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The Board of Trustees (the “Trustees”) are pleased to provide you with this updated summary of
the benefits available under the United Teamster Fund (referred to in this booklet as the
“Fund”).

These benefits include:

° Hospital And Medical Benefits,

o Prescription Drug Benefits,

o Vision Benefits,

o Dental Benefits,

o Life Insurance, And

o Accidental Death & