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IMPORTANT

Nothing in this booklet is meant to interpret or change in any way the provisions expressed in the Plan Document. If there is a conflict between the wording of this booklet and the terms of the Plan Document, the Plan Document will govern.

The Trustees reserve the right and have been given broad discretion to amend, modify or discontinue all or part of the Plan whenever, in their sole judgment, conditions so warrant.

Laborers’ International Union of North America
Local 231 Health and Welfare Trust Fund
Post Office Box 374
2503 Broadway
Pekin, Illinois 61554
309-347-7519

To All Plan Participants:

The Board of Trustees is pleased to provide you with an updated booklet that describes your Health and Welfare Plan and your eligibility to participate in the Plan.

This Summary Plan Description describes benefits in effect on January 1, 2012. There have been a number of Plan changes since the last booklet was printed in 2004. For instance:

· The Plan’s Preferred Provider Organization (PPO) network is now being offered by HealthLink(; 
· Copays, deductibles, out-of-pocket limits and coverage levels have been updated;
· There is an emergency room copay of $100 per visit; 
· Coverage levels and maximums have changed for several categories of services, including prescription drugs; and 

· Changes due to the Patient Protection and Affordable Care Act, sometimes referred to as Health Care Reform.
The Schedule of Benefits on page 2 provides copay, coinsurance, and any maximum amounts.

We encourage you to read this booklet carefully so that you will become familiar with the benefit coverage provided by the Fund. If you are married, share the information with your spouse and let your spouse know where you keep the booklet filed.

If you have any questions about the Plan that are not answered in this booklet, or if you need help in submitting a claim, please contact the Fund Office at the address or telephone number listed above for further information.

Sincerely,

BOARD OF TRUSTEES
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Introduction

The Plan offers medical health care coverage to help you and your Dependents stay healthy, and to provide you with financial protection against catastrophic health care bills. In addition to medical benefits, the Plan also provides:

· Prescription drug coverage,

· Dental benefits, 

· Life Insurance benefits, and

· Accidental Death and Dismemberment benefits.

Summary. This booklet is a summary of your Health and Welfare Plan. You may also read and obtain copies of the official Plan Documents through the Fund Office.

The Plan was established and is administered under a written Plan Document, Trust Agreement, and other legal documents. This booklet has been written to help you understand all of these documents as it summarizes the benefits offered by the Laborers’ Local 231 Health and Welfare Plan, effective May 1, 2010 with amendments made through December 31, 2010.
This booklet replaces all prior materials. If you wish, you may read the actual Plan Document and Trust Agreement at the Fund Office during regular business hours. You may also obtain copies of Plan Documents by making a request in writing. The Claims Administrator may charge you a reasonable fee for the cost of the copies. 

Trustee Rights to Change
The Trustees reserve the right, at their discretion, to change, modify or discontinue all or part of the eligibility rules and the benefits provided under the Plan, at any time. The Trustees also establish contribution rates and reserve the right to change them at any time.

Statement of Grandfathered Status

The Trustees believe that this Plan is a “grandfathered health plan” under the Affordable Care Act, which permits us to preserve certain basic health coverage already in effect before the law was passed. Being a grandfathered health plan means that our Plan:

· May not include certain consumer protections in the Affordable Care Act that apply to other plans (for example, elimination of cost sharing for preventive services); but

· Must comply with certain consumer protections in the Affordable Care Act that do apply to other plans (for example, the elimination of lifetime limits on benefits).

Contact the Fund Office if you have questions about what it means for a health plan to have grandfathered status and what might cause a plan to lose its grandfathered status. You can also call the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) at 1-866-487-2365 or visit its website, www.dol.gov/ebsa/healthreform. The website has a table summarizing which protections do and do not apply to grandfathered health plans.

Schedule of Benefits

	Medical Benefits
	Amount or Limitation

	Deductible Amount

Network:
Per Person Per Calendar Year
Per Family Per Calendar Year

Out-of-Network:

      Per Person Per Calendar Year
Per Family Per Calendar Year
	You pay:


$250
2 Individual Deductibles

$500
2 Individual Deductibles

	Co-Payment Percentages
Network Hospital and Physician Charges
Non-PPO Hospital and Associated non-PPO Physician Charges*
Non-PPO Physicians
	The Plan pays:
90%

70%
80%

	Emergency Room 
	You pay $100 per visit; then applicable coinsurance percentage after the Deductible

	Urgent Care Facility
	No copay

	Out-of-Pocket Maximum (After Deductible)
Network, Per Person Per Calendar Year

     Out-of-Network Hospital Care and Related Expenses
	You pay $2,500, after the Deductible
You pay an unlimited amount

	Lifetime Maximum Benefit
	Unlimited

	Well Baby Benefit 


Plan pays


Covers birth up to age 2


Check ups and immunizations
	90% for PPO providers, 80% Non-PPO, no deductible, unlimited


	Well Adult Benefit 

Plan pays

Age 2 and above


Routine physicals and immunizations


Colonoscopy and bone scan screenings
	90% for PPO providers, 80% Non-PPO, no deductible, unlimited


	Chiropractic Treatment Maximum (x-rays, office visits, related expenses)
	Plan pays $750 per Calendar Year

	Mental/Nervous Disorder and Substance Abuse 
       Outpatient Treatment

       Inpatient Treatment


	
Paid as physician charges: 90% for network and 80% for non-PPO providers, after deductible


Paid as hospital charges: 90% for network hospital and 70% for non-PPO hospital charges, after deductible


	Prescription Drug Benefit Through
	You Pay:

	Retail Network Pharmacy
34-day Generic Supply
34-day Brand Name Supply
	
20% of the cost of the prescription

20% of the cost of the prescription

	Mail Order Program
90-day Generic Supply
90-day Brand Name Supply
	
$15 copayment
$50 copayment

	Limitations


Erectile Dysfunction Medications
	6 pills every 30 days or 18 pills within 90 days

	Dental Benefits
	Benefit Amount or Limitations

	Calendar Year Benefit Maximum for all services except preventive care for children under age 19, which is unlimited
	$1,500 per person

	Calendar Year Deductible
Per Person
Per Family
	You pay:
$50
3 individual Deductibles

	Type of Treatment
Preventive Treatment
Regular Treatment
Special Treatment


Orthodontia 
	The Plan pays:
85%
80%
75%

75%. Orthodontia charges are included in the Calendar Year Benefit Maximum. 

	Life Insurance Benefit For the Death of an:
	Amount Paid to Your Beneficiary

	Active Employee
	$10,000

	
	

	Accidental Death or Dismemberment Benefit
	Benefit Amount

	At Your Death
	$10,000 (paid to your beneficiary)

	At Your Loss of:
Both hands or both feet,
Sight of both eyes,
One hand and one foot,
One hand and sight of one eye, or
One foot and sight of one eye.
	$10,000 (paid to you)

	At Your Loss of:
One hand, one foot, or sight of one eye.
	$5,000 (paid to you)


*
The 30% you pay toward Non-PPO Hospital charges does not count toward the calendar year out-of-pocket maximum.

Eligibility for Benefits

Covered Work or Covered Employment means work for an Employer that is required to contribute to the Fund on your behalf.

How You Become Eligible for Benefits

You become eligible for benefits on the first day of the month following an 18-month period in which you are credited with at least 1,000 hours of Covered Work.

Example:

John starts working for a Contributing Employer in January 2010. By June 12, 2011, 1,000 hours of Covered Work have been credited on John’s behalf. John is eligible for Plan coverage on July 1, 2012.

Upon meeting the eligibility requirements, you are automatically covered under the Plan. Once you become eligible for coverage, you should complete an enrollment form. If you do not submit a completed enrollment form, payment of benefits may be delayed and claims may be denied until the Fund Office receives the form.

Special Enrollment
The following special enrollment rights apply for you under the Plan:

· If you have a new Dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your Dependents. However, you must request enrollment within 30 days after the marriage, birth, adoption, or placement for adoption.

You and your Dependents may also enroll in this Plan:

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

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

To request special enrollment or obtain more information, contact the Fund Office.
How Your Dependents Become Eligible for Benefits

Your Dependents become eligible for benefits on the date you become eligible, if your Dependents meet the definition of Dependent on that date. If you acquire your Dependents while you are covered (through marriage, birth or adoption), you must notify the Fund Office and complete an Enrollment/Change Form.

Your Dependents Defined

Your Dependents are:

· Your lawful spouse, and

· Your child (including stepchild, legally adopted child, child placed for adoption, and natural child) who is under the age of 26 and, if employed, does not have access to health care coverage through his or her employer. 

QMCSOs are official court orders that provide benefits for a Dependent child or children in the event of a divorce or other family law action. 

This Plan recognizes QMCSOs. 

QMCSOs must be submitted to the Plan Administrator who will determine whether the Order is qualified as a QMCSO under federal law. A copy of the procedures that the Plan follows is available at the Fund Office, free of charge.

· Your unmarried child who is considered to be disabled upon reaching age 26 and continues to be:

· Incapable of self-sustaining employment by reason of any disability, and

· Chiefly dependent upon you for lifetime care and supervision. 

If the Plan Trustees request it, you must furnish proof of such incapacity and dependency from time to time, but in no event more frequently than once a year, after two years of continued coverage after age 26.

· Your child who is named as an alternate recipient in a Qualified Medical Child Support Order (QMCSO) approved by the Trustees. 

Continuing Eligibility While You Are Working

You continue to be eligible for benefits while you are working if you are credited with a sufficient number of hours of Covered Work in the previous year.

	If, During the Calendar Year, You Are Credited with … 
	Your Coverage 

	At least 900 hours of Covered Work
	Continues for the next calendar year

	At least 450 (but less than 900) hours of Covered Work
	Continues for the first six months of the next calendar year

	Less than 450 hours of Covered Work
	Terminates at the end of the same calendar year


When Coverage Ends

As shown in the chart above, your coverage will end on December 31 of the year in which you have fewer than 450 hours of work for which contributions are made during that calendar year. If you have fewer than 900 hours of contributions during a calendar year, but at least 450 hours, your eligibility will end on June 30 of the next calendar year. Your coverage will end on the earliest of the following dates:

· The date the Plan terminates,

· The date you no longer meet the eligibility requirements as described above,

· The date you enter the military for more than 31 days, or

· If you are continuing coverage by making COBRA payments to the Plan, on the date listed on page 12.

Becoming Eligible for Benefits Again

If you lose eligibility for benefits under the Plan because you did not work enough hours of Covered Work to meet the requirements on page 5, your coverage may be reinstated as outlined in the following chart.

	If, within 24 consecutive months after you lose your eligibility, you are credited with … 
	Your coverage will be reinstated

	At least 900 hours of Covered Work in a calendar year
	For the next calendar year

	At least 450 (but less than 900) hours of Covered Work in a calendar year
	For the first six months of the next calendar year


If you do not work enough hours of Covered Work to have your coverage reinstated, you may become eligible for coverage again after you meet the initial eligibility requirement. This means you would become eligible for benefits again on the first day of the month following an 18-month period in which you are credited with at least 1,000 hours of Covered Work (see page 4). The 18-month period begins after the 24-consecutive month period described in the chart above. 

How Your Dependents Become Eligible for Benefits Again

Your Dependents will automatically become eligible for benefits coverage at the time you become eligible to participate under the Plan again. 

Certificate of Coverage

When your coverage under this Plan ends, the Fund will provide you and your eligible Dependents with a Certificate of Coverage that indicates the period of time that you and your Dependents were covered under the Plan, and certain additional information that is required by federal law. The Fund Office will send you the certificate by USPS First-Class Mail within 45 days after coverage under this Plan ends. If you or your Dependents elect COBRA Continuation Coverage or coverage under USERRA, another certificate will be provided within 60 days after the COBRA Continuation Coverage or USERRA coverage ends. 

In addition, a certificate will be provided within 45 days after the Fund Office receives your request for such a certificate. Your request must be received within two years after the later of:

· The date coverage under this Plan ended, or 

· The date COBRA Continuation Coverage or USERRA coverage ended.

Continuing Your Healthcare Coverage through COBRA

Under the Consolidated Omnibus Budget Reconciliation Act of 1985, or COBRA, you or your Dependents may continue health care coverage past the date coverage would normally end. Under certain circumstances, by making the required COBRA payments, you or your Dependents may continue medical benefits, prescription drug benefits and dental benefits.

The COBRA Continuation Coverage will be identical to the coverage you had under the Plan. However, you will not be eligible to continue coverage for the Life Insurance benefit or the Accidental Death and Dismemberment Insurance Benefit under COBRA. However, in certain instances, you may be eligible to convert your Life Insurance to an individual policy. See page 35 for more information. 

Qualifying Events

If you (as the Employee) and/or your Dependent(s) lose coverage, you may continue coverage under COBRA for up to 36 months, depending on the qualifying event, as shown below:

	Qualifying Event
	Who is Eligible
	Maximum Coverage Period

	Your termination or reduction in hours of employment (including retirement), unless due to gross misconduct
	You, spouse, and/or Dependent Children
	18 months

	Your entitlement to Medicare
	Spouse and/or Dependent Children
	36 months

	Your death
	Spouse and/or Dependent Children
	36 months

	Your divorce or legal separation
	Spouse and/or Dependent Children
	36 months

	Your Child is no longer a Dependent as defined by the Plan
	Dependent Child
	36 months


Qualified Beneficiaries

It is a good idea to notify the Fund Office of any qualifying event. Failure to provide notice within 60 days of the qualifying events of divorce or separation or loss of Dependent status will prevent you and/or your Dependents from obtaining or extending COBRA Continuation Coverage.

Qualified Beneficiaries include you, your spouse, and your Dependent child(ren) who were covered by the Plan on the day before the qualifying event. A newborn child or a child placed with you for adoption while you are on COBRA will also be considered a qualified beneficiary.
If you marry, have a newborn child, adopt a child, or have a child placed with you for adoption while covered under COBRA Continuation Coverage, you may enroll that spouse or child for coverage for the balance of the period of COBRA Continuation Coverage. You must enroll your new Dependent within 30 days of the marriage, birth, adoption, or placement for adoption.

In addition, if you are enrolled for COBRA Continuation Coverage and your spouse or Dependent child loses coverage under another group health plan, you may enroll that spouse or child for coverage for the balance of the period of COBRA Continuation Coverage within 30 days after the termination of the other coverage. To be eligible for this special enrollment right, your spouse or Dependent child must have been eligible for coverage under the terms of the Plan, but declined when enrollment was previously offered because they had coverage under another group health plan or had other health insurance coverage.

If you change your marital status or add new Dependents, or if you or your spouse or other Dependents change addresses, please notify the Fund Office immediately.

To find out about COBRA Continuation Coverage rates, contact the Fund Office.

One or more of your family members may elect COBRA Continuation Coverage even if you do not. However, to elect COBRA Continuation Coverage, the members of the family must have been covered by the Plan on the date of the qualifying event. A parent may elect or reject COBRA Continuation Coverage on behalf of Dependent children living with him or her.

Electing COBRA Continuation Coverage
To elect COBRA Continuation Coverage, you must notify the Fund Office within 60 days of the date of the qualifying event or the date that you would lose coverage under the Fund because of the qualifying event, whichever is later.

Your Employer must notify the Fund Office of your termination of employment, reduction in hours, death, or entitlement to Medicare. However, to avoid any gap in coverage, you should also contact the Fund Office within 60 days of the qualifying event or your loss of coverage, whichever is later, about the qualifying event.

The following chart summarizes the notification requirements:

	Your Employer Should Notify the Fund Office of Your:
	You (or your Dependent) Must Notify the Fund Office of:

	· Termination of employment

· Reduction in hours

· Retirement

· Entitlement to Medicare

· Death
	· Divorce

· Legal separation

· A Beneficiary ceasing to be covered under the Plan as your Dependent child, either because of reaching age limit or death.

· The occurrence of a second qualifying event after a Qualified Beneficiary has become entitled to COBRA Continuation Coverage with a maximum of 18 (or 29) months. This second qualifying event could include an Employee’s death, entitlement to Medicare, divorce, or legal separation, or a Beneficiary ceasing to be covered under the Plan as your Dependent.


Notice of any of the qualifying events or situations listed above must be provided in writing. You may use the Fund’s COBRA Notice Form for Covered Employees and Other Qualified Beneficiaries to provide notice to the Fund. You may also send a letter to the Fund including:

· Your name;

· The qualifying event or situations listed above under which you are providing notice; and

· The date of the event.

The period to provide notice does not begin until you have been informed of the responsibility to provide notice and the notice procedures through the furnishing of a general (initial) COBRA notice by the Plan. You generally receive the COBRA general notice when you become eligible for coverage under the Plan.
You, a Qualified Beneficiary, or any representative acting on your behalf may provide notice of a qualifying event. Notice from one individual will satisfy the notice requirement for all related Qualified Beneficiaries affected by the same qualifying event. For example, if an Employee, spouse, and child are all covered by the Plan, and the child ceases to be a Dependent under the Plan, a single notice sent by the spouse would satisfy this requirement.
If you lose coverage due to a qualifying event:

1. Inform the Fund Office of the qualifying event and request a COBRA Continuation election form.

2. Complete and return the election form within 60 days of the date you received it, or 60 days of the date the qualifying event occurred, whichever is later.

3. Make your first payment to the Fund Office within 45 days from the date you make your COBRA Continuation Coverage election.

When you or your Dependents have provided notice to the Fund Office of a divorce or legal separation, a Dependent ceasing to be covered under the Plan as a Dependent, or a second qualifying event, but are not entitled to COBRA Continuation Coverage, the Fund Office will send you a written notice stating the reason why you are not eligible for COBRA Continuation Coverage. This will be provided within 14 days of receiving your notice.

To protect your family’s rights, you should keep the Fund Office informed of any changes in address of family members. You should also keep a copy, for your records, of any notices you send to the Fund Office.

When the Fund Office receives notice of a qualifying event, you will be provided with a COBRA election form, information about COBRA, and the date on which your coverage will end. Under the law, you and/or your covered Dependents have 60 days from the later of the date:

· You would have lost coverage because of the qualifying event; or

· You and/or your covered Dependents received the election form and COBRA Continuation Coverage information,

to elect COBRA Continuation Coverage. You and your dependents may also waive COBRA Continuation Coverage and then decide to elect it within such 60-day election period.
If you and/or any of your covered Dependents do not elect COBRA Continuation Coverage within 60 days of the qualifying event (or, if later, within 60 days after receiving that notice), you and/or your Dependents will not have any group health coverage from this Fund after your coverage ends.

Each Qualified Beneficiary with respect to a particular qualifying event has an independent right to elect COBRA Continuation Coverage. For example, both you and your spouse may elect COBRA Continuation Coverage, or only one of you. A parent or legal guardian may elect COBRA Continuation Coverage for a minor child.

Paying for COBRA Continuation Coverage

You are responsible for the entire cost of COBRA Continuation Coverage. When you and/or your Dependents become eligible for this coverage, the Fund Office will notify you of the COBRA Continuation Coverage self-payment amount.

Your COBRA Continuation Coverage self-payment may be as much as 102% of the Plan’s cost. If you are eligible for the 11-month extension due to a determination of disability by the Social Security Administration, your COBRA Continuation Coverage premiums may be as high as 150% of the Plan’s cost for the additional 11 months.

You must make self-payments so that your COBRA Continuation Coverage is continuous. To prevent a lapse in coverage, you must send the first COBRA Continuation Coverage self-payment to the Fund Office within 45 days from the date on which you or your Dependent make your COBRA Continuation Coverage election, as determined by postage cancellation. Payments for subsequent months are due on the first day of the month for which COBRA Continuation Coverage is provided. You will have a 30-day grace period to submit payments. 
Your continuation coverage will be provided for each month as long as payment for that month is made before the end of the grace period for that payment. However, if you pay a monthly payment later than its due date but during its grace period, your coverage under the Plan will be suspended as of the due date and then retroactively reinstated (going back to the due date) when the periodic payment is made. This means that any claim you submit for benefits while your coverage is suspended may be denied and may have to be resubmitted once your coverage is reinstated. 

If you do not make a payment by the end of the grace period, your COBRA Continuation Coverage will end, retroactive to the last day of the previous month, and you will lose all rights to COBRA Continuation Coverage under the Plan.

If you choose COBRA Continuation Coverage within the election period but after the date your eligibility ended, you must pay the required COBRA Continuation Coverage self-payment retroactive to cover the elapsed period.

Disability COBRA Continuation Coverage

If you are covered under COBRA Continuation Coverage for 18 months, and at the time of the qualifying event or within the first 60 days of coverage you (or your covered Dependent) are determined to be disabled by the Social Security Administration, you (or your Dependent) and any additional covered family members may be eligible to continue COBRA Continuation Coverage for an additional 11 months for a total of 29 months.

To be eligible, the Social Security Administration must make a formal determination that you (or your Dependent) are disabled and therefore entitled to Social Security Disability benefits. If you are providing notice of a Social Security Administration determination of disability, the notice must be made before the end of the first 18 months of COBRA Continuation Coverage and must be postmarked no later than 60 days after the latest of the date:

· Of the disability determination by the Social Security Administration; and

· On which the qualifying event occurs, or on which the individual loses (or would lose) coverage under the Plan as a result of the qualifying event.
This extended period of COBRA Continuation Coverage will end on the earlier of:

· The last day of the month that occurs 30 days after the Social Security Administration has determined that you and/or your Dependent(s) are no longer disabled;

· The end of the 29 months of COBRA Continuation Coverage; or
· For the disabled person, the date the disabled person becomes entitled to Medicare.

If you recover from your disability before the end of the initial 18 months of COBRA Continuation Coverage, you will not have the right to purchase extended coverage. You must notify the Fund Office within 30 days of:

· The date that you receive a final Social Security determination that you and/or your Dependent(s) are no longer disabled; or

· The date that the disabled person becomes entitled to Medicare.

Additional Qualifying Events While Covered Under COBRA Continuation Coverage

The maximum period of COBRA Continuation Coverage is 36 months, even if you experience another qualifying event while you are already covered under COBRA Continuation Coverage. If you are covered under COBRA Continuation Coverage for 18 months because of your termination of employment or reduction in hours, your spouse and/or Dependent may extend coverage for another 18 months if:

· You get divorced or legally separated;

· You become entitled to Medicare and drop Plan coverage;

· You die; or

· Your child no longer meets the Plan’s definition of Dependent.

You, as an Employee, are not entitled to COBRA Continuation Coverage for more than a total of 18 months if your employment is terminated or you have a reduction in hours (unless you are entitled to an additional COBRA Continuation Coverage period because of a disability). Therefore, if you experience a reduction in hours followed by a termination of employment, the termination of employment is not treated as a second qualifying event and you may not extend your coverage.

Confirmation of Coverage to Health Care Providers

Under certain circumstances, federal rules require the Fund to inform your Physician and health care providers as to whether you have elected and/or paid for COBRA Continuation Coverage. This rule only applies in certain situations where the Physician or provider is requesting confirmation of coverage and you are eligible for, but have not yet elected, COBRA Continuation Coverage, or you have elected COBRA Continuation Coverage but have not yet paid for it.

When COBRA Continuation Coverage Ends

COBRA Continuation Coverage will end on the last day of the maximum period of coverage unless it is cut short for any of the following reasons:

· The required COBRA Continuation Coverage self-payment is not made by the due date;

· The person receiving the coverage becomes covered by another group health plan that does not contain any exclusion or limitation with respect to Pre-Existing Conditions;

· The person receiving the coverage becomes entitled to Medicare after electing COBRA Continuation Coverage; or

· The Plan terminates and no longer provides group health insurance coverage.

If COBRA Continuation Coverage ends before the end of the maximum coverage period, the Fund Office will send you a written notice as soon as practicable following the determination that COBRA Continuation Coverage will end. The notice will explain why coverage will end early, the date it will end, and your rights, if any, to alternative individual or group coverage.
Trade Act of 1974

If you are certified by the U.S. Department of Labor (DOL) as eligible for benefits under the Trade Act of 1974, you may be eligible for both a new opportunity to elect COBRA Continuation Coverage and an Individual Health Insurance Tax Credit. If you and/or your Dependents did not elect COBRA Continuation Coverage during your election period, but are later certified by the DOL for Trade Act benefits or receive pensions managed by the Pension Benefit Guaranty Corporation (PBGC), you may be entitled to an additional 60-day COBRA Continuation Coverage election period beginning on the first day of the month in which you were certified. However, in no event would this benefit allow you to elect COBRA Continuation Coverage later than six months after your coverage ended under the Plan.

Also under the Trade Act, eligible individuals can either take a tax credit or get advance payment of 65% of premiums paid for qualified health insurance, including COBRA Continuation Coverage. If you have questions about these tax provisions, you may call the Health Care Tax Credit Customer Contact Center toll-free at 866-628-4282. TTD/TTY callers may call toll-free at 866-628-4282. More information about the Trade Act is also available at www.doleta.gov/tradeact.

