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Dear Participant:

We are pleased to provide this updated summary of the benefits provided by the Local 272 Welfare Fund (called the “Fund” or “Plan” in this booklet).

The Fund’s benefits include:

· Hospital and medical coverage

· Prescription drug benefits

· Dental coverage

· Vision benefits

· Death and accidental death & dismemberment benefits.

You should use this booklet to find out:

· Who is eligible for coverage

· The types of benefits that are provided and any limitations on those benefits
· How to claim benefits

· Who to contact for more information.

This coverage is financed through employer contributions as a result of collective bargaining agreements between the Union and your employer. No premiums or contributions are required of you.

This booklet describes your benefits in easy-to-understand terms. While every effort has been made to ensure that the information here is accurate, the Plan is governed by official Plan documents. If there is any conflict between the information presented in this booklet and the official Plan documents, the official Plan documents will govern.

We urge you to read this booklet carefully and keep it handy for future reference. Please call the Fund Office at 212-726-9730 if you have any questions.

Sincerely,

The Board of Trustees

    Benefits under this Plan are for the sole use of you and your eligible dependents. No one (including an employer, Union representative, supervisor or shop steward) other than the Board of Trustees has any authority to interpret this SPD or other Plan documents or to make any promises to you about them.

Este folleto contiene un resumen en Ingles de sus derechos y beneficios bajo el Plan de Bienester de la Local 272.  Si tiene dificultad para entender alguna parte de este folleto, comuniquese con el Local 272 Welfare Fund, al 220 East 23rd Street, Room 805, New York, NY 10010 o llame al numero 212-726-9730.  Horas de oficina 9:00 A.M. – 5:00 P.M. de Lunes a Viernes.
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Your benefits at a glance

	

	YOUR BENEFITS AT A GLANCE

Effective March 1, 2019
For Participants AND COVERED DEPENDENTS



	

	Hospital and Medical Benefits

	Benefits are available both on an in-network basis through the Welfare Fund’s network and on an out-of-network basis through a provider you choose:

· When services are provided by a member of the Fund’s network, you pay a $35 copay or $200 copay for a facility (eg. Hospital), or in some cases 10% coinsurance, and the Plan pays the balance. 

· When services are provided out-of-network, the Plan pays the amount it would pay to a Plan-selected in-network provider in the same geographic area which provides the same or similar services. (See page 35)
· The Plan does not have a maximum amount it pays for hospital and medical benefits.


	


	

	Prescription Drug Benefits

	Provided through a Prescription Benefit Manager contracted with the Fund.
If you go “in network” to a participating pharmacy, here is what you pay for a 30-day supply:

· a $4 copay for a generic drug

· a $20 copay for a “preferred” brand name drug, or

· a $30 copay for a brand-name drug that is not on the Plan’s preferred list.

If you go to an “out of network” retail pharmacy, you have to pay the pharmacy’s regular charge up front and submit a claim for reimbursement. You are responsible for the copay plus any difference between the amount the Plan would have reimbursed a Plan-selected participating pharmacy for that medication and the amount actually charged by your pharmacy.

If you use the mail-order service, here is what you pay for a 90-day supply:

· an $8 copay for a generic drug

· a $40 copay for preferred brand name drug, or

· a $70 copay for a brand-name drug that is not on the Plan’s preferred list.

The Plan does not have a maximum amount it pays for prescription drug benefits. 



	


	

	Dental Benefits

	Provided through Sele-Dent:
Before the Plan pays any benefits, you are responsible for a $100 per person ($250 per family) annual deductible that applies to all covered services.

The Plan covers a maximum annual benefit of up to $1,000 per covered person, according to a schedule that provides a fixed allowance (called the “allowed amount”) per procedure.

If you go to a participating dentist, you are only responsible for the applicable copay listed in the dental schedule of benefits. If you go to a dentist outside of the Sele-Dent network, you must pay the entire cost up front and file a claim with Sele-Dent for reimbursement. You will be reimbursed up to the applicable allowed amount, less the copay. If your dentist charges more than the allowed amount, you will also be responsible for that additional amount.  



	

	Vision Services

	Available at various optical centers contracted with the Fund:

If you go to a participating optical center, you are entitled to an eye examination and a new pair of glasses from an approved group of products once every 24 months. Glasses, lenses and lens treatments outside of the covered selection are available at a discount.
Your covered dependents under age 16 are eligible for an eye exam and pair of glasses once every 12 months.

There are no vision benefits if you do not use a participating provider.


	


	

	BENFITS FOR PARTICIPANTS ONLY



	

	Death and Accidental Death & Dismemberment Benefits

	Provided by the Fund:
· $7,500 is paid to your beneficiary if you die while covered by the Fund.

· An additional $7,500 is paid to your beneficiary if you die as the result of an accident. Also, all or a portion of this $7,500 accidental death benefit may be paid to you if you lose one or more limbs, or your eyesight, as the result of an accident.


	


Eligibility and Participation

Eligibility

The benefits under this Plan are available only to individuals who work in “covered employment.”

	“Covered employment” means work covered by a collective bargaining agreement or another agreement (such as a participation agreement for Fund employees) that requires your employer to make contributions to the Local 272 Welfare Fund on your behalf.


Coverage is also available for your “eligible dependents,” as defined later in this section.

When Coverage Starts

Coverage starts once you meet the Plan’s eligibility requirements.  If you are in the hospital when coverage would begin, coverage starts the day following your hospital discharge.
You qualify for coverage once you work 360 hours in Covered Employment in a period of three consecutive months. Coverage takes effect on the first day of the second month after you complete the 3-month requirement and continues for the entire month, provided your employer makes the obligatory contributions. The following table shows how this works:

	360 Hours of Contributions Made on Your Behalf During the Applicable Three Month Period…
	Provides Coverage for the Following Months:

	January–March
	May

	February–April
	June

	March-May
	July

	April-June
	August

	May–July
	September

	June–August
	October

	July–September
	November

	August-October
	December

	September–November
	January

	October–December
	February

	November–January
	March

	December–February
	April


For example, if you begin to work in Covered Employment in July 2015 and you complete 360 hours in your initial three-month period, ending in September 2015, your initial coverage will be for the month of November 2015.

To be eligible for benefits, your employer must make the required contributions on your behalf.

Your collective bargaining agreement may have a different rule. Certain collective bargaining agreements have eligibility rules that may vary from the general rule described above.  To verify the eligibility rules that apply to you, contact the Fund Office.

	If you need to access your eligibility information, call the Fund Office at (212) 726-9730 and use the automated system.


Continuing coverage. Coverage continues uninterrupted beyond your initial eligibility period as long as you have 360 hours in Covered Employment in each successive three consecutive month period and your employer continues making contributions on your behalf. You may have an interruption in coverage if these requirements are not met. The Fund Office will notify you if you do not qualify for continued coverage, and will send you a notice describing your right to pay for continuation coverage under the federal law known as “COBRA.”
Disability extension. If you are unable to work because of disability, and are collecting Statutory State Disability Insurance, your coverage automatically continues for up to six months.

Dependent Coverage

Eligibility for coverage for your dependents generally begins on the same date that your coverage starts or, if later, when they first become your dependent. However, coverage will not begin if you do not provide necessary proof of dependent status.

	For dependent coverage to take effect as soon as possible, please provide all information requested by the Fund Office and please carefully review the materials you receive from the Fund Office – they will tell you what information, if any, is required. If you do not promptly send the information, your dependent’s coverage may be delayed.


“Eligible Dependents”

Your eligible dependents include:

· The spouse to whom you are legally married.

· Children until the end of the calendar month in which they reach age 26.  
Children include your natural children, adopted children (including a child placed in your home for whom you have begun adoption procedures), children living with you for whom you are financially responsible and are appointed legal guardian by a court, and children required to be recognized under a Qualified Medical Child Support Order (“QMCSO”). A foster child is not included.

About QMCSOs. A Qualified Medical Child Support Order, or QMCSO, is an order issued by a court or state administrative agency that requires that medical coverage be provided under a plan for a child or children. A QMCSO usually results from a divorce, legal separation or paternity proceeding.

The Fund Office will notify you if a QMCSO is received with regard to your coverage. If you, your child, or the child’s custodial parent or legal guardian would like a copy of the Plan’s written procedures for handling QMCSOs, or if you have any questions about this process, please contact the Fund Office.

	When you enroll a dependent you will be asked to provide proof of dependent status –– for example, a birth certificate, a marriage certificate, or other proof of dependent status.

Your name has to be on their birth certificate and/or court papers for a child to be covered under the plan.


When you acquire a new dependent (for example, you get married or have a baby) you must provide all necessary documentation within 30 days after your marriage or the birth or adoption of your child. In the case of a newborn child, coverage starts as of the date of birth, only if you submit the required documentation.  If the required documentation is not provided within 30 days, coverage begins when documentation is submitted.  If a dependent is hospitalized when coverage would begin, coverage begins the day following hospital discharge. (Note that children born to covered dependent children are not covered under the Plan.)

	Keep personal information up to date.

You must notify the Fund Office promptly if:

· you marry

· a child is born

· you change your address or phone number

· you get divorced 

· someone in your family dies

· a child reaches age 26
· you want to change your beneficiary.


Changing Coverage

You may start coverage for an eligible dependent at any time. The change generally takes effect as of the first day of the month following the month the Fund Office receives the applicable birth or marriage certificate. In the case of a newborn child, coverage  starts as of the date of birth, only if you submit the required birth certificate within 30 days of birth.  In all cases, proper documentation must be submitted to the Fund Office for coverage to take effect for dependents.  If the dependent is hospitalized on the date coverage would begin, coverage begins on the day following hospital discharge.
When Coverage Ends

For you. Your coverage ends if:

· You fail to complete the service requirement (360 hours in three consecutive months) and you do not qualify for the disability waiver,

· Your employer does not make the required contributions on your behalf, or

· The Plan terminates.

For your dependents. Coverage for your dependents ends if:

· Your coverage ends,

· They no longer meet the definition of “dependent,” or

· The Plan terminates.

Family and medical leave. If your employer has 50 or more employees, you may be eligible for leave under the Family and Medical Leave Act (FMLA). Under FMLA you may take up to 12 weeks of unpaid leave for specified family or medical purposes, such as your own serious medical condition, the birth or adoption of a child, or to provide care for a spouse, child or parent who is ill. You are generally eligible if you have worked for the employer for at least 1,250 hours in the preceding 12 months and are employed at a work site where there are at least 50 employees.

If you take an FMLA leave, your employer is obligated to continue to contribute to the Fund on your behalf and your coverage through the Fund will continue. 

If you do not return to employment following an FMLA leave during which coverage was provided, you may be required to provide reimbursement to your employer for the cost of coverage received during the leave.

Call your employer if you have questions regarding your eligibility for an FMLA leave. Call the Fund Office if you have questions regarding Fund coverage during such a leave.

If you do not return to work after the end of your FMLA leave, you may be eligible to continue coverage under the Consolidated Omnibus Budget Reconciliation Act, commonly called COBRA, described below.

Military leave. If you are on active military duty for 31 days or less, you will continue to receive health care coverage in accordance with the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA). If you are on active duty for more than 31 days, your coverage ends, but USERRA permits you to continue health care coverage for you and your dependents at your own expense for up to 18 months. This continuation right operates in the same way as COBRA coverage, which is described later in this booklet. In addition, your dependent(s) may be eligible for health care coverage under the federal program known as TRICARE (which includes the old "CHAMPUS" program). This Plan coordinates its coverage with TRICARE.

If you receive an honorable discharge and return to work with a contributing employer, your full eligibility will be reinstated on the day you return to work as long as you return within one of the following time frames:

· 90 days of the date of discharge, if the period of service is more than 180 days;

· 14 days from the date of discharge, if the period of service was 31 days or more but less than 180 days; or

· one day after discharge (allowing 8 hours for travel) if the period of service was less than 31 days.

If you are hospitalized or convalescing from an injury caused by active duty, these time limits may be extended up to two years.

Under USERRA an active employee is required to notify the employer (in writing or orally) that he or she is leaving for military service unless circumstances or military necessity make notification impossible or unreasonable. Your employer is required to notify the Plan within 30 days after you are reemployed following military service; however, it is a good idea for you to notify the Fund Office, too. 
	Contact your employer if you have questions regarding your eligibility for a leave. Contact the Fund Office if you have any questions regarding Fund coverage during such a leave.


Continuation of Health Care Coverage Under “COBRA”

COBRA Coverage 

The Consolidated Omnibus Budget Reconciliation Act of 1985, as amended (“COBRA”), requires that this Plan offer you and your eligible dependents the opportunity for a temporary extension of health care coverage at group rates in certain instances when coverage under the Plan would otherwise end (called “qualifying events”).  Continued coverage under COBRA applies to the health care benefits described in this booklet (life insurance and AD&D benefits are not included in COBRA coverage).

The benefits under COBRA are the same as those covering people who are not on continuation coverage, except you may elect Core benefits.  You should also keep in mind that each individual entitled to coverage as the result of a qualifying event has a right to make his or her own election of coverage.  For example, your spouse or other covered dependent may elect COBRA coverage even if you do not. In addition, one qualified beneficiary can elect COBRA for others (for example, a parent or legal guardian may elect continuation coverage for a minor child).
The death benefit is not provided to those electing COBRA.

Qualifying COBRA Events.  The chart, on the next page, shows when you and your eligible dependents may qualify for continued coverage under COBRA, when coverage may start and when it ends.

