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January, 2009 
 
Dear Participant: 

We are pleased to provide you with this updated plan document which details your benefits 
under the IATSE 22 Welfare Fund for I.A.T.S.E. Local 772 Welfare Plan participants.  Since the 
purpose of the Welfare Fund is to benefit you, we urge you to read this booklet carefully so that 
you will understand the complete plan of benefits, as well as the eligibility rules and the 
procedures for filing claims. 

This Plan, along with many other union plans in the area, participates in the Health Care Cost 
Containment Corporation of the Mid-Atlantic Region, Incorporated (HCCCC).  It is designed to 
benefit participating union funds by reducing health care costs for participants and their families.  
By bargaining, the HCCCC is able to achieve greater economies of scale and significant cost 
savings due to increased bargaining power in the medical treatment market place. 

The Life and Accidental Death and Dismemberment (AD&D) benefits for active participants are 
provided through (and guaranteed by) insurance contracts with ING.  All other benefits, 
including retiree death benefits, are self insured.  The Fund contracts with a Preferred Provider 
Organization (PPO) to obtain discounts on medical benefits.  A higher level of benefits is 
available if PPO providers are used.  The Fund also contracts with a Utilization Management 
(UM) company to pre-certify hospital admissions and review certain large claims (called case 
management).  The Weekly Disability Income coverage is administered through the Claims 
Office.  Your vision benefits are administered by Vision Service Plan (VSP) — which uses union 
shops for the production of frames. 

The Plan provides two levels of benefits, depending on your earnings and the Plan’s eligibility 
provisions. The primary plan, called Tier One, is available for members who have satisfied a 
higher earnings requirement. Tier Two benefits may be available for members who do not meet 
the earnings requirement for Tier One benefits. Please see Section XX for eligibility guidelines 
and Section XX for a description of the benefits in each plan. 

The Trustees strive to provide the most appropriate benefits that will contribute to the security, 
health and well-being of the participants.  Changing economic conditions require a constant 
assessment of the benefit plan to maintain its financial stability. 

All of us, as consumers, should be looking daily for alternatives to paying more for our personal 
health care by maintaining our health, avoiding unnecessary risks such as smoking, and having 
new appreciation for exercise, rest and good nutrition.  This booklet can help you in that search 
as it focuses on medical decisions you must make. 

When it comes to any important medical decision, our goal is simple.  Talk to your doctor.  
Information is available.  Choices are available.  But you will have to ask.  In the medical field, a 
poorly informed buyer may pay more than just money for a bad decision. 

Please remember that you have the right to submit to the Trustees for their consideration any 
questions or disagreements you may have in connection with the operation or administration of 
the Plan. 

Sincerely, 

BOARD OF TRUSTEES 



  

IMPORTANT NOTICE 
 

 
 
 
 

 

 

 

The Trustees shall, subject
to the requirements of the
law, be the sole judges of
the standard of proof
required in any case as
well as the application and
interpretation of this Plan,
and decisions of the
Trustees shall be final and
binding on all parties.

You must notify the Fund
Administrator if there are
any changes to your
Eligible Dependents,
family status, marital
status, etc.  If you fail to
notify the Fund
Administrator, it may
affect eligibility for
benefits under the Plan.

It is your responsibility to 
determine whether 
individuals qualify as 
Dependents and can 
provide coverage under 
this Plan.   If the Plan 
covers family members 
who do not qualify as 



  

RESOURCES FOR INFORMATION 
 

 
Preferred Provider Organization (PPO) Network 

 
CareFirst Blue Cross Blue Shield 

www.carefirst.com 
 

Pre-Hospitalization Certification/ Case Management 
 

Nationwide Better Health 
1 (800) 925-8573 

 

Information Concerning Medical Claims and Coverage 

IATSE Local 22/772 Claims Office 
(Benefits Administration Corp.) 

1 (800) 941-2752 

Vision Services 

Vision Service Plan 
1 (800) 225-5877 

Web address: www.vsp.com 

Prescription Drugs and All Other Questions About Your Coverage 

I.A.T.S.E. Local 22 Fund Office 
 (301) 593-1265 

 

Death and Accidental Death & Dismemberment 

ING Employee Benefits 
111 Massachusetts Avenue, N.W.  

Washington, DC 20001 
202-682-0900 

 

Dental Services 

Delta Dental 
1 (800) 932-0783 

Web address: www.deltadental.com 
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SCHEDULE OF BENEFITS 
 
BENEFITS FOR ALL COVERED INDIVIDUALS WHO QUALIFY FOR 

TIER ONE COVERAGE 

 
 

PARTICIPANT COST SHARING 
PROVISIONS 

IN THE PPO 
NETWORK 

OUTSIDE THE PPO 
NETWORK 

� Calendar Year Medical Deductible   

Individual $500 $500 
Self-pay Family (3 times Individual 
Maximum) 

$1,500 $1,500 

 
� Calendar Year Out-of-pocket Maximum  

(payments to meet the Medical Deductible count  
toward satisfying the Out-of-Pocket maximum) 

Individual $1,500 $1,500 
Self-pay Family $3,000 $3,000 

MEDICAL BENEFITS  
  
PLAN MAXIMUMS – PER PERSON  

Lifetime Maximum Benefits $1,000,000 

Mental Health and Substance Abuse 
Abuse --Inpatient Hospitalization 60 days per calendar year 

Substance Abuse – Inpatient 
Hospitalization for emergency care or detoxification 7 days per calendar year (included in 

overall 60 day limit) 

Substance Abuse -- Initial outpatient (@100%) Maximum 30 visits or $3,000 plan 
payment per calendar year  

Substance Abuse  -- Additional outpatient (@ 50%) After the first 30 visits (or $3,000), plan 
pays up to an additional $3,000 per 
calendar year 

Substance Abuse lifetime limit Combined lifetime maximum of 180 days 
or visits 

Virtual Physicals $100 limit per calendar year 
  
Motorized Wheelchairs/Scooters $500 lifetime maximum 
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MEDICAL BENEFITS (continued)   
 IN THE PPO 

NETWORK 
OUTSIDE THE PPO 

NETWORK  
  
 WHAT THE PLAN PAYS 

OFFICE VISITS  

� Physician or Provider Home or 
Office Visits 

After you pay a $20 per 
visit copayment—plan 
pays 100% of Covered 

Charges 

After you pay a $40 per visit 
copayment—plan pays 70% 
of Covered Charges (up to 

70% of UCR) 
 

HOSPITAL, HOME HEALTH AND 
OTHER SERVICES 

  

   
� Hospital Services on an Inpatient or 

Outpatient Surgery Basis (including 
Physician Services) 

80% of Covered Charges 
after you have met the 

deductible 

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

   
� Emergency Room Care (includes 

free-standing emergency or urgent care 
centers) Note:  In order for 
emergency room care to be 
considered a covered expense, it 
must be for a medical emergency 
(see definition on page 22) 

 

80% of Covered Charges 
after you have met the 

deductible 

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

� Diagnostic X-ray & Laboratory 
            Services 

80% of Covered Charges 
after you have met the 

deductible 

70% of Covered Charges (up 
to 70% of  UCR) after you 

have met the deductible 
� Other Medical Benefits 70% of Covered Charges 

after you have met the 
deductible 

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

� Home Health or Hospice Care 70% of Covered Charges 70% of Covered Charges (up 
to 70% of UCR) 
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MEDICAL BENEFITS (continued)   
 IN THE PPO 

NETWORK 
OUTSIDE THE PPO 

NETWORK  
  
 WHAT THE PLAN PAYS 
   
MENTAL HEALTH BENEFITS   
 
� Inpatient Hospitalization 

(also see Plan Maximums on page 8) 
80% of Covered Charges  

after you have met the 
deductible  

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

� Outpatient Services and Office Visits After you pay a $20 per 
visit copayment—plan  
pays 65% of Covered 

Charges for first 20 visits 
per Calendar Year, then 

50% of Covered Charges 
for additional visits in the 

same Calendar Year 

After you pay a $40 per visit 
copayment—plan pays 65% 
of Covered Charges (up to 
65% of UCR) for first 20 
visits per Calendar Year, 

then 50% of Covered 
Charges for additional visits 
in the same Calendar Year  

    
SUBSTANCE ABUSE BENEFITS   
   
� Inpatient Hospitalization 80% of Covered 80% of Covered Charges 

(also see Plan Maximums on page 8) Charges after you have met 
the deductible 

(up to 80% of UCR) after 
you have met the deductible 

   
� Initial Outpatient Services 100% of Covered 100% of Covered 

(also see Plan Maximums on page 8) Charges Charges (up to UCR)  
   

� Additional Outpatient Benefits 
(also see Plan Maximums on page 8) 

50% of Covered Charges 
after you have met the 

deductible 

50% of Covered Charges  
(up to 50% of UCR) after 

you have met the deductible 
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DENTAL BENEFITS (Administered by Delta Dental)   
   
� Dental Deductible per Individual You pay $50  

(does not apply to diagnostic and preventive services)   
   
� Coinsurance Plan pays 50% of Covered  
 Charges (up to 50% UCR)  
   
� Annual Maximum Benefit $2,000  

per Individual   
   

PRESCRIPTION DRUG COVERAGE (Administered by Express Scripts) 
 
� Calendar Year Prescription Drug Deductible 
  

Individual You pay $50 
Self-pay Family (3 times Individual Maximum)   You pay $150 

  

� Drug Card (Network Pharmacy)  

You pay a $15 Copayment for generic drugs or a $30 Copayment for brand drugs.  If receiving a 
brand when generic is available, you also pay the difference between brand name and generic, unless 
your doctor specifies brand name  
(Must first satisfy the Calendar Year Drug Deductible) 

 
� Mail Order Service 

You pay a $30 copayment for generic drugs or a $60 Copayment for brand drugs.   If receiving a 
brand when generic is available, you also pay the difference between brand name and generic, unless 
your doctor specifies brand name  
(Must first satisfy the Calendar Year Drug Deductible) 
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VISION BENEFITS IN VSP OUTSIDE VSP 

NETWORK NETWORK 
�  Co - Pay $10 $10 
� Conventional Vision Exam Covered in Full $35 

(once every 12 months)   
   
� Conventional Lenses (once   

every 12 months)   
   

Single vision Covered in Full $25 
Bifocal Covered in Full $40 
Trifocal Covered in Full $55 
Lenticular Covered in Full $80 

   
� Frames (once every 24 months) Covered in Full if from 

designated frames on 
display 

$35 

   
 
 
 

In lieu of all other Plan vision benefits: 
   
   

� Contact Lenses used for elective or 
cosmetic reasons (once every 12 
months) 

  

Vision Exam Covered in Full $35 
Contact Lenses (plus evaluation and 
fitting costs) 

$105 $105 

   
� Contact Lenses if medically 

necessary, with VSP authorization 
  

(once every 12 months)   
Vision Exam Covered in Full $35 
Contact Lenses (plus evaluation   
and fitting costs) Covered in Full $210 
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SCHEDULE OF BENEFITS 
 
BENEFITS FOR ALL COVERED INDIVIDUALS WHO QUALIFY FOR 

TIER TWO COVERAGE 

 
   

PARTICIPANT COST SHARING 
PROVISIONS 

IN THE PPO 
NETWORK 

OUTSIDE THE PPO 
NETWORK 

� Calendar Year Medical Deductible   

Individual $2,000 $2,000 
Self-pay Family (3 times Individual 
Maximum) 

$6,000 $6,000 

 
� Calendar Year Out-of-pocket Maximum  

(payments to meet the Medical Deductible count  
toward satisfying the Out-of-Pocket maximum) 

Individual $3,000 $3,000 
Self-pay Family $7,500 $7,500 

MEDICAL BENEFITS  
  
PLAN MAXIMUMS – PER PERSON  

Lifetime Maximum Benefits $1,000,000 
Annual Maximum Benefits $150,000 

Mental Health and Substance Abuse 
Abuse --Inpatient Hospitalization 60 days per calendar year 

Substance Abuse – Inpatient 7 days per calendar year (included in  
Hospitalization for emergency care or detoxification overall 60 day limit) 

Substance Abuse -- Initial outpatient (@100%) Maximum 30 visits or $3,000 plan 
payment per calendar year  

Substance Abuse  -- Additional outpatient (@ 50%) After the first 30 visits (or $3,000), plan 
pays up to an additional $3,000 per 
calendar year 

Substance Abuse lifetime limit Combined lifetime maximum of 180 days 
or visits 

Virtual Physicals $100 limit per calendar year 
  
Motorized Wheelchairs/Scooters $500 lifetime maximum 
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MEDICAL BENEFITS (continued)   
 IN THE PPO 

NETWORK 
OUTSIDE THE PPO 

NETWORK  
  
 WHAT THE PLAN PAYS 

OFFICE VISITS  

� Physician or Provider Home or 
Office Visits 

After you pay a $20 per 
visit copayment—plan 
pays 100% of Covered 

Charges 

After you pay a $40 per visit 
copayment—plan pays 70% 
of Covered Charges (up to 

70% of UCR) 

   

 
HOSPITAL, HOME HEALTH AND 
OTHER SERVICES 

  

   
� Hospital Services on an Inpatient or 

Outpatient Surgery Basis (including 
Physician Services) 

80% of Covered Charges 
after you have met the 

deductible 

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

   
� Emergency Room Care (includes 

free-standing emergency or urgent care 
centers) Note:  In order for 
emergency room care to be 
considered a covered expense, it 
must be for a medical emergency 
(see definition on page 22) 

80% of Covered Charges 
after you have met the 

deductible 

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

   
� Diagnostic X-ray & Laboratory 
            Services 

80% of Covered Charges 
after you have met the 

deductible 

70% of Covered Charges (up 
to 70% of  UCR) after you 

have met the deductible 
   
� Other Medical Benefits 70% of Covered Charges 

after you have met the 
deductible 

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

� Home Health or Hospice Care 70% of Covered Charges 70% of Covered Charges (up 
to 70% of UCR) 
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MEDICAL BENEFITS (continued)   
 IN THE PPO 

NETWORK 
OUTSIDE THE PPO 

NETWORK  
  
 WHAT THE PLAN PAYS 
   
MENTAL HEALTH BENEFITS   
 
� Inpatient Hospitalization 

(also see Plan Maximums on page 8) 
80% of Covered Charges  

after you have met the 
deductible  

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

� Outpatient Services and Office Visits After you pay a $20 per 
visit copayment—plan  
pays 65% of Covered 

Charges for first 20 visits 
per Calendar Year, then 

50% of Covered Charges 
for additional visits in the 

same Calendar Year 

After you pay a $40 per visit 
copayment—plan pays 65% 
of Covered Charges (up to 
65% of UCR) for first 20 
visits per Calendar Year, 

then 50% of Covered 
Charges for additional visits 
in the same Calendar Year  

    
SUBSTANCE ABUSE BENEFITS   
   
� Inpatient Hospitalization 80% of Covered 80% of Covered Charges 

(also see Plan Maximums on page 8) Charges after you have met 
the deductible 

(up to 80% of UCR) after 
you have met the deductible 

   
� Initial Outpatient Services 100% of Covered 100% of Covered 

(also see Plan Maximums on page 8) Charges Charges (up to UCR)  
   

� Additional Outpatient Benefits 
(also see Plan Maximums on page 8) 

50% of Covered Charges 
after you have met the 

deductible 

50% of Covered Charges  
(up to 50% of UCR) after 

you have met the deductible 
   
PRESCRIPTION DRUG COVERAGE   
   
� Calendar Year Prescription Drug Deductible  
   

Individual  You Pay $50 
Family (3 times Individual Maximum)  You Pay 150 

   
� Drug Card (Network Pharmacy ) or Mail Order Service  
   

After you satisfy the Calendar Year Drug Deductible, your copayment is 50% of the cost of each 
eligible prescription. 
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SCHEDULE OF BENEFITS 
 

BENEFITS FOR COVERED EMPLOYEES AND RETIREES ONLY 
WHO QUALIFY FOR TIER ONE COVERAGE 

 
 

 

� Life and Accidental Death or Dismemberment 
Insurance for Covered Employees 

- Under Age 70   $25,000 
- Age 70 to age 75  $16,250 
- Over age 75   $12,500 

� Death Benefit for Covered Retirees $5,000 

� Weekly Income Benefits  66 2/3% of highest gross compensation 
for the three calendar years 
immediately preceding year in which 
disability occurred divided by 52 
weeks (not to exceed $300).  Excludes 
injuries sustained while unable to work 
due to work-related injuries. 

� Additional Weekly Income  $200 per week for first 2 weeks 
of disability if unable to work and 
Hospitalized for non-mental health or 
non-substance abuse related illness. 
Excludes injuries sustained while 
unable to work due to work-related 
injuries. 

� Work-Related Injury  No benefits payable. 
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I.  DEFINITION OF TERMS 
 
 
Allowable Expense 
A health care service or expense, including Deductibles, Coinsurance or Copayments, that is 
covered in full or in part by this Plan or any other plan in which the person making the claim 
participates, except as otherwise provided by the terms of this Plan.  This means that an expense 
or service (or any portion of an expense or service) that is not covered by any of the plans is not 
an Allowable Expense. 

Behavioral Health Disorders 
Disorders, conditions and diseases as defined within the mental disorders section of the current 
edition of the International Classification of Diseases (ICD-9-CM) manual, which includes, 
among other things, autism, depression, schizophrenia, and Substance Abuse. 

Behavioral Health Practitioners 
A Physician, psychologist, certified mental health counselor, or social worker who: 

1. is legally licensed and/or legally authorized to practice or provide service, care or 
treatment of Behavioral Health Disorders under the laws of the state or 
jurisdiction where the services are rendered; and 

2. acts within the scope of his or her license; and 

3. is not the patient or the parent, spouse, sibling (by birth or marriage) or child of 
the patient. 

Behavioral Health Treatment Facility 
A public or private facility, licensed and operated according to law, that provides a program for 
diagnosis, evaluation, and effective treatment of Behavioral Health Disorders. 

The facility must: 

1. have at least one Physician on staff or on call; and 

2. provide skilled nursing care by licensed Nurses under the direction of a full-time 
Registered Nurse (RN); and 

3. prepare and maintain a written plan of treatment for each patient, which plan must 
be based on the medical, psychological and social needs of the patient. 

Benefit, Benefit Payment, Plan Benefit 
The amount of money payable for a claim, based on the Usual and Customary Charge, after 
calculation of all Deductibles, Coinsurance and Copayments, and after determination of the 
Plan’s exclusions, limitations and maximums. 
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Calendar Year 
The 12-month period beginning January 1 and ending December 31.  All annual Deductibles and 
Annual Out-of-Pocket Maximum Plan Benefits are determined during the Calendar Year, except 
as provided under the carryover provisions described on page 41. 

Claims Administrator 
A person or company retained by the Plan to administer the claim payment responsibilities of the 
Plan. 

Coinsurance 
The Coinsurance percentage is the percentage of Covered Charges that the Plan pays after you 
have met your annual Medical Deductible and/or your applicable Copayment amount. 

Collective Bargaining Agreement 
The contract(s) or labor agreement(s), as amended, between the International Alliance of 
Theatrical Stage Employees Local 772 and any Contributing Employer. 

Contributing Employer 
“Contributing Employer” or “Employer” means an employer signatory to a Collective 
Bargaining Agreement with the Union requiring contributions to this Fund and an employer 
signatory to any other agreement requiring contributions to this Fund. It shall also include the 
International Alliance of Theatrical Stage Employees Local 22 Pension Fund, the International 
Alliance of Theatrical Stage Employees Local 22 Welfare Fund, the International Alliance of 
Theatrical Stage Employees Local 22 Training Fund, and the Union. An employer shall not be 
deemed a Contributing Employer simply because it is part of a controlled group of corporations 
(as defined in Section 414(b) of the Internal Revenue Code of 1986, as amended) or of a trade or 
business under common control (as defined in Section 414(c) of the Internal Revenue Code of 
1986, as amended), some other part of which is a Contributing Employer. 

Coordination of Benefits (COB) 
The rules and procedures applicable to determination of how Plan Benefits are payable when a 
person is covered by two or more health care plans.  See the Plan section on Coordination of 
Benefits and Medicare, which sets forth the Plan’s COB rules and procedures. 

Copayment, Copay 
The set dollar amount you are responsible for paying when you incur an Eligible Expense for 
certain services. 

Cosmetic Surgery or Treatment 
Surgery or medical treatment to improve or preserve physical appearance, but not physical 
function, as distinguished from Surgery or medical treatment to correct defects resulting from 
trauma, infection, or other diseases or the consequences of treatment of trauma, infection, or 
other diseases, or to correct a congenital disease or anomaly of a covered Dependent Child that 
causes a functional defect. 

Covered Charge 
Expenses or charges for services or supplies, but only to the extent that: 

1. they are Medically Necessary, as defined in this Definitions section; and 

2. the charges for them are Usual and Customary, as defined in this Definitions 
section; and 
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3. coverage for the services or supplies is not excluded, as provided in the 
Exclusions section of this document, or in any other Plan provision; and 

4. the Lifetime Maximum and any specific coverage limitations to Plan Benefits for 
those services or supplies has not been reached. 

Covered Employee 
An employee who: (1) is covered by a Collective Bargaining Agreement or any written 
agreement requiring Employer contributions on his or her behalf, and (2) satisfies the Eligibility 
requirements outlined in Section II of this Plan, and (3) is not a Covered Retiree.  If the 
International Alliance of Theatrical Stage Employees Local 22 Pension Fund, the International 
Alliance of Theatrical Stage Employees Local 22 Welfare Fund, the International Alliance of 
Theatrical Stage Employees Local 22 Training Fund ,or the Union is a Contributing Employer, 
the employees with respect to whom such Employer participates in this Plan are also to be 
deemed Covered Employees. 

Covered Individual 
Any individual who is eligible for coverage under the Plan and is actually covered by the Plan. 

Covered Retiree 
A Covered Individual to whom a pension is being paid (or to whom a pension would be paid but 
for administrative processing time) from the International Alliance of Theatrical Stage 
Employees Local 772 Pension Fund, except that a retiree whose benefits have been suspended 
pursuant to Section 6.07(b) of the Local 772 Pension Plan is considered a Covered Employee, 
not a Covered Retiree, under this Plan. 

Deductible 
The amount of Eligible Expenses you are responsible for paying before the Plan begins to pay 
Benefits. 

1. Individual Deductible:  The amount one covered person must pay before the 
Plan begins to pay Benefits for that person. 

2. Family Deductible:  The amount that all covered family members must pay 
before the Plan begins to pay Benefits for the family members. 

