TO:

MEMBERS OF THE TEAMSTERS LOCAL 1932 HEALTH & WELFARE TRUST

FROM:

BOARD OF TRUSTEES

RE:

SUMMARY PLAN DESCRIPTION AND BENEFIT SUMMARIES

We are pleased to welcome you as a Participant in the Teamsters Local 1932 Health and Welfare Trust. This
booklet, together with the Evidence of Coverage (“EOC”) booklets prepared by each of the providers describes
the benefits available under the Trust and is intended to serve as your Plan Document and your Summary Plan
Description (“SPD”).
This SPD includes important information to help you understand and appropriately access your benefits. There
are a number of benefit options referenced in this booklet. You must consult the terms of your Memorandum
of Understanding (“MOU”) to determine which of these benefits is available to you and to your Dependents.
Your eligibility is determined by the terms of your MOU and the rules of the Teamsters Local 1932 Health and
Welfare Trust, and by the Trust Acceptance and Contract Data Agreement (“Trust Acceptance Agreement”).
Depending upon the terms of the MOU between your Employer and your Union, the following benefit
programs are available to you and your eligible Dependents under group insurance contracts entered into by
the Trust:
• Medical, Hospital and Prescription Drug
• Dental
• Vision
This SPD booklet is accompanied by Schedules of Benefits of the benefits available to you. This booklet and
the accompanying Schedules of Benefits are being given general distribution to be certain everyone who is
entitled to receive a copy does so. Because of this, you may receive a SPD booklet whether or not you are
currently eligible for benefits.
Visit the Trust website at https://teamsters1932.zenith-american.com for additional information.
If you have any questions, your Customer Service Team may be reached at (909) 494-2916 or via email at
Teamsters1932Eligibility@zenith-american.com.

NOTICE OF SUMMARY OF MATERIAL MODIFICATIONS
Date:

September, 24 2020

To:

Participants of the Teamsters Local 1932 Health and Welfare Trust

From:

Trust Fund Office

EXTENSION OF TIME TO MAKE CHANGES TO
ANNUAL OPEN ENROLMENT ELECTIONS
This document is a Summary of Material Modifications, intended to notify you of changes to the
Teamsters Local 1932 Health and Welfare Trust’s Summary Plan Description (SPD) extending the time
to make changes to your benefit elections for ninety (90) days following the end of the 2020-21
Annual Open Enrollment Period, or by October 16, 2020. Following the ninety (90) day extension
period you may submit your requests for eligibility changes pursuant to the eligibility claims
procedures outlined in the SPD. Requests must be submitted in writing to PO Box 571, San
Bernardino, CA 92402-0571, or via e-mail to teamsters1932.eligibility@zenith-american.com.
This notice is a Summary of Material Modifications to the Trust’s SPD, and constitutes an addendum
to the SPD. If you have any questions regarding this notice, please contact your dedicated Customer
Service Team at (909) 494-2916 or email your questions to teamsters1932.eligibility@zenithamerican.com.

NOTICE OF SUMMARY OF MATERIAL MODIFICATIONS
Date:

September 24, 2020

To:

Participants of the Teamsters Local 1932 Health and Welfare Trust

From:

Trust Fund Office

SPECIAL OPEN ENROLLMENT DUE TO THE COVID-19 NATIONAL EMERGENCY
This document is a Summary of Material Modifications, intended to notify you of changes to the
Teamsters Local 1932 Health and Welfare Trust’s Summary Plan Description (SPD).
The Teamsters Local 1932 Health and Welfare Trust (Trust) understands how important your health
and welfare benefits are to you and your family. The Board of Trustees for the Trust acknowledged
that as a result of the COVID-19 pandemic’s social distancing and shelter in place restrictions, some
eligible employees experienced difficulty in obtaining information on the benefits available to them
and difficulty in submitting their selections for coverage to the Trust. Therefore, on August 26, 2020,
the Board of Trustees approved a Special Open Enrollment Period during October 12-23, 2020, with
a one (1) week correction period during October 26-30, 2020 to allow you and your beneficiaries
additional time to make important decisions regarding your health benefits.
This notice is a Summary of Material Modifications to the Trust’s SPD, and constitutes an addendum
to the SPD. If you have any questions regarding this notice, please contact your dedicated Customer
Service Team at (909) 494-2916 or email your questions to teamsters1932.eligibility@zenithamerican.com.
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AN IMPORTANT MESSAGE TO PARTICIPANTS
We are pleased to welcome you as a Participant in the Teamsters Local 1932 Health and
Welfare Trust, also known as the Teamsters Local 1932 Health and Welfare Plan (“Trust”
or “Plan”). This booklet, together with the Evidence of Coverage (“EOC”) booklets
prepared by each of the providers describes the benefits available under the Trust and is
intended to serve as your Plan Document and your Summary Plan Description (“SPD”).
This SPD includes important information to help you understand and appropriately access
your benefits. The information in this booklet is effective May 1, 2020, and supersedes and
replaces any Trust related information previously provided to you.
There are a number of benefit options referenced in this booklet. You must consult the
terms of your Memorandum of Understanding (“MOU”) to determine which of these
benefits is available to you and to your Dependents. Your eligibility is determined by the
terms of your MOU and the rules of the Teamsters Local 1932 Health and Welfare Trust,
and by the Trust Acceptance and Contract Data Agreement (“Trust Acceptance
Agreement”).
Depending upon the terms of the MOU between your Employer and your Union, the
following benefit programs are available to you and your eligible Dependents under group
insurance policies, pre-paid service plans or organizations which have agreements with the
Trust.




Medical, Hospital and Prescription Drug
Dental
Vision

This SPD booklet should be read in conjunction with the EOC booklets. EOCs can be
obtained can be obtained free of charge from the Trust Administration Office or directly
from the insurance carrier.
EOCs may also be obtained online at
https://teamsters1932.zenithamerican.
This SPD booklet is accompanied by Schedules of Benefits of the benefits available to you.
This booklet and the accompanying Schedules of Benefits are being given general
distribution to be certain everyone who is entitled to receive a copy does so. Because of
this, you may receive a SPD booklet whether or not you are currently eligible for benefits.
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The Board of Trustees has contracted with Zenith American Solutions (“Zenith”) to
perform routine administration for the Plan as the contract administrator. If you have any
questions regarding any benefit program or the administration of the Trust which are not
fully answered in this SPD and the EOC booklets for each provider, please contact Zenith
American Solutions at the address and numbers listed below:
Zenith American Solutions
433 N. Sierra Way
San Bernardino, California 92410
Telephone: (866) 484-1337 or (909) 494-2916

Please be aware that the information and answers given over the phone or orally in
person are not binding upon the Board of Trustees or any health, dental or other
insurer and cannot be relied upon in any dispute concerning your benefits.
IT IS IMPORTANT that you inform the Trust Administration Office promptly of any
change in your name or address, so you can receive timely notice of any Plan changes and
other information required by law. If you marry, divorce, legally separate, acquire a new
Dependent, change a beneficiary, enter military service, terminate employment, or become
disabled, or if a Dependent no longer qualifies as a Dependent under the Plan, be sure to
contact the Trust Administration Office to find out how these events may affect your rights
or your Dependent’s rights to benefits.
The Board of Trustees reserves the right to amend the types of benefits provided by the
Plan and eligibility rules of the Plan. From time to time the Board of Trustees may find it
necessary to change the provisions of the Plan or Plan providers. If this occurs, you will be
advised of any changes. If there are major changes to the Plan, you will receive updated
information which should be kept as part of this booklet.
Benefits are not vested. The Trustees have full authority to modify, limit or terminate health
coverage at any time as they deem appropriate. Plan benefits shall be provided only so long
as sufficient assets are available.
Board of Trustees of the
Teamsters Local 1932 Health and Welfare Trust
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ELIGIBILITY RULES FOR EMPLOYEES AND DEPENDENTS
EMPLOYEE ELIGIBILITY
Who Is Eligible for Benefits?
Eligibility for individual Participants shall be determined according to the provisions of the
MOU between the various Unions and Employers participating in the Trust. Following any
waiting or probationary period stated in the MOU, coverage will become effective on the
first day of the pay period following the first pay period in which the employee is scheduled
to work for forty (40) hours or more and received pay for at least one-half plus one hour of
scheduled hours (your “initial eligibility date”).
Please refer to your MOU to determine the eligibility rules that apply to you. In the absence
of any defined initial eligibility date in the MOU, eligibility will be determined based on
the Trust Acceptance Agreement between your Employer, your Union, and the Trust.
Under certain circumstances, the Trust may allow for coverage of Non Bargaining Unit
(NBU) employees, subject to approval by the Trustees. NBU employees receive the same
coverage and eligibility as Union Members covered under a MOU.
What if I am an Employee of a Newly Participating Employer in the Trust?
If you are an Employee of an Employer on the first date the Employer becomes obligated
to contribute to the Trust, you will become eligible on the effective date of coverage of
your Employer.
What if I Go to Work for an Employer Who Is Already Participating in the Trust?
If you are a newly hired Employee who goes to work for an Employer who is already
participating in the Trust, you will become eligible for benefits in accordance with the
terms of the MOU requiring Contributions to the Trust on your behalf. There may be a
waiting period, which is described in your MOU before Contributions are required to be
made on your behalf.
CONTINUING ELIGIBILITY
Once you initially become eligible for benefits, you will remain eligible so long as you
continue to satisfy the eligibility rules required to maintain coverage as provided in your
MOU. Please refer to your MOU to determine these eligibility rules or contact the Trust
Administration Office. Generally, this means that once you become eligible for benefits
you will remain eligible so long as you are employed with a Participating Employer and
the required Contributions are made on your behalf to the Trust.
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DEPENDENT ELIGIBILITY
How Do My Dependents Become Eligible for Benefits?
Your Dependents who meet the definition of “Dependent” (see below) under the Plan
become eligible for benefits on the date you become eligible.
Who Are My Eligible Dependents?
Your eligible Dependents are:
1. Same or opposite sex spouse;
2. Same sex or opposite sex Domestic Partner having registered with the California
Secretary of State pursuant to a Declaration of Domestic Partnership (Form NP/SF
DP-1 or DP-1A);
3. Same sex or opposite sex Domestic Partner having completed, signed and filed an
official Affidavit of Domestic Partnership with the appropriate city or county of the
State of California in which they reside;
4. Same sex or opposite sex Domestic Partner with whom you reside in a California
city or county which does not provide official Affidavits of Domestic Partnership,
having completed and signed the Affidavit of Domestic Partnership obtainable
from the Trust Administration Office;
5. Natural born children, adopted children or children placed for adoption,
stepchildren, wards for whom the Employee or Employee’s spouse or Domestic
Partner is the court-appointed guardian, and children of Domestic Partners under
26 years of age;
6. Natural born children, adopted children or children placed for adoption,
stepchildren, wards for whom the Employee or Employee’s spouse or Domestic
Partner is the court-appointed guardian, and children of Domestic Partners
regardless of age, who are incapable of self-sustaining employment by reason of a
physically or mentally disabling injury, illness, or condition that existed prior to
reaching age 26 who is chiefly dependent on you for support and maintenance.
Proof of such incapacity must be presented to the Trust Administration Office
within sixty (60) days of the date coverage would otherwise end due to age and
periodically thereafter at the request of the Board of Trustees, but not more
frequently than annually. You must also provide proof to the fully insured carrier
in accordance with their applicable requirements.
Who Is Not an Eligible “Dependent” Under the Plan?
Those not eligible as Dependents are as follows:
1. A Dependent who is serving in the Uniformed Services of the United States is not
eligible as a Dependent under this Plan.
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2. An Employee’s spouse shall cease to be a Dependent under this Plan on the date
set forth for termination of marriage in the Judgment of Dissolution or Nullity.
3. An Employee’s Domestic Partner shall cease to be a Dependent under this Plan on
the date of termination of the Domestic Partnership.

ENROLLMENT FOR BENEFITS
EMPLOYEE ENROLLMENT
Am I Required to Enroll in the Plan?
Eligible Employees must complete an Enrollment Form either online or available from the
Trust Administration Office to enroll themselves and/or their eligible Dependents. Neither
you nor your Dependents will have coverage until you have submitted a completed
Enrollment Form to the Trust Administration Office and have been notified that your
enrollment is complete and your participation has been approved, or you have been
enrolled pursuant to the Plan’s Default Enrollment Policy. Please see page 6 for a complete
description of the Plan’s Default Enrollment Policy. Once you are enrolled, you won’t be
able to change your enrollment until the next Annual Open Enrollment Period unless you
or your Dependents are eligible for Special Enrollment under HIPAA. If you have
questions regarding enrollment, you may contact the Trust Administration Office at (866)
484-1337 or (909) 494-2916.
Can I Waive Participation in the Plan?
Waivers are permitted in accordance with the MOU and the Trust Acceptance Agreement
when consistent with the Trust’s HIPAA policies. When a waiver is permitted, Employees
may elect to waive coverage only within sixty (60) days of initial eligibility or during the
Employer’s Annual Open Enrollment Period. Employees that fail to complete the Trust’s
Waiver of Coverage Form and to provide the Trust Administration Office with all required
documents within the designated time will not be permitted to waive coverage until the
next Annual Open Enrollment Period as set forth in the Trust Acceptance Agreement.
In order to waive coverage, you must meet all of the following conditions:
 You are covered by another employer sponsored group plan, or you are listed as
the Dependent of a spouse or Domestic Partner covered by the same MOU requiring
Contributions to the Trust who is already enrolled in the Plan.
 You must provide proof in writing to the Trust Administration Office of other
coverage or your spouse’s or Domestic Partner’s coverage in the Plan, along with
a signed Waiver of Coverage Form provided by the Trust Administration Office
within sixty (60) days of your employment.
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 Upon termination of the alternative coverage, the Employee, if eligible, must enroll
in a group health plan offered by the Trust Fund. In order to enroll, the Employee
who has waived coverage must provide a completed Enrollment Form and proof of
termination of coverage to the Trust Administration Office within sixty (60) days
of termination of the other coverage. There must be no break in the employee’s
medical and dental plan coverage between the termination date of the other
employer group coverage and enrollment in a medical and dental plan. The
retroactive enrollment period and premiums required to implement coverage are
subject to the terms and conditions of the applicable plan. Failure to notify the
Trust Administration Office of loss of group coverage within sixty (60) days will
require the employee to pay his/her insurance premiums retroactively on an aftertax basis.
DEFAULT ENROLLMENT POLICY
The initial coverage for an eligible Employee whose Contributing Employer reported
without a completed Enrollment Form will be processed in the following manner:
1. When the Employee is reported to the Trust by the Contributing Employer and the
Employee Enrollment Form is not submitted:
a) The Employee will be enrolled in the lowest cost health and dental plans
available on an after-tax basis, and provided individual only coverage effective
as of the initial eligibility date.
2. When the Employee Enrollment Form is received within sixty (60) days of the
initial eligibility date:
a) The Employee will be enrolled in the coverage as selected on the Enrollment
Form. The coverage selected will be effective as of the date of the Employee’s
initial eligibility.
b) Dependent Enrollment
(1) If Dependent verification documentation is received within sixty (60) days
of the Employee’s initial eligibility date, Dependents will be enrolled as of
the date of the Employee’s initial eligibility date;
(2) If Dependent verification documentation is not received within sixty (60)
days of the Employee’s date of eligibility, Dependents will be enrolled as
of the first day of the pay period following receipt of the Dependent
verification documentation;
(3) If Dependent verification documentation is not received within ninety (90)
days of the Employee’s initial eligibility date, Dependents will be eligible
to enroll at the Contributing Employer’s next Annual Open Enrollment
Period.
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3. If the Employee Enrollment Form is received within ninety (90) days of the date
of eligibility:
a) The Member will be enrolled in the coverage as selected on the Enrollment
Form with coverage effective as of the date of the Employee’s initial eligibility,
but only to the extent permitted by the selected carrier. If not received within
ninety (90) days, the Member will be eligible to make a plan change at the
Contributing Employer’s next Annual Open Enrollment Period.
b) Dependent Enrollment:
(1) Dependents will be enrolled as of the first day of the pay period following
receipt of the Dependent verification documentation;
(2) If Dependent verification documentation is not received within ninety (90)
days of the Employee’s initial eligibility date, Dependents will be eligible
to enroll at the Contributing Employer’s next Annual Open Enrollment
Period.
The only exception to this Default Enrollment Policy is if the new enrollee does not reside
in the default enrollment plan service area. Under this exception, the new enrollee will be
enrolled in a health plan that is similar to the default enrollment plan and offered in the
service area, and if one is not available, in another health maintenance organization offered
in the service area.
This Default Enrollment Policy is subject to Special Enrollment Rights which may allow
retroactive coverage of Dependents in certain circumstances. See page 9 regarding the
Special Enrollment Rights.
DEPENDENT ENROLLMENT
Dependents must be enrolled to receive coverage. This includes newly-acquired
Dependents and newborn children. Services and reimbursement can be delayed, or denied
to Dependents who are not properly enrolled. You may obtain the necessary forms to enroll
newly-acquired Dependents from your Employer or the Trust Administration Office.
Verification of Dependent status (e.g. marriage certificate, state-issued birth certificate,
Affidavit of Domestic Partnership, California State Declaration of Domestic Partnership,
certificate of adoption or filed agreement for placement for adoption, or court-issued
guardian papers) is required to complete the enrollment process. Coverage may be denied
if the necessary forms are not received by the Trust Administration Office within sixty
(60) days from the date your Dependent becomes eligible.
In order to enroll a Dependent spouse, a copy of the state-issued marriage certificate is
required. To add a Domestic Partner of either the same or opposite sex, please contact the
Trust Administration Office for the necessary documentation.
In order to add a Dependent child, a copy of the state-issued birth certificate or other courtordered documentation proving the child’s Dependent status will be required.
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ENROLLMENT OF DOMESTIC PARTNERS
SAME SEX OR OPPOSITE SEX DOMESTIC PARTNERS REGISTERING WITH
CALIFORNIA SECRETARY OF STATE
Same sex Domestic Partners or opposite sex Domestic Partners may register with the
California Secretary of State by filing a state-issued Declaration of Domestic Partnership.
To enroll for Dependent coverage as of the Employee's initial eligibility date, the
Declaration of Domestic Partnership must have been registered with the Secretary of State
of California prior to the Employee’s initial eligibility date. A copy must be provided to
the Trust Administration Office, accompanied by a completed Enrollment Form, within
sixty (60) days of initial eligibility.
To enroll for coverage under the HIPAA Special Enrollment provision, a copy of the filed
California Declaration of Domestic Partnership must be provided to the Trust
Administration Office, accompanied by a completed Change Form, within sixty (60) days
of registration with the Secretary of State of California. Coverage will be effective as of
the first day of the pay period following receipt of the documentation. If the Employee fails
to submit the Declaration of Domestic Partnership and a completed Change Form within
sixty (60) days of registering with the Secretary of State of California, the Domestic Partner
will not be eligible for enrollment until the Employer’s next Annual Open Enrollment
Period.
SAME SEX OR OPPOSITE SEX DOMESTIC PARTNERS FILING WITH
A CALIFORNIA CITY OR COUNTY
Same sex or opposite sex Domestic Partners may file an official California city or county
Affidavit of Domestic Partnership form with the city or county in which they reside.
However, enrollment is restricted to initial enrollment or Annual Open Enrollment only.
To enroll for Dependent coverage as of the Employee's initial eligibility date, the Affidavit
of Domestic Partnership must have been filed with the city or county prior to the
Employee’s initial eligibility date; a copy of the Affidavit must be provided to the Trust
Administration Office, accompanied by a completed Enrollment Form, within sixty (60)
days of initial eligibility.
To enroll for Dependent coverage as of the effective date of coverage following Annual
Open Enrollment, the Affidavit of Domestic Partnership must have been filed with the
appropriate city or county prior to the end of the Annual Open Enrollment Period; a copy
of the Affidavit must be provided to the Trust Administration Office, accompanied by a
completed Change Form.
If the Employee fails to submit the filed Affidavit of Domestic Partnership form and a
completed Enrollment Form or Change Form within time periods specified above, the
Domestic Partner will not be eligible for enrollment until the Employer’s next Annual Open
Enrollment Period.
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SAME SEX OR OPPOSITE SEX DOMESTIC PARTNERS COMPLETING TRUST’S
AFFIDAVIT OF DOMESTIC PARTNERSHIP
Same sex Domestic Partners or opposite sex Domestic Partners may also enroll for
Dependent coverage by submitting a completed and notarized Teamsters Local 1932
Health and Welfare Trust Affidavit of Domestic Partnership. However, enrollment is
restricted to initial enrollment or Annual Open Enrollment only.
To enroll for Dependent coverage as of the Employee's initial eligibility date, the notarized
Affidavit of Domestic Partnership must be accompanied by at least two of the required
documents listed on the Affidavit, together with a completed Enrollment Form, and
submitted to the Trust Administration Office within sixty (60) days of initial eligibility.
To enroll for Dependent coverage as of the effective date of coverage following Annual
Open Enrollment, the Affidavit of Domestic Partnership must be accompanied by at least
two of the required documents listed on the Affidavit, together with a completed Change
Form, and submitted to the Trust Administration Office during the Employer’s Annual
Open Enrollment Period.
If the Employee fails to submit the notarized Affidavit of Domestic Partnership form and
required documentation within those deadlines, the Domestic Partner will not be eligible
for enrollment until the Employer’s next Annual Open Enrollment Period, provided that
the proper documentation and Change Form is submitted to the Trust Administration
Office during the Annual Open Enrollment Period.
SPECIAL ENROLLMENT - HEALTH INFORMATION PORTABILITY AND
ACCOUNTABILITY ACT (HIPAA) OF 1996
If you acquire a new Dependent because of marriage, birth, adoption or placement for
adoption, you may be able to enroll yourself and your Dependents outside of your
Employer’s Annual Open Enrollment. Coverage for your new Dependent will be effective
retroactively, back to the date of marriage, birth, adoption or placement for adoption.
However, you must request enrollment within sixty (60) days after the marriage, birth,
adoption, or placement for adoption.
To request special enrollment or obtain more information, contact the Trust Administration
Office at:
Zenith American Solutions
433 N. Sierra Way
San Bernardino, California 92410
Telephone (866) 484-1337 or (909) 494-2916
If you are declining enrollment for yourself or your Dependents (including your spouse)
because of other health insurance or group health plan coverage, you may be able to enroll
yourself and your Dependents in this Plan if you or your Dependents lose eligibility for
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that other coverage (or if your Employer stops contributing toward your or your
Dependents’ other coverage). However, you must request enrollment within sixty (60)
days after your or your Dependent’s other coverage ends (or after the Employer stops
contributing toward the other coverage).
SPECIAL ENROLLMENT RIGHTS UNDER “SCHIP”
If you decline enrollment for yourself or your Dependents (including your spouse) because
of coverage under a state Medicaid Plan such as Medi-Cal in California or a State Children
Health Insurance Plan “SCHIP,” you may be able to enroll yourself and your eligible
Dependents in this Plan if you or your Dependent loses eligibility for that other coverage
or if you become eligible for state premium assistance after April 1, 2009. However, you
must request this special enrollment options within sixty (60) days after you and your
Dependent’s coverage terminates under the Medicaid Plan or State Plan, or within sixty
(60) days after you or your Dependent is determined to be eligible for state premium
assistance.
SPECIAL ENROLLMENT UNDER A QUALIFIED MEDICAL CHILD
SUPPORT ORDER
Special Rules apply to Dependents added to the Plan under a Qualified Medical Child
Support Order (QMCSO). A QMCSO is a court order requiring the Plan to provide health
coverage for a child of a Participant. Copies of the Trust’s QMCSO procedures are
available from the Trust Administration Office, without charge. Please contact the Trust
Administration Office if you need further information regarding QMCSOs.