	If You Lose Coverage Because of This Reason (a “qualifying event”)
	These People Would Be Eligible
	For COBRA Coverage Up To (measured from the date coverage is lost)

	Your employment terminates*
	You and your covered spouse and children
	18 months**

	Your working hours are reduced
	You and your covered spouse and children
	18 months**

	You die
	Your covered spouse and children
	36 months

	You divorce or legally separate
	Your covered spouse and children
	36 months

	Your dependent child no longer qualifies as an eligible dependent
	Your covered children
	36 months

	You become entitled to Medicare
	Your covered spouse and children
	36 months


*For any reason other than gross misconduct (and including military leave and approved leaves granted according to the Family and Medical Leave Act.)

**Continued coverage for up to 29 months from the date of the initial event may be available to those who are totally disabled within the meaning of Title II or Title XVI of the Social Security Act at the time coverage is lost or become totally disabled within 60 days after that. This additional 11 months is available to employees and enrolled dependents if notice of disability is provided within 60 days after the Social Security determination of disability is issued and before the 18-month continuation period runs out.  The cost of the additional 11 months of coverage will increase to 150% of the full cost of coverage.

Newborn Children.  If you have a newborn child, adopt a child, or have a child placed with you for adoption while continuation coverage under COBRA is in effect, you may add the child to your coverage (but you may not add your spouse to your coverage).  To add coverage for the child, notify the Fund Office within 30 days of the child’s birth, adoption or placement for adoption.  Legal proof of your relationship to the child must also be provided. You may not add a new spouse to your coverage.

Multiple Qualifying Events. If your covered dependents experience more than one qualifying event while COBRA coverage is in force, they may be eligible for an additional period of continued coverage, but your total period of COBRA coverage will not exceed a total of 36 months from the date of the first qualifying event.

For example, if your employment ends, you and your covered dependents may be eligible for 18 months of continued coverage.  During this 18-month period, if you die (a second qualifying event), your covered dependents may be eligible for an additional period of continuation coverage.  However, the two periods of coverage combined may not exceed a total of 36 months from the date of the first qualifying event (your termination).

When your employer must notify the Fund Office. Your employer must notify the Fund Office of your death, termination of employment, reduction in hours of employment or Medicare entitlement no later than 60 days after your loss of coverage due to one of these events.  However, you or your family should also notify the Fund Office if such an event occurs, in order to avoid confusion as to your status. 

When you or your beneficiary must notify the Fund Office. As a covered participant or qualified beneficiary, you are responsible for providing the Fund Office with timely notice of certain qualifying events.  These events include:

· Divorce or legal separation.

· A child no longer satisfies the eligibility requirements for coverage.

· A second qualifying event occurs after a qualified beneficiary has become entitled to COBRA with a maximum of 18 (or 29) months.  This second qualifying event could include an employee’s death, entitlement to Medicare, divorce or legal separation, or a child losing dependent status.

· When a qualified beneficiary entitled to receive COBRA coverage for a maximum of 18 months has been determined by the Social Security Administration to be disabled (as long as the disability occurred on or before the start of COBRA coverage or within the first 60 days of COBRA coverage).  The qualified beneficiary may be eligible for an 11-month extension of the otherwise applicable 18-month period of coverage, for a total of 29 months of COBRA coverage.

· When the Social Security Administration determines that a qualified beneficiary is no longer disabled.

You must make sure that the Fund Office is notified of any of the events listed above.  Failure to provide this notice in the form and within the timeframes described below will prevent you and/or your dependents from obtaining or extending COBRA coverage.

How to provide notice. Your notice should be sent to:




Fund Manager




Local 272 Welfare Fund

220 East 23rd Street, Room 805

New York, NY 10010

Please include the following in your notice:

· your name,

· the names of your dependents,

· your Social Security number and the Social Security numbers of your dependents,

· your address, and

· the nature and date of the occurrence you are reporting to the Fund.

When the notice must be sent. If you are providing notice due to a divorce or legal separation, a dependent losing eligibility for coverage, or a second qualifying event, you must send the notice no later than 60 days after the later of (1) the date of the relevant qualifying event; or (2) the date on which coverage would be lost as a result of the qualifying event. 

If you are providing notice of a Social Security Administration determination of disability, notice should be sent no later than 60 days after the later of (1) the date of the disability determination by the Social Security Administration; (2) the date of the qualifying event; or (3) the date on which the qualified beneficiary would lost coverage due to the qualifying event.

If you are providing notice of a Social Security Administration determination that you are no longer disabled, notice must be sent no later than 30 days after the date of the determination by the Social Security Administration that you are no longer disabled.

The time periods to provide these notices will not begin until you have been informed of the responsibility to provide the notice and these notice procedures through the furnishing of a summary plan description or a general (initial) notice by the plan.

Who can provide notice. Notice may be provided by the covered employee, qualified beneficiary with respect to the qualifying event, or any representative acting on behalf of the covered employee or qualified beneficiary.  Notice from one individual will satisfy the notice requirement for all related qualified beneficiaries affected by the same qualifying event.  For example, if an employee, her spouse and her child are all covered by the plan, and the child ceases to be a dependent under the plan, a single notice by the spouse would satisfy this requirement.


Electing COBRA coverage. The Fund must notify you and/or your covered dependents of your right to COBRA coverage within 14 days after it receives timely notice or becomes aware that a qualifying event has occurred.  You will have 60 days to respond if you want to continue coverage – measured from the date coverage would otherwise end or, if later, the date the COBRA notice is sent to you.

When you or your dependents have provided notice to the Fund of a divorce or legal separation, a beneficiary ceasing to be covered under the Plan as a dependent, or a second qualifying event, but you are not in fact entitled to COBRA, the Fund will send you a written notice stating the reason why you are not eligible for COBRA.  This will be provided within the same timeframe that the Fund is required to provide an election notice.

Paying for COBRA coverage.  You have to pay the full cost of continued coverage under COBRA, plus a 2% administrative fee.  If you are eligible for 29 months of continued coverage due to disability, the law permits the Fund to charge 150% of the full cost of the plan during the 19th to 29th months of coverage. Your first payment must be made within 45 days after you elect to continue coverage.  All subsequent payments will be due on the first day of each month for that month’s coverage.  You will be notified by the Fund Office if the amount of your monthly payment changes.

COBRA premiums are generally reviewed at least once a year and are subject to change. You will be notified by the Fund Office if the amount of your COBRA payment changes. In addition, if the benefits change for active employees, your coverage will change as well.

When COBRA coverage ends.  Your continued coverage under COBRA will end if:

· Coverage has continued for the maximum 18, 29 or 36 month period.

· The Plan terminates.  If the coverage is replaced, you may be continued under the new coverage.

· You or your dependent(s) fail to make the necessary payments on time.

· You or a covered dependent(s) become covered under another group health plan that does not exclude coverage for pre-existing conditions or the pre-existing conditions exclusion does not apply.

· You or a covered dependent becomes entitled to benefits under Medicare.

· You or your dependent(s) are continuing coverage during the 19th to 29th months of a disability, and the disability ends.

Continuation coverage may also be terminated for any reason the Plan would terminate coverage of a participant or beneficiary not receiving continuation coverage (such as fraud).

Full details of COBRA continuation coverage will be furnished to you or your eligible dependents when the Fund Office receives notice that a qualifying event has occurred.  It is important to contact the Fund Office as soon as possible after one of these events occurs.

If continuation coverage is terminated before the end of the maximum coverage period, the Fund will send you a written notice as soon as practicable following the determination that continuation coverage will be terminated early.  That notice will tell you the date of termination, and your rights, if any, to alternative individual or group coverage.

Consequences of failing to elect COBRA. In considering whether to elect continuation coverage, you should take into account the effect your decision will have on your future rights under federal law.

First, you can lose the right to avoid having pre-existing condition exclusions applied to you by other group health plans if you have more than a 63-day gap in health coverage, and election of continuation coverage under COBRA may help you avoid such a gap.

Second, you will lose the guaranteed right to purchase individual health insurance policies that do not impose such pre-existing condition exclusions if you do not get continuation coverage for the maximum time available to you.

Finally, you should take into account that you have special enrollment rights under federal law.  You should have the right to request special enrollment in another group health plan for which you are otherwise eligible (such as a plan sponsored by your spouse’s employer) within 30 days after your group health coverage ends because of the qualifying events listed above.  You will also have the same special enrollment right at the end of the continuation coverage if you get continuation for the maximum time available to you.

Your Rights Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Under the federal law called the Health Insurance Portability and Accountability Act of 1996 (commonly called “HIPAA”) the Fund is required to provide the following rights.

Special enrollment rights. HIPAA requires that plans like ours guarantee that participants and dependents not otherwise enrolled in a plan have special enrollment rights if certain events occur, known as “qualifying circumstances” under HIPAA. Qualifying circumstances include:

· A change in family status, such as marriage, divorce, birth, adoption, placement for adoption, or death. Under these circumstances coverage takes effect immediately as long as coverage is requested within 30 days of the applicable event.

· You previously stated in writing that you and or your dependents were waiving Fund coverage because of coverage under another medical plan, and that other coverage is lost for any of the following reasons:

· termination of employment;

· reduction in hours worked;

· your spouse dies;

· you and your spouse divorce or legally separate;

· the other coverage was COBRA continuation coverage, and you or your dependent reaches the maximum length of time for COBRA continuation coverage; or

· the other plan terminates because the employer or other sponsor did not pay the premium when due.

More information about these rights is available from the Fund Office.

Certificate of Creditable Coverage. When your Fund coverage ends, you and/or your dependents will be provided with, a "Certificate of Creditable Coverage." Certificates of Creditable Coverage indicate the period of time you and/or your dependents were covered under the Fund (including COBRA coverage), as well as certain additional information required by law. The Certificate of Creditable Coverage may be necessary if you and/or your dependents become eligible for coverage under another group health plan, or if you are covered under a health insurance policy, within 63 days after your coverage under this Fund ends (including COBRA coverage). The Certificate of Creditable Coverage is necessary because it may reduce any exclusion for pre-existing coverage periods that may apply to you and/or your dependents under the new group health plan or health insurance policy.

The Certificate of Creditable Coverage will be provided to you:

· on your request, within 24 months after your Fund coverage ends

· when you are entitled to elect COBRA

· when your coverage terminates, even if you are not entitled to COBRA 

· when your COBRA coverage ends.

You should retain these Certificates of Creditable Coverage as proof of prior coverage for your new health plan. For further information, call the Fund Office.

Other HIPAA rules. This Plan is a covered entity under HIPAA’s privacy regulations. For a copy of the Fund’s “Notice of Privacy Practices,” please contact the Fund Office.

Medical Benefits

The Plan provides a comprehensive package of hospital and health care benefits – ranging from office visits, to lab tests and x-rays, to major surgery and hospital care.

At the end of this section is a chart that shows the principal types of benefits provided by the Plan. Later sections describe your medical benefits in more detail.

The Fund’s Network and Viveka Health Management – The Plan’s Partners

The Fund has two partners in providing medical benefits for you and your family – The Fund’s Network (currently the Magnacare Network) and Viveka Health Management.

· The Fund’s Network provides the network of health care providers through which “in network” services are provided under our plan.

· Viveka Health Management provides administrative services to the Fund, including pre-admission review and certification, pre-surgery (one day admission) review and certification, pre-MRI and CT (“catscan”) review and certification and Medical Management services.

More About The Fund’s Network and In-Network and Out-of-Network Services

The Plan provides benefits for both in-network and out-of-network services. Using a network doctor may save you money.

In-network services are services provided by a doctor, hospital or other health care provider that has been agreed to accept assignment of benefits from Plan beneficiaries. Some of the key features of in-network services include:

· The ability to choose from an extensive group of providers that accept assignment of your benefits under the Plan;

· A small copayment or coinsurance for all services covered by the Plan;

· There are no claim forms to file by the member if a provider 

accepts assignment of benefits under the Plan.

Copay or Coinsurance?

Some services require a copay. That is a fixed amount (usually $35 or $200) that you pay when you receive the service.

Other network services require coinsurance. That means you pay a percentage (usually 10%) of the amount covered by the Plan (if the Plan covers $100 then you pay $10 and the Plan pays $90). 
This chart shows you the type of payment required for different services provided by network providers.
	Service
	Copay or Coinsurance



	Doctor visits in the office or at home


	$35 copay

	Well-Child Care (routine checkups and immunizations)


	$35 copay

	Physical Therapy (maximum 20 visits/year)


	$35 copay



	Chiropractor (maximum 10 visits/year)


	$35 copay

Maximum of $50 in charges allowed per visit



	Speech Therapy (maximum 30 visits/year)


	$35 copay



	Mental Health and Substance Abuse


	$35 copay for office visits.
 There is no precertification for these type of office visits

$200 copay for facility charges

but must be approved

and certified through

Teamster Center Services

1-800-433-4287



	Lab Tests

(Performed at lab or doctor’s office)


	$5 copay
for in network providers.