Dental 
Dental services and supplies are not covered under the medical expense coverage of the Plan 
unless the Plan specifically indicates otherwise.  As used in this document, Dental refers to any 
services performed by or under the supervision of a Dentist, or supplies, including Dental 
Prosthetics, but not including prescription drugs, prescribed by a Dentist, even if the services or 
supplies are necessary because of symptoms, illness or injury affecting another part of the body.  
Dental services include treatment to alter, correct, fix, improve, replace, reposition, restore or 
treat: 

� teeth; 
� the gums and tissues around the teeth; 
� the parts of the upper or lower jaws that contain the teeth (the alveolar 

processes and ridges); 
� the jaw, any jaw implant, or the joint of the jaw; 
� bite alignment, or the meeting of upper or lower teeth, or the chewing 

muscles; and/or 
� teeth, gums, jaw or chewing muscles because of pain, injury, decay, 

malformation, disease or infection. 



  20

See the Dental Section for applicable limitations to the Dental services covered by this Plan. 

Dental Care Provider 
A Dentist, or Dental Hygienist or other Health Care Practitioner or Nurse as those terms are 
specifically defined in this section, who is legally licensed and who: 

1. is a Dentist or performs services under the direction of a licensed Dentist; 

2. acts within the scope of his or her license; and 

3. is not the patient or the parent, spouse, sibling (by birth or marriage) or child of 
the patient. 

Dental Hygienist 
A person who is trained and legally licensed and authorized to perform dental hygiene services, 
such as prophylaxis (cleaning of teeth), under the direction of a licensed Dentist, and who: 

1. acts within the scope of his or her license; and 

2. is not the patient or the parent, spouse, sibling (by birth or marriage) or child of 
the patient. 

Dental Treatment Plan 
An attending Dentist’s written report of recommended treatment for a period of dental treatment, 
on a form satisfactory to the Plan Administrator or its designee, which does the following: 

(a) itemizes the dental procedures required for the necessary care of the individual; 
and 

(b) shows the charges for each procedure; and 

(c) is accompanied by any appropriate diagnostic materials (such as x-ray) as may be 
required by the Plan. 

Dentist 
A person holding the degree of Doctor of Dental Surgery (DDS) or Doctor of Dental Medicine 
(DMD) who: 

1. is legally licensed and authorized to practice dentistry in all its branches under the 
laws of the state or jurisdiction where the services are rendered; and 

2. acts within the scope of his or her license; and 

3. is not the patient or the parent, spouse, sibling (by birth or marriage) or child of 
the patient. 
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Dependent Child(ren) 
For the purposes of this Plan, a Dependent Child is any of your unmarried children, including 
any stepchild, foster child, child placed for adoption or legally adopted child who lives with you, 
or any such child for whom you are legally obligated to provide support, provided: 

1. the child has not reached his or her 19th birthday; or 

2. the child has reached his or her 19th birthday but has not reached his or her 24th 
birthday and attends an accredited college, university or vocational school on a 
full-time basis. 

Coverage of a Dependent Child may continue beyond age 19 or 24 for any unmarried child who 
is mentally or physically Handicapped and is: 

1. incapable of self-sustaining employment as a result of that handicap; and 

2. dependent chiefly on you and/or your spouse for support and maintenance. 

A grandchild of a participant who meets the following conditions shall also be considered an 
Eligible Dependent: 

1. the grandchild is unmarried; 

2. the grandchild is in court-ordered custody of and residing with the Covered 
Individual; and 

3. the grandchild is the dependent of the Covered Employee or Covered Retiree; and 

4. the grandchild must not have reached aged 24 unless he or she is incapable of self 
support because of a Handicap which occurred prior to reaching age 24. 

Coverage of a Dependent Child ends at the end of the month in which that child: 

1. marries; or 

2. enters military or similar service anywhere; or 

3. becomes eligible under this Plan as a Covered Employee. 

Eligible Dependent 
Your lawful Spouse (unless you are legally separated) and your Dependent Child(ren). 

Eligible Expense 
Eligible Expense has the same meaning as Covered Charges. 

Experimental and/or Investigational 
The Plan Administrator or its designee has the discretion and authority to determine if a service 
or supply is or should be classified as Experimental and/or Investigational. 

A. A service or supply will be deemed to be Experimental and/or Investigational if, in the 
opinion of the Plan Administrator or its designee, based on the information and resources 
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available at the time the service or supply was performed, or provided, or considered for 
Precertification, any of the following conditions are present: 

1. The service or supply is described as an alternative to more conventional therapies 
in the protocols or consent document of the Health Care Practitioner that 
prescribes or renders the service or supply; 

2. The prescribed service or supply may be given only with the approval of an 
Institutional Review Board as defined by federal law; 

3. In the opinion of the Plan Administrator or its designee, there is a preponderance 
of authoritative medical, dental or scientific literature: 

• published in the United states; and 

• written by experts in the field; 

that shows that recognized medical, dental or scientific experts: 

• classify the service or supply as experimental and/or investigational; or 

• indicate that more research is required before the service or supply could 
be classified as equally or more effective than conventional therapies; 

4. Food and Drug Administration (FDA) approval: 

• is required in order for the service and supply to be lawfully marketed; 
and 

• has not been granted at the time the service or supply is prescribed or 
provided. 

5. The prescribed service or supply is available to the covered person only through: 

• participation in FDA Phase I or Phase II clinical trials; or 

• FDA Phase III experimental or research clinical trials or corresponding 
trials sponsored by the National Cancer Institute or National Institutes of 
Health. 

6. A current investigational new drug or new device application has been submitted 
and filed with the FDA. 

7. As a whole, the service or supply would not be classified as Experimental and/or 
Investigational given the above six criteria, but one or more essential provisions 
of the service or supply are Experimental and/or Investigational based on the 
above criteria. 

B. However, a drug will not be considered Experimental and/or Investigational if it is: 

1. approved by the FDA as an “investigational new drug for treatment use”; or 
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2. classified by the National Cancer Institute as a Group C cancer drug when used 
for treatment of a “life threatening disease” as that term in defined in FDA 
regulations; or 

3. approved by the FDA for the treatment of cancer; 

• and has been prescribed for the treatment of a type of cancer for which the 
drug was not approved for general use; and 

• the FDA has not determined that such drug should not be prescribed for a 
given type of cancer. 

C. The Plan Administrator or its designee will monitor the status of an Experimental and/or 
Investigational service or supply and may decide, using the criteria set forth above, that a 
service or supply which at one time was deemed to be Experimental and/or 
Investigational may be covered as of some later point in time. 

Fund Administrator and Plan Administrator 
The Plan Administrator is the person or legal entity designated by the Plan as the party who has 
the fiduciary responsibility for the overall administration of the Plan.  The Plan Administrator is 
the Board of Trustees of the Plan.  Certain day-to-day administrative duties have been delegated 
by the Board to the Fund Administrator. 

Handicap or Handicapped (Physically or Mentally) 
The inability of a person to be self-sufficient as the result of a condition such as mental 
retardation, cerebral palsy, epilepsy or another neurological disorder, psychosis, or is otherwise 
Totally Disabled, provided the condition was diagnosed by a Physician, and accepted by the Plan 
Administrator or its designee, as a permanent and continuing condition. 

Health Care Practitioner 
A Physician, Behavioral Health Practitioner, Chiropractor, Dental Hygienist, Dentist, Nurse, 
Optometrist, Podiatrist, or Occupational, Physical, Respiratory or Speech Therapist or Speech 
Pathologist, as those terms are defined in this section, who: 

1. is legally licensed and/or legally authorized to practice or provide certain health 
care services under the laws of the state or jurisdiction where the services are 
rendered; and 

2. acts within the scope of his or her license and/or scope of practice; and 

3. is not the patient or the parent, spouse, sibling (by birth or marriage) or child of 
the patient. 

 
Health Care Provider 
A Health Care Practitioner as defined above, or a Hospital, Ambulatory Surgical Facility, 
Behavioral Health Treatment Facility, Birthing Center, Home Health Care Agency, Hospice, 
Skilled Nursing Facility, or Subacute Care Facility, as those terms are defined in this Definitions 
section. 

Home Health Aide 
An individual, other than a Registered Nurse, who provides medical or therapeutic care under the 
supervision of a Home Health Care Agency. 
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Home Health Care 
Intermittent Skilled Nursing Care services provided by a licensed Home Health Care Agency as 
defined below. 

Home Health Care Agency 
An agency licensed or certified and operating according to law that meets all of the following 
requirements: 

1. It primarily provides skilled nursing and other therapeutic services under the 
supervision of Physicians or Registered Nurses; and 

2. It is run according to rules established by a group of professional medical 
providers including Physicians and Registered Nurses; and 

3. It maintains clinical records on all patients; and 

4. It is licensed by the jurisdiction where it is located if licensure is required, and 
operates according to the laws of the jurisdiction pertaining to agencies providing 
Home Health Care; and 

5. It is certified by Medicare. 

Home Health Care Plan 
A program for care and treatment that is required as a result of Illness or Injury and is approved 
in writing by the patient’s attending Physician.  The attending Physician must certify that Home 
Health Care is a replacement for Hospital or Skilled Nursing Facility confinement. 

Hospice 
A facility or organization licensed and operating according to law and certified by Medicare that 
administers a program of palliative and supportive health care services providing physical, 
psychological, social and spiritual care for terminally ill persons assessed to have a life 
expectancy of 6 months or less.  Hospice care is intended to let the terminally ill spend their last 
days with their families at home or in a home-like setting.  The emphasis shifts from curing to 
keeping the patient as comfortable and free from pain as possible, and providing emotional 
support to the patient and his or her family. 

Hospital 
A public or private facility or institution, other than one owned by the U.S. Government, licensed 
and operating according to law, that is accredited by the Joint Commission on Accreditation of 
Hospitals and Healthcare Organizations (JCAHHO) and that provides care and treatment by 
Physicians and Nurses on a 24-hour basis for illness or injury through the medical, surgical and 
diagnostic facilities on its premises.  A Hospital may include facilities for mental, nervous and/or 
substance abuse treatment that are licensed and operated according to law.  Any portion of a 
Hospital used as a Subacute Care Facility, Skilled Nursing Facility, or residential treatment 
facility or place for rest, custodial care of the aged shall not be regarded as a Hospital for any 
purpose related to this Plan. 

Illness 
Any bodily sickness or disease, including any congenital abnormality of a newborn child, as 
diagnosed by a Physician and as compared to the person’s previous condition.  Pregnancy will be 
considered to be an Illness for the purpose of coverage under this Plan.  Infertility is not an 
Illness for the purpose of coverage under this Plan. 
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In-Network Services 
Services provided by a Health Care Provider that is a member of the Plan’s Preferred Provider 
Organization (PPO), as distinguished from Out-of-Network Services that are provided by a 
Health Care Provider that is not a member of the PPO. 

Injury 
Any damage to a body part resulting from trauma from an external source. 

Inpatient Services 
Services provided in a Hospital or other Specialized Health Care Facility during the period when 
charges are made for room and board. 

Medical Emergency 
A condition that requires treatment without delay and is evidenced by sudden and unexpected 
symptoms of a sickness or by an injury; and either is, or reasonably appears to be, life 
threatening; or would reasonably appear to preclude a complete recovery if not treated without 
delay.  It does not include less acute medical conditions which can be treated by a physician 
during regular office hours. 

Medically Necessary 
A service or supply will be determined to be “Medically Necessary” by the Plan Administrator 
or its designee if it: 

1. is provided by or under the direction of a Physician or other duly licensed Health 
Care Practitioner who is authorized to provide or prescribe it; and 

2. is determined by the Plan Administrator or its designee to be necessary in terms of 
generally accepted medical standards; and 

3. is determined by the Plan Administrator or its designee to meet all of the 
following requirements: 

� It is consistent with the symptoms or diagnosis and treatment of the illness 
or injury; and 

� It is not provided solely for the convenience of the patient, Physician, 
Hospital, Health Care Provider, or Health Care Facility; and 

� It is an appropriate service or supply given the patient’s circumstances and 
condition; and 

� It is a cost-effective supply or level of service that can be safely provided 
to the patient; and 

� It is safe and effective for the illness or injury for which it is used. 

A service or supply will be considered to be appropriate if: 

1. It is a diagnostic procedure that is called for by the health status of the patient, and 
is: 
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� as likely to result in information that could affect the course of treatment 
as; and 

� no more likely to produce a negative outcome than 

any alternative service or supply, both with respect to the illness or injury 
involved and the patient’s overall health condition. 

2. It is care or treatment that is: 

� as likely to produce a significant positive outcome as; and 

� no more likely to produce a negative outcome than any alternative service 
or supply, both with respect to the illness or injury involved and the 
patient’s overall health condition. 

A service or supply will be considered to be cost-effective if it is no more costly than any 
alternative appropriate service or supply when considered in relation to all health care expenses 
incurred in connection with the service or supply. 

The fact that your Physician or Dentist may provide, order, recommend or approve a service or 
supply does not mean that the service or supply will be considered to be Medically Necessary for 
the coverage provided by the Plan. 

A Hospitalization or confinement to a Specialized Health Care Facility will not be considered to 
be Medically Necessary if the patient’s illness or injury could safely and appropriately be 
diagnosed or treated while not confined. 

A service or supply that can safely and appropriately be furnished in a Physician’s or Dentist’s 
office or other less costly facility will not be considered to be Medically Necessary if it is 
furnished in a Hospital or Specialized Health Care Facility or other more costly facility. 

The non-availability of a bed in another Specialized Health Care Facility, or the non-availability 
of a Health Care Practitioner to provide medical services will not result in a determination that 
continued confinement in a Hospital or other Specialized Health Care Facility is Medically 
Necessary. 

A service or supply will not be considered to be Medically Necessary if it does not require the 
technical skills of a Health Care Practitioner or if it is furnished mainly for the personal comfort 
or convenience of the patient, the patient’s family, any person who cares for the patient, any 
Health Care Practitioner, or any Hospital or Specialized Health Care Facility. 

A service or supply will not be considered to be Medically Necessary if it is considered 
Experimental or Investigational or is considered in conflict with accepted medical standards. 

Medicare 
The Health Insurance for the Aged and Disabled provisions in Title XVIII of the U.S. Social 
Security Act as it is now amended and as it may be amended in the future. 

Non-Participating Provider 
A Health Care Provider who does not participate in the Plan’s Preferred Provider Organization 
(PPO). 
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Nurse 
A person legally licensed as a Registered Nurse (RN), Certified Registered Nurse Anesthetist 
(CRNA), Certified Nurse Midwife or licensed Midwife, Nurse Practitioner, Licensed Practical 
Nurse (LPN), Licensed Vocational Nurse (LVN), Psychiatric Mental Health Nurse, or any 
equivalent designation, under the laws of the state or jurisdiction where the services are rendered, 
who: 

1. acts within the scope of his or her license; and 

2. is not the patient or the parent, spouse, sibling (by birth or marriage) or child of 
the patient. 

Out-of-Network Services 
Services provided by a Health Care Provider that is not a member of the Plan’s Preferred 
Provider Organization (PPO), as distinguished from In-Network Services that are provided by a 
Health Care Provider that is a member of the PPO. 

Out-of-Pocket Maximum 
The maximum amount of Coinsurance each covered person or family is responsible for paying 
during a Calendar Year before the Coinsurance required by the Plan ceases to apply.  When the 
Out-of-Pocket Maximum is reached, the Plan will pay 100% of any additional Covered Expenses 
for the remainder of the Calendar Year.  The Plan’s Deductible, Copayments and any expenses 
for medical services or supplies that are not covered by the Plan, any penalties or disallowed 
charges incurred as a result of noncompliance with the Plan’s managed care requirements, and 
all charges in excess of the Usual and Customary Charges as determined by the Plan 
Administrator or its designee do not count toward the Out-of-Pocket Maximum. 

Outpatient Services 
Services provided either outside of a Hospital or Specialized Health Care Facility setting or at a 
Hospital or Specialized Health Care Facility when room and board charges are not incurred. 

Participating Provider 
A Health Care Provider who participates in the Plan’s Preferred Provider Organization (PPO).  
You may contact the Plan Administrator to obtain a list of Participating Providers (at no charge 
to you).  The most current and complete list of providers, however, can be found on the PPO’s 
web site, or by calling the PPO’s toll free number.  Information on the web site name and the 
PPO phone number are also available from the Plan Administrator. 

Period of Dental Treatment 
All treatment performed in the oral cavity during one or more sessions as the result of the same 
initial diagnosis, and shall include any complications arising during such treatment. 

Physician 
A person legally licensed as a Medical Doctor (MD) or Doctor of Osteopathy (DO) and 
authorized to practice medicine, to perform surgery, and to administer drugs, under the laws of 
the state or jurisdiction where the services are rendered who: 

1. acts within the scope of his or her license; and 

2. is not the patient or the parent, spouse, sibling (by birth or marriage) or child of 
the patient. 

Plan, this Plan 
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The program, benefits and provisions described in this document. 

Plan Participant 
The Covered Employee or individual who is eligible for coverage under the Plan.  As used in this 
document, this term does not include the Spouse or Dependent Child(ren) of the Plan Participant. 

Pre-Admission Testing 
Laboratory tests and x-rays and other Medically Necessary tests performed on an out-patient 
basis prior to a scheduled Hospital admission or out-patient Surgery. 

Precertification 
A managed care program designed to assure that Hospital and Specialized Health Care Facility 
admissions and lengths of stay, Surgery and other health care services are Medically Necessary 
by having the Utilization Management (UM) Company determine the Medical Necessity before 
the services are provided.  You, a family member or your Physician must call the UM Program 
before any and all planned Hospital stays.  For emergencies, the call must be made within 2 
working days after you are admitted to the Hospital. 

Preferred Provider Organization (PPO) 
A group or network of Health Care Providers under contract with the Plan to provide health care 
services and supplies at agreed-upon discounted rates as payment in full, except with respect to a 
defined Copayment for which the Plan Participant or Eligible Dependent is responsible, and to 
handle the paperwork required for submission of claims. 

Qualified Medical Child Support Order (QMCSO) 
A court order that complies with requirements of federal law requiring an employee to provide 
health care coverage for a Dependent Child, and requiring that Benefits payable on account of  
that Dependent Child be paid directly to the Health Care Provider who rendered the services or 
to the custodial parent of the Dependent Child. 

Skilled Nursing Care 
Services performed by a licensed Nurse if the services: 

1. Are ordered by and provided under the direction of a Physician; and 

2. Are intermittent and part-time, generally not exceeding 16 hours a day, and are 
usually provided on less-than-daily basis; and 

3. Require the skills of a Nurse because the services are so inherently complex that 
they can be safely and effectively performed only by or under the supervision of a 
Nurse. 

Skilled Nursing Facility 
A public or private facility, licensed and operated according to law, that primarily provides 
skilled nursing and related services to people who require medical or nursing care and that 
rehabilitates injured, disabled or sick people, and that meets all of the following requirements: 

1. It is accredited by the Joint Commission on Accreditation of Hospitals and 
Healthcare Organizations (JCAHHO) as a Skilled Nursing Facility or is 
recognized by Medicare as a Skilled Nursing Facility; and 

2. It maintains on its premises all facilities necessary for medical care and treatment; 
and 
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3. It provides services under the supervision of Physicians; and 

4. It provides nursing services by or under the supervision of a licensed Registered 
Nurse, with one licensed Registered Nurse on duty at all times; and 

5. It is not (other than incidentally) a place for rest, domiciliary care, or care of 
people who are aged, alcoholic, blind, deaf, drug addicted, mentally deficient, or 
suffering from tuberculosis; and 

6. It is not a hotel or motel. 

Specialized Health Care Facilities 
For the purposes of this Plan, Specialized Health Care Facilities include Ambulatory Surgical 
Facilities, Behavioral Health Treatment Facilities, Birthing Centers, Hospices, Skilled Nursing 
Facilities, and Subacute Care Facilities, as those terms are defined in this Definitions section. 

Spouse 
The Covered Employee’s or Covered Retiree’s lawful spouse as determined by applicable state 
law. 

Subacute Care Facility 
A public or private facility, either free-standing, Hospital-based or based in a Skilled Nursing 
Facility, licensed and operated according to law and authorized to provide Subacute Care, that 
primarily provides, immediately after or instead of acute care, comprehensive inpatient care for 
an individual who has had an acute illness, injury, or exacerbation of a disease process, with the 
goal of discharging the patient after a limited term of confinement, generally not to exceed 60 
days, to the patient’s home or to a suitable Skilled Nursing Facility, and that meets all of the 
following requirements: 

1. It is accredited by the Joint Commission on Accreditation of Hospitals and 
Healthcare Organizations (JCAHHO) as a Subacute Care Facility or is recognized 
by Medicare as a Sub-Acute Care Facility; and 

2. It maintains on its premises all facilities necessary for medical care and treatment; 
and 

3. It provides services under the supervision of Physicians; and 

4. It provides nursing services by or under the supervision of a licensed Registered 
Nurse; and 

5. It is not (other than incidentally) a place for rest, domiciliary care, or care of 
people who are aged, alcoholic, blind, deaf, drug addicted, mentally deficient, or 
suffering from tuberculosis; and 

6. It is not a hotel or motel. 
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Surgery 
Any operative or diagnostic procedure performed in the treatment of an injury or illness by 
instrument or cutting procedure through an incision or any natural body opening.  When more 
than one surgical procedure is performed through the same incision or operative field or at the 
same operative session, the Plan Administrator or its designee will determine which surgical 
procedures will be considered to be separate procedures and which will be considered to be 
included as a single procedure for the purpose of determining Plan Benefits. 

When the procedures will be considered to be separate procedures the following percentages of 
the Usual and Customary Charge will be allowed as the Plan’s Benefit: 

1. Allowances for multiple Surgeries through the same incision or operational field: 

Primary procedure  100% of Usual and Customary Charge 

Secondary procedure  50% of Usual and Customary Charge 

Additional procedures  25% of Usual and Customary Charge per procedure 

2. Allowances for multiple Surgeries through separate incisions or operative fields 
performed at the same operative session: 

First site primary  100% of Usual and Customary Charge 
procedure 

First site secondary  50% of Usual and Customary Charge 
procedure 

First site additional  25% of Usual and Customary Charge per procedure 
procedures 

Second site primary  50% of Usual and Customary Charge 
procedures 

Second site additional   25% of Usual and Customary Charge per procedure 
procedures 

Total Disability, Totally Disabled 
The inability of a Covered Employee to perform all the duties of his or her occupation as a result 
of a non-occupational illness or injury, or the inability of a covered Dependent to perform the 
normal activities or duties of a person of the same age or sex. 

Trust Agreement 
The Agreement and Declaration of Trust establishing the International Alliance of Theatrical 
Stage Employees Local 22 Welfare Fund and any modifications, amendments, extensions or 
renewals thereof. 

Union 
The International Alliance of Theatrical Stage Employees Local 772. 
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Urgent Care Facility 
A public or private free-standing facility, not located on the premises of or operating in 
conjunction with a Hospital, that is licensed or legally operating, that primarily provides minor 
Emergency and episodic medical care, in which one or more Physicians, Registered Nurses and 
x-ray technicians are in attendance at all times the facility is open, and that includes x-ray and 
laboratory equipment and a life support system. 

