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INTRODUCTION 

 

This document is the Summary Plan Description of the Toledo Electrical Welfare Fund 

Self-Funded Plan (“Plan”). The Summary Plan Description (“SPD”) is an overview of 

the benefits offered under the Plan as well as the various rules governing Plan 

administration. The actual rules can be found in the plan document and are written in 

technical legal language. Since this SPD is only an overview of those rules, if there is a 

conflict between this handbook and the Plan document, the Plan document will govern.  

 

This Plan is intended to provide you, the Participant, with certain welfare benefits on a 

tax-free basis. The Toledo Electrical Welfare Fund (“Fund”), under the direction of the 

Board of Trustees, reserves the right to amend the Plan at any time.  

 
To Find Out About: Contact: By Phone At: Or Visit Website At:  

Eligibility/Benefits Benefit Office  419-666-4450 www.electricalfunds.org 

PPO Network Providers FrontPath Health Coalition 888-232-5800 www.frontpathcoalition.com 

Pre-Certification, Managed 

Care Review, MaterniCare 

HealthCare Strategies 800-582-1535 www.hcare.net 

 Participant Assistance Program Harbor Symmetry 800-475-4449 www.harbor.org 

Network Vision Providers Vision Service Plan 800-877-7195 www.vsp.com 

Mail-Order Pharmacy MedVantx 866-744-0621 www.medvantsxx.com 

Specialty Pharmacy Diplomat Pharmacy 877-977-9118 www.diplomatpharmacy.com 

Prescription Drug Claims AmWinsRx 800-717-6614 www.amwinsrx.com 

Dental In-Network DenteMax 800-752-1547 www.dentemax.com 

 

Tip: The Health Plan (including the above providers) changes from time-to-time. Please 

review our website at www.electricalfunds.org for any important changes to the Health 

Plan.  

 

The Fund operates in compliance with the Patient Protection and Affordable Care Act 

(PPACA) and limits in-network participant out-of-pocket expenses for essential health 

benefits not-to-exceed the prevailing annual dollar limit which may change from time-to-

time.  Contact the Fund Office for more information.

http://www.electricalfunds.org/
http://www.frontpathcoalition.com/
http://www.hcare.net/
file://server1/DATA/OFFICE1/IBEW%20Local%208/SPD/New%20Formats/Plan%20R/www.harbor.org
http://www.vsp.com/
http://www.medvantsxx.com/
http://www.diplomatpharmacy.com/
http://www.amwinsrx.com/
http://www.dentemax.com/
http://www.electricalfunds.org/
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Section 1.0 – Important Information About the Plan 

 

Plan Name 

Toledo Electrical Welfare Fund Self-Funded Plan  

 

Plan Sponsor 

Board of Trustees, Toledo Electrical Welfare Fund 

727 Lime City Road, Suite 200 

P.O. Box 60408 

Rossford, Ohio 43460  

EIN: 34-4441661 

 

Plan Administrator 

Board of Trustees, Toledo Electrical Welfare Fund 

727 Lime City Road, Suite 200 

P.O. Box 60408 

Rossford, Ohio 43460  

EIN: 34-4441661 

 

Plan Year  

The Plan Year begins on January 1
st
 and ends on December 31

st
.  

Plan records are maintained on that basis.  

 

Effective Date  

The Plan was most recently restated effective January 28, 2013  

 

Administration and Funding  

Benefits under the Plan are paid from the general assets of the Fund and  

administered by the Fund  

 

Agent for Legal Process 

Toledo Electrical Welfare Fund  

727 Lime City Road, Suite 200 

P.O. Box 60408 

Rossford, Ohio 43460  

 

Board of Trustee Members (as of January 1, 2012) 

Todd T. Michaelsen (Management) Joseph E. Cousino (Labor) 

Michael J. Arnold (Management) Eric Grosswiler (Labor) 

Michael L. McCormack (Management) Shawn A. Robaszkiewicz (Labor) 

Ritchie Levine (Management) Roy B. Grosswiler (Labor) 
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Section 2.0 – Early Retirement and Available Benefits 

 

A) Early Retirement is available under the Age Sixty (60) classification or the Rule of 

Eighty-five (85) (both explained below). In either case, a Participant must continue 

to make self-payments in the amount and at the time specified by the Board of 

Trustees. The Participant must apply to the Fund Office for Early Retirement by 

the sixtieth (60
th
) day after the last month in which the Participant was an Eligible 

Employee under the Plan. Failure to apply will cause the Participant to lose the 

ability to receive Early Retirement benefits.  

 

B) Age Sixty (60) Early Retirement – A Participant may qualify for Age (60) Early 

Retirement by meeting all of the following:  

  

1) Attainment of sixty (60) years of age; 

  

2) Participation in the Plan as a Covered Employee for a total of one-hundred 

and twenty (120) months; 

  

3) Participation in the Plan as a Covered Employee for total of sixty (60) 

continuous months immediately prior to retirement eligibility; and 

  

4) No longer eligible under the Plan as an Active Employee, Class 26 

Employee, or an Apprentice.  

 

C) Rule of Eighty-five (85) Early Retirement – A Participant may qualify for Rule of 

Eight-five (85) Early Retirement by meeting all of the following: 
 

1) Attainment of fifty-five (55) years of age; 
  

2) The sum of the Participant’s age and Service Credits equals or exceeds 

eighty-five (85). For this purpose, a Participant is considered to have one (1) 

Service Credit for each Plan Year during which he or she was paid any cash 

compensation by an Employer who was making contributions to the Plan as 

a signatory employer; and  
 

3) No longer eligible under the Plan as an Active Employee, Class 26 

Employee, or an Apprentice. 

 

D) Benefits Available to Early Retirees – Early Retirees and their Eligible Dependents 

are eligible for Medical benefits (see Section 3.2), Dental benefits (see Section 3.3) 

Prescription Drug benefits (see Section 3.4), Hearing coverage (see Section 3.5), 



 

 3  

Vision coverage (see Section 3.6), and Personal Assistance benefits (see Section 

3.8).   Early Retirees are also eligible for Death benefits (see Section 3.7).  

Eligibility is contingent on the Early Retiree continuing to make the required self-

payments. (See New Retiree Eligibility Schedule on page 18).  

 

1) Opt Out Benefits: This option allows an Early Retiree to waive Medical 

coverage and Prescription Drug benefits under the Plan. These Participants 

are entitled to the other benefits listed in Section 2.0(D) above. Self-

payments under this option are reduced. In addition, these Participants will 

be eligible for reimbursement (capped at five-thousand dollar ($5,000) per 

Plan Year and prorated for partial Plan Years) for uncovered medical 

expenses (i.e., deductibles or other medical services that are not picked up 

by the other plan). An Early Retiree must show proof of other health 

coverage in order to elect the Opt Out Benefit option.  

 

2) An Early Retiree who has elected Opt Out Benefits may return to full 

benefits only upon the occurrence of one of the following events:  

 

i) The birth or adoption of a child; 

 

ii) Termination of employment of the Early Retiree or his or her 

spouse;  

 

iii) A significant or material change in the other health insurance 

coverage covering the Early Retiree; or  

 

iv) By revoking a previous election for Opt Out Benefits and by making 

a new election for full benefits during Open Enrollment  

 

Tip: If you have other insurance, coordinating that insurance plan with this Plan  

can save you money. Please contact the Fund Office to make sure you clearly 

understand your options if other coverage is available to you.  

 

E) Termination of Eligibility for Early Retirement Status – An Early Retiree will 

become ineligible for benefits if he or she fails to make the required self-payment, 

becomes eligible for benefits as a Normal Retiree (Age 65), or upon the date of 

death. Also, an Early Retiree will become ineligible for benefits if he or she 

performs electrical work as a self-employed individual or for another employer if 

either the individual or the employer is not a party to a collective bargaining 

agreement between the I.B.E.W. or the A.F.L. –C.I.O.  
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F) Returning to Active Employment – An Early Retiree who returns to work may 

attain eligibility as an Active Employee by working three-hundred (300) hours in 

Covered Employment over the course of three (3) consecutive Work Months (See 

Section 2.0(C)). An Early Retiree can also attain eligibility as a Class 26 Employee 

by meeting the requirements specified in Section 2.0(D).  

 

Upon termination of Active Employee or Class 26 Employee status, a Participant 

will immediately return to Early Retiree status (unless the Participant qualifies for 

Normal Retirement status). If an Early Retiree returns to work but does not qualify 

as an Active Employee or a Class 26 Employee (e.g., not enough hours worked), 

his or her Early Retiree eligibility will continue uninterrupted.  

 

G) Eligible Dependents of Early Retirees – Eligible Dependents of Early Retirees will 

no longer be entitled to benefits once an Early Retiree is no longer eligible. 

However, in the event the Early Retiree dies, benefits will terminate at the end of 

the month in which the death of the Early Retiree occurred.  

 

Tip: Retirement Benefits (including both Early Retirement and Normal Retirement) 

must be approved by the Plan’s Board of Trustees. The Board meets once a month, 

typically the 4
th
 Thursday of each month. Call the Fund Office if you need help 

applying for Retirement Benefits.  
 

Section 2.1 – Available Benefits for Surviving Spouses and Surviving Eligible 

Dependents  
 

A) Surviving spouses and/or surviving Eligible Dependents that meet the 

qualifications listed below are eligible for Medical benefits (as explained in 

Section 3.2), Dental benefits (as explained in section 3.3), Prescription Drug 

benefits (as explained in Section 3.4), Hearing coverage (as explained in Section 

3.5), and Personal Assistance benefits (as described in section 3.8). 
 

 

1) Alternative Coverage: A surviving spouse who is covered by another group 

health plan may elect a limited schedule of benefits at a reduced self-

payment rate. This limited schedule of benefits includes reimbursement for 

certain uncovered medical expenses. 
 

2) If a surviving spouse elects Alternative Coverage and loses eligibility under 

another group health plan or suffers a material adverse change in the nature, 

or cost, of coverage provided under the other group health plan, he or she 

may cancel Alternative Benefits and instead elect to receive full benefits (as 
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described in Section 2.1(A)). The maximum period of eligibility for full 

benefits is not reduced by any Alternative Coverage period.  
  

B) In order to be eligible for benefits, the deceased Eligible Employee of the surviving 

spouse and/or surviving Eligible Dependent must have had a total of at least thirty-

six (36) months of continuous participation in the Plan. In addition, the surviving 

spouse and/or surviving Eligible Dependent must apply for coverage to the Fund 

Office within sixty (60) days after the death of the Eligible Employee. A surviving 

spouse and/or surviving Eligible Dependent will waive the right to receive benefits 

under this Plan if the sixty (60) day deadline is ignored.  
 

1) If the deceased Eligible Employee had more than thirty-six (36) months, but 

less than one hundred and twenty (120) months of participation in the Plan, 

the surviving spouse and/or surviving Eligible Dependents will be eligible 

for benefits under this Plan for the number of months of participation 

accumulated by the Eligible Employee prior to his or her death. 
  

2) If the deceased Eligible Employee had one hundred and twenty (120) or 

more months of participation in the Plan, the surviving spouse and/or 

surviving Eligible Dependents will continue to be eligible for benefits under 

the Plan until one of the events specified in Section 2.1(C) or 2.1(D) occurs.  
 
 

Example #1: John was a Participant in the Plan from April 1999 to June of 2009 

when he passed away. John participated in the Plan each month and did not 

become ineligible until his death. As a result, John participated in the Plan for 123 

months. His surviving spouse and dependents will be able to participate in the 

Plan until a termination event occurs.  
 

 

Example #2: Mike was a Participant in the Plan from June 2005 to July of 2009 

when he passed away. Mike participated in the Plan each month and did not 

become ineligible until his death. As a result, Mike participated in the Plan for 50 

months. Mike’s surviving spouse and dependent can participate in the Plan for 50 

months following the month of Mike’s death.  
 

C) Termination of Eligibility of Surviving Spouse – Benefits for a surviving spouse 

will terminate at the end of the calendar month when any of the following events 

occurs: 
  

1) The death of the surviving spouse; 
  

2) Except for Alternative Coverage, the surviving spouse becomes eligible for 

coverage under another group health plan; or 
  

3) The discontinuance of all coverage for surviving spouses under the Plan.  
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D) Termination of Eligibility for Eligible Dependents – Benefits for a surviving 

Eligible Dependent will terminate at the end of the calendar month when any of the 

following events occurs:  
 

1) The death of the surviving Eligible Dependent; 
  

2) The surviving Eligible Dependent becomes eligible for Medicare, whether or 

not enrolled or applied for; 
  

3) The surviving Eligible Dependent becomes eligible for coverage under 

another group health plan; 
  

4) The surviving Eligible Dependent no longer qualifies as an Eligible 

Dependent (e.g., attainment of age twenty-six (26);  
 

5) The surviving Eligible Dependent becomes eligible for benefits as an Active 

Employee or a Class 26 Employee under the Plan; or  
 

6) The discontinuance of all coverage for surviving Eligible Dependents under 

the Plan.  

Section 2.2 – Federal Laws Affecting Eligibility  

 

A) Uniformed Services Employment & Reemployment Rights Act (“USERRA”) – 

Participants that take leave in order to perform military service, as defined in 

USERRA, are eligible to continue coverage under the Plan by notifying the Fund 

Office. Required premiums must still be made on a monthly basis. Continuation 

coverage under this section will continue until either:  

 

1) Eighteen (18) months after the beginning of military leave; or 

 

2) The day after the date on which the Participant fails to apply for, or return to, 

a position of employment.  