	Hospital Room and Board


	$200 copay (Plan pays reasonable costs for 

up to 30 days per year)



	Doctor visits and consultations in the hospital


	10% coinsurance

	Surgical Service, Surgical Assistant* and Anesthesia

(*Not allowed in teaching hospitals)


	10% coinsurance

	Chemotherapy and Radiation Therapy


	10% coinsurance



	Diagnostic Screening, Tests and Mammography Screening


	10% coinsurance

	Maternity Care


	10% coinsurance

	Durable Medical Equipment, Covered Prosthetic and Orthotic Equipment


	10% coinsurance

	Ambulance


	10% coinsurance

(the maximum allowed charge

is $300)



	Emergency Room


	$200 per visit




Out-of-network services are services provided by a licensed provider outside of the Plan’s network. When you select out-of-network services that are covered by the Plan:

· You may have to pay the provider when you receive service;

· You will need to file a claim form to be reimbursed by the Fund;

· In addition to your normal copay or coinsurance, you must also pay the difference between the amount that an out-of-network provider charges and the amount the Plan would pay for the same services to a Plan-selected in-network provider in the same geographic area which provides the same or similar services as the out-of-network provider.  Outside the New York City Metropolitan Area, the Plan will pay no more than than the Medicare reimbursement rate for the locality of the out-of-network provider.
· IMPORTANT NOTICE TO PLAN PARTICIPANTS AND PROVIDERS.  IF A PROVIDER ACCEPTS ASSIGNMENT OF BENEFITS FROM A PLAN PARTICIPANT, SAID PROVIDER IS CONSIDERED TO BE IN-NETWORK AND AGREES TO ACCEPT THE FUND’S PLAN OF BENEFITS.  THE ONLY AMOUNTS DUE FROM THE PARTICIPANT ARE ANY COPAYS OR COINSURANCE AS INDICATED ON ANY EXPLANATION OF BENEFIT SENT.
	Example. Assume that you go to a doctor that accepts the Fund plan of benefits.  You are responsible for any copay or coinsurance and the Fund pays the agreed to balance.
If you go to an out-of-network provider, the Fund reimbursement is different.  Beside the copay and coinsurance that you are responsible for, you may be responsible for additional charges.  See page 64 for an explanation of how out-of-network claims are paid.


	A Word About Claims

All claims must be submitted to the Fund Office within 90 days of the date that you received a service. A claim submitted more that 90 days after the date of service will not be reimbursed.


Finding a Network Provider (A Provider who accepts assignment of your benefits)
 You can locate a provider by calling the Fund Office at 1-212-726-9730 or by visiting Magnacare’s website at www.magnacare.com.

	If you need to see a doctor:

· If you want to take advantage of the additional benefits available when you use a provider that accepts assignment of your benefits, contact the Fund Office at 212-726-9730 to confirm that the provider you want to use will accept your benefits. If you have a computer, you can also get this information online at www.magnacare.com.

· Call to make an appointment.

· Write down any questions you may have before your appointment. This way you will not forget to ask your doctor important questions during your appointment

· Make a list of any medications you are taking, noting how often you take each one.

· Take your ID card when you go to your appointment. All of your ID cards are available on the Viveka Health App that can be found in the Apple or Google or stores.
If you decide to use a provider that does not accept assignment of your benefits, keep in mind that you may be required to pay the provider and then submit a claim for reimbursement. See the section called “Claims and Appeals” for more information on this procedure.


Viveka Health Management 

The Viveka Health Management program helps you and your family members identify the most appropriate setting to receive health care services. The program’s purpose is to reduce unnecessary hospitalization and promote the use of safe, cost-effective alternatives to hospitalization.

Together with your doctor, the Medical Management program works to:

· Select the most suitable health care setting or service,

· Explain the available health care options,

· Assure that your stay lasts as long as medically necessary, and

· Assist with planning for outpatient services that may be needed after discharge.

When to contact Viveka Health Management. You must contact Viveka Health Management at least 14 days before a planned hospital admission. You must also contact Viveka Health Management within 24 hours after an emergency admission.

	When to Contact the Viveka Health Management Program

You must contact Viveka Health Management for all hospital admissions, excluding psychiatric admissions. You must also contact them upon an emergency admission. Failure to contact Viveka Health Management, where required, will result in a denial of benefits. Viveka Health Management can be reached at 800-332-5426. (For alcohol or substance abuse admissions, call Teamster Center Services at 800-433-4287.) 


If you fail to obtain precertification from Viveka Health Management, your claim will not be paid by the Fund.

Covered Medical Expenses

The Plan provides coverage for the following medical expenses, provided you are under the care of a licensed physician and the covered services and supplies are medically necessary:

· Hospital services and supplies, including:

· Room and board, up to the semi-private room rate, up to 30 days a year,

· Specialty unit charges (such as intensive care units and operating rooms),

· Outpatient and emergency room services (when necessary),

· Services and normally required in connection with a hospitalization, such as: X-rays and lab tests; oxygen; dressings and casts; physical and occupational therapy; radiation therapy.

· Doctor visits in the office, the hospital, or at home.

· Surgical services for treatment of an illness or injury. General anesthesia as part of a covered surgical procedure is also covered when given by a doctor other than the operating surgeon or the surgeon’s assistant, as long as the anesthesiologist accepts the Plan’s benefits. When the procedure is in a hospital, the Plan also covers a surgical assistant who helps the surgeon, as long as the surgical assistant is not a hospital employee and no doctor who is a hospital employee is available to help the surgeon. Surgical assistants are not covered in teaching hospitals.

· Diagnostic X-rays and other imaging services, including mammography for women. Diagnostic X-rays and other imaging services performed at a hospital, when not a patient in the hospital, are not covered.
· Lab tests (performed at a lab or doctor’s office).  Lab tests performed at a hospital lab, when not a patient in the hospital, are not covered.
· Chemotherapy and radiation therapy in a doctor’s office or other outpatient setting.

· Maternity care.

· Durable medical equipment, such as wheelchairs and crutches.

· Prosthetics, such as artificial limbs, and certain orthotic appliances (more details on this below).

· Physical therapy (maximum 30 visits a year).

· Speech therapy (maximum 30 visits a year).

· Chiropractor (maximum 10 visits a year, limited to one visit per week).

· Ambulance service up to a $300 maximum.
· Mental health and substance abuse treatment.

· “Well child care” (routine checkups and immunizations for children).

Other Covered Expenses

Some medical services are subject to special rules and limitations. These are described below.

Physical therapy and rehabilitation. For inpatient care, the Plan covers up to 10 days each calendar year for stays in participating hospitals primarily for physical therapy, physical medicine and rehabilitation. These services must be performed under programs approved by the New York State Department of Health or other such similar agency in the state where services are provided.
For outpatient physical therapy and rehabilitation services, the Plan covers up to 10 visits per calendar year. The therapy must be prescribed by a doctor and seek either to improve or to restore bodily functions within a reasonable period, limited to 10 visits a year.

Kidney dialysis. For inpatient care, the Plan covers hemodialysis or peritoneal dialysis while the covered individual is a registered bed patient in a hospital. 
For outpatient dialysis, the Plan covers the following:

· In a hospital or freestanding facility, the Plan pays the cost of necessary treatment in the facility’s dialysis program but no more than Medicare reimburses for the same services.

· For dialysis in the home, the Plan pays the cost of all appropriate and necessary supplies required for home dialysis treatment, as well as the reasonable rental cost of the required equipment but only up to the amount Medicare reimburses for the same services.
· All dialysis benefits will be paid in accordance with the Medicare’s fee schedule.  
Mental health care. For inpatient services, you must contact Teamster Center Services (TCS) at 1-800-433-4287. The Plan does not cover any inpatient or out-patient facility mental health services that have not been arranged or authorized by TCS.

For inpatient mental health care arranged by TCS, the Plan covers up to 30 days per year. 
Alcohol and substance abuse treatment. Inpatient treatment for alcohol or substance abuse must also be arranged through Teamster Center Services at 1-800-433-4827. The Plan does not cover any in patient substance abuse treatment that has not been arranged through TCS.

Inpatient benefits for necessary TCS-authorized hospitalization for the diagnosis and treatment of alcoholism and/or substance abuse include:

· Five days of active treatment for detoxification per 12-month period in a TCS-approved facility, and

· 25 days of inpatient rehabilitation services per 12-month period in a TCS-approved facility.
Home care services. Home care benefits are available under a physician-approved plan of treatment when the necessary services are provided through a New York State-certified home health agency and hospitalization or confinement in a skilled nursing facility would otherwise have been required.

Covered services include: part-time professional nursing; part-time home health aide services (up to four hours of such care is equal to one home care visit); physical, occupational or speech therapy; medical supplies, drugs, and medicines prescribed by a physician; necessary laboratory services. The maximum number of visits for home care services is 20 visits per year and must commence within seven (7) days after discharge from a hospital.

Maternity care. The Plan provides the following maternity benefits:

· on an outpatient basis, routine pregnancy-related care for the mother both before and after the pregnancy (subject to any applicable coinsurance or copayments;

· on an inpatient basis, delivery and any pregnancy-related treatment in a participating hospital or birthing center.

Note that under federal law maternity benefits must cover a minimum of 48 hours of inpatient care following any delivery other than a caesarean delivery. Following a caesarean delivery, at least 96 hours of coverage must be provided. 

If a mother decides to be discharged earlier than 48 hours after a normal delivery or 96 hours after a caesarean delivery, she will be entitled, upon request, to one home care visit. This visit will be within 24 hours after discharge or the time of request, whichever is later. This home care visit is in addition to other home care benefits of this plan and is not subject to the deductible or coinsurance.
Maternity care coverage also includes parent education; assistance and training in breast or bottle feeding, and the performance of any necessary maternal and newborn clinical assessments.

Newborn children. For newborn children benefits are available from birth for:

· the treatment of illness or injury,

· nursery care in an approved premature unit for an infant weighing less than 2,500 grams (5.5 pounds), or

· incubator care, regardless of the infant’s weight.

If you have individual coverage at the time your child is born, the newborn will be covered for illness or injury for 30 days from the date of birth. However, for coverage to continue beyond that time, you must apply for family coverage. No coverage is available for children of your covered dependent children. 

Benefits are not provided for circumcision of a child less than 30 days of age.
Women’s health care. The Plan covers the following diagnostic services for women:

· mammogram once per year for covered women 35 and older (or at any age if requested by a doctor when indicated by health history),

· an annual PAP smear test for covered women 18 years of age and older.

Diagnostic screening. The following diagnostic screening services are provided for all covered participants, as indicated below. Note that a screening test is a test for a certain disease when you have no evidence of that disease (the Fund will not provide benefits for any diagnostic screening tests not mentioned below or elsewhere in this summary).

· Colorectal cancer: screening with either:

· fecal occult blood test (annually for persons age 40 and older)

· sigmoidoscopy (once every two years for persons age 40 and older)

· Hyperchlesterolemia – screening for serum cholesterol levels once every two years

· Diabetes – screening for diabetes melitus for either pregnant women or women contemplating pregnancy.

Prosthetic and orthotic appliances. When prescribed by a doctor, the Plan covers prosthetics and orthotic appliances that support or replace part or all of a body function or organ. This coverage also includes replacing, repairing, fitting and adjusting such devices. Covered orthotics are rigid or semi-rigid braces which are used to support a weak or deformed body part or to restrict or eliminate motion. Most orthotics are not covered. Orthotics prescribed for podiatric conditions are not covered.

Hospice care. The Plan covers up to 180 days of hospice care in a hospice, a hospital or at home. To qualify for this benefit:

· The covered person must be certified by his or her primary attending physician as having a life expectancy of six months or less.

· If the hospice is located in New York State, it must be certified under Article 40 of the New York Public Health Law.

· If the hospice is located outside New York State, it must be certified by the state in which the hospice organization is located.

Services typically covered under this benefit include bed patient care and related services when care is provided either in a hospice unit or in a regular hospital bed. When services are provided at home or on an outpatient basis covered services may include the following: intermittent nursing and home health aide care; physical, speech, occupational and respiratory therapy; lab tests and X-rays; social services; nutritional services, medical supplies; rental of durable medical equipment; drugs and medications not of an experimental nature, medical care by the hospice physician; medically necessary transportation between home and the hospital or hospice organization; five visits for bereavement counseling for the covered person’s family, either before or after the covered person’s death.

Hospice care is covered in full when received through a provider  that accepts the Fund’s plan of benefits. If you go to a non-accepting provider, the plan covers 80% of eligible expenses but in no case more than What Medicare reimburses for similar services.
Medical Expenses That Are Not Covered

Expenses that are not covered by the Plan include, but are not limited to, the following:

· Treatment, services or equipment or supplies (including prosthetics and orthotic appliances) that are not medically necessary (in the opinion of Viveka Health Management or the Fund) or not covered by Medicare.
· Care in a hospital that does not accept the Fund’s plan of benefits except for emergency care for illness or injury and then only to stabilize the patient for transfer to an in-network facility.
· Sanitarium, custodial or convalescent care; rest cures; care in a hospital for long-term care.

· Hospital confinements or any period of hospital confinement primarily for diagnostic studies.

· Care covered under Workers’ Compensation law; care furnished under federal, state (including no-fault auto insurance law) or other laws or programs (except Medicaid), or military service-related care in a veterans’ facility or a hospital operated by the United States.

· Elective cosmetic surgery or any related complications. However, under the Women’s Health and Cancer Rights Act of 1998, health care plans that provide medical and surgical benefits in connection with mastectomies must also provide benefits for certain reconstructive or related services following a mastectomy. Coverage will be provided for reconstruction of the breast on which the mastectomy has been performed; surgery and reconstruction of the other breast to produce a symmetrical appearance; breast prostheses and surgical bras; and treatment of physical complications of any stage of mastectomy, including lymphedemas.