Usual and Customary Charge 
The charge for Medically Necessary services or supplies will be determined by the Plan 
Administrator or its designee to be the lowest of: 

1. The usual charge by the Health Care Provider for the same or similar service or 
supply; or 

2. No more than the Prevailing Charge of most other Health Care Providers in the 
same or similar geographic area for the same or similar health care service or 
supply; or 

3. The Health Care Provider’s actual charge. 

The “Prevailing Charge” of most other Health Care Providers in the same or similar geographic 
area for the same or similar health care service or supply shall be determined by the Claims 
Administrator who shall use proprietary data that is updated no less frequently than annually, and 
provided by a reputable company or entity. 

The Plan will not always pay benefits equal to or based on the Health Care Provider’s actual 
charge for health care services or supplies, even after you have paid the applicable Deductible 
and Coinsurance.  This is because the Plan covers only the Usual and Customary charge for 
health care services or supplies.  Any amount in excess of the Usual and Customary Charge 
does not count toward the Plan’s annual Out-of-Pocket Maximums. 

With respect to a PPO Health Care Provider, the Usual and Customary Charge means the charges 
set forth in the agreement between the PPO Health Care Provider and the PPO. 

The Usual and Customary Charge is sometimes referred to as the U & C Charge, and may 
sometimes be called the reasonable and customary charge, the R & C charge, the usual, 
customary and reasonable charge, or the UCR charge. 

You, Your 
When used in this document, these words refer to the Employee or Retiree who is covered by the 
Plan.  They do not refer to any Dependent of the Employee or Retiree. 
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II. ELIGIBILITY RULES 
 

SUMMARY OF ELIGIBILITY RULES 

� Initial Eligibility -  Must meet Minimum Earnings 
Requirement in prior Calendar Year 

� Continued Eligibility - Full Coverage if meet Minimum Earnings 
Requirement in prior Calendar Year 

� Self-Pay -  Dependent coverage, continued coverage and 
    eligibility if meet 50% of Minimum Earnings  
     Requirement and self-pay for each 1/12 of 

Minimum Earnings Requirement not met 

� Continued Coverage - One month’s coverage for each 1/12 of 
Minimum Earnings Requirement earned if 
do not meet 50% of Minimum Earnings 
(no continued eligibility) 

 
 
 
INITIAL ELIGIBILITY FOR COVERAGE 
 
This Plan covers all employees who meet the minimum earnings requirement, who are in 
Covered employment under contracts of Local 772 and on whose behalf contributions are 
required to be paid to the Fund.   

To obtain coverage, you establish eligibility for benefits in a given Plan Year (January 1 through 
December 31) by meeting the Minimum Earnings Requirement in Covered employment during 
the prior calendar year.  The Minimum Earnings Requirement is determined annually by the 
Trustees. 

You must earn at least the following amount in 2008 to be eligible for Tier One benefits in 2009: 

� $19,500  -  Local 772 Employees 

Example:  You began working in covered employment for Local 772 in 2008, 
and earned $19,500 or more in 2008.  You would be eligible for one full year of 
Tier One coverage in 2009. 

NOTE: The Minimum Earnings Requirement for Tier One benefits increases 
by $500 in each successive calendar year. 
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You must earn at least the following amount in 2008 to be eligible for Tier Two benefits in 2009: 

� $16,000 (but less than $19,000)  -  Local 772 Employees 

Example:  You began working in covered employment for Local 772 in 2008, 
and earned at least $16,000 (but not more than $19,000) in 2008.  You would be 
eligible for one full year of Tier Two coverage in 2009. 

 

SELF-PAY FOR COVERAGE FOR ELIGIBLE DEPENDENTS 

Participants may choose to self-pay for Eligible Dependents at a cost to be determined by the 
Trustees from time to time. The self-pay amount must be paid monthly, by the 15th of the month 
preceding the month of coverage. If payment is not made by the 15th of the month, your 
dependent coverage will cease. The payment of the required amount will be considered timely if 
it is made within 30 days of the due date. 

If your Eligible Dependent is continuing to satisfy the definition of Eligible Dependent due to a 
disability or Handicap, you must submit to the Board of Trustees at least 31 days prior to the date 
that such Dependent coverage would otherwise terminate, proof of your child’s incapacity.  The 
Board of Trustees has the right to require that any child covered under this provision, be 
examined by a Physician whom they may designate as often as reasonable but not more than 
once each year.  In addition, proof of continued incapacity must be provided to the Board of 
Trustees as often as reasonably required but not more than once each year.  All rights under this 
provision shall automatically and immediately cease on the earliest of the following dates: 

� the date the Eligible Dependent’s incapacity as described herein no longer exists; 
or 

� the date the Eligible Dependent fails to submit to any required medical 
examination; or 

� the date the Plan Participant or Eligible Dependent fails to submit any required 
proof of the uninterrupted existence of such incapacity of the Dependent. 

 

QUALIFIED MEDICAL CHILD SUPPORT ORDERS (QMCSOs) 

If the Plan receives a Medical Child Support Order (MCSO) issued by a court of competent 
jurisdiction with respect to the provision of health care coverage for any of the Plan Participant’s 
Dependent Children, the Plan Administrator or its designee will determine if the court order is a 
Qualified Medical Child Support Order (QMCSO) as defined by federal law, and that 
determination will be binding on the Plan Participant. 

A “qualified” medical child support order (QMCSO) is an order that (A) either creates or 
recognizes the right of an “alternate recipient” (a Plan Participant’s child who is recognized 
under a MCSO as having a right to be enrolled under the plan) or assigns to the alternate 
recipient the right to receive benefits for which a participant or other beneficiary is entitled under 
the plan, and (B) includes (i) the name and last known mailing address of the participant and the 
name and address of each alternate recipient, (ii) a reasonable description of the type of coverage 
to be provided by the group health plan or the manner in which such coverage is to be 
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determined, (iii) the period for which coverage must be provided, and (iv) each plan to which the 
order applies, and (C) does not require the plan to provide any type or form of benefit, or any 
option, not otherwise provided under the Plan or it requires the Plan to provide coverage for a 
Dependent Child of a Plan Participant who is not covered by the Plan (except to the extent 
necessary to meet requirements of Medicaid laws). 

If an order is determined to be a QMCSO, and if the Plan Participant is covered by the Plan, the 
Plan Administrator or its designee will so notify the parents and each child, and advise them of 
the Plan’s procedures that must be followed to provide coverage of the Dependent Child(ren).  
However, no coverage will be provided for any Dependent Child under a QMCSO unless all of 
the Plan’s requirements for coverage of that Dependent Child have been satisfied. 

Once the Plan Administrator or its designee has determined that a MCSO is or is not “qualified,” 
the Plan will pay benefits to the Plan Participant and to each alternate recipient child in line with 
the determination.  Alternate recipients are considered “plan beneficiaries” for all purposes under 
ERISA and are considered “plan participants” with respect to reporting and disclosure 
requirements under ERISA.  Any payment for benefits made by the plan under a QMCSO to 
reimburse the child’s out-of-pocket medical expenses paid by the child, by his custodial parent, 
or his legal guardian shall be made to the child, custodial parent or legal guardian. 

 
RETIREE COVERAGE 
If you meet the eligibility rules for retiree coverage and satisfy any self-pay requirements which 
may apply (specified below and in the Continuation of Eligibility section of this document), you 
will continue to be covered by the Plan.  Eligible Dependents will be covered as long as you 
continue to self-pay for the coverage and as long as they continue to meet the definition of an 
Eligible Dependent. 

To be eligible for any retiree coverage, you must be covered under this Plan as a Participant at 
the time you retire and you must retire under the I.A.T.S.E. Local 772 Pension Plan (hereinafter 
the “Local 772 Pension Plan”) prior to the expiration of your coverage under this Plan. 

A retiree who has coverage based on work in Covered employment prior to retirement will have 
benefits extended until the earned coverage terminates (see page 31, Special Note on Medicare 
Enrollment and Limited Reimbursement of Medicare Part B).   

As with all provisions of this Plan, the Board of Trustees reserves the right to amend these retiree 
provisions at any time. 

Retiree Coverage Prior to Medicare Eligibility  

If a Participant, who is not also entitled to benefits as a dependent under the Plan, retires under 
the Early Retirement Pension provisions of the Local 772 Pension Plan, such retiree may self-
pay to continue coverage under this Plan. Such Covered Retiree who wishes to continue 
coverage under this Plan must authorize deduction of the cost of the self-pay amount, as 
determined by the Trustees, from his or her pension.  

Retiree Coverage when Medicare Eligible 

If a Covered Retiree, who is Medicare eligible, and who has been covered by this Plan within 60 
months following his or her retirement date under the Local 772 Pension Plan, the Covered 
Retiree and his or her Eligible Dependents, if covered under the Plan prior to retirement, may 
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continue coverage under this Plan.  Such Covered Retiree who wishes to continue coverage 
under this Plan must authorize deduction of the cost of the self-pay amount, as determined by the 
Trustees, from his or her pension 

When a Covered Retiree becomes eligible to enroll in Medicare, benefits under the Plan will be 
coordinated with Medicare (see Section XV for details regarding how this Plan coordinates its 
benefits with Medicare).  

If a Covered Retiree works 40 or fewer hours in Covered employment, as follows:   

• at the trade after Normal Retirement Age, (age 65), or, 

• for the Union or its Funds prior to Normal Retirement Age (under age 65);  

and earns at least 50% of the Tier One Minimum Earnings Requirement, the Covered Retiree 
may bridge coverage in accordance with the self-pay rules in the next section, Continuation of 
Eligibility. 
 
Special Note on Medicare Enrollment and Limited Reimbursement of Medicare Part B 

When you are retired and have reached age 65, this Plan will pay benefits as though you are 
covered by Medicare (whether or not you have enrolled in Medicare).  This is true if you are 
self-paying for coverage or if you have a period of continued eligibility remaining because of 
your service as an active employee.  Section XV of the Plan explains in detail how this Plan 
coordinates with Medicare. 
 
If you are, or become a Covered Retiree who still has extended eligibility for Plan benefits as 
result of having met the Minimum Earnings Requirement as a Covered Employee in the previous 
calendar year, you are eligible, for a limited period, for reimbursement of the Part B premium 
you pay to Medicare.  The Fund will reimburse to a Covered Retiree the monthly Medicare Part 
B premium for the Covered Retiree and, if applicable, his or her Spouse, for those months of 
eligibility under this Plan that were earned solely as a result of such individual’s having met the 
Minimum Earnings Requirement as a Covered Employee.  When such eligibility expires, the 
Covered Retiree’s eligibility for Part B premium reimbursement under this provision will cease. 
The Covered Retiree must submit documentation to the Fund demonstrating enrollment in 
Medicare Part B and payment of premium in order to be eligible to receive such reimbursement.  
The Fund will make reimbursement once each calendar year. 
 
CONTINUATION OF ELIGIBILITY  
For Employees who have, at any time, qualified for Tier One Benefits 
After your initial year of Tier One coverage, the Plan has three levels at which you may continue 
your Tier One coverage based upon your earnings in covered employment. 

1. Full level - If you satisfy 100% of the Minimum Earnings Requirement for Tier One 
eligibility in the prior year, you will be covered by the Plan for Tier One Benefits for 
the full Plan Year.  You will not be required to self-pay for coverage. 

Example:  You became initially eligible for coverage in 2008, and earn $19,000 
in 2008. You would be eligible for one full year of Tier One coverage in 2009 
without any self-payments required for the coverage. 
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2. Self pay - If you do not meet the Minimum Earnings Requirement needed to maintain 
Tier One coverage for a full year, but you earn at least 50% of the Tier One Minimum 
Earnings Requirement in the prior year, you may continue Tier One coverage and 
bridge your eligibility through self-payments.  The following rules apply for self-pay 
coverage: 

� Number of Months of Self-Payment - Each 1/12 of the Tier One Minimum 
Earnings Requirement will allow one month’s coverage under the Plan. 

� Amount of Self-Payment - The amount of each self-payment contribution will be 
determined annually by the Trustees based on the estimated cost to provide the 
coverage. 

� Timing and Due Date for Self-Payment - You must pay the premium by the 
15th of the preceding month for which coverage is desired. If you fail to make 
your premium payment by the 15th of the preceding month, your coverage will be 
canceled at the end of the month for which your last payment was made.  Self-
payments must be made after your period of earned coverage ends. 

Example #1:  If you earned 10/12 of the Minimum Tier One Earnings 
Requirement in 2008, you must pay for coverage for the last two months (that is, 
November and December) of 2009 to bridge your eligibility.  For coverage during 
November, your self-payment is due on or before October 15th.  You will be 
eligible for coverage for the first ten months, from January through October, 
2009, without any self-payments required. 

Example #2:  If you choose not to bridge your eligibility by making self-
payments, you may obtain free coverage for the first 10 months (January through 
October) of 2009.  Your coverage will terminate after 10 months and you will 
have to earn 100% of the Tier One Minimum Earnings Requirement in 2009 to 
reestablish Tier One Plan eligibility for the following year, 2010. Once you have 
become eligible for Tier One Benefits, you may not in any future year, 
become eligible for Tier Two benefits (at the reduced earnings requirement).  

3. Reestablish Initial Eligibility - If you do not satisfy at least 50% of the Tier One 
Minimum Earnings Requirement needed to maintain coverage for the year, you will be 
awarded one month of coverage for each 1/12 of the Tier One Minimum Earnings 
Requirement you did meet.  After your coverage terminates, you will have to earn 100% 
of the Tier One minimum earnings requirement to re-establish Plan eligibility for Tier 
One Benefits for the following year. As noted above, once you have become eligible 
for Tier One Benefits, Tier Two Benefits are not available to you in future years. 

Example:  If you become initially eligible for Tier One coverage in 2008 and earn 
2/12 of the Tier One Minimum Earnings Requirement in 2008 toward eligibility 
in 2009, you will be eligible for two months of Tier One coverage in 2009.  For 
coverage after the first two months, you may self-pay; however, you must satisfy 
100% of the Tier One Minimum Earnings Requirement in order to reestablish Tier 
One coverage without required self-payments. 

If you fail to earn 50% of the Tier One Minimum Earnings Requirement for eligibility 
during the Plan Year you are allowed to make up to one year of self-payments and six 
months of “COBRA continuation coverage” after your coverage runs out. 
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Employees with Tier One Benefits are eligible to self-pay for either individual or family 
coverage for: 

� Medical and prescription coverage; or 

� Medical, prescription, dental, vision, death, and accidental death and 
dismemberment benefits coverage 

 
For Employees who have qualified for Tier Two (but not Tier One) Benefits 
After your initial year of Tier Two coverage, the Plan has three levels at which you may continue 
your Tier Two coverage based upon your earnings in covered employment. Note also that you 
may qualify for Tier One Benefits in a subsequent year if you are able to meet the Tier One 
Earnings Requirement. 

1. Full level - If you satisfy 100% of the Minimum Earnings Requirement for Tier Two 
eligibility in the prior year, you will be covered by the Plan for Tier Two Benefits for 
the full Plan Year.  You will not be required to self-pay for coverage. 

Example:  You became initially eligible for coverage in 2008, and earn $16,000 
in 2008. You would be eligible for one full year of Tier Two coverage in 2009 
without any self-payments required for the coverage. 

2. Self pay - If you do not meet the Minimum Earnings Requirement needed to maintain 
Tier Two coverage for a full year, but you earn at least 50% of the Tier Two Minimum 
Earnings Requirement in the prior year, you may continue Tier Two coverage and 
bridge your eligibility through self-payments.  The following rules apply for self-pay 
coverage: 

� Number of Months of Self-Payment - Each 1/12 of the Tier Two Minimum 
Earnings Requirement will allow one month’s coverage under the Plan. 

� Amount of Self-Payment - The amount of each self-payment contribution will be 
determined annually by the Trustees based on the estimated cost to provide the 
coverage. 

� Timing and Due Date for Self-Payment - You must pay the premium by the 
15th of the preceding month for which coverage is desired. If you fail to make 
your premium payment by the 15th of the preceding month, your coverage will be 
canceled at the end of the month for which your last payment was made.  Self-
payments must be made after your period of earned coverage ends. 

Example #1:  If you earned 10/12 of the Minimum Tier Two Earnings 
Requirement in 2008, you must pay for coverage for the last two months (that is, 
November and December) of 2009 to bridge your eligibility.  For coverage during 
November, your self-payment is due on or before October 15th.  You will be 
eligible for coverage for the first ten months, from January through October 2009, 
without any self-payments required. 

Example #2:  If you choose not to bridge your eligibility by making self-
payments, you may obtain free coverage for the first 10 months (January through 
October) of 2009.  Your coverage will terminate after 10 months and you will 
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have to earn 100% of the Tier Two Minimum Earnings Requirement in 2009 to 
reestablish Tier Two Plan eligibility for the following year, 2010.  

3. Reestablish Initial Eligibility - If you do not satisfy at least 50% of the Tier Two 
Minimum Earnings Requirement needed to maintain coverage for the year, you will be 
awarded one month of Tier Two coverage for each 1/12 of the Tier Two Minimum 
Earnings Requirement you did meet.  After your coverage terminates, you will have to 
earn 100% of the Tier Two minimum earnings requirement to re-establish Plan eligibility 
for Tier Two Benefits for the following year. 

Example:  If you become initially eligible for Tier Two coverage in 2008 and 
earn 2/12 of the Minimum Tier Two Earnings Requirement in 2008 toward 
eligibility in 2009, you will be eligible for two months of Tier Two coverage in 
2009.  For coverage after the first two months, you may self-pay; however, you 
must satisfy 100% of the Tier Two Minimum Earnings Requirement in order to 
reestablish Tier Two coverage without required self-payments. 

If you fail to earn 50% of the Tier Two Minimum Earnings Requirement for eligibility 
during the Plan Year you are allowed to make up to one year of self-payments and six 
months of “COBRA continuation coverage” after your coverage runs out. 

Employees with Tier Two Benefits are eligible to self-pay for either individual or family 
coverage for medical and prescription coverage only. 

Continuation Of Eligibility During Period Of Disability 

If you are disabled and are receiving Weekly Income Benefits from this Plan or from Worker’s 
Compensation benefits, you will receive credit for the period of your disability, to a maximum of 
26 weeks, to determine your continued future eligibility.  Credit will be granted so that you will 
be considered to have earned 1/12 of the Minimum Earnings Requirement in employment 
covered by this Plan for each full month in the calendar year that you receive Weekly Income 
benefits or benefits through Workers’ Compensation. 

Notification Of New Eligible Dependent if You are Self-paying for Dependent Coverage 

You must notify the Fund Administrator within 30 days of the birth of a newborn, adoption or 
placement of a child for adoption or your marriage if you want to add your new spouse or child 
as an Eligible Dependent. This is required only if you are self-paying for dependent coverage.  

Family And/Or Medical Leave 

If you are entitled to Family or Medical Leave, you can keep your coverage in effect if you have 
earned enough to have coverage for the entire leave period.  Otherwise, you may self-pay to 
continue your coverage for any period of Family or Medical Leave for which you have 
insufficient earnings. 

Questions regarding entitlement to benefits during Family and Medical Leave should be referred 
to the Fund Administrator. 

Military Leave 

If you go into active military service for up to 31 days, you can continue your coverage during 
that leave period at no cost to you. 
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If you go into active military service for more than 31 days, you may be able to continue your 
medical and dental coverage up to 18 months if you have enough credits to cover the entire leave 
period.  Otherwise, you may self-pay to continue coverage for any part of the period of leave (up 
to 18 months) for which you have insufficient earnings credit.  You may also choose to elect 
COBRA Continuation Coverage. 

Questions regarding entitlement to benefits during Military Leave should be referred to the Fund 
Administrator. 
 
SPECIAL RULES FOR THE UNIFORM SERVICES EMPLOYMENT AND 
REEMPLOYMENT RIGHTS ACT OF 1994. 
 
Special rules exist under the Uniform Services Employment and Re-empolyment Rights 
Act of 1994 (“USERRA”) for a Participant who is on military leave.  The Plan 
incorporates these rules by reference.   
 
A Participant who qualifies for these special rules is permitted to continue his medical, 
dental and vision benefits for the lesser of 

▪ 24 months from the start of the employee’s absence due to performing  
uniformed service; or 

▪ when the service period is less than 24 months, the period ending on the 
date employee fails to return from service or to apply for reimbursement.  

A person who elects to continues coverage may be required to pay up to 102% of the 
full contribution under the Plan, except a person on active duty for 30 days or less 
cannot be required to pay more than the Employee’s share, if any, for the coverage. 
 
An exclusion or waiting period may not be imposed in connection with the 
reinstatement of coverage upon reemployment if one would not have been imposed 
had coverage not been terminated because of service.  However, an exclusion or waiting 
period may be imposed for coverage of any Illness or Injury determined by the 
Secretary of Veterans Affairs to have been incurred in, or aggravated during, the 
performance of uniformed service.  
 
The USERRA continuation period runs concurrently with the COBRA continuation 
period.         1 NOTE:  If your coverage terminates because you are inducted into the Armed Forces, 
your coverage will be reinstated on the date of reemployment with a contributing employer, if such date 
is within 90 days after discharge from the Service or from a hospital, if hospitalized at the time of 
separation from the Service 
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TERMINATION OF COVERAGE 

If your coverage terminates for any reason, you must again fulfill the initial Minimum 
Earnings Requirement.  Coverage will be reinstated on the January 1 of the Plan Year 
following the year you fulfill that requirement. 

Your coverage ends on the last day of the month in which any of the following occurs: 

1) You fail to meet the Minimum Earnings Requirement for coverage under the Plan 
and you fail to make timely self-payment contributions to the Fund; 

2) The end of the period for which you paid COBRA continuation premiums, if you 
do not make a required premium contribution when due; 

3) The end of the COBRA continuation period; 

4) The date you are inducted into active service in the Armed Forces; or1 

5) The Plan terminates.  
 

COBRA CONTINUATION COVERAGE 
If you or your Eligible Dependents lose eligibility under certain circumstances, you have the 
right to continue benefits by paying the full cost of coverage to the Plan plus an administrative 
charge.  This extended coverage is called “COBRA continuation coverage”, named after the 
Federal law which requires health plans to offer such coverage. 

COBRA Benefits Available 

The health care coverage you are entitled to elect under COBRA is identical to the health care 
coverage provided under the Plan to similarly situated employees and their dependents.  The 
COBRA continuation coverage includes all benefits provided under the Plan except the Death 
Benefits, the Weekly Income Coverage, and Accidental Death and Dismemberment Coverage.  
The benefits available to you are divided into “core” and “non-core” benefits.  Local 22 Plan 
Participants and their Eligible Dependents may select “core benefits” which include only the 
Medical and Prescription Drug benefits; or “core” plus “non-core” coverage which includes 
Medical benefits, Prescription Drug, Dental benefits, and Vision Care.  Once you have made an 
election for “core” only or “core” plus “non-core” benefits, your coverage will remain at that 
benefit level. Note that participants who prior to the loss of coverage were covered under Tier 
Two benefits may only elect the “core” benefits under COBRA. 

 

 

QUALIFYING  EVENTS  AND QUALIFIED BENEFICIARY  

For purposes of this Section, the term “Qualifying Event” means, with respect to any Participant 
(and his or her Dependents), any of the following events which, but for the Continuation 
Coverage hereunder, would result in loss of Medical Care coverage for a Qualified Beneficiary: 
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(A) The death of the Participant. 

(B) The termination (other than by reason of a Participant’s gross misconduct), or reduction 
of hours, of the Participant’s employment.  The term “gross misconduct” means conduct 
of a Participant which is (1) a deliberate a willful disregard of standards of behavior 
which the Employer has a right to expect, showing a gross indifference to the Employer’s 
interest; or (2) a series of repeated violations of employment rules proving that the 
Participant has regularly and wantonly disregarded his or her obligations. 

(C) The divorce or legal separation (if recognized by state law) of the Participant from the 
Participant’s spouse. 

(D) The Participant becomes entitled to Medicare benefits under Title XVIII of the Social 
Security Act, as amended. 

 Section D  

 Continuation of Coverage – Qualifying Events, Qualified Beneficiary, Period of 
Coverage 

(E) A Dependent child of a Participant ceases to be a Dependent child under the specific 
terms of the Plan, as amended from time to time. 

(F)  An Employer’s filing of Chapter 11 Bankruptcy. 

QUALIFIED BENEFICIARY. 

The term “Qualified Beneficiary” means: 

(A) any Participant or Dependent who, on the day before the Qualifying Event is eligible for 
Benefits under the Plan on the basis of being either (i) the Participant, (ii) the Dependent 
child of the Participant of (iii) the spouse of the Participant.  Except as set forth in (B), no 
Participant, Dependent spouse or Dependent child may be considered a Qualified 
Beneficiary if, on the date prior to the Qualifying Event, such individual was not already 
eligible for Benefits under the Plan. 

(B) newborn infants and children placed for adoption who become Dependents during the 
period of time when a Participant is eligible for COBRA coverage but who were not 
covered under the Plan on the day before the Qualifying Event are still treated as 
“Qualified Beneficiaries” 

(C) The term “Qualified Beneficiary” shall exclude nonresident aliens to the extent permitted 
by law.  

    

 

 

COBRA Rules for Covered Employees 
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As a Covered Employee, you have the right to obtain COBRA continuation coverage for 
yourself and/or your Eligible Dependents.  Coverage can be continued for up to 18 months if you 
lose eligibility as a result of one of the following qualifying events: 

• you are terminated from employment in covered work; 

• you retire prior to eligibility for Medicare; or 

• you leave covered employment; or 

• you reduce or have an insufficient number of hours that you work. 

The period you can continue coverage through either COBRA continuation coverage or the Self-
pay continuation, if available, run concurrently.  This means that if you are eligible to elect one 
year of continued coverage under the self-pay provisions and up to 18 months under the COBRA 
coverage, you may elect to continue your coverage for the first 12 months under the self-pay 
provisions of the Plan and then continue for an additional 6 months under COBRA Continuation 
Coverage at the COBRA Coverage rate. 

If you leave covered employment, take a new job, and join your new employer’s group health 
plan but that group health plan does not cover or limits coverage for a preexisting medical 
condition which you or your dependent may have, you or your dependent may continue COBRA 
coverage under this Plan.  The COBRA Coverage under this Plan will end on the earlier of the 
expiration of the COBRA Coverage period or such time as the new employer plan no longer 
imposes the pre-existing condition exclusion or limitation. 

If you have a newborn child, adopt a child, or have a child placed with you for adoption (for 
whom you have financial responsibility) while your COBRA continuation coverage is in effect, 
you may add this child to your coverage.  You must notify the Fund Office in writing of the birth 
or placement within 31 days in order to add the child to your coverage.  Of course, adding a child 
to your COBRA coverage may cause an increase in your COBRA premiums. 

If you remarry while your COBRA continuation coverage is in effect, you may add your spouse 
and any children of this spouse. You must notify the Fund Office in writing of your remarriage 
within 31 days in order to add any new dependents to your coverage.  

A child born, adopted or placed for adoption while you are on COBRA will have the same 
COBRA rights as your Eligible Dependents who were covered by the Plan before the event that 
triggered COBRA coverage.  Like all qualified beneficiaries with COBRA coverage, their 
continued coverage depends on the timely and uninterrupted payment of premiums on their 
behalf. 

COBRA Rules for Disabled Participants 

If the Social Security Administration determines that you (or a member of your family who is 
eligible for COBRA continuation coverage) were totally and permanently disabled on the day 
you lost eligibility for health coverage under the Plan as a Covered Employee, or within 60 days 
after that, you or your disabled family member may elect to keep COBRA coverage for 29 
months instead of the usual 18 months.  In addition, other members of your family who have 
elected COBRA coverage can keep it for the extended period, if they choose.  COBRA 
premiums may be higher for the extra 11 months of coverage. 
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You or your disabled family member must notify the Fund Office in writing of the Social 
Security disability determination within 60 days of the date it is issued, and before the end of the 
initial 18-month COBRA coverage period.  You or your disabled family member must also 
notify the Fund Office within 30 days of the date of any final determination by the Social 
Security Administration that you or your family member is no longer disabled.  As with all 
COBRA coverage, your and your family’s eligibility for this extension depends on the timely 
and uninterrupted payment of all required premiums. 

Continuation coverage ends if Medicare coverage begins before the 29-month period expires or 
upon recovery if you have already received 18 months of continuation coverage and were in the 
11-month extension period. 

COBRA Rules for Eligible Dependents 

If you choose not to receive COBRA continuation coverage, your Eligible Dependents can 
separately purchase COBRA continuation coverage for themselves by making the election and 
the required premium payments. 

The coverage can be continued for your Eligible Dependents up to 36 months if your Eligible 
Dependents’ eligibility terminated as a result of any of the following qualifying events: 

1. Your death, or; 

2. Your divorce or legal separation, or; 

3. Your becoming entitled to Medicare benefits; or; 

4. In the case of your Dependent Child, the child no longer meets the Plan’s 
definition of an “Eligible Dependent”. 

The 36-month maximum coverage period is not extendable, even if two or more of the 
“qualifying events” occur during that period. 

COBRA Election Period 

You or your Eligible Dependents must notify the Fund Office in writing of your divorce, your 
legal separation or change in Dependent status within 60 days from the date on which the event 
occurs.  The Fund Office must also be notified of your death, termination of employment or 
reduction of your covered work hours also within 60 days of the occurrence.  After the 
notification has been received in the Fund Office, you and your Eligible Dependents will receive 
information regarding COBRA continuation coverage rights and election procedures within 14 
days of receipt of such notice or after your termination of employment or reduction in hours 
result in loss of your eligibility.  The Fund Office will provide you with an election form which 
must be completed and returned within 60 days of the date on which your eligibility would have 
terminated or, if later, within 60 days immediately following your receipt of the COBRA 
Continuation Coverage notice from the Fund Office. 

 

 

Payment for COBRA Coverage 
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You are responsible for paying the entire cost for COBRA Continuation Coverage in the form of 
monthly premiums.  The initial premium is due within 45 days of the election of COBRA 
Continuation Coverage, and every 30 days after that.  Payment of premiums must be made so 
that eligibility is continuous; there can be no gaps in eligibility.  If you elect COBRA 
Continuation Coverage within the election period but after the date on which eligibility 
terminated, you must pay the required COBRA premiums retroactively to cover the elapsed 
period since the eligibility termination date, so that coverage will be continuous.  The Fund 
Office will notify you of the “Core” and “Core Plus Non-Core” coverage rates at the time when 
you become entitled to COBRA Continuation Coverage and of the method for payment of 
monthly premiums. 

Termination of COBRA Coverage 

COBRA continuation coverage will terminate earlier than the maximum period if: 

� All health care coverage offered by the Fund terminates; 

� The required premium payments are not made on time; 

� You become covered by another group health plan that does not exclude or limit 
coverage due to preexisting conditions or; 

� You become entitled to benefits under Medicare.  [If you become entitled to 
Medicare while under COBRA continuation coverage, your Eligible Dependents 
may continue their COBRA continuation coverage until 36 months after the date 
your COBRA coverage commenced.] 
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III.  HOW YOUR HEALTH PLAN WORKS 
 
 
 
YOUR HEALTH CARE PROVIDERS 
 
This Plan provides medical benefits for Illnesses or Injury which require Medically Necessary 
treatment by a Health Care Provider.  Prescription drugs are also covered under this Plan by a 
self-insured contract with the Prescription Benefit Manager (PBM) chosen by the Fund Trustees. 

Your benefits are provided by the I.A.T.S.E. Local 22 Welfare Fund for I.A.T.S.E. Local 772 
Plan Participants using a Preferred Provider Organization (PPO) Network .  You have the option 
of obtaining medical treatment from any Physician you choose or from the lists of Physicians  
participating in the PPO.  If you use Physicians in the PPO, you will pay significantly less for 
your visits, as shown on the benefit schedule.  Contact the Fund Office for guidance on locating 
healthcare providers who are participating in the PPO Network. 

 
MANAGED CARE REQUIREMENTS - Utilization Management and Case 
Management 
 
In order to ensure that you receive the best medical care possible at the least cost to you and the 
Fund, the Fund has adopted a Utilization Management Program (UM Program) which is 
administered by a company chosen by the Fund Trustees.  There are several procedures that you 
must follow before undergoing surgery or staying in a Hospital.  Specially trained staff will 
review your case and, if necessary, your medical records and history.  The staff keeps all 
information strictly confidential.  The Plan’s Utilization Management Program consists of the 
following procedures.  Others may be added or dropped in the future as the Fund continues to 
improve the administration of the Plan. 

� HOSPITAL ADMISSION AND SURGERY PRE-CERTIFICATION 

This Plan requires Pre-certification of all Hospital admissions and some Surgeries.  You, 
a family member or your Physician must call the UM Program before any and all planned 
Hospital stays.  For emergencies, the call must be made within 2 working days after you 
are admitted to the Hospital. 

� PRE-ADMISSION TESTING 

Many diagnostic tests required prior to Surgery can be performed simply and quickly 
before your Hospital stay.  This can shorten your stay, keep you at home and on the job 
longer and save money.  
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If You Use Providers Inside or Outside Of The PPO Network 

If you choose to use a Health Care Provider inside or outside of the PPO Network, you need to 
follow all the requirements of the UM Program for Hospital Pre-Certification.  If these 
requirements are not followed, your benefits for the Hospitalization related charges will be 
reduced by 25%, up to $2,000 per Calendar Year.  The 25% reduction cannot be counted 
toward your Out-of-Pocket Maximum or your annual Medical Deductible. 

Your Plan identification card gives a telephone number to call for Hospital reviews. 
 
 
 
 
 
 
 
 
 
 

 

 

PRE-ADMISSION CERTIFICATION  
IS OBTAINED BY CALLING: 

1-800-925-8573 (for any Utilization Management Services) 
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IV.  MEDICAL BENEFITS 

SUMMARY OF MEDICAL COVERAGE 
DEDUCTIBLES AND MAXIMUMS 

 

� Calendar Year Medical Deductible 

Tier One Benefits 

Individual     $500 
Self-Pay Family (3 times Individual)  $1,500 
 

Tier Two Benefits 

Individual     $2,000 
Self-Pay Family (3 times Individual)  $6,000 

 
� Calendar Year Out-of-Pocket Maximum 

(includes deductible) 

Tier One Benefits 
Individual    $1,500 
Family                           $3,000 

 
 

Tier Two Benefits 
 
Individual    $3,000 
Family                           $7,500 

 
 

� Annual Maximum Benefits per $150,000 
Individual (Tier Two only)   

 
 

� Lifetime Maximum Benefits $1,000,000 
per Individual    

 
These Deductible and Maximum amounts are the same for inside and 

outside of the PPO Network 
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MEDICAL BENEFITS 
 
Medical Benefits are payable for Covered Charges incurred by an individual for Medically 
Necessary treatment or services as a result of Injury or Illness.  These benefits are payable in 
accordance with the Deductible, Copayment, Coinsurance, and Lifetime Maximum rules set 
forth below and in the Schedule of Benefits. 

You should be familiar with the following terms under this Plan: 

� THE MEDICAL DEDUCTIBLE 

In each Calendar Year you or your Eligible Dependents are covered under this Plan, you 
are responsible for paying an amount on a Calendar Year basis before the Plan will pay 
for covered medical services.  That amount is the “Medical Deductible.” 

- For individuals, the annual Medical Deductible is $500 for Tier One and $2,000 
for Tier Two. 

- For families, the annual Medical Deductible is $500 per person up to a maximum 
of $1,500 for Tier One. For Tier Two, it’s $2,000 per person up to a maximum of 
$6,000. 

Example: 
If you have 4 covered family members and you qualify for Tier One benefits, 
your Deductible is $1,500.  Your Deductible is also $1,500 if you have 3 covered 
family members. 

Carry Over Deductible 

Any expenses applied against the Medical Deductible for the last 3 months of a Calendar 
Year will also count toward the Medical Deductible for the next Calendar Year. 

Example:  You had $100 worth of expenses which applied to your 2007 Medical 
Deductible between October 1, 2008 to December 31, 2008.  The Plan will count 
the $100 toward satisfaction of your 2009 Medical Deductible and your 2009 
Calendar Year Out-of-Pocket Maximum (see “Calendar Year Out-of-Pocket 
Maximum” on page 40). 

Common Accident Deductible 

Normally, the Medical Deductible is applied separately to each member of the family 
covered under the Plan.  However, if two or more covered members of your family are 
injured in the same accident, the medical expenses which result from the accident will be 
combined and only one Deductible will be charged against all such expenses, regardless 
of the number of family members injured.  In addition, in the following year, no 
Deductible will be applied for expenses resulting from the common accident. 

� PER VISIT COPAYMENT 

The per visit Copayment is the amount you pay for each physician home and office visit 
before the Plan pays.  The per visit Copayment is $20 in the PPO network and $40 
outside of the PPO network. 
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The per-visit Copayment: 

- will not be counted toward satisfaction of the Calendar Year Out-of-Pocket 
Maximum; and 

- will not be counted toward satisfaction of your Calendar Year Medical 
Deductible; and 

- will continue to apply after the Calendar Year Out-of-Pocket Maximum has been 
reached. 

� COINSURANCE 

The Coinsurance percentage is the percentage of Covered Charges that the Plan pays for 
after you have met your annual Medical Deductible and/or paid your applicable 
Copayment amount. 

After any applicable Copayment has been satisfied, the Plan pays 100% of the Covered 
Charges for Physician office visits if you use an In-Network PPO Physician and 70% of 
Covered Charges (up to 70% of the Usual & Customary charges) if the Physician does 
not participate in the PPO.  The Plan pays 80% of Covered Charges for other services, 
including Hospital services provided on an Inpatient or Outpatient Surgery basis 
(including Physician services while in the Hospital) and Diagnostic X-Ray and 
Laboratory services if you use a PPO Physician and 70% of Covered Charges (up to 70% 
of the Usual & Customary charges) if the Physician does not participate in the PPO. 

� CALENDAR YEAR OUT-OF-POCKET MAXIMUM 

The Calendar Year Out-of-Pocket Maximum is the total amount you or your family pay 
for medical expenses each year before the Plan starts paying 100% of your medical 
Covered Charges.  Exceptions to this rule are that you will still be required to pay any 
expenses incurred for (1) any per visit Copayment amounts, (2) the treatment of mental 
health or substance abuse, (3) dental or vision expenses under the plan, and (4) all other 
non-medical benefits under the Plan. 

The Annual Out-of-Pocket Maximum is $1,500 for individuals and $3,000 for families 
with Tier One benefits.  The Annual Out-of-Pocket Maximum is $3,000 for individuals 
and $7,500 for families with Tier Two benefits.  Your payments to meet your Medical 
Deductible count toward your Out-of-Pocket Maximum.  Expenses incurred during the 
last 3 months of a Calendar Year and applied to the following Calendar Year’s Medical 
Deductible (see “Carry Over Deductible” on page 37), will also be applied toward 
satisfying your Annual Out-of-Pocket Maximum for the same Calendar Year. 

 

� ANNUAL MAXIMUM – TIER TWO BENEFITS ONLY 

The annual maximum is the total amount the Plan will pay for you or an Eligible 
Dependent for medical expenses in any one Plan Year.  Your Inpatient and Outpatient 
expenses apply to the annual maximum.  If you reach the annual maximum, the Plan will 
not pay for any further medical expenses in the Plan Year.  The annual maximum is 
$150,000 per covered individual. 
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� LIFETIME MAXIMUM 

The lifetime maximum is the total amount the Plan will pay for you or an Eligible 
Dependent for medical expenses.  Your Inpatient and Outpatient expenses apply to the 
lifetime maximum.  If you reach the lifetime maximum, the Plan will not pay for any 
further medical expenses.  The lifetime maximum is $1,000,000 per covered individual.  
There is a separate lifetime maximum for organ transplant services. 

� EXPENSES NOT SUBJECT TO THE DEDUCTIBLE OR COPAYMENT 

Please note that, while the Deductible is not applied and there is no Copayment 
required for these services, if you receive services from an Out-of-Network Provider 
you will still be responsible for any required Coinsurance amount. 

Mammography 

Mammography benefits will be paid the same as for any other covered service, except 
that no Deductible or Copayment will be applied to such expenses.  Coinsurance will 
apply if provided by a provider outside of the PPO network. 

Child Wellness Services 

No Deductible or Copayment will be applied for certain child wellness services: 

- all visits for and costs of childhood and adolescent immunizations recommended 
by the Center for Disease Control; 

- one visit for a Phenylketonuria (PKU) test between two and four weeks of age; 

- all visits and costs for screening tests as determined by the American Academy of 
Pediatrics for tuberculosis, anemia, lead toxicity, hearing and vision; 

- a physical examination and a developmental assessment at each visit for the tests 
described; and, 

- laboratory tests considered necessary by the physician for the child wellness 
services described herein. 

Pediatric Vaccines administered to an Eligible Dependent from birth to 18 years old will 
be provided at 100% of Covered Charges and no Deductible or Copayment will be 
applied. 

Acupuncture Services 

No Deductible or Copayment will be applied for Medically Necessary acupuncture 
services.  A physician referral is required.  Office visits for acupuncture will be covered 
for up to 15 visits per Calendar Year, payable at 50% up to $30.00 per visit.  If the 
acupuncturist is in the PPO Network then discounted rates will apply.  Acupuncture 
benefits are not subject to the regular Copayment or Coinsurance provisions for office 
visits.  In addition, acupuncture expenses will not count toward the satisfaction of your 
Calendar Year Out-of-Pocket Maximum or your Calendar Year Medical Deductible.  
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� OTHER MAXIMUMS 

� Virtual Physicals                                 $100 Limit Per Calendar Year 

� Motorized Wheelchairs/Scooters        $500 Lifetime Maximum 
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SUMMARY OF MEDICAL BENEFITS 

If you use Physicians, Hospitals, and other Health Care Providers who are in the PPO Network, 
the per visit Copayments and Coinsurance percentages that you are responsible for paying will 
be lower for Physician home and office visits, as well as for Hospital services performed on an 
Inpatient or Outpatient basis. 
 

   
MEDICAL BENEFITS   
 IN THE PPO 

NETWORK 
OUTSIDE THE PPO 

NETWORK  
  
 WHAT THE PLAN PAYS 

OFFICE VISITS 

� Physician or Provider Home or Office 
Visits 

After you pay a $20 per 
visit copayment—plan 
pays 100% of Covered 

Charges 

After you pay a $40 
per visit copayment—

plan pays 70% of 
Covered Charges (up 

to 70% of UCR) 

   
 
HOSPITAL, HOME HEALTH AND OTHER SERVICES 

� Hospital Services on an Inpatient or 
Outpatient Surgery Basis (including 
Physician Services) 

80% of Covered Charges 
after you have met the 

deductible 

70% of Covered 
Charges (up to 70% of 
UCR) after you have 
met the deductible 

   
� Diagnostic X-ray and Laboratory 
            Services 

80% of Covered Charges 
after you have met the 
deductible 

70% of Covered 
Charges (up to 70% of 
UCR) after you have 
met the deductible 

   
� Other Services 70% of Covered Charges 

after you have met the 
deductible 

70% of Covered 
Charges (up to 70% of 
UCR) after you have 
met the deductible 

   

� Home Health or Hospice Care 70% of Covered Charges 70% of Covered 
Charges (up to 70% of 

UCR) 
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HOSPITALIZATION, EMERGENCY ROOM, AND DIAGNOSTIC 
SERVICES 

After meeting the Calendar Year Medical Deductible, the Plan will pay 80% of the Covered 
Charges for the following services if provided in the PPO network and 70% of the Covered 
Charges (up to 70% of the Usual & Customary charges) if provided on an Out-of-Network basis. 

Medically Necessary expenses which are covered by the Plan are as follows: 

� Charges by a Hospital for room and board and other services required for purposes of 
treatment.  (Maximum Covered Charge for an elective private room is the most frequent 
semi-private room rate being charged by the Hospital plus $6.  Additional Covered 
Charges for the cost of a private room will be payable only if isolation is Medically 
Necessary for your health or the health of other patients.) 

� Charges by a Hospital for room and board and other services in connection with 
childbirth for the mother or newborn child, if election of self-pay for dependents is made. 

� Note that this Plan does not, in accordance with Federal law, restrict benefits for any 
hospital length of stay in connection with childbirth for the mother or newborn child to 
less than 48 hours following a vaginal delivery, or less than 96 hours following cesarean 
section.  However, Federal law generally does not prohibit the mother’s or newborn’s 
attending provider, after consulting with the mother, from discharging the mother or her 
newborn earlier than 48 hours (or 96 hours as applicable).  In any case, this Plan does not, 
under Federal law, require that a provider obtain authorization for the Plan for prescribing 
a length of stay not in excess of 48 hours (or 96 hours as applicable). 

� Hospital services other than room and board, including nursing services, provided while 
receiving treatment in a Hospital on an Inpatient or Outpatient Surgery basis. 

� Intensive Care Unit or Coronary Care Unit Services. 

� Charges by a Physician for pathology or radiology services, or the administration of 
anesthesia while receiving treatment at a Hospital on an Inpatient or Outpatient Surgery 
basis. 

