E.W. Local 697 referral hall and performs covered unit 

work.  

d. A person who is employed by the Association.  

e. A person who is employed by the I.B.E.W. Local 697. 

f. A person who is employed by any Benefit Fund provided by Local 697 of the 

I.B.E.W. 

g. A person employed by a labor organization, or an organization beneficial to 

labor or the industry with which the Union is affiliated.  
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h. A person employed by the Local Union No. 697, I.B.E.W. Credit Union.  

i. A person employed by the Electrical Administrative Fund.  

j. A person employed by any other trust or fund created by an agreement 

between the Association and the Union. 

k. /ÌÙÚÖÕÚɯÞÏÖɯØÜÈÓÐÍàɯÈÚɯɁÛÌÔ×ÖÙÈÙàɯÌÔ×ÓÖàÌÌÚɂȰɯÖÙ 

l. An individual not covered by a collective bargaining agreement who is 

working for an employer within the geographical jurisdiction of the Union, and 

whose employer has entered into a participation agreement with the Trustees 

under which the employer makes contributions to this Plan for such individual 

and other non-bargained for employees. 

Ɂ$Ô×ÓÖàÌÙɂɯÖÙɯɁ"ÖÕÛÙÐÉÜÛÐÕÎɯ$Ô×ÓÖàÌÙɂ 

Ɂ$Ô×ÓÖàÌÙɂɯÖÙɯÊÖÕÛÙÐÉÜÛÐÕÎɯÌÔ×ÓÖàÌÙɯÚÏÈÓÓɯÔÌÈÕɯÈɯÔÌÔÉÌÙɯÖÍɯÛÏÌɯ ÚÚÖÊÐÈÛÐÖÕɯÖÙɯÈÕɯ

employer within the territorial jurisdiction of the Union who acknowledges the Union 

ÈÚɯÛÏÌɯÊÖÓÓÌÊÛÐÝÌɯÉÈÙÎÈÐÕÐÕÎɯÙÌ×ÙÌÚÌÕÛÈÛÐÝÌɯÖÍɯÚÜÊÏɯÌÔ×ÓÖàÌÙɀÚɯÌÔ×ÓÖàÌÌÚɯÈÕËɯÈÉÐËÌÚɯ

by the terms of the collective bargaining agreement between the Union and the 

Association. This would include any sole proprietor, company, partnership, or 

corporation which is signatory to a CBA with a Union or a written participation 

agreement requiring contri butions to be made to this Plan on behalf of employees. 

Other IBEW Local Unions shall be considered employers only to the extent they are 

obligated to make contributions to the Fund in accordance with the National 

Reciprocity Agreement or a reciprocity agr eement directly between the Fund and that 

Local Union Benefit Fund.  

Ɂ$1(2 ɂ 

Ɂ$1(2 ɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ$Ô×ÓÖàÌÌɯ1ÌÛÐÙÌÔÌÕÛɯ(ÕÊÖÔÌɯ2ÌÊÜÙÐÛàɯ ÊÛɯÖÍɯƕƝƛƘȮɯÈÚɯ

amended. 

Ɂ$ßÊÓÜÚÐÖÕɂ 

Ɂ$ßÊÓÜÚÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÊÖÕËÐÛÐÖÕÚɯÖÙɯÚÌÙÝÐÊÌÚɯÛÏÈÛɯÛÏÐÚɯ/ÓÈÕɯËÖÌÚɯÕÖÛɯÊÖÝÌÙȭ 

Ɂ$ß×ÌÙÐÔÌÕÛÈÓɂɯÈÕËɤÖÙɯɁ(ÕÝÌÚÛÐÎÈÛÐÖÕÈÓɂ 

Ɂ$ß×ÌÙÐÔÌÕÛÈÓɂɯÈÕËɤÖÙɯɁÐÕÝÌÚÛÐÎÈÛÐÖÕÈÓɂɯȹɁÌß×ÌÙÐÔÌÕÛÈÓɂȺɯÚÏÈÓÓɯÔÌÈÕɯÚÌÙÝÐÊÌÚɯÖÙɯ

treatments that are not widely used or accepted by most practitioners or lack credible 

evidence to support positive short or long -term outcomes from those services or 

treatments and that are not the subject of, or in some manner related to, the conduct 

of an approved clinical trial, as such term is defined herein; these services are not 

included under or as Medicare reimbursable procedures, and include services, 

supplies, care, procedures, treatments or courses of treatment which meet either of the 

following requirements:  
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1. Do not constitute accepted medical practice under the standards of the case and 

by the standards of a reasonable segment of the medical community or 

government oversight agencies at the time rendered. 

2. Are rendered on a research basis as determined by the United States Food and 

#ÙÜÎɯ ËÔÐÕÐÚÛÙÈÛÐÖÕɯȹ%# ȺɯÈÕËɯÛÏÌɯ , ɀÚɯ"ÖÜÕÊÐÓɯÖÕɯ,ÌËÐÊÈÓɯ2×ÌÊÐÈÓÛàɯ

Societies. 

A drug, device, or medical treatment or procedure is experimental if one of the 

following requirements is met:  

1. If the drug, device, or medical treatment has been prescribed for a condition for 

which there are no FDA-approved indications.  

2. If the drug or device cannot be lawfully marketed without approval of the U.S. 

Food and Drug Administration and approval for marketing has not been given 

at the time the drug or device is furnished.  

3. If reliable evidence shows that the drug, device or medical treatment or 

procedure is the subject of ongoing Phase I, II, or III clinical trials or under study 

to determine all of the following:  

a. Maximum tolerated dose.  

b. Toxicity.  

c. Safety. 

d. Efficacy. 

e. Efficacy as compared with the standard means of treatment or diagnosis. 

4. If 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 all of the following:  

a. Maximum tolerated dose.  

b. Toxicity.  

c. Safety. 

d. Efficacy. 

e. Efficacy as compared with the standard means of treatment or diagnosis. 

 

Ɂ1ÌÓÐÈÉÓÌɯÌÝÐËÌÕÊÌɂɯÚÏÈÓÓɯÔÌÈÕɯÖÕÌɯÖÙɯÔÖÙÌɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎȯ 

1. Only published reports and articles in authoritative medical and scientific 

literature.  

2. 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.  
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3. The written informed consent used by the treating facility or by another facility 

studying substantially the same drug, device, or medical treatment or 

procedure. 

The Plan Administrator retains maximum legal authority and discretion to determine 

what is Experimental.  

Ɂ$ÙÙÖÙÚɂ 

Ɂ$ÙÙÖÙÚɂɯshall mean charges based on billing mistakes, improprieties or illegitimate 

billing entries, including, but not limited to, up -coding, duplicate charges, charges for 

care, supplies, treatment, and/or services not actually rendered or performed, or 

charges otherwise determined to be invalid, impermissible or improper based on any 

applicable law, regulation, rule or professional standard; it is in the Plan 

 ËÔÐÕÐÚÛÙÈÛÖÙɀÚȮɯÖÙɯÐÛÚɯËÌÚÐÎÕÌÌÚȮɯÚÖÓÌɯËÐÚÊÙÌÛÐÖÕɯÛÖɯËÌÛÌÙÔÐÕÌɯÞÏÈÛɯÊÖÕÚÛÐÛÜÛÌÚɯÈÕɯ

error under  the terms of this Plan. 

 

Ɂ$ßÊÌÚÚɯ"ÏÈÙÎÌÚɂ 

Ɂ$ßÊÌÚÚɯ"ÏÈÙÎÌȹÚȺɂɯÚÏÈÓÓɯÔÌÈÕ a charge or portion thereof billed for care and treatment 

of an Illness or Injury that is not payable under the Plan because it exceeds the 

Allowable Charge or is determined by the Board of Trustees to be based on Invalid 

Charges in accordance with the terms of this Plan Document. 

 

ɁExplanation of Benefits ɂ (EOB) 

Ɂ$ß×ÓÈÕÈÛÐÖÕɯÖÍɯÉÌÕÌÍÐÛÚɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÚÛÈÛÌÔÌÕÛɯÈɯÏÌÈÓÛÏɯ×ÓÈÕɯÚÌÕËÚɯÛÖɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɯ

which shows charges, payments and any balances owed. It may be sent by mail or e-

mail. An explanation of benefits may serve as an adverse benefit determination. 

Ɂ%ÈÊÐÓÐÛàɯÖÙɯÍÈÊÐÓÐÛÐÌÚɂ 

Facilities include clinics, dialysis centers, outpatient care centers, physical therapy 

centers and specialized care centers. FACILITIES DO NOT INCLUDE HOSPITALS.   

Ɂ%# ɂ 

Ɂ%# ɂɯÚÏÈÓÓɯÔÌÈÕɯ%ÖÖËɯÈÕËɯ#ÙÜÎɯ ËÔÐÕÐÚÛÙÈÛÐÖÕȭ 

Ɂ%ÜÕËɂ 

Ɂ%ÜÕËɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ+ÈÒÌɯ"ÖÜÕÛàȮɯ(ÕËÐÈÕÈɯ-ȭ$ȭ"ȭ ȭɯɬ I.B.E.W. Health and Benefit 

Fund. 

Ɂ&ÌÕÌÙÐÊɯ#ÙÜÎɤ&ÌÕÌÙÐÊɯ,ÌËÐÊÈÛÐÖÕɂ 

Ɂ&ÌÕÌÙÐÊɯ #ÙÜÎɤ&ÌÕÌÙÐÊɯ ,ÌËÐÊÈÛÐÖÕɂɯ ÚÏÈÓÓɯmean a drug that is manufactured, 

distributed and available from several pharmaceutical manufacturers and identified 
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by the chemical name, or as defined by the national pricing standard used by the 

Pharmacy or Prescription Benefit Manager. 

Ɂ'ÌÈÙÐÕÎɯ ÐËɂɯ 

Ɂ'ÌÈÙÐÕÎɯÈÐËɂ is a wearable instrument designed for the ear for the purpose of 

compensating for impaired hearing. It excludes other assisted listening devices such 

as amplifiers and FM systems.  

Ɂ'ÈÉÐÓÐÛÈÛÐÖÕɤ'ÈÉÐÓÐÛÈÛÐÝÌɯ2ÌÙÝÐÊÌÚɂ 

Ɂ'ÈÉÐÓÐÛÈÛÐÖÕɤÏÈÉÐÓÐÛÈÛÐÝÌɯÚÌÙÝÐÊÌÚɂɯÚÏÈÓÓɯÔÌÈÕɯÏÌÈÓÛÏɯÊÈÙÌɯÚÌÙÝÐÊÌÚɯÛÏÈÛɯÏÌÓ×ɯÈɯ×ÌÙÚÖÕɯ

keep, learn, or improve skills and functioning for daily living. Examples include 

therapy for a child who is not 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.  

Ɂ'(/  ɂ 

Ɂ'(/  ɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ'ÌÈÓÛÏɯ(ÕÚÜÙÈÕÊÌɯ/ÖÙÛÈÉÐÓÐÛàɯÈÕËɯ ÊÊÖÜÕÛÈÉÐÓÐÛàɯ ÊÛɯÖÍɯƕƝƝƚȮɯ

as amended. 