 

For more information on your rights under USERRA, please contact your 

Employer or the Fund Office.  

Section 3.0 – Overview of Benefits Offered Under the Plan 
 

A) The Plan offers the following benefits to Participants: Medical coverage, 
Prescription Drug benefits, Hearing coverage, Vision care, Dental 250 benefits, 
Death benefits, and Personal Assistance benefits. The following sections will 

describe the rules governing each benefit explained above.   
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B) Some of the benefits offered are provided through insurance contracts or policies 

with various providers. In this situation, the rules contained in the insurance 

contract or policy also apply.  
 

Tip: A short brochure which summarizes these benefits is available on our website 

(www.electricalfunds.org) or at the Fund Office.  

Section 3.1 – Benefits by Participant Status 

The following listing provides a quick reference to the benefits you are eligible for: 
 

If you are a . . . You are eligible for . . . 

Early Retiree Plan R - Medical, Prescription, Dental 250, 

Hearing, Vision, Personal Assistance Program 

(PAP) and a $2,000 Death Benefit.  

 Surviving Spouse  Plan R - Medical, Prescription, Dental 250, 

Hearing, Vision and Personal Assistance 

Program (PAP). 

Totally and Permanently Disabled  Plan R- Medical, Prescription, Dental 250, 

Hearing, Personal Assistance Program (PAP) 

and a $1,000 Death Benefit.  

 

If your participant category is not listed above, you are not eligible for Plan R.  Please refer to 

the Plan Code on your I.D. card to determine your Plan eligibility, or call the Fund Office at 

(419) 666-4450 for assistance.  Summary Plan Descriptions (SPDs) are available online at 

electricalfunds.org.  

Section 3.2 – Medical Coverage 
 

 

A) General Medical Benefits Coverage –Different rates apply if you seek medical 

services from a provider outside of the FrontPath Network. See the chart below for 

coverage information. 
 

Coverage Item 
In-Network 

Out of Network 

Discounted Providers 
Out of Network 

Non-discounted Providers 

Deductibles $250 Single $500 Family $500 Single $1,000 Family $250 Single $500 Family 

Coinsurance 80% (Plan) 20% (Member) 60% (Plan) 40% (Member) 80% (Plan) 20% (Member) 

Out of Pocket Max $1,250 Single $2,500 Family $2,500 Single $5,000 Family $1,250 Single $2,500 Family 

Emer Rm Co-Pay $100 $100 $100 

Office Visit Co-Pay $20 $20 $20 

Balance Bill  No Balance Bill No Balance Bill Balance Bill May Apply 

 

*NOTE: THE TOTAL PARTICIPANT OUT-OF-POCKET MAXIMUM IS LIMITED TO 

$2,500 PER SINGLE AND $5,000 PER FAMILY PER CALENDAR YEAR 

REGARDLESS OF THE PROVIDER’S NETWORK AFFILIATION.  THE CALENDAR 

YEAR OUT OF POCKET MAXIMUM(S) IS PAID AFTER THE PARTICIPANT 

SATISFIES THEIR DEDUCTIBLE.  THE DEDUCTIBLE IS IN ADDITION TO AND 

NOT INCLUDED IN THE OUT OF POCKET MAXIMUM. 

http://www.electricalfunds.org/
file://server1/DATA/OFFICE1/IBEW%20Local%208/SPD/New%20Formats/Plan%20A/Complete%20SPD%20Plan%20A%2002152013.docx
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B) The Managed Care Services listed below require pre-certification, even if the 

Participant is using an in-network provider. Contact HealthCare Strategies (HCS) 

at 1-800-582-1535 for assistance. 

  

 

Tip: Your health Plan ID Card can be used for health care services and Prescription 

Drug Benefits. Please see both sides of the Card for more information.  

 

C) Medical Benefits Plan Information: – Please review the Plan’s Schedule of 

Benefits for specific information related to co-payments, coverage limits, and 

exclusions.   

Section 3.3 – Dental Care (effective 4/1/2013) 

 

A) Non-network dentists are covered under the Plan’s traditional fee schedule and the 

Participant is responsible for any charges above that amount. Participants are 

eligible for two (2) cleanings/exams per year paid at 100% of the fee schedule. 

These exams are not subject to the annual deductible.  
 

Tip: Using a Dentemax provider can save you money. Call Dentemax or visit their 

website at www.dentemax.com to find a provider near you.  

 

B) The following fee schedule applies to benefits under the Dental Care program:  
 

Dental Care Fee Schedule  
Annual deductible  $25 per person  

Annual maximum $250 per person 

Preventive Care  100% of fee schedule amount 

Diagnostic X-Rays 85% of fee schedule amount  

 

C) Retirees can use DenteMax dentists to receive discounted treatment for non-

covered services. This is not an insurance plan but is a discount program only. The 

Retiree is responsible for all other non-covered charges.  

Managed Care Services  
Human organ 

transplants 

C.A.T. Scans, M.R.I., and 

M.R.A.  
Inpatient admissions 

Inpatient mental health 

admissions 

Dialysis  
Physical therapy  

(over 18 visits) 

Chiropractic visits  

(over 18 visits) 

Inpatient substance abuse 

admissions 

Chemotherapy Insulin therapy Hyperbaric therapy 
Intensive Outpatient 

Substance Abuse services 

Radiation Respiratory therapy Pulmonary therapy 
Speech therapy (over 18 

visits) 

Maternity care 

Durable medical 

equipment in excess of 

$1500 

Occupational therapy (over 

18 visits) 
Vision therapy 

http://www.dentemax.com/
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Section 3.4 – Prescription Drug Benefits   
 

A) The co-payment for each covered prescription received from a local pharmacy or 

through the mail-order pharmacy will be applied for each filled prescription. 

Participants are required to pay the lesser of the cost of the prescription or the 

appropriate copay ($10 for a generic, $30 for a brand name) for up to a 34 day 

supply per month.  Participants can obtain up to a 68 day supply for two copays 

and up to a 102 day supply for three copays. Some limitations apply regarding 

quantity limits and the frequency with which a Participant can obtain refills. For 

example, specialty drugs are limited to a 30 day supply (see section F below). 

Also, enough time must elapse between the time a prescription is filled and when it 

can be refilled.  The time that elapses between the initial fill and the refill would 

equate to a reduction in the participant’s day supply by a least 75% before the 

participant can refill the prescription.  To be a covered benefit, some prescriptions 

will require the Participant to obtain an administrative or clinical prior 

authorization.  

 

Co-payments are based on the maximum out-of-pocket threshold of one thousand 

dollars ($1,000) (prescription drugs only -- does not include medical) per family 

per year as follows:  

 

B) If a Participant elects a brand name drug over a generic drug, he or she is 

responsible for the generic drug co-payment plus the cost differential.  

 

C) A Step Therapy Program for proton pump inhibitors requires that over-the-counter 

equivalents be used before prescription will be covered. Contact AmWinsRx at 

800-248-1062 or visit their website at www.amwinsrx.com for additional 

information.  

 

D) Kroger  pharmacies will discount all co-payments by one dollar ($1) and will allow 

ninety (90) day drug supplies.  

 

 Before Out-of-Pocket 

Threshold 

After Out-of-Pocket  

Threshold 
Non-Specialty 

Brand name drugs 

$30 per 1 to 34 day supply,  

$60 per 35 to 68 day supply,  

$90 per 69 to 102 day supply. 

$10 per 1 to 34 day supply, 

$20 per 35 to 68 day supply, 

$30 per 69 to 102 day supply. 

Non-Specialty 

Generic drugs 

$10 per 1 to 34 day supply, 

$20 per 35 to 68 day supply, 

$30 per 69 to 102 day supply. 

$0 for up to 102 day supply 

http://www.amwinsrx.com/
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E) Specialty Drugs are only covered under the Plan if the prescription is obtained 

through the Diplomat Specialty Pharmacy. Thirty-day maximum quantity limits 

will apply to all specialty drugs. If you would like more information, feel free to 

contact the Fund’s pharmacy benefit manager (AmWinsRx) at (800) 717-6614. 

 

F)  Compounded drugs costing less than $100 are covered without having to obtain 

prior authorization.  Prior authorization is required for compounded drugs costing 

$100 or more. The brand name copay will apply. 

 

G) To take advantage of the best prevailing reimbursement arrangement, the Fund can 

at its discretion, cover prescriptions administered in a facility or home health 

setting as either a major medical or prescription benefit. 

Section 3.5 – Hearing Coverage 
 

 

A) Every thirty-six (36) months, Participants can receive a routine hearing exam and 

hearing aids through the PPO Network. Benefits maximums are as follows:  
 

 In-Network Out-of-Network 
Hearing Aids Up to $800 per ear Up to $800 per ear 

 

Tip: A PPO Provider charges less for services, so you save money using a PPO 

Network Provider.  
 

     Dependent children are eligible for hearing aid benefits with no maximum. 
 

Section 3.6 – Vision Care (Administered by Vision Service Plan (VSP)) 
  

A) Every twenty-four (24) months, Participants are eligible for a routine vision exam, 

frames, lenses, and contact lenses.  Every twelve months, covered dependent 

children up to the end of the month in which they turn 26 are eligible for a routine 

vision exam, frames, lenses and contact lenses. 

 

B) The required co-payments for in-network providers and the specific dollar 

allowance for non-network providers are as follows: 
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 In-Network Out-of-Network 
Exam $10 co-payment $35 allowance 

Lenses  
$25 co-payment regardless of 

type  

$25 allowance – single 

$40 allowance – bifocal  

$55 allowance – trifocal  

$80 allowance – lenticular 

Frames 
$170 allowance and 20% off 

amount over allowance. 
$45 allowance  

Contacts – elective  

up to $120 allowance; 15% off 

contact lens exam (fitting and 

evaluation) 

Exam + up to $105 allowance 

 

C) The Plan also provides a Diabetic Eyecare Program as well as discounts for retinal 

screening, lasik vision correction and services such as tinting, coatings, contact 

lenses, spare glasses, and sun glasses.  
 

Tip: VSP is an optometrist based plan; meaning local optometrists participate, not 

large retailers.  

Section 3.7 – Death Benefits  
 

A) The beneficiaries of Early Retirees are eligible for a two thousand dollar ($2,000) 

death benefit under the Plan.  

Section 3.8 – Personal Assistance Benefits  
 

A) The Plan offers confidential Personal Assistance benefits through Harbor 

Symmetry Wellness.  
 

B) The Plan pays for the first three (3) visits in full – no co-payment is required. Any 

further treatment is subject to the terms of the medical plan in which the 

Participant is enrolled. Benefits under this program are completely confidential. 

Treatment is available for the following life events:  
 

Issues Eligible for Personal Assistance Benefits  
Emotional 

difficulties 
Job stress 

Child or Adolescent 

issues  
Alcohol or substance abuse  

Gambling  Financial difficulties Family issues Marriage counseling 
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Section 3.9 - New Retiree Eligibility Self-Payment Schedule 

 

 Early Retiree 
Normal Retiree –  Age 65 

(with at least 10 yrs of 
service) 

Years of Service Minimum Age % Paid by Member* Member Monthly Payment* 

25 or More 
(last 5 continuous) 

62, 63 or 64 25% 
8% 

(16% with spouse) 

Rule of 85 
(last 5 continuous) 

55 50% 
8% 

(16% with spouse) 

24 
(last 5 continuous) 

60 50% 
8% 

(16% with spouse) 

23 
(last 6 continuous) 

60 50% 
8% 

(16% with spouse) 

22 
(last 7 continuous) 

60 50% 
8% 

(16% with spouse) 

21 
(last 8 continuous) 

60 50% 
8% 

(16% with spouse) 

20 
(last 9 continuous) 

60 50% 
8% 

(16% with spouse) 

19 
(last 10 continuous) 

60 50% 
8% 

(16% with spouse) 

18 
(last 10 continuous) 

60 50% 
8% 

(16% with spouse) 

17 
(last 10 continuous) 

60 50% 
8% 

(16% with spouse) 

16 
(last 10 continuous) 

60 50% 
8% 

(16% with spouse) 

15 
(last 10 continuous) 

60 50% 
8% 

(16% with spouse) 

14 
(last 10 continuous) 

60 60% 
8% 

(16% with spouse) 

13 
(last 10 continuous) 

60 70% 
8% 

(16% with spouse) 

12 
(last 10 continuous) 

60 80% 
8% 

(16% with spouse) 

11 
(last 10 continuous) 

60 90% 
8% 

(16% with spouse) 

10 
(last 10 continuous) 

60 100% 
8% 

(16% with spouse) 
 

*  = percent of self-pay amount due per month; self-payment amount is determined 

annually and is $1,200 per month as of 10-1-11. Call the Fund Office for an updated 

self-pay amount.  



 

 13  

Section 4.0 – Coordination of Benefits: General Rules  

 

A) The Coordination of Benefits rules apply when a Participant and/or his or her 

Eligible Dependent is covered under this Plan as well as another plan(s). In such an 

event, one plan normally will pay its benefits in full or in a reduced amount that 

will not exceed one-hundred percent (100%) of the allowable expense. This Plan 

will coordinate benefits with any other group insurance plan, no-fault automobile 

insurance as required by law, HMO, or governmental program.  