� Surgical operative or cutting procedures and post-operative care. 

� Facility and provider services in connection with reconstructive surgery after a 
mastectomy, including reconstruction of the breast on which the mastectomy was 
performed, surgery on the other breast to produce a symmetrical appearance, and 
prostheses and physical complications of all stages of mastectomy, including 
lymphedemas. 

� Diagnostic X-ray and laboratory services, radiation (x-ray, radium, and radioactive 
isotope) therapy and chemotherapy. 

� The services of a licensed physical therapist, but only when such services are provided 
while receiving treatment in a Hospital on an Inpatient or Outpatient Surgery basis. 
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� Charges for blood and blood plasma when provided while the individual is receiving 
treatment in a Hospital on an Inpatient or Outpatient Surgery basis. 

� Charges for the services of a Physician (including Surgery and Physician visits) while 
receiving treatment at a Hospital on an Inpatient or Outpatient Surgery basis. 

� Services, drugs and medical supplies required to give an organ transplant to a Plan 
Participant or Eligible Dependent under this Plan.  A living organ donor who is covered 
under another health plan may be covered under this Plan for Hospitalization charges 
associated with the organ donation that are not payable under the other plan up to this 
Plan’s allowable charges.  The Plan will pay up to $500,000 for all costs associated with 
an organ transplants.  The $500,000 limit is a lifetime maximum and applies to each 
Covered Individual.  Human organ and tissue transplants that are not considered 
Experimental or Investigational under the Plan are covered. 

� The services of a qualified social worker, but only when such services are provided while 
receiving treatment in a Hospital on an Inpatient or Outpatient basis.  

� Charges for Emergency Care for a Medical Emergency provided in a Hospital-based 
emergency room (or free-standing emergency or urgent care center).  Emergency Care 
for a Medical Emergency received from an Out-of-Network provider, (even if received 
within the Network area), will be payable at the In-Network level.  If a member 
undergoes two or more Surgical procedures during any one time, Covered Charges for 
the services of the Physician for each procedure that is identified and defined as a 
separate procedure will be based on the schedule shown in the definition of Surgery. 

 
PHYSICIAN OR PROVIDER HOME OR OFFICE VISITS AND 
OUTPATIENT SERVICES 

Subject to the applicable Copayment, the Plan will pay 100% of Covered Charges for the 
following services provided in the PPO network and 70% of the Covered Charges (up to 70% of 
the Usual and Customary charges) provided on an Out-of-Network basis. 

Expenses which are covered by the Plan are as follows: 

� Charges for services furnished at the Physician’s clinic or office or at the patient’s home, 
including charges for surgical dressings, medical supplies and equipment; injections; 
anesthesia; take-home drugs; blood and blood plasma; prenatal and well baby care (not 
subject to the Medical Deductible); and routine physical examinations. 

� The services of a licensed physiotherapist. 

� Dental services to repair damage to the jaw and sound natural teeth, if the damage is the 
direct result of an accident (but did not result from chewing) and if the charges for dental 
services are incurred within 12 months after the accident. 

� Immunizations listed on the Center for Disease Control (CDC) Recommended Childhood 
Immunization Schedule, regardless of the age at which they are recommended. 

� The services of a chiropractor. 
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� The services of a physical therapist. 

� Renal Dialysis not covered by Medicare (see section on Coordination with Medicare). 
 

OTHER SERVICES 

After meeting the Calendar Year Medical Deductible; the Plan will pay 70% of Covered Charges 
(up to 70% of the Usual and Customary charges) for the following services provided in or 
outside the PPO network: 

� Charges for transportation by ambulance provided by a Hospital or a licensed ambulance 
service to and from the nearest Hospital equipped and available to furnish needed 
treatment. 

� Surgical dressings, casts, splints, braces, crutches, artificial limbs, and artificial eyes. 

� Rental (or purchase if determined by Trustees to be more cost-effective than rental) of a 
wheelchair, hospital-type bed, or an artificial respirator. 

� Oxygen (including rental or purchase, if determined by Trustees to be more cost-
effective, of equipment for its administration). 

EXCLUSIONS 

The following medical expenses are not covered under this Plan: 

� Any confinement, treatment or service due to sickness which is covered by a Workers’ 
Compensation Act or other similar legislation, or due to Injury arising out of or in the 
course of any employment for wage or profit. 

� Any confinement, treatment or service for which the person or Eligible Dependent has no 
financial liability or that would be provided at no charge in the absence of insurance 
(except Medicaid or other medical assistance plans for the needy or indigent). 

� Any confinement, treatment or service which is compensated for or furnished by the 
United States Government or any Agency thereof (except as required under Federal law). 

� Any confinement, treatment or service not Medically Necessary, or any part of a charge 
for confinement, treatment or service that exceeds Usual and Customary Charges; or the 
services of any person who is in the Plan Participant’s or Eligible Dependent’s immediate 
family. 

� Any confinement, treatment or service not prescribed by a Physician. 

� Charges for Emergency Care provided in a Hospital-based emergency room (or free-
standing emergency room or urgent care center) if such charges are not for a Medical 
Emergency. 
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� Hearing aids (except in cases of cleft lip and cleft palate), vision materials (frames, 
lenses) or eye examinations for the correction of vision or fitting of glasses, except as 
provided in Section VIII of this Plan. 

� Any confinement, treatment or service for Cosmetic Surgery unless such treatment or 
service is due directly to an accidental Injury and is commenced within 12 months from 
the date of the accident. 

� Dental services, or materials, except as specifically provided in this section, and Section 
VII of this Plan. 

� Drugs or medicines which do not require a Physician’s prescription; vitamins, nutritional 
supplements, or special diets; or comfort or convenience services or supplies. 

� Acupuncture or acupressure treatment, except as provided on page 43. 

� Immunizations, other than as provided under the Physician or Provider Home or Office 
Visit and Outpatient Services. 

� Any confinement, treatment or service for educational or training problems, learning 
disorders, marital counseling or social counseling (except as provided under Hospice 
Care, in Section IV). 

� Any nursing or private duty nursing services (except as specifically described in the 
Plan). 

� Any confinement, treatment or surgery, related to the restoration of fertility or the 
promotion of conception (including reversal of voluntary sterilization).  No benefits are 
payable for in vitro fertilization procedures. 

� Any confinement, treatment or service resulting from an act of war or from voluntary 
participation in a felony. 

� Any Experimental or Investigational treatment, service or materials. 

� Any expenses which are submitted to the Plan after one year from the date of 
service. 

NOTICE OF COMPLIANCE UNDER THE WOMEN’S HEALTH AND 
CANCER RIGHTS ACT 

The Women’s Health and Cancer Rights Act of 1998 (the “1998 Law”) requires the Trustees of 
this Plan to notify you, as a participant or beneficiary of the Plan, of your rights related to 
benefits provided through the Plan in connection with a mastectomy.  You as a participant or 
beneficiary have rights to coverage to be provided in a manner determined in consultation with 
your attending physician for: 
 
● all stages of reconstruction of the breast on which the mastectomy was performed; 
 
● surgery and reconstruction of the other breast to produce a symmetrical appearance; and 
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● prostheses and treatment of physical complications of the mastectomy, including 
lymphedema.  These benefits will be provided under the “Basic Medical Benefits” portion of the 
Plan.  These benefits will be subject to the applicable deductible, the lifetime maximum and the 
general co-payment provisions which exist in the Plan. 
 
Keep this Notice for your records and call your Plan Administrator for more information.   
 
 

NOTICE OF COMPLIANCE UNDER THE NEWBORN’S AND 
MOTHERS’ HEALTH PROTECTION ACT 

Under federal law, the Plan generally may not restrict benefits for any hospital length of stay in 
connection with childbirth for the mother or newborn child to less than 48 hours following a 
vaginal delivery, or less than 96 hours following a delivery by cesarean section.  However, the 
Plan may pay for a shorter stay if the attending provider (e.g., your physician, nurse midwife, or 
physician assistant), after consultation with the mother, discharges the mother or newborn 
earlier. 
 
Also under federal law, the Plan may not set the level of benefits or out-of-pocket coast so that 
any later portion of the 48-hour (or 96 hour) say is treated in a manner less favorable to the 
mother or newborn than any earlier portion of the stay. 
 
In addition, the Plan may not, under federal law, require that a physician or other health care 
provider obtain authorization for prescribing a length of stay of up to 48 hours (or 96 hours).  
However, to use certain providers or facilities, or to reduce your out-of-pocket costs, you may be 
required to obtain pre certification.  For information on pre-certification, contact the Plan 
Administrator.  
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V.  MENTAL HEALTH AND SUBSTANCE ABUSE BENEFITS 
 
 
 
HOW TO ACCESS YOUR MENTAL HEALTH AND SUBSTANCE 
ABUSE BENEFITS 

This Plan pays benefits for Covered Charges for Mental Health and Substance Abuse Benefits as 
detailed in the following Schedule.  These may be received both In-Network and Out-of-
Network. 

Your benefits are provided by the I.A.T.S.E. Local 22 Welfare Fund for I.A.T.S.E. Local 772 
Welfare Plan participants using a Preferred Provider Organization (PPO) Network.  You have the 
option of obtaining mental health/substance abuse treatment from any licensed provider you 
choose or from the lists of providers participating in the PPO.  If you use providers in the PPO, 
you will pay significantly less for your visits, as shown on the benefit schedule.  Contact the 
Fund Office if you need a list of providers who are participating in the PPO Network. 

HOSPITAL PRE-ADMISSION CERTIFICATION 

You are required to obtain Pre-certification prior to any and all Hospital admissions including 
those for mental health and/or substance abuse.  To Pre-certify all Hospital admissions for 
mental health or substance abuse: 

CALL 1-(800) 925-8573. 
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SCHEDULE OF MENTAL HEALTH BENEFITS 
 
   
MEDICAL BENEFITS   
 IN THE PPO 

NETWORK 
OUTSIDE THE PPO 

NETWORK  
  
 WHAT THE PLAN PAYS 
   
MENTAL HEALTH BENEFITS   
 
� Inpatient Hospitalization 

(also see Plan Maximums on  
page 8) 

80% of Covered Charges  
after you have met the 

deductible 

70% of Covered Charges (up 
to 70% of UCR) after you 
have met the deductible 

� Outpatient Services and  
Office Visits 

After you pay a $20 per 
visit copayment—plan  
pays 65% of Covered 

Charges for first 20 visits 
per Calendar Year, then 

50% of Covered Charges 
for additional visits in the 

same Calendar Year 

After you pay a $40 per visit 
copayment—plan pays 65% 
of Covered Charges (up to 
65% of UCR) for first 20 
visits per Calendar Year, 

then 50% of Covered 
Charges for additional visits 
in the same Calendar Year 

   
 

DEDUCTIBLE 

You must meet the Calendar Year Medical Deductible to receive Inpatient mental health 
benefits.  Your Inpatient expenses will count toward meeting the Deductible. 

CALENDAR YEAR OUT-OF-POCKET MAXIMUM 

Mental health expenses, including the Deductible, count toward your Calendar Year Out-of-
Pocket Maximum; however, even if you exceed your Out-of-Pocket Maximum, you will still be 
required to pay the Copayment amounts for mental health expenses as shown above. 

INPATIENT HOSPITALIZATION BENEFITS 

If you or one of your Eligible Dependents is confined in a Behavioral Health Treatment Facility 
or Hospital due to a mental illness or emotional disorder, benefits will be payable for Covered 
Charges by the Treatment Facility or Hospital for room, board, and other usual services and for 
Physician visits provided during such confinement.  In addition, if you or one of your Eligible 
Dependents receives treatment or service in a Behavioral Health Treatment Facility or Hospital 
due to a mental illness or emotional disorder, benefits will be payable for Covered Charges as 
follows: 
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After meeting the Calendar Year Medical Deductible, Inpatient Hospitalization charges will be 
paid at 80% of the Covered Charges if provided in the PPO network and 70% of the Covered 
Charges (up to 70% of the Usual & Customary charges) if provided on an Out-of-Network basis, 
for up to 60 days per Calendar Year.  Inpatient charges include Hospital room and board, 
Physician visits in the Hospital, and other usual services. 

OUTPATIENT SERVICES AND OFFICE VISITS 

Outpatient Behavioral Health Practitioner services and office visit charges will be paid at 65% of 
Covered Charges for the first 20 visits per Calendar Year and 50% for all other visits in that 
Calendar Year.  The per visit Copayment is $20 if you use a PPO provider.  If you use an Out -
of-Network provider, the Copayment is $40 per office visit.  Outpatient prescription drugs and 
Outpatient laboratory services are payable on the same basis as for any other sickness.  
Outpatient services means treatment or service, including Physician visits, which are provided 
other than while confined in a Hospital or for partial Hospitalization. 
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SUBSTANCE ABUSE BENEFITS 

   
MEDICAL BENEFITS   
 IN THE PPO 

NETWORK  
OUTSIDE THE 

PPO NETWORK 
   

 
WHAT THE PLAN PAYS 

SUBSTANCE ABUSE BENEFITS   
   
� Inpatient Hospitalization 

(also see Plan Maximums on  
page 8) 

80% of Covered Charges 
after you have met the 

deductible 

80% of Covered 
Charges(up to 80% 
of UCR) after you 

have met the 
deductible 

   
� Initial Outpatient Services 100% of Covered 100% of Covered 

(also see Plan Maximums on  
page 8) 

Charges Charges (up to UCR) 

   
� Additional Outpatient Benefits 

(also see Plan Maximums on  
page 8) 

50% of Covered Charges 
after you have met the 

deductible 

50% of Covered 
Charges (up to 50% 
of UCR) after you 

have met the 
deductible 

 
 

DEDUCTIBLE 
The Calendar Year Medical Deductible applies to all Inpatient Substance Abuse benefits, but 
does not apply to Outpatient benefits. 

INPATIENT BENEFITS 
If you or one of your Eligible Dependents is confined in a Behavioral Health Treatment Facility 
or Hospital due to alcoholism or drug abuse disorder, benefits will be payable for Covered 
Charges by the Treatment Facility or Hospital for room, board and other usual services and for 
Physician visits provided during such confinement.  In addition, if you or one of your Eligible 
Dependents receives short term treatment in a Behavioral Health Treatment Facility or Hospital 
for alcoholism or drug abuse disorder, benefits will be payable for Covered Charges as follows: 
After the Medical Deductible has been met, Inpatient Substance Abuse Benefits will be paid at 
80% of Covered Charges up to 60 days per Calendar Year in a Hospital or Behavioral Health 
Treatment Facility.  Inpatient charges include Hospital room and board, Physician visits in the 
Hospital, and other usual services.  Emergency care or detoxification services are covered for up 
to 7 days per Calendar Year (included in the 60 day per Calendar Year limit for Inpatient 
services).
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OUTPATIENT SERVICES 
Outpatient Covered Charges are payable at 100% with no Deductible, up to the greater of 30 
visits or $3,000 per Calendar Year.  Outpatient services means treatment or services provided in 
a certified or licensed Outpatient treatment program.  Outpatient prescription drugs and 
Outpatient laboratory services are payable on the same basis as for any other sickness.  The Plan 
also provides benefits for Covered Charges for Methadone Treatment provided through an 
approved Methadone Treatment Program as determined by the Plan Administrator or its 
designee.  The Outpatient benefit limits do not apply to prescription drugs, laboratory charges (or 
the cost of the Methadone.) 

ADDITIONAL BENEFITS 
Additional benefits are payable for Outpatient visits in excess of the 30 visits or $3,000.  These 
additional benefits are payable at 50% of Covered Charges (subject to the Medical Deductible); 
however, the additional benefits are limited to $3,000 per Calendar Year. 

LIFETIME MAXIMUM 
The lifetime maximum for all Inpatient and Outpatient Substance Abuse benefits charges is 180 
days/visits in combination.  No benefits will be payable once any applicable Calendar Year limit 
or lifetime maximum has been reached. 
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VI.  HOME HEALTH, HOSPICE AND EXTENDED CARE BENEFITS 
 

 
 
HOME HEALTH CARE BENEFITS 
Home Health Care Benefits are payable to the extent provided below.  The plan will pay 70% of 
Covered Charges for Home Health Care, after the Medical Deductible is met. 
Home Health Care Covered Charges must be for supplies or services provided in accordance 
with a Home Health Care Plan.  They include Covered Charges that do not exceed Usual and 
Customary Charges by a Home Health Care Agency for: 

� Part-time or intermittent home nursing care by or under the supervision of a 
registered Nurse. 

� Part-time or intermittent Home Health Aide. 

� Physical, occupational or speech therapy provided by a licensed therapist. 

� Medical supplies, drugs and medicines prescribed by the attending Physician but 
only to the extent that such supplies, drugs and medicine would have been 
Covered Charges if the individual remained Hospitalized. 

� Laboratory services by or on behalf of the Hospital but only to the extent that 
such services would have Covered Charges if the individual had been 
Hospitalized. 

EXCLUSIONS 

Payment Is Not Made For: 

(1) any services or supplies not included in the Home Health Care Plan; or 

(2) any services of an individual who ordinarily resides in your home or is a member 
of your family; or 

(3) any treatment of nervous or mental conditions; or 

 

PRIOR TO INCURRING EXPENSES UNDER 
THIS SECTION, PLEASE CONTACT 

THE PLAN’S UTILIZATION MANAGER 
PROVIDER: 

1-(800) 925-8573 
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(4) transportation services; or 

(5) custodial care (services or supplies provided to assist an individual in activities of 
daily living, e.g. meals, personal grooming); or 

(6) more than 40 Home Health Care visits in a Calendar Year.  For this purpose, up to 
four hours of Home Health Care service will be considered as one Home Health 
Care visit. 

 
HOSPICE CARE BENEFITS 
Medical Covered Charges will include charges for Hospice care services provided by a Hospice 
Facility, Hospice care team, Hospital-based Hospice program, Home Health Care Agency, or 
Skilled Nursing Facility for: 

� Any sick or injured individual (Plan Participant or an Eligible Dependent) who, in 
the opinion of the attending Physician, has no reasonable prospect of cure and is 
expected to live no longer than six months. 

� The family (Plan Participant or Dependents) of any such individual; but only to 
the extent that such Hospice care services are provided under the terms of the 
Hospice care program and are billed through the Hospice that manages that 
program. 

HOSPICE BENEFITS 
After the Medical Deductible has been satisfied, the Plan will pay 70% of Covered Charges up to 
a maximum benefit of $4,000 per Covered Individual for any episode of Hospice care for the 
following: 

� Inpatient and Outpatient care, home care, nursing care, counseling, and other 
supportive services and supplies provided to meet the physical, psychological, 
spiritual, and social needs of the dying individual. 

� Drugs and medicines (requiring a Physician’s prescription) and other supplies 
prescribed for the dying individual by any Physician who is a part of the Hospice 
care team. 

� Instructions for care of the patient, counseling, and other supportive services for 
the family of the dying individual. 

EXCLUSIONS 

Covered Charges will not include Hospice Care charges that: 

� Exceed the maximum dollar benefit for Hospice care services as described above. 

� Are for Hospice care services not approved by the attending Physician. 
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� Are for transportation services. 

� Are for services or supplies provided to assist a person in daily living (e.g., meals 
and personal grooming), unless such services and supplies are provided under the 
terms of a Hospice care program, such as an Inpatient Hospice Facility. 

� Are for Hospice care services provided at a time other than during an episode of 
Hospice care. 

 
SKILLED NURSING CARE FACILITY BENEFITS  
 
After the Medical Deductible has been satisfied, Covered Charges will include charges by a 
Skilled Nursing Facility for room, board, and other services required for treatment, provided the 
confinement: 

� Is certified by a Physician as Medically Necessary for recovery from a sickness or 
Injury. 

� Follows three or more consecutive days of Hospital confinement for which 
benefits were payable under this Plan. 

� Results from the sickness or Injury that was the cause of the Hospital 
confinement. 

� Begins no later than 14 days after the end of the Hospital confinement or not later 
than 14 days after the end of the prior Skilled Nursing Facility confinement for 
which benefits were payable under this Plan. 

SKILLED NURSING FACILITY BENEFIT LIMITATIONS 

Covered Charges for each day will not be more than 50% of: 

� the actual room charge (if the Hospital confinement was in a semiprivate room) or 

� the Hospital room maximum (if the Hospital confinement was in a private room) of 
the Hospital in which the Plan Participant or Eligible Dependent was confined before 
the Skilled Nursing Facility confinement. 

 
Also, Covered Charges will not include charges for more than 120 days for all Skilled Nursing 
Facility confinements that result from the same or a related sickness or Injury.  In addition, 
Covered Charges will not include any charges after the date the attending Physician stops 
treatment or withdraws certification. 
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VII. DENTAL CARE BENEFITS – TIER ONE ONLY 
 
 
 
This Plan pays benefits for Covered Charges for Dental Care through Delta Dental a dental 
benefits program under contract with the Welfare Fund as detailed in the Schedule below.  

 

DENTAL BENEFITS 
   
� Dental Deductible - per Individual (does 

not apply to Preventive and Diagnostic 
services) 

You pay $50  

   
� Coinsurance Plan pays 50% of Covered Charges 

(up to 50% of UCR) 
   
� Annual Maximum Benefit 

per Individual 
$2,000  

 
DENTAL BENEFITS 

Dental services are payable based on the Usual and Customary Charges using zip codes in the 
Washington, D.C. area.  Dental Covered Charges are payable at 50% of Covered Charges (up to 
50% of UCR).  The Dental Deductible does not apply to Preventive and Diagnostic services 
listed in this section. 

Total payment for all Covered Charges incurred by a Covered Individual in a Calendar Year 
shall not exceed the applicable Maximum Benefit per Individual. 
 

DENTAL COVERED CHARGES 
Dental Covered Charges shall include charges only for dental treatments or services which: 

� Are performed by a Dentist or dental hygienist; and 

� Are Medically Necessary for dental care and meet professionally recognized 
standards of quality; and 

� Begin and are completed while the individual is covered by this Plan. 
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A treatment or service will be considered to begin on the date it is performed.  However, for 
those procedures shown below, treatment or service will be considered to begin as follows: 

� For root canal therapy, the date the pulp chamber is opened and the pulp canal is 
explored to the apex; 

� For crowns, inlays and onlay restoration, the date the tooth or teeth are fully prepared. 

 
A temporary dental treatment will be considered an integral part of the final treatment rather than 
a separate treatment. 

ALTERNATE PROCEDURES 
If alternate procedures, services or courses of treatment may be performed to correct a dental 
condition, the maximum covered charge which will be considered for payment will be for the 
least expensive procedure which will, as determined by Delta Dental, produce a professionally 
satisfactory result. 