Life Events

Whenever you experience a life event, you may want to review your beneficiary designation (see page 36) to ensure that it still meets with your current situation.
Marriage. If you get married you should provide the following information to the Fund Office, to ensure your spouse is covered:

· Completed Enrollment/Change Form,

· Copy of your marriage certificate,

· Spouse’s date of birth, and

· Spouse’s medical insurance information if your spouse is covered under another group health insurance plan.

At some point in your life, you may experience a life event that impacts health care coverage for you and your Dependents. Getting married, having a child or adopting one, getting divorced, beginning a new job, Illness, and performing military duty are all examples of life events. This booklet shows you how the Laborers’ Local 231 Health and Welfare Plan fits into the different stages of your life.
Getting Married

When you get married, your spouse is eligible for medical, prescription drug and dental benefits. You need to notify the Fund Office of your marriage and provide the necessary documentation of your wedding in order to have your spouse covered from the date of marriage. You may also want to update your beneficiary information for your Life Insurance and AD&D benefits.
Adding a child. If you need to add a child to your coverage, you should provide all of the following information to the Fund Office: 

· Completed Enrollment/Change Form,

· Birth date, effective date of adoption or placement or marriage date for purposes of adding stepchildren,

· Copy of the birth certificate or adoption papers,

· Copy of the birth certificate, marriage certificate, Dependent confirmation forms and legal documents (for stepchildren), and

· Copy of your child’s other medical insurance information, if covered under another group health insurance plan.

If your spouse is covered under another group medical plan, you must report that other coverage to the Fund Office. The amount of benefits payable under this Plan will be coordinated with your spouse’s other coverage; benefits for your spouse under this Plan will typically be paid after any benefits are payable from your spouse’s plan.

Adding a Child by Birth or Adoption

Your natural born child will be eligible for coverage on the date of birth. If you adopt a child or have a child placed with you for adoption, coverage will become effective on the date of placement as long as you are responsible for health care coverage and your child meets the Plan’s definition of a Dependent child (see page 5). Stepchildren are eligible for coverage on the date of your marriage. 

You need to notify the Fund Office of the birth, adoption, placement for adoption or addition of stepchildren in order to have your Dependents covered from the date of birth, adoption or placement, or marriage. 
Divorce or Legal Separation

Divorce or legal separation. If you become legally separated or divorced, you should provide all of the following information to the Fund Office: 

· Completed Enrollment/Change Form,

· Copy of your separation or divorce decree, and

· Copy of QMCSO or QDRO, if applicable.

If your spouse wants to continue coverage, he or she should:

· Contact the Fund Office within 60 days of the divorce or legal separation, and

· Enroll for COBRA Continuation Coverage.

If you and your spouse obtain a legal separation or divorce, your spouse will no longer be eligible for coverage as a Dependent under the Plan. However, your spouse may elect to continue coverage under COBRA for up to 36 months. See page 7 for additional information and requirements for electing COBRA Continuation Coverage. 

You should contact the Fund Office if a Qualified Medical Child Support Order (QMCSO) or a Qualified Domestic Relations Order (QDRO) has been issued as a result of your divorce or legal separation. These orders may affect your benefit coverage. 

The coverage of your Dependent children may be affected by a divorce or legal separation. Therefore, it is important to notify the Fund Office immediately to avoid denial of benefits or any unnecessary delays in claim payments.

In addition, if you divorce or legally separate from your spouse, you may also want to review your beneficiary designation for your Life Insurance and AD&D benefits.
Child Losing Eligibility

Child’s loss of Dependent status. If your child becomes ineligible for benefits because he/she has reached age 26 and wants to continue coverage, he or she should:

· Contact the Fund Office within 60 days of losing eligibility, and 

· Enroll for COBRA Continuation Coverage.

In general, your child is no longer eligible for coverage when he/she reaches age 26. You should notify the Fund Office immediately when your child is no longer eligible for coverage. 

Your Dependent child may consider applying for COBRA Continuation Coverage when he or she nears the age limitation. Your Dependent child, if eligible, may elect to continue coverage under COBRA for up to 36 months. However, you must notify the Fund Office that your child is no longer a Dependent within 60 days or your child will not be eligible to elect COBRA Continuation Coverage. See page 5 for a definition of Dependent.

Your Spouse or Dependent Loses a Job or Takes a New Job

When your spouse or Dependent loses a job, you may:

· Add your spouse to your coverage, and/or

· Add your Dependent children to your coverage.

When your spouse or Dependent takes a new job, you:

· Should provide information about the new plan to the Fund Office.

When your spouse or Dependent loses employer-provided insurance due to the loss of his or her job, you should contact the Fund Office to add your spouse or children to your coverage. 

If your spouse or dependent child obtains new health insurance coverage you will need to provide the Fund Office with information about the new insurance plan so benefits can be coordinated between the two plans. 

Family and Medical Leave of Absence

FMLA leave. You are eligible for a leave under the FMLA if you:

· Have worked for one Contributing Employer for at least 12 months, and

· Have worked for one Contributing Employer for at least 1,250 hours over the previous 12 months, and

· Work at a location where your Employer employs at least 50 Employees within a 75-mile radius.

Under certain circumstances, you may be able to take up to 12 weeks of unpaid leave from your employment under the Family and Medical Leave Act (FMLA) during any 12-month period due to:

· The birth of a child or placement of a child with you for adoption or foster care,

· The care of a seriously ill spouse, parent or child, 

· Your serious Illness, or

· A qualifying exigency, or urgent need for leave because your spouse, son, daughter, or parent is on active duty in the armed services in support of a military operation.

In addition, you may be able to take up to 26 weeks of unpaid leave during any 12-month period to care for a service member. The service member must be:

· Your spouse, son, daughter, parent, or next of kin,
· Undergoing medical treatment, recuperation, or therapy for a serious Illness or Injury incurred in the line of duty while in  the armed forces, and

· An outpatient or on the temporary disability retired list of the armed services.
During your leave, you will maintain all the coverage offered through the Fund. You will remain eligible until the end of the leave, provided your Contributing Employer properly grants the leave under the federal law and your Employer makes the required notification and payment to the Fund. 
If you think this law applies to you, contact your Employer for more information regarding and your eligibility for such a leave. Your Employer will work with you to decide your eligibility for FMLA.

If you and your Employer have a dispute regarding your eligibility and coverage under the FMLA, the Fund will not have any direct role in resolving the dispute and your benefits may be suspended while the dispute is being resolved. 
Military Leave

Military leave. If you enter military service, you should:

· Notify your Contributing Employer and the Fund Office, and

· Make any required self-payments to the Fund Office to continue your coverage if you wish to continue your health insurance with the Plan in addition to your military insurance coverage.

Your and your Dependent’s health care coverage will continue if you are called into the Uniformed Services of the United States (active duty or inactive duty training) for up to 31 days. If you are called into military service for 31 days or more, you may continue your and your Dependent’s coverage at your own expense for up to 24 months under the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA).

Continuation coverage under USERRA and COBRA run concurrently and are administered in the same manner.

 Your coverage will continue until the earlier of:
· The end of the period during which you are eligible to apply for reemployment in accordance with USERRA; or

· 24-consecutive months after your coverage would have otherwise ended.

However, your coverage will end at midnight on the earliest of the day:

· Your coverage would otherwise end as described above;

· Your former Employer no longer provides any health plan coverage to any Employee; or
· You again become covered under the Plan.

Your coverage ends on the first day of the month following the date you enter uniformed services and elect not to continue coverage. Your eligible Dependents may continue coverage under the Plan by electing and making self-payments for COBRA Continuation Coverage.

Reemployment. Following your discharge from service, you may be eligible to apply for reemployment with your former Employer in accord with USERRA. 

Such reemployment includes your right to elect reinstatement in any existing health care coverage provided by your Employer.

Upon your discharge from military service, you may apply for reemployment with your former Employer in accordance with USERRA. Such reemployment includes the right to elect reinstatement in any health insurance coverage offered by that Employer. According to USERRA guidelines, reemployment and reinstatement deadlines are based on your length of military service. Please refer to the following chart, which outlines the deadlines applicable to your rights to reemployment and reinstatement of health care coverage.

	Length of Military Service
	Reemployment/Reinstatement Deadline

	Less than 31 days
	1 day after discharge 
(allowing 8 hours for travel)

	31 through 180 days
	14 days after discharge

	More than 180 days
	90 days after discharge


When you are discharged, if you are hospitalized or recovering from an Illness or Injury that was incurred during your military service, you have until the end of the period that is necessary for you to recover to return to or make yourself available for work for a Contributing Employer. The Fund will maintain your prior eligibility status until the end of the leave, provided your Employer properly grants the leave under the federal law and makes the required notification and payment to the Fund.

For more information about paying for your own coverage under USERRA, contact the Fund Office.

In the Event of Your Disability

If you become totally disabled and leave work, you may elect COBRA Continuation Coverage (see page 7). In addition, if you become totally disabled while an active Employee and before age 60, you may be eligible to continue your Life Insurance benefits (see page 35).
If you are out of work due to a work-related disability, you may be eligible for Workers’ Compensation benefits. Contact your local or state workers’ compensation office for information.
At your death, your spouse or beneficiary should notify the Fund Office and: 

· Provide a copy of your death certificate, 

· Apply for the Life Insurance benefit and Accidental Death benefit, if eligible, and

· Enroll and pay for COBRA to continue Plan coverage.

In the Event of Your Death

At the time of your death, your spouse or beneficiary should notify the Fund Office and provide a copy of your death certificate. Your spouse or beneficiary should complete an application for Life Insurance benefits and Accidental Death benefits if your death was from accidental causes (see pages 39 and 40). If your spouse and Dependents are covered under the Plan on the date of your death, they may continue health care coverage for up to 36 months by electing COBRA Continuation Coverage and making the necessary self-payments. 

When you stop working or retire, you may be eligible to continue coverage under COBRA. You should:

· Notify the Fund Office, and

· Enroll and pay for COBRA Continuation Coverage.

When You Stop Working or Retire

If you are covered by the Plan on the day you stop working, you may be eligible to elect COBRA Continuation Coverage. You would be required to make all the necessary self-payments for the COBRA Continuation Coverage after your coverage with the Plan ends (see page 7).

Your Medical Benefits

The Medical Program pays benefits for a wide range of services and supplies. The following information describes how the Plan works and what is covered.

Preferred Provider Organization - 
Keeping Costs Under Control for You and the Plan

Preferred Provider Organization. A PPO is a network of Physicians, Hospitals, and other health care practitioners that have agreed to charge negotiated rates. Since PPO providers have agreed to these negotiated rates, you help control health care costs for you and the Plan when you use a PPO provider. 

It’s your decision whether to use a PPO provider. You always have the final say about the providers you and your family use.

To keep your share of health care expenses as low as possible and save on Plan costs, the Fund has entered into an agreement with HealthLink(, a Preferred Provider Organization (PPO). The HealthLink( PPO network consists of Physicians, Hospitals, and other health care practitioners that have agreed to offer their services at discounted rates. 
It’s your decision whether or not to use a PPO provider. You always have the final say about the Physicians and Hospitals you and your family use. However, to encourage you to use PPO providers whenever possible, the Plan typically pays a higher percentage of covered expenses when you use PPO providers:
· If you use a Physician or Hospital in the PPO network, the Plan will pay 90% of covered expenses. 
· If you use a non-network Physician, the Plan will pay 80% of covered expenses. 
· If you use a Hospital that is not in the PPO network, the Plan will pay only 70% of covered expenses. 
You may contact the Fund Office for a list of providers that are in the PPO network. The Fund Office will furnish you with this list free of charge. You may also visit the HealthLink( website at www.healthlink.com or call 1-800-624-2354 to find network providers in your area.

How the Plan Works

Calendar-Year Deductible 

Deductible. You must pay your $250 Deductible for network care ($500 for out-of-network care) before the Plan begins paying your expenses.

For network care and services provided in a non-network physician’s office, you must pay the first $250 of covered medical charges during the calendar year before the Plan begins paying benefits. For out-of-network care (including non-network hospital and related physician charges), you must pay the first $500 before the Plan begins paying benefits. This is your individual calendar year Deductible. After two members of your family satisfy the individual Deductible during the same calendar year, all members in your family will be deemed to have satisfied their Deductibles for the rest of that calendar year. However, claims incurred before but submitted after the second family member’s Deductible is satisfied, will still apply toward the third family member’s individual Deductible. 