Ɂ'ÖÔÌɯ'ÌÈÓÛÏɯ"ÈÙÌɂ 

Ɂ'ÖÔÌɯÏÌÈÓÛÏɯÊÈÙÌɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÊÖÕÛÐÕÜÈÓɯÊÈÙÌɯÈÕËɯÛÙÌÈÛÔÌÕÛɯÖÍɯÈÕɯÐÕËÐÝÐËÜÈÓɯÐÍɯÈÓÓɯ

of the requirements are met: 

1. The institutionalization of the individual would otherwise have been required 

if home health care was not provided.  

2. The treatment plan covering the home health care service is established and 

approved in writing by the attending Physician.  

3. The home health care is the result of an Illness or Injury. 

Ɂ'ÖÔÌɯ'ÌÈÓÛÏɯ"ÈÙÌɯ ÎÌÕÊàɂ 

Ɂ'ÖÔÌɯÏÌÈÓÛÏɯÊÈÙÌɯÈÎÌÕÊàɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÈÎÌÕÊàɯÖÙɯorganization which provides a 

program of home health care and which meets one of the following requirements:  

1. Is a federally certified home health care agency and approved as such under 

Medicare. 

2. Meets the established standards and is operated pursuant to applicable laws in 

the jurisdiction in which it is located and, is licensed and approved by the 

regulatory authority having the responsibility for licensing, where licensing is 

required.  

3. Meets all of the following requirements.  
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a. It is an agency which holds itself forth to the public as having the primary 

purpose of providing a home health care delivery system bringing 

supportive services to the home. 

b. It has established policies governing the services it provides.  

c. It maintains written records of services provided to the patient.  

d. Its staff includes at least one registered nurse (R.N.) or it has nursing care 

by a registered nurse (an R.N.) available. 

e. Its employees are bonded, and it provides malpractice insurance. 

 

Ɂ'ÖÚ×ÐÊÌɂ 

Ɂ'ÖÚ×ÐÊÌɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯ×ÜÉÓÐÊɯÈÎÌÕÊàɯÖÙɯ×ÙÐÝÈÛÌɯÖÙÎÈÕÐáÈÛÐÖÕɯȹÖÙɯÈɯ×ÈÙÛɯÖÍɯÌÐÛÏÌÙȺȮɯ

primarily engaged in providing a coordinated set of services at home or in an 

outpatient or institutional setting to a person suffering from a terminal medical 

condition. T he agency or organization must be eligible to participate in Medicare; 

must have an interdisciplinary group of personnel that includes the eservices of at 

least one doctor and one R.N.; must meet the standards of the National Hospice 

Organization; an must provide the following services, either directly or under the 

arrangement; nursing care, home health aides, medical social services, counseling 

services and/or psychological therapy, physical, occupational and speech therapy, and 

palliative care. 

Ɂ'ÖÚ×ÐÛÈÓɂ 

Ɂ'ÖÚ×ÐÛÈÓɂɯÚÏÈÓÓɯÔÌÈÕȯ 

1. A medical institution, accredited by the Joint Commission (sponsored by the 

AMA and the AHA); or,  

2. A medical institution, accredited by the Healthcare Facilities Accreditation 

program (HFAP); or,  

3. A Medicare-certified facility in which there is no other facility within 20 miles, 

or the Plan is secondary to Medicare; or, 

4. A medical facility accredited by the Healthcare Facilities Accreditation 

Program of the American Osteopathic Association; or,  

5. A medical facility that primary function is not as a place for rest, the aged, 

and/or a nursing home, custodial, training institution or utilized for the care of 

drug addicts or alcoholics.  

6. Ɂ'ÖÚ×ÐÛÈÓɂɯÚÏÈÓÓɯÈÓÚÖɯÏÈÝÌɯÛÏÌɯÚÈÔÌɯÔÌÈÕÐÕÎȮɯÞÏÌÙÌɯÈ××ÙÖ×ÙÐÈÛÌɯÐÕɯÊÖÕÛÌßÛȮɯÚÌÛɯ

ÍÖÙÛÏɯÐÕɯÛÏÌɯËÌÍÐÕÐÛÐÖÕɯÖÍɯɁÈÔÉÜÓÈÛÖÙàɯÚÜÙÎÐÊÈÓɯÊÌÕÛÌÙȭɂ 

Ɂ'ÖÜÙɂ 
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Ɂ'ÖÜÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÞÖÙÒÌËɯÏÖÜÙɯÍÖÙɯÞÏÐÊÏɯÈɯÊÖÕÛÙÐÉÜÛÐÕÎɯÌÔ×ÓÖàÌÙɯÐÚɯÙÌØÜÐÙÌËɯÛÖɯ

make and does make a contribution to this Plan in the amount specified by the 

ÌÔ×ÓÖàÌÙɀÚɯÈÎÙÌÌÔÌÕÛɯÞÐÛÏɯÛÏÌɯ4ÕÐÖÕɯÖÙɯÛÏÌɯ/ÓÈÕȭ 

Ɂ(ÕÊÜÙÙÌËɂ 

 ɯ"ÖÝÌÙÌËɯ$ß×ÌÕÚÌɯÐÚɯɁ(ÕÊÜÙÙÌËɂɯÖÕɯÛÏÌɯËÈÛÌɯÛÏÌɯÚÌÙÝÐÊÌɯÐÚɯÙÌÕËÌÙÌËɯÖÙɯÛÏÌɯÚÜ××ÓàɯÐÚɯ

obtained. With respect to a course of treatment or procedure which includes several 

steps or phases of treatment, Covered Expenses are Incurred for the various steps or 

phases as the services related to each step are rendered and not when services relating 

to the initial step or phase are rendered. More specifically, Covered Expenses for the 

entire procedure or course of treatment are not incurred upon commencement of the 

first stage of the procedure or course of treatment. 

Ɂ(ÕÍÌÙÛÐÓÐÛàɯ3ÙÌÈÛÔÌÕÛɂ 

Ɂ(ÕÍÌÙÛÐÓÐÛàɯÛÙÌÈÛÔÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÚÌÙÝÐÊÌÚȮɯÚÜ××ÓÐÌÚ, tests or drugs related to the 

diagnosis or treatment of infertility.  

Ɂ(ÕÑÜÙàɂ 

Ɂ(ÕÑÜÙàɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÈÊÊÐËÌÕÛÈÓɯÉÖËÐÓàɯÐÕÑÜÙàȮɯÞÏÐÊÏɯËÖÌÚɯÕÖÛɯarise out of, which is 

not caused or contributed to by, and which is not a consequence of, any employment 

or occupation for compensation or profit.  

Ɂ(ÕÐÛÐÈÓɯ$ÓÐÎÐÉÐÓÐÛàɂ 

Ɂ(ÕÐÛÐÈÓɯÌÓÐÎÐÉÐÓÐÛàɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÍÐÙÚÛɯÛÐÔÌɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɯÉÌÊÖÔÌÚɯÌÓÐÎÐÉÓÌɯÍÖÙɯÊÖÝÌÙÈÎÌɯ

under this Plan.  

Ɂ(Õ×ÈÛÐÌÕÛɂ 

Ɂ(Õ×ÈÛÐÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɯÞÏÖɯÙÌÊÌÐÝÌÚɯÊÈÙÌɯÈÚɯÈɯÙÌÎÐÚÛÌÙÌËɯÈÕËɯÈÚÚÐÎÕÌËɯ

bed patient while confined in a hospital, other than in its outpatient department, 

where room and board is charged by the hospital. 

Ɂ(ÕÚÛÐÛÜÛÐÖÕɂ 

Ɂ(ÕÚÛÐÛÜÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÍÈÊÐÓÐÛàɯÊÙÌÈÛÌËɯÈÕËɤÖÙɯÔÈÐÕÛÈÐÕÌËɯÍÖÙɯÛÏÌɯ×ÜÙ×ÖÚÌɯÖÍɯ

practicing medicine and providing organized health care and treatment to 

individuals, operating within the scope of its license, such as a hospital, ambulatory 

surgical center, psychiatric hospital, community mental health center, residential 

treatment facility, psychiatric treatment facility, substance abuse treatment center, 

alternative birthing center, or any other such facility that the Plan approves.  

Ɂ(ÕÛÌÕÚÐÝÌɯ"ÈÙÌɯ4ÕÐÛɂ 
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Ɂ(ÕÛÌÕÚÐÝÌɯÊÈÙÌɯÜÕÐÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÜÕÐÛɯÐÕɯÈɯÏÖÚ×ÐÛÈÓɯ×ÙÖÝÐËÐÕÎɯÐÕÛÌÕÚÐÝÌɯÊÈÙÌɯÍÖÙɯ

critically ill or injured patients that is staffed by specially trained medical personnel 

and has equipment that allows for continuous monitoring and life support.   

Ɂ(ÕÛÌÕÚÐÝÌɯ.ÜÛ×ÈÛÐÌÕÛɯ2ÌÙÝÐÊÌÚɂ 

Ɂ(ÕÛÌÕÚÐÝÌɯÖÜÛ×ÈÛÐÌÕÛɯÚÌÙÝÐÊÌÚɂɯÚÏÈÓÓɯÔÌÈÕɯ×ÙÖÎÙÈÔÚɯÛÏÈÛɯ ÏÈÝÌɯÛÏÌɯÊÈ×ÈÊÐÛàɯÍÖÙɯ

planned, structured, service provision of at least two hours per day and three days per 

week. The range of services offered could include group, individual, family, or multi -

family group psychotherapy, psychoeducational services, and medical monitoring. 

These services would include multiple or extended 

treatment/rehabilitation/counseling visits or professional supervision and support. 

/ÙÖÎÙÈÔɯÔÖËÌÓÚɯÐÕÊÓÜËÌɯÚÛÙÜÊÛÜÙÌËɯɁÊÙÐÚÐÚɯÐÕÛÌÙÝÌÕÛÐÖÕɯ×ÙÖÎÙÈÔÚȮɂɯɁ×ÚàÊÏÐÈÛÙÐÊɯÖÙɯ

×ÚàÊÏÖÚÖÊÐÈÓɯÙÌÏÈÉÐÓÐÛÈÛÐÖÕȮɂɯÈÕËɯÚÖÔÌɯɁËÈàɯÛÙÌÈÛÔÌÕÛȭɂ 

Ɂ(ÕÝÈÓÐËɯ"ÏÈÙÎÌÚɂ 

ɁInvalid Charge(s)ɂɯÈÙÌɯÊharges (a) that are found to be based on Errors (as defined in this 

Document), Unbundling, Misidentification or Unclear Description; (b) charges for fees or 

services determined not to have been Medically Necessary or reasonable; (c) charges found 

by the Plan Administrator to be in excess of the Maximum Allowable Charge, or (d) charges 

that are otherwise determined by the Plan Administrator to be invalid or impermissible based 

on any applicable law, regulation, rule or professional s tandard. 

 

Ɂ,ÈÚÛÌÊÛÖÔàɂ 

Ɂ,ÈÚÛÌÊÛÖÔàɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÚÜÙÎÌÙàɯÛÖɯÙÌÔÖÝÌɯÈÓÓɯÖÙɯ×ÈÙÛɯÖÍɯÉÙÌÈÚÛɯÛÐÚÚÜÌɯÈÚɯÈɯÞÈàɯ

to treat or prevent breast cancer. 