PRE-DETERMINATION OF BENEFITS 
If total estimated charges for a period of dental treatment are greater than $200, you should 
submit a dental treatment plan prior to undergoing the dental treatment.  The dental treatment 
plan should be submitted to Delta Dental on a dental form provided by the Delta Dental (or on an 
accepted standard dental form provided by your dentist) and will be returned to the attending 
dentist with a predetermination of the benefits provided for the procedures submitted.  Charges 
incurred as a result of emergency treatment will not require the filing of a dental treatment plan. 

COORDINATION OF DENTAL BENEFITS 
The dental benefits of this plan are coordinated with the dental benefits of other plans as 
described on the Coordination of Benefits Section in this booklet.  The terms “medical benefits” 
and “available expenses,” as used in that Section, shall include dental benefits and dental 
expenses. 

DENTAL BENEFIT LIMITATIONS 
Covered Charges do not include charges for: 

(a) any treatment or service which is compensated for or furnished by the U.S. 
Government or any Agency thereof (except as required by Federal Law) 

(b) any treatment or service which is covered by Workers Compensation or similar law. 

(c) drugs or medicines, other than antibiotic injections; or 

(d) instructions for plaque control, oral hygiene or diet control; or 

(e) single crowns connected to a bridge; or 

(f) any treatment or service which: 
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� Does not have uniform professional endorsement, including experimental 
procedures or implants (except that an alternate allowance will be provided for 
implants as if they were a standard denture and for a crown attached to an implant 
as if it were a crown attached to a tooth); or 

� Is for the primary purpose of altering vertical dimension or restoring occlusion; or 

� Is primarily for cosmetic purposes, including personalization or characterization 
of dentures and facings on crowns or pontics posterior to the second bicuspid; or 

� Is for fabricating a prosthetic device or appliance or replacing such item due to 
loss or theft; or 

Note:  In lieu of a benefit for implants, an alternative benefit will be provided as if 
they were standard dentures.  Additionally, crowns attached to implants will 
be paid as if attached to a tooth. 

(g) any treatment or service related to the jaw or alignment of the jaw; 

(h) Any dental treatment or service which is also a Covered Charge under the Medical 
benefits provided by this Plan; or 

(i) Any orthodontic treatment or services. 

BENEFITS AFTER TERMINATION OF COVERAGE 
With respect only to such dental treatment or service shown below, benefits after termination of 
coverage are continued for Covered Charges which are incurred within two months following 
termination.  Such benefits are payable only if the Covered Charges are incurred because of a 
condition which existed on the date of termination and for which treatment had begun while 
covered, and will be reduced by any benefits payable under a successor group dental plan 
covering the individual. 
 
Benefits after termination of coverage are payable only for the following dental treatment or 
service: 

� Root canal therapy, provided the pulp chamber was opened and the pulp canal 
explored to the apex while covered; and 

� Crowns or inlay or onlay restorations, provided the tooth or teeth were fully prepared 
while covered. 
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COVERED DENTAL CHARGES 
 
DIAGNOSTIC AND PREVENTIVE SERVICES 
Covered Charges are the actual cost charged for the following Diagnostic and Preventive 
procedures, to the extent that such charges do not exceed Usual and Customary Charges. 

Examinations 

Oral examination..................................................... Only one routine oral examination is 
covered per six month period.  A “problem-
focused oral examination” or emergency 
examination is covered as often as 
Medically Necessary. 

Radiographs 

Intraoral X-rays: 
  Complete series..................................................... Once per three year period. 

  Bitewing ............................................................... Once per six month period. 
  Occlusal 
  Periapical 

Extraoral X-rays: (TMJ, Panoramic, 
  Cephalometric, etc.) .............................................. Once per six month period. 
 
Diagnostic X-rays performed in conjunction with root canal therapy or orthodontic treatment are 
not considered Diagnostic and Preventive Covered Charges. 

Preventive Services 

Prophylaxis: (cleaning of teeth, 
  including scaling and polishing) ............................ Once per six month period. 

Fluoride treatment ................................................... Applicable only to Dependent children. 
Once per twelve month period. 

Space maintainers ................................................... Applicable only to Dependent children 
under age 14. 

Topical application of sealants ................................ Applicable only to Dependent children 
under age 14.  Once per quadrant per four 
year period. 

Periodontal Prophylaxis .......................................... Once per six month period in lieu of routine 
Prophylaxis. 



  70

Other Services 

Biopsy of oral tissue 
Palliative treatment ................................................. Covered as a separate procedure only if no 

other service (except x-rays) was rendered 
during the visit. 

Bacteriologic cultures 
Histopathologic examinations 
Pulp vitality tests 
Diagnostic casts ...................................................... Once per two year period. 

BASIC DENTAL SERVICES 
Covered Charges are the actual cost charged for the following basic services, to the extent that 
such charges do not exceed Usual and Customary Charges. 

Restorations 
Fillings (Amalgam, silicate, plastic or composite, including pin retention when necessary.) 
Stainless steel crowns 

Oral Surgery 

Extraction of teeth 
Alveoplasty 
Incision and drainage of dental abscess 
Removal of dental cysts and tumors 
Tooth replantation 
Surgical exposure to aid eruption 
Surgical repositioning of teeth 
Excision of hyperplastic tissue 
Other surgical procedures 
      Tooth replantation 
      Surgical exposure to aid eruption 
      Surgical repositioning of teeth 

Periodontal Services 

Surgical procedures: 
   Gingivectomy 
   Gingival curettage 
   Osseous surgery 
   Osseous graft 

Only one of the listed periodontic surgical procedures is covered for each quadrant in a 
twelve-month period. 

Scaling and root planning (each quadrant) - 
Once each quadrant each six-month period  

Periodontal appliance 
One appliance each three-year period 
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Endodontic Services 

Pulp cap 
Pulpotomy 
Root canal therapy (including treatment plan, diagnostic x-rays, clinical procedures and 
   follow-up care) 
Apicoectomy and retrograde fillings (Covered as a separate procedure only if performed 
   more than one year after the root canal therapy is completed.) 
Apexification 
Apical curettage 
Root resection 
Hemisection 

Anesthesia 
General anesthesia (Covered as a separate procedure only when required for complex and 
   oral surgical procedures covered under this plan, and only when not performed in a 
   hospital.) 
 
MAJOR DENTAL SERVICES 
Covered Charges are the actual cost charged for the following Major Services, to the extent that 
such charges do not exceed Usual and Customary Charges.  (Each listed service includes one 
year of follow-up care.) 

Restorations 

Gold foil 
Gold inlays and onlays 

Gold restorations are covered only if the tooth cannot be restored by a silver filling, and 
(for replacements) at least five years have elapsed since the last placement. 

Porcelain inlays 

Crowns (Single Restorations) 

Plastic or porcelain crowns 
(with gold, semi-precious metal or non-precious metal) 

Full cast crowns 
(gold, semi-precious metal or non-precious metal) 
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[Crowns are covered only if the tooth cannot be restored by a filling, and (for 
replacements) at least five years have elapsed since the last placement.  Crowns for the 
primary purpose of periodontal splinting, altering vertical dimension or restoring vertical 
occlusion are not covered.] 
 
Cast post and core (Covered only for teeth that have had root canal therapy.) 
Steel post and composite or amalgam 

Fixed Prosthodontics 

Fixed Bridge 
 
� Initial placement of fixed bridges; 
 
� Initial placement to replace teeth which were missing.  Replacement of fixed bridges is 

covered only if the original bridge cannot be made serviceable and at least five years have 
elapsed since the last placement. 

Removable Prosthodontics 

Full or Partial Denture/Initial Placement/Replacement 
 
  Replacement will be made only at least five years have elapsed since the last placement. 
 
Covered Charges for removable prosthodontics do not include any additional charges for over-
dentures or for precision or semi-precision attachments. 
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VIII.  VISION CARE BENEFITS – TIER ONE ONLY 
 
The following benefits are provided for you and your Eligible Dependents through Vision 
Service Plan (VSP), a prepaid optical benefit program under contract with the Welfare Fund.  
You may also obtain Vision Care Benefits outside VSP.  The Schedule of Benefits inside and 
outside VSP is summarized in the chart below: 
 

VISION BENEFITS IN VSP OUTSIDE VSP 
NETWORK NETWORK 

             Co-Pay $ 10.00                                         $ 10.00 
 WHAT THE PLAN PAYS 
   
� Conventional Vision Exam Covered in Full $43 

(once every 12 months)   
   

� Conventional Lenses (once   

every 12 months)   

Single vision Covered in Full $35 
Bifocal Covered in Full $51 
Trifocal Covered in Full $68 
Lenticular Covered in Full $80 

   

� Frames (once every 24 months) Covered in Full if from 
designated frames on display

$45 

 
In lieu of all other Plan vision benefits: 

   

� Contact Lenses used for 
elective or cosmetic reasons 
(once every 12 months) 

  

   

Contact Lenses (plus evaluation 
and fitting costs) 

$105 $105 
   
� Contact Lenses if medically 

necessary, with VSP 
authorization 

  

(once every 12 months)   

Vision Exam 
  

Contact Lenses (plus evaluation   

and fitting costs) Covered in Full $210 

You may also receive discounts on vision services not covered under this Plan, if provided by a 
VSP Provider. 
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HOW TO USE YOUR VISION SERVICE PLAN 
The following steps must be followed to use VSP’s services: 

1. Chose a participating Vision Service Plan eye doctor.  A list of participating eye doctors 
is available in the Fund Office or call 1-800-877-7195 for doctors in your area.  If you 
would like to check on a particular doctor, you will need the doctor’s phone number with 
area code. You may also refer to VSP’s web site (www.vsp.com). 

2. Call the VSP doctor for an appointment and identify yourself as a VSP member.  Give the 
doctor your identification number (your Social Security number) and tell him or her that 
you are covered under the I.A.T.S.E. Local 772 Vision Service Plan. 

3. After you have scheduled your appointment, the VSP participating doctor will contact 
Vision Service Plan to verify your eligibility and plan coverage.  The doctor will also 
obtain authorization for services and materials.  The doctor will tell you what benefits you 
are eligible for. 

 
If you receive services or material from a non-participating eye doctor, you must pay the doctor 
the full fee for services rendered and submit your paid itemized bill to the Fund Office for 
reimbursement. 
 
COVERED EXPENSES 
 
Exams and Lenses 
If services are provided by a VSP provider, vision exams and lenses are covered in full by VSP 
every 12 months.  Refer to the schedule for the amount covered for vision exams and lenses 
obtained on an out-of-network basis. 

Frames 
A wide selection of frames is covered in full once every 24 months if prescribed by a VSP 
provider.  When choosing a frame, be sure to ask the VSP provider which frames are covered in 
full.  If frames are prescribed by a non-participating provider, an allowance of $45 retail is 
allowed once every 24 months. 

Contact Lenses 
In lieu of all other vision benefits under the Plan, contact lenses can be obtained as follows: 

Medically Necessary Contact Lenses 

With prior approval from VSP, Medically Necessary contact lenses and associated 
professional services are covered for any of the following conditions: 

1) following cataract surgery; 

2) to correct extreme visual acuity problems that cannot be corrected with 
spectacle lenses; 

3) certain conditions of anisometropia; and 
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4) keratoconus. 

If contact lenses are determined to be Medically Necessary, expenses are covered as 
follows: 

� If services are provided by a VSP provider, the exam and materials will be covered in 
full. 

� If services are provided from a non-participating provider, the Plan will pay up to $43 
toward the exam and up to $210 toward the contact lens evaluation fee, fitting costs 
and materials. 

Replacement of contacts is available up to once every 12 months when a prescription 
change is needed and only with preauthorization from VSP. 

Elective or Cosmetic Contact Lenses 

If contact lenses are elected for cosmetic purposes only or reasons other than those 
specified above for Medically Necessary contact lenses, the expenses will be covered as 
follows: 

� If services are provided from a VSP provider, the exam will be covered in full and an 
allowance of $105 will be made toward the cost of the contacts. 

� If services are provided from a non-participating provider, the Plan will pay up to $43 
toward the exam and up to $105 toward the contact lens evaluation fee, fitting costs 
and materials. 

Replacement of contacts is available up to once every 12 months when a prescription 
change is needed. 

 
Covered charges for vision care services provided by non-VSP Network Providers shall be 
consistent with the provisions of the Plan and guidelines used by VSP member providers as to 
whether contacts are elective or Medically Necessary. 

Low Vision Benefit 
A Low Vision Benefit is available for individuals with severe vision problems that are not 
correctable with regular lenses and is subject to prior approval by VSP.  The Covered Individual 
must have a VSP provider approve a treatment plan and charges before services are rendered. 
The Covered Individual must pay 25% of the cost of a “low vision” program.  There is a 
maximum benefit from the Plan of $1,000 every two years, excluding Copayments. 
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EXCLUSIONS AND LIMITATIONS 
 
LIMITATIONS 
This vision service plan is designed to cover visual needs rather than cosmetic materials.  When 
a covered person selects any of the following extras, the plan will pay the basic cost of the 
allowed lenses or frames, and the covered person will pay any additional cost. 

1. Blended lenses; 
2. Contact lenses (except as noted elsewhere herein); 
3. Oversize lenses; 
4. Photochromic lenses; tinted lenses except pink #1 and pink #2; 
5. Progressive multifocal lenses; 
6. The coating of the lens or lenses; 
7. The laminating of the lens or lenses; 
8. A frame that costs more than the Plan allowance; 
9. Certain limitations on low vision care (except as noted elsewhere herein); 
10. Cosmetic lenses (except as noted elsewhere herein); 
11. Optional cosmetic processes; and 
12. UV (ultraviolet) protected lenses. 

EXCLUSIONS 
There are no benefits for professional services or materials connected with: 

1. Orthoptics or vision training and any associated supplemental testing; Plano lenses; 
or two pairs of glasses in lieu of bifocals; 

2. Replacement of lenses and frames furnished under this plan which are lost or broken 
(except at the regular time intervals when services are otherwise available); 

3. Medical or surgical treatment of the eyes; 

4. Services or materials for which you may be compensated under any Workers’ 
Compensation Law, or other Employer’s liability laws regardless of jurisdiction, or 
services for which you, without cost, can obtain the needed care from any federal, 
state, county, municipality, or special service district organization or agency; 

5. Any eye examination or any corrective eyewear required by an employer as a 
condition of employment. 

6. Corrective vision treatment of an experimental nature. 
 
VSP may, at its discretion, waive any of the plan limitations if, in the opinion of VSP’s 
optometric consultants, it is necessary for the visual welfare of the Covered Individual. 
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IX.  PRESCRIPTION DRUG BENEFITS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
PRESCRIPTION DRUG COVERAGE – TIER TWO 

 
• Calendar Year Prescription Drug Deductible 

 
Individual                                          You pay $50 

 
Family (3 times Individual)    You Pay $150 

 
• Drug Card (Network Pharmacy) or Mail Order Service. 

 
 After you satisfy the Calendar Year Drug Deductible, Your  
 Copayment is 50% of the cost of each eligible prescription. 

 
     
 
 
 

 

PRESCRIPTION DRUG COVERAGE – TIER ONE 

 
• Calendar Year Prescription Drug Deductible 

Individual    You pay $50 

Self-pay Family (3 times Individual)   You pay $150 

• Drug Card (Network Pharmacy) 

You pay a $15 Copayment for generic drugs.  You pay a 
$30 Copayment for brand name drugs (or, if less, the cost 
of the prescription). If you receive a brand drug when a 
generic is available you will pay the $30 Copayment plus 
the difference between brand name and generic, unless 
your doctor specifies brand name 

• Mail Order Service 

You pay a $30 Copayment for Generic drugs or a $60 
Copayment for brand drugs (or, if less, the cost of the 
prescription). If you receive a brand drug when a generic 
is available you will pay the $60 Copayment plus the 
difference between brand name and generic, unless your 
doctor specifies brand name 
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COVERED PRESCRIPTION DRUG BENEFITS 

This Plan pays benefits for certain prescription drugs that are prescribed by your Physician or 
Dentist, after you have satisfied your Drug Deductible and paid your Copayment amount.  A 
Copayment must be paid for each prescription or refill that you receive. 

This Plan provides prescription drugs through a contract with a Pharmacy Benefit Manager 
(PBM).  If you or your Eligible Dependent has a prescription filled or refilled at an In-Network 
pharmacy, the Plan pays for the total cost of the prescription or refill (minus the Copayment 
amount and your Drug Deductible). 

If you or your Eligible Dependent has a prescription filled or refilled at an Out-of-Network 
pharmacy that does not have an agreement with the PBM, you must pay the entire cost of the 
prescription or refill at the pharmacy and submit a claim form for reimbursement.  If you submit 
a form to the Fund Office requesting a reimbursement, the Plan will reimburse you (if your Drug 
Deductible has been satisfied) up to the amount that would have been paid by the Plan if you 
obtained the prescription from a pharmacy that is In-Network, less the applicable Copayment. 

The Plan will also provide benefits for Medically Necessary methadone treatment as Outpatient 
Benefits under the Substance Abuse Benefits section of this Plan. 

Please Note: Prescription Drug Benefits are based on your prescription being filled with a 
generic drug, if one exists.  If there is no generic drug available, or if your Physician specifies 
“brand only”, you will receive the brand name drug specified.  If you choose to receive the 
brand name drug, even though a generic is available, you will also be responsible for the 
difference in cost between the generic and the brand name drug. 

The Plan offers a mail-order drug program.  If you or your Eligible Dependent are taking any 
maintenance medications, which are taken regularly to treat an acute or chronic health condition, 
what you pay for Copayment amounts will be less through the mail-order program and the 
prescription will be sent to your home.  Any supply of medication for over 30 days must be 
obtained from the mail-order service.  If you need maintenance medication immediately, have 
your Physician write two prescriptions, one for a short-term immediate supply which can be 
filled at a pharmacy, and the second for an extended supply filled through the mail-order 
program. 

Forms for the mail-order drug program can be obtained from the Fund Office. 

A current listing of the independent pharmacies and chain stores which 
participate in the network provided by the PBM can be obtained by calling the 
Fund Office. 

 

COVERED PRESCRIPTION DRUGS 

“Covered Prescription Drugs” include the following drugs which must be prescribed by a 
Physician: 

• federal legend drugs; 

• state-restricted drugs; 
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• compounded prescriptions; 

• oral contraceptives; 

• injectable drugs; 

• Ritalin 

• the following anorexiants for persons through age 25; Cylert; 
Dextroamphetamine; Dexedrine; Adderall; and Desoxyn-Desoxyn Gradumet 

• Retin-A, Retin-A Micro, Avita, and Differin for treatment of medically active 
acne (note: prior authorization by the PBM is required if the prescription is for a 
person aged 25 or older) 

• Viagra, limited to 12 tablets in a 30 day period 

• drugs necessary to control diabetes (including insulin); 

• needles and syringes used to administer approved injectable medications; or 

• drugs necessary to aid chemotherapy 

In the event a covered injectable is administered in a Physician’s office, the 
resulting bill should be submitted to the Fund Office, where it will be processed 
for payment under the Plan’s Major Medical Provisions. 

PRESCRIPTION DRUGS NOT COVERED UNDER THE PLAN 

The following are not covered under the Plan’s Prescription Drug Benefit: 

• any drug, medicine or medication available without a prescription (except 
insulin), unless two or more of these drugs, medicines or medications must be 
compounded and the compounding may be done only by prescription: 

• anorexiants, except those listed above under “Covered Prescription Drugs”; 

• any therapeutic devices or appliances such as support garments, or other non-
medical substances; 

• biological sera, blood or plasma; 

• any experimental or investigational drug; 

• any charge for the administration of a drug or injectable insulin; 

• any medication taken or dispensed while an inpatient in a Hospital or other 
facility which has a pharmacy on the premises; 

• any prescription for more than a 30-day supply (when obtained through a local 
pharmacy) except for maintenance drugs, which may be obtained through the 
Fund’s Mail Order program in a 90-day supply (Maintenance drugs are those 
which are taken over a prolonged period of time to control or relieve pain or 
symptoms of chronic illness or disease); 
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• any drugs which may be obtained without charge through a public program, 
including worker’s compensation; 

• drugs dispensed in a Physician’s office; 

• cosmetic drugs including Renova, Propecia and Rogaine; 

• state-rejected drugs; 

• smoking cessation products; 

• fertility drugs; and 

• over-the-counter glucagons emergency kits. 

Your Prescription I.D. card is very important to you.  It should be used only by a person covered 
by this Plan.  The unauthorized or fraudulent use of the card is punishable by law and will be 
cause for immediate withdrawal of your card.  If you lose your card, contact the Fund Office 
immediately. 
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XI.  DEATH BENEFITS – TIER ONE ONLY 
 
 
 

 
� Death Benefits for Covered Employees 

-Under Age 70   $25,000 
-Age 70 to age 75   $16,250 
-Over age 75    $12,500 

� Death Benefits for Covered Retirees              $ 5,000 
 

 
 
DEATH BENEFITS TO BENEFICIARIES 
 
The Plan provides Death Benefits for Covered Employees under a contract for group life 
insurance with ING. 
 
Your Designated Beneficiary will be paid the amount of your Life Coverage in the event of your 
death while you are covered under this Plan.  The amount of benefit to be paid will be the 
amount shown above which is in force for you on the date of your death, subject to the terms and 
conditions provided in this Plan section. 
 
You may not assign your Death Benefits under this Plan to any individual or entity. 

BENEFICIARY DESIGNATION 
 
Your Designated Beneficiary is the party or parties named by you to receive the Death Benefits 
payable under this Plan upon your death.  You may name one or more beneficiaries to receive 
the Death Benefit. 
 
Your beneficiary designation should be kept up to date to assure that benefits will be paid in 
accordance with your wishes.  You may change your Designated Beneficiary(ies) at any time, 
without the consent of the previously named Beneficiary.  To change your Designated 
Beneficiary, you must file a Change of Beneficiary form (obtainable from the Fund Office).  No 
Designated Beneficiary change is effective until such written notification is received by the Plan 
Administrator. 
 
 
 
Upon receipt of satisfactory proof of your death, a Death Benefit will be payable to your 
Designated Beneficiary as follows: 
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1. If you have named more than one Beneficiary, each surviving Beneficiary will share 
equally, unless otherwise indicated when you named the Beneficiaries. 

2. If you did not name a Designated Beneficiary, or if no named Beneficiary is surviving at 
the time of your death, payment will be made to the first surviving class in the following 
order of preference: 
a. your surviving spouse; 
b. your children, in equal shares; 
c. your parents, in equal shares; 
d. your brothers and sisters, in equal shares; or 
e. the executors or administrators of your estate. 

In order to determine which class of individuals is entitled to the Death Benefit, the Plan 
Administrator may rely on an affidavit made by any individual listed above.  If payment 
is made based on such affidavit, the Plan will be discharged of its liability for the amount 
paid, unless written notice of claim by another individual listed above is received before 
payment is made. 