· Services of private or special nurses, or other private attendants or their board.

· Routine physical examinations unrelated to either an illness or an injury, unless specifically included elsewhere in this summary.

· Treatment covered by Medicare, in the case of individuals covered by Medicare.

· Services usually provided without charge, even if charges are billed.  The Plan does not cover vaccines not required for School Entrance or Attendance as required by New York State.
· Travel, even if recommended by a doctor.

· Services for either illness or injury received as a result of war.

· Dental services, including (but not limited to) cavities and extractions, care of either gums or bones supporting the teeth, periodontal abscess, orthodontia, and false teeth. However, the Plan does cover both surgical removal of impacted teeth and treatment due to an accidental injury to sound natural teeth that happens within twelve months of the accident.

· Screening procedures for the following services: worksite screening services provided by an employer at no cost to employees; government health department screening services offered at no cost to recipients; services given in a mobile screening unit (van) unless a doctor (not affiliated with the mobile screening unit) prescribes the service; general physical exams or checkups.

· Foot care, including care of corns, bunions, calluses, toenails, flat feet, fallen arches, weak feet, chronic foot strain, or symptomatic complaints of the feet except capsular or bone surgery related to bunions and hammertoes.

· Eyeglasses, contact lenses, or the examination for their fitting except immediately following cataract surgery.

· Hearing aids or the examination for their fitting.

· Services either given by an unlicensed provider or performed outside the scope of the provider’s license. 

· Services performed at home except those services specifically noted elsewhere as available either in the home or as the result of an emergency.

· Technology, including treatments, procedures, drugs, biologicals or medical devices that, in the sole discretion of Viveka Health Management are not medically necessary in that they are experimental, investigational, obsolete or ineffective. Hospitalization and physician services associated with any of these technologies are also not covered. Genetic testing and gene replacement therapy, under all circumstances, are not covered under the plan.
“Experimental” or “investigational” means that the technology is:

· not of proven benefit for either the particular diagnosis or treatment of the covered person’s condition, or

· not generally recognized by the medical community (as reflected in the published peer-reviewed medical literature) as effective or appropriate for the particular diagnosis or treatment of the covered person’s particular condition, or

· in the case of a hospitalization, anything not covered by Medicare.

Government approval of a technology is not necessarily sufficient to render it of proven benefit or appropriate or effective for a particular diagnosis or treatment of a covered person’s particular condition.

Viveka Health Management and the Fund may apply any or all of the following five criteria when determining whether a technology is experimental, investigational, obsolete or ineffective:

· A medical device, drug, or biological product must have received final approval to market by the U.S. Food and Drug Administration (FDA) for the particular diagnosis or condition. Once FDA approval has been granted for a particular diagnosis or condition, use of the medical device, drug or biological product for another diagnosis or condition may require that any or all of these five criteria be met.

· Conclusive evidence (from the published peer-reviewed medical literature) exists that the technology has a definite positive effect on health outcomes.

· Demonstrated evidence (as reflected in the published peer-reviewed medical literature) exists that over time the technology leads to improvement in health outcomes (i.e., the beneficial effects outweigh any harmful effects).

· Proof (as reflected in the published peer-reviewed medical literature) exists that the technology is at least effective in improving health outcomes, or is usable in appropriate clinical contexts in which established technology is not employable.

· Proof (as reflected in the published peer-reviewed medical literature) exists that improvement in health outcomes (as defined in #3 above) is possible in standard conditions of medical practice, outside investigatory settings.

Utilization Management - Plan Features Designed to Help Keep Costs Down

The Plan includes a number of features designed to manage costs for both you and the Plan and to ensure that you get the most out of the benefits available to you and your family.

When you need to contact Utilization Management. You (or a family member or other representative) should contact Viveka Heath Management Utilization Management program at 1-800-332-5426:

· Within one business day of an unscheduled emergency hospital admission;

· As far in advance of a planned elective admission as possible (This includes one-day admissions and all surgical procedures);

· Whenever you want a voluntary second surgical opinion.

	Contacting Utilization Management. To get in touch with the Utilization Management Program call Alicare at 1-800-332-5426. The telephone number also appears on the back of your ID card. Business hours are 9 am to 5 pm, Monday through Friday. After hours and on weekends you should leave a message and be sure to include:

· Your name;

· Your Social Security number;

· The telephone number (including area code) where you can be reached.


When you do not have to contact Utilization Management. You do not have to call Utilization Management if:

· You are treated and discharged from an emergency room; or

· You are admitted to a hospital outside the continental United States because the Fund does not cover any medical expenses incurred outside the United States; or

· Your primary coverage is Medicare.

Preadmission review. Once you provide notice of a scheduled non-emergency admission, Alicare will conduct a “preadmission review.” The preadmission review will include:

· A review of the reason for the admission;

· Assistance in helping you get a voluntary second surgical opinion, if requested;

· A discussion with you and your doctor of ambulatory surgery options, if appropriate.

Alicare will send you, your physician and the hospital written confirmation once the preadmission review is completed.

Surgical procedures that can be done on an outpatient basis (“ambulatory surgery”). Some surgical procedures can be done without an overnight stay in the hospital. Ambulatory surgery offers a safe alternative to inpatient hospitalization, allows you to recuperate at home, and saves health care dollars.

If your physician wants you to go to the hospital for any surgical procedure, you must contact Alicare before admission.

Voluntary second surgical opinion. If a doctor recommends a surgical procedure – whether in a hospital or in an ambulatory surgery unit – you can arrange for a second surgical opinion through the Utilization Management Program administered by Alicare. 

Alicare will provide the names of three qualified specialists located near your home or place of business. You then choose one of these specialists to visit for your second surgical opinion consultation. You have no claim forms to complete and no out-of-pocket expenses. You will receive the same benefits regardless of whether you follow the second opinion consultant’s recommendation. The final decision of whether to proceed with the surgery is entirely yours.

Continued stay review. While you are in the hospital, Alicare will conduct a “continued stay review,” which includes:

· Working with the hospital and your physician to help make sure your stay lasts only as long as is medically necessary,

· Assisting in arranging for other covered services when needed, such as home care, following hospital discharge,

· Working with you and your family to identify and arrange continuing health care services in the case of a prolonged illness.

In the event the second opinion surgeon disagrees with the original recommendation for surgery, you may obtain a third opinion through the program, again at no cost to you.

Medical necessity review. Alicare’s Utilization Management staff can usually certify your admission or continued stay without having to talk with your doctor. Occasionally it may be necessary for a program physician to review your case and discuss it with your doctor.

Usually the doctors reach an agreement during this discussion about the necessity of the admission or continued stay in the hospital. Either your physician will agree that an alternative setting (such as an ambulatory surgery unit) is appropriate or the program’s physician will agree on the inpatient setting.

In the event that the physicians cannot agree, the Utilization Management Program will notify you, your doctor and the hospital in writing that the inpatient setting has not been approved.

Appealing medical necessity denials. See the section called “Claims & Appeals” for information on how you may appeal a medical necessity denial.

Individual case management. In the event of a catastrophic illness or injury, the Utilization Management Program individual case management staff can provide assistance and support. This program gives you access to social workers and nurses who can help you and your family plan for post-hospital care. Examples of the types of illnesses and injuries case management can help with include:

· Cancer

· Stroke

· AIDS

· Chronic illness

· Spinal cord and other traumatic injuries.

For case management help you should call Alicare at 800-332-5426.

Newborn infants requiring specialized care. Occasionally a complicated or premature delivery, or an illness discovered shortly after birth, may require that a baby remain in the hospital after the mother returns home. In such cases you must remember to call Alicare within 24 hours after the mother’s discharge. Case managers can help you arrange for the often highly technological care such babies require and enable your child to go home sooner than would otherwise be possible.

Benefit reductions. Under the Utilization Management Program, penalties (in the form of a reduction in benefits) may be imposed if you do not comply with program requirements. Specifically:

· If you do not notify the Utilization Management Program before an elective hospital admission, or

· If you do not contact the Program within one business day after being admitted to the hospital on an emergency basis.

If you do not comply with the procedures outlined above and discussed in this section, you will be responsible for paying the entire cost of your hospital bill.

	Use The Emergency Room Only In An Emergency

The emergency room is the most expensive way to treat a routine ailment like a cold or the flu. 

Our Plan covers emergency room care only in the case of a severe medical or behavioral condition the onset of which is sudden and the symptoms of which are severe. It must also be a situation in which a prudent layperson would assume that the absence of emergency care would place the health or bodily functions of the afflicted person (or others, in the case of a behavioral health care emergency) in serious jeopardy.

The Plan will not cover emergency room care in situations like the following:

· It is late at night, the condition is not sudden and serious, and your regular doctor is not available.

· The hospital is closer than your doctor’s office.

· You do not have a regular doctor.

If you need help locating a physician contact the Fund Office at 1-212-726-9730 or visit the web at www.272welfare.com.


ROUTINE LABORATORY PROCEDURES AND ROUTINE RADIOLOGICAL TESTS PERFORMED IN A HOSPITAL ARE NOT COVERED UNDER THE PLAN, UNLESS YOU ARE A REGISTERED PATIENT.  ROUTINE LAB TESTS AND ROUTINE RADIOLOGICAL TESTS MUST BE PERFORMED AT A DOCTOR’S OFFICE OR LAB OR RAIDOLOGICAL FACILITY TO BE COVERED UNDER THE PLAN.

IN ALL INSTANCES, THE PLAN WILL FOLLOW MEDICARE RULES AND REGULATIONS WHEN ADJUDICATING CLAIMS. THIS MEANS THAT IF MEDICARE DOES NOT PAY OR RECOGNIZE A CHARGE MADE BY A PROVIDER, THE FUND WILL NOT PAY FOR OR RECOGNIZE THE CHARGE. EXAMPLES OF ITEMS THAT MEDICARE MAY NOT PAY FOR ARE ROUTINE ITEMS AND SUPPLIES, ANESTHESIA CHARGES BY A FACILITY AND MISCELLANEOUS CHARGES. THE FUND MAY REQUIRE PROOF OF CHARGES TO VERIFY THAT BILLING IS CORRECT FROM A FACILITY.
THE PLAN DOES NOT COVER ANY TREATMENT FOR INFERTILITY OR ANY WEIGHT LOSS SURGERY. 
Prescription Drug Benefit

The prescription drug benefit is administered for the Fund by a Prescription Benefit Manager (PBM) and provides coverage for many prescription medications, as well as some diabetic supplies that are prescribed by a doctor.

How It Works

You can get prescription drugs three ways – from a participating pharmacy, a non-participating pharmacy, or in the case of “maintenance medication,” through a mail-order pharmacy. What you pay depends on which of these options you use.

There are three copayment levels as described in the chart below:

· generic drugs (lowest cost)

·  “preferred” brand name drugs (middle cost)

· “non-preferred” brand name drugs (highest cost)

	


Summary of Pharmacy Benefits

	When you fill a prescription…
	You Pay



	
	Generic
	Preferred

Brand


	Non-Preferred Brand



	At a participating pharmacy

(up to a 30-day supply)


	$4 copay
	$20 copay

(if you choose a brand-name drug with a generic equivalent,

you will be responsible for the cost difference)


	$35 copay

(if you choose a brand-name drug with a generic equivalent,

you will be responsible for the cost difference)

	At a non-participating pharmacy

(up to a 30-day supply)
	$4 copay

(plus any amount that exceeds what a network pharmacy would have received)


	$20 copay

(plus any amount that exceeds what a network pharmacy would have received)


	$35 copay

(plus any amount that exceeds what a network pharmacy would have received)

	Through Mail Order

(up to a 90-day supply)


	$8 copay
	$40 copay
	$70 copay


“Preferred” brand name drugs. “Preferred” brand name drugs appear on the PBM’s preferred drug list. The copay is higher for non-preferred brand name drugs. 

The Fund will send a list of the preferred brand name drugs to you, upon request. You may want to bring this list, along with your identification card, when you visit your healthcare provider.

If you misplace your preferred drug list, or if you do not know which category a medication falls under, you can contact the Fund office at 212-726-9730, or you can find the list on their web site at www.272welfare.com.

	A Word About Generic Drugs and Mail-Order

If you need a prescribed medication, do not forget that when you get the “generic” equivalent of a brand-name drug, you save money. Generic drugs contain the same ingredients as brand-name drugs, so when your doctor prescribes a medication, do not forget to ask him or her to request the generic version if there is one.

Another way you can save money on prescribed medication is by using the Plan’s mail order form. For double the copay you can receive three month’s supply of medicine.

If a “generic” equivalent of a brand-name drug is available and you do not receive a “generic” equivalent, the Fund will only pay for the cost of the “generic” equivalent. You are responsible for the copay and any additional cost over the “generic” costs.


Participating Pharmacies. There are many pharmacies that participate in the PBM’s network. To obtain the names of in-network pharmacies in your area, go to the Fund’s web site at www.272welfare.com or call 212-726-9730. When you go to a participating pharmacy, give your prescription and identification card to the pharmacist. If you misplace your prescription identification card, call the Fund Office at 1-212-726-9730 and they will send you a replacement.

Non-participating pharmacies. If you go to an out-of-network pharmacy, you will have to pay the full amount and submit a claim to the Fund for reimbursement. The Plan will reimburse you the same amount that it would have reimbursed a Plan-selected participating pharmacy. You are responsible for your copay ($4, $20 or $35), plus any difference between the rate at which the Plan reimburses a participating pharmacy and the amount charged by your pharmacy.