Ɂ,ÈßÐÔÜÔɯ ÓÓÖÞÈÉÓÌɯ ÔÖÜÕÛɂɯȹ,  Ⱥ 

Ɂ,ÈßÐÔÜÔɯ ÓÓÖÞÈÉÓÌɯ ÔÖÜÕÛɂɯȹ,  ȺɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÉÌÕÌÍÐÛɯ×ÈàÈÉÓÌɯÍÖÙɯÈɯÚ×ÌÊÐÍÐÊɯ

coverage item or benefit under the Plan. The Maximum Allowable Amount will 

always be a negotiated rate, if one exists; if no negotiated rate exists, the Maximum 

Allowable Amount  will be determined and established by the Plan, at the Plan 

Administrator's discretion, using normative data and submitted information such as, 

ÉÜÛɯÕÖÛɯÓÐÔÐÛÌËɯÛÖȮɯÈÕàɯÖÕÌɯÖÙɯÔÖÙÌɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎȮɯÐÕɯÛÏÌɯ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɀÚɯ

discretion: 

¶ Medicare reimbursement rates (presently utilized by the Centers for Medicare 

ÈÕËɯ,ÌËÐÊÈÐËɯ2ÌÙÝÐÊÌÚɯȻɁ",2ɂȼȺȭ 

¶ Prices established by CMS utilizing standard Medicare payment methods 

and/or based upon supplemental Medicare pricing data for items Medicare 

ËÖÌÚÕɀÛɯÊÖÝÌÙɯÉÈÚÌËɯÖÕɯËÈÛÈɯÍÙÖÔɯ",2ȭ 
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¶ Prices established by CMS utilizing standard Medicare payment methods 

and/or based upon prevailing Medicare rates in the community for non -

Medicare facilities for similar services and/or supplies provided by similarly 

skilled and trained providers of care.  

¶ Prices established by CMS utilizing standard Medicare payment methods for 

items in alternate settings based on Medicare rates provided for similar services 

and/or supplies paid to similarly skilled and trained providers of care in 

traditional settings.  

¶ ,ÌËÐÊÈÙÌɯÊÖÚÛɯËÈÛÈɯÈÚɯÙÌÍÓÌÊÛÌËɯÐÕɯÛÏÌɯÈ××ÓÐÊÈÉÓÌɯÐÕËÐÝÐËÜÈÓɯ×ÙÖÝÐËÌÙɀÚɯÊÖÚÛɯ

report(s). 

¶ The fee(s) which the provider most frequently charges the majority of patients 

for the service or supply.  

¶ Amounts the provider specifically agrees to accept as payment in full either 

through direct negotiation or through a preferred provider organization (PPO) 

network.  

¶  ÝÌÙÈÎÌɯÞÏÖÓÌÚÈÓÌɯ×ÙÐÊÌɯȹ 6/ȺɯÈÕËɤÖÙɯÔÈÕÜÍÈÊÛÜÙÌÙɀÚɯÙÌÛÈÐÓɯ×ÙÐÊÐÕÎɯȹ,1/Ⱥȭ 

¶ Medicare cost-to-charge ratios or other information regarding the actual cost of 

providing the service or supply.  

¶ The allowable charge otherwise specified within the terms of this Plan.  

¶ 3ÏÌɯ ×ÙÌÝÈÐÓÐÕÎɯ ÙÈÕÎÌɯ ÖÍɯ ÍÌÌÚɯ ÈÊÊÌ×ÛÌËɯ ÐÕɯ ÛÏÌɯ ÚÈÔÌɯ ɁÈÙÌÈɂɯ ȹËÌÍÐÕÌËɯ ÈÚɯ Èɯ

metropolitan area, county, or such greater area as is necessary to obtain a 

representative cross-section of providers, persons or organizations rendering 

such treatment, services, or supplies for which a specific charge is made) by 

providers of similar training and experience for the service or supply.  

¶ With respect to non-network emergency services, the Plan allowance is the 

greater of: 

o The negotiated amount for in -network providers (the median amount if 

more than one amount to in-network providers).  

o .ÕÌɯ ÏÜÕËÙÌËɯ ÈÕËɯ ÛÏÐÙÛàɯ ×ÌÙÊÌÕÛɯ ȹƕƗƔǔȺɯ ÖÍɯ ÛÏÌɯ /ÓÈÕɀÚɯ ÔÈßÐÔÜÔɯ

allowable charge payment formula (reduced for cost -sharing). 

o The amount that Medicare Parts A or B would pay (reduced for cost -

sharing). 

The Plan Administrator may, in their  discretion, taking into consideration specific 

circumstances, deem a greater amount payable than the lesser of the aforementioned 

amounts. The Plan Administrator may take any or all such factors into account but has 

no obligation to consider any particula r factor. The Plan Administrator may also 

account for unusual circumstances or complications requiring additional or a lesser 
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amount of time, skill,  and experience in connection with a particular service or supply, 

industry standards and practices as they relate to similar scenarios, and the cause of 

Injury or Illness necessitating the service(s) and/or charge(s). 

In all instances, the Maximum Allowable Amount will be limited to an amount which, 

ÐÕɯÛÏÌɯ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɀÚɯËÐÚÊÙÌÛÐÖÕȮɯÐÚɯÊÏÈÙÎÌËɯÍÖÙɯÚÌÙÝÐÊÌÚɯÖÙɯÚÜ××ÓÐÌÚɯÛÏÈÛɯÈÙÌɯÕÖÛɯ

unreasonably caused by the treating provider, including errors in medical care that 

are clearly identifiable, preventable, and serious in their consequence for patients. A 

finding of provider negligence and/or malpractice is not required for services or fees 

to be considered ineligible pursuant to this provision.  

The determination that fees for services are includable in the Maximum Allowable 

Amount will be made by the Plan Administrator, taking into consideration, but not 

limited to, the findings and assessments of the following entities: (1) The national 

medical associations, societies, and organizations; and (2) The Food and Drug 

Administration (FDA). To be included in the Maximum Allowable Charge, services 

and fees must be in compliance with generally accepted billing practices for 

unbundling or multiple procedures.  

The Maximum Allowable Charge will not include any identifiable billing mistakes 

including, but not limited to, up -coding, duplicate charges, and charges for services 

not performed.   

When prices established or utilized by CMS are applicable as described above, the 

Maximum Allowable Charge will be determined based on multiplying the most 

applicable of the following by 130%:  

¶ For inpatient hospital expenses, the Medicare Diagnosis Related Group 

ȹɁ#1&ɂȺɯÚÊÏÌËÜÓÌËɯËÖÓÓÈÙɯÊÖÕÝÌÙÚÐÖÕɯÈÔÖÜÕÛÚɯÉÈÚÌËɯÜ×ÖÕɯÛÏÌɯ",2ɯÞÌÐÎÏÛÌËɯ

values. 

¶ For outpatient hospital expenses, the CMS Ambulatory Payment Classification 

(APC) based upon the CMS weighted values, or the current Medicare allowable 

fee for the appropriate area. 

¶ For physicians and other eligible providers, the current Medicare allowable fee 

for the appropriate area. 

¶ For ambulatory surgical centers (ASC), the current Medicare allowable fee for 

the appropriate area. 

Ɂ,ÌËÐÊÈÓɯ"ÏÐÓËɯ2Ü××ÖÙÛɯ.ÙËÌÙɂ 

Ɂ,ÌËÐÊÈÓɯ"ÏÐÓËɯ2Ü××ÖÙÛɯ.ÙËÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÑÜËÎÔÌÕÛȮɯËÌÊÙÌÌȮɯÖÙɯÖÙËÌÙɯȹÐÕÊÓÜËÐÕÎɯ

approval of a domestic relations settlement agreement) issued by a court of competent 

jurisdiction that meets one of the following requirements:   
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1. /ÙÖÝÐËÌÚɯÍÖÙɯÊÏÐÓËɯÚÜ××ÖÙÛɯÞÐÛÏɯÙÌÚ×ÌÊÛɯÛÖɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÊÏÐÓËɯÖÙɯËÐÙÌÊÛÚɯÛÏÌɯ

Participant to provide coverage under this or another health and benefit plan 

pursuant to a State domestic relations law (including a community property 

law).  

2. Is made pursuant to a law relating to medical child support described in §1908 

of the Social Security Act (as added by Omnibus Budget Reconciliation Act of 

1993 §13822) with respect to a group health plan. 

Ɂ,ÌËÐÊÈÓÓàɯ-ÌÊÌÚÚÈÙàɂ 

Ɂ,ÌËÐÊÈÓÓàɯÕÌÊÌÚÚÈÙàɂȮɯɁÔÌËÐÊÈÓɯÕÌÊÌÚÚÐÛàɂɯÈÕËɯÚÐÔÐÓÈÙɯÓÈÕÎÜÈÎÌɯÙÌÍÌÙÚɯÛÖɯÏÌÈÓÛÏɯÊÈÙÌɯ

services ordered by a physician exercising prudent clinical judgment provided to a 

×ÈÙÛÐÊÐ×ÈÕÛɯÍÖÙɯÛÏÌɯ×ÜÙ×ÖÚÌÚɯÖÍɯÌÝÈÓÜÈÛÐÖÕȮɯËÐÈÎÕÖÚÐÚɯÖÙɯÛÙÌÈÛÔÌÕÛɯÖÍɯÛÏÈÛɯ×ÈÙÛÐÊÐ×ÈÕÛɀs 

sickness or injury. Such services, to be considered medically necessary, must be 

clinically appropriate in terms of type, frequency, extent, site and duration for the 

ËÐÈÎÕÖÚÐÚɯÖÙɯÛÙÌÈÛÔÌÕÛɯÖÍɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÚÐÊÒÕÌÚÚɯÖÙɯ(ÕÑÜÙàȭɯ3ÏÌɯÔÌËÐÊÈÓÓàɯÕÌÊÌÚÚÈÙà 

setting and level of service is that setting and level of service which, considering the 

×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÔÌËÐÊÈÓɯÚàÔ×ÛÖÔÚɯÈÕËɯÊÖÕËÐÛÐÖÕÚȮɯÊÈÕÕÖÛɯÉÌɯ×ÙÖÝÐËÌËɯÐÕɯÈɯÓÌÚÚɯÐÕÛÌÕÚÐÝÌɯ

medical setting. Such services, to be considered medically necessary must be no more 

costly than alternative interventions, including no intervention and are at least as 

likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or 

ÛÙÌÈÛÔÌÕÛɯÖÍɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÚÐÊÒÕÌÚÚɯÖÙɯ(ÕÑÜÙàɯÞÐÛÏÖÜÛɯÈËÝÌÙÚÌÓàɯÈÍÍÌÊÛÐÕÎɯÛÏe 

×ÈÙÛÐÊÐ×ÈÕÛɀÚɯ ÔÌËÐÊÈÓɯ ÊÖÕËÐÛÐÖÕȭɯ 3ÏÌɯ ÚÌÙÝÐÊÌɯ ÔÜÚÛɯ ÔÌÌÛɯ ÈÓÓɯ ÖÍɯ ÛÏÌɯ ÍÖÓÓÖÞÐÕÎɯ

requirements: 

1. It must not be maintenance therapy or maintenance treatment. 

2. Its purpose must be to restore health. 

3. It must not be primarily custodial in nature.  

4. Is not solely for the convenience of the individual, doctor, or hospital.  

5. (ÚɯÊÖÕÚÐÚÛÌÕÛɯÞÐÛÏɯÛÏÌɯÚàÔ×ÛÖÔÚɯÖÙɯËÐÈÎÕÖÚÐÚɯÈÕËɯÛÙÌÈÛÔÌÕÛɯÖÍɯÛÏÌɯÐÕËÐÝÐËÜÈÓɀÚɯ

condition, disease, ailment, or injury.  