TERMINATION OF COVERAGE
When Does My Eligibility for Benefits End?
Your coverage will terminate on the earliest of the following dates:
 The date you fail to satisfy the eligibility rules required to maintain your coverage
as provided in your MOU;
 The date coverage for which you are eligible is eliminated from the Plan;
 The date the Plan terminates;
 The date on which you enter full-time military service in the Uniformed Services
of the United States which exceeds thirty-one (31) days;
Please refer to the EOC booklets for the particular coverage for a complete description of
other circumstances which may cause your eligibility for benefits or a particular benefit to
terminate.
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Termination of Eligibility for Dependents
In the event of an Employee’s loss of employment, coverage for the Employee’s
Dependents will terminate on the same day as the Employee’s. Otherwise, Dependent
coverage will terminate on the earliest of the following dates:
1. The date the Dependent, as defined by the Trust, no longer qualifies as an eligible
Dependent;
2. The date the Dependent enters into full-time Military Service that lasts longer than
thirty (30) days;
3. For your legal spouse, the date of entry of a court judgement that dissolves the
marriage or grants a legal separation of the parties.
4. For your same sex or opposite sex Domestic Partner with whom you have registered
with the California Secretary of State, the last day of the month which is six months
from the date of filing of a Notice of Termination of Domestic Partnership with the
State or the date of entry of a court judgement that dissolves, nullifies or legally
separates the Domestic Partners.
5. For Domestic Partners who filed an Affidavit of Domestic Partnership with a
California municipality, the last day of the month which is six months from the date
a Notice of Termination of Domestic Partnership is filed in the same California
municipality.
6. For Domestic Partners who submitted the Trust’s Affidavit of Domestic Partnership
to the Trust Administration Office, the last day of the month which is six months
from the date a Statement of Termination of Domestic Partnership is submitted to
the Trust Administration Office; or
7. The date the Trustees terminate coverage for Dependents.
Termination of Eligibility for Domestic Partners
If the Employee would like to terminate coverage for their Domestic Partner, then a
notarized Notice of Termination of Domestic Partnership must be filed with the Secretary
of State of California or a court judgment terminating the Domestic Partnership must be
obtained (in cases where the Declaration of Domestic Partnership was filed with the State);
or a Notice of Termination of Domestic Partnership is filed with the California municipality
(in cases where the Affidavit of Domestic Partnership was filed with a California
municipality); or a notarized Statement of Termination of Domestic Partnership is
submitted to the Trust Fund (in cases where the Trust’s Affidavit of Domestic Partnership
was submitted).
Employees may not enroll another Domestic Partner within six (6) months of filing a
Notice or Statement of Termination of the termination of a Domestic Partnership with the
appropriate entity named above.
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However, when the Dependent’s eligibility terminates, the Dependent may have the right
to elect COBRA coverage under the Trust. See the section on COBRA rights.
Please review Termination of Coverage provisions contained in EOC booklets for
each coverage for a full description of events which may lead to termination of
coverage. You may also have individual conversion rights explained in your EOC
booklets.

EXTENSIONS OF COVERAGE DURING LEAVES OF ABSENCE
MILITARY LEAVE
Continuation of coverage may be available to you under the Uniformed Services
Employment and Reemployment Rights Act of 1994 (USERRA). USERRA was enacted
by Congress to provide protections to individuals who are members of the “Uniformed
Services.” “Uniformed Services” is defined as the Armed Forces, the Army National
Guard and the Air National Guard when engaged in active duty for training, inactive duty
training, or full-time National Guard duty, the commissioned corps of the Public Health
Services, and any other category of persons designated by the President in time of war or
national emergency.
If you take a military leave for thirty (30) days or less, you will continue to receive benefits
for up to thirty (30) days. If you take a military leave for more than thirty (30) days,
USERRA permits you to continue coverage for you and your Dependents at your own
expense, at a cost of 102% of the cost of coverage for up to twenty-four (24) months. The
maximum period of continuation coverage for health care under USERRA is the lesser of:
(1) twenty-four (24) months (beginning from the date you leave work due to your military
leave) or (2) the day after the date you fail to timely apply for or return to a position of
employment with an Employer participating in the Plan.
If you make this election, you will be required to submit any required self-payment, which
may include administrative costs, to your Employer. If you do not elect to continue your
coverage during a period of service in the Uniformed Services of the United States, upon
your return to work, your coverage will be reinstated at the same benefit level immediately
preceding your service, if you are eligible for reemployment under the criteria established
under USERRA.
Your rights to self-pay under USERRA are governed by the same conditions described in
the COBRA section of this booklet. If you elect continuation coverage under USERRA, the
COBRA and USERRA coverage periods will run concurrently.
For more information regarding your rights under the Uniformed Services Employment
and Reemployment Rights Act (USERRA), contact the Trust Administration Office.
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FAMILY AND MEDICAL LEAVE ACT
Your Employer may be required to comply with the Family and Medical Leave Act of
1993 (“FMLA”). FMLA eligible Employees will receive up to twelve (12) weeks of unpaid
leave within any rolling twelve-month period for the birth or placement of a child for
adoption or foster care, to care for your child, spouse or your parent with a serious health
condition, your own serious health condition or Qualifying Exigency Leave, which is leave
to handle exigencies related to a family member’s active duty military service or call to
active duty.
In addition, qualified Employees are entitled to twenty-six (26) weeks of covered Service
Member family leave during a twelve-month period to care for a spouse, son, daughter,
parent or next of kin who has a serious injury or illness incurred in the line of active duty.
Requests for FMLA leave must be directed to your Employer. The Trust Administration
Office cannot determine whether or not you qualify for FMLA leave. If you qualify for
leave under the FMLA, your Employer must continue to pay the required Contributions
during any approved FMLA leave. You and your eligible Dependents will continue to be
covered under this Plan provided you and your Dependents were eligible when the leave
began. Coverage will be continued while you are absent from work on an FMLA leave as
if there were no interruption of active employment. Coverage will continue until the earlier
of the expiration of the FMLA leave or the date you give notice to your Employer that you
do not intend to return to work at the end of the leave.
CONTINUATION COVERAGE UNDER COBRA
COBRA Continuation Coverage is a temporary extension of coverage under the Plan. The
right to continuing coverage was created by a federal law, the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA). If you qualify for COBRA Continuation
Coverage you and your Dependents have the option of continuing their health care
coverage on a limited basis after coverage would otherwise terminate. You and each of
your Dependents should read this entire section carefully so that you understand the
options available to you.
If you or your Dependent lose coverage under the Plan as a result of a Qualifying Event
described below, coverage may be continued for a limited period under COBRA
Continuation Coverage by making monthly payments to the Trust. If you do not take
advantage of COBRA coverage, you may have limited coverage under a new insurance
plan if you have a break in coverage of more than sixty-three (63) days.
COBRA Continuation Coverage is not available to Domestic Partners; however, the Plan
recognizes Domestic Partners as eligible Dependents and will extend continuation
coverage under the Plan for the period during which your coverage is extended under
COBRA. Your Domestic Partner has no independent rights to elect or extend COBRA
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Continuation Coverage. Please contact the Trust Administration Office for more
information including the cost of extending coverage for your Domestic Partner.
What Benefits Are Available Under COBRA Continuation Coverage?
You, your Legal spouse or your Dependent children have the option of electing COBRA
coverage to continue the coverages provided through the Trust described in this booklet.
If you choose COBRA Continuation Coverage, you will be entitled to the same coverage
that you had on the day before the event that caused your coverage to end.
COBRA Eligibility (COBRA Qualifying Events)
A life event that causes a loss of coverage is called a “Qualifying Event.” COBRA
Continuation Coverage is available to you if coverage would otherwise end because of the
following Qualifying Events:
Qualifying Events for the Employee:
1. Your hours are reduced so that you are no longer eligible to participate in the Plan;
2. Your employment ends for any reason other than gross misconduct.
Qualifying Events for your Dependent Spouse are:
1. The Employee’s death;
2. The Employee’s hours of employment are reduced; the Employee’s employment
ends for any reason other than the Employee’s gross misconduct; or
3. The Employee’s divorce or legal separation.
Qualifying Events for Your Dependent Child Are:
1. Parent-Employee dies;
2. Parent-Employee’s hours of employment are reduced;
3. Parent-Employee’s employment ends for any reason other than his or her gross
misconduct;
4. Parents’ divorce or legally separate; or
5. Your child is no longer eligible for coverage under the Plan as a “Dependent child.”
Who Is Eligible for COBRA Continuation Coverage?
COBRA Continuation Coverage must be offered to each person who is a “Qualified
Beneficiary.” A Qualified Beneficiary is someone who will lose coverage under the Plan
because of a “Qualifying Event.” Depending on the type of Qualifying Event, Employees
and their spouses or Dependent children may be Qualified Beneficiaries. Under the Plan,
Qualified Beneficiaries who elect COBRA Continuation Coverage must pay for COBRA
Continuation Coverage. Please note that Domestic Partners are not Qualified Beneficiaries.
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In the event the Trust Administration Office receives timely notice of a Qualifying Event,
but the individual is not entitled to COBRA Continuation Coverage, the Trust
Administration Office will advise the individual of the unavailability of COBRA
coverage and the reason or reasons why coverage is unavailable within fourteen (14)
days of receipt of notice. It is your responsibility to keep the Trust Administration Office
informed of your correct mailing address so as to prevent any delay in communications
regarding Your COBRA Continuation Coverage.
Who Can Elect COBRA Coverage?
If there has been a Qualifying Event, you, your spouse or your Dependent child can
individually elect to continue benefits under COBRA, as provided in this section. If you
elect to continue coverage under COBRA, coverage benefits will automatically be
extended to all other eligible Qualified Beneficiaries in the family who lost coverage as a
result of the same Qualifying Event.
How Do I Obtain COBRA Continuation Coverage?
The Trust Administration Office administers COBRA Continuation Coverage for the Plan.
Your Employer has the responsibility for notifying the Trust Administration Office within
thirty (30) days of the Qualifying Event or loss of coverage, whichever is later, if the
Qualifying Event is your death, reduction of your hours, termination of employment or
your entitlement to Medicare.
You as the Employee, your spouse, your Dependent children or any representative acting
on behalf of you or your Dependents, have the responsibility of informing the
Administrative Office of a divorce, legal separation, or of a child losing Dependent status
in writing within the sixty-day period following the Qualifying Event, or the date coverage
terminates, whichever is later.
If you do not provide written notice to the Trust Administration Office of the Qualifying
Event within the sixty (60) day period after the Qualifying Event, you and your Dependents
will lose the right to continue your coverage through self-payments under COBRA. Notice
should be sent to Teamsters Local 1932 Health and Welfare Trust at the address listed on
page 2 of this booklet. Please contact the Trust Administration Office at (866) 484-1337
or (909) 494-2916 regarding the required information for the written notice.
The Trust Administration Office will promptly send you, your spouse, and/or your
Dependent children notice of the date on which coverage ends, together with the
information and forms which must be submitted to the Trust Administration Office to elect
COBRA coverage. The information from the Trust Administration Office will describe the
Plan’s procedures for electing COBRA and will indicate the cost of coverage, if elected.
COBRA Continuation Coverage will be offered to each eligible Qualified Beneficiary.
Each Qualified Beneficiary will have an independent right to elect COBRA Continuation
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Coverage. For example, your spouse may elect coverage even if you do not, you may elect
COBRA Continuation Coverage on behalf of your spouse and Dependents, and parents
may elect COBRA Continuation Coverage on behalf of any Dependent child who is a
Qualified Beneficiary.
Is There a Time Limit for Applying for COBRA Continuation Coverage?
You, your spouse, and/or your Dependents will have only sixty (60) days from the date
you lose coverage or the date of the election notice sent by the Trust Administration Office,
whichever is later, to apply for COBRA coverage. If you, your spouse and/or Dependent
do not elect COBRA coverage within this sixty-day period, you and/or their right to
continue coverage under COBRA will be lost and neither you, your spouse and/or your
Dependents will have any group coverage through Plan after the date specified in the
notice from the Trust Administration Office that coverage ends.
What is the Cost of COBRA Continuation Coverage?
Your cost for COBRA Continuation Coverage is calculated in accordance with Federal
law. You may be charged 102% of the cost of coverage as allowed by federal legislation.
COBRA rates will be increased during the 19th month through 29th month of continuation
coverage for disabled Employees with a Social Security Disability determination as
permitted by Federal legislation. You and your Dependents may be charged up to 150%
of the cost of coverage during this additional period as allowed by federal legislation.
COBRA premiums must be paid on a monthly basis. To ensure that you receive both
continuous coverage and the exact length of coverage as provided for by law, a daily rate
will be used to determine premiums for any partial months of coverage. This daily rate will
typically be used to determine the premium for your first and last months of coverage. For
example, if due to your qualifying event, your health and welfare plan coverage ended on
July 21, your COBRA coverage would begin on July 22. The premium for your first month
of COBRA coverage would be for 10 days of coverage and would be calculated by
multiplying the daily rate by 10.
When Do COBRA Coverage and Self-Payments Begin?
Although you have up to sixty (60) days to make an election, COBRA coverage must begin
the first day of the month in which full coverage would otherwise terminate. Payment of
the first Contribution must be received by the Trust Administration Office within fortyfive (45) days of the date that the Trust Administration Office receives notification from a
Qualified Beneficiary that the Qualified Beneficiary chooses COBRA Continuation
Coverage. If a Qualified Beneficiary waits until the end of the election and the payment
period, payment for each full month which has passed since the date the Plan coverage
terminated must be included with the first payment. Subsequent payments will be due the
first day of each month. If payment is not received within thirty (30) days of the due date,
COBRA Continuation Coverage will be terminated and all rights to continue coverage will
cease.
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For How Long Will COBRA Coverage Continue?
COBRA Continuation Coverage can continue for up to 18, 29 or 36 months depending on
the COBRA Qualifying Event, as described below:
18 Months – (You and Your Dependents)
If you lose coverage as a result of (1) a reduction in work hours or leave of absence
(other than approved FMLA leave); (2) work stoppage; (3) termination of
employment through resignation, layoff, discharge, or retirement, you can choose
continuation coverage for up to eighteen (18) months; however, if your
employment ends due to gross misconduct, you will not qualify for COBRA
Continuation Coverage.
29 Months – (You and Your Dependents)
COBRA Continuation Coverage continues for an additional eleven (11) months
(up to a total of twenty-nine (29) months) if within the first sixty (60) days of
COBRA coverage you or an eligible Dependent is or becomes permanently
disabled (as determined by the Social Security Administration). In this event, you
or your Dependent must notify the Administration Office of the Social Security
determination no later than sixty (60) days after it is received and before the end of
the initial eighteen-month COBRA continuation period to be eligible for this
COBRA extension.
36 Months – (Your Dependents Only)
COBRA Continuation Coverage continues for up to thirty-six (36) months for your
Dependents (spouse and Dependent children) from the date any of the following
COBRA Qualifying Events occurs: 1) your death; 2) your divorce or legal
separation; 3) your becoming entitled to Medicare; 4) your Dependent ceases to be
a Dependent under the terms of the Plan.
If a spouse or Dependent child becomes eligible for and chooses COBRA coverage due to
the Employee’s reduction of hours or termination of employment, and thereafter
experiences a second Qualifying Event (such as the death of the Employee, divorce, or the
Employee’s entitlement to Medicare), a spouse or Dependent child may continue COBRA
coverage for up to thirty-six (36) months from the original eligibility date.
If you lose coverage under the Plan due to the termination of your employment or the
reduction in your hours within eighteen (18) months after becoming entitled to Medicare
benefits, your spouse and Dependents may continue COBRA coverage for up to thirty-six
(36) months from the date of your Medicare entitlement.
For Example, if you become entitled to Medicare eight (8) months before the date on which
your employment terminates, COBRA Continuation Coverage for your spouse and
Dependent children can continue up to thirty-six (36) months after the date of Medicare
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entitlement, which in this example is twenty-eight (28) months after the date of the
Qualifying Event (36 months less 8 months).
Can COBRA Coverage Be Extended Because of Disability?
If you, your spouse or Dependent are entitled to the COBRA Continuation Coverage for
the eighteen-month period, that period can be extended for the person who is determined
to be entitled to Social Security Disability Income benefits, and/or any other covered family
members for up to 11 additional months so long as all the following conditions are met:
1. You are entitled to the eighteen (18) months of COBRA Continuation Coverage;
2. You are determined to be disabled under the terms of the Social Security Act as of
the date of the original Qualifying Event or become disabled anytime during the
first sixty (60) days of COBRA Continuation Coverage; and
3. You report the disability determination to the Trust Administration Office within
sixty (60) days of the date you received the Social Security disability determination
or within sixty (60) days of the date you received this SPD, whichever is later, and
prior to the end of the 18-month continuation period.
To qualify for this additional period of coverage, you must provide the Trust
Administration Office at the address listed on page 2 of this booklet with written notice of
the disability determination within the sixty-day period. The written notice must be
accompanied with a photocopy of the entire Social Security Administration determination.
If you do not submit written notice to the Plan Administrator within the sixty-day period,
you will not be eligible for this extension under COBRA.
When Does an Extension of COBRA Coverage Due to Disability End?
The extension of COBRA Continuation Coverage up to twenty-nine (29) months will end
the earlier of:
1. The last day of the month during which the Social Security Administration has
determined that you and/or your Dependent is no longer disabled.
2. The end of the twenty-nine -month period after the Qualifying Event.
3. The date the disabled individual first becomes entitled to Medicare after electing
COBRA.
If at a subsequent date, the Social Security Administration determines that you are no
longer disabled, you must provide the Trust Administration Office with written notice of
the Social Security Administration’s final determination that you are no longer disabled
within thirty (30) days of the final determination or within thirty (30) days of the date
you received this SPD, whichever is later. This written notice must be addressed to the
Trust Administration Office at the address listed on page 2 of this booklet. The Notice
must contain the following information: The Plan name, the Employer’s name, the names
and social security numbers of the Employee and Dependents and the date the Social
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Security Administration determined that the individual is no longer disabled. The written
notice must be accompanied with a photocopy of the entire Social Security Administration
determination and submitted to the Trust Administration Office.
What Happens in Cases Where There Are Multiple Qualifying Events?
If you lose coverage because your employment terminates or your hours are reduced
within eighteen (18) months after becoming entitled to Medicare, your spouse and
eligible Dependents may continue coverage for up to thirty-six (36) months from the date
of your Medicare entitlement.
If you die, divorce or legally separate or become entitled to Medicare, or if your Dependent
child ceases to be a Dependent under this Plan during the eighteen-month period of
COBRA coverage, your family has experienced a second Qualifying Event which may
allow them to continue COBRA coverage for up to a maximum of thirty (36) months from
the date of the first Qualifying Event. To be eligible for this extension of coverage under
COBRA either you, your spouse and/or Dependent or any representative acting on their
behalf must provide written notice to the Trust Administration Office listed on page 2 of
this booklet of the second Qualifying Event within sixty (60) days after the date of the
second Qualifying Event.
Can COBRA Coverage End Early? (Before the 18, 29, or 36 Month Periods)
1. Even though you may have elected COBRA Continuation Coverage and have been
advised that it is available for a certain period, your coverage may be terminated if
any of the following happens:
2. The first day of the month for which a timely payment is not received by the Trust
Administration Office;
3. The day on which this Plan is terminated;
4. The first date, after the date of the COBRA election on which either you or your
eligible Dependents first become covered by another group health plan (including
a retiree health plan), and that Plan does not contain any legally applicable
exclusion or limitation with respect to pre-existing conditions that the Qualified
Beneficiary may have. If such a limitation or exclusion for such pre-existing
condition exists, coverage will not terminate until the date the condition is covered
under the new plan, or the maximum time allowed under COBRA has been reached,
whichever occurs first;
5. The first date, after the date of the COBRA election, on which you or your eligible
Dependents (the Qualified Beneficiary) first become entitled to Medicare benefits
under Title XVIII of the Social Security Act;
6. The date the Employee’s Employer stops making Contributions to the Plan on
behalf of its active Employees, and provides alternative coverage to those
Employees under another plan; or