If you or your Dependents incur covered medical charges during the last three months of a calendar year and benefits are not paid because of the Deductible requirement, the same charges may be used to satisfy the Deductible for the following year. However, the Deductible must be satisfied by charges that are incurred within 12 consecutive months.

Copayment Percentage

After you meet your calendar year Deductible, the Plan generally pays 90%, 80%, or 70% of your covered expenses (depending on the service and provider) as shown in your Schedule of Benefits on page 2.
Out-of-Pocket Maximum 

The out-of pocket maximum limits the amount you pay each year for covered medical expenses. There is no limit on your out-of-pocket expenses for services you receive from out-of-network Hospitals and expenses related to those out-of-network Hospitals. 

For all expenses other than out-of-network Hospital charges, your out-of-pocket maximum is $2,500, after you pay your Deductible
The following expenses do not apply to your calendar year out-of-pocket maximum:

· Amounts that exceed any specific calendar year maximum listed in your Schedule of Benefits,

· Amounts that exceed the usual, customary, and reasonable (UCR) charges

· Amounts paid for non-PPO Hospital expenses,

· Amounts used to satisfy your calendar-year Deductible, 
· Amounts used to satisfy any copayments, including the $100 emergency room copayment, and

· Amounts paid for expenses that are not considered covered medical expenses.

Benefit Scenario 
Here’s an example to show how the Plan works and how using PPO providers can help you save money:

Joe has to undergo major surgery. Let’s compare what Joe pays when using a PPO Hospital versus a non-PPO Hospital:


PPO Hospital
Non-PPO Hospital
Charges
$35,000
$35,000
Deductible Joe pays
$250
$500
 Balance
$34,750
$34,500

Copayment amount Plan pays*
$31,275
$24,150
  Balance
$3,475
$10,350
Out-of-pocket Joe pays**
$2,500
$10,350
Plan pays any balance***
$975
$0
Total  Joe pays
$2,750
$10,850

* The Plan pays 90% of PPO Hospital charges, and 70% of non-PPO Hospital charges, after Joe has met his Deductible.
** After the Plan pays its share, Joe is required to pay towards any balance, up to a maximum of $2,500 in a calendar year for PPO Hospital charges and an unlimited amount for non-PPO Hospital charges.

*** The Plan pays any remaining balance for network Hospital charges once Joe reaches his $2,500 out-of-pocket maximum.
Usua,l customary and reasonable (UCR) fees. the UCR fee is defined as the amount commonly charged for a particular medical service by physicians within a particular geographic region. UCR fees are used as the basis for physician reimbursement. For PPO providers, usual and customary charges are amounts that do not exceed the negotiated fee.

Medically Necessary Expenses

Your Plan covers the usual and customary charges for the medically necessary services and supplies that are described in the section Covered Medical Expenses below.

An expense is medically necessary if it is for services, treatments or supplies ordered by your doctor that are:

· Required to identify or treat an Injury or sickness,

· Appropriate and consistent with the symptoms, diagnosis or treatment of the condition, disease, sickness or Injury, 

· In keeping with acceptable national standards of good medical practice, and

· The most appropriate that can be safely provided to you under the circumstances on a cost-effective basis.

Covered Medical Expenses

Expenses for the following are covered if they are medically necessary:

When you need to see a doctor:

· Call to make an appointment.

· Write down any questions that you may have before your appointment so you won’t forget to ask them during your appointment.

· Make a list of any medicine you take and how often you take it.

· Show your ID card when you go to your appointment.

· File a claim form with the Fund Office. It’s a good idea to make and keep a copy of the claim form and any supporting materials for your records.

· Well baby care from birth to age 2 covers check ups and immunizations as recommended by the American Academy of Pediatrics. 

· Well adult care beginning at age 2 covers routine physicals and immunizations.

· Inpatient Hospital treatment, including miscellaneous charges, from the first day of treatment. Covered room and board charges may not exceed the Hospital’s average rate for semi-private rooms. If the Hospital only has private rooms, covered medical expenses may not exceed the Hospital’s average rate for a private room. 

Hospital means an institution that:

· Is primarily engaged in providing, by or under the supervision of Physicians, inpatient diagnostic, surgical and therapeutic services for diagnosis, treatment and rehabilitation of injured, disabled or sick people,

· Maintains clinical records on all patients,

· Has by-laws in effect with respect to its staff of Physicians,

· Has a requirement that every patient be under the care of a Physician,

· Provides 24-hour nursing services by professional registered nurses (RNs), 

· Has a Hospital utilization review plan in effect,

· Is licensed by the state in which it is located, and

· Has accreditation under one of the programs of the Joint Commission on Accreditation of Hospitals.

Hospitals also include facilities for the treatment of mental/nervous disorders and/or treatment for alcoholism or substance abuse.

· Outpatient Hospital treatment.
· Diagnosis, treatment and surgery made by a Physician or surgeon. Surgery can be performed in a Hospital’s outpatient department, a freestanding medical care facility or a Physician’s office. 
If your doctor recommends surgery:

· Ask your doctor these questions:


What treatments are available as alternatives to surgery?


Who are the other Physicians in the area that perform the same surgery?


What is likely to happen if surgery is not performed?

· Seek a second surgical opinion from another doctor.

· Decide on your course of treatment with the advice of your doctor.

· Mastectomies and reconstructive breast surgery and breast prostheses following a mastectomy. Federal law requires plans that provide medical and surgical benefits for mastectomies to pay for the following, when requested by the patient in consultation with her Physician:

· Reconstruction of the breast on which the mastectomy has been performed,

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

· Prostheses and physical complications of all stages of mastectomy including lymphedemas.

· Orthotic devices, such as crutches, cervical collars, and knee braces.

· Rental of durable medical equipment such as wheel chairs and Hospital type beds. The benefit limit for renting will not exceed the purchase cost and rental requires authorization.
· Oxygen and rental of equipment for its administration.

· Professional ambulance service or transportation by railroad or regularly scheduled commercial airline to a Hospital equipped to furnish special treatment incident to your Illness or Injury. Transportation outside the United States and Canada is limited to local professional ambulance service.

· X-rays and laboratory tests.

· Nuclear medicine.
· Anesthesia and its administration.

· Blood and blood plasma.

Hospital stays in connection with pregnancy. This Plan complies with federal law that prohibits restricting benefits for any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a normal vaginal delivery, or less than 96 hours following a cesarean section.

Health care providers are not required to obtain authorization from the Plan for Hospital stays within these guidelines. Federal law does not prohibit the Physician, after consultation with the mother, from discharging the mother and/or her newborn earlier than 48 (or 96) hours. 

· Pregnancy-related expenses on the same basis as any other Injury or Illness.

· Outpatient contraceptive services, such as vaginal rings, injectable birth control, IUDs, and implantable birth control devices.

· Vasectomies.
· Dental work and oral surgery. Benefits are payable for the following expenses:

· The repair of natural teeth or other body tissues, required as a result of a non-occupational Injury, provided treatment is started within 90 days after the accident and charges are incurred within one year after the accident,

· Hospital room and board and other Hospital services while you are confined,

· Treatment of tumors,

· Treatment of cysts, which are not the result of infection from the teeth or gums, or

· Surgery of the joint of the jaw.

For the purpose of the dental work or oral surgery recognized by this paragraph, the term Physician includes a duly licensed Dentist.
· Second surgical opinion from a Physician.

· Home health services provided by a Medicare-qualified agency or an agency licensed by the state.

· Abortions.

· Spinal manipulation for detection, treatment or correction for a structural imbalance, subluxation or misalignment of your vertebral column are subject to the Maximum (calendar-year) Amount shown in the Schedule of Benefits on page 2. These expenses must be for the purpose of alleviating pressure on spinal nerves and its associated effects related to such structural imbalance, misalignment or distortion by physical or mechanical means. Covered Medical Expenses include charges for office visits to a Physician or a licensed chiropractor.

· Acupuncture performed for therapeutic purposes by a person acting within the scope of his authority under local law and under the direct and immediate supervision of a Physician. Coverage will be considered on the same basis as if such procedure had been performed by a Physician legally licensed to practice medicine.

· Organ transplants for the following:

· Liver,

· Heart-lung,

· Lung,

· Heart,

· Bone Marrow,

· Kidney,

· Pancreas,

· Cornea,

· Bone, or

· Skin.

· Mental/nervous disorder and Alcohol/Substance Abuse treatment 
· Physical, occupational, and speech therapy.
· Routine Prostate Screening. Up to one screening per year.

· Routine Mammograms and Pap Smears. The Plan covers all medically necessary mammograms and Pap smears. The Plan covers one routine Pap smear per person per calendar year. The Plan covers routine mammograms in accordance with the following schedule:

	Age
	Frequency

	Before age 35
	Upon the written recommendation of your doctor

	Age 35 – 39 
	One initial screening

	Age 40 – 49 
	Once every two calendar years

	Age 50 and over
	Once every calendar year


Exclusions and Limitations on Payment of Medical Expenses

Only expenses related to non-occupational injuries and sickness are covered. Limitations on the number of treatments and the dollar amount for treatment are contained in the Schedule of Benefits on page 2. 

The following list of exclusions is not all-inclusive, but represents the types of charges for which benefits are limited or are not payable.

· Charges that you are not legally obligated to pay. 

· Charges that may result from failure to use an HMO, PPO or EPO provider when covered under another plan that so requires.

· Medical care furnished without charge or reimbursed by or through the government of a national, state, province, county, municipality or other political subdivision or any instrumentality or agency of such a government, specifically prohibited by applicable statute.

· Charges for an Illness to the extent they would be covered by benefits under a Workers’ Compensation Act or similar legislation and you make a timely claim for those benefits.

· Custodial Care.

· Weight control problems or treatment of morbid obesity, unless the obesity is caused by an organic condition. 

· Orthopedic shoes, orthotics (including impressions) or other supportive devices of the feet, except for devices required for the correction of birth defects of Dependent children only.

· Eye exercises or vision training.

· Sex transformation.

· Charges for telephone conferences or telephone calls with a Physician. 

· Charges for failure to keep an appointment as scheduled, for completion of claims forms or attorney’s reports, phone calls or for late stay charges.

· Charges resulting from participation in a riot or commission of a felony, except for expenses arising in connection with acts of domestic violence.

· Charges that occur while you or your Dependent is on active duty or in training in the Armed Forces, National Guard or Reserves of any state or country.

· Supplies or equipment for personal hygiene, comfort or convenience such as air conditioning, humidifier, physical fitness and exercise equipment, home traction unit, tanning bed or waterbed.

· Special home construction.

· Swimming and physical fitness programs other than in the Hospital’s outpatient department.

· Sterilization reversals.

· Cosmetic surgery (including rhinoplasty or other nasal reconstruction) and related medical care whether or not for emotional or psychiatric reasons.

· Services, supplies or appliances provided in connection with treatment to alter, correct, fix, improve, remove, replace, reposition, restore or treat the following, except for dental work or oral surgery outlined under Covered Medical Expenses on page 24:
· The jaw, any jaw implant or the joint of the jaw (the temporomandibular joint),

· Teeth,

· The gums and tissues around the teeth,

· The parts of the upper or lower jaw that contain the teeth (the alveolar process and ridges),

· The meeting of upper and lower teeth, or

· The chewing muscles.

These services, supplies or appliances are not covered even if they are:

· Needed because of symptoms, Illness or Injury that affect some other part or parts of the body, or

· Provided in connection with any examination or treatment of the teeth, gums, jaw or chewing muscles because of pain, Injury, decay, malformation, disease or infection.

· Charges for the diagnosis and treatment of infertility or resulting complications, including, but not limited to services, drugs and procedures or devices to attempt to achieve pregnancy. 

· Charges in connection with organ transplants, unless:

· There is medical documentation that conventional treatment could be unsatisfactory, unavailable and/or more hazardous than a transplant, 

· The patient’s condition is life threatening, and 

· The patient is legally required to pay for the transplant procedure.

If the criteria are met, payment is made for the organ transplants listed on page 24.
Experimental or Investigative means a treatment, procedure, device, supply or medicine that:

· Has not been recognized as “accepted medical practice” because its effectiveness has not yet been proven,

· It is still a trial procedure or protocol primarily performed in a research setting,

· Has not received required governmental approval, or

· It is not appropriate, based on the advanced stage of the patient’s condition.

· Charges due to an Illness that results from war (including armed aggression resisted by the armed forces of any country), whether such war is declared or undeclared, or any act of such a war.