 

B) When this Plan is primary, benefits are determined before those of the other plan(s) 

and without regard to the benefits provided by that other plan(s). However, when 

this Plan is secondary, benefits are determined after those of the other plan(s). 

Therefore, benefits under this Plan may be reduced because of the benefits 

provided by the other plan(s).  

 

C) Spouses with access to other health coverage must enroll in that coverage if the 

cost is $100 or less per month. Children can remain in the Plan. The other coverage 

is mandatory for the spouse only. A brochure explaining this rule is available at the 

Fund Office or on our website at www.electricalfunds.org.  

Section 4.1 – Coordination of Benefits: Order of Determination  

 

A) This Plan determines its order of benefits using the following rules, when 

applicable:  

 

1) A plan that does not coordinate with other plans is always the primary plan.  

 

2) The plan which covers the person as an Employee, Member, or subscriber 

(i.e., other than as a Dependent) is the primary plan and the plan that covers 

the person as a Dependent is the secondary plan.  

 

3) If this Plan and another plan cover the same child as a Dependent, the plan 

of the parent whose birthday falls earlier in the year is the primary plan. The 

plan of the parent whose birthday is later in the year is the secondary plan.  

 

4) If this Plan and another plan cover the same child as a Dependent of 

divorced or separated parents, the parent who has custody of the child is the 

primary plan. The plan of the other, non-custodial, parent is the secondary 

plan. However, if the specific terms of a court decree provide otherwise, 

benefits will be determined in accordance with the court decree once the 

Member has provided notice.  

http://www.electricalfunds.org/
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5) The primary plan is the plan that covers a person as an Employee that is 

neither laid off nor retired (or as that Employee’s Dependent). The 

secondary plan is the plan that covers that person as a laid off or retired 

Employee (or as that Employee’s Dependent). However, if the other plan 

does not have this rule and the plans do not agree on the order of benefits, 

this rule does not apply.  

 

6) If none of the above rules apply, the plan which covered an Employee, 

Member, or subscriber longer is considered the primary plan. The plan 

which covered that person for a shorter time is considered secondary.  

 

B) Coordination with Medicare – Coordination with Medicare, TRICARE, or any 

other similar Federal or state program is determined under the applicable Federal 

and state regulations. 

 

C) Coordination with Health Maintenance Organizations – If a spouse is entitled to 

coverage under another group health insurance plan through that spouse’s 

employer or otherwise, and is entitled to and does choose coverage under a health 

maintenance organization (“HMO”) as an alternative method, that HMO will be 

the primary plan and the Plan will be secondary with respect to the spouse. This 

rule applies whether or not the spouse actually uses the HMO in a particular 

instance. If the spouse’s HMO would normally be the primary insurer for any 

dependent children, then the HMO will be the primary plan and this Plan will be 

secondary.  

 

D) Automobile Insurance Coverage – If a Member or his or her Dependents are 

covered by an Automobile Insurance Coverage policy and that insurance plan is 

required to provide medical coverage under its policy, the Plan will always be 

secondary to the Automobile Insurance Coverage policy.  

Section 4.2 – Subrogation and Reimbursement  

 

A) The Plan is designed to pay benefits for which payment is not available from 

anyone else. A Participant agrees to the subrogation provisions described in this 

Section 6.2 by enrolling in the Plan and applying for benefits.  

 

B) If a Participant (or his covered Dependent) is injured or becomes ill due to the acts 

or omissions of another person or entity, then any benefits payable under this Plan 

for covered expenses, including certain future benefits expected to be provided as a 

result of the act or omission, will be reduced by any amounts collected from such 

third party (or the third party’s agent or insurer). In addition, the Plan will be 
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subrogated (to the extent of any benefit payments made) to the rights and remedies 

of the Participant (or his covered Dependents) against any such third party and may 

bring an action as the Participant’s (or covered Dependent’s) subrogee to enforce 

such rights.  

 

C) Further, the Plan shall be entitled to reimbursement from a Participant to the extent 

of any amounts paid, or amounts payable on behalf of, the Participant (or his 

covered Dependent) from a third party or insurer by way of settlement, judgment, 

agreement or otherwise. Accordingly, the Plan shall have a lien, to the extent of the 

benefits provided or reasonably expected to be provided in the future based on a 

competent medical opinion, to any money, property, or right of payment that a 

Participant or his covered Dependent is entitled to as a means of recovery against 

such a third party. As a result, a Participant agrees to set aside any amounts 

received from a third party in a separate and independent account until any and all 

subrogation claims can be resolved.  

 

D) Any “Make Whole” doctrine or “Common Fund” doctrine will not apply in any 

subrogation or reimbursement action involving the Plan to the extent permissible 

under controlling Federal or state law.  

 

Tip: If you are injured or become sick and believe another person or entity could be 

responsible, you should contact the Fund Office immediately. This may lessen the 

amount of legal filings necessary to properly resolve the claim.   

 

Section 5.0 – Filing a Claim  

 

A) General Rule – A Participant must file a claim in order to receive benefits. If a 

Participant fails to follow the claims procedure outlined below, he or she may lose 

the right to review and/or appeal a determination made by the Plan.  

 

B) Claim submissions are adjudicated based on their medical necessity as determined 

by the Plan’s utilization review and case management vendors.  A claim will not be 

covered if services are:  

1) Not medically necessary,  

2) Experimental, or  

3) Not the most appropriate option available.  

If you do not agree with the assessment of your claim, you may exercise 

your Appeal Rights (please see section 5.1).   

 

C) Once you file a claim, a determination will be made shortly thereafter of whether 

the claim is payable. How quickly that determination is made depends on whether 
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the claim is for health care benefits or other benefits provided under the Plan. For 

health care benefits, the timing of the determination depends on whether the claim 

is an “urgent care claim,” a “concurrent care claim,” a “pre-service claim,” or a 

“post-service claim.” For all other benefits, a determination will generally be made 

within ninety (90) days after a claim has been filed.  

 

1) An “urgent care claim” is any claim for medical treatment which, if delayed, 

could seriously jeopardize the life or health of the Participant, or his or her 

ability to regain maximum function, or, in the opinion of a physician who 

has knowledge of the Participant’s medical condition, would subject the 

Participant to severe pain that cannot be adequately managed without the 

care or treatment that is the subject of the claim.  

 

2) A “concurrent care claim” or “ongoing treatment claim” involves an 

approved ongoing course of treatment to be provided over a period of time 

or number of treatments which the Plan wants to end or reduce before the 

previously approved treatments have ended, or which the Participant has 

asked to have extended.  

 

3) A “pre-service claim” means any claim for benefits which, by it terms, 

conditions the receipt of the benefit in whole or in part on approval of the 

benefit in advance of obtaining the medical care.  

 

4) A “post-service claim” means any claim for benefits which, by its terms, 

conditions the receipt of benefits in whole or in part on the approval of the 

benefit after obtaining the medical care.  

 

D) An urgent care claim will be responded to within twenty-four (24) hours upon 

receipt. If a determination is made that vital information is lacking in order to 

process the claim, a Participant is required to receive a request for additional 

information within twenty-four (24) hours. In such an event, the Participant will 

have at least forty-eight (48) hours to submit the information. Once the information 

is received, a determination will be made within forty-eight (48) hours upon 

receipt.  

 

E) If an ongoing course of treatment has been approved, and a Participant is 

subsequently notified of a reduction or termination of a benefit for such course of 

treatment before the end of the previously approved period, the Participant will be 

notified sufficiently in advance of the reduction or termination in order to allow the 

Participant to appeal and obtain a decision before the benefit is reduced or 

terminated. If a Participant requests an extension of the course of treatment beyond 

the originally approved period of time or number of treatments and the claim 
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involves urgent care, a decision will be made within twenty-four (24) hours after 

the receipt of the claim, so long as the claim has been made by the Participant at 

least twenty-four (24) hours before the expiration of the originally approved period 

of time or number of treatments.  

 

F) A pre-service claim will be responded to within fifteen (15) days. This period may 

be extended due to circumstances beyond the Plan or the Plan Administrator’s 

control. If the period is extended, a Participant must be notified of the extension 

before the end of the fifteen (15) day period. If the extension is due to insufficient 

information, the Participant will have forty-five (45) days after receiving notice 

from the Plan within which to provide the required information.  

 

G) A post-service claim will be responded to within thirty (30) days after receipt of 

the claim. This period may be extended one time for up to fifteen (15) days due to 

circumstances beyond the control of the Plan or the Plan Administrator. If the 

period is extended, the Participant must be notified before the expiration of the 

original thirty (30) day period. If the extension is due to a failure to submit 

necessary information, the notice of extension will describe the required 

information and the Participant will have forty-five (45) days to provide the 

necessary information.  

 

H) Disability claims will be responded to within forty-five (45) days after receipt of 

the claim. This period may be extended by the Plan two separate times for up to 

thirty (30) days each due to circumstances beyond the Plan or Plan Administrator’s 

control. If the period is extended, the Plan must provide notice to the Participant 

before the end of the original forty-five (45) day period. If additional information 

is required, the Plan will notify the Participant and he or she will have forty-five 

(45) days from receipt of that notice to furnish the required information.  

 

I) Denial of a Claim – If the Plan denies a claim, either partially or totally, then the 

Plan Administrator will provide the Participant with a written notice of the denial. 

The notice will explain why the claim was denied and will reference specific Plan 

provisions. The notice will also describe any additional information that is 

necessary along with an explanation as to why the additional information is 

needed. 

Section 5.1 – Internal Appeals Process  

 

A) If the Plan partially or totally denies a claim, a Participant may appeal in writing to 

the Plan Administrator within one-hundred and eighty (180) days of the decision to 

deny the claim. The following chart summarizes how quickly an appeal must be 

reviewed and when a response must be provided:  
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Type of Appeal  Response Time 

Urgent Care  
24 hours when feasible;  

not to exceed 72 hours 

Pre-Service  15 days  

Post-Service   30 days  

 

B) Once a decision is made, the Participant will be immediately notified. If the Appeal 

is denied, the notification will explain why the Appeal was denied, will reference 

specific plan provisions, and will explain the right to bring a civil action.  

 

Tip: Whenever dealing with insurance coverage, you should make a copy of 

everything you send in the mail. Keep track of dates that you call, as well as names 

of the employees you speak with.  

 

Section 5.1.A – Standard External Appeal Procedure 

If a Participant does not agree with the Plan’s decision after exhausting the internal 

appeal procedure, they may request an External Review.  The request for an 

external appeal must be in writing.  This can be done up to four (4) months after 

the final internal decision.  The Plan will determine within five (5) days whether 

the request is eligible for external review and notify the participant within one 

business day after completing their determination.   

 

The Plan will assign an Independent Review Organization (IRO) that is accredited 

by the Utilization Review Accreditation Commission (URAC) or a similar national 

organization to conduct the external review.  The IRO will make a determination 

within 45 days unless additional information requests extend the turnaround 

requirement.  The IRO may request additional information from the Participant 

who must provide the information within ten days.    If the IRO reverses the Plan’s 

benefit determination, the Plan will immediately provide coverage or payment for 

the claim. 

Section 5.1.B – Expedited External Review Procedure 

 

A Participant may request an expedited external review if they:  

 

1. receive an adverse benefit decision;   

2. cannot wait for a standard external appeal as the time frames associated with 

a standard review would seriously jeopardize their life or health, or their 

ability to regain maximum function; or 
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3. are appealing a claim involving an admission, availability of care, continued 

stay where they have not been discharged from the facility, or emergency 

services. 

The appeal must be in writing.  The Plan will immediately determine whether the 

request is eligible for an expedited external review and will assign it to an IRO.  

The IRO will make their determination within 72 hours.  

 

If assistance is required understanding your rights under the Patient Protection and 

Affordability Act, a Participant may contact Health and Human Services Office of 

Consumer Assistance in their state.  A listing of the offices can be viewed at 

healthcare.gov.   

Section 6.1 – Powers of the Plan Administrator  

 

The Plan Administrator is empowered and authorized to make rules and 

regulations as well as determine or resolve all questions that may arise as to the 

eligibility, benefits, status, and rights of any person claiming benefits under the 

Plan. The Plan Administrator has the power and authority to construe and interpret 

the Plan and to correct any defect, omissions, or inconsistencies in the Plan. 

Further, the Plan Administrator may delegate any of its authority under the Plan to 

any person, committee of persons, or entity as the Plan Administrator determines. 

However, in some cases the benefits provided under this Plan are subject to the 

provisions of insurance contracts or policies. In these situations, those documents 

control and the authority of the Plan Administrator is lessened.  

Section 6.2 – Amendment and Termination  

 

While it is expected that this Plan will continue forever, circumstances may arise 

that require this Plan, or any component, to be amended or terminated. Therefore, 

the Plan Administrator reserves the right to amend, modify, or terminate this Plan 

or any component of this Plan at any time. If action is taken which results in the 

termination of coverage under the Plan, any claims incurred prior to such action 

will be paid. To the extent allowed by law, claims incurred on or after such action 

will not be paid.  

Section 6.3 – Request for Plan Information  

 

You have the right to inspect all Plan documents and make copies of those 

documents. All documents can be reviewed and copied during normal business 

hours at the Toledo Electrical Welfare Fund Office, 727 Lime City Road, Suite 

200, Rossford, Ohio 43460. In accordance with Internal Revenue Service 
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regulations, the Plan may charge a reasonable fee for copies. Any such request or 

other requests regarding Plan operation should be directed to the Plan 

Administrator.  

Section 6.4 – Employment Rights  

 

Nothing in the Plan or this Summary Plan Description in any way creates an 

express or implied contract of employment. Your employment may be suspended, 

changed, or otherwise terminated by either you or the Employer at any time.  

Section 6.5 – No Warranty of Health Care Providers  

 

A component of this Plan is healthcare benefits. The healthcare benefits programs 

provide payment for coverage of healthcare expenses. It is the individual choice of 

each Participant regarding which provider to use, even when limited to a panel of 

providers. This Plan makes no warranties or representations regarding the delivery 

or quality of care.  

Section 7.0 – Women’s Health and Cancer Rights Act of 1998 

 

As required by the Women’s Health and Cancer Rights Act of 1998, the portion of 

the Plan that provides group health coverage contains benefits for mastectomy-

related services, including reconstruction and surgery to achieve symmetry 

between the breasts, prostheses, and services related to complications resulting 

from a mastectomy (including lymphedema). Contact the Plan Administrator for 

more information.  

Section 7.1 – Qualified Medical Child Support Orders  

 

A Qualified Medical Child Support Order (QMCSO) is an order by a court for one 

parent to provide a child or children with health insurance. If the Plan 

Administrator receives a QMCSO, the Plan Administrator will contact the 

Participant concerning Plan procedures for such an order. The Plan Administrator 

will review the order for compliance with the law so it can be deemed qualified. 

Should the order be defective, the Plan Administrator reserves the right to request 

changes. Contact the Plan Administrator for a complete copy of the Plan’s 

QMCSO procedures.  

Section 7.2 – Continuation of Group Health Coverage (COBRA)  

 

A) Federal law requires most Employers offering group health plans to offer 

Employees and their families the opportunity to temporarily extend medical 
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coverage. If a Participant or his Covered Dependent(s) loses coverage because of a 

Qualifying Event (explained below), the Participant or Dependent may extend 

coverage by making an election and by paying the full cost of coverage. If 

continuation coverage is elected, coverage will continue as though termination of 

employment or loss of eligible status had not occurred. If any changes are made to 

the coverage for Employees in active service, the coverage provided to individuals 

under this continuation provision will be changed similarly.  

 

B) Qualifying Events – The length of continuation coverage depends on the event that 

caused the loss of coverage. The applicable Qualifying Events are explained 

below:  

 

1) Coverage is available for up to eighteen (18) months to a Participant and his 

or her covered spouse and/or dependents if coverage is lost due to 

termination of employment for any reason except gross misconduct or 

reduction in work hours.   

 

2) Coverage is available for up to twenty-nine (29) months to a Participant and 

his or her covered spouse and/or dependents in the event of a disability (as 

defined under the Social Security Act) that occurs on or within sixty (60) 

days after a Participant’s termination of employment or reduction in work 

hours. In other words, the original eighteen (18) month continuation 

coverage period is extended by eleven (11) months if a disability occurs 

within sixty (60) days after coverage is lost. The disabled individual must 

provide the Plan Administrator with notice of the disability within sixty (60) 

days after the determination by the Social Security Administration and 

before the end of the original eighteen (18) month COBRA continuation 

coverage period. The disabled individual must also notify the Plan 

Administrator within thirty (30) days if Social Security later determines that 

he or she is no longer disabled.  

 

3) Coverage is available for up to thirty-six (36) months to a covered dependent 

spouse and/or child if coverage is lost due to: (i) the Participant’s death, (ii) 

a divorce or legal separation from the Participant, (iii) attainment of age, 

marriage, or a change in student status, or (iv) due to the Participant 

becoming covered by Medicare as a result of a total disability or choosing 

Medicare in place of this Plan at age sixty-five (65).  

 

C) Election of Coverage – An individual has sixty (60) days from the Qualifying 

Event, or if later, sixty (60) days from the date the Plan Administrator provides 

notice to the individual regarding his or her right to elect COBRA continuation 

coverage. Each covered person is required to notify the Plan Administrator within 
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sixty (60) days of any qualifying event of which it would not otherwise be aware, 

such as divorce, legal separation, or loss of dependent status by a dependent child. 

The covered person is also required to provide the Plan Administrator with all 

information needed to meet its obligation of providing notice and continuation 

coverage.  

 

D) Cost of Continuation Coverage – The cost of continuation coverage for each 

individual is generally equal to one-hundred and two percent (102%) of the Plan’s 

average cost of benefits per covered person for the preceding year. However, a 

disabled individual may pay one-hundred and fifty percent (150%) of the Plan’s 

cost after eighteen (18) months of continuation coverage. Payment of the initial 

monthly contribution is not required until the forty-fifth (45
th
) day after the 

election. All subsequent payments for coverage are subject to a thirty (30) day 

grace period.  

 

E) Termination of Continuation Coverage – COBRA continuation coverage will 

terminate whenever any of the following events occur:  

 

1) The date the maximum continuation period expires for the corresponding 

Qualifying Event;  

 

2) The date the Plan is terminated;  

 

3) The date the individual fails to make the required premium payments to 

continue coverage;  

 

4) The date the individual becomes covered under any other group health plan 

without being subject to any exclusions or limitation with respect to a pre-

existing condition;  

 

5) The date the individual becomes covered by Medicare; or 

 

6) With respect to coverage in excess of eighteen (18) months by reason of 

disability, the end of the first (1
st
) month that begins after a final 

determination under the Social Security Act that the disabled individual is no 

longer disabled.  

Section 7.3 – Employee Retirement Income Security Act of 1974 (ERISA)  

 

A) Statement of Participant Rights – As a Participant in the Toledo Electrical Welfare 

Benefit Plan, you are entitled to certain rights and protections under the Employee 
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Retirement Income Security Act of 1974 (“ERISA”). ERISA provides all Plan 

Participants with the right to:  

 

1) Examine, without charge, at the Plan Administrator’s office and at other 

specified locations, such as worksites and union halls, all documents 

governing the Plan, including any insurance contracts or collective 

bargaining agreements, as well as 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. 

 

2) Obtain upon written request to the Plan Administrator, copies of the 

documents governing the operation of the Plan, including any insurance 

contracts or collective bargaining agreements, as well as a copy of the latest 

annual report (Form 5500 Series) and updated summary plan description. 

The Plan Administrator may charge a reasonable fee for such copies.  

 

3) Continue health care coverage for yourself, spouse or dependents if there is a 

loss of coverage under the Plan as a result of a Qualifying Event. You or 

your dependents may have to pay for such coverage. Please review Section 

8.2 for a better description of COBRA continuation coverage.  

 

4) Reduction or elimination of exclusionary periods of coverage for preexisting 

conditions under your group health plan if you have creditable coverage 

from another plan. You should be provided a certificate of creditable 

coverage, free of charge, from your group health plan or health insurance 

issuer when you lose coverage under the plan, when you become entitled to 

elect COBRA continuation coverage, when your COBRA continuation 

coverage ceases (if you request it before losing coverage), or if you request 

it up to twenty-four (24) months after losing coverage.  

 

B) Enforce your Rights – Under ERISA, there are steps you can take to enforce the 

above rights. For instance, if you request materials from the Plan and do not 

receive them within thirty (30) days, you may file suit in Federal court. In such a 

case, the court may require the Plan Administrator to provide the materials and pay 

you up to one-hundred and ten dollars ($110) per 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 which is denied or 

ignored, in whole or in part, you may file suit in a state or Federal court. In 

addition, if you disagree with the Plan’s decision or lack thereof concerning the 

qualified status of a domestic relations order or medical child support order, you 

may file suit in Federal court. If it should happen that Plan fiduciaries misuse the 
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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 filed suit in 

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. However, if you lose, the court may order you to pay these costs and fees, 

for example, if it finds your claim frivolous.  

 

C) Prudent Action by Plan Fiduciaries – In addition to creating rights for Plan 

participants, ERISA imposes duties upon the people who are responsible for the 

operation of an 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 a obtaining a welfare benefit or exercising 

your rights under ERISA. If your claim for a welfare benefit is denied in whole or 

in part, you must receive a written explanation of the reason for the denial. You 

have the right to have the Plan review and reconsider your claim.  

 

D) 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 your rights under ERISA, you should contact the nearest office of the 

Employee Benefits Security Administration, U.S. Department of Labor (listed in 

your telephone directory) or the Division of Technical Assistance and Inquires, 

Employee Benefits Security Administration, U.S. Department of Labor, 200 

Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain 

publications about your rights and responsibilities under ERISA by calling the 

publications hotline of the Employee Benefits Security Administration.  
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Summary of Benefits 
 
This is intended as an easy-to-read summary and provides only a general overview of your benefits.  Additional 
limitations and exclusions may apply.   
 
Payment amounts are based on usual and customary amounts established by the Toledo Electrical Worker Fund’s 
Trustees in conjunction with their advisors and contracted service providers, less any applicable deductible, copay 
and/or coinsurance.  Charges will be considered payable in accordance with this schedule so long as they are 
medically necessary, prescribed by a physician, arise out of a non-occupational accident or sickness and do not 
exceed the reimbursement amount adopted by the Trustees.  For a complete description of benefits please see the 
applicable plan documents.  If there is a discrepancy between this summary and the plan documents, the plan 
document will control.   
 
Participants seeking care from providers that do not accept, as full payment, the usual, customary and reasonable 
amount established by the Plan may be liable for a balance bill amount over and above the deductible, copay, 
coinsurance maximums.  A balance bill is the difference between gross billed charges and the FrontPath negotiated 
fee. 
 
 
 

Benefit Item In-Network Out-of-Network 
Discounted Providers 

Out-of-Network Non-
Discounted Providers 

Lifetime Plan Maximum None 

Participant Responsibility Deductibles, copays, coinsurance and out-of-pocket maximums.  If an in-network provider 
refers you to a non-discounted provider, all covered services obtained from that non-
discounted provider will be subject to applicable cost sharing including potential balance 
bill amounts. 

Utilization Review  
Prior Authorization Requirement 

A penalty may apply if your provider fails to obtain prior authorization from the Plan’s 
utilization review vendor for all inpatient (including maternity), inpatient physician, or any 
chiropractic, surgical, diagnostic,  x-ray, therapy, durable medical equipment or intensive 
outpatient substance abuse services.  Home health, home infusion services and hospice 
care are not covered without prior authorization 

Preauthorization for Specialty Pharmaceuticals  and 
compounded drugs.  

The plan will pay for FDA-approved specialty pharmaceuticals that meet the Plan’s medical 
policy criteria for treatment of the condition.  The prescribing physician must contact the 
Fund’s pharmacy benefit manager (PBM) to request prior authorization of the drug(s).  If 
preauthorization is not sought, the Plan will deny the claim and all charges will be the 
participant’s responsibility.  Specialty pharmaceuticals are biotech drugs including high 
cost infused, injectable, oral and other drugs related to specialty disease categories or 
other categories.  The Plan in conjunction with its advisors and service providers 
determines which specific drugs are payable.  This may include medications to treat 
asthma, rheumatoid arthritis, multiple sclerosis, and many other diseases as well as 
chemotherapy drugs used in the treatment of cancer, but excludes injectable insulin.  Prior 
authorization is required for compounded drugs costing $100 or more. 

Calendar Year Deductible 
(Blood deductible 3 pints) 

$250 Individual 
$500 Family 

$500 Individual 
$1,000 Family 

$250 Individual 
$500 Family 

Fixed dollar copays $20 Physician Office,  
$100 Emergency Room 

Co-Insurance 80% after deductible up 
to out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee 
schedule after deductible up to 
out-of-pocket maximum; 100% 
thereafter.  Balance bill, if any, 

not covered. 

Calendar Year Out-of-Pocket Maximum  
(excludes deductible and copays).  Total out-of-
pocket expense not to exceed $2,500 per individual 
or $5,000 per family per calendar year. 

$1,250 Individual 
$2,500 Family 

$2,500 Individual 
$5,000 Family 

$1,250 Individual 
$2,500 Family     

plus any balance bill amounts. 
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Benefit Item In-Network Out-of-Network 
Discounted Providers 

Out-of-Network Non-Discounted Providers 

PREVENTIVE SERVICES 

Health maintenance exam – Includes chest x-ray, 
EKG, cholesterol screening and other select lab 
procedures. One per participant per year. 

Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Gynecological Exam – One per participant per year. Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Pap smear screening – One per participant per year. Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Voluntary sterilization for females  Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Well baby and child care visits 

 6 visits, birth through 12 months 

 6 visits, 13 months through 23 months 

 6 visits, 24 months through 35 months 

 2 visits 36 months through 47 months 

 Visits beyond 47 months are limited to one per 
participant per calendar year under the 
health maintenance exam benefit 

Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Adult and childhood preventive services and 
immunizations as recommended by the USPSTF, 
ACIP, HRSA or other sources as recognized by the 
Plan that are in compliance with the provisions of the 
Patient Protection and Affordable Care Act 

Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Fecal occult blood screening – one per participant 
per year. 

Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Flexible sigmoidoscopy exam – one per participant 
per year. 

Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Prostate specific antigen (PSA) screening – one per 
participant per year. 

Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Routine mammogram and related reading – one per 
participant per year.  Subsequent medically 
necessary mammograms performed during the same 
calendar year are subject to your deductible and 
coinsurance. 