3. If the Beneficiary is a minor or someone not able to give a valid release for payment, the 
Plan will pay the Death Benefit to his or her legal guardian.  If there is no legal guardian, 
the Plan may pay the individual or institution who has, in the opinion of the Plan 
Administrator, custody and principal support of the Beneficiary. 

4. If an individual appears to the Plan to be equitably entitled to compensation because he or 
she has incurred expenses on behalf of the Participant’s burial, the Plan may pay to such 
individual the expenses incurred up to $500.  This amount will be paid from the total 
amount payable to the Designated Beneficiary(ies). 

 
Satisfactory proof of the claim of death will include a certified copy of the Plan Participant’s 
death certificate, and any other data that the Plan may require to establish the validity of the 
claim. 
 

TOTAL DISABILITY DEATH BENEFIT 
If you become Totally Disabled while covered by this Plan and prior to attaining age 60, your 
death benefit coverage will be continued while your Total Disability continues.  “Totally 
Disabled” and “Total Disability”, for purposes of this Death Benefits section, mean the complete 
inability, due to Injury or Illness, to engage in any business, occupation or employment for which 
you are qualified or become qualified by reason of education, training or experience for pay, 
profit or compensation. 
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In order for you to have coverage under this provision, you must: 

1. remain Totally Disabled; and 

2. submit satisfactory written proof to the Plan Administrator within twelve months from the 
date the disability begins, unless it can be shown that it was not possible to submit proof 
within this time period, and that proof was filed as soon as reasonably possible. 

 
If acceptable written proof is not received within the twelve month period as shown in item 2. 
above, any Death Benefit continued under this provision will terminate at the end of such twelve 
month period. 

PROOF OF DISABILITY 
The initial proof of disability must be submitted within twelve months of the date of disability 
and must show that the Total Disability: 

1. began while you were covered under this Plan; 

2. began before you attained age 60; and 

3. has existed continuously for 9 consecutive months. 
 
After the satisfaction of the initial proof of disability, eligibility for Death Benefits coverage may 
be continued under this provision for further successive 12 month periods if: 

1. you remain Totally Disabled; and 

2. acceptable written proof of your continued Total Disability is received each year by the 
Plan Administrator or its designee within 3 months prior to each anniversary of the date 
the initial proof was received.  The Plan Administrator or its designee will request written 
continued proof of your Total Disability.  You must submit such proof within 30 days of 
receiving the request. 

 
The Plan has the right to have you examined at no expense to you, by a doctor of the Plan’s 
choice, at any reasonable time during the course of your Total Disability.  However, the Plan will 
not require such an examination more than once a year after your coverage under this provision 
has been continued for at least two full years. 

TERMINATION OF TOTAL DISABILITY BENEFIT 
These Total Disability Benefit provisions shall cease on the earliest of the following dates: 

� The date your Total Disability no longer exists; or 

�       The date you fail to submit to any required medical examination; or 
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� The date you fail to submit any required proof of the uninterrupted existence of 
such Total Disability; or 

� The date you attain age 70. 
 
If a death benefit is paid under this provision, it shall be in lieu of all other Death Benefits  
provided under this Plan. 
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XII.  ACCIDENTAL DEATH AND DISMEMBERMENT – TIER ONE 
ONLY 

 
 
 

� Accidental Death or 
Dismemberment for Covered Employees 

� Under Age 70 $25,000 
� Age 70 to age 75 $16,250 
� Over age 75 $12,500 

 

 
ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS 
 
The Plan provides Accidental Death and Dismemberment Benefits under a group contract with 
ING Relistar Life Insurance Company to Covered Employees. 
 
Upon receipt of due proof of loss, Accidental Death and Dismemberment Benefits will be paid 
if: 

1. you, while covered under this Plan, suffer an accidental Injury; and 

2. as the direct result of the accident, and independent of all other causes, you suffer a 
“Covered Loss” within 90 days after the accident; and 

3. the accident is not the result of an Injury which arises out of, or in the course of, any 
employment with any employer. 

 
Except as excluded under the provisions below, a “Covered Loss” means permanent loss of: 

1. your life; or 

2. your hand, by severance at or above the wrist joint; or 

3. your foot, by severance at or above the ankle joint; or 

4. your eye, involving irrecoverable and complete loss of sight in the eye. 
 
The amount of the Accidental Death or Dismemberment Benefit will be the full amount shown 
in the schedule above (based on your age at the time of the accident) if you suffer the loss of 
your life, the loss of both hands, the loss of both feet, or the irrevocable loss of sight of both 
eyes.  The Benefit amount will be one-half of the amount shown above for the loss of one hand, 
the loss of one foot, or the irrevocable loss of sight of one eye from accidental Injury.  The full 
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amount shown above is also payable for the loss of any combination thereof. (i.e. loss of hand 
and foot, loss of sight in one eye and hand). 
 
If you suffer more than one loss in any one accident, payment shall be made only for that loss for 
which the largest amount is payable. 
 
FILING A CLAIM AND PROOF OF LOSS 
 
In order to receive a claim form for filing a claim, written notice of the claim must be provided to 
the Fund Office within 90 days after the date of a loss which is covered under this Plan, or as 
soon as it is reasonably possible to do so. 
 
Proof of the loss for which a claim is made must be given to the Plan no later than 90 days after 
the date of the loss.  A claim will not be reduced or denied for failure to provide proof within this 
time, if it is shown that it was not reasonably possible to furnish proof, and that proof was 
provided as soon as it was reasonably possible to do so. 
 
The proof of claim must include all information necessary for the Plan Administrator or its 
designee to determine: 

1. the nature of the loss; and 

2. the date of the loss. 
 
The Plan may require, as part of the proof, authorization to obtain medical and non-medical 
information.  The Plan Administrator will notify you or your Beneficiary of any additional 
information required to process the claim. 
In addition, the Plan, at no expense to you or your Beneficiary, has the right to: 

1. have you examined, by a doctor of its choice; or 

2. have an autopsy performed, if it is not prohibited by law. 
 

EXCLUSIONS 
 
No Accidental Death and Dismemberment Benefits will be paid for any loss that is caused 
directly or indirectly, or in whole or in part, by any of the following: 

� bodily or mental illness or disease of any kind; 

� bacterial infections (except infections caused by pyogenic organisms which occur 
with and through an accidental cut or wound); 

� suicide or attempted suicide; 

� intentional self-inflicted injury; 
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� participation in, or the result of participation in, the commission of an assault, or a 
felony, or a riot, or a civil commotion; 

� war or act of war, declared or undeclared; or any act related to war, or 
insurrection; 

� police duty as a member of any military, naval or air organization; 

� parachuting, bungee cord jumping, flying, ballooning, hang-gliding, skydiving, 
parasailing or any other aeronautic activities except as a passenger on a 
commercial aircraft; or 

� intake of any drug, medication or sedative unless prescribed by a Physician. 

 

BENEFICIARY DESIGNATION 
 
In the case of any benefits payable under this provision, other than Accidental Death Benefits 
payable in the event of your death, the benefits will be paid to you.  However, in the case of your 
death, your Designated Beneficiary is the party or parties named by you to receive any 
Accidental Death Benefits payable under this Plan.  You may name one or more beneficiaries to 
receive the Benefit. 
 
Your Beneficiary designation should be kept up to date to assure that benefits will be paid in 
accordance with your wishes.  You may change your Designated Beneficiary(ies) at any time, 
without the consent of the previously named Beneficiary.  To change your Designated 
Beneficiary, you must file a Change of Beneficiary form (obtainable from the Fund Office).  No 
Designated Beneficiary change is effective until such written notification is received by the Plan 
Administrator. 
 
Upon receipt of satisfactory proof of your loss, an Accidental Death and Dismemberment Benefit 
will be payable to your Designated Beneficiary as follows: 

1. If you have named more than one Beneficiary, each surviving Beneficiary will share 
equally, unless otherwise indicated when you named the Beneficiaries. 

2. If you did not name a Designated Beneficiary, or if no named Beneficiary is surviving at 
the time of your death, payment will be made to the first surviving class in the following 
order of preference: 
a. your surviving spouse; 
b. your children, in equal shares; 
c. your parents, in equal shares; 
d. your brothers and sisters, in equal shares; or 
e. the executors or administrators of your estate. 

In order to determine which class of individuals is entitled to the Accidental Death 
Benefit, the Plan Administrator may rely on an affidavit made by any individual listed 
above.  If payment is made based on such affidavit, the Plan will be discharged of its 
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liability for the amount paid, unless written notice of claim by another individual listed 
above is received before payment is made. 

3. If the Beneficiary is a minor or someone not able to give a valid release for payment, the 
Plan will pay the Accidental Death Benefit to his or her legal guardian.  If there is no 
legal guardian, the Plan may pay the individual or institution who has, in the opinion of 
the Plan Administrator, custody and principal support of the Beneficiary. 

 
Satisfactory proof of the claim will include a certified copy of the Plan Participant’s death 
certificate, and any other data that the Plan may require to establish the validity of the claim. 
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XIII.  WEEKLY DISABILITY INCOME COVERAGE – TIER ONE 
ONLY 

 
 

� Weekly Income for Disability 
66 2/3% of highest gross compensation for the three calendar years 
immediately preceding year in which disability occurred divided by 52 
weeks (not to exceed $300).  Excludes work-related injuries. 

� Additional Weekly Income Disability Benefit  
$200 per week in addition to above benefit for first 2 weeks of disability if 
unable to work and Hospitalized for non mental health or substance abuse 
related illness. Excludes work related injuries. 

 

 
WEEKLY INCOME AND ADDITIONAL WEEKLY INCOME 
BENEFITS 
 
The Plan provides a Weekly Disability Income Benefit for loss of ability to work during a 
qualifying disability which begins while you are covered under this Plan.  If the qualifying 
disability is due to an accident, the benefits begin on the first day of disability.  If the qualifying 
disability is due to sickness, Benefits under this provision will begin the earlier of the fifth day of 
continuous disability or the first day of Hospital confinement.  Weekly Disability Income 
Benefits are payable for a maximum of twenty-six weeks for each period of disability. 
 
The Weekly Disability Income Benefit will pay 66 2/3% of your highest yearly gross 
compensation for the three years immediately preceding the year in which disability occurred 
divided by 52 weeks, up to $300.00 per week.  This amount will be prorated for partial weeks. In 
addition, if you are Totally Disabled and in a Hospital, you will receive an Additional Weekly 
Income Benefit of $200.00 per week for the first two weeks of disability for non mental health or 
non substance abuse related illness.  This amount will be prorated if you are Hospitalized for 4 
days or less, or for partial weeks. 
 

ELIGIBILITY FOR WEEKLY DISABILITY INCOME BENEFITS 
 
To qualify for Weekly Disability Income and Additional Weekly Income Benefits you must be 
Totally Disabled due to a non-occupational Illness or Injury, unable to perform the duties of your 
occupation and not engaged in any other occupation for wage or profit.  Weekly Disability 
Income and Additional Weekly Income Benefits for disability due to pregnancy or any 
complication of pregnancy are payable the same as for disability due to Illness.  You must also 
be under the care of a Physician for your disability. 
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PERIODS OF DISABILITY 
 
Two or more periods of disability due to the same cause are considered one period of disability 
unless they are separated by your return to full-time work for a continuous period of at least two 
weeks.  Two or more periods of disability due to an unrelated Injury or Illness are considered one 
period of disability unless separated by at least two consecutive weeks during which time you are 
on the Union’s “available for work” list. 
 
Full-time work, for purposes of this section, will be considered to be your return to the Union’s 
“available for work” list for a period of 2 consecutive weeks. 
 
Total Disability will be considered due to Illness unless disability is the direct result of and 
commences within thirty days after a bodily Injury. 
 

EXCLUSIONS 
No Weekly Disability Income or Additional Weekly Income Benefits are payable for a period of 
disability: 

� during which you are not under the direct care of a Physician (a period of disability will 
not be considered as having started earlier than three days before the date you first see a 
Physician); or 

� caused while you were committing a felony, a criminal act or misconduct; or 

� due to an intentionally self-inflicted injury of any kind, while sane or insane; or 

� due to war or any act of war, declared or undeclared; or 

� if a claim is not filed within 180 days after the Total Disability begins; or 

� for which you are receiving Workers’ Compensation benefits. 
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XIV.  HOW TO FILE CLAIMS 
 
 
 
Please submit your claims in a timely fashion to assist the Plan in the accurate and efficient 
administration of claims. 
 
Claims must be filed within one year of the date the service is incurred.  After one year from the 
date of service, the claim will no longer be eligible for payment under this Plan. 

MEDICAL BENEFITS 
Benefits Administration Corp. will administer payment of all medical claims (in and out of PPO 
network), Weekly Disability Income claims, and Vision Services not provided by VSP.  The 
name, address and phone numbers of the Claims Administrator is: 

IATSE Local 22/772 Welfare Plans Claims Office 
9411 Philadelphia Rd., Suite S 

Baltimore, MD  21237 
Phone: (800) 941-2752 
Fax: (410) 444-0035 

VISION CARE BENEFITS (IN-NETWORK ONLY) 
Claims for visions services provided by VSP will be filed by your VSP physician. 

The following steps must be followed to use VSP’s services: 

1. Chose a participating Vision Service Plan eye doctor.  A list of participating eye doctors 
is available in the Fund Office or call 1-800-877-7195 for doctors in your area.  If you 
would like to check on a particular doctor, you will need the doctor’s phone number with 
area code. You may also use the VSP web site (www.vsp.com). 

2. Call the VSP doctor for an appointment and identify yourself as a VSP member.  Give the 
doctor your identification number and tell him or her that you are covered under the 
I.A.T.S.E. Local 22 Vision Service Plan. 

3. After you have scheduled your appointment, the VSP participating doctor will contact 
Vision Service Plan to verify your eligibility and plan coverage.  The doctor will also 
obtain authorization for services and materials.  The doctor will tell you what benefits you 
are eligible for. 

 
If you receive services or material from a non-participating eye doctor, you must pay the doctor 
the full fee for services rendered and submit your paid itemized bill to VSP for reimbursement. 
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OTHER BENEFITS 
Claims for Death and AD&D should be sent to: 

I.A.T.S.E. Local 22/772 Welfare Fund Office 
11247 C Lockwood Drive 

Silver Spring, MD  20901-4556 
Phones: (301) 593-1265 

Fax: (301) 593-0648 

HOW TO FILE CLAIMS 
When filing a claim for medical or similar benefits (if provided under this plan) attach itemized 
bills for any services not shown on the claim form.  Be sure the bills clearly identify the patient, 
the date and nature of treatment or service and the amount of charge.  The claim form will 
include an authorization to pay benefits directly to the provider of the service (physician, 
hospital, etc.)  If you wish to direct payment to the provider, you must sign the authorization. 
 
You have ninety days in which to file proof of claim.  No claim will be denied, however, due to 
failure to file proof within the time specified if it can be shown that it was not reasonably 
possible to furnish such proof on time and that it was furnished as soon as was reasonably 
possible. 
 
A claim will not be payable under this Plan if it is filed more than one year following the date in 
which services were incurred. 
 
ING and/or the Board of Trustees (at its own expense) reserves the right to have a physician it 
designates examine the individual whose loss is the basis of a claim when and so often as it may 
reasonably require. 
 
No action at law or inequity may be brought to recover on the Group Policy prior to the 
expiration of sixty days after proof of loss has been filed in accordance with the requirements of 
the Group Policy, nor may such action be brought at all unless brought within three years from 
the expiration of the time allowed for furnishing proof of loss. 
 
 
PROCESSING OF CLAIMS AND APPEALS 
If no benefits are payable for a claim which has been filed, a written explanation will be 
provided.  If there is a question about the settlement or if you think the decision to deny the claim 
is incorrect, you may request a review of the claim.  The request should be presented to the 
Board of Trustees in writing along with any additional facts or documentation, including any 
relevant medical records that may have a bearing on the claim within 90 days of your receipt of 
the explanation of payment or nonpayment of the claim.  After a full review, the claimant will be 
notified of the decision and the basis for such decision. 
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Unless there are unusual circumstances, claims are processed within ninety days of filing and 
reviews of denied claims are completed within sixty days of receipt of a request for review.  
Benefits Administration Corp. will notify the claimant if the claim or review process cannot be 
completed within these time limits. 

 

DISABILITY CLAIMS & APPEALS  
Disability claim determinations will be communicated within 45 days, subject to an extension, 
by the administration with notice to the claimant, this extension may itself be extended for an 
additional 30 days by the Administrator, with notice to the claimant.   
 
 A notice of adverse determination on a disability claim will advise the claimant  
 of the following: 

 
● Specific reason for the adverse determination 
 
● Reference to any specific Plan provision. 
 
● Description  of additional information required and the reason 

 why. 
 
● A description of the Plan’s review procedure and the right to sue 

under 502(a) of the act upon adverse review. 
 
● Any internal rule, guideline, protocol, or other similar criteria, and 

a copy provided free upon request. 
 
● An explanation of any specific or clinical judgement and a copy 

provided free upon request. 
 
● The identity of any medical or vocational expert whose advise was 

obtained in connection with the adverse determination, whether 
relied on or not. 

 
The claimant will be allowed 180 days to appeal an adverse determination. 

 
Notice of a decision on a disability appeal will be given within 45 days of receipt of the appeal.  
Since the Board of Trustees decides appeals, the appeal will be decided at the next quarterly 
meeting, unless the appeal is received within 30 days prior to the meeting, in which case it shall 
be decided at the next subsequent quarterly meeting.   
 
The Board of Trustees may extend the period for a ruling on an appeal until their next meeting in 
“special circumstances” such as the need to conduct a hearing, provided notice is given to the 
Claimant.  Notice will be given the Claimant within 5 days of the final determination of the 
appeal by the Board. 
 
 A notice of denial of appeal will advise the Claimant: 



■ The specific reason for the adverse decision. 
 
■ Reference to any specific Plan provision. 
 
■ Right to receive free of charge any documents, records or other information 

relevant to the claim. 
 
■ A description of any voluntary appeal procedure and of Claimant’s right to sue 

under Section 502(a) of ERISA. 
 
■ Any internal rule, guideline, protocol or similar criteria and a copy free upon 

request. 
 
■ Explanation of scientific or clinical judgment, to be provided free upon request. 
 
■ A statement referring the Claimant to the Department of Labor and State 

Insurance regulatory agency concerning alternative dispute resolution. 
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XV.  COORDINATION OF BENEFITS AND MEDICARE 
 
 
COORDINATION OF BENEFITS OVERVIEW 
 
Your medical, dental, and vision benefits are coordinated with any benefits payable to you or 
your Eligible Dependents for the same expenses from any other health and welfare benefit plan, 
whether insured or self-insured. 
 
Coordination means that one of the plans (the “primary plan”) pays benefits first and that 
benefits from this Plan and benefits from other plan(s) can equal, but not exceed, 100% of 
“allowable expenses” incurred.  The purpose of coordination is to permit full payment of actual 
allowable expenses without unnecessary duplication of payments.  Coordination of Benefits is 
only applicable when you, your spouse or your dependents are eligible under more than one 
group health plan. 

DEFINITION OF TERMS 

� “Allowable Expenses” are Covered Charges, in full or in part, for benefits and services 
covered in full or in part under this Plan.  Expenses not covered by any plan to which a 
person belongs are not allowable.  For example, coordination of benefits would not cover 
personal convenience items such as television rental in the hospital. 

� “Other health and welfare benefit plans” include group plans (insured or self insured) 
such as your spouse’s employer’s group health plan and Medicare. 

HOW COORDINATION OF BENEFITS WORKS - WHICH PLAN PAYS FIRST 
Benefits are coordinated with other insurance plans in the following order: 

1. This Plan pays allowable expenses second, after any plan that does not have a 
coordination of benefits provision. 

2. The plan covering you or an Eligible Dependent as an employee, laid off employee, 
retiree, member or subscriber (or a dependent of such person) pays allowable expenses 
first before a plan covering you as a dependent.  If the plan covering the person is 
Medicare and Medicare is by law secondary to the plan covering the person as dependent 
and primary to the plan covering the person as other than a dependent (e.g., a retiree), the 
order of payment is reversed.  An Eligible Dependent, except a Spouse, who earns 
coverage as a Participant is not covered as a dependent under this Plan.  If a husband and 
wife are both eligible participants of this Plan, both will be covered as an individual and 
as a dependent. 

3. For someone who is covered as an Eligible Dependent under the plans of both parents, the 
plan of the parent whose birthday falls earlier in the Calendar Year will pay before the 
plan of the other parent.  If both parents have the same birthday, whichever plan has 
covered one of the parents longer is the plan that pays first.  This “Birthday Rule” applies 
only if both plans have adopted the Birthday Rule.  If either plan does not have the 
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Birthday Rule, then the father’s plan pays first.  This provision applies if the parents are 
married and not living separately, or if a court has not specified that one parent has legal 
responsibility to provide health coverage to the child (see below). 

4. A plan covering someone as a laid off or retired employee or a dependent of such person, 
pays benefits after any other plan covering the person as an employee. 

5. If you or your dependents are receiving COBRA coverage because of a pre-existing 
condition, the COBRA coverage of this plan pays after the other plan for all medical 
expenses not related to the pre-existing condition. 

6. If priority still is not established according to the previous rules listed above, the plan that 
has covered the person for the longer period of time pays benefits first.  If priority is still 
not established under any of these rules, each plan shall pay an equal share of covered 
expenses incurred. 

 
The following special rules apply in place of the above rules for dependent coverage in case 
of legal separation or divorce: 

1. When parents are separated (whether or not ever married) or divorced and there is a court 
decree which established financial responsibility for medical, dental, or other health care 
expenses for the child, benefits are determined in accordance with the court decree. 

2. If there is no specification of responsibility in a court decree, and if the parent with 
custody has not remarried, the benefit plan covering the parent with custody pays first.  
The plan covering the parent without custody pays second. 

3. If there is no specification of responsibility in a court decree, and if the parent with 
custody has remarried, the benefit plan covering the parent with custody pays first.  The 
stepparent’s plan pays second.  The plan of the parent without custody pays third. 

 
COORDINATION OF BENEFITS WITH MEDICARE 

MEDICARE COORDINATION AT AGE 65 FOR COVERED EMPLOYEES 
If you or your spouse becomes eligible for Social Security at age 65, coverage by Medicare is 
available even if you do not retire.  Medicare includes Hospital Insurance benefits (called “Part 
A”) as well as supplementary medical insurance (called “Part B”). 

You have the following options at age 65 if you do not retire: 

1. Choose this Plan as your primary coverage and Medicare as your secondary 
coverage. 

You would continue to submit all your claims to the Plan and receive the same benefits as 
any other employee.  Medicare would then consider a claim for any remaining expenses.  
Having coverage under both Medicare and this Plan obviously provides you with the 
greatest protection.  Medicare Part A benefits are free but payment of premiums is 
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required for Medicare Part B coverage.  You should notify the Plan as well if you have 
enrolled in Medicare, so the Fund Office can be aware of your need for payment 
information to file Medicare claims.  The Fund Office cannot file Medicare claims for 
you. 