· Charges for Experimental or Investigative procedures or treatments.

· Charges for services that are not Medically Necessary or are not in accordance with accepted standards of medical practice, as determined by the Plan.

· Charges for eye refractions, eyeglasses, hearing aids or the fitting of eyeglasses or hearing aids.

· Charges that exceed the UCR fees.

Your Prescription Drug Benefits

Sav-Rx Pharmacy. When you want to have your prescription filled at a pharmacy, you must use Sav-Rx pharmacies in order to receive prescription drug benefits from the Plan. If you want to find out whether your pharmacy is part of the Sav-Rx network, call Sav-Rx at 800-228-3101 or check online at www.savrx.com. 

Prescription drug coverage plays an important role in your overall health. The Plan recognizes the importance of this coverage and provides you with prescription drug coverage through Sav-Rx Prescription Services (Sav-Rx).

The Plan pays for your prescription drugs in full after you pay the copayment listed in the Schedule of Benefits on page 3.

Retail Pharmacy Program

In order to receive pharmacy benefits from the Plan you must: 

· Use a pharmacy that is part of the Sav-Rx network, and 

· Present your Prescription Drug identification card when you go to the pharmacy to fill your prescription. 

Mail Order Pharmacy Program

If you are taking maintenance medications on a long-term basis, you may use the Sav-Rx mail order pharmacy program. To do so, contact the Fund Office at 309-347-7519 and request a mail order envelope. When your doctor prescribes a prescription for maintenance medication, you should complete the mail order form and send it along with your prescription and your copayment to:

Sav-Rx Prescription Services
P. O. Box 8
Fremont, NE 68026 

It may take up to two weeks for Sav-Rx to fill your mail order prescription. If you need to start taking your medication right away, ask your doctor for two prescriptions – one for a short-term 34-day supply that you can fill immediately at a Sav-Rx pharmacy and one for a long-term 90-day supply that you can order through the mail order pharmacy program.

Generic Equivalents And Brand Name Medications

By law, both Generic and Brand Name medications must meet the same standards for safety, purity, and effectiveness – and the Generic medication generally costs less.

You should ask your Physician if a Generic equivalent is available for any prescriptions you need filled.

Almost all prescription drugs have two names: the Generic name and the Brand name. By law, both Generic and Brand Name medications must meet the same standards for safety, purity, and effectiveness.

When you or your Dependent need a prescription, you may want to ask your Physician whether a Generic medication can be substituted for a Brand Name medication. Your pharmacist can also assist you in substituting Generic medications when appropriate.

In general, using Generic medications will help control the cost of health care while providing quality medications—and can be a significant source of savings for you and the Plan. Since the amount you pay under the retail program for prescriptions is a percentage of the cost of the medication, you can save money by receiving Generic medications, which typically cost less than Brand Name medications. You’re paying a percentage of a smaller amount. 

Covered Prescription Drug Expenses

The Plan covers prescription drugs that are approved by the Food and Drug Administration that your doctor prescribes as a medically necessary treatment of an Illness or Injury and that include the following:

· Federal legend drugs,

· State-restricted drugs,

· Accutane,

· Attention Deficit Hyperactivity Disorder (ADHD) medications,

· Avonex,

· Cholesterol lowering drugs,

· Compounded prescriptions,

· Cough and cold preparations,

· Diabetic drugs (oral),

· Diabetic supplies (test strips and lancets),

· Erectile dysfunction medications, up to six pills every 30 days or 18 pills within 90 days, 

· Immune altering drugs,

· Insulin on prescription,

· Mental health drugs,

· Needles and syringes,

· Non-steroidal anti-inflammatory drugs,

· Oral anti-fungal agents,

· Prescribed contraceptives such as oral contraceptives and patches,
· Pre-natal vitamins, and 

· Retin-A.

Exclusions and Limitations on Payment of Prescription Drug Expenses

Prescription drug benefits are not provided for any of the following:

· Over-the-counter medications and items lawfully obtainable without prescription,

· Anabolic steroids,

· Anorexiants,

· Devices and appliances,

· Dexedrine,

· Diagnostic drugs,

· Federal legend smoking cessation products,

· Federal legend vitamins (adult and children),

· Fertility drugs (injectable or oral),

· Genetically engineered drugs,

· Imitrex Vials,

· Imitrex device kits,

Experimental or Investigative means a medicine that:

· Has not been recognized as an acceptable medication because its effectiveness has not yet been proven,

· It is still in a trial use primarily in a research setting,

· Has not received required governmental approval, or

· It is not appropriate, based on the advanced stage of the patient’s condition.

· Injectables,

· Lupron,

· Rhogam,

· Rogaine and similar drugs,

· Serums,

· Drugs used for cosmetic purposes,

· Prescriptions covered without charge under federal, state or local programs, including Workers’ Compensation,

· Any charge for the administration of a drug or insulin,

· Experimental or Investigative drugs,

· Unauthorized refills,

· Immunization agents, biological sera, blood or plasma,

· Medication while you are confined to a rest home, skilled nursing facility, sanitarium, extended care facility, Hospital or similar entity,

· Any charge where the UCR charge is less than your copayment,

· Any charge over the UCR charge, advertised or posted charge, whichever is less than the scheduled amount.

Your Dental Benefits

Dental benefits help limit the amount you pay for covered dental care services. Your dental benefits cover required supplies and the services of your Dentist. You may receive care from any licensed Dentist. 

The Plan covers the expenses described in this section after you meet your Deductible or after three family members satisfy the family Deductible if three or more family members are covered by the Plan. See your Schedule of Benefits on page 3 for the amount of your Deductible and the level of coverage for different types of treatment.

Dental expenses that you incur in the last three months of the prior calendar year may be used to satisfy your Deductible for the next year if you were eligible for Plan benefits during the prior year, but the covered dental expenses must have been used towards the Deductible amount for that year.

Usual and customary means the charge that is the lowest of the following: 

· The amount charged by the Dentist or other providers of the services, 

· The amount charged by most other Dentists of similar training or experience in the same geographic area for the same or similar services or supplies, or 

· The actual amount charged for the services or supplies.

Types of Treatment

Covered dental expenses include the usual and customary charges for services and supplies for preventive, regular and special dental care treatment. 

Preventive dental care treatment includes:

· Routine oral examinations (including diagnosis, X-ray and prophylaxis), but not more often than once every six months,

· Topical application of sodium or stannous fluoride to the natural teeth of your Dependent children who have not reached their 15th birthday,

· Fixed or removable space maintainers for missing primary teeth, and

· Emergency oral treatment and examination for the relief of pain.

Regular dental care treatment includes:

· Dental X-rays, other than those in connection with routine oral examinations,

· Oral surgery,

· Dental extractions, including those performed in connection with orthodontic treatments,

· Fillings, other than gold fillings,

· Anesthesia administered in connection with dental treatment for which the charges count as a covered dental expense,

· Treatment of periodontal and other diseases of the gums and tissues of the mouth,

· Endodontic treatment, including root canal therapy,

· Medicines and drugs administered or prescribed by a Dentist, and

· Repair of prosthetic appliances.

Orthodontia treatment for any participant.
Special dental care treatment includes:

· Inlays, crowns and gold fillings,

· Initial installation of fixed bridgework to replace missing natural teeth,

· Initial installation of partial or full removable dentures to replace missing natural teeth and adjacent structures (including precision attachments that can be justified as functionally necessary with study models and radiographs) and any adjustments during the six-month period following installation,

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

· The replacement or addition of teeth is required to replace one or more teeth extracted after the existing partial denture or bridgework was installed,

· The existing denture or bridgework cannot be made serviceable, and it was installed at least five years before its replacement, or

· The existing complete denture is an immediate temporary denture that cannot be made permanent and replacement by a permanent denture takes place within 12 months from the date of initial installation of the immediate temporary denture,

· Repair and re-cementing of crowns, inlays and fixed bridgework, and

· Repair and relining of dentures.

Exclusions and Limitations on Payment of Dental Expenses

Benefits will not be paid by the Plan for the following expenses:

· Services rendered before the date you or your dependent is eligible for Plan benefits.

· Treatment other than by a licensed Dentist or licensed Physician, except that scaling or cleaning of teeth and topical application of fluoride may be performed by a licensed dental hygienist if the treatment is rendered under the supervision and guidance of and billed for by the Dentist.

· Services or supplies that are cosmetic in nature, including charges for personalization or characterization of dentures.

· Replacement of a lost, missing or stolen prosthetic device.

· Any services that are covered by any Workers’ Compensation laws or employers’ liability laws, or services that an employer is required by law to furnish in whole or in part.

· Services rendered through a medical department, clinic or similar facility provided or maintained by the patient’s employers.

· Services or supplies for which no charge is made that you or your Dependent is not legally obligated to pay or for which no charge would be made in the absence of dental expense benefits.

· Services or supplies that are not necessary, according to accepted standards of dental practice.

· Services or supplies that do not meet accepted standards of dental practice, including charges for services or supplies that are Experimental or Investigational in nature.

· Services or supplies that result from dental disease, defect or Injury due to an act of war, declared or undeclared (including armed aggression resisted by the armed forces of any country), or any act of such a war.

· Any duplicate prosthetic device or any other duplicate appliance.

· Sealants (materials, other than fluorides, painted on the grooves of the teeth in an attempt to prevent further decay) and for oral hygiene and dietary instruction.

· A plaque control program (a series of instructions on the care of the teeth).

· Periodontal splinting.

· Services, to the extent that such services or benefits are otherwise provided under the Plan or under any other plan that the Employer (or any company subsidiary to or affiliated with the Employer) contributes to or otherwise sponsors.

· Myofunctional therapy or correction of harmful habits.

· Implantology.

· Dental services to the extent that such services or payments for such services are available under any plan or program established under the laws or regulations of any government or under any plan or program in which any government participates other than as an employer. If you are not enrolled for all benefits for which you are eligible under any such plan or program, services and payments available will nevertheless include all benefits to which you would be entitled if you were enrolled for all such benefits.

· Non-surgical treatment of temporomandibular joint disorders.

Extension of Dental Expense Benefits

The Plan will cover expenses incurred for the following courses of treatment if they are found necessary in a dental examination that is made while you or your Dependent is covered by the Plan. 

· An appliance, or modification of one, for which an impression was taken while you were eligible,

· A crown, bridge or gold restoration for which the preparation of the tooth was begun while you were eligible,

· Root canal therapy, provided the work on the tooth was begun while you were eligible.

You must incur the charges before the end of the first 30 days after you stopped being eligible for Plan benefits.

In the Event of Your Death or Dismemberment

Life Insurance Benefits

In the event of your death, a Life Insurance benefit will be paid to your beneficiary. Life Insurance benefits are not provided for your Dependents. The amount of the benefit is listed in the Schedule of Benefits on page 3.

Waiver of Premium

If you are no longer able to work because of total disability that begins while you are covered as an active Employee and before you reach age 60, your Life Insurance benefit may be continued without any cost to you during your disability. However, to be eligible, you must: 

· Initially submit proof of your total disability before your 60th birthday, and 

· If you remain continuously and totally disabled, subsequently submit proof of total disability during the three months before the end of each year.

This waiver of premium will end:

· When you are no longer totally disabled (however, if you return to active covered employment, you may again be covered as an active Employee),

· If you do not submit to any physical exam when required (the Fund has the right to require proof of your continuing total disability and have a Physician of its choice examine you),

· If you do not provide proof of your continuous total disability as required, or

· When you attain age 65.

If your coverage ends under this waiver of premium, you may be eligible to convert your insurance to an individual policy (see following section).

Conversion Privilege

Your Life Insurance benefit will be continued for a period of 31 days after your eligibility ends. During the 31-day period, you may obtain a replacement individual life insurance policy without having to pass a medical examination. To be eligible, your eligibility must end due to:

· Termination of your employment,

· Retirement, or

· Cancellation of the insurance policy or insurance for your class of coverage by the Fund, provided you had been insured for at least five years at that time.

The amount of the converted insurance policy will be the same as the amount you are eligible for under the Fund when your eligibility ends. You can convert your coverage by applying to the insurance company and paying the applicable premium (depending on the amount of insurance and your age at the time of conversion). Contact the Fund Office at 309-347-7519 to obtain an application form or for more information.

Accidental Death and Dismemberment Benefits

In the event of your accidental dismemberment or death, a benefit will be paid to you or to your beneficiary. The amount of the benefit for accidental death or dismemberment is listed in the Schedule of Benefits on page 3.
Benefits are paid for losses that occur through accidental means, whether on or off the job. The death or other loss must occur within 90 days from the date of the accident. These benefits are in addition to any other insurance benefits you may receive. 

For purposes of the dismemberment benefit, a loss means, with regard to hands or feet, severance through or above the wrist or ankle joint. With regard to eyes, loss means the total and irrecoverable loss of sight.

Limitations

Accidental Death and Dismemberment Benefits will not be paid for losses caused, contributed to, by, or resulting from (directly or indirectly) any of the following:

· Infirmity of mind or body (including the medical or surgical treatment),

· Illness of any kind (including the medical or surgical treatment or diagnosis),

· Bacterial infection, except a septic infection of or through an accidental wound, 

· Intoxication or narcotic influence, unless administered on the advice of a Physician, 

· Suicide or intentionally self-inflicted Injury,

· War or act of war, declared of undeclared,

· Injury sustained while in any of the armed forces of any country or international authority,

· Participation in an insurrection or riot, 

· Commission of or attempt to commit a felony or while engaged in an illegal occupation, or

· Operation, including learning to operate, or action as a pilot or crewmember of an aircraft..

Naming Your Beneficiary

When you become eligible for benefits under the Plan, you will be asked to complete a Beneficiary Designation Form. On this form, you will designate a beneficiary to receive Life Insurance benefits in the event that you die (and Accidental Death and Dismemberment benefits in the event of your death due to an accident).

You may name any person or persons as your beneficiary. You should name your beneficiary on the form provided by the Fund Office. You should periodically review your beneficiary designation. You may change your beneficiary at any time by filing a new form. You may call the Fund Office at 309-347-7519 to obtain the Beneficiary Designation Form.

If your beneficiary does not survive you or if you fail to name a beneficiary or your beneficiary cannot be located in a reasonable period of time, your benefits will be paid to the first of your following living relatives: your spouse, mother, father, child(ren), or your estate.

If your beneficiary is a minor or is legally incapacitated, payment may be made to the beneficiary’s legal guardian, or if no request is made by the legal guardian, to the person assuming custody and support of the beneficiary. 

When You Make a Claim for Benefits

Filing a Claim for Benefits

Claim deadline. All claims must be submitted within one year of: 

· The date that the charge for services is incurred, or

· The date of the event for which you are claiming benefits.

When you follow the steps outlined below, you should receive prompt attention to your claims for Plan benefits. 

Medical Claims

You should notify the Fund Office of your claim within 90 days of the date that you receive the service. In addition, you must submit your written claims to the Fund Office within one year of the date you incurred the charge for the service or within one year of the event for which you are claiming benefits.

To file a claim for medical benefits:

If you use a PPO medical provider, the provider should file claims for you. However, if your provider does not file a claim with the Fund, it is your responsibility to submit an itemized bill detailing services and charges. In this case:
1. Obtain a claim form from the Fund Office in person or request one in writing from the Fund Office. 

2. Provide the following information when submitting a claim:

· Participant name;

· Patient name;

· Patient date of birth;

· Social security number of patient and participant;

· Date of service;

· CPT-4 (the code for physician services and other health care services found in the Current Procedural Terminology, Fourth Edition, as maintained and distributed by the American Medical Association);

· ICD-9 (the diagnosis code found in the International Classification of Diseases, 9th Edition, Clinical Modification as maintained and distributed by the U.S. Department of Health and Human Services);

· Billed charge;

· Number of units (for anesthesia and certain other claims);

· Federal taxpayer identification number (TIN) of the provider;

· Billing name and address of provider; and

· If treatment is due to accident, accident details.

For medical claims, have your physician complete the Attending Physician’s Statement section of the claim form, submit a completed health insurance claim form, or submit a HIPAA-compliant electronic claims submission. If your provider does not file your claim, be sure to attach all itemized Hospital bills or doctor’s statements that describe the services rendered. By submitting all itemized bills, you will speed the processing of your claim.
Authorized Representatives

An authorized representative, such as your spouse, may complete the claim form for you if you are unable to complete the form yourself and have previously designated the individual to act on your behalf. To designate an authorized representative, you need to complete a form, which you can obtain by contacting the Fund Office. Submit your completed claim form, with all itemized bills attached, to the Fund Office at:

Laborers’ Local 231 Health and Welfare Trust Fund
Post Office Box 374
2503 Broadway
Pekin, Illinois 61554
If your doctor, Hospital or other medical provider submits an unpaid bill for services or supplies covered by this Plan, the Plan may make payment to the provider.

Dental Claims

To file a claim for dental benefits:

1. Obtain a claim form from the Fund Office in person or request one in writing from the Fund Office.
2. Complete your portion of the form by filling in all the information requested and signing your name on the line specified.

3. Forward your completed dental claim form to:

Laborers’ Local 231 Health and Welfare Trust Fund
Post Office Box 374
2503 Broadway
Pekin, Illinois 61554

All covered dental expenses are paid directly to the provider. You will be reimbursed directly for any covered services that were paid according to the procedures listed above. 

Life Insurance Claims

Your beneficiary must submit a Life Insurance claim form along with a certified copy of your death certificate to claim the Life Insurance benefit. The benefit is payable to your designated beneficiary after the Fund Office has received the claim form and death certificate. Your beneficiary should contact the Fund Office for assistance or forms. 

The Fund reserves the right, at its own expense, to request an autopsy, unless prohibited by law.

Accidental Death and Dismemberment Claims

You or your beneficiary must complete a proof of loss form and submit it to the Fund Office to claim the Accidental Death and Dismemberment Benefit. If your beneficiary is claiming Accidental Death benefits, your beneficiary must submit a certified copy of your death certificate with the claim form. Your beneficiary should contact the Fund Office for assistance or forms.

The Fund reserves the right, at its own expense, to request an examination or autopsy, unless prohibited by law.

Benefit Payments by the Plan

If the Plan makes payments that exceed the amount that should have been paid under the terms of the Plan, the Board of Trustees has the right to recover any excess payments from anyone to whom payments were made, insurance companies or any other organization.

If payments are made by another plan or plans that should have been made by this Plan, the Trustees have the right to pay the provider of the services, Medicare or Medicaid in the amounts they determine are warranted under the terms of this Plan.

Claim Decisions

Medical Claims

Health care claims include medical prescription drug and dental claims.

You do not need to notify the Fund before you receive medical treatment. Claims are submitted after you have received medical services, and are called post-service claims. The Plan will make an initial decision on your claim and notify you within 30 days of receiving your claim. If additional time is necessary due to matters beyond the control of the Plan, you will be informed of the reason for and length of the delay. You will be notified of any extension within the 30-day period. A decision will be made within 15 days from the date the Plan notifies you of the delay. Further, if additional information is needed to process your claim, you will be notified within 30 days of receipt of your claim and you then have up to 45 days to provide the requested information. Once the information is received or the 45 day-period has lapsed, the Plan will make a determination within 15 days. 

Life and AD&D Insurance Benefit Claims

Life Insurance benefits will be paid to your beneficiary within 90 days after the Fund Office and the Insurance Company receive a completed claim form and certified death certificate. AD&D Insurance Benefits will be paid as soon as possible after the Fund Office and Insurance Company receives a completed proof of loss form or a certified copy of your death certificate and claim form in the event of your death. If additional time is necessary due to matters beyond the control of the Plan, you will be informed of the reason for and length of the delay. You will be notified of any extension within the 90-day period. A decision will be made within 90 days from the date the Plan notifies you of the delay. 

If Your Claim is Denied

If your claim is denied (in whole or in part), the Plan will:

· Provide you with certain information about your claim, and

· Notify you of its denial of your claim within certain timeframes.

When the Plan notifies you of its initial denial on your claim, it will provide:

· The specific reason or reasons for the decision,

· Reference to the Plan provisions on which the decision was based,

· A description of any additional information or material needed to properly process your claim and an explanation of the reason it is needed, 

· A copy of the Plan’s review procedures and time periods to appeal your claim, plus a statement that you may bring a lawsuit under ERISA following the review of your claim,

· A copy of any internal rule, guideline, protocol or similar criteria that was relied on or a statement that a copy is available to you at no cost upon request, and

· A copy of the scientific or clinical judgment, or statement that is available to you at no cost upon request if your claim is denied due to Medical Necessity, Experimental treatment or similar exclusion or limit.

If you do not receive the notice within the appropriate time and the claim has not been settled, you should contact the Fund Office in writing for more information.

Appealing the Denial of Your Claim

If your claim is denied, you are entitled to a full and fair review of the claim. You or your authorized representative must submit a written appeal within 180 days of the denial of the claim. You must file a written appeal and send it to the Board of Trustees at:

Board of Trustees 
Laborers’ Local 231 Health and Welfare Trust Fund
Post Office Box 374
Exhaustion of remedies. You must use the appeal procedures provided by the Plan before you bring any action in court for benefits.

2503 Broadway
Pekin, Illinois 61554

When appealing a claim, you may authorize a representative to act on your behalf. If you decide to designate someone as your representative at a hearing, the Fund will require a written authorization. Authorization forms are available at the Fund Office. If you decide to make a personal appearance or have someone appear on your behalf, it must be done at your own expense.

In making the appeal, you or your authorized representative may submit additional proof that you are entitled to benefits and examine any document related to the claim held at the Fund Office.

Claims will be reviewed at the next regularly scheduled quarterly Board of Trustees’ meeting. If the Trustees receive a request for review of a claim within 30 days of the next regularly scheduled board meeting, the request for review may be considered at the second regularly scheduled quarterly board meeting. In special circumstances for Life and/or AD&D Insurance Benefit claims, a decision will be made at the third regularly scheduled board meeting following receipt of the request for review. A benefit determination will be made no later than the second regularly scheduled board meeting for health care claims or third regularly scheduled board meeting for Life and/or AD&D Insurance Benefit claims. You will be notified in writing in advance if an extension will be necessary. 
Once a decision on review of your claim is reached, you will be notified of the decision as soon as possible, but no later than five days after the decision has been reached. The written notice of the decision on review will include:

· The specific reason or reasons the appeal was denied,

· A reference to the specific Plan provisions on which the denial was based,

· A statement that you are entitled to receive reasonable access to and copies of all documents relevant to your claim and appeal upon request and free of charge,

· A statement of your right to bring a civil action under ERISA following an adverse benefit determination on review,

· A statement about alternative ways to appeal the decision and referral to the Department of Labor or your state’s regulatory agency.

The Trustees have broad discretionary authority to determine all benefit claim appeals and to interpret the Plan. The Trustees’ decision in the appeal will be given judicial deference in any later court action. You must follow the Plan’s appeal procedures before you can bring any court action against the Plan.

Coordination of Benefits
Allowable expenses are any necessary and reasonable expenses for medical and dental services, treatment, or supplies covered by one of the plans under which you are covered.

Often, because both husbands and wives work, members of a family are covered under more than one plan. Your Plan has adopted coordination of benefit rules to avoid duplication of coverage – two plans paying benefits for the same allowable expenses. When you or your Dependents are covered by more than one plan, these rules determine the order in which the plans pay benefits. 

The Plan will not provide benefits of any kind to Dependents who have medical coverage under their Employer’s plan, unless the other plan provides the same maximum benefits to all employees, regardless of whether the employee has coverage under another plan. In cases where this provision causes a hardship and is beyond the control of the Dependent, he or she may make an appeal to the Board of Trustees. If approved, the Dependent must assign all available remedies against the Dependent’s Employer and/or Employer’s plan or insurer to the Board of Trustees.

“Another plan” 

The amount of benefits payable under this Plan will take into account any coverage you or your Dependent has under another plan. Another plan means:

· Any group or blanket insurance coverage, or any other plan covering you or your Dependents individually or as members of a group,

· Any group Blue Cross Blue Shield, group hospital service prepayment plan, group practice or other group prepayment coverage,

· Labor-management trusteed plans, union welfare plans, employer organization plans or employee benefit organization plans or any other arrangement of benefits for individuals of a group,

· Any coverage under governmental programs or required or provided by any statute, including motor vehicle no-fault coverage required by statue, but excluding Medicaid,
· Medicare, subject to any government provision or regulation that determines when Medicare is primary, and

· This Plan, when both spouses are Employees under this Plan. 

Amount Paid When Benefits Are Coordinated

You must report any other coverage on the claim form you complete and submit for reimbursement of your allowable expenses. 

The primary plan, which pays first, will pay the benefits that would be payable under the terms of the plan in the absence of a coordination of benefits provision.