Mail order. Mail order benefits are provided through the PBM’s Mail-Order Pharmacy Services.

“Maintenance drugs” are prescription drugs that are used on a recurring basis and are usually prescribed for chronic conditions such as diabetes, arthritis, high blood pressure, heart disorders, depression and other mood disorders, and gastric diseases.

The same treatments and medications that are excluded from coverage under the pharmacy part of the program are also excluded under the mail-order program.

Having your mail-order prescription filled. Once your physician has written a prescription for your maintenance medication (which can be for a period of up to 90 days), attach the prescription to a claim form (you can get these from the Fund Office) and include a check or credit card number for the applicable copay. Call the Fund Office to get a mail-order application to you.

You will receive the medication in the mail -– usually within about 15 days after the PBM receives your application.

	Do not forget. When you use the Mail-Order Pharmacy, you will receive a 90-day supply of your medication.


What Is Covered and What Is Not Covered

What medications are covered. “Prescription medication” means a medication approved by the Federal Drug Administration (“FDA”) that may be legally dispensed only when you have a written prescription from a physician. The Fund does not cover drugs that can be purchased “over the counter,” even if your doctor gives you a prescription for such a drug (except Prilosec OTC, which the Fund will cover when prescribed by your doctor). Prilosec OTC must be used before any similar prescription drugs will be approved.

The Plan also covers diabetic supplies prescribed by a physician – needles, syringes, test strips, oral hypoglycemics and blood glucose agents. (The Plan does not cover alcohol swabs.)

What is not covered. There are certain medications the Plan cannot cover, and they include:

· Drugs which either by law do not require a prescription or are available over-the-counter. 
· Devices of any type (e.g., therapeutic devices, artificial appliances, hypodermic needles, syringes, or similar devices) except where specifically covered.

· Fertility drugs.

· Charges or fees for drug administration or injection.

· Vitamins that by law do not require a prescription.

· Drugs dispensed to you while you are in a hospital/facility, nursing home, or other institution.

· Investigational or experimental drugs (i.e., medications used for experimental indications and/or dosage regimens determined by the Fund to be experimental, except where specifically required by law.).

· Appetite suppressants, except for morbid obesity where the prescription of appetite suppressants is medically necessary and appropriate.

· Compounded medications with no ingredients requiring a prescription order.

· Medications for cosmetic purposes only.

· Medications with no approved FDA indications, unless otherwise required by law (i.e., drugs which have been prescribed for the treatment of a type of cancer for which the drug has not been approved by the FDA).

· Replacement prescription medications resulting from loss, theft, or breakage.

· The cost of medication dispensed in excess of the contractual limitation (any cost above the “allowed amount”).

· Injectable medicines (other than Insulin). Call the Fund Office for more information about coverage available for self-injectable medicines.
· Brand name drugs if a generic is available.

Dental Benefit

The Fund’s dental benefits are provided through Sele-Dent, Inc. (“DDS”). The Plan has a $100 per patient annual deductible, up to a maximum family deductible of $250 per year. There’s also a $1,000 per person annual maximum for all dental services.

Receiving services. There are over 400 participating dentists and specialists in the tri-state area. To find a participating dentist, go to the Sele-Dent website www.sele-dent.com.  

If you go to a non-participating provider, you may have to pay the full charge up front. You can file for reimbursement with DDS, who will reimburse you up to the “allowed amount” for that service, less any applicable copay. If the non-participating provider charges you more than the allowed amount, you will be responsible for the additional amount (as well as the copay). 

Predetermination Requirement

All claims over $300 must be submitted to Sele-Dent for pre-determination of benefits. Your dentist should submit a pre-determination form and any x-rays to the Sele-Dent office listed below. You can obtain a claim form by calling Sele-Dent or visiting the website at www.sele-dent.com. 

Covered Dental Services

The Plan covers a wide range of the dental services most commonly used –- including checkups, x-rays, cleanings, fillings, extractions, root canals and crowns.

The Schedule of Dental Benefits that appears in this section lists all dental services covered by DDS. Please keep in mind that only those services listed are covered. If a service is not listed, then it is not covered.

	For answers to questions not addressed in this summary, contact Sele-Dent at:

1-800-520-3368
www.sele-dent.com


	Schedule of Dental Benefits

	Service
	Description
	ALLOWED AMOUNT
	Your Copay



	

	0100
	DIAGNOSTIC SERVICES

	0150
	COMPREHENSIVE ORAL EXAM
	$14.00
	$6.00

	0210
	X-RAYS-COMPLETE SERIES
	$25.00
	$10.00

	0220
	X-RAYS-PERIAPICAL (1ST FILM)
	$4.00
	$1.00

	0230
	X-RAYS-PERIAPICAL (EACH ADDITIONAL)


	$3.00
	$1.00

	0240
	X-RAYS-OCCLUSAL FILM
	$8.00
	$3.00

	0270
	X-RAYS-1 BITEWING
	$7.00
	$3.00

	0272
	X-RAYS-2 BITEWINGS
	$9.00
	$3.00

	0274
	X-RAYS-4 BITEWINGS
	$14.00
	$6.00

	0330
	X-RAYS-PANORAMIC FILM
	$23.00
	$9.00

	0415
	BACTERIOLOGIC EXAM/TESTS
	$16.00
	$8.00

	0470
	DIAGNOSTIC CASTS
	$12.00
	$5.00


	

	1000
	PREVENTIVE

	1110
	DENTAL PROPHYLAXIS-ADULT
	$21.00
	$9.00

	1120
	DENTAL PROPHYLAXIS-CHILD
	$18.00
	$7.00

	1203
	FLUORIDE TREATMENT
	$11.00
	$4.00

	1351
	SEALANT-PER TOOTH
	$14.00
	$6.00

	1510
	SPACE MAINTAINER-FIXED UNILAT
	$82.00
	$35.00

	1515
	SPACE MAINTAINER-FIXED BILATER
	$82.00
	$35.00

	1520
	SPACE MAINTAINER-REMOV.UNILAT
	$82.00
	$35.00

	1525
	SPACE MAINTAINER-REMOV.BILATER
	$82.00
	$35.00

	

	2000
	RESTORATIVE

	2140
	AMALGAM-1 SURFACE,PRIM.,PERM.
	$14.00
	$5.00

	2150
	AMALGAM-2 SURFACES,PRIM.,PERM.
	$22.00
	$9.00

	2160
	AMALGAM-3 SURFACES,PRIM.,PERM.
	$32.00
	$13.00

	2161
	AMALGAM-4+SURFACES,PRIM.,PERM.
	$49.00
	$21.00

	2330
	COMPOSITE-1 SURFACE,ANTERIOR 

	$18.00
	$7.00

	2331
	COMPOSITE-2 SURFACES,ANTERIOR
	$28.00
	$12.00

	2332
	COMPOSITE-3 SURFACES,ANTERIOR 

	$42.00
	$18.00

	2335
	COMPOSITE-4+SURF/INCISAL,ANT.
	$53.00
	$22.00

	2391
	COMPOSITE-1 SURFACE,POSTERIOR
	$18.00
	$7.00

	2392
	COMPOSITE-2 SURFACES,POSTERIOR
	$28.00
	$12.00

	2393
	COMPOSITE-3 SURFACES,POSTERIOR
	$42.00
	$18.00

	2394
	COMPOSITE-4+SURFACES,POSTERIOR
	$53.00
	$22.00

	2510
	INLAY-METALLIC-1 SURFACE
	$105.00
	$45.00

	2520
	INLAY-METALLIC-2 SURFACES 

	$175.00
	$75.00

	2530
	INLAY-METALLIC-3 OR MORE SURF
	$280.00
	$120.00

	

	2700
	CROWNS

	2710
	CROWN-RESIN (LABORATORY)
	$210.00
	$90.00

	2720
	CROWN-RESIN HIGH NOBLE METAL
	$245.00
	$105.00

	2721
	CROWN-RESIN PREDOM BASE METAL
	$245.00
	$105.00

	2722
	CROWN-RESIN NOBLE METAL
	245.00
	105.00 

	2751
	CROWN-PORCE PREDOM BASE METAL
	$245.00
	$105.00

	2752
	CROWN-PORCELAIN NOBLE METAL
	$280.00
	$120.00

	2780
	CROWN-3/4 CAST HIGH NOBLE MTL
	$245.00
	$105.00

	2790 

	CROWN-FULL CAST HIGH NOBLE MTL
	$245.00
	$105.00

	2791
	CROWN-FULL CAST PREDOM BASE
	$245.00
	$105.00

	2792
	CROWN-FULL CAST NOBLE METAL
	$245.00
	$105.00

	2910
	RECEMENT INLAY
	$14.00
	$6.00

	2920
	RECEMENT CROWN
	$18.00
	$7.00

	2930
	STAINLESS STEEL CROWN-PRIM.
	$77.00
	$33.00

	2931
	STAINLESS STEEL CROWN-PERM.
	$77.00
	$33.00

	2951
	PIN RETENTION-PER TOOTH
	$12.00
	$5.00

	2952
	CAST POST AND CORE 

	$91.00
	$39.00

	2954
	PREFABRICATED POST AND CORE
	$91.00
	$39.00

	

	3000
	ENDODONTICS

	3110
	PULP CAP-DIRECT
	$11.00
	$4.00

	3120
	PULP CAP-INDIRECT 

	$11.00
	$4.00

	3220
	THERAPEUTIC PULPOTOMY
	$56.00
	$24.00

	3310
	ROOT CANAL-ANTERIOR
	$112.00
	$48.00

	3320
	ROOT CANAL-BICUSPID
	210.00
	$90.00

	3330
	ROOT CANAL-MOLAR
	$315.00
	$135.00

	3410
	APICOECTOMY-ANTERIOR
	$70.00
	$30.00

	3420
	APICOECTOMY-BICUSPID,1ST ROOT
	$105.00
	$45.00

	3425
	APICOECTOMY-MOLAR,1ST ROOT
	$140.00
	$60.00

	3426
	APICOECTOMY-EACH ADDL ROOT
	$70.00
	$30.00


	

	4000
	Periodontics 

	4210
	GINGIVECTOMY/PLASTY-PER QUAD
	$105.00
	$45.00

	4211 

	GINGIVECTOMY/PLASTY-1 TO 3 TTH
	$14.00
	$6.00

	4260
	OSSEOUS SURGERY-PER QUAD
	$280.00
	$120.00

	4341
	PERIO SCALING/RT PLANNING-QUAD
	$28.00
	$12.00

	

	5000
	Prosthodontics 

	5110
	COMPLETE DENTURE-MAXILLARY
	$280.00
	$120.00

	5120
	COMPLETE DENTURE-MANDIBULAR
	$280.00
	$120.00

	5130
	IMMEDIATE DENTURE-MAXILLARY
	$350.00
	$150.00

	5140
	IMMEDIATE DENTURE-MANDIBULAR
	$350.00
	$150.00

	5211
	PRTL DENT-MAX W/CLASPS-ACRYLIC
	$280.00
	$120.00

	5212
	PRTL DNT-MAND W/CLASPS-ACRYLIC
	$280.00
	$120.00

	5213
	PRTL DENT-MAX W/CLASPS-CAST 

	$350.00
	$150.00

	5214
	PRTL DENT-MAND W/CLASPS-CAST
	$350.00
	$150.00

	5281
	REMOVABLE UNILATERAL PRTL-1TTH
	$140.00
	$60.00

	5410
	ADJUST COMPLETE DENTURE-MAX
	$38.00
	$16.00

	5411
	ADJUST COMPLETE DENTURE-MAND
	$38.00
	$16.00

	5421
	ADJUST PARTIAL DENTURE-MAX
	$38.00
	$16.00

	5422
	ADJUST PARTIAL DENTURE-MAND
	$38.00
	$16.00

	5510
	REPAIR BRKN COMPLETE DENT BASE
	$35.00
	$15.00

	5520
	REPLACE MISS/BRKN TTH-COMP DNT
	$28.00
	$12.00

	5610 

	REPAIR PRTL RESIN DENTURE BASE
	$38.00
	$16.00

	5620
	REPAIR PARTIAL CAST FRAMEWORK
	$38.00
	$16.00

	5630
	REPAIR/REPLACE BROKEN CLASP
	$38.00
	$16.00

	5640
	REPLACE BROKEN TEETH-PER TOOTH
	$38.00
	$16.00

	5650
	ADD TOOTH TO PARTIAL DENTURE
	$53.00
	$22.00

	5660
	ADD CLASP TO PARTIAL DENTURE
	$53.00
	$22.00

	5710
	REBASE COMPLETE DENTURE-MAX 

	$70.00
	$30.00

	5711
	REBASE COMPLETE DENTURE-MAND
	$70.00
	$30.00

	5720
	REBASE PARTIAL DENTURE-MAX
	$70.00
	$30.00

	5721
	REBASE PARTIAL DENTURE-MAND
	$70.00
	$30.00

	5730
	RELINE COMPLETE DENT-MAX-CHAIR
	$91.00
	$39.00

	5731
	RELINE COMPLETE DNT-MAND-CHAIR
	$91.00
	$39.00

	5740
	RELINE PARTIAL DENT-MAX-CHAIR
	$91.00
	$39.00

	5741 

	RELINE PARTIAL DENT-MAND-CHAIR
	$91.00
	39.00 

	5750
	RELINE COMPLETE DENT-MAX-LAB
	$105.00
	$45.00

	5751 

	RELINE COMPLETE DENT-MAND-LAB
	$105.00
	$45.00

	5760
	RELINE PARTIAL DENT-MAX-LAB
	$105.00
	$45.00

	5761
	RELINE PARTIAL DENT-MAND-LAB
	$105.00
	$45.00


	