19

7. You or your Dependents have continued coverage for additional months due to a
disability, and there has been a final determination by Social Security that you or
your Dependents are no longer disabled. In this case, coverage ends on the first of
the month that begins more than thirty (30) days after the Social Security
Administration makes a final determination that you or your Dependent are no
longer disabled or at the end of the applicable eighteen-month maximum coverage
period described above, whichever occurs last.
Will I Receive Notice of the Early Termination of COBRA Continuation Coverage?
In the event COBRA coverage will terminate before the end of the maximum coverage
period, the Trust Administration Office, as soon as practicable after a determination that
coverage will terminate, will give notice to each Qualified Beneficiary of the reason or
reasons for the early termination of coverage, the date of termination of coverage, and any
rights to alternate group or individual coverage which may be available to the Qualified
Beneficiary.
When Does COBRA Coverage End?
COBRA Continuation Coverage will automatically terminate upon the earlier of the
following:
1. The occurrence of any of the events described above; or
2. At the end of the last day of the maximum coverage period (18, 29, 36 months)
applicable to the Qualified Beneficiary under COBRA.
What If I Acquire a New Dependent While I am Receiving COBRA Continuation
Coverage?
If you acquire a new Dependent through marriage, birth, adoption or placement for
adoption while your coverage has been extended because you are self-paying for COBRA
Continuation Coverage, you may add the Dependent to your coverage for the balance of
your COBRA coverage period.
For Example, if you have a baby three months prior to the end of your COBRA coverage
period, you may enroll the new baby for the last three months of your COBRA coverage
period.
If new Dependents are acquired through marriage, birth, or placement for adoption after
COBRA Continuation of Coverage has begun, they may be added by contacting the Trust
Administration Office at the address and telephone numbers listed page 2 of this booklet.
Newborn and adopted children or children placed for adoption may have separate COBRA
rights.
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To enroll a new Dependent (newborn, child placed for adoption, etc.) for COBRA
coverage, you must notify the Trust Administration Office within thirty-one (31) days of
acquiring the new Dependent. There may be a change in the COBRA premium as a result
of the addition of a new Dependent.
What if My Spouse or Dependent Is Covered Under Another Plan and Loses Coverage
While I Am Making Self Payments for COBRA Continuation Coverage?
If, while you are enrolled in COBRA Continuation Coverage, your spouse or Dependent
child loses coverage under another group health plan, you may enroll the spouse or
Dependent child in this Plan for coverage for the balance of the period of your COBRA
Continuation Coverage so long as the following conditions are met:
1. Your spouse or Dependent child must have been eligible for COBRA Continuation
Coverage at the time of your Qualifying Event, but not enrolled;
2. When COBRA Coverage enrollment under this Plan was offered and declined, the
spouse or Dependent child must have been covered under another group health plan
or had other health insurance coverage;
3. The loss of coverage must be due to: exhaustion of COBRA Continuation Coverage
under another plan; termination as a result of loss of eligibility for coverage; or the
termination of the Employer’s Contributions toward the other coverage;
4. Loss of eligibility cannot be due to the failure of your spouse to pay premiums on
a timely basis or termination of coverage for cause.
To add a spouse or Dependent child after loss of other coverage, they must be enrolled no
later than thirty (30) days after the termination of the other coverage. Adding a spouse or
Dependent child may result in an increase in the amount paid for COBRA Continuation
Coverage.
What If I Have Questions Regarding Coverage Under COBRA?
If you have any questions regarding COBRA Continuation Coverage under this Plan or
need information regarding notices required to be given, you should contact the Trust
Administration Office at the telephone numbers and address listed at page 2 of this booklet.
The Centers for Medicare and Medicaid Services (CMS) has advisory jurisdiction over the
continuation coverage requirements of COBRA as they apply to group health plans which
are sponsored by state, county, municipal, or public school districts (“Public Sector
COBRA”). For further information, contact the CMS at the following website: https://
www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/ COBRA.
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INDIVIDUAL CONVERSION PRIVILEGE OPTION
Once your continuation coverage under COBRA terminates, you or your Dependents may
have the right to convert your medical coverage to conversion coverage as detailed in the
Right to Convert Health Insurance provisions contained in the EOC booklets which can be
obtained free of charge from the Administrative or directly from your insurance carrier.
Generally, you must submit your conversion application and initial premium to the
insurance carrier within thirty-one (31) days from your loss of eligibility. The individual
plan coverage may not be identical to your current coverage and the monthly cost for the
individual policy is determined by the insurance carrier.

LEGISLATION AFFECTING HEALTH CARE BENEFITS
All coverages will be made available under the Trust for Employees and their covered
Dependents in full compliance with all state and federal laws and regulations including
Internal Revenue Code section 4980H, the Uniformed Services Employment and
Reemployment Rights Act of 1994 (USERRA), the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA), the
Health Insurance Portability and
Accountability Act of 1996 (HIPAA), the Newborns’ and Mothers’ Health Protection Act
of 1996 (NMHPA), the Women’s Health and Cancer Act of 1998 (WHCRA), and the Paul
Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA), Genetic Information Nondiscrimination Act of 2008 (GINA) and the Patient
Protection Affordable Care Act and Health Care and Education Reconciliation Act
(PPACA).
MEDI-CAL HEALTH INSURANCE PREMIUM PROGRAM (HIPP)
You may qualify for the Health Insurance Premium Payment Program (HIPP) offered by
the State of California. Under HIPP, the California Department of Health Care Services
will pay your COBRA premium if you meet certain eligibility requirements. To enroll in
HIPP, or to find out more information, you should visit the California Department of
Health Care Services’ HIPP website at https://www.dhcs.ca.gov/services/Pages/
HIPPOnlineForms.aspx.
CERTIFICATE OF GROUP HEALTH COVERAGE
When you lose eligibility under the Trust, you will be furnished with a Certificate of Group
Health Plan Coverage. This Certificate provides you with evidence of your prior health
coverage under the Teamsters Local 1932 Health & Welfare Trust.
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HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT
(HIPAA)
As a Participant in the Plan you have certain rights under HIPAA with respect to your
health information. HIPAA requires that Employee welfare plans such as the Teamster
Local 1932 Health and Welfare Trust protect the privacy of your personal health
information (“PHI”). A complete description of your rights under HIPAA can be found in
the Plan’s Notice of Privacy Practices which is included in your enrollment materials. You
may also obtain a copy free of charge by contacting Zenith American Solutions at the
numbers listed on page 2 of this booklet.
NOTICE OF PRIVACY PRACTICES – GENERAL INFORMATION
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET
CONTACT
ACCESS TO THIS INFORMATION. PLEASE REVIEW
INFORMATION
IT CAREFULLY.
If you have any questions
regarding this Notice,
please contact:
Patricia Kuchenreuther
Privacy Officer
Phone: (702) 347-5812

The Teamsters Local 1932 Health and Welfare Trust (the
“Plan”) is committed to maintaining the confidentiality of
your private medical information. This Notice describes
our efforts to safeguard your health information from
improper or unnecessary use or disclosure. This Notice
only applies to health-related information created or received by or on behalf of the Plan.
We are providing this Notice to you because privacy regulations issued under federal law,
the Health Insurance Portability and Accountability Act of 1996, 45 CFR Parts 160 and
164 (“HIPAA”), require us to provide you with a summary of the Plan’s privacy practices
and related legal duties, and your rights in connection with the use and disclosure of your
Plan information.
Please note: If you are enrolled in a HMO, you will also receive a separate notice from
your HMO provider that describes the HMO provider’s specific use and disclosure of your
health information. Your rights with respect to their use and disclosure of your health
information are set forth in that separate notice.
In this Notice, the terms “Plan,” “we,” “us,” and “our” refer to the Trust and third parties
to the extent they perform administrative services for the Trust. When third party service
providers perform administrative functions for the Plan, we require them to appropriately
safeguard the privacy of your information.
What is Protected?
Federal law requires the Plan to have a special policy for safeguarding a category of
medical information called “protected health information,” or “PHI,” received or created
in the course of administering the Plan. PHI is health information that can be used to
identify you and that relates to:
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 your physical or mental health condition,
 the provision of health care to you, or
 payment for your health care.
Your medical and dental records, your claims for medical and dental benefits and the
Explanation of Benefits (“EOB’s”) sent in connection with payment of your claims are all
examples of PHI.
The remainder of this Notice generally describes our rules with respect to your PHI
received or created by the Plan.
Uses and Disclosures of Your PHI
To protect the privacy of your PHI, the Plan not only guards the physical security of your
PHI, but we also limit the way your PHI is used or disclosed to others. We may use or
disclose your PHI in certain permissible ways described below. To the extent required
under federal health information privacy law, we use the minimum amount of your PHI
necessary to perform these tasks.
 To determine proper payment of your Health Plan benefit claims. The Plan uses
and discloses your PHI to reimburse you or your doctors or health care providers
for covered treatments and services. For example, your diagnosis information may
be used to determine whether a specific procedure is medically necessary or to
reimburse your doctor for your medical care.
 For the administration and operation of the Plan. We may use and disclose your
PHI for numerous administrative and quality control functions necessary for the
Plan’s proper operation. For example, we may use your claims information for
fraud and abuse detection activities or to conduct data analyses for cost-control or
planning-related purposes.
 To inform you or your health care provider about treatment alternatives or other
health-related benefits that may be offered under the Plan. For example, we may
use your claims data to alert you to an available case management program if you
are diagnosed with certain diseases or illnesses, such as diabetes.
 To a health care provider if needed for your treatment.
 To a health care provider or to another health plan to determine proper payment of
your claim under the other plan. For example, we may exchange your PHI with
your spouse’s health plan for Coordination of Benefits purposes.
 To another health plan for certain administration and operations purposes. We may
share your PHI with another health plan or health care provider who has a
relationship with you for quality assessment and improvement activities, to review
the qualifications of health care professionals who provide care to you, or for fraud
and abuse detection and prevention purposes.
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 To a family member, friend, or other person involved in your health care if you are
present and you do not object to the sharing of your PHI, or it can reasonably be
inferred that you do not object, or in the event of an emergency.
 For Plan design activities or to collect Plan Contributions. The Plan may use
summary or de-identified health information for Plan design activities. In addition,
Plan Employees may use information about your enrollment or disenrollment in a
Plan in order to collect Contributions that pay for your Plan participation.
 To the Plan Sponsor. The Plan may disclose PHI to the Plan sponsor, the Board of
Trustees, to the extent provided by a rule of the Plan, provided that the sponsor
protects the privacy of the PHI and it is only used for the permitted purposes
described in this Notice.
 To Business Associates. The Plan may disclose PHI to other people or businesses
that provide services to the Plan and which need the PHI to perform those services.
These people or businesses are called business associates, and the Plan will have a
written agreement with each of them requiring each of them to protect the privacy
of your PHI. For example, the Plan may have hired a consultant to evaluate claims
or suggest changes to the Plan, for which he needs to see PHI.
 To comply with an applicable federal, state, or local law, including workers’
compensation or similar programs.
 For public health reasons, including (1) to a public health authority for the
prevention or control of disease, injury or disability; (2) to a proper government or
health authority to report child abuse or neglect; (3) to report reactions to
medications or problems with products regulated by the Food and Drug
Administration; (4) to notify individuals of recalls of medication or products they
may be using; or (5) to notify a person who may have been exposed to a
communicable disease or who may be at risk for contracting or spreading a disease
or condition.
 To report a suspected case of abuse, neglect or domestic violence, as permitted or
required by applicable law.
 To comply with health oversight activities, such as audits, investigations,
inspections, licensure actions, and other government monitoring and activities
related to health care provision or public benefits or services.
 To the U.S. Department of Health and Human Services to demonstrate our
compliance with federal health information privacy law.
 To respond to an order of a court or administrative tribunal.
 To respond to a subpoena, warrant, summons or other legal request if sufficient
safeguards, such as a protective order, are in place to maintain your PHI privacy.
 To a law enforcement official for a law enforcement purpose.
 For purposes of public safety or national security.
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 To allow a coroner or medical examiner to make an identification or determine
cause of death or to allow a funeral director to carry out his or her duties.
 To respond to a request by military command authorities if you are or were a
member of the armed forces.
 For cadaveric organ, eye or tissue donation. The Plan may use and disclose
protected health information to organ procurement organizations or other entities
engaged in the procurement, banking, or transplantation of cadaveric organs, eyes,
or tissue for the purpose of facilitating organ, eye or tissue donation and
transplantation.
 For research. The Plan may use and disclose protected health information to assist
in research activities, regardless of the source of the funding for the research, where
a privacy board or an Institutional Review Board has approved an alteration to or
waived entirely the authorization requirements of the law and the Plan receives
certain specific representations and documentation.
 To avert serious threat to health or safety. The Plan may use and disclose protected
health information to prevent or lessen a serious threat to health or safety of any
one person or the general public and the use or disclosure is (1) to a person or
persons reasonably able to prevent or lessen the threat to health or safety or (2)
necessary for law enforcement authorities to identify or apprehend an individual.
 Incident to a permitted use or disclosure. The Plan may use and disclose protected
health information incident to any use or disclosure permitted or authorized by law.
 As part of a limited data set. The Plan may use and disclose a limited data set that
meets the technical requirements of 45 Code of Federal Regulations, Section
164.514(e), if the Plan has entered into a data use agreement with the recipient of
the limited data set.
 For fundraising. The Plan may use and disclose certain types of protected health
information to a business or to an institutionally related foundation for the purpose
of raising funds. The types of information that may be disclosed under this
exception to the authorization requirement are (1) demographic information
relating to an individual and (2) dates of health care provided to an individual. The
fundraising materials must also inform you of how you may elect to opt out of
receiving further fundraising communications that are healthcare operations. The
entity that sends you such communications must treat your request to opt out as a
revocation of your authorization to receive any such communications.
Absent your written permission, Plan Employees will only use or disclose your PHI as
described in this Notice. Plan Employees will not access your PHI for reasons unrelated
to Plan administration without your express written authorization.
If an applicable state law provides greater health information privacy protections than the
federal law, we will comply with the stricter state law.
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Other Uses and Disclosures of Your PHI
Before we use or disclose your PHI for any purpose other than those listed above, we must
obtain your written authorization. You may revoke your authorization, in writing, at any
time. If you revoke your authorization, the Plan will no longer use or disclose your PHI
except as described above (or as permitted by any other authorizations that have not been
revoked). However, please understand that we cannot retrieve any PHI disclosed to a third
party in reliance on your prior authorization. Additionally, the Plan must obtain your
authorization for most uses or disclosures of psychotherapy notes, uses or disclosures of
PHI for marketing purposes, and disclosures that constitute the sale of PHI.
In no event will the Plan use or disclose your PHI that is “genetic information” for
“underwriting” purposes, as such terms are defined by the Genetic Information
Nondiscrimination Act of 2008.
Your Rights
Federal law provides you with certain rights regarding your PHI. Parents of minor children
and other individuals with legal authority to make health decisions for a Plan Participant
may exercise these rights on behalf of the Participant, consistent with state law.
Right to request restrictions: You have the right to request a restriction or limitation on
the Plan’s use or disclosure of your PHI. For example, you may ask us to limit the scope
of your PHI disclosures to a case manager who is assigned to you for monitoring a chronic
condition. Because we use your PHI to the extent necessary to pay Plan benefits, to
administer the Plan, and to comply with the law, it may not be possible to agree to your
request. Except in the limited circumstances described below, the law does not require the
Plan to agree to your request for restriction. Except as otherwise required by law (and
excluding disclosures for treatment purposes), the Plan is obligated, upon your request, to
refrain from sharing your PHI with another health plan for purposes of payment or carrying
out health care operations if the PHI pertains solely to a health care item or service for
which the health care provider involved has been paid out of pocket in full. The Plan will
not agree to any restriction, which will cause it to violate or be noncompliant with any legal
requirement. If we do agree to your requested restriction or limitation, we will honor the
restriction until you agree to terminate the restriction or until we notify you that we are
terminating the restriction with respect to PHI created or received by the Plan in the future.
You may make a request for restriction on the use and disclosure of your PHI by completing
the appropriate request form available from the Plan.
Right to receive confidential communications: You have the right to request that the Plan
communicate with you about your PHI at an alternative address or by alternative means if
you believe that communication through normal business practices could endanger you.
For example, you may request that the Plan contact you only at work and not at home.
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You may request confidential communication of your PHI by completing an appropriate
form available from the Plan. We will accommodate all reasonable requests if you clearly
state that you are requesting the confidential communication because you feel that
disclosure in another way could endanger your safety.
Right to inspect and obtain a copy of your PHI: You have the right to inspect and obtain
a copy of your PHI that is contained in records that the Plan maintains for enrollment,
payment, claims determination, or case or medical management activities. If the Plan uses
or maintains an electronic health record with respect to your PHI, you may request such
PHI in an electronic format, and direct that such PHI be sent to another person or entity.
However, this right does not extend to (1) psychotherapy notes, (2) information compiled
in reasonable anticipation of, or for use in, a civil, criminal, or administrative action or
proceeding, and (3) any information, including PHI, as to which the law does not permit
access. We will also deny your request to inspect and obtain a copy of your PHI if a licensed
health care professional hired by the Plan has determined that giving you the requested
access is reasonably likely to endanger the life or physical safety of you or another
individual or to cause substantial harm to you or another individual, or that the record
makes references to another person (other than a health care provider), and that the
requested access would likely cause substantial harm to the other person.
In the event that your request to inspect or obtain a copy of your PHI is denied, you may
have that decision reviewed. A different licensed health care professional chosen by the
Plan will review the request and denial, and we will comply with the health care
professional’s decision.
You may make a request to inspect or obtain a copy of your PHI by completing the
appropriate form available from the Plan. We may charge you a fee to cover the costs of
copying, mailing or other supplies directly associated with your request. You will be
notified of any costs before you incur any expenses.
Right to amend your PHI: You have the right to request an amendment of your PHI if you
believe the information the Plan has about you is incorrect or incomplete. You have this
right as long as your PHI is maintained by the Plan in a designated record set. We will
correct any mistakes if we created the PHI or if the person or entity that originally created
the PHI is no longer available to make the amendment. However, we cannot amend PHI
that we believe to be accurate and complete.
You may request amendments of your PHI by completing the appropriate form available
from the Plan.
Right to receive an accounting of disclosures of PHI: You have the right to request a list
of certain disclosures of your PHI by the Plan. The accounting will not include disclosures
(1) to carry out treatment, payment and health care operations, (2) to you, (3) incident to a
use or disclosure permitted or required by law, (4) pursuant to an authorization provided
by you, (5) for directories or to people involved in your care or other notification purposes
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as permitted by law, (6) for national security or intelligence purposes, (7) to correctional
institutions or law enforcement officials, (8) that are part of a limited data set, (9) that
occurred prior to April 14, 2003, or more than six years before your request. Your first
request for an accounting within a 12-month period will be free. We may charge you for
costs associated with providing you additional accountings. We will notify you in advance
of any costs, and you may choose to withdraw or modify your request before you incur any
expenses.
You may make a request for an accounting by completing the appropriate request form
available from the Plan.
Right to Receive Breach Notice: An individual has a right to receive notifications of
breaches of his or her unsecured protected health information.
Right to file a complaint: If you believe your rights have been violated, you should let us
know immediately. We will take steps to remedy any violations of the Plan’s privacy
policy or of this Notice.
You may file a formal complaint with our Privacy Officer and/or with the United States
Department of Health and Human Services at the addresses below. You should attach any
evidence or documents that support your belief that your privacy rights have been violated.
We take your complaints very seriously. The Plan prohibits retaliation against any person
for filing such a complaint.
Complaints should be sent to:
Patricia Kuchenreuther
Privacy Officer
Zenith American Solutions
9121 W. Russell Rd., Suite 219
Las Vegas, NV 89148
Phone: (702) 347-5812
Email: PKuchenreuther@ZenithAmerican.com