6. It must not be a listed item or treatment not allowed for reimbursement by the 

Centers for Medicare and Medicaid Services (CMS). 

7. The Plan reserves the right to incorporate CMS guidelines in effect on the date 

of treatment as additional criteria for determination of medical necessity and/or 

an allowable expense. 

For hospital stays, this means that acute care as an Inpatient is necessary due to the 

ÒÐÕËɯÖÍɯÚÌÙÝÐÊÌÚɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɯÐÚɯÙÌÊÌÐÝÐÕÎɯÖÙɯÛÏÌɯÚÌÝÌÙÐÛàɯÖÍɯÛÏÌɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯ

condition and that safe and adequate care cannot be received as an outpatient or in a 

less intensified medical setting. The mere fact that the service is furnished, prescribed, 
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ÖÙɯÈ××ÙÖÝÌËɯÉàɯÈɯ×ÏàÚÐÊÐÈÕɯËÖÌÚɯÕÖÛɯÔÌÈÕɯÛÏÈÛɯÐÛɯÐÚɯɁÔÌËÐÊÈÓÓàɯÕÌÊÌÚÚÈÙàȭɂɯ(ÕɯÈËËÐÛÐÖÕȮɯ

the fact that certain services are excluded from coverage under this Plan because they 

ÈÙÌɯÕÖÛɯɁÔÌËÐÊÈÓÓàɯÕÌÊÌÚÚÈÙàɂɯËÖÌÚɯÕÖÛɯÔÌÈÕɯÛÏÈÛɯÈÕàɯÖÛÏÌÙɯÚÌÙÝÐÊÌÚɯÈÙÌɯËÌÌÔÌËɯÛÖ be 

ɁÔÌËÐÊÈÓÓàɯÕÌÊÌÚÚÈÙàȭɂ 

To be medically necessary, all of these criteria must be met. Merely because a 

physician or dentist recommends, approves, or orders certain care does not mean that 

it is medically necessary. The determination of whether a service, supply, or treatment 

is or is not medically necessary may include findings of the American Medical 

 ÚÚÖÊÐÈÛÐÖÕɯ ÈÕËɯ ÛÏÌɯ /ÓÈÕɯ  ËÔÐÕÐÚÛÙÈÛÖÙɀÚɯ ÖÞÕɯ ÔÌËÐÊÈÓɯ ÈËÝÐÚÖÙÚȭɯ 3ÏÌɯ /ÓÈÕɯ

Administrator has the discretionary authority to decide whether care or treatment is 

medically necessary. 

Off -label drug use is considered medically necessary when all of the following 

conditions are met: 

1. The drug is approved by the Food and Drug Administration (FDA).  

2. The prescribed drug use is supported by one of the following standard 

reference sources:  

a. Micromedex® DRUGDEX®.  

b. The American Hospital Formulary Service Drug Information.  

c. Medicare approved compendia.  

d. Scientific evidence is supported in well -designed clinical trials published in 

peer-reviewed medical journals, which demonstrate that the drug is safe 

and effective for the specific condition.  

3. The drug is medically necessary to treat specific conditions, including life 

threatening conditions or chronic and seriously debilitating conditions.  

4.  ÓÓɯ ÖÛÏÌÙɯ ɁÖÕ-ÓÈÉÌÓɂɯ ÛÙÌÈÛÔÌÕÛÚɯ ÞÐÛÏÐÕɯ ÛÏÌɯ ÚÛÈÕËÈÙËɯ ÖÍɯ ÊÈÙÌɯ ÏÈÝÌɯ ÉÌÌÕɯ

ineffective. 

Ɂ,ÌËÐÊÈÙÌɂ 

Ɂ,ÌËÐÊÈÙÌɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ%ÌËÌÙÈÓɯ×ÙÖÎÙÈÔɯÉàɯÞÏÐÊÏɯÏÌÈÓÛÏɯÊÈÙÌɯÐÚɯ×ÙÖÝÐËÌËɯÛÖɯ

individuals who are 65 or older, certain younger individuals with disabilities, and 

individuals with end -stage renal disease, administered in accordance with parameters 

set forth by the Centers for Medicare and Medicaid Services (CMS) and Title XVIII of 

the Social Security Act of 1965, as amended, by whose terms it was established. 

Ɂ,ÌÕÛÈÓɯÖÙɯ-ÌÙÝÖÜÚɯ#ÐÚÖÙËÌÙɂ 

Ɂ,ÌÕÛÈÓɯÖÙɯÕÌÙÝÖÜÚɯËÐÚÖÙËÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯËÐÚÌÈÚÌɯÖÙɯÊÖÕËÐÛÐÖÕȮɯÙÌÎÈÙËÓÌÚÚɯÖÍɯ

whether the cause is organic, that is classified as a mental or nervous disorder in the 

current edition of International Classification of Diseases, published by the U.S. 
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Department of Health and Human Services, is listed in the current edition of 

Diagnostic and Statistical Manual of Mental Disorders, published by the American 

Psychiatric Association or other relevant State guideline or applicable sources. The fact 

that a disorder is listed in any of these sources does not mean that treatment of the 

disorder is covered by the Plan. %ÖÙɯÛÏÌɯ×ÜÙ×ÖÚÌÚɯÖÍɯÛÏÐÚɯ/ÓÈÕȮɯɁÔÌÕÛÈÓɯÖÙɯÕÌÙÝÖÜÚɯ

disorders: includes autism, and attention deficit and hyperactivity disorders.  

Ɂ,ÖÙÉÐËɯ.ÉÌÚÐÛàɂɯ 

Ɂ,ÖÙÉÐËɯ.ÉÌÚÐÛàɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯËÐÈÎÕÖÚÌËɯÊÖÕËÐÛÐÖÕɯÐÕɯÞÏÐÊÏɯÛÏÌɯÉÖËàɯÞÌÐÎÏÛɯÌßÊÌÌËÚɯ

the medically recommended weight by either 100 pounds or is twice the medically 

recommended weight for a person of the same height, age, and mobility as the 

Covered Person. 

Ɂ-ÈÛÐÖÕÈÓɯ,ÌËÐÊÈÓɯ2Ü××ÖÙÛɯ-ÖÛÐÊÌɂɯÖÙɯɁ-,2-ɂ 

Ɂ-ÈÛÐÖÕÈÓɯ,ÌËÐÊÈÓɯ2Ü××ÖÙÛɯ-ÖÛÐÊÌɂɯÖÙɯɁ-,2-ɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÕÖÛÐÊÌɯÛÏÈÛɯÊÖÕÛÈÐÕÚɯÈÓÓɯ

of the following information:  

1. The name of an issuing state child support enforcement agency. 

2. The name and mailing address (if any) of the employee who is a participant 

under the Plan or eligible for enrollment.  

3. The name and mailing address of each of the alternate recipients (i.e., the child 

or children of the participant) or the name and address of a state or local official 

may be substituted for the mailing address of the alternate recipients(s). 

4. Identity of an underlying child support order.  

Ɂ-ÖÕ-!ÈÙÎÈÐÕÌËɯ$Ô×ÓÖàÌÌɂ 

Ɂ-ÖÕ-ÉÈÙÎÈÐÕÌËɯ ÌÔ×ÓÖàÌÌɂɯ ÚÏÈÓÓɯ ÔÌÈÕɯany individual identified within a 

participation agreement between the Lake County Indiana NECA ɬ I.B.E.W. Health 

and Benefit Plan and an employer or association.  

Ɂ-ÖÕ--ÌÛÞÖÙÒɂɯÖÙɯɁ.ÜÛ-of --ÌÛÞÖÙÒɂ 

Ɂ-ÖÕ-ÕÌÛÞÖÙÒɂɯÖÙɯɁÖÜÛ-of-ÕÌÛÞÖÙÒɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÍÈÊÐÓÐÛÐÌÚȮɯ×ÙÖÝÐËÌÙÚɯÈÕËɯÚÜ××ÓÐÌÙÚɯ

that neither have nor maintain an agreement with the Lake County Indiana, NECA ɬ 

I.B.E.W., Health and Benefit Plan, or a referenced based priced agreement with the 

third -party entity the Plan has contracted with, to provide repricing and/or 

contracting services.  

Ɂ-ÖÕÙÌÚÐËÌÕÛÐÈÓɯ3ÙÌÈÛÔÌÕÛɯ/ÙÖÎÙÈÔɂ 

Ɂ-ÖÕÙÌÚÐËÌÕÛÐÈÓɯÛÙÌÈÛÔÌÕÛɯ×ÙÖÎÙÈÔɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÚÛÙÜÊÛÜÙÌËȮɯÐÕÛÌÕÚÐÝÌɯÊÈÙÌɯ×ÙÖÎÙÈÔɯ

ÊÌÙÛÐÍÐÌËɯÉàɯÛÏÌɯ'ÌÈÓÛÏɯÈÕËɯ'ÜÔÈÕɯ2ÌÙÝÐÊÌɀÚɯ#Ì×ÈÙÛÔÌÕÛɯÖÍɯ2ÜÉÚÛÈÕÊÌɯ ÉÜÚÌɯÈÕËɯ

Mental Health Services Administration. This program allows individuals to work, go 
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to school, and carry on their regular daily activities while receiving treatment, services 

and support.  

Ɂ.ÙÛÏÖÛÐÊɯ#ÌÝÐÊÌɂ 

"Orthotic device" means a custom-fitted or custom -fabricated medical device that is 

applied to a part of the human body to correct a deformity, improve function, or 

relieve symptoms of a disease. 

Ɂ.ÛÏÌÙɯ/ÓÈÕɂ 

Ɂ.ÛÏÌÙɯ×ÓÈÕɂɯÚÏÈÓÓɯÐÕÊÓÜËÌȮɯÉÜÛɯÐÚɯÕÖÛɯÓÐÔÐÛÌËɯÛÖȯ 

1. Any primary payer besides the Plan.  

2. Any other group health plan.  

3. Any other coverage or policy covering the participant.  

4. Any first party insurance through medical payment coverage, personal injury 

protection, no-fault coverage, uninsured or underinsured motorist coverage.  

5. Any policy of insurance from any insurance company or guarantor of a 

responsible party. 

6. Any policy of insurance from any insurance company or guarantor of a third 

party.  

7. 6ÖÙÒÌÙÚɀɯÊÖÔ×ÌÕÚÈÛÐÖÕɯÖÙɯÖÛÏÌÙɯÓÐÈÉÐÓÐÛàɯÐÕÚÜÙÈÕÊÌɯÊÖÔ×ÈÕàȭ 

8. Any other source, including but not limited to crime victim restitution funds, 

any medical, disability or other benefit payments, and school insurance 

coverage. 

Ɂ.ÜÛ-of - ÙÌÈɂ 

Ɂ.ÜÛ-of-ÈÙÌÈɂɯÚÏÈÓÓɯÔÌÈÕɯÚÌÙÝÐÊÌÚɯÙÌÊÌÐÝÌËɯÉàɯÈɯ×ÈÙÛÐÊÐ×ÈÕÛɯÖÜÛÚÐËÌɯÖÍɯÛÏÌɯÕÖÙÔÈÓɯ

ÎÌÖÎÙÈ×ÏÐÊɯ ÈÙÌÈɯ ÚÜ××ÖÙÛÌËɯ Éàɯ ÛÏÌɯ /ÓÈÕɀÚɯ ÕÌÛÞÖÙÒȮɯ ÈÚɯ ËÌÛÌÙÔÐÕÌËɯ Éàɯ ÛÏÌɯ /ÓÈÕɯ

Administrator, at the time each participant becomes eligible for coverage under this 

Plan. 

Ɂ.ÜÛ×ÈÛÐÌÕÛɯ2ÜÙÎÐÊÈÓɯ"ÌÕÛÌÙɂ 

Ɂ.ÜÛ×ÈÛÐÌÕÛɯÚÜÙÎÐÊÈÓɯÊÌÕÛÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÓÐÊÌÕÚÌËɯÍÈÊÐÓÐÛàɯÛÏÈÛɯÐÚɯÜÚÌËɯÔÈÐÕÓàɯÍÖÙɯ

performing outpatient surgery, has a staff of physicians, has continuous physicians 

ÈÕËɯÕÜÙÚÐÕÎɯÊÈÙÌɯÉàɯÙÌÎÐÚÛÌÙÌËɯÕÜÙÚÌÚɯȹ1ȭ-ȭɀÚȺɯÈÕËɯËÖÌÚɯÕÖÛɯ×ÙÖÝÐËÌɯÖÝÌÙÕÐÎÏÛɯÚÛÈàÚȭ 

Ɂ/ÈÙÛÐÈÓɯ#Èàɯ/ÙÖÎÙÈÔɂ 

Ɂ/ÈÙÛÐÈÓɯËÈàɯ×ÙÖÎÙÈÔɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÚÛÙÜÊÛÜÙÌËȮɯÐÕÛÌÕÚÐÝÌɯËÈàɯÖÙɯÌÝÌÕÐÕÎɯÛÙÌÈÛÔÌÕÛɯ

or hospitalization program, certified by the department of mental health or accredited 

by a national recognized organization.  
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Ɂ/ÈÙÛÐÈÓɯ'ÖÚ×ÐÛÈÓÐáÈÛÐÖÕɂ 

Ɂ/ÈÙÛÐÈÓɯÏÖÚ×ÐÛÈÓÐáÈÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÔÌËÐÊÈÓÓàɯËÐÙÌÊÛÌËɯÐÕÛÌÕÚÐÝÌȮɯÖÙɯÐÕÛÌÙÔÌËÐÈÛÌɯ

short-term mental health and substance abuse treatment, for a period of less than 

twenty -four (24) hours but more than four (4) hours in a day in a licensed or certified 

facility or program.  

Ɂ/ÈÙÛÐÊÐ×ÈÕÛɂȰɯɁ/ÓÈÕɯ/ÈÙÛÐÊÐ×ÈÕÛɂ 

Ɂ/ÈÙÛÐÊÐ×ÈÕÛɂɯÖÙɯɁ/ÓÈÕɯ×ÈÙÛÐÊÐ×ÈÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÔÌÔÉÌÙȮɯÌÔ×ÓÖàÌÌȮɯËÌ×ÌÕËÌÕÛɯÖÙɯ

retiree who is eligible for benefits as defined under this Plan. 

 

Important : To establish participation status an individual must meet both the hourly 

requirements of the Plan and the enrollment requirements of the Plan.  

Ɂ/ÏÈÙÔÈÊàɂ 

Ɂ/ÏÈÙÔÈÊàɂɯÚÏÈÓÓ mean a licensed establishment where covered prescription drugs 

are filled and dispensed by a pharmacist licensed under the laws of the state where he 

or she practices. 

Ɂ/ÏàÚÐÊÐÈÕɂ 

Ɂ/ÏàÚÐÊÐÈÕɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÓÌÎÈÓÓàɯØÜÈÓÐÍÐÌËɯËÖÊÛÖÙɯÖÙɯÚÜÙÎÌÖÕɯÞÏÖɯÐÚɯÈɯ#ÖÊÛÖÙɯÖÍɯ

Medicine (M.D.) or a Doctor of Osteopathy (D.O.), provided that any such individual 

renders treatment only within the scope of his license and specialty.  

Other Covered Providers -  ÓÛÏÖÜÎÏɯÕÖÛɯÐÕÊÓÜËÌËɯÐÕɯÛÏÌɯËÌÍÐÕÐÛÐÖÕɯÖÍɯÖÙɯɁ×ÏàÚÐÊÐÈÕɂɯ

ÖÙɯɁËÖÊÛÖÙȮɂɯÉÌÕÌÍÐÛÚɯÈÙÌɯ×ÈàÈÉÓÌɯÍÖÙɯÚÌÙÝÐÊÌÚɯ×ÙÖÝÐËÌËɯÉàɯÛÏÌɯÍÖÓÓÖÞÐÕÎɯÛà×ÌÚɯÖÍɯ

ÓÐÊÌÕÚÌËɯ×ÙÖÝÐËÌÙÚɯÞÏÌÕɯÛÏÌɯÚÌÙÝÐÊÌÚɯÈÙÌɯÞÐÛÏÐÕɯÛÏÌɯ/ÓÈÕɀÚɯÕÖÙÔÈÓɯÊÖÝÌÙÌËɯÌß×ÌÕÚÌɯ

provisioÕÚɯÈÕËɯÈÙÌɯÙÌÕËÌÙÌËɯÞÐÛÏÐÕɯÛÏÌɯÚÊÖ×ÌɯÖÍɯÌÈÊÏɯÚÜÊÏɯÐÕËÐÝÐËÜÈÓɀÚɯÓÐÊÌÕÚÌɯÈÕËɯ

specialty, and if payment would have been made under this Plan to a doctor for the 

same services: 

¶ A certified registered nurse anesthetist (C.R.N.A.) 

¶ A chiropractor (D.C.)  

¶ A Doctor of Dentistry (D.D.S. or D.M.D.)  

¶ A podiatrist (D.P.M.)  

¶ For medical services only, provided the services are performed within the scope 

ÖÍɯÛÏÌɯ×ÌÙÚÖÕɀÚɯÓÐÊÌÕÚÌɯÈÕËɯÛÏÌɯÚÈÔÌɯÚÌÙÝÐÊÌÚɯÞÖÜÓËɯÏÈÝÌɯÖÛÏÌÙÞÐÚÌɯÉÌÌÕɯ

performed and billed by a physician:  

o  ɯ×ÏàÚÐÊÐÈÕɀÚɯÈÚÚÐÚÛÈÕÛɯȹ/ȭ ȭȺ 

o A certified surgical assistant (C.S.A.) 
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o A registered nurse (R.N.) including a certified registered nurse anesthetist 

(C.R.N.A.)  

o A licensed nurse practitioner (N.P.)  

¶ For covered mental health therapy only:  

o A clinical psychologist (Ph.D. or Psy.D.)  

o A licensed Masters-level clinical social worker or therapist (such as an 

M.S.W., L.C.S.W. or L.C.P.C.) 

¶ For Vision Benefits only: A Doctor of Optometry (O.D.).  

Ɂ/ÓÈÕɂɯ 

Plan shall mean the Lake County, Indiana NECA ɬ I.B.E.W. Health and Benefit Plan, 

which is a self-funded program of health and welfare benefits that are described in 

this booklet.  

Ɂ/ÓÈÕɯ ××ÖÐÕÛÌËɯ"ÓÈÐÔɯ$ÝÈÓÜÈÛÖÙɯȹ/ "$Ⱥɂ 

Ɂ/ÓÈÕɯ ××ÖÐÕÛÌËɯ"ÓÈÐÔɯ$ÝÈÓÜÈÛÖÙɯȹ/ "$ȺɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÌÕÛÐÛàɯÈ××ÖÐÕÛÌËɯÉàɯÛÏÌɯ/ÓÈÕɯ

Administrator, Plan Sponsor, and/or other named fiduciary assigned authority and 

the duty to otherwise handle appeals, with authority to make final, binding (insofar 

and to the same extent as a decision by the Plan Administrator, Plan Sponsor, and/or 

other named fiduciary assigned authority and the duty to otherwise handle appeals, 

would be deemed to be binding), claims processing decisions in response to Final Post-

Service Appeals. In instances where the Plan Administrator, Plan Sponsor, and/or 

other named fiduciary assigned authority and the duty to otherwise handle appeals, 

delegates fiduciary authority to the PACE, the PACE may exercise the same level of 

discretionary authority as  that which the Plan Administrator, Plan Sponsor, and/or 

other named fiduciary assigned authority and the duty to otherwise handle appeals, 

ÔÈàɯ ÖÛÏÌÙÞÐÚÌɯ ÌßÌÙÊÐÚÌȭɯ 3ÏÌɯ / "$ɀÚɯ ÍÐËÜÊÐÈÙàɯ ËÜÛÐÌÚɯ ÌßÛÌÕËɯ ÖÕÓàɯ ÛÖɯ ÛÏÖÚÌɯ

determinations actually made by the  PACE. The PACE may perform other tasks on 

behalf of and in consultation with the Plan Administrator, Plan Sponsor, and/or other 

named fiduciary assigned authority and the duty to otherwise handle appeals, but the 

PACE shall only be deemed to be a fiduciary when making final determinations 

regarding plan coverage and claims examined via Final Post-Service Appeal. The 

PACE shall at all times strictly abide by and make determination in accordance with 

the terms of the Plan and applicable law, in light of the facts, law, medical records, and 

all other information submitted to the PACE.  

Ɂ/ÓÈÕɯ8ÌÈÙɂ 

Ɂ/ÓÈÕɯàÌÈÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯ×ÌÙÐÖËɯÊÖÔÔÌÕÊÐÕÎɯÖÕɯÛÏÌɯÌÍÍÌÊÛÐÝÌɯËÈÛÌɯÖÙɯÈÕàɯÈÕÕÐÝÌÙÚÈÙàɯ

of the adoption of this Plan and continuing until the next succeeding anniversary.  

Ɂ/ÓÈÕɯ/ɂ 
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The nickname given ÛÖɯÛÏÌɯ/ÓÈÕɀÚɯ1ÌÛÐÙÌÌɯ2ÌÓÍ-Payment Credit Benefit and to the 

hourly portion of Collectively Bargained Health and Benefit Fund contributions that 

the Plan utilizes to calculate and provide a Retiree Self-Payment Credit benefit, if any, 

to a participant that satisfies the Health and Benefit Plans eligibility re quirements for 

coverage during their retirement.  

Ɂ/ÓÈÕɯ/ÙÖÝÐËÌÙɯ.ÙÎÈÕÐáÈÛÐÖÕɯȹ//.Ⱥɯ/ÙÖÝÐËÌÙɂȮɯɁ//.ɯ'ÖÚ×ÐÛÈÓɂȮɯÖÙɯɁ//.ɯ%ÈÊÐÓÐÛàɂȮɯ

Ɂ#ÌÚÐÎÕÈÛÌËɯ%ÈÊÐÓÐÛàɯÖÙɯɁ#ÌÚÐÎÕÈÛÌËɯ'ÖÚ×ÐÛÈÓɂ 

Ɂ//.ɯ×ÙÖÝÐËÌÙɂȮɯɁ//.ɯÏÖÚ×ÐÛÈÓɂȮɯɁ//.ɯÍÈÊÐÓÐÛàɂȮɯɁËÌÚÐÎÕÈÛÌËɯÍÈÊÐÓÐÛàɯÖÙɯɁËÌÚÐÎÕÈÛÌËɯ

ÏÖÚ×ÐÛÈÓɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ/ÓÈÕɀÚɯ×ÙÌÍÌÙÙÌËɯÍÈÊÐÓÐÛÐÌÚȭɯ3ÏÌÚÌɯÍÈÊÐÓÐÛÐÌÚɯÏÈÝÌɯÌÐÛÏÌÙȯ 

1. "ÖÕÛÙÈÊÛÌËɯËÐÙÌÊÛÓàɯÞÐÛÏɯÛÏÌɯ/ÓÈÕɯÛÖɯÈÊÊÌ×ÛɯÛÏÌɯ/ÓÈÕɀÚɯÙÌÍÌÙÌÕÊÌË-based price as 

the Reasonable and Allowed Amount for any covered benefit and will not 

balance-bill the patient for any amounts in excess of the allowable amount.  

2. 3ÏÙÖÜÎÏɯÛÏÌɯ/ÓÈÕɀÚɯÊÖÕÛÙÈÊÛɯÞÐÛÏɯÈɯ//.ɯÕÌÛÞÖÙÒȮɯÛÏÌɯ//.ɯ×ÙÖÝÐËÌÙɯÞÐÓÓɯÈÊÊÌ×Ûɯ

the negotiated rate as the Reasonable and Allowed Amount for any covered 

benefit and will not balance bill the patient for any amounts in excess of the 

allowable amount.  

3. All other facilities, hospitals and/or physicians and medical providers are 

ÊÖÕÚÐËÌÙÌËɯÈɯɁÕÖÕ-//.ɯÍÈÊÐÓÐÛàɂȮɯÈɯɁÕÖÕ-//.ɯÏÖÚ×ÐÛÈÓɂȮɯÈɯɁÕÖÕ-participating 

×ÙÖÝÐËÌÙɂɯÖÙɯÈÕɯɁÖÜÛ-of-ÕÌÛÞÖÙÒɯ×ÙÖÝÐËÌÙɂȭɯ 

Ɂ/ÖÚÛɯ2ÌÙÝÐÊÌɯ"ÓÈÐÔɂ 

 ɯÊÓÈÐÔɯÐÚɯɁ×ÖÚÛ-ÚÌÙÝÐÊÌɂɯÐÍɯàÖÜɯÏÈÝÌɯÈÓÙÌÈËàɯÙÌÊÌÐÝÌËɯÛÏÌɯÛÙÌÈÛÔÌÕÛɯÖÙɯÚÜ××ÓàɯÍÖÙɯ

which payment is now being requested.  

Ɂ/ÙÌÊÌÙÛÐÍÐÊÈÛÐÖÕɂ 

Ɂ/ÙÌÊÌÙÛÐÍÐÊÈÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ/ÓÈÕÚɯÙÌØÜÐÙÌËɯ×ÙÖÊÌÚÚɯwhich allows providers 

and/or participants to determine coverage and secure an authorization/approval from 

ÛÏÌɯ /ÓÈÕɯ ÖÙɯ ÐÛÚɀɯ ËÌÚÐÎÕÈÛÌËɯ ÈÍÍÐÓÐÈÛÌɯ ÜÛÐÓÐáÈÛÐÖÕɯ ÔÈÕÈÎÌÔÌÕÛɯ ÈÕËɤÖÙɯ ËÐÚÌÈÚÌɯ

management company for a proposed treatment or service. Precertification does not 

guarantee reimbursement of services; however, the lack of precertification could result 

in non-reimbursement.  

Ɂ/ÙÌÎÕÈÕÊàɂ 

Ɂ/ÙÌÎÕÈÕÊàɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯ×ÏàÚÐÊÈÓɯÚÛÈÛÌɯÞÏÌÙÌÉàɯÈɯÞÖÔÈÕɯ×ÙÌÚÌÕÛÓàɯÉÌÈÙÚɯÈɯÊÏÐÓËɯÖÙɯ

children in the womb, prior to but likely to result in childbirth, miscarriage and/or 

non-elective abortion. Pregnancy is considered a sickness for the purpose of 

determinin g benefits under this Plan. 

Ɂ/ÙÌÚÊÙÐ×ÛÐÖÕɯ#ÙÜÎɂ 
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Ɂ/ÙÌÚÊÙÐ×ÛÐÖÕɯËÙÜÎɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎȯɯ ɯ%ÖÖËɯÈÕËɯ#ÙÜÎɯ ËÔÐÕÐÚÛÙÈÛÐÖÕ-

approved drug or medicine which, under federal law, is required to bear the legend: 

Ɂ"ÈÜÛÐÖÕȯɯÍÌËÌÙÈÓɯÓÈÞɯ×ÙÖÏÐÉÐÛÚɯËÐÚ×ÌÕÚÐÕÎɯÞÐÛÏÖÜÛɯ×ÙÌÚÊÙÐ×ÛÐÖÕɂȰɯÐÕÑÌÊÛÈÉÓÌɯÐÕÚÜÓÐÕȰɯ

hypodermic needles or syringes, but only when dispensed upon a written prescription 

of a licensed Physician. Such drug must be Medically Necessary in the treatment of a 

Sickness or Injury. 

Ɂ/ÙÌÚÌÙÝÐÊÌɯ"ÓÈÐÔɂ 

 ɯɁ×ÙÌ-ÚÌÙÝÐÊÌɯÊÓÈÐÔɂɯÐÚɯÈɯÙÌØÜÌÚÛɯÍÖÙɯ×ÙÌÈÜÛÏÖÙÐáÈÛÐÖÕɯÖÍɯÈɯÛà×ÌɯÖÍɯÛÙÌÈÛÔÌÕÛɯÖÙɯÚÜ××Óàɯ

that requires approval in advance of obtaining the care.  

Ɂ/ÙÐÖÙɯÛÖɯ$ÍÍÌÊÛÐÝÌɯ#ÈÛÌɂɯÖÙɯɁ ÍÛÌÙɯ3ÌÙÔÐÕÈÛÐÖÕɯ#ÈÛÌɂ 

Ɂ/ÙÐÖÙɯÛÖɯ$ÍÍÌÊÛÐÝÌɯ#ÈÛÌɂɯÖÙɯɁ ÍÛÌÙɯ3ÌÙÔÐÕÈÛÐÖÕɯ#ÈÛÌɂɯÈÙÌɯËÈÛÌÚɯÖÊÊÜÙÙÐÕÎɯÉÌÍÖÙÌɯÈɯ

participant gains eligibility from the Plan, or dates occurring after a participant loses 

eligibility from the Plan, as well as charges Incurred Prior to the Effective Date of 

coverage under the Plan or after coverage is terminated, unless continuation of 

benefits applies. 

Ɂ/ÙÐÝÈÊàɯ2ÛÈÕËÈÙËÚɂ 

Ɂ/ÙÐÝÈÊàɯ 2ÛÈÕËÈÙËÚɂɯ ÚÏÈÓÓɯ ÔÌÈÕɯ ÛÏÌɯ ÚÛÈÕËÈÙËÚɯ ÖÍɯ ÛÏÌɯ ×ÙÐÝÈÊàɯ ÖÍɯ ÐÕËÐÝÐËÜÈÓÓàɯ

identifiable health information, as pursuant to HIPAA.  

Ɂ/ÙÖÚÛÏÌÛÐÊɯ#ÌÝÐÊÌɂ 

"Prosthetic device" means an artificial device designed to replace, wholly or partly, a 

permanently inoperative or malfunctioning body part or organ. Examples of covered 

Prosthetics include initial contact lens in an eye following a surgical cataract extraction 

and removable, non-dental Prosthetic Devices such as a limb that does not require 

surgical connection to nerves, muscles or other tissue. 

Ɂ/ÙÖÝÐËÌÙɂ 

Ɂ/ÙÖÝÐËÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÌÕÛÐÛàɯÞÏÖÚÌɯ×ÙÐÔÈÙàɯÙÌÚ×ÖÕÚÐÉÐÓÐÛàɯÐÚɯÙÌÓÈÛÌËɯÛÖɯÛÏÌɯÚÜ××Óàɯ

of medical care. Each Provider must be licensed, registered, or certified by the 

appropriate State agency where the medical care is performed, as required by that 

2ÛÈÛÌɀÚ law where applicable. Where there is no applicable State agency, licensure, or 

regulation, the Provider must be registered or certified by the appropriate professional 

ÉÖËàȭɯ3ÏÌɯ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɯÔÈàɯËÌÛÌÙÔÐÕÌɯÛÏÈÛɯÈÕɯÌÕÛÐÛàɯÐÚɯÕÖÛɯÈɯɁ×ÙÖÝÐËÌÙɂɯÈÚɯ

defineËɯÏÌÙÌÐÕɯÐÍɯÛÏÈÛɯÌÕÛÐÛàɯÐÚɯÕÖÛɯËÌÌÔÌËɯÛÖɯÉÌɯÈɯɁ×ÙÖÝÐËÌÙɂɯÉàɯÛÏÌɯ"ÌÕÛÌÙÚɯÍÖÙɯ

Medicare and Medicaid Services (CMS) for purposes arising from payment and/or 

ÌÕÙÖÓÓÔÌÕÛɯÞÐÛÏɯ,ÌËÐÊÈÙÌȰɯÏÖÞÌÝÌÙȮɯÛÏÌɯ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɯÐÚɯÕÖÛɯÚÖɯÉÖÜÕËɯÉàɯ",2ɀɯ

determination of an ÌÕÛÐÛàɀÚɯÚÛÈÛÜÚɯÈÚɯÈɯ/ÙÖÝÐËÌÙȭɯ ÓÓɯÍÈÊÐÓÐÛÐÌÚɯÔÜÚÛɯÔÌÌÛɯÛÏÌɯÚÛÈÕËÈÙËÚɯ

as set forth within the applicable definitions of the Plan as it relates to the relevant 

provider type.  
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Ɂ0ÜÈÓÐÍÐÌËɯ!ÌÕÌÍÐÊÐÈÙàɂ 

A qualified beneficiary is someone who is or was covered by the Plan and has lost or 

will lose coverage under the Plan due to the occurrence of a qualifying event. The 

ÌÔ×ÓÖàÌÌɯ ÈÕËɤÖÙɯ ÌÔ×ÓÖàÌÌɀÚɯ ËÌ×ÌÕËÌÕÛÚɯ ÊÖÜÓËɯ ÛÏÌÙÌÍÖÙÌɯ ÉÌÊÖÔÌɯ ØÜÈÓÐÍÐÌËɯ

beneficiaries if applicable coverage under the Plan is lost because of the qualifying 

event. 