Covered 100% 
No deductible 

Covered 100% 
No deductible 

Covered 100% up to usual customary and 
reasonable amount; 

No deductible. Balance bill, if any, not covered. 

Colonoscopy – routine or medically necessary – one 
per participant per year.  Subsequent medically 
necessary colonoscopies performed during the same 
calendar year are subject to your deductible and 
coinsurance. 

Covered 100% 
No deductible 

Covered 100% 
No deductible 

Covered 100% up to usual customary and 
reasonable amount;  

No deductible. Balance bill, if any, not covered. 

Smoking cessation Covered 100% 
No deductible 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

PHYSICIAN OFFICE SERVICES 

Outpatient Physician consultations & office visits $20 Office Visit Copay 

Outpatient and medically necessary home medical 
care visits. 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 
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Benefit Item In-Network Out-of-Network 
Discounted Providers 

Out-of-Network Non-Discounted Providers 

URGENT AND EMERGENCY MEDICAL CARE 

Emergency Room $100 copay per 
visit.  Covered at 
80% up to out-of-
pocket maximum; 
100% thereafter. 

$100 copay per visit.  
Covered at 80% up to out-
of-pocket maximum; 100% 

thereafter. 

$100 copay per visit.  Covered at 80% up to out-
of-pocket maximum; 100% thereafter.  Balance 

bill, if any, not covered. 

Ambulance/Transportation 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Urgent care $20 copay per visit   
Covered at 80% 

up to out-of-
pocket maximum; 
100% thereafter 

$20 copay per visit.  
Covered at 60% up to out-
of-pocket maximum; 100% 

thereafter. 

$20 copay per visit.  Covered at 80% up to out-of-
pocket maximum; 100% thereafter.  Balance bill, if 

any, not covered. 

DIAGNOSTIC SERVICES 

Diagnostic Lab & X-Ray 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

MATERNITY SERVICES PROVIDED BY A PHYSICIAN 

Prenatal and post-natal care visits  
(Dependent children are excluded from maternity 
services) 

80% after deductible up to out-
of-pocket maximum; 100% 

thereafter 

60% after deductible up to out-
of-pocket maximum; 100% 

thereafter 

80% of in-network fee schedule 
after deductible up to out-of-

pocket maximum; 100% 
thereafter.  Balance bill, if any, 

not covered. 

Includes covered services provided by a certified nurse midwife 

Delivery  and nursery care 
(Dependent children are excluded from maternity 
services) 

80% after deductible up to out-
of-pocket maximum; 100% 

thereafter 

60% after deductible up to out-
of-pocket maximum; 100% 

thereafter 

80% of in-network fee schedule 
after deductible up to out-of-

pocket maximum; 100% 
thereafter.  Balance bill, if any, 

not covered. 

Includes covered services provided by a certified nurse midwife 

HOSPITAL CARE 

Unlimited days in a semiprivate room, inpatient 
physician care, general nursing care, hospital services 
and supplies.  Maternity services must be 
preauthorized within thirty days of pregnancy 
diagnosis. 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Inpatient maternity service charges for mothers covered as dependent children are excluded.   

Inpatient consultations  80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Chemotherapy – must be preauthorized 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 
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Benefit Item In-Network Out-of-Network 
Discounted Providers 

Out-of-Network Non-Discounted Providers 

ALTERNATIVES TO HOSPITAL CARE 

Skilled nursing care – must be preauthorized  80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Hospice care – must be preauthorized  80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Home infusion therapy – must be preauthorized  80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

SURGICAL SERVICES 

Surgery – includes related surgical services and 
medically necessary facility services at an approved 
ambulatory surgical center.  Charges for services 
rendered by an assisting physician or surgeon may 
not exceed one third (1/3) the cost of the primary 
physician.  

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Pre-surgical consultations 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Voluntary sterilization for males 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

HUMAN ORGAN TRANSPLANTS 

Organ & tissue transplants – must  be preauthorized 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

MENTAL HEALTH AND SUBSTANCE ABUSE TREATMENT 

Mental health outpatient services 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Substance abuse outpatient service – must be 
preauthorized 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Mental health inpatient services – must be 
preauthorized 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Substance abuse outpatient services – must be 
preauthorized 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Participant assistance program – Counseling sessions 
must be preauthorized 

3 visits per 
incident 

Not covered Not covered 
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Benefit Item In-Network Out-of-Network 
Discounted Providers 

Out-of-Network Non-Discounted Providers 

AUTISM SPECTRUM DISORDERS, DIAGNOSIS AND TREATMENT 

This benefit requires participants to pay for services and submit claims to the Fund Office for reimbursement.   
Please use the claim form – available in the Forms & Notices section of our web site at electricalfunds.org – when submitting a claim. 

Applied behavioral analyses (ABA) treatment – 
limited to an annual maximum of $4,500 per 
participant through age 12 (limits may be waived on 
an individual consideration basis) 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Outpatient physical therapy, speech therapy, 
occupational; therapy, nutritional counseling for 
autism spectrum disorder – through age 12 subject to 
the combined $4,500 annual maximum. 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Other covered services, including mental health 
services, for autism spectrum disorder subject to the 
combined $4,500 annual maximum. 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

DENTAL BENEFITS USING THE DENTEMAX PPO 

Benefit Item In-Network Out-of-Network  

Calendar Year Deductible  $25 per participant  The Plan contracts with the Dentemax network.  
There is not a requirement to use the Dentemax 

network, but there may be a financial advantage in 
doing so.  When obtaining services from a 

Dentemax provider the participant is assured the 
Plan’s payment for covered services along with any 

participant fee responsibilities (deductibles or 
coinsurance) will be accepted by the Dentemax 

provider as full payment. 

Calendar year maximum benefit $250 per participant 

Preventive Services (Exam & cleaning) Covered at 100%; no deductible 

Diagnostic services (X-Rays) 85% after deductible 

HEARING BENEFITS 

Audiometric exam – once every 36 months Covered up to 100% of usual customary and reasonable fee. 

Hearing aids – once every 36 months  Up to $800 per ear (No dollar limits for dependent children) 

OTHER COVERED SERVICES 

Allergy testing & treatment 80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Chiropractic & acupuncture – Up to 18 visits per year 
without preauthorization; subsequent visits must be 
preauthorized or they will not be covered. 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Oral Surgery related to accidents, tempo-mandibular 
joint repair and bruxism 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Durable Medical Equipment; Prosthetics & Orthotics 
– preauthorization required for equipment in excess 
of $1,500. 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Home Health Care & Medically Necessary Private 
Duty Nursing – must be preauthorized or services are 
not covered. 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Lasik Eye surgery – up to $500 per eye per lifetime 
(Primary Participant Only) 

80% after 
deductible up to 

out-of-pocket 
maximum; 100% 

thereafter 

60% after deductible up to 
out-of-pocket maximum; 

100% thereafter 

80% of in-network fee schedule after deductible 
up to out-of-pocket maximum; 100% thereafter.  

Balance bill, if any, not covered. 

Diabetic supplies – insulin, syringes, lancet and test 
strips 

Covered at 100% of usual, customary and reasonable charges 
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PRESCRIPTION DRUG BENEFITS ADMINISTERED BY AMWINSRX 

Benefit Item In-Network Out-of-Network 

Prior authorization Preauthorization must be obtained for specialty drugs, drugs costing in excess of $5,000 and 
compounded drugs costing $100 or more. 

Quantity limits Up to 34, 68 or 102 day supply for non-specialty drugs. 30 days for specialty drugs.   

Preventive  services as recommended by the USPSTF, 
ACIP, HRSA or other sources as recognized by the 
Plan that are in compliance with the provisions of the 
Patient Protection and Affordable Care Act including: 
- Aspirin to prevent cardiovascular disease 
- Iron supplementation in children 
- Oral fluorides for children 
- Tobacco cessation 
- Routine vaccinations for children & adults 

Covered 100%; no copay Not covered 
 

Contraceptives including:  
Oral, transdermal, vaginal, IUD, implant, and 
diaphragms 

Covered 100%; no copay Not covered 
 

Copays up to $1,000 annual out-of-pocket maximum. 
One copay per 34 day supply for non-specialty drugs.  
One copay per 30 day supply for specialty drugs. 

$10 generic, $30 brand $10 generic, $30 brand; participants will have to 
submit a claim for reimbursement when using a 

non-network pharmacy 

Copays after $1,000 annual out-of-pocket maximum.  
One copay per 34 day supply for non-specialty brand 
named drugs.   
One copay per 30 day supply for specialty brand 
name drugs. 

$0 generic, $10 brand $0 generic, $10 brand; participants will have to 
submit a claim for reimbursement when using a 

non-network pharmacy 

VISION BENEFITS USING THE VSP PPO 

Benefit Item In-Network Out-of-Network Reimbursement 

Adult Eye exam – once every 24 months 
Dependent Child – once every 12 months 

$10 copay Plan pays up to $35 per visit 

Adult Prescription lenses – once every 24 months 
Dependent Child Prescription Lenses – once every 12 
months 

Single vision, Lined Bifocal, Lined Trifocal and 
Polycarbonate lenses for dependent children $25 

copay 
Standard Progressive Lenses $50 copay 

Premium Progressive Lenses $80-$90 Copay 
Custom Progressive Lenses $120 - $160 Copay 

Average 35-40% off other lens options 

Single vision up to $25  
Bifocal lenses up to $40  
Trifocal lenses up to $55  

Lenticular lenses up to $80 

Adult Frames – once every 24 months If frame is 
obtained in-network, no out-of-pocket expenses 
other than the copayment will apply.  The wholesale 
cost of the frame cannot exceed the Wholesale 
Network Frame Allowance.  Same rules apply for 
Dependent Child Frames, but benefit allows for 
frames every 12 months 

Frame allowance $170; 20% off amount over your 
allowance  

Frame benefit $45 
Frame allowance N/A 

Adult Contact lenses – once every 24 months 
Dependent Child Contact lenses – once every 12 
months; can be chosen in lieu of lenses and frames 

Medically necessary: 100% 
Elective: up to $120 Allowance; 15% off contact 

lens exam (fitting and evaluation) 

Medically necessary: up to $210 
Elective: up to $105 

Low Vision Benefit – available to participants with 
severe visual problems not correctable with regular 
lenses.  (Maximum benefit $1,000 per participant  
every two years) 

Supplementary testing covered in full; 
supplemental care aids covered at 75% of cost 

Supplementary testing covered up to $125: 
supplemental care aids covered at 75% of cost. 

Additional Coverage, Savings and Discounts Diabetic Eyecare Program, 30% off additional glasses and sunglasses.  20% off VSP doctor within 12 
months of your last Well Vision Exam, guaranteed pricing on retinal screening, discounts on Laser Vision 

Correction  

Life Insurance and ADD 

Death Benefit $2,000 

EARLY RETIREE SURVIVING SPOUSES 

All benefits listed excluding Vision and Death Benefit 

ALTERNATIVE OPT-OUT PROGRAMS 

Participants with other coverage may opt-out of the benefit plan without forfeiting their right to re-enter the plan if they experience a qualifying event that 
leads to the loss of their alternative coverage. 

Early Retiree Opt-Out  Up to $5,000 in qualifying medical expense reimbursement per Plan year. 
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Schedule of Benefits 
 

For Purposes of this Schedule: 

 Hospital shall mean any hospital institution that is accredited by the Joint Commission on 

Accreditation of Hospitals, accredited by the American Joint Commission on Accreditation of 

Hospitals, accredited by the American Osteopathic Association, or accepted by the Social 

Security Administration for participation in the Medicare reimbursement program in accordance 

with 42 U.S.C. Section 1395bb. Hospitalization shall mean admission to a hospital. 

 Board and room in semi-private accommodations, as well as semi-private intensive and 

coronary units, or board and room in a private room if determined to be Medically Necessary.  

Determination that hospitalization is Medically Necessary is valid only if it is made by the 

attending physician and the Utilization Review Agent contracted by the Plan at time of 

hospitalization, or confirmed by Utilization Review Agent within 48 hours in the event of 

emergency or urgent medical conditions requiring isolation. 

 Covered expenses include those associated with hospitalization, including anesthesia, for 

necessary services and supplies other than room and board. Also includes the administration of 

anesthetics, other than local infiltration anesthetics. 

 Approval by the Utilization Review Agent must be obtained in order to document the Medical 

Necessity of in-hospital treatment as opposed to outpatient treatment. 

 Claimants (other than those eligible for Medicare) must obtain certification for hospitalization 

from any Utilization Review Agent with which the Plan contracts at the time of hospitalization.  

Absent a medical emergency, this certification must be obtained before the Claimant is 

admitted.  In the event that a medical emergency exists, certification must be obtained within 

48 hours of the Claimant’s admission to the hospital. 

 To the extent that a Claimant fails to obtain certification for a hospitalization, a penalty will be 

imposed by reducing coverage for board and room charges and miscellaneous charges to 80% of 

coverage otherwise available.  This penalty is in addition to any copayment or co-insurance 

provisions.  The penalty does not count toward any out-of-pocket amount. 

 Timeliness of Claim:  Benefits are conditioned upon submission of the Claim to the Fund Office 

no later than 24 months following the date the Eligible Charge is incurred.  