Region IX, Office for Civil Rights
U.S. Department of Health and Human Services
90 7th Street, Suite 4-100
San Francisco, CA 94103
Phone: (415) 437-8310
FAX: (415) 437-8329
TDD: (415) 437-8311
https://www.hhs.gov/hipaa/filing-a-complaint/
what-to-expect/index.html

Additional Information About This Notice
Changes to this Notice: We reserve the right to change the Plan’s privacy practices as
described in this Notice. Any change may affect the use and disclosure of your PHI already
maintained by the Plan, as well as any of your PHI that the Plan may receive or create in
the future. If there is a material change to the terms of this Notice, you will receive a
revised Notice.
How to obtain a copy of this Notice: You can obtain a copy of the current Notice by
contacting the Privacy Officer at the address listed above.
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No change to Plan benefits: This Notice explains your privacy rights as a current or former
Participant in the Plan. The Plan is bound by the terms of this Notice as they relate to the
privacy of your protected health information. However, this Notice does not change any
other rights or obligations you may have under the Plan. You should refer to the Plan
documents for additional information regarding your Plan benefits.
THE WOMEN’S HEALTH AND CANCER RIGHTS ACT
If you have had or are going to have a mastectomy, you may be entitled to certain benefits
under the Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals
receiving mastectomy-related benefits, coverage will be provided in a manner determined
in consultation with the attending physician and the patient, for
 All stages of reconstruction of the breast on which the mastectomy was performed;
 Surgery and reconstruction of the other breast to produce a symmetrical
appearance;
 Prosthesis;
 Treatment of physical complications of the mastectomy, including lymphedemas.
These benefits will be provided subject to the same deductibles and coinsurance applicable
to other medical and surgical benefits provided by your medical health plan. If you have
any questions about Plan coverage of mastectomies or reconstructive surgery or if you
would like more information on WHCRA benefits, please call the Trust Administration
Office at: (866) 484-1337 or (909) 494-2916.
NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT OF 1996
Group health plans and health insurance issuers generally may not, under Federal law,
restrict benefits for any hospital length of stay in connection with childbirth for the mother
or newborn child to less than 48 hours following a normal vaginal delivery, or less than 96
hours following a cesarean section. However, Federal law generally does not prohibit the
mother’s or newborn’s attending provider, after consulting with the mother, from
discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable).
In any case, plans and issuers may not, under Federal law, require that a provider obtain
authorization from the Plan or the issuer for prescribing a length of stay not in excess of
48 hours (or 96 hours).
OTHER HIPAA INFORMATION
Certain Plan benefits are guaranteed under a contract or policy of insurance between the
Board of Trustees and the benefit provider. Each of these providers maintains an appeals
procedure. This appeals procedure is explained in the EOC document provided by each
benefit provider. An example of an appeal under an HMO may be where you received
emergency care outside of the HMO and the HMO denied the claim because they did not
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deem it an emergency. You can contact the benefit provider directly for information on
appeals procedure. Of course, the Trust Administration Office will assist you if you have
questions or need information.
If you think your rights are being denied or your health information is not being protected,
you have the right to file a complaint with your provider, health insurer, or the U.S.
Department of Health and Human Services. To learn more, visit
www.hhs.gov/ocr/privacy/. If you have any questions or need help filing a health
information privacy complaint, you may email OCR at OCRMail@hhs.gov or call the U.S.
Department of Health and Human Services, Office for Civil Rights toll-free at: 1-800-3681019, TDD: 1-800-537-7697.
CALIFORNIA MENTAL HEALTH PARITY LAW
The Trust’s HMO programs cover two different categories of mental health care at different
levels: Crisis intervention and serious mental disorders. Crisis intervention is short-term,
medically necessary acute treatment for a medical condition you are unable to recover from
without assistance. To be covered, there must be a good chance you will get better. Care
is provided at the lowest level of care that is consistent with safe medical practice.
California law also requires medical benefit programs to cover the diagnosis and treatments
of the following serious mental illnesses and emotional disturbances at the same rates they
cover other health care: schizophrenia, schizo-affective disorder, bipolar disorder, major
depressive disorder, panic disorder, obsessive-compulsive disorder, pervasive
developmental disorders (autism), anorexia nervosa, bulimia nervosa. Serious mental
disorders also include serious emotional disturbances of a child, as indicated by the
presence of one or more mental disorders from the Diagnostic and Statistical Manual
(DSM) of Mental Health (other than chemical dependency or developmental disorders) as
a result of the mental disorder, the child must behave inappropriately for his or her age and
must also meet one of the following criteria:
 The child has a substantial impairment in at least two of the following areas: selfcare, school functioning, family relationships, or ability to function in the
community and is at risk of being removed from the home or has already been
removed, or the mental disorder has been present for more than six (6) months and
is likely to continue for more than one year without treatment.
 The child is psychotic, suicidal or potentially violent.
 The child meets the special education eligibility requirements under California law.
The medical benefit program will pay for medically necessary services. If you need more
information about covered services, call your HMO.
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NOTICE OF LOSS OF GRANDFATHERED STATUS
Under the Affordable Care Act, the medical plans offered through the Teamsters Local
1932 Health and Welfare Trust are not considered “grandfathered plans”.
Since the medical plans are not considered grandfathered, the medical plans must comply
with additional requirements under the Affordable Care Act. For specific information about
any of these requirements, please contact your medical plan directly.

CLAIMS PROCEDURES
HEALTHCARE CLAIMS PROCEDURES
Most of your Health and Welfare Benefits are fully insured by various companies.
Generally, you will not be required to submit a claim. If you need to file a claim or if you
have received an adverse benefit determination you will be required to follow the claims
procedures detailed in your EOC booklet issued by the insurance company that provides
your insured benefits.
Please see the EOC booklets issued by the insurers for information about how to file a
claim and for details regarding the particular insurance company’s claims procedures.
If your claim is denied in whole or in part, you may appeal to the insurance company for a
review of the denied claim. Your insurance company will decide your appeal in accordance
with the reasonable claims procedures required by law.
IMPORTANT APPEAL DEADLINES
You should refer to the EOC booklets issued by your health insurance carrier to determine
the time limits for filing an appeal. If you fail to file an appeal within the required period,
you will lose the right to challenge the denial of your claim in court because you will have
failed to exhaust your internal administrative appeal rights.
Please refer to your EOC booklet issued by your health insurance carrier for information
about how to appeal a denied claim and for details regarding a particular provider’s claims
procedures. A copy can be obtained free of charge from the Trust Administration Office.
ACTS OF THIRD PARTIES - THIRD PARTY LIABILITY
Your EOC booklet contains information about your insurance provider’s right to
subrogation or reimbursement of benefits paid on your behalf when either you or your
Dependent is injured or becomes ill as the result of the actions of a third-party. Although
your insurance carrier will pay your medical expenses you may be obligated to reimburse
the insurance carrier from the monies you receive from the third-party up to the amount of
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benefits the carrier paid on your behalf. If you are injured or become ill, it is very important
that you review the EOC – Acts of Third Parties provisions to determine your rights and
obligations with respect to your insurance carrier.
ELIGIBILITY CLAIMS PROCEDURES
No Participant, Dependent or other beneficiary shall have any right or claim to benefits
under the Trust, unless eligible pursuant to the MOU, this SPD and the Trust Agreement.
Any dispute as to eligibility must be approved or denied by the Trust Administration office
within thirty (30) days of receipt of such claim. If determination of the claim cannot be
made within the time period, you will be notified prior to the end of the original thirty (30)
days and the Trust Administration Office may take up to an additional thirty (30) days to
make a decision on the claim. If your claim is denied, the Trust Administration Office will
notify you in writing. The notice will explain in detail the reasons for denial with specific
reference to the Trust provisions upon which the denial is based, a description of any
information or material necessary to perfect the claim and an explanation of the right to
appeal.
1) To file an appeal, you must file a request for review by the Board of Trustees with
the Trust Administration Office within thirty (30) days of your receipt of the
denial notice. Failure to file a request within the thirty (30) period will constitute a
waiver of your right to appeal the denial or to take any other action with respect to
it, although the Board of Trustees may consider an appeal submitted up to sixty
(60) days from the date of the denial notice provided that good cause is shown for
the delay. An appeal shall be in writing, shall state in clear and concise terms the
reason or reasons for disputing the denial, and shall be accompanied by any
pertinent documentary material not already furnished to the Trust.
2) You shall be advised of the Trustees’ decision in writing as soon as practicable but
generally no later than ninety (90) days after receipt of your request for review.
Should there be special circumstances, the time may be extended for the processing
of such request for review for a period not to exceed one hundred twenty (120) days
after receipt of a request for review. You will be notified of the extension prior to
the end of the original ninety (90) day period, the decision on review shall be in
writing and shall include a specific reason for the decision with specific references
to the pertinent provisions of the Plan Documents on which the decision is based.
The Trustees have complete and sole discretion to interpret the Trust documents and to
determine eligibility. Such determinations shall be conclusive and binding on all persons.
Civil Actions
In order to file a civil action against the Plan, you must first exhaust the claims and appeals
procedure described above. The Board of Trustees have sole discretionary authority to
make final determinations regarding your application for benefits and Plan interpretation.
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If you file a civil action against the Plan, determinations of the Board of Trustees will be
subject to judicial review only for abuse of discretion.
No action may be filed by any person against the Plan, the Board of Trustees, or any of the
Board of Trustees’ agents more than one hundred and eighty (180) days after a claimant is
given written notice of the denial of an appeal by the Board of Trustees. This one hundred
and eighty (180) day limitation period will apply to all legal and equitable actions arising
out of or relating to the provision of benefits or rights under the Plan.
Insurance Contracts Control
Benefits hereunder are provided solely pursuant to contracts of insurance entered into
between the Teamsters Local 1932 Health and Welfare Trust and the respective insurance
companies and health and dental maintenance organizations. If the terms of this document
conflict with the terms of the such contracts, the terms of the insurance contracts, group
health, vision and dental agreements will control, unless superseded by applicable law.
Amendment and Termination
The benefits described in this booklet, while intended to remain in effect indefinitely, can
be guaranteed only so long as the parties to the Memoranda of Understanding continue to
require Contributions into the Plan sufficient to underwrite the cost of the benefits. Should
Contributions cease and their reserves be expended, the Trustees would no longer be
obligated to furnish coverage. These are not guaranteed lifetime benefits. The Board of
Trustees shall, in their sole discretion and without notice to eligible Persons or Employers
or Union, but on a nondiscriminatory basis, reserve the right to:
1. Terminate or amend either the amount or conditions with respect to any benefits or
provisions of the Plan even though such termination or amendment affects claims
in process and/or expenses already incurred; and
2. Alter or postpone the method of payment of any benefit; and
3. Amend any provisions of these rules and regulations.
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DEFINITIONS
Administration Office or Trust Administration Office means the offices maintained by
the third party administrator for the administration of the Trust which is Zenith American
Solutions.
Annual Open Enrollment Period is the period of time in which you may make changes to
your selected benefits and add or remove Dependents. The Annual Open Enrollment
Period occurs once in any 12-month period.
COBRA or COBRA Continuation Coverage means the federal legislation Consolidated
Omnibus Reconciliation Act of 1986, as amended, requiring the right to continue health
coverage upon loss of eligibility.
Contribution or Contributions or Employer Contributions means the dollar amount
specified in a MOU to be made by Employers to the Trust for each Employee.
Covered Employment means employment or work covered by the terms of a MOU or other
agreement pursuant to which Contributions are required to be made to the Trust.
Day means a calendar Day, not a business Day.
Default Enrollment Policy refer to page 6 for a description of this policy.
Dependent refer to page 4 for more information.
Domestic Partner refer to pages 8-9 for more information.
Employee and Member will be interchangeable and will mean any person covered by a
MOU and employed by an Employer. The term Employee will also include Members in
good standing and officers and Employees of the Union which make Contributions to the
Trust on behalf of such Employees, officers and Members in good standing, provided the
inclusion of such persons is not a violation of any existing law or statute.
Employer means for purposes of the Plan, any Employer or any successor in interest of
said Employer who has signed or who is bound by a MOU or other agreement, requiring
that Contributions be made to the Teamsters Local 1932 Health and Welfare Trust, and
shall include the Union which makes Contributions on behalf of its Members in good
standing and its officers and Employees, provided the inclusion of said Union as an
Employer is not a violation of any existing law or statute.
Enrollment Form is the form made available by the Trust Administration Office or
Employer for new Employees to designate the various coverages available to them and
their Dependents.
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Evidence of Coverage (EOC) is a comprehensive resource guide to your health care
coverage. It explains your benefits, premiums and cost-sharing; conditions and limitations
of coverage; and plan rules.
Health and Welfare Benefits shall mean any and all benefit payments to Employees or
their Dependents as required by a MOU, and provided through a Plan developed and
established by the Trustees pursuant to the Restated Declarations of Trust. Said Health and
Welfare Benefits may include medical, dental, surgical, hospital, prescription drug, mental
health and substance abuse and vision care benefits.
Medicare means the insurance program established by Title XVIII, United States Social
Security Act of 1965, as originally enacted or as subsequently amended.
Memorandum of Understanding (MOU) shall mean a written contract by and between
any Employer and Union which provides for Contributions to be made to this Trust. It
shall also include any and all extensions, renewals or any new MOU entered into by the
Union and the Employer which provides for Contributions to be made to this Trust.
Participant means each eligible Employee or Dependent.
Participating Employer means (a) an Employer who is obligated to make Contributions to
the Trust pursuant to a MOU; or (b) an Employer who has agreed to contribute to the Trust
to provide coverage under the Plan.
Patient Protection and Affordable Care Act commonly called the Affordable Care Act is
a United States federal statute signed into law on March 23, 2010.
Plan or Plan Document means the plan or program of benefits provided for in the
Summary Plan Description, as amended from time to time (including the Evidence of
Coverage booklets for insured benefits), which is adopted by the Board of Trustees
pursuant to the Amended Agreement and Declaration of Trust providing for the Teamsters
Local 1932 Health and Welfare Trust.
Qualified Beneficiary refer to COBRA section, commencing on page 13.
Qualifying Event refer to COBRA section, commencing on page 14.
Trust Agreement or Declaration of Trust means the Agreement and Declaration of Trust
providing for Teamsters Local 1932 Health and Welfare Trust, effective January 14, 2020,
and any modification, amendment, extension or renewal thereof.
Trust means the entire trust estate under “Teamsters Local 1932 Health and Welfare
Trust,” and shall include all monies, assets of every kind and nature and Contributions
which belong to or are part of the trust estate.
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Trust Acceptance and Contract Data Agreement refers to the agreement that binds
Employers to the terms of the Trust Agreement (also referred to as the Trust Acceptance
Agreement).
Trustees and/or Board of Trustees means the named fiduciaries of the Trust who have the
joint authority to control and manage the operation and administration of the Trust and
Plan in accordance with the provisions of the Trust Agreement.
Union means those labor organizations that are parties to the Restated Trust Agreement
and any other labor organization participating in the Trust which has an agreement with an
Employer providing for payments into the Trust and which agreement and parties have
been accepted by the Trustees.
USERRA means the Uniformed Services Employment and Reemployment Rights Act of
1994, as amended.
Waiver of Coverage Form refer to page 5 for more information.

37

SUMMARY OF TRUST BENEFITS
MEDICAL PLANS
As a new Employee, when you become eligible for coverage for the first time, you must
complete an Enrollment Form designating the Health Maintenance Organization (HMO)
or Preferred Provider Organization (PPO) of your choice. These medical plans are
described in the separate EOC booklets, and are outlined in the Schedules of Benefits
included in this SPD. Please refer to the Schedules of Benefits provided with this SPD for
the plans that apply to you. It is important you understand the benefits provided under the
medical plans before you make your selection and complete the necessary Enrollment
Form. You MUST complete the appropriate Enrollment Form in full. You must also select
a participating medical group or independent physician association for the HMO plans
offered.
The EOC booklets and the medical plan provider directories can be obtained, free of
charge, by contacting the Trust Administration Office.
It is important you send the completed Enrollment Form to the Trust Administration Office.
Your eligible Dependents will be covered under the same medical plan you select for
yourself. Services can be delayed or denied unless you have made your selection in
writing, and all the required information has been correctly filled in. The EOC booklet for
each plan contains the benefit provisions, including applicable limitations and exclusions
for each program. If you have any questions regarding your medical plan coverage, please
contact the Trust Administration Office.
HMO Plans
A health maintenance organization (HMO) offers comprehensive medical care from a
group of providers under contract to the HMO. In an HMO, you must select a physician
from among those employed by or under contract to the HMO. However, covered services
and supplies are provided by the HMO facilities either at no cost to you or with minimal
copays. Further, there are no claim forms to file.
Except for certain medical emergencies or authorized referrals, you must use physicians or
hospitals affiliated with the HMO. If you do not use physicians or hospitals authorized by
your HMO, neither the Trust nor the HMO will be responsible for the charges you incur.
To enroll in an HMO plan, you must live within the service area of the HMO. If you do
not reside within any of the HMO service areas, please contact the Trust Administration
Office.
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PPO Plans
A preferred provider organization (PPO) plan allows you access to both network and outof-network providers, however, covered services and supplies provided by out-of-network
providers require higher out-of-pocket costs. In addition, you may be required to submit a
claim form for reimbursement when using an out-of-network provider. Please refer to the
Schedules of Benefits provided with this SPD for the plans that apply to you.
DENTAL PLANS
The Trust offers two dental plans, an HMO plan and a PPO plan. Please refer to the
Schedules of Benefits provided with this SPD for the plans that apply to you. These dental
plans are described in separate EOC booklets, and are outlined in the Schedules of Benefits
included with this SPD. Under the dental HMO plan, you must receive services from a
network or contracted provider in order to receive coverage. For the PPO dental plan, you
can receive services from a network or out-of-network provider, but you may experience
higher out-of-pocket costs using an out-of-network provider. Many of the services offered
by these dental plans require no copay. In addition, there is no annual deductible to satisfy
under either dental plan.
Enrolling in one of these dental plans is similar to enrolling in the medical plans previously
described. You must complete the appropriate Enrollment Form and select the appropriate
dental plan available to you.
VISION BENEFITS
The Trust offers a vision plan for Employees only through EyeMed Vision Care. Please
refer to the Schedule of Benefits attached for a general description of benefits offered
through EyeMed Vision Care.
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INSURERS AND PROVIDERS OF SERVICE TO THE TRUST
Hospital, Medical, Surgical and
Prescription Drug Benefits

Dental Benefits
DeltaCare USA (DHMO)
Delta Dental Insurance Company
P.O. Box 1803
Alpharetta, GA 30023
(800) 422-4234
www.deltadentalins.com

Blue Shield of California
P.O. Box 272540
Chico, CA 95927-2540
(855) 599-2657
www.blueshieldca.com
Blue Shield Mental Health Service
Administration (MHSA)
P.O. Box 719002
San Diego, CA 92171-9002
(877) 263-9952

Delta Dental PPO
Delta Dental of California
560 Mission Street, Suite 1300
San Francisco, CA 94105
(855) 244-7323
www.deltadentalins.com

Blue Shield of California
Telemedicine
(800) Teladoc /(800) 835-2362
Register at: www.teladoc.com/bsc

Claims/Customer Service/Grievances
P.O. Box 997330
Sacramento, CA 95899-7330
(888) 335-8227

Kaiser Permanente
P.O. Box 7004
Downey, CA 90242-7004
(800) 390-3510 (Claims)
(800) 464-4000 (Member Services)
www.kp.org

Vision Benefits
EyeMed Vision
P.O. Med Vision
Mason, OH 45040
(877) 406-4146
www.eyemed.com

Kaiser Permanente Mental Health
Offices and Services
For mental health advice, call 24/7 at
1-800-900-3277 (TTY 711).
To schedule an appointment, call:
Antelope Valley: 661-951-0070
Baldwin Park and surrounding areas: 626-960-4844
Downey and surrounding areas: 562-807-6200
Fontana, Ontario, and surrounding areas: 1-866-205-3595
Kern County: 1-855-323-2700
Metro Los Angeles: 323-783-2600
Orange County: 714-644-6480
Panorama City and surroundings: 1-800-700-8705 (Santa Clarita), 1-800-700-8705 (Reseda)
Riverside and Coachella: 951-248-4000 (Canyon Crest), 951-898-7010 (Corona)
San Diego: 1-877-496-0450
South Bay: 310-325-6542
West Los Angeles: 323-298-3100Woodland Hills and surrounding areas (including western
Ventura): 855-701-7955
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Teamsters Local 1932 Health and Welfare Plan
2020-21 Benefit Summaries
The following pages contain Benefit Summaries for the 2020-21 Plan year coverages.

MEDICAL PLANS:


HMO PLATINUM PLANS
o Blue Shield HMO Platinum Plan– Access+ and Trio Network Providers
o Kaiser HMO Platinum Plan



HMO GOLD PLANS
o Blue Shield HMO Gold $40 Copay– Access+ and Trio Network Providers
o Blue Shield HMO Gold $20 Copay – Trio Network Providers
o Kaiser HMO Gold $40 Copay



Blue Shield PPO: Non-Needles Plan



Blue Shield PPO: Needles Plan

DENTAL PLANS:


DeltaCare USA – DHMO Plan



Delta Dental – PPO Plan

VISION PLAN:


EyeMed – Vision Plan
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HMO PLATINUM PLANS
 Blue Shield HMO Platinum Plan –
Access+ and Trio Network Providers
 Kaiser Platinum Plan

Blue Shield HMO Platinum Plan
Access+ and Trio Network Providers

Disclosure:
The Blue Shield Platinum Plan Level 2, Point of Service (POS) benefit is limited-coverage
for a few physician-only services when received from a Blue Shield PPO Provider.
Hospital and/or hospital-outpatient services are not covered. There is no coverage for
services received from providers who are outside of the Blue Shield PPO network.
The office visit co-pay for Level 2, POS benefit is greater than the HMO co-pay. In some
instances, there is an additional 20% out-of-pocket cost.
Refer to the enclosed Blue Shield Platinum Plan Benefit Summary for a description of the
Level 2 services which are covered and not-covered.

Summary of Benefits

Teamsters Local 1932 Health and Welfare Trust
("Teamsters Trust")
Effective July 18, 2020
Shield Signature Benefit Plan

HMO Platinum POS Plan

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California benefit
Plan. It is only a summary and it is part of the contract for health care coverage, called the Evidence of Coverage
(EOC). 1 Please read both documents carefully for details.

Medical Provider Network:

Blue Shield Access+ and Trio ACO HMO Signature Networks

This benefit Plan uses a specific network of Health Care Providers, called the Shield Signature provider network. This
Plan provides benefits at two different levels:
•

•

Shield Signature Level I (HMO Participating Providers): Services must be provided or prior authorized by your
Primary Care Physician or Medical Group/IPA, except in an Emergency or otherwise specified. Please review
your EOC for details about how to access care under this level.
Shield Signature Level II (PPO Participating Providers): Services are provided by Participating Providers for
outpatient professional services provided in an office setting. Any Copayment or Coinsurance is calculated
from the Allowable Amount. Eligible Services are covered by Blue Shield or self-funded by the Teamsters Trust.

You are responsible for any Copayment or Coinsurance and any charges over the Allowable Amount. You can find
Participating Providers in this network at blueshieldca.com.

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the benefit Plan. Blue Shield pays for some Covered Services before the Calendar Year
Deductible is met, as noted in the Benefits chart below.
Shield Signature Level
I HMO Plan providers 3
Calendar Year medical Deductible

Individual coverage
Family coverage

Shield Signature Level II
Participating Providers3

$0

$0

$0: individual
$0: Family

$0: individual
$0: Family

Calendar Year Out-of-Pocket Maximum 4
An Out-of-Pocket Maximum is the most a Member will pay for Covered Services each Calendar Year. Any exceptions
are listed in the Notes section at the end of this Summary of Benefits.
Shield Signature Level I HMO Plan
providers 3
Individual coverage
Family coverage

Shield Signature Level II Participating
Providers 3

$1,500

$8,000

$1,500: individual
$3,000: Family

$8,000: individual
$16,000: Family

No Annual or Lifetime Dollar Limit
Under this benefit Plan there is no dollar limit on the total amount Blue Shield will pay for Covered Services in a Member’s
lifetime.

Blue Shield of California is an independent member of the Blue Shield Association

Calendar Year Deductibles (CYD) 2

Benefits 5

Your payment
Shield Signature
Level I HMO Plan
providers 3

CYD2
applies

Shield Signature Level
II Participating
Providers 3

Preventive Health Services 6
Preventive Health Services

$0

$30/visit

California Prenatal Screening Program

$0

$0

Primary care office visit

$10/visit

$30/visit

Specialist care office visit

$10/visit

$30/visit

Physician home visit

$10/visit

$30/visit

$0

Not covered

$0

Not covered

$10/visit

$30/visit

Acupuncture services

Not covered

Not covered

Chiropractic services

Not covered

Not covered

Teladoc consultation

$0/consult

Not covered

Counseling, consulting, and education

$0

Not covered

Diaphragm fitting, intrauterine device (IUD),
implantable contraceptive, and related
procedure.

$0

Not covered

Injectable contraceptive

$0

$30/visit

$0

Not covered

$10/surgery

Not covered

$10/visit

$30/visit

Pregnancy and maternity care 6
Physician office visits: prenatal and postnatal

$0

20%

Physician services for pregnancy termination

$0

20%

Physician services

Physician or surgeon services in an outpatient
facility
Physician or surgeon services in an inpatient
facility
Other professional services
Other practitioner office visit
Includes nurse practitioners, physician
assistants, and therapists.

Family planning
•
•

•

Under Level II, services are only covered
if received in a Physician’s office.
•

Tubal ligation

•

Vasectomy

Podiatric services

CYD2
applies

Benefits 5

Your payment
Shield Signature
Level I HMO Plan
providers 3

Emergency services
Emergency room services

CYD2
applies

Shield Signature Level
II Participating
Providers 3

$50/visit

$50/visit

$0

$0

$10/visit

$10/visit

$0

$0

Ambulatory Surgery Center

$0

Not covered

Outpatient Department of a Hospital: surgery

$0

Not covered

Outpatient Department of a Hospital: treatment
of illness or injury, radiation therapy,
chemotherapy, and necessary supplies

$0

Not covered

$0

Not covered

If admitted to the Hospital, this payment for
emergency room services does not apply.
Instead, you pay the participating provider
payment under Inpatient facility services/
Hospital services and stay.
Emergency room Physician services
Urgent care center services
Ambulance services
This payment is for emergency or authorized
transport.
Outpatient facility services

Inpatient facility services
Hospital services and stay
Transplant services
This payment is for all covered transplants
except tissue and kidney. For tissue and
kidney transplant services, the payment for
Inpatient facility services/ Hospital services
and stay applies.
•

Special transplant facility inpatient services

$0

Not covered

•

Physician inpatient services

$0

Not covered

$0

Not covered

Bariatric surgery services, designated California
counties
This payment is for bariatric surgery services for
residents of designated California counties.
For bariatric surgery services for residents of
non-designated California counties, the
payments for Inpatient facility services and
Inpatient Physician services apply for inpatient
services; or, if provided on an outpatient
basis, the Outpatient facility services and
Outpatient Physician services payments
apply.
Inpatient facility services

CYD2
applies

Benefits 5

Your payment
Shield Signature
Level I HMO Plan
providers 3

CYD2
applies

Shield Signature Level
II Participating
Providers 3

Outpatient facility services

$0

Not covered

Physician services

$0

Not covered

$0

$0

$0

Not covered

$0

$0

Diagnostic x-ray, imaging, pathology, and
laboratory services
This payment is for Covered Services that are
diagnostic, non-Preventive Health Services, and
diagnostic radiological procedures, such as CT
scans, MRIs, MRAs, and PET scans. For the
payments for Covered Services that are
considered Preventive Health Services, see
Preventive Health Services.
Laboratory services
Includes diagnostic Papanicolaou (Pap) test.
•

Laboratory center
Under Level II, services are only covered
if received in a Physician’s office.

•

Outpatient Department of a Hospital

X-ray and imaging services
Includes diagnostic mammography.
•

Outpatient radiology center
Under Level II, services are only covered
if received in a Physician’s office.

•

Outpatient Department of a Hospital
$0

Not covered

Other outpatient diagnostic testing
Testing to diagnose illness or injury such as
vestibular function tests, EKG, ECG, cardiac
monitoring, non-invasive vascular studies,
sleep medicine testing, muscle and range of
motion tests, EEG, and EMG.
•

Office location

$0

$0

$0

Not covered

Under Level II, services are only covered if
received in a Physician’s office.
•

Outpatient Department of a Hospital

Radiological and nuclear imaging services
•

Outpatient radiology center

$0

Not covered

•

Outpatient Department of a Hospital

$0

Not covered

CYD2
applies

Benefits 5

Your payment
Shield Signature
Level I HMO Plan
providers 3

CYD2
applies

Shield Signature Level
II Participating
Providers 3

Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational Therapy,
and Respiratory Therapy services. Under Level II,
up to 12 visits per Member, per Calendar Year.
Office location

$10/visit

$30/visit

$0

Not covered

$10/visit

$30/visit

$0

Not covered

DME

$0

Not covered

Breast pump

$0

Not covered

Orthotic equipment and devices

$0

Not covered

Prosthetic equipment and devices

$0

Not covered

$0

Not covered

$0

Not covered

Home visits by an infusion nurse

$0

Not covered

Hemophilia home infusion services

$0

Not covered

Freestanding SNF

$0

Not covered

Hospital-based SNF

$0

Not covered

Hospice program services

$0

Not covered

Outpatient Department of a Hospital
Speech therapy services
Office location
Outpatient Department of a Hospital
Durable medical equipment (DME)

Home health care services
. Includes home visits by a nurse, Home Health
Aide, medical social worker, physical therapist,
speech therapist, or occupational therapist.
Home infusion and home injectable therapy
services
Home infusion agency services
Includes home infusion drugs and medical
supplies.

Includes blood factor products.
Skilled Nursing Facility (SNF) services

Includes pre-Hospice consultation, routine home
care, 24-hour continuous home care, short-term
inpatient care for pain and symptom
management, and inpatient respite care.

CYD2
applies

Benefits 5

Your payment
Shield Signature
Level I HMO Plan
providers 3

CYD2
applies

Shield Signature Level
II Participating
Providers 3

CYD2
applies

Other services and supplies
Diabetes care services
•

Devices, equipment, and supplies

$0

Not covered

•

Self-management training

$0

$30/visit

Dialysis services

$0

Not covered

PKU product formulas and Special Food
Products

$0

Not covered

Allergy serum billed separately from an office
visit

$0

$0

$10/injection

$30/injection

$0 up to $60/year
plus 100% of
additional charges
$0 up to $50/year
plus 100% of
additional charges

Travel immunizations and vaccinations
Eye examination
One comprehensive eye examination in a
consecutive 12-month period provided
through the contracted VPA.
•

Ophthalmologic exam

$10/visit

•

Optometric exam

$10/visit

Mental Health and Substance Use Disorder Benefits
Mental health and substance use disorder
Benefits are provided through Blue Shield’s Mental
Health Service Administrator (MHSA).

Your payment
Shield Signature
Level I MHSA
Participating
Providers3

CYD2
applies

Shield Signature Level
II MHSA NonParticipating
Providers3

Outpatient services
Office visit, including Physician office visit

$10/visit

$10/visit

Intensive outpatient care

$0

Not covered

Behavioral Health Treatment in an office setting

$0

$0

Behavioral Health Treatment in home or other
non-institutional facility setting

$0

$0

Office-based opioid treatment

$0

$0

Partial Hospitalization Program

$0

Not covered

Psychological Testing

$0

Not covered

Physician inpatient services

$0

Not covered

Hospital services

$0

Not covered

Residential Care

$0

Not covered

Inpatient services

CYD2
applies

1

Evidence of Coverage (EOC):
The Evidence of Coverage (EOC) describes the benefits, limitations, and exclusions that apply to coverage under this
benefit plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request
a copy of the EOC at any time.
Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of
Benefits.

2

Calendar Year Deductible (CYD):
Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before
Blue Shield pays for Covered Services under the benefit Plan.
If this benefit Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified
with a check mark () in the Benefits chart above.

3

Using Shield Signature Level I and Shield Signature Level II Participating Providers:
Shield Signature Level I and Shield Signature Level II Participating Providers have a contract to provide health care
services to Members.
When you receive Covered Services from a Participting Provider, you are only responsible for the Copayment or
Coinsurance, once any Calendar Year Deductible has been met.

4

Calendar Year Out-of-Pocket Maximum (OOPM):
Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit
maximum.
Essential health benefits count towards the OOPM.
This Plan has a separate level I HMO Plan Provider and level II Participating Provider OOPM.
Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year.

5

Separate Member Payments When Multiple Covered Services are Received:
Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an
allergy shot.

6

Preventive Health Services:
If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit under the Shield Signature Level 1 provider network. If you receive both Preventive Health Services and other
Covered Services during the Physician office visit, you may have a Copayment or Coinsurance for the visit.

Benefit Plans may be modified to ensure compliance with State and Federal requirements.
MS050820

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
HMO/POS

Outpatient Prescription Drug Rider

HMO Platinum POS, HMO Platinum Trio Enhanced Rx $5/10/25
Summary of Benefits

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.

Pharmacy Network:

Rx Ultra

Drug Formulary:

Plus Formulary

Calendar Year Pharmacy Deductible (CYPD)1
A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.

Calendar Year Pharmacy Deductible

Prescription Drug Benefits3,4

Per Member

$0

Your payment
When using a Participating
Pharmacy2

Retail pharmacy prescription Drugs
Per prescription, up to a 30-day supply.
Contraceptive Drugs and devices

$0

Tier 1 Drugs

$5/prescription

Tier 2 Drugs

$10/prescription

Tier 3 Drugs

$25/prescription

Tier 4 Drugs (excluding Specialty Drugs)

$10/prescription

Mail service pharmacy prescription Drugs
Per prescription, up to a 90-day supply.
Contraceptive Drugs and devices

$0

Tier 1 Drugs

$10/prescription

Tier 2 Drugs

$20/prescription

Tier 3 Drugs

$50/prescription

Tier 4 Drugs (excluding Specialty Drugs)

$20/prescription

Network Specialty Pharmacy Drugs
Per prescription, up to a 30-day supply.

CYPD1
applies

Blue Shield of California is an independent member of the Blue Shield Association

When using a Participating2 Pharmacy

Prescription Drug Benefits3,4

Your payment
When using a Participating
Pharmacy2

Tier 4 Specialty Drugs
Oral anticancer Drugs

CYPD1
applies

$10/prescription
$10/prescription

Per prescription, up to a 30-day supply.

1

Calendar Year Pharmacy Deductible (CYPD):
Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit.
If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are
identified with a check mark () in the Benefits chart above.
Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy
Deductible. These outpatient prescription Drugs do not have a check mark () next to them in the "CYPD applies”
column in the Prescription Drug Benefits chart above.

2

Using Participating Pharmacies:
Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or
Coinsurance, once any Calendar Year Pharmacy Deductible has been met.
Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by
visiting www.blueshieldca.com/wellness/drugs/formulary#heading2.
Non-Participating Pharmacies. Drugs from Non-Participating Pharmacies are not covered except in emergency
situations.

3

Outpatient Prescription Drug Coverage:
Medicare Part D-creditable coverageThis prescription Drug coverage is on average equivalent to or better than the standard benefit set by the federal
government for Medicare Part D (also called creditable coverage). Because this prescription Drug coverage is
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be
subject to Medicare Part D premium penalties.

4

Outpatient Prescription Drug Coverage:
Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic
Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar
Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted,
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate

that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved,
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance.
Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated.
Benefit designs may be modified to ensure compliance with State and Federal requirements.

Kaiser HMO Platinum Plan

TEAMSTERS LOCAL 1932
PID 234855
$10 HMO

Kaiser HMO Platinum Plan
Principal Benefits for Kaiser Permanente Traditional HMO Plan (7/18/20—7/30/21)
Health Plan believes this coverage is a "grandfathered health plan" under the Patient Protection and Affordable Care Act. If you have questions
about grandfathered health plans, please call our Member Service Contact Center.
Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.
Out-of-Pocket Maximum(s) and Deductible(s)
For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation Period once you
have reached the amounts listed below.
Family Coverage
Family Coverage
Self-Only Coverage
Amounts Per Accumulation Period
Each Member in a Family of two Entire Family of two or more
(a Family of one Member)
or more Members
Members
Plan Out-of-Pocket Maximum
$1,500
$1,500
$3,000
Plan Deductible
None
None
None
Drug Deductible
None
None
None
Professional Services (Plan Provider office visits)
Most Primary Care Visits and most Non-Physician Specialist Visits........................................
Most Physician Specialist Visits ..............................................................................................
Routine physical maintenance exams, including well-woman exams ....................................
Well-child preventive exams (through age 23 months)..........................................................
Family planning counseling and consultations .......................................................................
Scheduled prenatal care exams ..............................................................................................
Routine eye exams with a Plan Optometrist ..........................................................................
Urgent care consultations, evaluations, and treatment .........................................................
Most physical, occupational, and speech therapy ..................................................................