The secondary plan will limit the benefits it pays so that the sum of its benefit and all other benefits paid by the primary plan will not exceed the greater of:

· 100% of the total allowable expenses, or

· The amount of benefits it would have paid had it been the primary plan.

Which Plan Pays First?

Generally, a plan that does not have a coordination of benefits rule or a plan that covers you as an Employee pays first.

The following rules determine which plan pays first if you or your Dependents are covered by another plan.

1. When another Plan does not have coordination of benefits rules (COB rules), that plan pays benefits first.

2. When another plan has COB rules, the first of the following rules that applies will govern:

a) A plan that covers the claimant as an employee pays first.

b) For Dependent children of parents who are not divorced or separated, the plan of the parent whose birthday (month and day) is earlier in the calendar year pays first, except:

i) If both parents’ birthdays are on the same day, rule d) will apply.

ii) If another plan does not include the birthday rule, then that plan’s COB rule will determine the order of payment.

c) For Dependent children whose parents are divorced or separated, the following rules apply:

i) If there is a court decree that establishes a parent’s financial responsibility for the medical and dental expenses of a Dependent child, then the plan of the parent with financial responsibility will pay first.

ii) If there is no court decree requiring coverage of the Dependent child, the following rules apply:

(1) If the parent who has custody of the child is not remarried, the custodial parent’s plan will pay first.

(2) If the parent who has custody of the child has remarried, then the order of payment will be:

(a) The custodial parent’s plan first,

(b) The step-parent’s plan second, and

(c) The non-custodial parent’s plan third.

d) If none of the preceding rules apply, the plan that has covered the claimant for the longest period of time will pay first, except when:

i) One plan covers the claimant as a laid-off or retired employee (or a Dependent of such an employee), and

ii) The other plan includes this COB rule for laid-off or retired employees (or is issued in a state that requires this COB rule by law).
In this case, the plan that covers the claimant as other than a laid-off or retired employee (or Dependent of such an employee) will pay first.

Where part of the plan coordinates benefits and part does not, each part will be treated like a separate plan. If this Plan is secondary and the other plan’s provisions state that the other plan is always secondary or the COB rules are different from this Plan, this Plan will remain secondary and pay second. 

If you or your Dependent also has coverage through an HMO, charges that result from failure to follow plan rules (for example, failure to use an HMO provider) will not be covered.

Generally, this Plan pays first when you are eligible for Medicare if you are still actively working.

Coordinating Benefits with Medicare

Medicare consists of four programs:

· The first part is officially called “Hospital Insurance Benefits for the Aged and Disabled,” and is commonly referred to as Part A of Medicare. It primarily covers Hospital benefits, although it also provides other benefits.

· The second part is officially called “Supplementary Medical Insurance Benefits for the Aged and Disabled,” and is commonly referred to as Part B of Medicare. It primarily covers Doctor’s services, although it, too, covers a number of other items and services.

· The third part is “Medicare Advantage” and is the managed care program under Medicare.

· The fourth part is prescription drug coverage, which is commonly referred to as Part D of Medicare.

Typically, you become eligible for Medicare upon reaching age 65. Under certain circumstances, you may become eligible for Medicare before age 65 if you are a disabled worker, dependent widow, or have chronic End-Stage Renal Disease (ESRD). You should be aware that even if you are covered under a collective bargaining agreement and do not begin receiving Social Security monthly payments at age 65, you are eligible to apply for both Parts A and B of Medicare. Since Part A of Medicare is ordinarily free, you should apply for it as soon as you are eligible. You will be required to pay a monthly premium for Part B of Medicare. You must enroll in Part B when eligible to receive full benefits under this Plan.

If you, your covered spouse, or your covered Dependent child becomes covered by Medicare, either because of disability or age, the person covered by Medicare may either retain or cancel coverage under this Plan.

If you remain actively employed and you, your spouse, and/or your Dependent child(ren) are covered by this Plan and by Medicare, this Plan pays benefits first and Medicare pays second.

If you become totally disabled and entitled to Medicare because of disability, you will no longer be considered actively employed. As a result, once you become entitled to Medicare because of disability, Medicare pays benefits first and this Plan pays second.

If you or any of your Dependents become entitled to Medicare because of end-stage renal disease (ESRD), this Plan pays benefits first and Medicare pays second for 30 months starting the earlier of the month in which Medicare ESRD coverage begins or the first month in which you or your Dependent receives a kidney transplant. After 30 months, Medicare will be primary.

How the Plan Recovers Expenses if Another Party is Responsible

In the event of any payment for the Comprehensive Major Medical Benefit or the Dental Expense Benefit under this Plan, Laborers’ Local 231 Health & Welfare Fund will be subrogated to all the rights of recovery to which you and/or your dependents receiving such payment may have against any person or organization, and you and/or your dependent must execute and deliver instruments and papers and do whatever else is necessary to secure such rights.  You and/or your dependents must not do anything to prejudice such rights.

If you and/or your dependents fail to comply with this provision, your claim will be denied.

PROCEDURE TO FOLLOW:
1. All of the following must be submitted:

a. Claim form completed in full;

b. Insurance Company’s name and address;

c. Name of person or organization involved;

d. Police report; and

e. All bills incurred.

2. A Subrogation Form must be signed and returned to the Welfare Fund Office.
3. As a participant of the Fund, the employee is required to help the Trustees enforce this subrogation right. The Fund will pay benefits subject to the conditions that you and/or your dependents:

a. Agree to the Fund being subrogated to any recovery or right of recovery you and/or your dependents have against the third party;

b. Will not take any action which would prejudice the Fund’s subrogation rights; and

c. Will cooperate in doing what is reasonably necessary to assist the Fund in any recovery.  You and your attorney will be required to sign a Subrogation Form, which must include an agreement to not settle without the consideration and consent from the Fund for medical and loss of time payment being refunded to the Plan.

The Fund will subrogate only to the extent of the Fund’s benefits paid because of that injury and for reimbursement to the Fund of any and all legal expenses and costs, including attorney’s fees incurred by this Fund pursuant to item 3 below.

1. The Fund may withhold payment of benefits or deduct the amount of any payment from future claims.

2. In the event you and/or your dependents recover any amount by settlement or judgment from or against the other party, the Fund will request repayment of the full amount of benefits paid by the Fund.

3. If you and/or your dependents refuse or fail to repay such amount, the Fund will be entitled to recover such amounts from you and/or your dependents plus any amount incurred by this Fund in collecting the amounts owed to the Fund.

Use and Disclosure of Private Health Care Information

The Plan uses protected health information (PHI) in accordance with the uses and disclosures permitted by the Health Insurance Portability and Accountability Act of 1996 (HIPAA). You may review a copy of the document at the Fund Office by requesting an appointment in writing. You may also request a copy. The Fund may charge a reasonable fee to cover the cost of reproducing this document. Requests for the Privacy Policy should be addressed to:

HIPAA Privacy Officer
Laborers’ Local 231 Health and Welfare Trust Fund
2503 Broadway
Pekin, IL 61554

Privacy Policy

In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA; effective April 14, 2003), the Plan protects the confidentiality and security of your private health information. You may find a complete description of your rights under HIPAA in the Plan’s Privacy Notice that describes the Plan’s privacy policies and procedures and outlines your rights under the privacy rules and regulations.

The Plan distributes the Privacy Notice as required by the privacy rules, such as when changes are made to the privacy policies and procedures.

This Plan and the Plan Sponsor will not use or further disclose your protected health information except as necessary for treatment, payment, health plan operations, and Plan administration or as permitted or required by law. In particular, the Plan will not, without your written authorization, use or disclose your protected health information for employment-related actions and decisions or in connection with any other benefit or Employee benefit plan of the Plan Sponsor.

The Plan hires professionals and other companies to assist in providing health care benefits. The Plan has required these entities, called “Business Associates” to observe HIPAA’s privacy rules. In some cases, you may receive a separate notice from one of the Plan’s Business Associates. It will describe your rights with respect to benefits provided by that company.

Your rights under HIPAA with respect to your protected health information include the right to:

· See and copy your health information;

· Receive an accounting of certain disclosures of your health information;

· Amend your health information under certain circumstances; and

· File a complaint with the Plan or with the Secretary of Health and Human Services if you believe your rights under HIPAA have been violated.

If you need a copy of the Privacy Notice, you may contact the Privacy Officer at the Fund Office:

Privacy Office
Laborers International Union of North America Local No. 231
Post Office Box 374
Pekin, Illinois 61554
309-347-7519
Administrative Information about the Plan

Plan Name

This Plan is called the Laborers’ Local 231 Health and Welfare Trust Fund.

Plan Sponsor and Administrator

A Board of Trustees holds all assets in trust and is responsible for the operation of this Plan. The Board of Trustees consists of Employer and Union representatives selected by the Employers and Unions that have entered into Collective Bargaining Agreements related to this Plan. You may contact the Board of Trustees by using the address and phone numbers listed under the Board of Trustees on page 50 or the following address:

Board of Trustees
Laborers’ Local 231 Health and Welfare Trust Fund
Post Office Box 374
2503 Broadway
Pekin, Illinois 61554
309-347-7519

Rules About Plan Interpretation and Continuation

Only the Board of Trustees is authorized and has the full discretion to:

· Interpret the Plan, Plan Document, rules and procedures, 

· Decide all questions about the Plan, including questions about your eligibility for benefits and the amount of benefits payable to you,

· Determine the facts of any claim you make for Plan benefits, and

· Change the eligibility rules and other Plan terms to amend, increase, decrease or eliminate benefits or terminate the plan, partially or totally.

The Trustees intend to continue the Plan indefinitely for your benefit and the benefit of all the Plan participants. However, the Trustees have been given the power to amend or terminate the Plan, as they deem necessary. The Plan may be amended or terminated by majority vote of the Board of Trustees at a meeting of the Trustees. If this occurs, the Fund Office will send you a written notice explaining the change. Please be sure to read all Plan communications and keep them with your booklet. If the Plan is terminated and there are any assets remaining after payment of all Plan liabilities, those assets will be used for purposes determined by the Trustees according to the Trust Agreement. However, any use of such assets will be made only for the benefit of the Plan participants who were covered under the Plan at the time of the Plan’s termination. 
If a decision of the Trustees is challenged in court, the decision will be upheld unless the court finds that it is arbitrary and capricious. Individual Trustees, Employers or union representatives do not have the authority to interpret the Plan on behalf of the Board or to act as agents of the Board.

Any Employer, union or representative of any Employer or union, is NOT authorized to interpret the Plan nor can any such person act as an agent of the Trustees. You may only rely on information regarding the Plan that is communicated to you in writing and signed on behalf of the full Board of Trustees either by the Trustees, or, if authorized by the Trustees, signed by the Fund Administrator.

Board of Trustees

The Trustees of this Plan are:

	Union Trustees
	Employer Trustees

	Spencer Smith
Laborers International Union of North America Local No. 231 Welfare Fund

2503 Broadway

Pekin, Illinois 61554 
	Ken Aupperle  (Secretary)
Builder’s Association of Tazewell County
182 E. Washington St.
Morton, Illinois 61550

	Robert Schroeder (Chairman)
Laborers International Union of North America Local No. 231 Welfare Fund

2503 Broadway

Pekin, Illinois 61554 
	Craig Baum
P. O. Box 161
866 N. Main St.
Morton, Illinois 61550

	Steve Schroeder
Laborers International Union of North America Local No. 231 Welfare Fund

2503 Broadway

Pekin, Illinois 61554 
	Michael Cullinan
R.A. Cullinan & Son

121 W. Park Street

P.O. Box 166

Tremont, Illinois 61568

	Frank Sciortino
Laborers International Union of North America Local No. 231 Welfare Fund

2503 Broadway

Pekin, Illinois 61554 
	Steve Aupperle

W. M. Aupperle & Sons
190 E. Washington St.
Morton, Illinois 61550


Collective Bargaining Agreement

The Plan is maintained through Collective Bargaining Agreements between Employers and Laborers’ Local 231. The labor agreements specify the amount of contributions, due date of Employer contributions, type of work for which contributions are payable and the geographic area covered by these labor agreements. 

If you request it in writing, you and your Dependents may obtain:

· Information about whether an Employer is required to pay contributions to the Plan,

· The address of a particular Contributing Employer,

· A list of Contributing Employers, and

· Copies of the Collective Bargaining Agreement under which you work.

You or your Dependents may also examine these documents and information at the Fund Office.