Covered Hospital Expenses (inpatient) 

 Includes medical care, services, and supplies. 
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Covered Surgical Expenses (inpatient) 

 

 Includes surgery and anesthesia charges made by a physician for surgical care and for the 

administration of anesthesia.  

  Additional charges for services rendered by additional physician or surgeons assisting the 

primary physician or surgeon may not exceed one-third (1/3) the cost of the primary physician.   

 Blood is covered following 3 pint deductible.  

 Oral Surgery:  In-hospital expenses associated with oral surgery are covered, provided the 

Eligible Employee submits documentation supporting the fact it was a medical necessity that the 

procedures be performed in a hospital, or the Eligible Employee obtains hospital pre-

certification from the Utilization Review Agent with which the Plan has contracted at the time of 

hospitalization. 

 Services by Intensive Care Unit, Cardiac Care Unit, or Burn Unit are covered but subject to 

twenty percent (20%) penalty for failure to obtain advance approval from the Utilization Review 

Agent. 

 Diagnostic Services, Laboratory, X-ray, and Pathology are covered including:  

a) Angiography 

b) All Biopsies  

c) Ultrasounds  

d) C.A.T. Scans  

e) MRI and MRA   

 

 Outpatient Surgery and Related Expenses are covered; including:  

a) Tonsillectomy and/or Adenoidectomy 

b) Breast Surgery 

c) Caesarean Section (planned)  

d) Foot Surgery 

e) Gall Bladder Surgery 

f) Heart Surgery 

g) Hysterectomy  

h) Joint Replacement Surgery  

i) Joint Surgery 

j) Laminectomy 

k) Nasal Surgery 

l) Prostatectomy 

m) Spinal Fusion 

n) Surgical Treatment of Jaw disorder 

o) Surgery and anesthesia charges made by a physician for surgical care and for the 

administration of anesthesia.  
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p) Additional charges for services rendered by additional physicians or surgeons assisting 

the primary physician or surgeon not to exceed one-third (1/3) the cost of the primary 

physician.  

Note: The Utilization Review Agent will determine if a second surgical opinion is 

necessary.  

 

 Covered Physician Charges (not related to mental health/substance abuse) include: 

a) Inpatient 

b) Office visits  

c) Specialist Office Visits 

d) Treatment and diagnosis of infertility 

 

Note:  Additional charges for services rendered by additional physicians or surgeons assisting 

the primary Physician or surgeon may not exceed one-third (1/3) the cost of the primary 

Physician.  

 

 Therapy Services  

a) Chemotherapy 

b) Radiation/Radio Therapy 

c) Physical Therapy (up to 18 visits) 

d) Occupational Therapy (up to 18 visits) 

e) Dialysis  

f) Respiratory Therapy 

g) Pulmonary Therapy 

h) Hyperbaric Therapy  

i) Speech Therapy (up to 18 visits) 

j) Insulin Therapy 

 

Note:    Please refer to Outpatient Dialysis Claims information at the end of this Schedule.  
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Covered Urgent and Emergency Medical Care 

 Emergency Room 

a) Services for Accident and Acute medical emergencies provided in an Emergency Room 

of a hospital or licensed urgent care clinic provided that if an Eligible Person is admitted 

to a hospital, the Utilization Review Agent is notified within forty-eight (48) hours of 

admittance.  

b) Accidents – Emergency services for accidental injuries are covered provided that 

services are rendered within forty-eight (48) hours after the accident and services are 

rendered by a legally qualified surgeon or physician in an accredited hospital or clinic.  

c) Acute Medical Emergencies – Emergency treatment is covered if the condition results 

from the admission of the Eligible Person to a hospital within twenty-four (24) hours or 

sudden and/or serious symptoms which constitute a threat to the patient’s physical or 

psychological well-being requiring immediate medical attention to prevent possible 

permanent impairment or loss of life.  

d) An injury by accident includes any injury caused by an external or violent or accidental 

reason and is non-occupational in nature.  

e) $100 co-payment is due for Emergency Room Charges. Co-payment is waived if the 

Eligible Person is admitted to the Hospital from the Emergency Room. 

 Ambulance/Transportation  

a) Transportation of an Eligible Person within the U.S. and Canada by railroad, by a 

regularly scheduled flight of a commercial aircraft, or by helicopter from the place at 

which an injury or sickness occurred to (but not back from) a hospital equipped to 

furnish special treatment related to such disability.  

b) Local professional ambulance service for transportation of an Eligible Person to or from 

a hospital.  

 Urgent Care 

a) Urgent care as defined by the Urgent Care Association of America as medically 

necessary services that are required for an illness or injury that would not result in 

further disability or death if not treated immediately, but require professional attention 

and have the potential to develop such a threat if treatment is delayed longer than 24 

hours.  

Covered Preventive Services (All Participants) 

 Preventive Care: Medical Necessity determinations are not required to access preventive care 

services. 

 Health Maintenance Exams:  Includes chest x-ray, EKG, cholesterol screening including other 

select lab procedures. 

 Immunizations: Preventive immunizations prescribed and administered by a physician, limited 

to the flu shots and immunization injections for the prevention of mumps, measles, rubella, oral 

polio, diphtheria, pertussis, tetanus, meningitis, varicella (chicken pox), tuberculosis, Hepatitis B, 

and pneumococcal infections.  

 Alcohol misuse counseling:  Screening and behavioral counseling interventions to reduce alcohol 

misuse by adults, including pregnant women, in primary care settings. 

 



 

 35  

Adult’s Covered Preventive Services 

 Blood pressure screening in adults: Screening for high blood pressure in adults aged 18 and 

older. 

 Colorectal cancer screening: Screening for colorectal cancer using fecal occult blood testing, 

sigmoidoscopy, or colonoscopy, in adults, beginning at age 50 years and continuing until age 75 

years. 

 Depression screening for adults: Screening adults for depression when staff-assisted depression 

care supports are in place to assure accurate diagnosis, effective treatment, and follow-up. 

 Diabetes screening:  Screening for type 2 diabetes in asymptomatic adults with sustained blood 

pressure (either treated or untreated) greater than 135/80 mm Hg. 

 Healthy diet counseling: Intensive behavioral dietary counseling for adult patients with 

hyperlipidemia and other known risk factors for cardiovascular and diet-related chronic disease. 

Intensive counseling can be delivered by primary care clinicians or by referral to other 

specialists, such as nutritionists or dietitians. 

 Obesity screening and counseling for adults: Screening for obesity and offer intensive counseling 

and behavioral interventions to promote sustained weight loss for obese adults. 

 Tobacco use counseling and interventions for non-pregnant adults: Tobacco cessation 

interventions for those who use tobacco products. 

 Syphilis screening for non-pregnant persons:  Screening of persons at increased risk for syphilis 

infection. 

 

Men’s Covered Preventive Services 

 Abdominal aortic aneurysm screening for men:  One-time screening for abdominal aortic 

aneurysm by ultrasonography in men aged 65 to 75 who have ever smoked. 

 Cholesterol abnormalities screening for men 35 and older: Screening for men aged 35 and older 

for lipid disorders. 

 Cholesterol abnormalities screening for men younger than 35: Screening for men aged 20 to 35 

for lipid disorders if they are at increased risk for coronary heart disease. 

 

Women’s Covered Preventive Services 

 BRCA (Breast Cancer) screening, counseling: Women whose family history is associated with an 

increased risk for deleterious mutations in BRCA1 or BRCA2 genes be referred for genetic 

counseling and evaluation for BRCA testing. 

 Breast cancer preventive medication: Clinical consultation to discuss chemoprevention with 

women at high risk for breast cancer and at low risk for adverse effects of chemoprevention. 

Clinicians should inform patients of the potential benefits and harms of chemoprevention. 

 Breast cancer screening: Screening mammography for women, with or without clinical breast 

examination, every 1-2 years for women aged 40 and older. 

 Cervical cancer screening:  Screening for cervical cancer in women who have been sexually 

active and have a cervix. 

 Chlamydial infection screening for non-pregnant women:  Screening for chlamydial infection for 

all sexually active non-pregnant young women aged 24 and younger and for older non-pregnant 

women who are at increased risk. 
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 Gonorrhea screening for women: Screening for all sexually active women, including those who 

are pregnant, for gonorrhea infection if they are at increased risk for infection (that is, if they 

are young or have other individual or population risk factors). 

 Osteoporosis screening for women: Screening for women age 65 or older for osteoporosis. for 

women at increased risk for osteoporotic fractures routine screening begin at age 60.  

 

Pregnant Women’s Covered Preventive Services 

 Anemia screening for pregnant women: Routine screening for iron deficiency anemia in 

asymptomatic pregnant women. 

 Bacteriuria screening for pregnant women: Screening for asymptomatic bacteriuria with urine 

culture for pregnant women at 12 to 16 weeks' gestation or at the first prenatal visit, if later. 

 Breastfeeding counseling: Interventions during pregnancy and after birth to promote and 

support breastfeeding. 

 Chlamydial infection screening for pregnant women: Screening for chlamydial infection for all 

pregnant women aged 24 and younger and for older pregnant women who are at increased risk. 

 Hepatitis B screening for pregnant women:  Screening for hepatitis B virus infection in pregnant 

women at their first prenatal visit. 

 First Pregnancy Rh incompatibility screening: Rh (D) blood typing and antibody testing for all 

pregnant women during their first visit for pregnancy-related care. 

 Rh incompatibility screening 24-28 weeks gestation: Repeated Rh (D) antibody testing for all 

unsensitized Rh (D)-negative women at 24-28 weeks' gestation, unless the biological father is 

known to be Rh (D)-negative. 

 Tobacco use counseling for pregnant women: Augmented, pregnancy-tailored counseling to 

those who smoke. 

 Syphilis screening for pregnant women: Screening of pregnant women for syphilis infection. 

 

Adult & Adolescent’s Covered Preventive Services 

 HIV screening: Screening for human immunodeficiency virus (HIV) for adolescents and adults at 

increased risk for HIV infection. 

 STIs counseling:  High-intensity behavioral counseling to prevent sexually transmitted infections 

(STIs) for all sexually active adolescents and for adults at increased risk for STIs. 

 

Adolescent’s Covered Preventive Services 

 Depression screening for adolescents:  Screening of adolescents (12-18 years of age) for major 

depressive disorder when systems are in place to ensure accurate diagnosis, psychotherapy 

(cognitive-behavioral or interpersonal), and follow-up. 

 

Children & Infants Covered Preventive Services  

 Well Baby Care: Limited frequency in accordance with guidelines that are compliant with the 

provisions of the Patient Protection and Affordable Care Act. 

 Gonorrhea prophylactic medication for newborns:  Prophylactic ocular topical medication for all 

newborns against gonococcal ophthalmia neonatorum. 

 Hearing loss screening for newborns:  Screening for hearing loss in all newborn infants. 
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 Hypothyroidism screening for newborns:  Screening for congenital hypothyroidism in newborns. 

 Obesity screening and counseling for children:  Screening children aged 6 years and older for 

obesity and offer them or refer them to comprehensive, intensive behavioral interventions to 

promote improvement in weight status. 

 PKU screening for newborns:  Screening for phenylketonuria (PKU) in newborns. 

 Visual acuity screening in children: Screening to detect amblyopia, strabismus, and defects in 

visual acuity in children younger than age 5 years. 

 

Covered Alternatives to Hospital Care 

 Skilled Nursing: One or more of the professional services that may be rendered by a professional 

nurse or by a licensed practical nurse under the direction of a registered professional nurse.  

 Hospice: Eligible person must obtain advance approval or a treatment Plan from a Utilization 

Review Agent. The approved hospice care treatment is exclusive of, and in lieu of, all other 

Medical Benefits under the Plan.  

  Rehabilitation or Convalescent Facility: Facility must be:  

a) Primarily engaged in and licensed to provide skilled nursing and physical restoration 

services for patients convalescing from an injury or disease on an inpatient basis for a 

fee.  

b) Under the full-time supervision of a physician or registered professional nurse; 

c) Provides skill nursing services on a twenty-four (24) hour basis under the direction of a 

full-time registered professional nurse, with licensed nursing personnel on duty at all 

times; 

d) Maintains a complete medical record on each patient; and  

e) Has in effect a utilization review plan for each patient.  

f) Does not include any institution, or part thereof, which is used principally as a place of 

rest, a place of custodial care, a place for educational care, a place for care of mental 

conditions (including drug or alcohol addiction, mental retardation, or elderly). 

 

Human Organ Transplants 

 Organ & Tissue Transplants  

a) Organ transplant services and partial organ transplant services provided the Eligible 

Person obtains prior approval of the Utilization Review Agent. The first notification must 

occur at the time the patient presents to the facility to begin the initial transplant 

qualification process (i.e., Phase I or Pre-transplant evaluation visit).  

b) It is the patient and/or referring physician facility’s responsibility to notify the Utilization 

Review Agent at the time the clinical indication for organ transplantation is identified 

and confirmed.  

c) Covered organ transplants for adults and children include both solid organ and bone 

marrow/stem cell procedures as follows: heart, lung (single and double), heart with 

lung, liver, kidney, cornea, pancreas, kidney with pancreas, allogenic bone marrow, and 

autologous bone marrow.  
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d) Eligible charges include cadaveric and live donor whole organs. All transplants are 

subject to established guidelines for determining experimental procedures and 

investigational procedures versus standard practice.  

e) Subject to twenty percent (20%) penalty for failure to obtain advance approval from 

Utilization Review Agent.   