You Pay
$10 per visit
$10 per visit
No charge
No charge
No charge
No charge
No charge
$10 per visit
$10 per visit

Outpatient Services
Outpatient surgery and certain other outpatient procedures................................................
Allergy injections (including allergy serum) ............................................................................
Most immunizations (including the vaccine) ..........................................................................
Most X-rays and laboratory tests ...........................................................................................

You Pay
$10 per procedure
No charge
No charge
No charge

Hospitalization Services
You Pay
Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs ........................... No charge
Emergency Health Coverage
You Pay
Emergency Department visits................................................................................................. $50 per visit
Note: This Cost Share does not apply if you are admitted directly to the hospital as an inpatient for covered Services (see "Hospitalization Services"
for inpatient Cost Share).
Ambulance Services
You Pay
Ambulance Services ................................................................................................................ No charge
Prescription Drug Coverage
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items at a Plan Pharmacy or through our mail-order service .......................
Most brand-name items at a Plan Pharmacy or through our mail-order service................
Most specialty items at a Plan Pharmacy ............................................................................

You Pay
$10 for up to a 100-day supply
$15 for up to a 100-day supply
$15 for up to a 30-day supply

Durable Medical Equipment (DME)
You Pay
DME items as described in the EOC ........................................................................................ No charge
Mental Health Services
Inpatient psychiatric hospitalization.......................................................................................
Individual outpatient mental health evaluation and treatment .............................................
Group outpatient mental health treatment ...........................................................................

4209119.2.1.S000591241 - Traditional Plan $10 HMO

You Pay
No charge
$10 per visit
$5 per visit

(continues)

(continued)
Substance Use Disorder Treatment
Inpatient detoxification ..........................................................................................................
Individual outpatient substance use disorder evaluation and treatment ..............................
Group outpatient substance use disorder treatment .............................................................

You Pay
No charge
$10 per visit
$5 per visit

Home Health Services
You Pay
Home health care (up to 100 visits per Accumulation Period) ............................................... No charge
Other
You Pay
Skilled nursing facility care (up to 100 days per benefit period) ............................................ No charge
Prosthetic and orthotic devices as described in the EOC........................................................ No charge
Diagnosis and treatment of infertility and artificial insemination (such as outpatient
procedures or laboratory tests) as described in the EOC...................................................... 50% Coinsurance
Assisted reproductive technology ("ART") Services................................................................ Not covered
Hospice care ........................................................................................................................... No charge
This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-pocket maximums,
exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete explanation, please refer to the EOC. Please note that
we provide all benefits required by law (for example, diabetes testing supplies).

4209119.2.1.S000591241 - Traditional Plan $10 HMO

4209119.2.1.S000591241
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HMO GOLD PLANS
 Blue Shield HMO Gold $40 Copay –
Access+ and Trio Network Providers
 Blue Shield HMO Gold $20 Copay Trio Network Providers
 Kaiser HMO Gold $40 Copay

(This page is intentionally blank)

Blue Shield HMO Gold $40 Copay
Access+ and Trio Network Providers

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
HMO Plan

Summary of Benefits
HMO Gold Access+ ($40 Copay)

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It
is only a summary and it is included as part of the Evidence of Coverage (EOC). 1 Please read both documents carefully
for details.

Medical Provider Network:

Access+ and Trio HMO Networks

This Plan uses a specific network of Health Care Providers, called the Access+ HMO provider network. Medical
Groups, Independent Practice Associations (IPAs), and Physicians in this network are called Participating Providers.
You must select a Primary Care Physician from this network to provide your primary care and help you access
services, but there are some exceptions. Please review your Evidence of Coverage for details about how to access
care under this Plan. You can find Participating Providers in this network at blueshieldca.com.

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the Plan.
When using a Participating Provider 3
Calendar Year medical Deductible

Individual coverage
Family coverage

$0
$0: individual
$0: Family

Calendar Year Out-of-Pocket Maximum 4
An Out-of-Pocket Maximum is the most a Member will pay for Covered
Services each Calendar Year. Any exceptions are listed in the EOC.
When using a Participating Provider3
Individual coverage
Family coverage

$3,500
$3,500: individual
$7,000: Family

No Annual or Lifetime Dollar Limit
Under this Plan there is no annual or
lifetime dollar limit on the amount Blue
Shield will pay for Covered Services.

Blue Shield of California is an independent member of the Blue Shield Association

Calendar Year Deductibles (CYD) 2

Benefits 5

Your payment
When using a
Participating Provider3

Preventive Health Services 6
Preventive Health Services

$0

California Prenatal Screening Program

$0

Physician services
Primary care office visit

$40/visit

Access+ specialist care office visit (self-referral)

$50/visit

Other specialist care office visit (referred by PCP)

$40/visit

Physician home visit

$40/visit

Physician or surgeon services in an outpatient facility

$0

Physician or surgeon services in an inpatient facility

$0

Other professional services
Other practitioner office visit

$40/visit

Includes nurse practitioners, physician assistants, and therapists.
Teladoc consultation

$0

Family planning
Counseling, consulting, and education

$0

Injectable contraceptive; diaphragm fitting, intrauterine
device (IUD), implantable contraceptive, and related
procedure.

$0

•

Tubal ligation

$0

•

Vasectomy

•
•

Podiatric services

$10/surgery
$40/visit

Pregnancy and maternity care6
Physician office visits: prenatal and postnatal

$0

Physician services for pregnancy termination

$0

Emergency services
Emergency room services

$50/visit

If admitted to the Hospital, this payment for emergency room
services does not apply. Instead, you pay the Participating
Provider payment under Inpatient facility services/ Hospital
services and stay.
Emergency room Physician services

$0

CYD2
applies

Benefits 5

Your payment
When using a
Participating Provider3

Urgent care center services
Ambulance services

$40/visit
$0

This payment is for emergency or authorized transport.
Outpatient facility services
Ambulatory Surgery Center

40%

Outpatient Department of a Hospital: surgery

40%

Outpatient Department of a Hospital: treatment of illness or injury,
radiation therapy, chemotherapy, and necessary supplies

$0

Inpatient facility services
Hospital services and stay

$100/admission plus 20%

Transplant services
This payment is for all covered transplants except tissue and
kidney. For tissue and kidney transplant services, the payment for
Inpatient facility services/ Hospital services and stay applies.
•

Special transplant facility inpatient services

•

Physician inpatient services

$100/admission plus 20%
$0

Diagnostic x-ray, imaging, pathology, and laboratory services
This payment is for Covered Services that are diagnostic, nonPreventive Health Services, and diagnostic radiological procedures,
such as CT scans, MRIs, MRAs, and PET scans. For the payments for
Covered Services that are considered Preventive Health Services, see
Preventive Health Services.
Laboratory services
Includes diagnostic Papanicolaou (Pap) test.
•

Laboratory center

•

Outpatient Department of a Hospital

40%
$0

X-ray and imaging services
Includes diagnostic mammography.
•

Outpatient radiology center

•

Outpatient Department of a Hospital

40%
$0

Other outpatient diagnostic testing
Testing to diagnose illness or injury such as vestibular function
tests, EKG, ECG, cardiac monitoring, non-invasive vascular
studies, sleep medicine testing, muscle and range of motion tests,
EEG, and EMG.
•

Office location

•

Outpatient Department of a Hospital

40%
$0

CYD2
applies

Benefits 5

Your payment
When using a
Participating Provider3

Radiological and nuclear imaging services
•

Outpatient radiology center

40%

•

Outpatient Department of a Hospital

40%

Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational Therapy, Respiratory
Therapy, and Speech Therapy services.
Office location

$40/visit

Outpatient Department of a Hospital

$40/visit

Durable medical equipment (DME)
DME

40%

Breast pump

$0

Orthotic equipment and devices

$0

Prosthetic equipment and devices

$0

Home health care services

$0

Up to 100 visits per Member, per Calendar Year, by a home health
care agency. All visits count towards the limit, including visits during
any applicable Deductible period. Includes home visits by a nurse,
Home Health Aide, medical social worker, physical therapist, speech
therapist, or occupational therapist, and medical supplies.
Home infusion and home injectable therapy services
Home infusion agency services

$0

Includes home infusion drugs and medical supplies.
Home visits by an infusion nurse

$0

Hemophilia home infusion services

$0

Includes blood factor products.
Skilled Nursing Facility (SNF) services
Up to 100 days per Member, per Benefit Period, except when
provided as part of a Hospice program. All days count towards the
limit, including days during any applicable Deductible period and
days in different SNFs during the Calendar Year.
Freestanding SNF

$0

Hospital-based SNF

$0

Hospice program services
Includes pre-Hospice consultation, routine home care, 24-hour
continuous home care, short-term inpatient care for pain and
symptom management, and inpatient respite care.

$0

CYD2
applies

Benefits 5

Your payment
When using a
Participating Provider3

CYD2
applies

Other services and supplies
Diabetes care services
•

Devices, equipment, and supplies

•

Self-management training

40%
$40/visit

Dialysis services

$0

PKU product formulas and Special Food Products

$0

Allergy serum billed separately from an office visit

40%

Travel immunizations and vaccinations

Mental Health and Substance Use Disorder Benefits
Mental health and substance use disorder Benefits are provided
through Blue Shield's Mental Health Service Administrator (MHSA).

$10/visit

Your payment
When using a MHSA
Participating Provider3

CYD2
applies

Outpatient services
Office visit, including Physician office visit

$40/visit

Other outpatient services, including intensive outpatient care,
electroconvulsive therapy, transcranial magnetic stimulation,
Behavioral Health Treatment for pervasive developmental disorder
or autism in an office setting, home, or other non-institutional facility
setting, and office-based opioid treatment

$0

Partial Hospitalization Program

$0

Psychological Testing

$0

Inpatient services
Physician inpatient services

1

$0

Hospital services

$100/admission plus 20%

Residential Care

$100/admission plus 20%

Evidence of Coverage (EOC):
The Evidence of Coverage (EOC) describes the Benefits, limitations, and exclusions that apply to coverage under this
Plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request a copy
of the EOC at any time.
Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of
Benefits.

2

Calendar Year Deductible (CYD):
Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before Blue Shield
pays for Covered Services under the Plan.
If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a
check mark () in the Benefits chart above.

3

Using Participating Providers:
Participating Providers have a contract to provide health care services to Members. When you receive Covered
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar
Year Deductible has been met.

4

Calendar Year Out-of-Pocket Maximum (OOPM):
Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit
maximum.
Essential health benefits count towards the OOPM.
Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year.

5

Separate Member Payments When Multiple Covered Services are Received:
Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an
allergy shot.

6

Preventive Health Services:
If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit,
you may have a Copayment or Coinsurance for the visit.

Plans may be modified to ensure compliance with State and Federal requirements.

Outpatient Prescription Drug Rider
HMO Gold, HMO Gold Trio Enhanced Rx $5/10/25
Summary of Benefits

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
HMO/POS

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.

Pharmacy Network:

Rx Ultra

Drug Formulary:

Plus Formulary

Calendar Year Pharmacy Deductible (CYPD) 1
A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.
When using a Participating 2 Pharmacy
Calendar Year Pharmacy Deductible

Prescription Drug Benefits 3,4

Per Member

$0

Your payment
When using a Participating

Pharmacy2

CYPD1
applies

Per prescription, up to a 30-day supply.
Contraceptive Drugs and devices

$0

Tier 1 Drugs

$5/prescription

Tier 2 Drugs

$10/prescription

Tier 3 Drugs

$25/prescription

Tier 4 Drugs (excluding Specialty Drugs)

20% up to $200/prescription

Mail service pharmacy prescription Drugs
Per prescription, up to a 90-day supply.
Contraceptive Drugs and devices

$0

Tier 1 Drugs

$10/prescription

Tier 2 Drugs

$20/prescription

Tier 3 Drugs

$50/prescription

Tier 4 Drugs (excluding Specialty Drugs)

20% up to $400/prescription

Network Specialty Pharmacy Drugs
Per prescription, up to a 30-day supply.
Tier 4 Specialty Drugs

20% up to $200/prescription

Oral anticancer Drugs
Per prescription, up to a 30-day supply.

20% up to $200/prescription

Blue Shield of California is an independent member of the Blue Shield Association

Retail pharmacy prescription Drugs

1

Calendar Year Pharmacy Deductible (CYPD):
Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit.
If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are
identified with a check mark () in the Benefits chart above.
Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy
Deductible. These outpatient prescription Drugs do not have a check mark () next to them in the "CYPD applies”
column in the Prescription Drug Benefits chart above.

2

Using Participating Pharmacies:
Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or
Coinsurance, once any Calendar Year Pharmacy Deductible has been met.
Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by
visiting www.blueshieldca.com/wellness/drugs/formulary#heading2.
Non-Participating Pharmacies. Drugs from Non-Participating Pharmacies are not covered except in emergency
situations.

3

Outpatient Prescription Drug Coverage:
Medicare Part D-creditable coverageThis prescription Drug coverage is on average equivalent to or better than the standard benefit set by the federal
government for Medicare Part D (also called creditable coverage). Because this prescription Drug coverage is
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be
subject to Medicare Part D premium penalties.

4

Outpatient Prescription Drug Coverage:
Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic
Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar
Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted,
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate
that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved,
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance.
Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated.

Benefit designs may be modified to ensure compliance with State and Federal requirements.
MS050620;050720_portfolio
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Blue Shield HMO Gold $20 Copay
Trio Network Providers

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
HMO Plan

Summary of Benefits
HMO Gold Trio Network Plan $20 Copay

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It
is only a summary and it is included as part of the Evidence of Coverage (EOC). 1 Please read both documents carefully
for details.

Medical Provider Network:

Trio ACO HMO Network

This Plan uses a specific network of Health Care Providers, called the Trio ACO HMO provider network. Medical
Groups, Independent Practice Associations (IPAs), and Physicians in this network are called Participating Providers.
You must select a Primary Care Physician from this network to provide your primary care and help you access
services, but there are some exceptions. Please review your Evidence of Coverage for details about how to access
care under this Plan. You can find Participating Providers in this network at blueshieldca.com.

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the Plan.
When using a Participating Provider 3
Calendar Year medical Deductible

Individual coverage
Family coverage

$0
$0: individual
$0: Family

Calendar Year Out-of-Pocket Maximum 4
An Out-of-Pocket Maximum is the most a Member will pay for Covered
Services each Calendar Year. Any exceptions are listed in the EOC.
When using a Participating Provider3
Individual coverage
Family coverage

$3,500
$3,500: individual
$7,000: Family

No Annual or Lifetime Dollar Limit
Under this Plan there is no annual or
lifetime dollar limit on the amount Blue
Shield will pay for Covered Services.

Blue Shield of California is an independent member of the Blue Shield Association

Calendar Year Deductibles (CYD) 2

Benefits 5

Your payment
When using a
Participating Provider3

Preventive Health Services 6
Preventive Health Services

$0

California Prenatal Screening Program

$0

Physician services
Primary care office visit

$20/visit

Trio+ specialist care office visit (self-referral)

$20/visit

Other specialist care office visit (referred by PCP)

$20/visit

Physician home visit

$20/visit

Physician or surgeon services in an outpatient facility

$0

Physician or surgeon services in an inpatient facility

$0

Other professional services
Other practitioner office visit

$20/visit

Includes nurse practitioners, physician assistants, and therapists.
Teladoc consultation

$0

Family planning
Counseling, consulting, and education

$0

Injectable contraceptive; diaphragm fitting, intrauterine
device (IUD), implantable contraceptive, and related
procedure.

$0

•

Tubal ligation

$0

•

Vasectomy

•
•

Podiatric services

$20/surgery
$20/visit

Pregnancy and maternity care6
Physician office visits: prenatal and postnatal

$0

Physician services for pregnancy termination

$0

Emergency services
Emergency room services

$50/visit

If admitted to the Hospital, this payment for emergency room
services does not apply. Instead, you pay the Participating
Provider payment under Inpatient facility services/ Hospital
services and stay.
Emergency room Physician services

$0

CYD2
applies

Benefits 5

Your payment
When using a
Participating Provider3

Urgent care center services
Ambulance services

$20/visit
$0

This payment is for emergency or authorized transport.
Outpatient facility services
Ambulatory Surgery Center

40%

Outpatient Department of a Hospital: surgery

40%

Outpatient Department of a Hospital: treatment of illness or injury,
radiation therapy, chemotherapy, and necessary supplies

$0

Inpatient facility services
Hospital services and stay

$100/admission plus 20%

Transplant services
This payment is for all covered transplants except tissue and
kidney. For tissue and kidney transplant services, the payment for
Inpatient facility services/ Hospital services and stay applies.
•

Special transplant facility inpatient services

•

Physician inpatient services

$100/admission plus 20%
$0

Diagnostic x-ray, imaging, pathology, and laboratory services
This payment is for Covered Services that are diagnostic, nonPreventive Health Services, and diagnostic radiological procedures,
such as CT scans, MRIs, MRAs, and PET scans. For the payments for
Covered Services that are considered Preventive Health Services, see
Preventive Health Services.
Laboratory services
Includes diagnostic Papanicolaou (Pap) test.
•

Laboratory center

•

Outpatient Department of a Hospital

40%
$0

X-ray and imaging services
Includes diagnostic mammography.
•

Outpatient radiology center

•

Outpatient Department of a Hospital

40%
$0

Other outpatient diagnostic testing
Testing to diagnose illness or injury such as vestibular function
tests, EKG, ECG, cardiac monitoring, non-invasive vascular
studies, sleep medicine testing, muscle and range of motion tests,
EEG, and EMG.
•

Office location

•

Outpatient Department of a Hospital

40%
$0

CYD2
applies

Benefits 5

Your payment
When using a
Participating Provider3

Radiological and nuclear imaging services
•

Outpatient radiology center

40%

•

Outpatient Department of a Hospital

40%

Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational Therapy, Respiratory
Therapy, and Speech Therapy services.
Office location

$20/visit

Outpatient Department of a Hospital

$20/visit

Durable medical equipment (DME)
DME

40%

Breast pump

$0

Orthotic equipment and devices

$0

Prosthetic equipment and devices

$0

Home health care services

$0

Up to 100 visits per Member, per Calendar Year, by a home health
care agency. All visits count towards the limit, including visits during
any applicable Deductible period. Includes home visits by a nurse,
Home Health Aide, medical social worker, physical therapist, speech
therapist, or occupational therapist, and medical supplies.
Home infusion and home injectable therapy services
Home infusion agency services

$0

Includes home infusion drugs and medical supplies.
Home visits by an infusion nurse

$0

Hemophilia home infusion services

$0

Includes blood factor products.
Skilled Nursing Facility (SNF) services
Up to 100 days per Member, per Benefit Period, except when
provided as part of a Hospice program. All days count towards the
limit, including days during any applicable Deductible period and
days in different SNFs during the Calendar Year.
Freestanding SNF

$0

Hospital-based SNF

$0

Hospice program services
Includes pre-Hospice consultation, routine home care, 24-hour
continuous home care, short-term inpatient care for pain and
symptom management, and inpatient respite care.

$0

CYD2
applies

Benefits 5

Your payment
When using a
Participating Provider3

CYD2
applies

Other services and supplies
Diabetes care services
•

Devices, equipment, and supplies

•

Self-management training

40%
$20/visit

Dialysis services

$0

PKU product formulas and Special Food Products

$0

Allergy serum billed separately from an office visit

40%

Travel immunizations and vaccinations

Mental Health and Substance Use Disorder Benefits
Mental health and substance use disorder Benefits are provided
through Blue Shield's Mental Health Service Administrator (MHSA).