Ɂ0ÜÈÓÐÍÐÌËɯ#Ì×ÌÕËÌÕÛɂ 

A qualified dependent is an individual who has provided the Plan or has had 

provided on his or her behalf all requested and appropriate supporting 

documentation as deemed by the Plan and to which the employee or retiree has 

properly enrolled into the Plan.   

Ɂ0ÜÈÓÐÍÐÌËɯ,ÌËÐÊÈÓɯ"ÏÐÓËɯ2Ü××ÖÙÛɯ.ÙËÌÙɂɯÖÙɯɁ0,"2.ɂ 

Ɂ0ÜÈÓÐÍÐÌËɯÔÌËÐÊÈÓɯÊÏÐÓËɯÚÜ××ÖÙÛɯÖÙËÌÙɂɯÖÙɯɁ0,"2.ɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÔÌËÐÊÈÓɯÊÏÐÓËɯ

support order, in accordance with applicable law, and which creates or recognizes the 

ÌßÐÚÛÌÕÊÌɯÖÍɯÈÕɯÈÓÛÌÙÕÈÛÌɯÙÌÊÐ×ÐÌÕÛɀÚɯÙÐÎÏÛɯÛÖȮɯÖÙɯÈÚÚÐÎÕÚɯÛÖɯÈÕɯÈÓÛÌÙÕÈÛÌɯÙÌÊÐ×ÐÌÕÛɯÛÏÌɯ

right to, receive benefits for which a participant or eligible dependent is entitled under 

this Plan. 

Ɂ0ÜÈÓÐÍàÐÕÎɯ$ÝÌÕÛɂ 

Ɂ0ÜÈÓÐÍàÐÕÎɯ$ÝÌÕÛɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÔÈÑÖÙɯÓÐÍÌɯÊÏÈÕÎÌɯÛÏÈÛɯÔÈàɯÈÍÍÌÊÛɯÌÐÛÏÌÙɯàÖÜÙɯ

qualification for coverage under this Plan or an occurrence that affects the need to 

provide coverage of an eligible dependent.  

Ɂ0ÜÈÓÐÍÐÌËɯ2×ÖÜÚÌɂ 

The person to whom you (the Participant) are legally married on the date retiree 

benefits, including any Retirement Self-Payment Credit benefits are applied by this 

Plan, provided that the marriage has lasted for at least one year (twelve months.) If 

you d ie before your retiree healthcare benefits under this Plan begin, your surviving 

spouse will be considered a Qualified Spouse if you and she were married at least one 

year prior to your death.  

Ɂ0ÜÈÙÛÌÙɯÖÍɯ"ÖÝÌÙÈÎÌɂ 

Ɂ0ÜÈÙÛÌÙɯÖÍɯÊÖÝÌÙÈÎÌɂ shall mean either the calendar quarter of January, February and 

March, or April, May and June, or July, August and September, or October, November 

and December, in which a participant and any eligible dependent has earned the right 

to be eligible to receive coverage under this Plan. 

Ɂ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɂ 

Ɂ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɂɯÖÙɯɁ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÈÉÓÌɯ ÔÖÜÕÛɂɯȹ1  Ⱥɯ

means the maximum amount payable by the Plan for a service, supply and/or 
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treatment that is considered an expense incurred for a covered benefit described under 

this Plan. The Reasonable and Allowable Amount  is the lesser of: 1) the charge made 

by the provider that furnished the care, service, or supply; 2) the negotiated amount 

established by a discounting or negotiated arrangement; 3) the reasonable and 

customary amount accepted for the same treatment, service, or supply furnished in 

the same geographic area by a provider of like service of similar training and 

experience as further described below; or 4) an amount equivalent to the following:  

¶ For inpatient or outpatient facility claims, an amount equivalent to 130% of the 

Medicare equivalent allowable amount,  service vendor. 

3ÏÌɯÛÌÙÔɯȿ1ÌÈÚÖÕÈÉÓÌɯÈÕËɯ ÓÓÖÞÌËɯ ÔÖÜÕÛɀɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÈÔÖÜÕÛɯÌØÜÐÝÈÓÌÕÛɯÛÖɯÛÏÌɯ

lesser of a commercially available database or such other cost or quality -based 

reimbursement methodologies as may be available and utilized  by the Plan from time 

to time. 

If there is insufficient information submitted for a given procedure, the Plan will 

determine the Reasonable and Allowed Amount based upon the discounted amounts 

typically accepted as payment in full for similar services within a geographical area in 

which  the service was provided. Determination of the reasonable and allowable 

amount will take into consideration the nature and severity of the condition being 

treated, medical complications or unusual circumstances that require more time, skill 

or experience, and the cost and quality data for that Provider.  

The term 'geographic area' shall be defined as a metropolitan area, county, zip  code, 

state or such greater area as is necessary to obtain a representative cross-section of 

Providers, persons, or organizations rendering such treatment, service or supply 

for which  a specific charge is made. For covered expenses rendered by a physician, 

hospital or ancillary provider in a geographic area where applicable law may dictate 

the maximum amount that can be billed by the rendering provider, the Reasonable 

and Allowe d Amount shall mean the lesser of amount established by applicable law 

for that covered expense or the amount determined as set forth above. 

The Plan Administrator or its designee has the ultimate discretionary authority to 

determine the Reasonable and Allowable Amount, including establishing the 

negotiated terms of a provider arrangement as the Reasonable and Allowable Amount 

even if such negotiated terms do not satisfy the lesser of test described above. 

Ɂ1ÌÏÈÉÐÓÐÛÈÛÐÖÕɂ 

Ɂ1ÌÏÈÉÐÓÐÛÈÛÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÛÙÌÈÛÔÌÕÛȹÚȺɯËÌÚÐÎÕÌËɯÛÖɯÍÈÊÐÓÐÛÈÛÌɯÛÏÌɯ×ÙÖÊÌÚÚɯÖÍɯÙÌÊÖÝÌÙàɯ

from Injury, Illness, or Disease to as normal a condition as possible. 

Ɂ1ÌÏÈÉÐÓÐÛÈÛÐÖÕɯ'ÖÚ×ÐÛÈÓɂ 
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Ɂ1ÌÏÈÉÐÓÐÛÈÛÐÖÕɯÏÖÚ×ÐÛÈÓɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕɯÈ××ÙÖ×ÙÐÈÛÌÓàɯÓÐÊÌÕÚÌËɯ(ÕÚÛÐÛÜÛÐÖÕȮɯÞÏÐÊÏɯÐÚɯ

established in accordance with all relevant federal, state and other applicable laws, to 

provide therapeutic and restorative services to individuals seeking to maintain, 

reestablish, or improve motor -skills and other functioning deemed medically 

necessary for daily living, that have been lost or impaired due to Sickness and/or 

(ÕÑÜÙàȭɯ3ÖɯÉÌɯËÌÌÔÌËɯÈɯɁÙÌÏÈÉÐÓÐÛÈÛÐÖÕɯÏÖÚ×ÐÛÈÓȮɂɯÛÏÌɯ(ÕÚÛÐÛÜÛÐÖÕɯÔÜÚÛɯÉÌɯÓÌÎÈÓÓàɯ

constituted, operated, and accredited for its stated purpose by either the Joint 

Commission on Accreditation of Hospitals, the Commission on Accreditation for 

Rehabilitation Facilities, or Healthcare Facilities Accreditation Program, as well as 

approved for its stated pur pose by the Centers for Medicare and Medicaid Services 

(CMS) for Medicare purposes. 

3ÖɯÉÌɯËÌÌÔÌËɯÈɯɁÙÌÏÈÉÐÓÐÛÈÛÐÖÕɯÏÖÚ×ÐÛÈÓȮɂɯÛÏÌɯÐÕÚÛÐÛÜÛÐÖÕɯÔÜÚÛɯÉÌɯËÜÓàɯÓÐÊÌÕÚÌËɯÈÕËɯ

must not be primarily a place for rest, the aged, and/or a nursing home, custodial, or 

training institution.  

Ɂ1ÌÚÐËÌÕÛÐÈÓɯ3ÙÌÈÛÔÌÕÛɯ%ÈÊÐÓÐÛàɂ 

Ɂ1ÌÚÐËÌÕÛÐÈÓɯÛÙÌÈÛÔÌÕÛɯÍÈÊÐÓÐÛàɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÍÈÊÐÓÐÛàɯÓÐÊÌÕÚÌËɯÖÙɯÊÌÙÛÐÍÐÌËɯÈÚɯÚÜÊÏɯÉàɯ

the jurisdiction in which it is located to operate a program for the treatment and care 

of Participants diagnosed with alcohol, drug or substance abuse disorders or mental 

illness. Such facility must:  

1. Provide 24-hour -a-day supervision by mental health treatment staff and has at 

least one R.N. on duty in the facility at all times.  

2. Has every patient under the supervision of a doctor (osteopath or MD) and it 

has available at all times a doctor who is a staff member of an acute care 

hospital. 

3. Be accredited by the Joint Commission on Accreditation of Hospitals, the 

Commission on Accreditation for Rehabilitation Facilities or the Healthcare 

Facilities Accreditation Program or it is a participating facility with the Plan or 

through its network.  

Group homes, halfway houses, wilderness programs, camps or institutions providing 

custodial care are not considered residential treatment facilities under this Plan. 

Ɂ1ÌÛÐÙÌÌɯ2ÌÓÍ-/ÈàÔÌÕÛɯ"ÙÌËÐÛÚɂ 

The benefit unit that is utilized to offset the cost of retiree self -payments.  

Ɂ1ÖÖÔɯÈÕËɯ!ÖÈÙËɂ 

Ɂ1ÖÖÔɯÈÕËɯÉÖÈÙËɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÏÖÚ×ÐÛÈÓɀÚɯÊÏÈÙÎÌɯÍÖÙɯÈÕàɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎȯ 

1. Room and complete linen service. 
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2. Dietary service includes all meals, special diets, therapeutic diets, required 

nourishments, dietary supplements and dietary consultation.  

3. All general nursing services including but not limited to coordinating the 

delivery of care, supervising the performance of other staff members who have 

delegated member care and member education. 

4. Other conditions of occupancy which are medically necessary. 

 Ɂ2ÒÐÓÓÌËɯ-ÜÙÚÐÕÎɯ%ÈÊÐÓÐÛàɂ 

Ɂ2ÒÐÓÓÌËɯÕÜÙÚÐÕÎɯÍÈÊÐÓÐÛàɂɯÚÏÈÓÓɯÔÌÈÕɯÈɯÍÈÊÐÓÐÛàɯÛÏÈÛɯÍÜÓÓàɯÔÌÌÛÚɯÈÓÓɯÖÍɯÛÏÌɯÍÖÓÓÖÞÐÕÎɯ

requirements: 

1. It is licensed to provide professional nursing services on an Inpatient basis to 

persons convalescing from injury or sickness. The service must be rendered by 

a registered nurse (R.N.) or by a licensed practical nurse (L.P.N.) under the 

direction of a regi stered nurse. Services to help restore patients to self-care in 

essential daily living activities must be provided.  

2. Its services are provided for compensation and under the full -time supervision 

of a physician. 

3. It provides 24 hours per day nursing services by licensed nurses, under the 

direction of a full -time registered nurse. 