 

Other covered Services 

 Durable Medical Equipment 

a) Medical Equipment charges and hospital type equipment made by a person or 

institution, for rental or purchase, as approved by the Utilization Review Agent, of 

equipment for administration of oxygen, wheelchair or hospital-type bed, or equipment 

required for the treatment of respiratory problems. 

b) Pre-Authorization required for equipment in excess of $1,500.  

 

 Treatment of Jaw Disorders – Temporomandibular Joint Dysfunction (TMJ) and Bruxism  

a) No authorization required.  

 

 Chiropractic and Acupuncture  

a) Eighteen (18) visits per year without pre-approval by Utilization Review Agent, then all 

subsequent visits must be pre-authorized. 

b) Plan shall not be obligated to pay for Eligible Charges if Participant fails to obtain 

advance approval from Utilization Review Agent.  

 

 Home Health Care 

a) Plan shall not be obligated to pay for Eligible Charges if Participant fails to obtain 

advance approval from Utilization Review Agent. 

 

 Private Duty Nursing: If medically necessary. 

  

 Orthotics and Prosthetics   

a) Purchase of braces for a permanent impairment, orthotics, and orthopedic shoes if in 

conjunction with leg braces covered hereunder.  

b) For artificial limbs or eyes replacing natural limbs or eyes.  

 

 Lasik Eye Surgery, Active Employee Only  

a) Charges incurred for a Corrective Vision Procedure (as defined below) of up to $500 per 

eye, per primary participant only. Reimbursements shall be limited to one procedure 

per eye and per lifetime.   

b) For this purpose, a “Corrective Vision Procedure” means laser-assisted in-situ 

keratomileusis (commonly known as “LASIK”), photorefractive keratectomy (commonly 

known as “PRK”), radial keratotomy (commonly known as “RK”), or other form of laser 

or laser-assisted vision corrective eye surgery approved by the Food and Drug 
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Administration and performed by a licensed ophthalmologist for the purpose of 

correcting nearsightedness. 

 

Autism Spectrum Disorders, Diagnosis and Treatment 

 Therapy and Treatment for Pervasive Developmental Disorders or Autism Spectrum Disorder 

not otherwise covered under the Plan 

a) Annual benefit of up to $4,500 for treatment and therapy prescribed by a licensed 

board-certified psychiatrists or a board-certified neurologist for a diagnosis of Pervasive 

Developmental Disorder or Autism Spectrum Disorder not otherwise covered under the 

Plan. This benefit is only applicable in instances where the eligible person is 12 years of 

age or younger and obtains advance approval from the Utilization Review Agent.  

b) For the purposes of this Eligible Charge, Pervasive Developmental Disorder or Autism 

Spectrum Disorder shall refer exclusively to those covered individuals with a 

documented history of a disorder between 299.00-299.80 as defined in the DSM-IV or 

the currently recognized successor counterpart coding.  This class of disorders are often 

favorably impacted through early intervention and share the following characteristics: 

impairments in social interaction, imaginative activity, verbal and nonverbal 

communication skills, and a limited number of interests and activities that tend to be 

repetitive, including Autistic Disorder or Autism, Rett’s Disorder or Syndrome, Childhood 

Disintegrative Disorder, Asperger’s Disorder, and Pervasive Developmental Disorder Not 

Otherwise Specified (also known as PDDNOS or PDD). 

 

Maternity Services Provided By a Physician  

 Maternity (Dependent children are excluded from maternity coverage)   

a) Maternity benefits are not to be limited for any hospital length of stay in connection 

with child birth for the mother or newborn child to less than forty-eight (48) hours 

following normal vaginal delivery, or less than ninety-six (96) hours following a 

caesarean section, or require that a provider obtain prior authorization for prescribing a 

length of stay not in excess of the above periods.  

b) Pre-authorization required within thirty (30) days of pregnancy diagnosis. 

 

LIMITATIONS AND EXCLUSIONS 

 Eligible Charges for hospitalization are limited by the following conditions: 

a) The Eligible Person is admitted to the hospital by a physician or licensed dentist and is 

hospitalized;  

b) Miscellaneous charges are Eligible Charges only if they are incurred during a period for 

which benefits are payable for board and room charges. This requirement will be waived 

if treatment is given in a hospital and the only hospital charge is for services and 

supplies rendered in connection with and on the same day as a surgical procedure. 

c) Hospitalization must commence while the Eligible Person is eligible for Medical Benefit; 

and  

d) If the Eligible Person would be eligible for hospitalization and treatment at any 

hospitalization and treatment at any hospital operated by the United States of America, 
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or any agency, department or until thereof (hereinafter referred to as a “government 

hospital”) but elects to be hospitalized and treated at any nongovernmental hospital for 

any reason other than Medical Necessity directed by his attending physician or 

consulting physician thereto, the Eligible Charges hereunder shall be limited to the 

amount in excess of those charges and expenses which would have been provided 

and/or paid for by the government hospital or government agency operating the same.  

e) In-hospital room and miscellaneous expenses are covered for services that could not 
otherwise be as well provided in an outpatient setting. 

f) All forms of bariatric surgery are excluded from coverage. 
g) Treatment of sexual dysfunction is not covered unless Medically Necessary, as 

determined by the case management consultant. 
h) Genetic testing services are excluded under this Plan except for amniocentesis during 

pregnancy and BRCA testing and counseling when there is a family history of breast or 

cervical cancer. 

i) Coverage for counseling or testing concerning inherited (genetic) disorders is excluded 

from coverage. This exclusion does NOT apply to BRCA screening and counseling or 

when services are medically necessary as stated by a physician during the course of a 

high-risk pregnancy. 

 

Other Important Information 

 Exclusion of Injury or Illness Incurred or Aggravated in Uniformed Services. Notwithstanding any 

in this Plan to the contrary, should an Eligible Person have his eligibility for coverage under the 

Plan terminate, and thereafter have coverage reinstated, Benefits shall not be payable for 

treatment or services rendered for any illness or injury determined by the United States 

Secretary of Veterans’ Affairs to be incurred in, or aggravated during, performance of service in 

the Uniformed Services.  

 Utilization of Health Care. The Benefits provided pursuant to this Plan are limited to the usual, 

customary and reasonable charges and appropriate health care service performed within 

commonly accepted practices as determined by the Utilization Review Agent or any other 

reimbursement specified, directed or adopted by the Board of Trustees.  Consistent with the 

procedures for Claims for Benefits set forth in Claims and Appeals, the Plan pays a schedule of 

Benefits and does not approve, deny or determine the course of treatment decided by and 

between a patient and his physician. 

 Notwithstanding anything to the contrary in this Schedule, Medical Benefits shall be paid in 

amounts greater (or lesser) than 80% or 60% of the reimbursement amount in the case of 

charges for services rendered by health care providers as may be designated by the Board of 

Trustees from time to time, in which case the reimbursement amount will be determined in 

accordance with the terms and conditions set forth in written notices thereof provided by the 

Administrative Manager to Eligible Persons.  

 Outpatient Dialysis Claims – Due to (1) the concentration of dialysis providers in many markets 

which may allow such providers to exercise control over prices for dialysis-related products and 

services, (2) the potential for discrimination by dialysis providers against non-governmental and 
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non-commercial health plans which may lead to increased prices for dialysis-related products 

and services charged to members of such plans, (3) the evidence of significant inflation of the 

prices charged to members of non-governmental and non-commercial health plans by dialysis 

providers, of the use of revenues from claims paid on behalf of members of such plans to 

subsidize reduced prices to other types of payers as incentives, and of the specific targeting of 

nongovernmental and non-commercial plans as profit centers, and (4) the fiduciary obligation to 

preserve Plan assets against charges which exceed reasonable value due to factors not 

beneficial to Plan Participants, such as market concentration and discrimination in charges, and 

are used for purposes contrary to Plan Participants’ interest, such as subsidies for other plans 

and discriminatory profit-taking, the Plan has adopted the following program for charge review 

and payment limitation for outpatient dialysis claims:  

a) The program shall apply to all claims for reimbursement of products and services 

provided for purposes of outpatient of outpatient dialysis regardless of the condition 

causing the need for treatment. 

b) The program shall apply to all such claims received on or after the effective date of the 

adoption of this provision, regardless of when the first claim for such products or 

services was received with respect to the member.  

c) All such claims will be subject to cost review to determine whether the charges indicate 

the effects of market concentration or discrimination in charges. In making this 

determination the Administrator shall consider factors including: 

i) Market concentration – The Administrator shall consider whether the market 

for outpatient dialysis products and services is sufficiently concentrated to 

permit providers to exercise control over charges due to limited competition, 

based on reasonably available data and authorities. For purposes of this 

consideration multiple dialysis facilities under common ownership or control 

shall be counted as a single provider.   

ii) Discrimination in charges – The Administrator shall consider whether the 

claims reflect potential discrimination against the Plan, by comparison of the 

charges in such claims against reasonably available data about payments to 

outpatient dialysis providers by governmental and commercial plans for the 

same or materially comparable goods and services.  

d) In the event that charge review indicates a reasonable probability that market 

concentration and/or discrimination in charges have been a material factor or factors 

increasing the charges for outpatient dialysis products and/or services for the claims 

under review, the Administrator may, in the Administrator’s discretion, determine that 

there is a reasonable probability that the charges exceed the reasonable value of the 

goods and/or services.  Based upon such a determination the Administrator may subject 

the claims, and all future claims for outpatient dialysis goods and services from the 

same provider with respect to the member, to the following payment limitations, under 

the following conditions:  
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i) Where the Administrator deems it appropriate in order to minimize disruption 

and administrative burdens for the Participants, claims received prior to the 

cost review determination may, but are not required to be, paid at the face or 

otherwise applicable rate.  

ii) Where the provider is or has been a participating provider under a Preferred 

Provider Organization available to Plan members, upon the Administrator’s 

determination that payment limitations should be implemented, the rate 

payable to such provider shall be subject to the limitations of this section.  

iii) The maximum benefit payable to claims subject to the payment limitation 

shall be the Usual and Reasonable Charge for covered services and/or 

supplies, after deduction of all amounts payable by coinsurance or 

deductibles.  

iv) The Administrator shall determine the Usual and Reasonable Charge based 

upon the average payment actually made for reasonably comparable services 

and/or supplies to all providers of the same services and/or supplies by all 

types of plans in the applicable market during the preceding calendar years, 

based upon reasonably available data, adjusted for the national Consumer 

Price Index medical care rate of inflation. The Administrator may increase or 

decrease the payment based upon factors concerning the nature and severity 

of the condition being treated.  

v) The Participant, or where the right to benefits has been properly assigned, the 

provider, may provide information with respect to the reasonable value of the 

supplies and/or services for which payment is claimed, on appeal of the denial 

of any claim or claims. In the event the Administrator determines that such 

information demonstrates that the payment for the claim or claims did not 

reflect the reasonable value, the Administrator shall increase or decrease the 

payments (as applicable) to the amount of the reasonable value, as 

determined by the Administrator based upon credible information from 

identified sources. The Administrator may, but is not required to, review 

additional information from 3rd party sources in making this determination.  

vi) All charges must be billed in accordance with generally accepted industry 

standards.  

e) Where appropriate, and a willing appropriate provider acceptable to the member is 

available, the Administrator may enter into an agreement establishing the rates payable 

for outpatient dialysis goods and/or services with the provider, so long as such 

agreement identifies this provision and clearly states that it is intended to supersede it.  

f) The Administrator shall have full authority and discretion to interpret, administer, and 

apply this provision, to the greatest extent permitted by law.  
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 Secondary Coverage – Plan beneficiaries who are eligible for secondary coverage by any other 

health plan are encouraged to obtain such coverage. Failure to obtain secondary coverage may 

result in the beneficiary incurring costs which are not covered by the Plan, which would 

otherwise be covered by the secondary coverage. The Plan will not pay for any costs which 

would have been payable by such secondary coverage, except to the extent that such costs are 

payable in any event by the Plan.  

 General Plan Administration – The Plan Administrator shall administer this Plan in accordance 

with its terms and established policies, interpretations, practices, and procedures. It is the 

express intent of this Plan that the Plan Administrator shall have maximum legal discretionary 

authority to construe and interpret the terms and provisions of the Plan, to make 

determinations regarding issues which relate to eligibility for benefits, to decide disputes which 

may arise relative to a Plan Participants rights, and to decide questions of Plan interpretation 

and those of fact relating to the Plan. The decisions of the Plan Administrator shall be final and 

binding on all interested parties. The Plan Administrator has the discretionary authority to 

decide whether a charge is Usual and Reasonable. Benefits under this Plan shall be paid only if 

the Plan Administrator decides in its discretion that a Participant is entitled to them.  

Dental Benefits Using the Dentemax PPO 

 Deductible – Unless otherwise provided, each Eligible Person must pay a deductible of twenty-

five dollars ($25) per calendar year of Eligible Charges prior to being entitled to Dental Benefits.  

 Timeliness of Claim  – Benefits are conditions upon submission of the Claim to the Fund Office no 

later than 24 months following the date the Eligible Charge is incurred.  

 Maximum Benefit – Maximum benefit per Eligible Person per calendar year is two hundred and 

fifty dollars ($250).  

 Eligible Charges/Covered Expenses  – Eligible Charges for Medical Benefits include the following: 

a) Preventive (Examination and Cleaning): 2 examinations and cleanings per calendar year. 