	6000
	Fixed Prosthetics

	6210
	PONTIC-CAST HIGH NOBLE METAL
	$245.00
	$105.00

	6211
	PONTIC-CAST PREDOM BASE METAL
	$210.00
	$90.00

	6212
	PONTIC-CAST NOBLE METAL
	$245.00
	$105.00

	6241
	PONTIC-PORCE PREDOM BASE METAL
	$245.00
	$105.00

	6242 

	PONTIC-PORCELAIN NOBLE METAL
	$280.00
	$120.00

	6250
	PONTIC-RESIN HIGH NOBLE METAL
	$245.00
	$105.00

	6251
	PONTIC-RESIN PREDOM BASE METAL
	$245.00
	$105.00

	6252
	PONTIC-RESIN NOBLE METAL
	$245.00
	$105.00

	6545
	RETAINER-CAST METAL-MARYLAND
	$245.00
	$105.00

	6600
	INLAY-PORCE/CERAMIC-2 SURFACES
	$245.00
	$105.00

	6601
	INLAY-PORCE/CERAMIC-3+SURFACES
	$280.00
	$120.00

	6720
	ABUTMENT-RESIN HIGH NOBLE MTL 
	$245.00
	$105.00

	6722
	ABUTMENT-PORCELAIN NOBLE METAL
	$245.00
	$105.00

	6740
	ABUTMENT-PORCELAIN/CERAMIC
	$245.00
	$105.00

	6751
	ABUTMENT-PORCE PREDOM BASE MTL
	$245.00
	$105.00

	6752
	ABUTMENT-PORCELAIN NOBLE METAL
	$280.00
	$120.00

	6780 

	ABUTMENT-3/4 CAST HIGH NOBLE
	$245.00
	$105.00

	6790
	ABUTMENT-FULL CAST HIGH NOBLE
	$245.00
	$105.00

	6930
	RECEMENT BRIDGE
	$42.00
	$18.00


	

	7000
	ORAL SURGERY

	7140
	EXTRACTION-ERUPTED TTH-EXPOSED
	$42.00
	$18.00

	7210
	SURGICAL REMOVAL ERUPTED TOOTH
	$63.00
	$27.00

	7220
	REMOVAL IMPACTED TTH-SOFT TISS
	$88.00
	$37.00

	7230
	REMOVAL IMPACTED TTH-PRTL BONY
	$123.00
	$52.00

	7240
	REMOVAL IMPACTED TTH-FULL BONY
	$140.00
	$60.00

	7260
	OROANTRAL FISTULA CLOSURE
	$105.00
	$45.00

	7280
	SURG EXP.IMPACTED TTH-ORTHO
	$105.00
	$45.00

	7281
	SURG EXP.IMPACTED TTH-AID ERUP
	$105.00
	$45.00

	7285
	BIOPSY OF ORAL TISSUE-HARD
	$70.00
	$30.00

	7286
	BIOPSY OF ORAL TISSUE-SOFT
	$105.00
	$45.00

	7310
	ALVEOLOPLASTY W/EXT-QUAD
	$70.00
	$30.00

	7320
	ALVEOLOPLASTY W/O EXT-QUAD
	$105.00
	$45.00

	7471
	REMOVAL OF EXOSTOSIS-PER SITE
	$70.00
	$30.00

	7510
	INCISION & DRAINAGE-INTRAORAL
	$56.00
	$24.00

	7520
	INCISION & DRAINAGE-EXTRAORAL
	$56.00
	$24.00

	7960
	FRENULECTOMY-(FRENECTOMY)
	$70.00
	$30.00

	7970
	EXCISION HYPERPLASTIC TIS-ARCH
	$56.00
	$24.00


	

	9000
	Miscellaneous Services

	9110
	PALLIATIVE TREATMENT
	$18.00
	$7.00

	9220
	DEEP SED/GEN ANESTH-1ST 30 MIN
	$77.00
	$33.00

	9221
	DEEP SED/GEN ANESTH-EA.ADDL.15
	$35.00
	$15.00

	9310
	CONSULTATION BY SPECIALIST
	$25.00
	$10.00


Vision Care Benefit

Vision care benefits help to pay for the cost of routine eye examinations, frames and lenses. The Fund provides benefits for participants and their dependents, as well as eligible pensioners and their spouses. The benefit is available through numerous optical providers.

How it Works

When you go to a participating optical center, you and each covered dependent are entitled to a comprehensive eye exam and a pair of eyeglasses or contacts once every 24 months. For covered dependent children up to age 16, an exam and glasses or contacts are available every 12 months. Your Plan benefit covers glasses and contacts from a specific Vision collection. If you choose frames or contacts outside of the covered selection or lens types that are not covered by the Plan, you will be required to pay a supplement.
To use your vision benefits, contact the Fund Office at (212) 726-9730 for an optical voucher and make an appointment at one of the vision centers listed on the optical voucher. If you do not have the brochures, the Fund Office can provide you with one or help you locate a participating center near you.

Additional Vision Benefits

If you or a family member is not eligible for benefits, or if you have already used the full value of your benefit, a 30% discount on non-covered items is available. 

Death and Accidental Death and Dismemberment Benefits

Death Benefits

The Fund provides a lump-sum death benefit for your survivors in the event of your death, from any cause, while you are covered by the Fund.

If you die while covered by the Fund, your designated beneficiary or beneficiaries will receive:

· $7,500 under the Plan’s regular death benefit provision, and

· an additional $7,500 in the event of accidental death (for a total benefit of $15,000 in the event of accidental death).

Your beneficiary. When you enroll in the Fund, you will be asked to fill out a death benefit beneficiary designation form. You may name any person or persons you wish to receive this benefit. Beneficiary designation forms are available at the Fund Office. If you do not designate a beneficiary or if your beneficiary dies before you, this benefit will be paid to your estate.

Changing your beneficiary. You may change your beneficiary designation at any time by completing a new beneficiary designation form and sending it to the Fund Office. The change or changes will be effective when the Fund Office receives the new form.

	Do not forget that to designate or change your beneficiary you must file a signed beneficiary designation form with the Fund Office. Designation or revocation of a beneficiary by any means other than a signed beneficiary form provided by and filed with the Fund Office will not be effective.


	Changes in Family Status

Whenever a change in family status occurs – whether it is a marriage, a separation, a divorce, a death, or the birth or adoption of a child – it is important to think about the effect of that event under all your benefit plans – not just this plan – and any beneficiary designations and coverage elections you may have made. Contact the Fund Office if you have any questions about the effect of these events under the Fund’s benefit program.


Filing a claim for death benefits. If you die, your beneficiary should notify the Fund Office immediately. The Fund Office will advise your beneficiary what forms and certificates need to be filed in order to receive death benefits. There is more information on claims and appeals procedures at the back of this booklet.

Dismemberment Benefits

The dismemberment benefit pays you a lump sum in the event you lose a hand, foot, eye, or thumb and index finger of a hand. The amount of the benefit depends on the extent of your loss, and the maximum benefit paid under this feature is $5,000. The following chart shows what the benefit is.

	Dismemberment Benefits

	Covered Loss
	Benefit

	Single Loss

(One hand or one foot or sight in one eye)
	$2,500

	Multiple Loss

(Any two or more of one foot, one hand, or sight in one eye)
	$5,000


Filing a claim for dismemberment benefits. Claims for dismemberment benefits should be filed with the Fund Office. There is more information on claims and appeals procedures at the back of this booklet.

Exclusions

Death benefits and dismemberment benefits cannot be paid for losses resulting directly or indirectly from any of the following:

· suicide or attempted suicide,

· bodily or mental illness or disease (for accidental death or dismemberment benefits),

· a bacterial infection other than a pyogenic infection resulting from an accidental injury,

· war, including undeclared war and armed aggression, and

· travel in any aircraft except as a passenger on a regularly scheduled passenger flight of a commercial aircraft. This exclusion includes travel in any military aircraft and flights used for any training purposes.

Coordination of Benefits

Our plan has a coordination of benefits (COB) provision. This provision ensures that if you or a covered dependent is covered by another group medical plan in addition to this Plan, the two plans will combine their benefit payments so that the total payments do not exceed actual expenses incurred.

Which Plan Pays First

First, if you are covered by two plans and the other plan does not have a coordination of benefits provision, the other plan will always pay its benefits first, before this Plan pays any benefits.

Second, if both plans have COB provisions, benefits will be paid in the following order:

· Employee/dependent rule. The plan covering an individual as an employee is primary (i.e., pays first) and the plan covering an individual as a dependent is always secondary (i.e., pays second).

· Birthday rule. For dependent children of parents who are not separated or divorced, the plan of the parent whose birthdate (month and day, not year) falls earlier in the calendar year is primary and the plan of the parent whose birthday falls later is secondary. (If the parents have the same birthday, the program covering one of the parents longer will have primary responsibility.)

· Children of separated/divorced parents rule. For dependent children of parents who are separated or divorced, the plan of the parent with custody is the primary plan, unless a court order specifies otherwise.

· Active/inactive rule. The plan covering an individual who is an active employee (or a dependent of an active employee) is primary and the plan covering an individual as an inactive employee (such as a retired, laid-off or former active employee or a dependent of an inactive employee) is secondary. (However, if the other plan does not have this rule and the two contracts do not agree on which coverage has primary responsibility, then this rule will not apply.)

· Longer/shorter rule. For situations not governed by the above rules, the plan that has covered the individual longer is the primary plan and the plan that has covered the individual for less time is secondary.

· Medicare. For active employees and spouses of active employees covered by our Plan who are also Medicare eligible, there are different COB rules. This Plan is always primary unless you work for an employer that normally employs fewer than 20 employees throughout the year or you or your spouse rejects this coverage and chooses Medicare as primary coverage. However, if you or your spouse does this, the Plan cannot pay any difference between the amount of the medical benefits that Medicare pays and the amount that is actually charged (and you will therefore be waiving coverage from this Fund, which means you will have no coverage for certain types of expenses – such as prescription drugs – that Medicare does not cover).  If your employer employs fewer than 100 employees, this plans coverage is secondary if you or a dependent is covered under Medicare because of disability.
Claim Review And Appeal procedures

This section describes the procedures for filing claims for benefits from the Local 272 Welfare Fund (the Plan). It also describes the procedure for you to follow if your claim is denied in whole or in part and you wish to appeal the decision.

How to File a Claim

A claim for benefits is a request for Plan benefits made in accordance with the Plan’s reasonable claims procedures. In order to file a claim for benefits offered under this Plan, you must submit a completed claim form. Simple inquiries about the Plan’s provisions that are unrelated to any specific benefit claim will not be treated as claim for benefits. In addition, a request for prior approval of a benefit that does not require prior approval by the Plan is not a claim for benefits.

A claim form may be obtained from the Fund Office by calling 212-726-9730.

The following information must be completed in order for your request for benefits to be a claim, and for the Fund Office to be able to decide your claim, and must be submitted by you or the provider on a medical claim form usually referred to as a CMS- 1500 or UB-04. The claim form must contain the following information exactly as it appears on Fund records.

· Participant name

· Participant address

· Patient name

· Patient address

· Patient Date of Birth

· Patient Sex

· SSN of participant

· Date of Service

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

· ICD-10 (the diagnosis code found in the International Classification of Diseases, 9th Edition, Clinical Modification as maintained and distributed by the U.S. Department of Health and Human Services)

· Billed charge

· Number of Units (for anesthesia and certain other claims)

· Federal taxpayer identification number (TIN) of the provider

· Billing name and address

· If treatment is due to accident, accident details.

Note: Claims involving Urgent Care (defined later in this section) may be submitted by telephone to the organization that is responsible for administering the particular benefit you are requesting  (See section below entitled “Where to File Claims” for organization names and telephone numbers.)  The phone call must be followed in writing within 24 hours with the information listed above.
When you present a prescription to a pharmacy to be filled out under the terms of this plan, that request is not a “claim” under these procedures. However, if your request for a prescription is denied, in whole or in part, you may file a claim and appeal regarding the denial by using these procedures.

When Claims Must Be Filed

Claims must be filed within 90 days following the date the charges were incurred. Failure to file claims within the time required shall invalidate any claim, unless it was not reasonably possible to file the claim within such time. However, in that case, the claim must be submitted as soon as reasonably possible and in no event later than one year from the date the charges were incurred. 
Where To File Claims

In-Network Services. You do not have to file a claim for any services you receive from assignment accepting providers under the Fund’s plan of benefits, the Fund PBM, DDS, or the vision service providers.  The provider will file these claims for you.

Out-of-Network Services

You must file a claim form for all services you receive which are “out-of-network.” Your claim will be considered to have been filed as soon as it is received at the address below by the Fund Office (if the Plan makes the initial determination of the claim). These are as follows:

· For all Medical Claims, mail claims to the Fund Office:

Local 272 Welfare Fund

220 East 23rd Street, Room 805

New York, NY 10010

1-212-726-9730

Fax:
1-212-726-9737

· For Prescription Claims, contact the Fund Office:

Local 272 Welfare Fund
220 East 23rd Street, Room 805
New York, NY 10010

1-212-726-9730
· For Vision, Death and Accidental Death and Dismemberment Claims, the Fund Office is responsible.  Contact the Fund Office at:

Local 272 Welfare Fund

220 East 23rd Street, Room 805

New York, NY 10010

Phone: 212-726-9730

Fax: 212-726-9737

Urgent claims may not be submitted in writing, but must be submitted using the telephone numbers listed above.