Plan Identification Numbers

The Plan serial number assigned to this Fund by the Board of Trustees pursuant to instructions by the Internal Revenue Service is 501. 

The identification number assigned to the Board of Trustees by the Internal Revenue Service is 37-6031467.

Plan Contributions and Funding

Employer contributions finance the benefits described in this booklet. All Employer contributions are paid to the Trust Fund, subject to provisions in the Collective Bargaining Agreements between the Union and Associations and those Employers that are not members of, or represented by, such Associations but that enter into an individual Collective Bargaining Agreement with the Local Union.

Your coverage by the Plan is not a guarantee of continuing employment.

Your coverage by the Plan does not constitute a guarantee of your continued employment.

Benefits and administrative expenses are paid from the Fund. ULLICO, Inc. insures the Life Insurance and Accidental Death and Dismemberment benefits provided by the Plan. Contact information for ULLICO is:

ULLICO, Inc.

1625 Eye Street, N.W.

Washington, D.C. 20006

(800) 431-5425

The medical, prescription drug and dental benefits are self-insured, meaning that they are provided directly from the Trust Fund. All Plan benefits are administered by the Fund Office.

Plan Year

The Plan Year is the calendar year from January 1 through December 31.
The accounting records of the Plan are kept on a Plan Year basis beginning each January 1 and ending the following December 31.

Purpose

This Plan is a welfare Plan that is maintained for the purpose of providing medical, prescription drug and dental benefits for you and your Dependents who meet the eligibility requirements described in this booklet and life insurance and accidental death and dismemberment benefits for you when you meet the eligibility requirements.

Inspection of the Plan

A written Plan Document and Trust Agreement govern the Plan. If you wish, you may inspect these documents at the Fund Office, or you may request copies of documents relating to this Plan. You will be charged a reasonable fee to cover the cost of copying any document you request. To make your request, you should contact the Fund Administrator:

Mr. Gary L. Sciortino, II, Fund Administrator
Laborers International Union of North America Local No. 231
Post Office Box 374
Pekin, Illinois 61554
309-347-7519
Agent for Service of Legal Process

For disputes arising under the Plan, service of legal process may be made on:

Michael O’Hara, Esq.
Cavanagh & O’Hara
P.O. Box 5043
Springfield, Illinois 62705

Service may also be made on any member of the Board of Trustees at the Fund Office:

Laborers International Union of North America Local No. 231
2503 Broadway
Pekin, Illinois 61554

For disputes arising under those portions of the Plan insured by ULLICO, Inc. service of legal process may be made upon its corporate office at 1625 Eye Street, N.W., Washington, D. C. 20006, or upon the supervisory official of the Insurance Department in the state where you live.

Your Rights under the Federal Law: ERISA

As a participant in the Laborers’ Local 231 Health and Welfare Trust Fund, you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974, as amended (ERISA). ERISA provides that all participants be entitled to:

Receive Information About Your Plan and Benefits

You have the right to:

· 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. These include insurance contracts and Collective Bargaining Agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration.

· Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the Plan. Plan documents available for request include insurance contracts, Collective Bargaining Agreements, and copies of the latest annual report (Form 5500 Series) and updated summary plan description. The Plan Administrator may make a reasonable charge for the copies. 

· 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

You also have the right to:

· Continue health care coverage for yourself, spouse or Dependents if there is a loss of coverage under the Plan because 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. 

· Reduce or eliminate 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 creditable coverage, free of charge, from your group health plan or health insurance issuer when:

· You lose coverage under the Plan,

· You become entitled to elect COBRA Continuation Coverage, or

· Your COBRA Continuation Coverage ceases.

You must request the certificate of creditable coverage before losing coverage or within 24 months after losing coverage. Without evidence of creditable 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. 

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 the 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 Plan Administrator. 

If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state or federal court. 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 these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions

If you have any questions about your Plan, you should contact the Plan Administrator. If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits Security Administration (EBSA), U.S. Department of Labor, listed in your telephone directory or:

The Division of Technical Assistance and Inquiries
Employee Benefits Security Administration
U.S. Department of Labor
200 Constitution Avenue N.W.
Washington, D.C. 20210

For more information about your rights and responsibilities under ERISA:

· Call 1-866-444-3272, or 

· Visit www.dol.gov/ebsa.

	IMPORTANT
Nothing in this booklet is meant to interpret, extend, or change in any way the provisions expressed in the Plan Documents or insurance policies. The Trustees reserve the right to terminate, suspend, withdraw, amend or modify all or part of the Plan and its benefits whenever, in their discretion, conditions so warrant.


Definitions
Brand Name Drug

A prescription drug under patent protection.

Collective Bargaining Agreement

Any applicable Collective Bargaining Agreement now existing, or existing in the future, between an Employer and the Union providing for Contributions to the Trust Fund as well as any extensions, amendments or renewals thereof.

Contributions

Payments made or due to the Fund by Employers, pursuant to the terms of the Trust Agreement, a Collective Bargaining Agreement, or a Participation Agreement, on behalf of their Employees for work performed by such Employees.

Covered Employment; Covered Work

Work performed by an Employee for an Employer.

Covered Charges; Covered Medical Expenses

The UCR Charges actually incurred by an Eligible Individual upon the recommendation or approval of the attending Physician for services and supplies which are Medically Necessary and which are required for treatment of the individual as a result of a non‑occupational accidental bodily Injury or Illness and for which benefits are payable by the Plan in accordance with the provisions of these Rules and Regulations.

Custodial Care

Care and services (including room and board needed to provide that care or services) given mainly for personal hygiene or to perform the activities of daily living. Custodial Care can be given safely and adequately (in terms of generally accepted medical standards) by people who are not trained or licensed medical or nursing personnel. Some examples of Custodial Care are training or helping patients to get in and out of bed, as well as help with bathing, dressing, feeding or eating, use of the toilet, ambulating, or taking drugs or medicines that can be self-administered. These services are Custodial Care regardless of where the care is given or who recommends, provides, or directs the care.

Dentist

A duly licensed doctor of Dentistry authorized to perform services within the lawful scope of his practice. The term Dentist also includes a Physician with respect to the performance of oral surgery.

Durable Medical Equipment

Equipment considered by Medicare Part B and that meets the following criteria:  
a. it can stand repeated uses.

b. it is customarily used to serve a primarily medical purpose rather than being primarily for comfort or convenience.

c. it is usually not useful to a person in the absence of an Illness or Injury.

d. it is appropriate for home use.

e. it is related to the patient’s physical disorder.

f. it is approved in writing by a Physician as being Medically Necessary.

Eligible Employee; Employee, Participant

Any Employee who meets the applicable eligibility requirements of this Plan and who is therefore entitled to receive the applicable Employee Benefits.

Eligible Person; Eligible Individual

The Employee and his Dependents eligible for benefits.

Employer; Contributing Employer

Any person, firm, association, partnership or corporation pursuant to the terms of a Collective Bargaining Agreement or other written agreement acceptable to the Board of Trustees, agrees to contribute to the Laborers’ Local 231 Health and Welfare Trust Fund on behalf of individuals employed by the Employer.

Experimental or Investigative

Service, treatment, or prescription drugs on which the consensus of expert medical opinion, based on reliable evidence (i.e. published reports and/or articles) indicate that further trials or studies are needed to determine the safety, efficiency and outcomes of such treatment or services compared to standard treatment. Experimental or Investigative also means such services, treatment or prescription drugs not yet recognized as having proven beneficial outcomes, those still primarily confined to a research setting and those that are not appropriate based on medical circumstances and/or given the advanced stage of an individual’s Illness or the likelihood that the service or treatment will measurably improve the individual’s Illness or medical condition. The Board of Trustees, or their designated representatives, have the sole authority to determine whether a treatment, service or supply is Experimental or Investigative.

Fund; Trust Fund; Health and Welfare Fund

Laborers’ Local 231 Health and Welfare Trust Fund, the Trust Fund created pursuant to the Trust Agreement and consisting generally of all the monies, property and other things of value held by the Board of Trustees under the provisions of the Trust Agreement and any future amendments thereto and which comprise corpus and additions, without distinction as to principal and income.

Generic Drug

A prescription drug that is a multi-source drug, which is not under patent protection.

Home Health Care

A program for continued care and treatment established and approved in writing by the attending Physician, and certified by the attending Physician that proper treatment would require confinement in a Hospital in the absence of these services and supplies provided by an agency licensed under Medicare or other Federal or state government program.

Hospital

An institution that:

A. is primarily engaged in providing by, or under the supervision of Physicians, inpatient diagnostic, surgical and therapeutic services for diagnosis, treatment and rehabilitation of injured, disabled or sick person;

B. maintains clinical records on all patients;

C. has by-laws in effect with respect to its staff of Physicians

D. has a requirement that every patient be under the care of a Physician;

E. provides 24-hour nursing service rendered or supervised by a registered professional nurse (RN);

F. has a Hospital utilization review plan in effect;

G. is licensed pursuant to any state or agency of the state responsible for licensing Hospitals; and

H. has accreditation under one of the programs of the Joint Commission on Accreditation of Hospitals.

A Hospital may include facilities for treatment of mental/nervous disorders and/or treatment for alcoholism and substance abuse.

Unless specifically provided, the term Hospital does not include any institution, or part thereof, which is used principally as a rest facility, nursing facility, convalescent facility, or facility for the aged, inpatient rehabilitation facility, except as mandated by state law.  

Illness
A sickness, disorder or disease that is not employment-related. Pregnancy is treated the same as an Illness under the Plan for the Eligible Employee and Dependents.

Injury
A physical damage to the Employee’s or his Dependent’s body caused by purely accidental means, independent of all other causes. Only Injuries, which are not employment-related, are considered for benefits under this Plan, except under the Life and Accidental Death and Dismemberment Insurance Benefits.

Maintenance Drug
Prescription drugs taken for long periods of time for such chronic conditions as high blood pressure, heart conditions, diabetes, ulcers, asthma or arthritis.

Medically Necessary

Only those services, treatments or supplies provided by a Hospital, a Physician, or other qualified provider of medical services and supplies, that are required, in the judgment of the Board of Trustees based on the opinion of a qualified medical professional, to identify or treat an Eligible Individual’s Injury or Illness. To be considered Medically Necessary, the service, treatment or supply:

a. must be consistent with the symptoms or diagnosis and treatment of the Eligible Individual’s condition, Illness, Injury, disease, or ailment; and

b. must be appropriate according to standards of good medical practice; and

c. must not be solely for the convenience of the Eligible Individual, a Physician, a Hospital or other health care provider; and

d. must be the most appropriate which can safely be provided to the Eligible Individual.

When specifically applied to in-patient services, it further means that Eligible Individual’s medical symptoms or condition requires that the treatment of service cannot be safely provided to the Eligible Individual on an outpatient basis.

Medicare

The Health Insurance for the Aged Program under Title XVIII of the Social Security Act as such Act was amended by the Social Security Amendments of 1965 (Public Law 89‑97) and as such program is currently constituted and as it may later be amended.

Participating Pharmacy
A retail prescription drug provider, which has entered an agreement with the Board of Trustees to provide prescribed drugs and supplies at agreed-upon discounted rates.

Participation Agreement

A written agreement between an Employer and the Board of Trustees obligating the Employer to make Contributions to the Fund on behalf of the Employer’s Employees who are not subject to the terms of a Collective Bargaining Agreement.

Physician
A duly licensed doctor of medicine authorized to perform a particular medical or surgical service within the lawful scope of his practice.

Plan; Benefit Plan; Plan of Benefits

The Health and Welfare Plan, or program of benefits, as described in the Plan Document and its amendments.
Plan Year; Calendar Year

The twelve (12) month period from January 1 through December 31.

Preferred Provider Organization (PPO)

A group or network of Hospitals under contract with the Board of Trustees to provide inpatient and outpatient services at agreed-upon discounted rates as payment in full.

Subrogation Agreement

A form, approved by the Plan, signed by the Eligible Individual stating that the individual will reimburse the Fund out of any recovery made from a third party or other source.

Trust Agreement

The Amended Agreement and Declaration of Trust, including all amendments, establishing the Trust Fund and its rules of operation.

Trustee; Trustees; Board of Trustees

The Board of Trustees or the Trustees designated pursuant to the Trust Agreement together with such Trustee’s successor or such Trustees’ successors.

Union

The Laborers’ International Union of North America, Local 231.

Usual,   Customary, and Reasonable Fee (UCR) 

The amount commonly charged for a particular medical service by physicians within a particular geographic region. UCR fees are used as the basis for physician reimbursement.
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