$10/visit

Your payment
When using a MHSA
Participating Provider3

CYD2
applies

Outpatient services
Office visit, including Physician office visit

$20/visit

Other outpatient services, including intensive outpatient care,
electroconvulsive therapy, transcranial magnetic stimulation,
Behavioral Health Treatment for pervasive developmental disorder
or autism in an office setting, home, or other non-institutional facility
setting, and office-based opioid treatment

$0

Partial Hospitalization Program

$0

Psychological Testing

$0

Inpatient services
Physician inpatient services

1

$0

Hospital services

$100/admission plus 20%

Residential Care

$100/admission plus 20%

Evidence of Coverage (EOC):
The Evidence of Coverage (EOC) describes the Benefits, limitations, and exclusions that apply to coverage under this
Plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request a copy
of the EOC at any time.
Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of
Benefits.

2

Calendar Year Deductible (CYD):
Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before Blue Shield
pays for Covered Services under the Plan.
If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a
check mark () in the Benefits chart above.

3

Using Participating Providers:
Participating Providers have a contract to provide health care services to Members. When you receive Covered
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar
Year Deductible has been met.

4

Calendar Year Out-of-Pocket Maximum (OOPM):
Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit
maximum.
Essential health benefits count towards the OOPM.
Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year.

5

Separate Member Payments When Multiple Covered Services are Received:
Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an
allergy shot.

6

Preventive Health Services:
If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit,
you may have a Copayment or Coinsurance for the visit.

Plans may be modified to ensure compliance with State and Federal requirements.

Outpatient Prescription Drug Rider

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020

HMO Gold, HMO Gold Trio Enhanced Rx $5/10/25
Summary of Benefits
This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.

Pharmacy Network:

Rx Ultra

Drug Formulary:

Plus Formulary

Calendar Year Pharmacy Deductible (CYPD) 1
A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.
When using a Participating 2 Pharmacy
Calendar Year Pharmacy Deductible

Prescription Drug Benefits 3,4

Per Member

$0

Your payment
When using a Participating

Pharmacy2

CYPD1
applies

Per prescription, up to a 30-day supply.
Contraceptive Drugs and devices

$0

Tier 1 Drugs

$5/prescription

Tier 2 Drugs

$10/prescription

Tier 3 Drugs

$25/prescription

Tier 4 Drugs (excluding Specialty Drugs)

20% up to $200/prescription

Mail service pharmacy prescription Drugs
Per prescription, up to a 90-day supply.
Contraceptive Drugs and devices

$0

Tier 1 Drugs

$10/prescription

Tier 2 Drugs

$20/prescription

Tier 3 Drugs

$50/prescription

Tier 4 Drugs (excluding Specialty Drugs)

20% up to $400/prescription

Network Specialty Pharmacy Drugs
Per prescription, up to a 30-day supply.
Tier 4 Specialty Drugs

20% up to $200/prescription

Oral anticancer Drugs
Per prescription, up to a 30-day supply.

20% up to $200/prescription

Blue Shield of California is an independent member of the Blue Shield Association

Retail pharmacy prescription Drugs

1

Calendar Year Pharmacy Deductible (CYPD):
Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit.
If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are
identified with a check mark () in the Benefits chart above.
Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy
Deductible. These outpatient prescription Drugs do not have a check mark () next to them in the "CYPD applies”
column in the Prescription Drug Benefits chart above.

2

Using Participating Pharmacies:
Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or
Coinsurance, once any Calendar Year Pharmacy Deductible has been met.
Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by
visiting www.blueshieldca.com/wellness/drugs/formulary#heading2.
Non-Participating Pharmacies. Drugs from Non-Participating Pharmacies are not covered except in emergency
situations.

3

Outpatient Prescription Drug Coverage:
Medicare Part D-creditable coverageThis prescription Drug coverage is on average equivalent to or better than the standard benefit set by the federal
government for Medicare Part D (also called creditable coverage). Because this prescription Drug coverage is
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be
subject to Medicare Part D premium penalties.

4

Outpatient Prescription Drug Coverage:
Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic
Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar
Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted,
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate
that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved,
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance.
Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated.

Benefit designs may be modified to ensure compliance with State and Federal requirements.
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Kaiser HMO Gold $40 Copay

TEAMSTERS LOCAL 1932
PID 234855
$40 HMO

Kaiser HMO Gold $40 Copay
Principal Benefits for Kaiser Permanente Traditional HMO Plan (7/18/20—7/30/21)
Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.
Out-of-Pocket Maximum(s) and Deductible(s)
For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation Period once you
have reached the amounts listed below.
Family Coverage
Family Coverage
Self-Only Coverage
Each Member in a Family of two Entire Family of two or more
Amounts Per Accumulation Period
(a Family of one Member)
or more Members
Members
Plan Out-of-Pocket Maximum
$3,500
$3,500
$7,000
Plan Deductible
None
None
None
Drug Deductible
None
None
None
Professional Services (Plan Provider office visits)
Most Primary Care Visits and most Non-Physician Specialist Visits........................................
Most Physician Specialist Visits ..............................................................................................
Routine physical maintenance exams, including well-woman exams ....................................
Well-child preventive exams (through age 23 months)..........................................................
Family planning counseling and consultations .......................................................................
Scheduled prenatal care exams ..............................................................................................
Routine eye exams with a Plan Optometrist ..........................................................................
Urgent care consultations, evaluations, and treatment .........................................................
Most physical, occupational, and speech therapy ..................................................................

You Pay
$40 per visit
$50 per visit
No charge
No charge
No charge
No charge
No charge
$40 per visit
$40 per visit

Outpatient Services
Outpatient surgery and certain other outpatient procedures................................................
Allergy injections (including allergy serum) ............................................................................
Most immunizations (including the vaccine) ..........................................................................
Most X-rays and laboratory tests ...........................................................................................
Preventive X-rays, screenings, and laboratory tests as described in the EOC ........................
MRI, most CT, and PET scans ..................................................................................................

You Pay
$250 per procedure
$5 per visit
No charge
$10 per encounter
No charge
$100 per procedure

Hospitalization Services
You Pay
Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs ........................... $500 per day
Emergency Health Coverage
You Pay
Emergency Department visits................................................................................................. $150 per visit
Note: This Cost Share does not apply if you are admitted directly to the hospital as an inpatient for covered Services (see "Hospitalization Services"
for inpatient Cost Share).
Ambulance Services
You Pay
Ambulance Services ................................................................................................................ $150 per trip
Prescription Drug Coverage
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items at a Plan Pharmacy ..............................................................................
Most generic refills through our mail-order service ...........................................................
Most brand-name items at a Plan Pharmacy ......................................................................
Most brand-name refills through our mail-order service ...................................................
Most specialty items at a Plan Pharmacy ............................................................................

You Pay
$15 for up to a 30-day supply
$30 for up to a 100-day supply
$35 for up to a 30-day supply
$70 for up to a 100-day supply
30% Coinsurance (not to exceed $200) for up to a 30day supply

Durable Medical Equipment (DME)
You Pay
DME items as described in the EOC ........................................................................................ 50% Coinsurance
Mental Health Services
You Pay
Inpatient psychiatric hospitalization....................................................................................... $500 per day
Individual outpatient mental health evaluation and treatment ............................................. $40 per visit
4209324.2.1.S000591242 - High Copay - $40 HMO

(continues)

(continued)
Mental Health Services
You Pay
Group outpatient mental health treatment ........................................................................... $20 per visit
Substance Use Disorder Treatment
Inpatient detoxification ..........................................................................................................
Individual outpatient substance use disorder evaluation and treatment ..............................
Group outpatient substance use disorder treatment .............................................................

You Pay
$500 per day
$40 per visit
$5 per visit

Home Health Services
You Pay
Home health care (up to 100 visits per Accumulation Period) ............................................... No charge
Other
You Pay
Skilled nursing facility care (up to 100 days per benefit period) ............................................ No charge
Prosthetic and orthotic devices as described in the EOC........................................................ No charge
Diagnosis and treatment of infertility and artificial insemination (such as outpatient
procedures or laboratory tests) as described in the EOC...................................................... 50% Coinsurance
Assisted reproductive technology ("ART") Services................................................................ Not covered
Hospice care ........................................................................................................................... No charge
This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-pocket maximums,
exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete explanation, please refer to the EOC. Please note that
we provide all benefits required by law (for example, diabetes testing supplies).

4209324.2.1.S000591242 - High Copay - $40 HMO
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PPO Non-Needles Plan

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
PPO Plan

Summary of Benefits
PPO Non-Needles Plan

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It
is only a summary and it is included as part of the Evidence of Coverage (EOC). 1 Please read both documents carefully
for details.

Medical Provider Network:

Full PPO Network

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this
network are called Participating Providers. You pay less for Covered Services when you use a Participating Provider
than when you use a Non-Participating Provider. You can find Participating Providers in this network at
blueshieldca.com.

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is
met, as noted in the Benefits chart below.
When using a Participating 3 or NonParticipating 4 Provider
Calendar Year medical Deductible

Individual coverage
Family coverage

$250
$250: individual
$500: Family

Calendar Year Out-of-Pocket Maximum 5

An Out-of-Pocket Maximum is the most a Member will pay for Covered Services
each Calendar Year. Any exceptions are listed in the Notes section at the end
of this Summary of Benefits.
When using a
Participating Provider3
Individual coverage
Family coverage

When using any combination
of Participating3 or NonParticipating4 Providers

$1,750

$2,250

$1,750: individual

$2,250: individual

$3,000: Family

$4,500: Family

No Annual or Lifetime Dollar
Limit
Under this Plan there is no annual
or lifetime dollar limit on the
amount Blue Shield will pay for
Covered Services.

Blue Shield of California is an independent member of the Blue Shield Association

Calendar Year Deductibles (CYD) 2

Benefits 6

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

CYD2
applies



Preventive Health Services 7
Preventive Health Services

$0

30%

California Prenatal Screening Program

$0

$0

Primary care office visit

$10/visit

30%



Specialist care office visit

$10/visit

30%



20%

30%



$10/visit

30%



Physician services

Office visit for allergy injection
Physician home visit
Physician or surgeon services in an outpatient facility

20%



30%



Physician or surgeon services in an inpatient facility

20%



30%



30%



Other professional services
Other practitioner office visit

$10/visit

Includes nurse practitioners, physician assistants,
and therapists.
Acupuncture services

20%



30%



20%



30%



Up to 20 visits per Member, per Calendar Year.
Chiropractic services
Up to 30 visits per Member, per Calendar Year.
Teladoc consultation

$0

Not covered

Counseling, consulting, and education

$0

30%



Injectable contraceptive; diaphragm fitting,
intrauterine device (IUD), implantable
contraceptive, and related procedure.

$0

30%



•

Tubal ligation

$0

30%



•

Vasectomy

30%



30%



Family planning
•
•

Podiatric services

20%



$10/visit

Pregnancy and maternity care7
Physician office visits: prenatal and postnatal

$10/visit



30%



Physician services for pregnancy termination

20%



30%



Benefits 6

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

CYD2
applies

Emergency services
Emergency room services

$50/visit plus 20%

$50/visit plus 20%

If admitted to the Hospital, this payment for
emergency room services does not apply.
Instead, you pay the Participating Provider
payment under Inpatient facility services/ Hospital
services and stay.
Emergency room Physician services
Urgent care center services
Ambulance services

20%



$10/visit

20%



30%



20%



20%



Ambulatory Surgery Center

20%



30%



Outpatient Department of a Hospital: surgery

20%



30%



Outpatient Department of a Hospital: treatment of
illness or injury, radiation therapy, chemotherapy,
and necessary supplies

20%



30%



20%



30%



This payment is for emergency or authorized transport.
Outpatient facility services

Inpatient facility services
Hospital services and stay
Transplant services
This payment is for all covered transplants except
tissue and kidney. For tissue and kidney transplant
services, the payment for Inpatient facility
services/ Hospital services and stay applies.
•

Special transplant facility inpatient services

20%



Not covered

•

Physician inpatient services

20%



Not covered

Inpatient facility services

20%



Not covered

Outpatient facility services

20%



Not covered

Bariatric surgery services, designated California
counties
This payment is for bariatric surgery services for
residents of designated California counties. For
bariatric surgery services for residents of nondesignated California counties, the payments for
Inpatient facility services/ Hospital services and stay
and Physician inpatient and surgery services apply for
inpatient services; or, if provided on an outpatient
basis, the outpatient facility services and Outpatient
Physician services payments apply.

Benefits 6

Physician services

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

20%



Not covered

CYD2
applies

Diagnostic x-ray, imaging, pathology, and laboratory
services
This payment is for Covered Services that are
diagnostic, non-Preventive Health Services, and
diagnostic radiological procedures, such as CT scans,
MRIs, MRAs, and PET scans. For the payments for
Covered Services that are considered Preventive
Health Services, see Preventive Health Services.
Laboratory services
Includes diagnostic Papanicolaou (Pap) test.
•

Laboratory center

20%



30%



•

Outpatient Department of a Hospital

20%



30%



X-ray and imaging services
Includes diagnostic mammography.
•

Outpatient radiology center

20%



30%



•

Outpatient Department of a Hospital

20%



30%



Other outpatient diagnostic testing
Testing to diagnose illness or injury such as
vestibular function tests, EKG, ECG, cardiac
monitoring, non-invasive vascular studies, sleep
medicine testing, muscle and range of motion
tests, EEG, and EMG.
•

Office location

20%



30%



•

Outpatient Department of a Hospital

20%



30%



Radiological and nuclear imaging services
•

Outpatient radiology center

20%



30%



•

Outpatient Department of a Hospital

20%



30%



Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational Therapy,
Respiratory Therapy, and Speech Therapy services.
Office location

20%

30%



Outpatient Department of a Hospital

20%

30%



30%



Durable medical equipment (DME)
DME
Breast pump

20%



$0

Not covered

Orthotic equipment and devices

20%



30%



Prosthetic equipment and devices

20%



30%



Benefits 6

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

20%



Not covered

20%



Not covered

Home visits by an infusion nurse

20%



Not covered

Hemophilia home infusion services

20%



Not covered

Freestanding SNF

20%



20%



Hospital-based SNF

20%



30%



Home health care services

CYD2
applies

Up to 100 visits per Member, per Calendar Year, by a
home health care agency. All visits count towards the
limit, including visits during any applicable Deductible
period. Includes home visits by a nurse, Home Health
Aide, medical social worker, physical therapist,
speech therapist, or occupational therapist, and
medical supplies.
Home infusion and home injectable therapy services
Home infusion agency services
Includes home infusion drugs and medical
supplies.

Includes blood factor products.
Skilled Nursing Facility (SNF) services
Up to 100 days per Member, per Benefit Period,
except when provided as part of a Hospice program.
All days count towards the limit, including days during
any applicable Deductible period and days in
different SNFs during the Calendar Year.

Hospice program services
Pre-Hospice consultation

$0

Not covered

Routine home care

$0

Not covered

24-hour continuous home care

20%



Not covered

Short-term inpatient care for pain and symptom
management

20%



Not covered

Inpatient respite care

$0

Not covered

Other services and supplies
Diabetes care services
•

Devices, equipment, and supplies

•

Self-management training

20%



$10/visit

30%



30%



Dialysis services

20%



30%



PKU product formulas and Special Food Products

20%



20%



Allergy serum billed separately from an office visit

20%



30%



Mental Health and Substance Use Disorder Benefits
Mental health and substance use disorder Benefits are
provided through Blue Shield's Mental Health Service
Administrator (MHSA).

Your payment
When using a
MHSA
Participating
Provider3

CYD2
applies

When using a
MHSA NonParticipating
Provider4

CYD2
applies

30%



Outpatient services
Office visit, including Physician office visit

$10/visit

Other outpatient services, including intensive
outpatient care, electroconvulsive therapy,
transcranial magnetic stimulation, Behavioral Health
Treatment for pervasive developmental disorder or
autism in an office setting, home, or other noninstitutional facility setting, and office-based opioid
treatment

20%



30%



Partial Hospitalization Program

20%



30%



Psychological Testing

20%



30%



Physician inpatient services

20%



30%



Hospital services

20%



30%



Residential Care

20%



30%



Inpatient services

Prior Authorization
The following are some frequently-utilized Benefits that require prior authorization:
•

Radiological and nuclear imaging services

•

Outpatient mental health services, except
office visits

•

Inpatient facility services

•

Hospice program services

Please review the Evidence of Coverage for more about Benefits that require prior authorization.

1

Evidence of Coverage (EOC):
The Evidence of Coverage (EOC) describes the Benefits, limitations, and exclusions that apply to coverage under this
Plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request a copy
of the EOC at any time.
Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of
Benefits.

2

Calendar Year Deductible (CYD):
Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before Blue Shield
pays for Covered Services under the Plan.
If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a
check mark () in the Benefits chart above.
Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from
Participating Providers are paid by Blue Shield before you meet any Calendar Year medical Deductible. These
Covered Services do not have a check mark () next to them in the “CYD applies” column in the Benefits chart
above.
Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family
Deductible within a Calendar Year.

3

Using Participating Providers:
Participating Providers have a contract to provide health care services to Members. When you receive Covered
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar
Year Deductible has been met.
"Allowable Amount" is defined in the EOC. In addition:
•

4

Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less.

Using Non-Participating Providers:
Non-Participating Providers do not have a contract to provide health care services to Members. When you receive
Covered Services from a Non-Participating Provider, you are responsible for:
•

the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and

•

any charges above the Allowable Amount, or

•

any charges above the stated dollar amount, which is the Benefit maximum.

“Allowable Amount” is defined in the EOC. In addition:
•
•

5

Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less.
Charges above the Allowable Amount or Benefit maximum do not count towards the Out-of-Pocket
Maximum, and are your responsibility for payment to the provider. This out-of-pocket expense can be
significant.

Calendar Year Out-of-Pocket Maximum (OOPM):
Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit
maximum.
Essential health benefits count towards the OOPM.
Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year
Deductible also count towards the Calendar Year Out-of-Pocket Maximum.
This Plan has a Participating Provider OOPM as well as a combined Participating Provider and Non-Participating
Provider OOPM. This means that any amounts you pay towards your Participating Provider OOPM also count towards
your combined Participating and Non-Participating Provider OOPM.
Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year.

6

Separate Member Payments When Multiple Covered Services are Received:
Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an
allergy shot.

7

Preventive Health Services:
If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit by a Participating Provider. If you receive both Preventive Health Services and other Covered Services during
the Physician office visit, you may have a Copayment or Coinsurance for the visit.

Plans may be modified to ensure compliance with State and Federal requirements.

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
PPO

Outpatient Prescription Drug Rider
PPO Non-Needles Rx $15/30/30
Summary of Benefits

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.

Pharmacy Network:

Rx Ultra

Drug Formulary:

Plus Formulary

Calendar Year Pharmacy Deductible (CYPD)1

When using a Participating2 or NonParticipating3 Pharmacy
Calendar Year Pharmacy Deductible

Per Member

$0

Prescription Drug Benefits4,5

Your payment
When using a
Participating
Pharmacy2

CYPD1
applies

When using a
Non-Participating
Pharmacy3

Retail pharmacy prescription Drugs
Per prescription, up to a 30-day supply.
$0

Applicable Tier 1,
Tier 2, or Tier 3
Copayment

Tier 1 Drugs

$15/prescription

25% plus
$15/prescription

Tier 2 Drugs

$30/prescription

25% plus
$30/prescription

Tier 3 Drugs

$30/prescription

25% plus
$30/prescription

Tier 4 Drugs (excluding Specialty Drugs)

$15/prescription

25% plus
$15/prescription

$0

Not covered

Contraceptive Drugs and devices

Mail service pharmacy prescription Drugs
Per prescription, up to a 90-day supply.
Contraceptive Drugs and devices

CYPD1
applies

Blue Shield of California is an independent member of the Blue Shield Association

A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.