Authorized Representatives

An authorized representative, such as your spouse, may complete the claim form for you if you are unable to complete the form yourself and have previously designated the individual to act on your behalf. A form can be obtained from the Fund Office to designate an authorized representative. The Plan may request additional information to verify that this person is authorized to act on your behalf. A health care professional with knowledge of your medical condition may act as an authorized representative in connection with an Urgent Care Claim (defined below) without you having to complete the special authorization form.
Medical Benefits

The claims procedures for medical benefits will vary depending on whether your claim is for a Pre-Service Claim, an Urgent Care Claim, a Concurrent Care Claim, a Post-Service Claim, or a Disability Claim. Read each section carefully to determine which procedure is applicable to your request for benefits:

Pre-Service and Urgent Care Claims
A Pre-Service Claim is a claim for a benefit for which the Plan requires approval of the benefit (in whole or in part) before medical care is obtained. Under this Plan, prior approval of services is required for hospital admissions (including psychiatric and emergency admissions), inpatient and outpatient surgery, mental health care, substance abuse benefits, MRIs and CTs (“catscans”).
	If you fail to precertify these services, no Plan benefits will be payable for those services.


If you improperly file a Pre-Service Claim, Alicare will notify you as soon as possible but not later than 5 days after receipt of the claim, of the proper procedures to be followed in filing a claim. You will only receive notice of an improperly filed Pre-service claim if the claim includes (i) your name, (ii) your specific medical condition or symptom, and (iii) a specific treatment, service or product for which approval is requested. Unless the claim is refiled properly, it will not constitute a claim.

For properly filed Pre-Service Claims, you and your doctor will be notified of a decision within 15 days from receipt of the claim unless additional time is needed. The time for response may be extended up to 15 days if necessary due to matters beyond the control of the Plan. You will be notified of the circumstances requiring the extension of time and the date by which a decision is expected to be rendered.

If an extension is needed because the Plan needs additional information from you, the extension notice will specify the information needed. In that case you and/or your doctor will have 45 days from receipt of the notification to supply the additional information. If the information is not provided within that time, your claim will be denied. During the period in which you are allowed to supply additional information, the normal period for making a decision on the claim will be suspended. The deadline is suspended from the date of the extension notice until either 45 days or the date you respond to the request (whichever is earlier). The Plan then has 15 days to make a decision on a Pre-Service Claim and notify you of the determination.

An Urgent Care Claim is any claim for medical care or treatment with respect to which the application of the time periods for making pre-service claim determinations: 

· could seriously jeopardize the life or health of the claimant or the ability of the claimant to regain maximum function, or 

· in the opinion of a physician with knowledge of the claimant’s medical condition, would subject the claimant to severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim.

Whether your claim is an Urgent Care Claim is determined by the Plan applying the judgment of a prudent layperson who possesses an average knowledge of health and medicine. Alternatively, any claim that a physician with knowledge of your medical condition determines is an Urgent Care Claim within the meaning described above, shall be treated as an Urgent Care Claim. 

If you improperly file an Urgent Care Claim, Alicare will notify you as soon as possible but not later than 24 hours after receipt of the claim, of the proper procedures to be followed in filing a claim. Unless the claim is refiled properly, it will not constitute a claim.

If you are requesting precertification of an Urgent Care Claim, the time deadlines are different. The Plan will respond to you and/or your doctor with a determination by telephone as soon as possible taking into account the medical exigencies, but not later than 72 hours after receipt of the claim by the Plan. The determination will also be confirmed in writing.

If an Urgent Care Claim is received without sufficient information to determine whether or to what extent benefits are covered or payable, Alicare will notify you and your doctor as soon as possible, but not later than 24 hours after receipt of the claim, of the specific information necessary to complete the claim. You and/or your doctor must provide the specified information within 48 hours. If the information is not provided within that time, your claim will be denied.

Notice of the decision will be provided no later than 48 hours after the plan receives the specified information or the end of the period given for you to provide this information, whichever is earlier.

Concurrent Claims

A Concurrent Claim is a claim that is reconsidered after an initial approval was made and results in a reduction, termination or extension of a benefit. (An example of this type of claim would be an inpatient hospital stay originally certified for five days that is reviewed at three days to determine if the full five days is appropriate.) In this situation a decision to reduce, terminate or extend treatment is made concurrently with the provision of treatment.

A reconsideration of a benefit with respect to a Concurrent Claim that involves the termination or reduction of a previously-approved benefit (other than by plan amendment or termination) will be made by Alicare as soon as possible, but in any event early enough to allow you to have an appeal decided before the benefit is reduced or terminated.

Any request by a claimant to extend approved Urgent Care treatment will be acted upon by Alicare within 24 hours of receipt of the claim, provided the claim is received at least 24 hours prior to the expiration of the approved treatment. A request to extend approved treatment that does not involve urgent care will be decided according to pre-service or post-service timeframes, whichever applies.

Post-Service Claim

The following procedure applies to Post-Service Claims. A Post-Service Claim is a claim that is not a Pre-Service Claim (for example, a claim submitted for payment after health services and treatment have been obtained).  
· Obtain a claim form.

· Complete the employee’s portion of the claim form.

· Have your Physician either complete the Attending Physician’s Statement section of the claim form, submit a completed HCFA health insurance claim form, or submit a HIPAA-compliant electronic claims submission.

· Attach all itemized Hospital bills or doctor’s statements that describe the services rendered.

Check the claim form to be certain that all applicable portions of the form are completed and that you have submitted all itemized bills. By doing so, you will speed the processing of your claim. If the claim forms have to be returned to you for information, delays in payment will result.

You do not have to submit an additional claim form if your bills are for a continuing disability and you have filed a claim within the past calendar year period. Mail any further bills or statements for any Medical or Hospital services covered by the Plan to the Fund Office as soon as you receive them.

Ordinarily, you will be notified of the decision on your Post-Service claim within 30 days from the Plan’s receipt of the claim. This period may be extended one time by the Plan for up to 15 days if the extension is necessary due to matters beyond the control of the Plan. If an extension is necessary, you will be notified before the end of the initial 30-day period, of the circumstances requiring the extension of time and the date by which the Plan expects to render a decision.

If an extension is needed because the Plan needs additional information from you, the extension notice will specify the information needed. In that case you will have 45 days from receipt of the notification to supply the additional information. If the information is not provided within that time, your claim will be denied. During the period in which you are allowed to supply additional information, the normal period for making a decision on the claim will be suspended. The deadline is suspended from the date of the extension notice until either 45 days or until the date you respond to the request (whichever is earlier). The Plan then has 15 days to make a decision on a Post-Service Claim and notify you of the determination.

Disability Claims

A Disability Claim is any claim that requires a finding of total disability as a condition of eligibility.
For Disability Claims, the Plan will make a decision on the claim and notify you of the decision within 45 days. If the Plan requires an extension of time due to matters beyond the control of the Plan, the Plan will notify you of the reason for the delay and when the decision will be made. This notification will occur before the expiration of the 45-day period. A decision will be made within 30 days of the time the Plan notifies you of the delay. The period for making a decision may be delayed an additional 30 days, provided the Plan administrator notifies you, prior to the expiration of the first 30-day extension period, of the circumstances requiring the extension and the date as of which the Plan expects to render a decision.

If an extension is needed because the Plan needs additional information from you, the extension notice will specify the information needed. In that case you will have 45 days from receipt of the notification to supply the additional information. If the information is not provided within that time, your claim will be denied. During the period in which you are allowed to supply additional information, the normal period for making a decision on the claim will be suspended. The deadline is suspended from the date of the extension notice until either 45 days or until the date you respond to the request (whichever is earlier). Once you respond to the Plan’s request for the information, you will be notified of the Plan’s decision on the claim within 30 days.

For Disability Claims, the plan reserves the right to have a Physician examine you (at the Plan’s expense) as often as is reasonable while a claim for benefits is pending.

Notice of Decision

You will be provided with written notice of a denial of a claim (whether denied in whole or in part). This notice will state:

· The specific reason(s) for the determination.

· Reference to the specific Plan provision(s) on which the determination is based.

· A description of any additional material or information necessary to perfect the claim, and an explanation of why the material or information is necessary.

· A description of the appeal procedures and applicable time limits. 

· A statement of your right to bring a civil action under ERISA Section 502(a) following an adverse benefit determination on review.

· If an internal rule, guideline or protocol was relied upon in deciding your claim, you will receive either a copy of the rule or a statement that it is available upon request at no charge.

· If the determination was based on the absence of medical necessity, or because the treatment was experimental or investigational, or other similar exclusion, you will receive an explanation of the scientific or clinical judgment for the determination applying the terms of the Plan to your claim, or a statement that it is available upon request at no charge.

· For Urgent Care Claims, the notice will describe the expedited review process applicable to Urgent Care Claims. For Urgent Care Claims, the required determination may be provided orally and followed with written notification.

· For Urgent Care Claims and Pre-Service Claims, you will receive notice of the determination even when the claim is approved.

Request for Review of Denied Claim

If your claim is denied in whole or in part, or if any adverse benefit determination is made with respect to your claim, you may ask for a review.

All appeals for medical claims and prescription claims are made to the Fund Office at:

Local 272 Welfare Fund

220 East 23rd Street, Room 805

New York, NY 10010

Phone: 212-726-9730

Fax: 212-726-9737

All appeals for Dental Claims are made to DDS at the following address:

Sele-Dent
One Huntington Quadrangle, Suite 1S03
Melville, NY 11747
All appeals for Vision Claims are made to the Fund Office at:

Local 272 Welfare Fund

220 East 23rd Street, Room 805

New York, NY 10010

Phone: 212-726-9730

Fax: 212-726-9737

Appeals for Death and AD&D Claims are made to the Fund Office at:

Local 272 Welfare Fund

220 East 23rd Street, Room 805

New York, NY 10010

Phone: 212-726-9730

Fax: 212-726-9737

Your request for review must be made in writing within 180 days after you receive notice of denial.

Note: Appeals involving Urgent Care Claims may be made orally by calling Alicare at 1-800-332-5426.

Review Process

The review process works as follows:

· You have the right to review documents relevant to your claim. A document, record or other information is relevant if it was relied upon by the Plan in making the decision; it was submitted, considered or generated (regardless of whether it was relied upon); it demonstrates compliance with the Plan’s administrative processes for ensuring consistent decision making; or it constitutes a statement of plan policy regarding the denied treatment or service.

· Upon request, you will be provided with the identification of medical or vocational experts, if any, that gave advice to the Plan on your claim, without regard to whether their advice was relied upon in deciding your claim.

· Your claim will be reviewed by a person who is not subordinate to (and shall not afford any deference to) the one who originally made the adverse benefit determination. The decision will be made on the basis of the record, including such additional documents and comments that may be submitted by you.

· If your claim was denied on the basis of a medical judgment (such as a determination that the treatment or service was not medically necessary, or was investigational or experimental), a health care professional who has appropriate training and experience in a relevant field of medicine will be consulted.

Timing of Notice of Decision on Appeal

· Pre-Service Claims: You will be sent a notice of decision on review within 30 days of receipt of the appeal by the Health Organization, or Fund Office, as applicable.

· Urgent Care Claims: You will be sent a notice of a decision on review within 72 hours of receipt of the appeal by the Health Organization, or Fund Office, as applicable.

· Concurrent Claims: A reconsideration of a benefit with respect to a Concurrent Claim that involves the termination or reduction of a previously-approved benefit (other than by plan amendment or termination) will be made by Alicare as soon as possible, but in any event early enough to allow you to have an appeal decided before the benefit is reduced or terminated.

· Post-Service Claims: Ordinarily, decisions on appeals involving Post-Service Claims will be made at the next regularly scheduled meeting of the Board of Trustees following receipt of your request for review. However, if your request for review is received within 30 days of the next regularly scheduled meeting, your request for review will be considered at the second regularly scheduled meeting following receipt of your request. In special circumstances, a delay until the third regularly scheduled meeting following receipt of your request for review may be necessary. You will be advised in writing in advance if this extension will be necessary. Once a decision on review of your claim has been reached, you will be notified of the decision as soon as possible, but no later than 5 days after the decision has been reached.

· Disability Claims: The decision will be made in the same manner as for Post-Service Claims.

Notice of Decision on Review

The decision on any review of your claim will be given to you in writing. The notice of a denial of a claim on review will state:

· The specific reason(s) for the determination

· Reference to the specific plan provision(s) on which the determination is based

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

· A statement of your right to bring a civil action under ERISA Section 502(a) following an adverse benefit determination on review.

· If an internal rule, guideline or protocol was relied upon by the Plan, you will receive either a copy of the rule or a statement that it is available upon request at no charge.

· If the determination was based on medical necessity, or because the treatment was experimental or investigational, or other similar exclusion, you will receive an explanation of the scientific or clinical judgment for the determination applying the terms of the Plan to your claim, or a statement that it is available upon request at no charge.