4. It maintains a complete medical record on each patient. 

5. It has an effective utilization review plan.  

6. It is not, other than incidentally, a place for rest, the aged, drug addicts, 

alcoholics, mentally disabled, custodial care, educational care, or care of mental 

or nervous Disorders. 

7. It is approved and licensed by Medicare. 

Ɂ2×ÖÜÚÌɂɯ 

Either of two persons who are married to each other. %ÖÙɯÙÌÛÐÙÌÌÚɯàÖÜÙɯɁÚ×ÖÜÚÌɂɯÐÚɯÛÏÌɯ

person to whom you have been legally married for at least one year and a day (366 

days) prior to the initial date that your retiree benefits started.  

Ɂ2ÜÉÚÛÈÕÊÌɯ ÉÜÚÌɂɯÈÕËɤÖÙɯɁ2ÜÉÚÛÈÕÊÌɯ4ÚÌɯ#ÐÚÖÙËÌÙɂ 

Ɂ2ÜÉÚÛÈÕÊÌɯÈÉÜÚÌɂɯÈÕËɤÖÙɯɁÚÜÉÚÛÈÕÊÌɯÜÚÌɯËÐÚÖÙËÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯÈÕàɯÜÚÌɯÖÍɯÈÓÊÖÏÖÓȮɯÈÕàɯ

drug (whether obtained legally or illegally), any narcotic, or any hallucinogenic or 

other illegal substance, which produces a pattern of pathological use, causing 

impairm ent in social or occupational functioning, or which produces physiological 

dependency evidenced by physical tolerance or withdrawal. It is the excessive use of 

a substance, especially alcohol or a drug. The Diagnostic and Statistical Manual of 
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,ÌÕÛÈÓɯ#ÐÚÖÙËÌÙÚɯȹ#2,ȺɯËÌÍÐÕÐÛÐÖÕɯÖÍɯɁÚÜÉÚÛÈÕÊÌɯÜÚÌɯËÐÚÖÙËÌÙɂɯÐÚɯÈ××ÓÐÌËɯÈÚɯÖÜÛÓÐÕÌËɯ

below. 

A maladaptive pattern of substance use leading to clinically significant impairment or 

distress, as manifested by one or more, of the following, occurring within a 12 -month 

period:  

1. Recurrent substance use resulting in a failure to fulfill major role obligations at 

work, school, or home (e.g., repeated absences or poor work performance 

related to substance use; substance-related absences, suspensions, or 

expulsions from school; neglect of children or household).  

2. Recurrent substance use in situations in which it is physically hazardous (e.g., 

driving an automobile or operating a machine when impaired by substance 

use). 

3. Craving or a strong desire or urge to use a substance. 

4. Continued substance use despite having persistent or recurrent social or 

interpersonal problems caused or exacerbated by the effects of the substance 

(e.g., arguments with spouse about consequences of intoxication, physical 

fights).  

The fact that a disorder is listed in the DSM does not mean that treatment of the 

disorder is covered by the Plan. 

Ɂ2ÜÙÎÌÙàɂ 

Ɂ2ÜÙÎÌÙàɂɯÚÏÈÓÓɯÐÕɯÛÏÌɯ/ÓÈÕɯ ËÔÐÕÐÚÛÙÈÛÖÙɀÚɯËÐÚÊÙÌÛÐÖÕɯÔÌÈÕɯÛÏÌɯÛÙÌÈÛÔÌÕÛɯÖÍɯ(ÕÑÜÙÐÌÚɯ

or disorders of the body by incision , injection or manipulation, especially with 

instruments designed specifically for that purpose, and the performance of generally 

accepted operative and cutting procedures, performed within the scope of the 

/ÙÖÝÐËÌÙɀÚɯÓÐÊÌÕÚÌȭ 

Ɂ2ÜÙÎÐÊÈÓɯ/ÙÖÊÌËÜÙÌɂ 

Ɂ2ÜÙÎÐÊÈÓɯ/ÙÖÊÌËÜÙÌɂɯÚÏÈÓÓɯÏÈÝÌɯÛÏÌɯÚÈÔÌɯÔÌÈÕÐÕÎɯÚÌÛɯÍÖÙÛÏɯÐÕɯÛÏÌɯËÌÍÐÕÐÛÐÖÕɯÖÍɯ

Ɂ2ÜÙÎÌÙàȭɂ 

Ɂ3ÌÙÔÐÕÈÛÐÖÕɯÖÍɯ!ÌÕÌÍÐÛÚɂ 

Ɂ3ÌÙÔÐÕÈÛÐÖÕɯÖÍɯ!ÌÕÌÍÐÛÚɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÈÛɯàÖÜɯÕÖɯÓÖÕÎÌÙɯÔÌÌÛɯÛÏÌɯËÌÍÐÕÐÛÐÖÕɯÖÍɯÉÌÐÕÎɯ

eligible for benefits under this Plan.   

Ɂ3ÖÛÈÓɯ#ÐÚÈÉÐÓÐÛàɂɯȹ3ÖÛÈÓÓàɯ#ÐÚÈÉÓÌËȺ 

Ɂ3ÖÛÈÓÓàɯ#ÐÚÈÉÓÌËɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÈÛɯàÖÜɯÈÙÌɯÕÖÛɯÙÌ×ÖÙÛÐÕÎɯÍÖÙɯÞÖÙÒȰɯÊÖÔ×ÓÌÛÌÓàɯÜÕÈÉÓÌɯ

to perform your job duties as a result of your injury or illness and not receiving wages 

or benefits from an employer.   
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If a person receives an award of disability benefits from the Social Security 

Administration, that person is automatically considered to have met the definition of 

ɁÛÖÛÈÓÓàɯËÐÚÈÉÓÌËȭɂ 

Ɂ3ÏÐÙËɯ/ÈÙÛàɯ ËÔÐÕÐÚÛÙÈÛÖÙɂ 

Ɂ3ÏÐÙËɯ×ÈÙÛàɯÈËÔÐÕÐÚÛÙÈÛÖÙɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯÊÓÈÐÔÚɯÈËÔÐÕÐÚÛÙÈÛÖÙɯÞÏÐÊÏɯ×ÙÖÝÐËÌÚɯ

customer service and claims payment services only and does not assume any financial 

risk or obligation with respect to those claims.  

Ɂ3ÙÈÝÌÓÌÙɂ 

Ɂ3ÙÈÝÌÓÌÙÚɂɯÚÏÈÓÓɯÔÌÈÕ eitehr: 

a. A member of another I.B.E.W. Local that is signatory to the Electrical Industry 

Health and Welfare Reciprocal Agreement who is temporarily working for an 

employer with a collective bargaining agreement with Local 697, and for whom 

that employer is making c ontributions to this Fund.  Or, 

b. A Local 697 member who is working temporarily for an employer with a 

collective bargaining agreement with another I.B.E.W. Local that is signatory to 

the Electrical Industry Health and Welfare Agreement, and for whom that 

employer is making contributions t o that Locals Health and Welfare Fund.  

Ɇ3ÙÌÈÛÐÕÎɯ/ÏàÚÐÊÐÈÕɂ 

Ɂ3ÙÌÈÛÐÕÎɯ/ÏàÚÐÊÐÈÕɂɯÐÚɯÈɯ×ÏàÚÐÊÐÈÕɯÞÏÖɯÐÚɯÛÙÌÈÛÐÕÎɯàÖÜɯÍÖÙɯÈɯ×ÙÐÔÈÙàɯÔÌËÐÊÈÓɯ

condition (one of more of the medical conditions on which you based your loss of 

time) on the date the loss of time application is signed and throughout your loss of 

time period.  

 Ɂ4ÕÐÖÕɂ 

Ɂ4ÕÐÖÕɂɯÚÏÈÓÓɯÔÌÈÕɯÛÏÌɯ(ÕÛÌÙÕÈÛÐÖÕÈÓɯ!ÙÖÛÏÌÙÏÖÖËɯÖÍɯ$ÓÌÊÛÙÐÊÈÓɯ6ÖÙÒÌÙÚȮɯ+ÖÊÈÓɯƚƝƛȭ 

Ɂ4ÙÎÌÕÛɯ"ÈÙÌɯ"ÓÈÐÔɂ 

 ÕɯɁÜÙÎÌÕÛɯÊÈÙÌɯÊÓÈÐÔɂɯÐÚɯÈɯpre-service claim where the application of the time periods 

for making non -urgent care determinations could seriously jeopardize your life, 

health, or ability to regain maximum function, or that could subject you to severe pain 

that cannot be adequately managed without the proposed treatment. 

Ɂ6ÖÙÒɯ0ÜÈÙÛÌÙɂ 

Ɂ6ÖÙÒɯØÜÈÙÛÌÙɂɯÚÏÈÓÓɯÔÌÈÕɯ)ÈÕÜÈÙàȮɯFebruary and March, or April, May and June, or 

July, August and September, or October, November, and December. 

All other defined terms in this Plan Document shall have the meanings specified in 

the Plan Document where they appear. 
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DENTAL BENEFITS 

 ɯ×ÈÙÛÐÊÐ×ÈÕÛɀÚɯÊÈÓÌÕËÈÙɯàÌÈÙɯÍÈÔÐÓàɯËÌÕÛÈÓɯÈÓÓÖÞÈÕÊÌɯÓÐÔÐÛɯÐÚɯÈÓÞÈàÚɯËÌÛÌÙÔÐÕÌËɯÉàɯ

the participants active or retired status with the Plan.    

Calendar Year Family  Dental  Allowance  for  Active  Employees 

The Plan pays 80% of the covered dental expenses incurred by you and your eligible 

dependents up to a maximum benefit of $3,000 per family each calendar year. The 

maximum applies even if your eligibility is interrupted during a calendar year.  

Payments for orthodontia treatments are applied to the $3,000 calendar year dental 

maximum.  

Calendar Year Family  Dental  Allowance  for  Retirees: 

A retiree and any eligible dependents dental allowance in the year in which they 

retire, will be limited to the lesser of the unused active participant dental allowance 

for the calendar year or $1,000.00.  

In each subsequent calendar year, the retiree and any eligible dependent will be 

limited to a maximum dental benefit of $1,000.00 per family. The Plan pays 80% of 

the covered dental expenses incurred by you and your eligible dependents up to a 

maximum benefit of $ 1,000 per family each calendar year.  

Should a retiree receive 420 hours of Employer Health and Benefit Plan contributions 

in any work quarter, they will be provided active eligibility in the applicable quarter 

of coverage. When this occurs, the individual and any eligible dependent will no 

longer be considered a retired participant of the Plan and will be provided with the 

difference between the annual retiree dental benefit utilized while retired in that 

calendar year and that of the annual maximum permissible for active participants.  

Conversely, when the active participant regains retiree coverage under the Plan, their 

dental allowance and that of any eligible dependent will be limited to the lesser of the 

unused active participant dental allowance for that calendar year or $1,000.00. 

Claims  for  Dental  Services for  all  Participants:   

Dental services must be rendered in accordance with accepted standards of dental or 

orthodontic practice and must be received while a person is eligible to receive Dental 

Benefits from the Plan.  

Dental services must be performed by a licensed dentist (DDS), and orthodontic 

services must be performed by a dentist licensed to practice orthodontia.  






























































































































































































































































































































































