Prescription Drug Benefits4,5

Your payment
When using a
Participating
Pharmacy2

CYPD1
applies

When using a
Non-Participating
Pharmacy3

Tier 1 Drugs

$30/prescription

Not covered

Tier 2 Drugs

$60/prescription

Not covered

Tier 3 Drugs

$60/prescription

Not covered

Tier 4 Drugs (excluding Specialty Drugs)

$30/prescription

Not covered

$15/prescription

Not covered

$15/prescription

Not covered

CYPD1
applies

Network Specialty Pharmacy Drugs
Per prescription, up to a 30-day supply.
Tier 4 Specialty Drugs
Oral anticancer Drugs
Per prescription, up to a 30-day supply.

1

Calendar Year Pharmacy Deductible (CYPD):
Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit.
If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are
identified with a check mark () in the Benefits chart above.
Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy
Deductible. These outpatient prescription Drugs do not have a check mark () next to them in the "CYPD applies”
column in the Prescription Drug Benefits chart above.

2

Using Participating Pharmacies:
Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or
Coinsurance, once any Calendar Year Pharmacy Deductible has been met.
Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by
visiting www.blueshieldca.com/wellness/drugs/formulary#heading2.

3

Using Non-Participating Pharmacies:
Non-Participating Pharmacies do not have a contract to provide outpatient prescription Drugs to Members. When
you obtain prescription Drugs from a Non-Participating Pharmacy, you must pay all charges for the prescription, then
submit a completed claim form for reimbursement. You will be reimbursed based on the price you paid for the Drug.

4

Outpatient Prescription Drug Coverage:
Medicare Part D-creditable coverageThis prescription Drug coverage is on average equivalent to or better than the standard benefit set by the federal
government for Medicare Part D (also called creditable coverage). Because this prescription Drug coverage is
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be
subject to Medicare Part D premium penalties.

5

Outpatient Prescription Drug Coverage:
Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic
Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar
Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted,
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate
that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved,
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance.
Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated.

Benefit designs may be modified to ensure compliance with State and Federal requirements.

PPO Non-Needles Plan

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
PPO Plan

Summary of Benefits
PPO Non-Needles Plan

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It
is only a summary and it is included as part of the Evidence of Coverage (EOC). 1 Please read both documents carefully
for details.

Medical Provider Network:

Full PPO Network

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this
network are called Participating Providers. You pay less for Covered Services when you use a Participating Provider
than when you use a Non-Participating Provider. You can find Participating Providers in this network at
blueshieldca.com.

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is
met, as noted in the Benefits chart below.
When using a Participating 3 or NonParticipating 4 Provider
Calendar Year medical Deductible

Individual coverage
Family coverage

$250
$250: individual
$500: Family

Calendar Year Out-of-Pocket Maximum 5

An Out-of-Pocket Maximum is the most a Member will pay for Covered Services
each Calendar Year. Any exceptions are listed in the Notes section at the end
of this Summary of Benefits.
When using a
Participating Provider3
Individual coverage
Family coverage

When using any combination
of Participating3 or NonParticipating4 Providers

$1,750

$2,250

$1,750: individual

$2,250: individual

$3,000: Family

$4,500: Family

No Annual or Lifetime Dollar
Limit
Under this Plan there is no annual
or lifetime dollar limit on the
amount Blue Shield will pay for
Covered Services.

Blue Shield of California is an independent member of the Blue Shield Association

Calendar Year Deductibles (CYD) 2

Benefits 6

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

CYD2
applies



Preventive Health Services 7
Preventive Health Services

$0

30%

California Prenatal Screening Program

$0

$0

Primary care office visit

$10/visit

30%



Specialist care office visit

$10/visit

30%



20%

30%



$10/visit

30%



Physician services

Office visit for allergy injection
Physician home visit
Physician or surgeon services in an outpatient facility

20%



30%



Physician or surgeon services in an inpatient facility

20%



30%



30%



Other professional services
Other practitioner office visit

$10/visit

Includes nurse practitioners, physician assistants,
and therapists.
Acupuncture services

20%



30%



20%



30%



Up to 20 visits per Member, per Calendar Year.
Chiropractic services
Up to 30 visits per Member, per Calendar Year.
Teladoc consultation

$0

Not covered

Counseling, consulting, and education

$0

30%



Injectable contraceptive; diaphragm fitting,
intrauterine device (IUD), implantable
contraceptive, and related procedure.

$0

30%



•

Tubal ligation

$0

30%



•

Vasectomy

30%



30%



Family planning
•
•

Podiatric services

20%



$10/visit

Pregnancy and maternity care7
Physician office visits: prenatal and postnatal

$10/visit



30%



Physician services for pregnancy termination

20%



30%



Benefits 6

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

CYD2
applies

Emergency services
Emergency room services

$50/visit plus 20%

$50/visit plus 20%

If admitted to the Hospital, this payment for
emergency room services does not apply.
Instead, you pay the Participating Provider
payment under Inpatient facility services/ Hospital
services and stay.
Emergency room Physician services
Urgent care center services
Ambulance services

20%



$10/visit

20%



30%



20%



20%



Ambulatory Surgery Center

20%



30%



Outpatient Department of a Hospital: surgery

20%



30%



Outpatient Department of a Hospital: treatment of
illness or injury, radiation therapy, chemotherapy,
and necessary supplies

20%



30%



20%



30%



This payment is for emergency or authorized transport.
Outpatient facility services

Inpatient facility services
Hospital services and stay
Transplant services
This payment is for all covered transplants except
tissue and kidney. For tissue and kidney transplant
services, the payment for Inpatient facility
services/ Hospital services and stay applies.
•

Special transplant facility inpatient services

20%



Not covered

•

Physician inpatient services

20%



Not covered

Inpatient facility services

20%



Not covered

Outpatient facility services

20%



Not covered

Bariatric surgery services, designated California
counties
This payment is for bariatric surgery services for
residents of designated California counties. For
bariatric surgery services for residents of nondesignated California counties, the payments for
Inpatient facility services/ Hospital services and stay
and Physician inpatient and surgery services apply for
inpatient services; or, if provided on an outpatient
basis, the outpatient facility services and Outpatient
Physician services payments apply.

Benefits 6

Physician services

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

20%



Not covered

CYD2
applies

Diagnostic x-ray, imaging, pathology, and laboratory
services
This payment is for Covered Services that are
diagnostic, non-Preventive Health Services, and
diagnostic radiological procedures, such as CT scans,
MRIs, MRAs, and PET scans. For the payments for
Covered Services that are considered Preventive
Health Services, see Preventive Health Services.
Laboratory services
Includes diagnostic Papanicolaou (Pap) test.
•

Laboratory center

20%



30%



•

Outpatient Department of a Hospital

20%



30%



X-ray and imaging services
Includes diagnostic mammography.
•

Outpatient radiology center

20%



30%



•

Outpatient Department of a Hospital

20%



30%



Other outpatient diagnostic testing
Testing to diagnose illness or injury such as
vestibular function tests, EKG, ECG, cardiac
monitoring, non-invasive vascular studies, sleep
medicine testing, muscle and range of motion
tests, EEG, and EMG.
•

Office location

20%



30%



•

Outpatient Department of a Hospital

20%



30%



Radiological and nuclear imaging services
•

Outpatient radiology center

20%



30%



•

Outpatient Department of a Hospital

20%



30%



Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational Therapy,
Respiratory Therapy, and Speech Therapy services.
Office location

20%

30%



Outpatient Department of a Hospital

20%

30%



30%



Durable medical equipment (DME)
DME
Breast pump

20%



$0

Not covered

Orthotic equipment and devices

20%



30%



Prosthetic equipment and devices

20%



30%



Benefits 6

Your payment
When using a
Participating
Provider3

CYD2
applies

When using a
Non-Participating
Provider4

20%



Not covered

20%



Not covered

Home visits by an infusion nurse

20%



Not covered

Hemophilia home infusion services

20%



Not covered

Freestanding SNF

20%



20%



Hospital-based SNF

20%



30%



Home health care services

CYD2
applies

Up to 100 visits per Member, per Calendar Year, by a
home health care agency. All visits count towards the
limit, including visits during any applicable Deductible
period. Includes home visits by a nurse, Home Health
Aide, medical social worker, physical therapist,
speech therapist, or occupational therapist, and
medical supplies.
Home infusion and home injectable therapy services
Home infusion agency services
Includes home infusion drugs and medical
supplies.

Includes blood factor products.
Skilled Nursing Facility (SNF) services
Up to 100 days per Member, per Benefit Period,
except when provided as part of a Hospice program.
All days count towards the limit, including days during
any applicable Deductible period and days in
different SNFs during the Calendar Year.

Hospice program services
Pre-Hospice consultation

$0

Not covered

Routine home care

$0

Not covered

24-hour continuous home care

20%



Not covered

Short-term inpatient care for pain and symptom
management

20%



Not covered

Inpatient respite care

$0

Not covered

Other services and supplies
Diabetes care services
•

Devices, equipment, and supplies

•

Self-management training

20%



$10/visit

30%



30%



Dialysis services

20%



30%



PKU product formulas and Special Food Products

20%



20%



Allergy serum billed separately from an office visit

20%



30%



Mental Health and Substance Use Disorder Benefits
Mental health and substance use disorder Benefits are
provided through Blue Shield's Mental Health Service
Administrator (MHSA).

Your payment
When using a
MHSA
Participating
Provider3

CYD2
applies

When using a
MHSA NonParticipating
Provider4

CYD2
applies

30%



Outpatient services
Office visit, including Physician office visit

$10/visit

Other outpatient services, including intensive
outpatient care, electroconvulsive therapy,
transcranial magnetic stimulation, Behavioral Health
Treatment for pervasive developmental disorder or
autism in an office setting, home, or other noninstitutional facility setting, and office-based opioid
treatment

20%



30%



Partial Hospitalization Program

20%



30%



Psychological Testing

20%



30%



Physician inpatient services

20%



30%



Hospital services

20%



30%



Residential Care

20%



30%



Inpatient services

Prior Authorization
The following are some frequently-utilized Benefits that require prior authorization:
•

Radiological and nuclear imaging services

•

Outpatient mental health services, except
office visits

•

Inpatient facility services

•

Hospice program services

Please review the Evidence of Coverage for more about Benefits that require prior authorization.

1

Evidence of Coverage (EOC):
The Evidence of Coverage (EOC) describes the Benefits, limitations, and exclusions that apply to coverage under this
Plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request a copy
of the EOC at any time.
Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of
Benefits.

2

Calendar Year Deductible (CYD):
Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before Blue Shield
pays for Covered Services under the Plan.
If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a
check mark () in the Benefits chart above.
Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from
Participating Providers are paid by Blue Shield before you meet any Calendar Year medical Deductible. These
Covered Services do not have a check mark () next to them in the “CYD applies” column in the Benefits chart
above.
Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family
Deductible within a Calendar Year.

3

Using Participating Providers:
Participating Providers have a contract to provide health care services to Members. When you receive Covered
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar
Year Deductible has been met.
"Allowable Amount" is defined in the EOC. In addition:
•

4

Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less.

Using Non-Participating Providers:
Non-Participating Providers do not have a contract to provide health care services to Members. When you receive
Covered Services from a Non-Participating Provider, you are responsible for:
•

the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and

•

any charges above the Allowable Amount, or

•

any charges above the stated dollar amount, which is the Benefit maximum.

“Allowable Amount” is defined in the EOC. In addition:
•
•
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Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less.
Charges above the Allowable Amount or Benefit maximum do not count towards the Out-of-Pocket
Maximum, and are your responsibility for payment to the provider. This out-of-pocket expense can be
significant.

Calendar Year Out-of-Pocket Maximum (OOPM):
Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit
maximum.
Essential health benefits count towards the OOPM.
Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year
Deductible also count towards the Calendar Year Out-of-Pocket Maximum.
This Plan has a Participating Provider OOPM as well as a combined Participating Provider and Non-Participating
Provider OOPM. This means that any amounts you pay towards your Participating Provider OOPM also count towards
your combined Participating and Non-Participating Provider OOPM.
Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year.
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Separate Member Payments When Multiple Covered Services are Received:
Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an
allergy shot.

7

Preventive Health Services:
If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit by a Participating Provider. If you receive both Preventive Health Services and other Covered Services during
the Physician office visit, you may have a Copayment or Coinsurance for the visit.

Plans may be modified to ensure compliance with State and Federal requirements.

Teamsters Local 1932 Health and
Welfare Trust
Effective July 18, 2020
PPO

Outpatient Prescription Drug Rider
PPO Non-Needles Rx $15/30/30
Summary of Benefits

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.

Pharmacy Network:

Rx Ultra

Drug Formulary:

Plus Formulary

Calendar Year Pharmacy Deductible (CYPD)1

When using a Participating2 or NonParticipating3 Pharmacy
Calendar Year Pharmacy Deductible

Per Member

$0

Prescription Drug Benefits4,5

Your payment
When using a
Participating
Pharmacy2

CYPD1
applies

When using a
Non-Participating
Pharmacy3

Retail pharmacy prescription Drugs
Per prescription, up to a 30-day supply.
$0

Applicable Tier 1,
Tier 2, or Tier 3
Copayment

Tier 1 Drugs

$15/prescription

25% plus
$15/prescription

Tier 2 Drugs

$30/prescription

25% plus
$30/prescription

Tier 3 Drugs

$30/prescription

25% plus
$30/prescription

Tier 4 Drugs (excluding Specialty Drugs)

$15/prescription

25% plus
$15/prescription

$0

Not covered

Contraceptive Drugs and devices

Mail service pharmacy prescription Drugs
Per prescription, up to a 90-day supply.
Contraceptive Drugs and devices

CYPD1
applies

Blue Shield of California is an independent member of the Blue Shield Association

A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.

Prescription Drug Benefits4,5

Your payment
When using a
Participating
Pharmacy2

CYPD1
applies

When using a
Non-Participating
Pharmacy3

Tier 1 Drugs

$30/prescription

Not covered

Tier 2 Drugs

$60/prescription

Not covered

Tier 3 Drugs

$60/prescription

Not covered

Tier 4 Drugs (excluding Specialty Drugs)

$30/prescription

Not covered

$15/prescription

Not covered

$15/prescription

Not covered

CYPD1
applies

Network Specialty Pharmacy Drugs
Per prescription, up to a 30-day supply.
Tier 4 Specialty Drugs
Oral anticancer Drugs
Per prescription, up to a 30-day supply.

1

Calendar Year Pharmacy Deductible (CYPD):
Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit.
If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are
identified with a check mark () in the Benefits chart above.
Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy
Deductible. These outpatient prescription Drugs do not have a check mark () next to them in the "CYPD applies”
column in the Prescription Drug Benefits chart above.

2

Using Participating Pharmacies:
Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or
Coinsurance, once any Calendar Year Pharmacy Deductible has been met.
Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by
visiting www.blueshieldca.com/wellness/drugs/formulary#heading2.

3

Using Non-Participating Pharmacies:
Non-Participating Pharmacies do not have a contract to provide outpatient prescription Drugs to Members. When
you obtain prescription Drugs from a Non-Participating Pharmacy, you must pay all charges for the prescription, then
submit a completed claim form for reimbursement. You will be reimbursed based on the price you paid for the Drug.

4

Outpatient Prescription Drug Coverage:
Medicare Part D-creditable coverageThis prescription Drug coverage is on average equivalent to or better than the standard benefit set by the federal
government for Medicare Part D (also called creditable coverage). Because this prescription Drug coverage is
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be
subject to Medicare Part D premium penalties.

5

Outpatient Prescription Drug Coverage:
Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic
Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar
Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted,
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate
that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved,
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance.
Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated.

Benefit designs may be modified to ensure compliance with State and Federal requirements.

DENTAL PLANS
BENEFIT SUMMARIES
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DeltaCare USA – DHMO Plan

Delta Dental – PPO Plan
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VISION PLAN
BENEFIT SUMMARY

Teamsters 1932

Version 7

EyeMed Select Plan H, Fixed Fee
Voluntary
Option as is Employee only coverage

EyeMed Vision Care in conjunction with Fidelity Security Life Insurance Company

Member Cost In-Network

Out-of-Network Reimbursement*

Exam with Dilation as Necessary

$0 Copay

$48

Retinal Imaging Benefit

Up to $39

N/A

Standard Contact Lens Fit and Follow-Up:

Up to $40

N/A

Premium Contact Lens Fit and Follow-Up:

10% off Retail Price

N/A

$0 Copay; $120 Allowance, 20% off balance over $120

$47

$0 Copay
$0 Copay
$0 Copay
$0 Copay
$65 Copay
$65 Copay, 80% of Charge less $120 Allowance

$40
$55
$75
$125
$70
$70

$15
$15
$15
$20 Copay
$20 Copay
$45
20% off Retail Price

N/A
N/A
N/A
$14
$14
N/A
N/A

20% off Retail Price

N/A

$0 Copay; $120 allowance, 15% off balance over $120
$0 Copay; $120 allowance, plus balance over $120
$0 Copay, Paid-in-Full

$85
$85
$250

15% off Retail Price or 5% off promotional price

N/A

Vision Care Services

Exam Options:

Frames:
Any available frame at provider location
Standard Plastic Lenses
Single Vision
Bifocal
Trifocal
Lenticular
Standard Progressive Lens
Premium Progressive Lens
Lens Options:
UV Treatment
Tint (Solid and Gradient)
Standard Plastic Scratch Coating
Standard Polycarbonate - Adults
Standard Polycarbonate - Kids under 19
Standard Anti-Reflective Coating
Polarized

Other Add-Ons
Contact Lenses
(Contact lens allowance includes materials only)

Conventional
Disposable
Medically Necessary
Laser Vision Correction
Lasik or PRK from U.S. Laser Network

Amplifon Hearing Health Care
Additional Pairs Benefit:
Frequency:
Examination
Lenses or Contact Lenses
Frame

Hearing Health Care from Amplifon Hearing Health Care Network
Members receive a 40% discount off hearing exams and a low price guarantee on discounted
hearing aids.
Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount
off conventional contact lenses once the funded benefit has been used.

N/A
N/A

Once every 12 months
Once every 12 months
Once every 12 months

* Member Reimbursement Out-of-Network will be the lesser of the listed amount or the member’s actual cost from the out-of-network provider. In certain states members may be required to pay the full retail rate and not
the negotiated discount rate with certain participating providers. Please see EyeMed’s online provider locator to determine which participating providers have agreed to the discounted rate

Additional Discounts:
Member receives a 20% discount on items not covered by the plan at network Providers. Discount does not apply to EyeMed Provider's professional services, or contact lenses. Plan discounts cannot be
combined with any other discounts or promotional offers. Services or materials provided by any other group benefit plan providing vision care may not be covered.
Members also receive 15% off retail price or 5% off promotional price for Lasik or PRK from the US Laser Network, owned and operated by LCA Vision.
After initial purchase, replacement contact lenses may be obtained via the Internet at substantial savings and mailed directly to the member. Details are available at www.eyemedvisioncare.com.
The contact lens benefit allowance is not applicable to this service.
Benefit Allowances provide no remaining balance for future use within the same Benefit Frequency.
Certain brand name Vision Materials in which the manufacturer imposes a no-discount practice.

Insured Plans are underwritten by Fidelity Security Life Insurance Company of Kansas City, Missouri, except in New York
Policy number VC-19/VC-20, form number M-9083

Plan Exclusions:
1) Orthoptic or vision training, subnormal vision aids and any associated supplemental testing; Aniseikonic lenses; 2) Medical and/or surgical treatment of the eye, eyes or supporting structures;
3) Any eye or Vision Examination, or any corrective eyewear required by a Policyholder as a condition of employment; Safety eyewear
4) Services provided as a result of any Workers’ Compensation law, or similar legislation, or required by any governmental agency or program whether federal, state or subdivisions thereof;
5) Plano (non-prescription) lenses and/or contact lenses; 6) Non-prescription sunglasses; 7) Two pair of glasses in lieu of bifocals;
8) Services rendered after the date an Insured Person ceases to be covered under the Policy, except when Vision Materials ordered before coverage ended are delivered,
and the services rendered to the Insured Person are within 31 days from the date of such order; 9) Services or materials provided by any other group benefit plan providing vision care;
10) Lost or broken lenses, frames, glasses, or contact lenses will not be replaced except in the next Benefit Frequency when Vision Materials would next become available.
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