2. Choose Medicare alone 

You may choose not to participate in this Plan and have Medicare as your only insurance.  
You would submit claims only to Medicare.  Medicare has certain deductibles and co-
payments for most services as well as premiums for Part B coverage.  You must notify 
this Plan in writing if you choose Medicare alone.  Otherwise, this Plan will continue to 
pay benefits the same as before as long as you are eligible.  You should notify the Plan as 
well if you have enrolled in Medicare, so the Fund Office can be aware of your need for 
payment information to file Medicare claims.  The Fund Office cannot file Medicare 
claims for you. 

3. This Plan Alone 

You may choose not to enroll under Medicare and have this Plan as your only insurance.  
You should contact your nearest Social Security Administration Office for information on 
the consequences of delaying enrollment in Medicare; some of these are described below. 

4. Choose Your Spouse’s Employer-Provided Coverage as Primary 

If your spouse is employed and is provided coverage through his/her employer, you may 
choose this as primary coverage. Generally, in this instance, Medicare would be the 
secondary payer and this Plan would be tertiary. However, if you (or your spouse) do not 
enroll in Medicare Part B as a result of having other primary coverage, this Plan would be 
secondary for claims that would otherwise be covered by Part B. 

 

MEDICARE FOR DISABLED INDIVIDUALS 
Medicare becomes the primary payer for any totally disabled individuals who are not actively 
working.  If you are enrolled in Medicare prior to age 65, Medicare will be the primary payer.  
Claims must be sent to Medicare first. The I.A.T.S.E. Local 772 Welfare Plan remains the 
secondary payer and the Plan will pay secondary to Medicare. 

MEDICARE FOR INDIVIDUALS WITH END-STAGE RENAL DISEASE (ESRD) 

If, while you are a Covered Employee, you or an Eligible Dependent becomes entitled to 
Medicare because of ESRD, this Plan pays first and Medicare pays second for a limited period of 
time starting the earlier of: 

1. the month in which Medicare ESRD coverage begins, or 

2. the first month in which the individual receives a kidney transplant. 
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After the Social Security required number of months after Medicare ESRD coverage 
begins, or following a kidney transplant, Medicare pays first, and this Plan pays second. 
 
ENROLLING IN MEDICARE IF YOU RETIRE ON OR BEFORE AGE 65 
If you retire on or before your 65th birthday, it is important that you and your spouse visit an 
office of the Social Security Administration during the three-month period prior to the 65th 
birthday for each of you to enroll in Medicare.  If you fail to enroll in Medicare within 90 days 
after your 65th birthday, you may be subject to lower medical protection. 

Lower coverage can occur two ways: 

1. Medicare charges higher premiums if you enroll late and limits when you can enroll.  
(See penalties in next paragraph.) 

2. If you have questions concerning enrolling in Medicare, please contact Social Security. 

RULES FOR ENROLLMENT IN MEDICARE IF YOU WORK PAST AGE 65 AND 
RETIRE 
If you are over age 65 and stop working, you must enroll in Medicare within seven months of the 
last day you worked.  This rule applies even if you are still receiving health care benefits from 
this plan for a period beyond 7 months because of the plan’s eligibility rules.  If you do not enroll 
in Medicare within this time period, you may be subject to the following penalties: 

1. A 10% higher premium for each year you could have enrolled in Medicare but did not. 

2. You can enroll only during the months of January, February, or March of the following 
year and your protection will not begin until the following July 1. 

3. If you are retired under the International Alliance of Theatrical Stage Employees Pension 
Plan Local 22 and you or your spouse is over 65, Medicare becomes your primary payer.  
This plan pays claims after Medicare becomes your primary payer if you have met the 
requirements for continuation of coverage.  This Plan will not pay claims that Medicare 
would have paid because you failed to enroll. 

 
Therefore, if you are over 65 and stop working, visit an office of the Social Security 
Administration promptly to enroll within the 7-month limit, even if Plan coverage continues 
longer.  Otherwise, a gap of no medical coverage at all may occur when your Plan eligibility runs 
out. 
 
This plan will not pay claims that Medicare would have paid because you failed to enroll. 
 
CASES INVOLVING A THIRD PARTY   
 
If someone negligently injures you or your Eligible Dependents, the Plan will pay benefits 
towards expenses incurred as a result of your injury.  However, you may be required to 
reimburse the Plan for the payments it has made if you recover damages from an insurance 
company or from the other party. 
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In cases in which an injury to, or resulting medical condition of, a Participant or Beneficiary 
under the Plan is the result of or is causally related to the conduct of a third party, and such 
Participant or Beneficiary advances or maintains any claim or cause of action against such third 
party for such injury or condition, all payments or benefits received by such Participant or 
Beneficiary under this Plan shall be in the nature of an advance to such Participant or 
Beneficiary, and shall be repaid to the Plan from any proceeds or payment received by such 
Participant or Beneficiary from such third party or the insurer of such third party, by way of any 
judgement, settlement, or award. 
 
In cases in which it shall appear to the Plan that a Participant’s or Beneficiary’s right to benefits 
from the Plan is or may be the result of the conduct or negligence of a third party which may rise 
to a claim or cause of action against such third party by the Participant or Beneficiary, the Plan 
shall withhold further benefits to such Participant or Beneficiary until the Participant or 
Beneficiary shall agree in writing to repay such advance as set forth above by executing an 
appropriate agreement. 
 
EQUITABLE LIEN 
All funds received by or for any covered person up to and including the amount of claims paid, 
are subject to the Plan’s equitable lien thereon and are deemed to be held in constructive trust for 
the benefit of the Plan until such funds are delivered to the Plan or its Attorney.  
 

For example: 
If you or your dependents were injured in an automobile accident which was another person’s 
fault, and the Plan paid $1,000 in benefits to you as a result of the accident, and you 
subsequently recover money from a lawsuit or the insurance company, the Plan may be entitled 
to receive up to $1,000 of the money you receive. 
 
If you are involved in such case, you may be asked to sign an agreement to reimburse the Fund 
for any advance of payment of benefits.  Should you choose not to sign this agreement, benefits 
under this plan may be withheld or terminated at the discretion of the Board of Trustees for the 
injuries involved. 
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XVI.  GENERAL PLAN INFORMATION 
 
 
INFORMATION ABOUT THE PLAN 
 
This Plan is maintained pursuant to Collective Bargaining Agreements.  Copies of the 
agreements may be obtained by Plan Participants and Eligible Dependents upon written request 
to the Plan Administrator.  The Collective Bargaining Agreements are also available at each 
employer establishment where at least 50 persons covered under the Plan are customarily 
working.  Contributions to the Fund are made by Contributing Employers and, under certain 
circumstances, by employees, retirees or dependents. 

Type of Plan: 

This Plan is an Employee Welfare Benefits Plan including: 

1. Medical expense benefits; 
2. Dental expense benefits; 
3. Vision expense benefits; 
4. Death benefits; 
5. Accidental death and dismemberment benefits; 
6. Short term disability coverage; and 
7. Prescription drug benefits. 

Type of Administration: 
The IATSE Local 22/772 Welfare Fund is administered by a Board of Trustees with equal 
representatives from participating Employers and Covered Employees.  The I.A.T.S.E. Local 
22/772 Welfare Fund is liable and self-insured for all benefits under the Plan, except Death 
Benefits and Accidental Death & Dismemberment Benefits for Covered Employees, which are 
insured by ING.  Benefits Administration Corp. administers payment of medical claims, VSP 
administers payment of vision claims, Express Scripts administers payment of prescription 
claims, Delta Dental administers payment of dental claims, and ING administers death and 
accidental death and dismemberment insurance claims. 
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The name, address and phone of   The name, address and phone of 
the Claims Administrator is:   the Fund Administrator is: 

Benefits Administration Corp, Inc.   I.A.T.S.E. Local 22/772 Welfare Fund 
9411 Philadelphia Rd. Suite S   11247 C Lockwood Drive 
Baltimore, MD 21237     Silver Spring, Maryland 20901-4556 

Phones: (410) 319-7264     Phones: (301) 593-1265/6 
(800) 941-2752     Fax: (301) 593-0648 
Fax: (410) 444-0035 

The Plan Identification Number is:  52-1021473 

The Plan number is: 501 

The fiscal year end date is:  December 31 

Agent for services of legal process is: 

Thomas P. McErlean, Esq. 
2461 Wisconsin Avenue, N.W. 

Suite 201 
Washington, D.C. 20007 

 
The Plan Administrator of the Fund is the Board of Trustees.  The members of the Board of 
Trustees are as follows: 

Employer Trustees   Employee Trustees 

Lynne Pratt          J. Walter Cahill 
John F. Kennedy Center for  I.A.T.S.E. Local 22 
the Performing Arts   11247-B Lockwood Drive 
Washington, D.C. 20566  Silver Spring, MD  20901  

  Ann M. McKee   Irving C. Clay 
Wolf Trap Foundation  4204 Alsace Way 
1624 Trap Road   Upper Marlboro, MD 20772 
Vienna, VA 22182 

  Barrett Newman   Donald E. Tillett 
  3701 Massachusetts Ave., NW  11930 Holly Branch Court 
  Suite 102     Great Falls, VA 22066 
  Washington, DC 20016 

Thomas F. Timlin Jr.
Local 772 – non-voting
3940 2nd Street, S.W.
Washington, DC 20032
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STATEMENT OF ERISA RIGHTS 
 
This Welfare Plan was established as the result of collective bargaining agreements and its 
purpose is to improve the security and well-being of the Plan Participants and their beneficiaries.  
The Trustees, the Employers, and the Union want you as a Participant in the Plan to enjoy its 
benefits. 
 
However, in addition to what the Trustees, the Employers and the Union have done to see that 
the Plan’s benefits are fulfilled, Federal regulations require the following summary of rights and 
protection to which every Participant in the Plan is entitled under the law (ERISA). 

YOUR RIGHTS UNDER ERISA 
As a Participant in the I.A.T.S.E. Local 772 Welfare Plan, you are entitled to certain rights and 
protections under the Employment Retirement Income Security Act of 1974 (ERISA).  ERISA 
provides that all plan participants shall be entitled to: 

RECEIVE INFORMATION ABOUT YOUR PLAN AND BENEFITS 
Examine, without charge, at the plan administrator’s office and at other specified locations, such 
as worksites and union halls, all documents governing the plan, including insurance contracts 
and collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) 
filed by the plan with the U.S. Department of Labor and available at the Public Disclosure Room 
of the Pension and Welfare Benefit Administration. 
 
Obtain, upon written request to the plan administrator, copies of documents governing the 
operation of the plan, including insurance contracts and collective bargaining agreements, and 
copies of the latest annual report (Form 5500 Series) and updated summary plan description.  
The administrator may make a reasonable charge for the copies. 
 
Receive a summary of the plan’s annual financial report.  The plan administrator is required by 
law to furnish each participant with a copy of this summary annual report. 
 

CONTINUE GROUP HEALTH PLAN COVERAGE 
Continue health care coverage for yourself, spouse or dependents if there is a loss of coverage 
under the plan as a result of a qualifying event.  You or your dependents may have to pay for 
such coverage.  Review this summary plan description and the documents governing the plan on 
the rules governing your COBRA continuation coverage rights. 
 
Reduction or elimination of exclusionary periods of coverage for preexisting conditions under 
your group health plan, if you have creditable coverage from another plan.  You should be 
provided a certificate of credible coverage, free of charge, from your group health plan or health 
insurance issuer when you lose coverage under the plan, when you become entitled to elect 
COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request 
it before losing coverage, of if you request it up to 24 months after losing coverage.  Without 
evidence of credible coverage, you may be subject to a preexisting condition exclusion for 12 
months (18 months for late enrollees) after your enrollment date in your coverage. 
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PRUDENT ACTIONS BY PLAN FIDUCIARIES 
In addition to creating rights for plan participants, ERISA imposes duties upon the people who 
are responsible for the operation of the employee benefit plan.  The people who operate your 
plan, called “fiduciaries” of the plan, have a duty to do so prudently and in the interest of you 
and other plan participants and beneficiaries.  No one, including your employer, your union, or 
any other person, may fire you or otherwise discriminate against you in any way to prevent you 
from obtaining a welfare benefit or exercising your rights under ERISA. 
 

ENFORCE YOUR RIGHTS 
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to 
know why this was done, to obtain copies of documents relating to the decision without charge, 
and to appeal any denial, all within certain time schedules. 
 
Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you 
request a copy of plan documents or the latest annual report from the plan and do not receive 
them within 30 days, you may file suit in a Federal court.  In such a case, the court may require 
the plan administrator to provide the materials and pay you up to $110 a day until you receive the 
materials, unless the materials were not sent because of reasons beyond the control of the 
administrator.  If you have a claim for benefits which is denied or ignored, in whole or in part, 
you may file suit in a state or Federal court.  In addition, if you disagree with the plan’s decision 
or lack thereof concerning the qualified status of a domestic relations order or a medical child 
support order, you may file suit in Federal court.  If it should happen that plan fiduciaries misuse 
the plan’s money, or if you are discriminated against for asserting your rights, you may seek 
assistance from the U.S. Department of Labor, or you may file suit in a Federal court.  The court 
will decide who should pay court costs and legal fees.  If you are successful the court may order 
the person you have sued to pay theses costs and fees.  If you lose, the court may order you to 
pay these costs and fees, for example, if it finds your claim is frivolous. 

ASSISTANCE WITH YOUR QUESTIONS 
If you have any questions about your plan, you should contact the plan administrator.  If you 
have any questions about this statement or about your rights under ERISA, or if you need 
assistance in obtaining documents from the plan administrator, you should contact the nearest 
office of the Pension and Welfare Benefits Administration, U.S. Department of Labor, listed in 
your telephone directory or the Division of Technical Assistance and Inquiries, Pension and 
Welfare Benefits Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., 
Washington, D.C. 20210.  You may also obtain certain publications about your rights and 
responsibilities under ERISA by calling the publications hotline of the Pension and Welfare 
Benefits Administration. 
 
SPECIAL ENROLLMENT RIGHTS 
Special enrollment Rights Under the Health Insurance Portability and Accountability Act 
(HIPPA) 
If you did not enroll for Health care coverage within 30 days of becoming eligible, you may be 
able to enroll at a later date under the Plan’s Special Enrollment Rights provided that: 
● You were eligible for coverage, but declined it when it was previously offered; 
● You stated in writing that you had health care coverage from another source; 
● Your other coverage terminated because: 
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1. It was Cobra continuation Coverage and that coverage had been exhausted; or 
2. Your eligibility for the other coverage was lost (for reasons other than you failure to pay 

premiums) or employer contributions toward the cost of coverage terminated. 
 
If you meet these conditions, you must request enrollment within 30 days after the date your 
COBRA coverage was exhausted or your other coverage terminated.  Your enrollment will be 
effective the first day of the calendar month beginning after the date on which the Plan receives 
your completed enrollment form. 
 
In addition, you may enroll yourself and your dependents for coverage at any time provided that: 
● You are eligible for coverage under the Plan and not currently enrolled; 
● You declined coverage under the Plan when it was offered previously; and 
● You’ve married or acquired a dependent through marriage, birth adoption or placement 

for adoption. 
If you meet these conditions, you must submit a completed enrollment form within 30 days of 

the marriage, birth, adoption, or placement of adoption.  Enrollment in the Plan will be 
effective on the first day of the first calendar month beginning after: 

● The date the Plan receives your completed enrollment form, in the case of your marriage; 
● The date of your new dependent’s birth; or 
● The date of your new dependent’s adoption or placement for adoption with you. 
 
CERTIFICATE OF COVERAGE  
When Your medical coverage ends, the Claims Office will provide you and/ or your covered  
dependents with a Certificate of Coverage that indicates the period of time you and/ or they were 
covered under the Plan.  If you and/ or your covered dependents become eligible for coverage 
under another group plan with in 62 days after your coverage under this Plan ends, or if you buy 
a health insurance policy for yourself and/ or your covered dependents, you may need this 
certificate to reduce any exclusions for pre-existing conditions that may apply to you 
and/or your covered dependents in that group health plan or health insurance policy.   This 
certificate will indicate the period of time you and/ or they were covered under this Plan, and 
certain information that is required by law. 
 
This certificate will be sent to you (or any of your covered dependents) by first class mail shortly 
after your (their) coverage under this Plan ends.  If you (or any of your covered dependents) elect 
COBRA Continuation Coverage, another certificate will be sent to you ( or if COBRA 
Continuation Coverage is provided only to your covered dependents, to the dependents) by first 
class mail shortly after the COBRA Continuation Coverage ends for any reason. 
  
In addition, a certificate will be provided to you and/ or any covered dependents upon receipt of  
a request for the certificate, if that request is received by the Fund Office within two years after 

the later of the date your coverage under this Plan ended or the date Cobra Continuation 
Coverage ended, if the request is addressed to: Benefits Administration Corporation, 
9411 Philadelphia Road, Suite S, Baltimore, Maryland 21237. 
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PLAN AMENDMENTS OR TERMINATIONS 
 
The Board of Trustees of the I.A.T.S.E. Local 22 Welfare Fund reserves the right to amend or 
terminate this Plan, or any part of it at any time.  Amendments may be made in writing by the 
Board of Trustees and become effective on the date approved, or such other date as may be 
specified in the document amending the Plan.  The Plan or any coverage under it may be 
terminated by the Board of Trustees, and new coverages may be added by the Board of Trustees. 
 

DISCRETIONARY AUTHORITY OF THE PLAN ADMINISTRATOR 
AND ITS DESIGNEES 
 
In carrying out their respective responsibilities under the Plan, the Plan Administrator, and other 
Plan fiduciaries and individuals to whom responsibility for the administration of the Plan has 
been delegated by the Board of Trustees, will have discretionary authority to interpret the terms 
of the Plan and to determine eligibility and entitlement to Plan Benefits in accordance with the 
terms of the Plan.  Any interpretation or determination under such discretionary authority will be 
binding on all Participants and/or Beneficiaries, unless it can appropriately be shown that the 
interpretation or determination was arbitrary and capricious or in derogation of any fiduciary 
obligation. 
 

MISCELLANEOUS INFORMATION 
ASSIGNMENT OF BENEFITS 
Generally, no assignment for the benefit of creditors of any benefit provided under the Fund will 
be valid. 
 
NO LIABILITY FOR PRACTICE OF MEDICINE 
The Plan, Plan Administrator or any of their designees are not engaged in the practice of 
medicine, nor do any of them have any control over any diagnosis, treatment, care or lack 
thereof, or any health care services provided or delivered to you by any Health Care Provider.  
Neither the Plan, Plan Administrator, nor any of their designees, will have any liability 
whatsoever for any loss or injury caused to you or your Eligible Dependent by any Health Care 
Provider by reason of negligence, by failure to provide care or treatment, or otherwise. 

PRIVACY, CONFIDENTIALITY, RELEASE OF RECORDS OR INFORMATION 
Any information collected by the Plan will be treated as confidential information, and will not be 
disclosed to anyone without your written consent, except as follows: 

1. Information will be disclosed to those who require that information to administer the Plan 
or to process claims. 

2. Information with respect to duplicate coverages will be disclosed to the plan or insurer 
that provides duplicate coverage. 
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3. Information needed to determine if health care services or supplies are Medically 
Necessary or if the charges for them are Usual and Customary will be disclosed if the 
individual or entity consulted to assist the Plan Administrator or its designee to make 
those determinations. 

4. Information will be disclosed as required by law or regulation or in response to a duly 
issued subpoena. 

INFORMATION YOU OR YOUR DEPENDENTS FOR WHOM YOU CHOOSE TO 
SELF-PAY MUST FURNISH TO THE PLAN 
In addition to information you must furnish in support of any claim for Plan Benefits under this 
Plan, you or your Eligible Dependents must furnish, within 60 days after the event, any 
information you or they may have that may affect eligibility for coverage under the Plan.  This 
includes, but is not limited to: 

1. Change of name. 

2. Change of address. 

3. Marriage, divorce, or death of you or any covered Spouse or Dependent Child. 

4. Any information regarding the status of a Dependent Child, including, but not limited to: 

- The Dependent Child reaching the Plan’s limiting age; 
- The school status of a Dependent Child over age 19; or 
- The existence of any physical or mental Handicap. 

5. Medicare enrollment or disenrollment. 

6. The existence of other health coverage. 

HEADINGS DO NOT MODIFY PLAN PROVISIONS 
The headings of sections and subsections, paragraphs and subparagraphs, are included for the 
sole purpose of generally identifying the subject matter of the substantive text so that a table of 
contents can be constructed for the convenience of the reader.  The headings are not part of the 
substantive text of any provision, and they should not be construed to modify the text of any 
substantive provision in any way. 
 
 
RIGHTS OF RECOVERY 
When payments have been made by the Plan with respect to allowable expenses in excess of he 
maximum amount of payment necessary to satisfy the intent of this Plan, the Plan shall have the 
right to recover such excess payments.  If a covered Employee is paid a benefit greater than that 
allowed by the Plan, the covered Employee will be required to refund the overpayment.  If the 
refund is not received from the covered Employee, the amount of the overpayment will be 
deducted from future benefits.  Similarly, if payment is made on the behalf of a covered 
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Employee to a hospital, physician, or other provider of health care, and that payment is found to 
be an overpayment, the Plan will request a refund of the overpayment from the provider. 
 
NO VERBAL MODIFICATIONS  
The Participant shall not rely on any oral statement from any employee of the Benefits Systems 
Management, or any other employee of any service provider to the Plan, including, but not 
limited to, a customer service representative to: 
 

Modify or otherwise affect the benefits, General Limitations and Exclusions, or other 
provisions of this Plan; or 

 Increase, reduce, waive or void and coverage of benefits under this Plan. 
 
Further, such oral statement shall not be used in the prosecution or defense of a claim under this 
Plan.  Any written or oral verification received from Benefits System Management or any other 
service provider to the Plan is based upon eligibility information and Plan benefits, which are 
subject to change.  Therefore, any verification should not be interpreted as a guarantee of 
coverage or payment for any service rendered or otherwise provided to Participant.   
 
CONFORMITY WITH THE LAW 
This Plan of benefits shall be provided in compliance with ERISA, COBRA, HIPPA, FMLA, 
USERRA and other group health plan laws to the extent required by such laws.  If any provision 
of this Plan is contrary to any applicable law to which it is subject, the provision is hereby 
automatically changed to meet the law’s minimum requirements. 
 
PREEMPTION OF STATE LAW 
With respect to any insured benefit under the Plan, nothing in this section shall be construed to 
supersede and provision of any applicable State law that regulates insurance, except to the extent 
that such law prevents application of this section.    
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