Limitation on When a Lawsuit may be Started

You may not start a lawsuit to obtain benefits until after you have requested a review and a final decision has been reached on review, or until the appropriate time frame described above has elapsed since you filed a request for review and you have not received a final decision or notice that an extension will be necessary to reach a final decision. The law also permits you to pursue your remedies under section 502(a) of the Employee Retirement Income Security Act without exhausting these appeal procedures if the Plan has failed to follow them.

No lawsuit may be started more than 3 years after the end of the year in which medical or dental services were provided.
REMINDER
YOU MUST APPEAL ALL ADVERSE DECISIONS, REGARDING ANY CLAIM, IN WRITING TO THE FUND OFFICE WITHIN 180 DAYS AFTER YOU RECEIVE AN ADVERSE DECISION TO YOUR CLAIM.
THIRD PARTY LIABILITY

Advance on Account of Plan Benefits

The Plan does not cover expenses for services or supplies for which a third party is required to pay because of a negligent, wrongful, or other act, but it will advance payment on account of Plan benefits (hereafter called an “Advance”), subject to its right to be reimbursed to the full extent of any Advance payment from the covered participant and/or dependent(s) and when there is any recovery from any third party.  The right of reimbursement will apply:

· even if the recovery is not characterized in a settlement or judgment as being on account of the medical or dental expenses for which the Advance was made; and
· even if the recovery is not sufficient to make the ill or injured participant and/or dependent(s) whole pursuant to state law or otherwise (sometimes referred to as the “make-whole” rule; and
· without any reduction for legal or other expenses incurred by the participant and/or dependent(s) in connection with the recovery against the third party or that third party’s insurer pursuant to state law or otherwise (sometimes referred to as the “common fund” rule); and
· regardless of the existence of any state law or common law rule that would bar recovery from a person or entity that caused the illness or injury, or from the insurer of that person or entity (sometimes referred to as the “collateral source” rule).
Subrogation Agreement

The covered participant and/or any covered dependent(s) on whose behalf the Advance is made must sign and deliver a subrogation agreement (hereafter called the “Agreement”) in a form provided by or on behalf of the Plan.  If the ill or injured dependent(s) is a minor or incompetent to execute that Agreement, that person’s parent (in the case of a minor dependent child) or spouse or legal representative (in the case of an incompetent adult) must execute that Agreement upon request by the Plan Administrator or its designee.

If the Agreement is not executed at the Plan Administrator’s request, the Plan may refuse to make any Advance, but if, at its sole discretion, the Plan makes an Advance in the absence of an Agreement, that Advance will not waive, compromise, diminish, release, or otherwise prejudice any of the Plan’s rights.

Cooperation with the Plan by All Covered Individuals

By accepting an Advance, regardless of whether or not an Agreement has been executed, the covered participant and/or covered dependent(s) each agree to:

· reimburse the Plan for all amounts paid or payable to the covered participant and/or covered dependent(s) or that third party’s insurer for the entire amount Advanced; and

· do nothing that will waive, compromise, diminish, release, or otherwise prejudice the Plan’s subrogation rights; and

· notify and consult with the Plan Administrator or designee before starting any legal action or administrative proceeding against a third party based on any alleged negligent or wrongful act that may have caused or contributed to the injury or illness that resulted in the Advance, or entering into any settlement Agreement with that third party or third party’s insurer based on those acts; and

· inform the Plan Administrator or its designee of all material developments with respect to all claims, actions, or proceedings they have against the third party.

Subrogation

· By accepting an Advance, the covered participant and/or covered dependent(s) jointly agree that the Plan will be subrogated to the covered participant and/or covered dependent’s right of recovery from a third party or that third party’s insurer for the entire amount Advanced, regardless of any state or common law rule to the contrary, including, without limitation, a so-called collateral source rule (that would have the effect of prohibiting the Plan from recovering any amount).  This means that, in any legal action against a third party who may have wrongfully caused the injury or illness that resulted in the Advance, the Plan may be substituted in place of the covered participant and/or covered dependent(s), but only to the extent of the amount of the Advance.

· Under its subrogation rights, the Plan may, in its discretion:

· start any legal action or administrative proceeding it deems necessary to protect its right to recover its Advances, and try or settle that action or proceeding in the name of and with the full cooperation of the covered Participant and/or covered Dependent(s), but in doing so, the Plan will not represent or provide legal representation for the covered participant and/or covered dependent(s) with respect to their damages that exceed any Advance; or

· intervene in any claim, legal action, or administrative proceeding started by the covered participant or covered dependent(s) against any third party or third party’s insurer on account of any alleged negligent or wrongful action that may have caused or contributed to the injury or illness that resulted in the Advance.]

Remedies Available to the Plan

If the covered participant or covered dependent(s) does not reimburse the Plan as required by this provision, the Plan may, in its sole discretion:

· apply any future Plan benefits that may become payable on behalf of the covered participant and/or covered dependent(s) to the amount not reimbursed; or

· obtain a judgment against the covered participant and/or covered dependent(s) for the amount Advanced and not reimbursed, and garnish or attach the wages or earnings of the covered participant and/or covered dependents.

IMPORTANT INFORMATION ABOUT THE WELFARE FUND

The Employee Retirement Income Security Act of 1974, as amended (ERISA) requires that participants in employee benefit plans receive certain administrative information about their plans and the people who run them. Our Plan is subject to those rules and this section will tell you more about Plan operations.

Name of Plan. The Plan’s formal name is the Local 272 Welfare Fund.

Board of Trustees. The Board of Trustees and/or its duly authorized designee(s) has the exclusive right, power and authority, in its sole and absolute discretion, to administer, apply and interpret the Plan, including this booklet, the Trust Agreement and any other Plan documents, and to decide all matters arising in connection with the operation or administration of the Fund or Trust. Without limiting the generality of the foregoing, the Board of Trustees and/or its duly authorized designee(s) shall have the sole and absolute discretionary authority to:

· Take all actions and make all decisions with respect to the eligibility for, and the amount of, benefits payable under the Plan.

· Formulate, interpret and apply rules, regulations and policies necessary to administer the Plan in accordance with the terms of the Plan.

· Decide questions, including legal or factual questions, relating to the calculation and payment of benefits under the Plan.

· Resolve and/or clarify any ambiguities, inconsistencies and omissions arising under the Plan, including this booklet, the Trust Agreement or other Plan documents.

· Process and approve or deny benefit claims.

· Determine the standard of proof required in any case.

All determinations and interpretations made by the Board of Trustees and/or its duly authorized designee(s) shall be final and binding upon all participants, beneficiaries and any other individuals claiming benefits under the Plan. The Board of Trustees may delegate any other such duties or powers as it deems necessary to carry out the administration of the Plan.

The Board of Trustees also reserves the right in its sole and absolute discretion to amend or terminate the Plan at any time and for any reason. Continuation of benefits is not guaranteed. Neither you, your beneficiaries nor any other person has or will have a vested or nonforfeitable interest in the Plan. In the event of the Plan’s termination (which might occur if the Union and the employers negotiate the discontinuance of contributions or if the contributions called for by the collective bargaining agreements are insufficient to allow the Plan to continue), the Board of Trustees will apply the monies in the Fund to provide benefits or otherwise carry out the purpose of the Plan in an equitable manner until the Fund assets have been disbursed. In no event will any part of the Fund assets revert to the employers or to the Union. The Board of Trustees consists of an equal number of employer and Union representatives.

Plan Sponsor and Administrator. The Board of Trustees is the Plan Sponsor and Plan Administrator. The Trustees have delegated to the Fund Office the authority to administer the Plan on a day-to-day basis.

Identification Numbers. The “employer identification number” assigned to the Fund by the Internal Revenue Service is 13-5555808. The identification number assigned to the Plan by the Board of Trustees, pursuant to IRS instructions, is 501.

Plan Year. Plan financial records are kept on a fiscal year basis. The fiscal year is from December 1 to November 30.  All participant benefit records and calculations are kept on a calendar year basis (this is known as a “Plan Year”).
Type of Plan. Our Plan is known as a “welfare” plan under ERISA. It provides medical, prescription drug, dental, vision, death, and accidental death and dismemberment benefits.

Agent for Service of Legal Process. In the event of a legal dispute involving the Plan, legal documents may be served on: 
Fund Manager

Local 272 Welfare Fund

220 East 23rd Street, Room 805

New York, NY 10010

Legal process may also be served on any individual Trustee at the Fund Office address.

Collective Bargaining Agreement/Contributing Employers. The Fund is established and maintained in accordance with one or more collective bargaining agreements. A copy of any such agreement(s) may be obtained upon written request to the Fund Office, and is available for examination during normal business hours at the Fund Office. In addition, a complete list of the bargaining units participating in the Fund may be obtained upon written request to the Fund Office and is available for examination by participants and beneficiaries during normal business hours at the Fund Office. The Fund Office may charge a reasonable amount for copies.

Participants and beneficiaries may also receive from the Fund Office, upon written request, information as to whether a particular employer or employee organization is participating in the Fund and, if the employer or employee organization is participating, its address.

Source of Contributions. The benefits described in this booklet are provided through employer contributions and, in some cases, employee contributions. The amount of employer contributions and the employees on whose behalf contributions are made are determined by the provisions of the applicable collective bargaining agreements. The Fund Office will provide, upon written request, information as to whether a particular employer is contributing to the Fund on behalf of employees.

The amount of any employee contributions made is determined as the difference between the cost of the applicable coverage and the amount of any employer contributions made on the employee’s behalf.

Trust Fund. All assets are held in trust by the Board of Trustees for the purpose of providing benefits to covered participants, either through the direct payment of benefits or the payment of premiums to entities that insure these benefits, and defraying reasonable administrative expenses.

Self-Funded Benefits. Currently, medical benefits, prescription drug, dental, vision, death, and accidental death and dismemberment benefits are self funded, which means they are paid directly out of Fund assets, rather than through an insurance policy. However, in some of these cases, the Fund has contracted with outside providers to administer these benefits – process claims, etc. These entities (and any successors to them) are described at the end of this booklet.

Assignment of Benefits.  The Fund does not permit the assignment of payment only.  If a provider indicates that it accepts assignment of benefits, it means that said provider agrees to accept the entire Fund’s plan of benefits.  Said provider agrees that it can only balance bill for copays and/or coinsurance amounts indicated on the explanation of benefits sent after the claim is adjudicated by the Fund Office.

Medicare rules and regulations are incorporated into the plan of benefits and all providers accepting assignment of benefits will have claims adjudicated using all Medicare billing guidelines.

Your Rights Under the Employee Retirement Income Security Act of 1974 (ERISA)

As a participant in the Local 272 Welfare Plan, you are entitled to certain rights and protections under the Employee Retirement Income Security Act OF 1974 (ERISA). ERISA provides that all Plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

· Examine, without charge, at the Fund Office and at other specified locations, such as work locations and union halls, all documents governing the Plan, including summary plan descriptions, collective bargaining agreements, and a copy of the latest annual report (Form 5500 series).

· Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the Plan, including collective bargaining agreements, and copies of the latest annual report (Form 5500 series) and an updated summary plan description. The Plan Administrator may make a reasonable charge for the copies.

· Receive a summary of the Plan’s annual financial report. The Trustees are required by law to furnish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage

· Continue health coverage for yourself, spouse or dependents if there is a loss of coverage under the Plan as a result of a “qualifying event.” You or your dependents will be required to pay for such coverage. Review this summary plan description and the documents governing the Plan on the rules governing your COBRA continuation coverage rights.

· Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan. You should be provided a certificate of creditable coverage, free of charge, from your group health plan or insurance issuer when you lose coverage under the Plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for the operation of the employee benefit Plan. The people who operate your Plan, called “fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other Plan participants and beneficiaries. No one, including your employer, your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of Plan documents or the latest annual report from the Plan and do not receive them within 30 days, you may file suit in a federal court. In such a case, the court may require the Plan Administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the Administrator.

If you have a claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state or federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical child support order, you may file suit in federal court. If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a federal court. The court will decide who should pay court costs and legal fees. If you are successful, the court may order the person you have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance With Your Questions

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

         Division of Technical Assistance and Inquiries

Employee Benefits Security Administration

U.S. Department of Labor

200 Constitution Avenue, N.W.

Washington D.C, 20210.

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.

Administration and Contact Information

	BENEFIT
	TYPE OF ADMINISTRATION
	TYPE OF FUNDING

	Hospital and Medical
	Local 272 Welfare Fund
220 East 23rd Street, Rm. 805

New York, NY 10010
	Self-funded. The Fund pays the cost of benefits.

	Precertification

Utilization Review

Medical Management

	Viveka Healthcare Management

	Self-funded. The Fund pays the cost of benefits.



	Prescription Drugs


	Local 272 Welfare Fund
220 East 23rd Street, Room 805

New York, NY 10010
	Self-funded. The Fund pays the cost of benefits.

	Dental
	Sele-Dent Inc.

One Huntington Quadrangle
Suite 1503

Melville, NY 11747
	Self-funded. The Fund pays the cost of benefits, which are administered by DDS.

	Vision
	Local 272 Welfare Fund
220 East 23rd Street, Room 805

New York, NY 10010

	Self-funded. The Fund pays the cost of benefits.

	Death and Accidental Death & Dismemberment
	Local 272 Welfare Fund

220 East 23rd Street,

Room 805

New York, NY 10010

Phone: 212-726-9730

Fax: 212-726-9737


	Self-funded. The Fund pays the cost of and administers the benefits.


Keep the Fund informed of Address Changes





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