For preventive services, deductible described above does not apply. 

b) Preventative Procedures  

i) Examination (initial or periodic) 

ii) Cleaning – Adult  

iii) Cleaning – child (under age 12) 

iv) Fluoride application 

v) Space maintainers – unilateral  

vi) Space maintainers – bilateral (available only for individuals under age 19)  

vii) Periodontic Scaling (up to 4 times per year) 

viii) Periodontic cleaning (up to 2 times per year) 

ix) Gingival curettage (up to 4 times per year) 

x) Sealants  

xi) Emergency Examination 

xii) All the Preventative Procedures are payable at 100% of the provider fee 

schedule or the reimbursement schedule as established by the Plan.  
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c) Diagnostic (X-rays) Diagnostic procedures are payable as Eligible Charges; 85% of the 

reimbursement amount following satisfaction of the deductible. Diagnostic Services are 

payable at 85% of the provider fee schedule or the reimbursement schedule as 

established by the Plan.  

i) Bitewing X-rays (1 per calendar year) 

ii) Full mouth series X-rays  

iii) Periapical X-rays  

iv) Panoramic X-ray  

v) Diagnostic models  

 

 Exclusions. The Board of Trustees may, from time to time, provide for additional exclusions as 

they deem appropriate. 

The following are excluded: 

a) Charges for services for which Benefits are otherwise provided under this Plan. 

b) Charges for treatment by other than a dentist, 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 the dentist. 

c) Charges for veneers or similar properties of crowns and pontics placed on or replacing 

teeth other the ten (10) upper and lower anterior teeth. 

d) Charges for services or supplies that are cosmetic in nature, including charges for 

personalization or characterization of dentures. 

e) Charges for prosthetic devices (including bridges), crowns, inlays and onlays, and the 

fitting thereof which were ordered while the Claimant was not eligible for Dental 

Benefits or which were ordered while the Claimant was eligible for Dental Benefits but 

are finally installed or delivered to such individual more than sixty (60) days after 

terminations of eligibility. 

f) Charges for the replacement of a lost, missing, or stolen prosthetic device. 

g) Charges for a plaque control program. 

h) Charges for failure to keep a scheduled appointment with the dentist. 

i) Charges for replacement or repair of an orthodontic appliance. 

j) Charges for services or supplies for which no charge is made that the Employee is legally 

obligated to pay or for which no charge would be made in the absence of dental 

benefits.  

k) Charges for services or supplies which are not necessary according to accepted 

standards of dental practice.  

l) Charges for services or supplies which do not meet accepted standards of dental 

practice, including charges for services or supplies which are experimental in nature.  

m) Charges for services or supplies received as a result of dental, disease, defect, or injury 

due to an act of war, declared or undeclared.  

n) Charges for services or supplies from any governmental agency which are obtained by 

the individual without cost by compliance with laws or regulations enacted by any 

federal, state, municipal, or other governmental body. 

o) Charges for any duplicate prosthetic device or any other duplicate appliance. 
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p) Charges for any services to the extent for which benefits are payable under any health 

care program supported in whole or in party by funds of the federal government or any 

state or political subdivision thereof. 

q) Charges for the completion of any insurance forms.  

r) Charges for oral hygiene and dietary instruction.  

s) Charges for retainers, thumb guards, or other appliances used to combat oral habits. 

t) Charges for bite plates. 

u) Charges for nitrous oxide.  

v) Charges for occlusal adjustments, or other appliances necessary to increase vertical 

dimension or restore the occulation.  

w) Charges for services or supplies received from a member of the Participant’s immediate 

family. For the purposes of this section, “immediate family” includes the Participant and 

his or her spouse, parents, stepparents, grandparents, nieces, nephews, aunts, uncles, 

cousins, brothers, sisters, children and stepchildren, whether by blood, marriage, or 

adoption. 

 
Prescription Drug Benefits Administered by AmWinsRx 

a) Eligible Charges – Eligible Charges for Prescription Drug Benefits include any prescription 

if state or federal laws require one for Eligible Persons to purchase a medication. 

b) Timeliness of Claim – Benefits are conditioned upon submission to the Fund Office no 

later than 24 months following the date the Eligible Charge is incurred. 

c) Deductible – Eligible Persons shall make a co-payment to a Member Pharmacist for each 

non-specialty prescription for up to a thirty (34) day supply filled or refilled as provided 

in this paragraph.  Subject to a maximum of One Thousand Dollars ($1,000.00) per 

family aggregate co-payments for a calendar year, the amount of the co-payment per 

prescription shall be: 

 

 

d) After a family’s co-payments have aggregated to One Thousand Dollars ($1,000.00) in a 

calendar year, the co-payment required for any prescription filled or refilled thereafter 

for each Eligible Person in that family until the close of the calendar year shall be in 

accordance with the above table. 

 

Preventive Prescription Benefits 

a) Aspirin to prevent Cardio Vascular Disease for men:  Use of aspirin for men age 45 to 79 

years when the potential benefit due to a reduction in myocardial infarctions outweighs 

the potential harm due to an increase in gastrointestinal hemorrhage. 

b) Aspirin to prevent Cardio Vascular Disease for women: Use of aspirin for women age 55 

to 79 years when the potential benefit of a reduction in ischemic strokes outweighs the 

potential harm of an increase in gastrointestinal hemorrhage. 

c) Folic acid supplementation for women:  A daily supplement containing 0.4 to 0.8 mg 

(400 to 800 µg) of folic acid for women planning or capable of pregnancy. 

Type of 
Prescription 

Copay Before 
$1000 Maximum 

Copayment after 
$1,000 Maximum 

Generic Drug $10 $0 

Brand Name Drug            $30 $10 
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d) Dental chemoprevention for preschool children: Oral fluoride supplementation at 

currently recommended doses to preschool children older than 6 months of age whose 

primary water source is deficient in fluoride prescribed by their primary care physician. 

e) Iron supplementation in children:  Routine iron supplementation for asymptomatic 

children aged 6 to 12 months who are at increased risk for iron deficiency anemia. 

f) Tobacco cessation drug regimens prescribed by a physician.  Annual limit of 2 cycles of 

treatment (12 weeks/ cycle). 

 

Contraceptives 

a) Includes biphase, triphase, four phase, extended cycle and emergency contraceptives. 

 

Quantity and Coverage Limits   

a) Covered non-specialty drugs will be covered up to: 

i) A thirty-four (34) day supply for one copay.    

ii) A sixty-eight (68) day supply for two copays. 

iii) A one hundred two (102) day supply for three copays. 

b) The number of pills/doses for each prescription covered under a prescribed day supply 

varies based on the accepted clinical indication and will be determined by the Fund’s 

Pharmacy Manager. 

c) Covered specialty drugs will be covered up to a thirty (30) day supply for one copay. 

d) Some drugs may be limited to a quantity below those stated above if such quantity is 

not therapeutically indicated. 

e)  A 34, 68 or 102 day supply for compounded prescriptions is covered up to $100 per 34 

day supply. Prior authorization is required for compounded drugs costing $100 or more.  

Participant must also make  applicable brand name copay. 

Refills 

a) Covered prescriptions can be refilled once you have reached 25% of your monthly 

quantity limit.  Your on-hand supply will be determined by the date of your last refill. 

 

Member and Non-Member Pharmacy 

a) The Plan shall designate Member and Non-Member Pharmacies from time to time. 

b) To obtain coverage as an Eligible Charge, Eligible Persons must present their card on 

each visit to a Member Pharmacist. 

c) If Eligible Persons are unable to use a Member Pharmacy, the Eligible Person must 

obtain a prescription drug information from the druggist and return it to the Fund 

Office. 

d) The Eligible Person shall pay the full amount of the prescription, and be reimbursed in 

accordance with the Usual and Customary and reasonable Eligible Charge. 

Specialty Drugs (must obtain prior authorization)   

a) Specialty Drugs are medications meant to treat specific chronic disease states and 

genetic conditions and include high cost drugs that frequently require special handling 

or administration. The drugs on the Specialty Drug List require clinical pre-authorization 

before they will be approved for coverage under your benefit plan. To obtain clinical 
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prior authorization for a specialty drug, please call (800) 717-6614. If approved, your 

prescription supply will be limited to a thirty (30) day supply. Your prescription will be 

filed and sent to you via next day mail service.   

b) To take advantage of the best prevailing reimbursement arrangement, the Fund can, at 

its discretion, cover prescriptions administered in a facility, doctor’s office, or home 

health setting as either a major medical or prescription benefit. 

Prior Authorized Prescriptions  

a) Certain drugs require prior authorization prior to being filled.  

b) You must obtain a clinical prior authorization if your drug is listed as a Specialty Drug. To 

obtain a clinical authorization, please call (800) 717-6614.  

c) You must obtain an administrative authorization for any drug costing $5,000 or more.  

To obtain an administrative authorization please call (800) 717-6614. 

 

Exclusions.  The Board of Trustees may, from time to time, provide for additional exclusions as 

they deem appropriate. 

 
Eligible Charges do not include the following:  

a) any payment for administration of prescription legend drugs 

b) therapeutic devices or appliances to include support garments 

c) any medication which can be legally purchased without a prescription is not covered by 

this Plan, not including Claritin, Prilosec OTC or Omeprazole OTC or those required for 

compliance with the Patient Protection and Affordable Care Act 

d) other nonmedical substances regardless of their intended use 

e) drugs or medication which may properly be received without charge under local, state 

or federal programs 

f) brand drugs of which there is an acceptable generic equivalent/substitution. Plan only 

pays for cost of generic equivalent 

g) medication in excess of six (6) tablets per 30-days, for medically necessary treatment of 

male impotence (i.e., diabetic condition caused the impotence) 

h) Sovaldi, Olysio, and Viekira Pak are excluded from the Plan’s formulary of covered 

prescription drugs 

 

Vision Benefits Using the VSP PPO 

 Provider: Vision Service Plan (VSP). To find a VSP network doctor go to www.vsp.com or call 

800-877-7195. 

 Timeliness of Claim: Benefits are conditioned upon being submitted to the Fund Office no later 

than twenty four (24) months following the date that the Eligible Charge is incurred.  

 Exclusions: The Board of Trustees may provide for additional exclusions in the future as they 

deem appropriate. The following are excluded from this Schedule: 

a) The following elective materials or services associated with lenses blended or 

progressive lenses, oversize lenses, special edging, tinting, coatings, and other special 

lens material.  

b) Examinations required as a condition of employment.  
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c) Examinations, services, or materials provided as a result of any Worker’s Compensation 

Law or similar legislation, or obtained through or required by any governmental agency 

or program, whether federal, state, local, or subdivision thereof.  

d) Commercial or safety eye glasses.  

e) Treatment for conditions other than refractive after the initial visit. This includes field 

examinations, their interpretation, and other special diagnostic procedures.  

 Medically Necessary: The Eligible Charges set forth in this Schedule are not required to be 

Medically Necessary or prescribed by a physician. 

 

Hearing Benefits 

 Eligible Charges   

a) Eligible Charges include the following services (up to the Reimbursement amount) 

i) Purchase or repair of hearing aids. 

ii) Hearing examination by licensed audiologist.  

iii) Removal of cerumen incidental to the installation of a hearing aid.  

 

Life Insurance and ADD 

 Death Benefit: In the event of the death of an Early Retiree, the following death benefit shall be 

paid to the designated beneficiary: 

 

Employee Classifications Amount of Benefit 

Early Retiree  $2,000 

Totally and Permanently Disabled $1,000 

 

Personal Assistance Benefits 

 Reimbursement Amount: Unless otherwise provided in this Schedule, Personal Assistance 

Benefits shall be payable in an amount equal to eighty percent (80%) of the Reimbursement 

amount. 

 Timeliness of Claim: Personal Assistance Benefits payable pursuant to this Schedule are 

conditioned upon the submission of a Claim for Benefits to the Fund Office no later than twenty-

four (24) months following the date that the Eligible Charge is incurred. 

 Maximum Out of Pocket: 

a) The maximum out of pocket expense for any Eligible Person and their family, including 

Eligible Dependents of the Eligible Person or persons of who the Eligible Person is an 

Eligible Dependent, is equal to One Thousand Five Hundred Dollars ($1,500) per 

calendar year for Personal Assistance Benefits. 

b) After the maximum out of pocket amount has been reached for the calendar year, all 

Eligible Charges shall be fully payable as Benefits. Any out of pocket expenses incurred 

for Medical Benefits shall count towards the out-of-pocket expense maximum under 

this Schedule. 

 Maximum Lifetime Benefits: Subject to same limitation as Medical Benefits. Contingent upon 

approval of the Utilization Review Agent. 

 Eligible Charges: 
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a) Eligible Charges for Personal Assistance Benefits shall include any counseling, treatment, 

therapy or other mental health programs prescribed, provided and approved by and 

through the Employee Assistance Program administered by the Mental Health Agent of 

the Plan. 

b) Personal Assistance Benefits may include, but are not limited to, emotional difficulties, 

child/adolescent issues, alcohol/substance abuse, job stress, family/marriage issues, 

gambling, and financial difficulties. 

 Initial Full Coverage: The first three (3) visits for Personal Assistance Benefits by any Eligible 

Person are covered 100% of the Reimbursement amount. Additional visits are subject to regular 

Medical Plan Limits. Must go through Network. 

 


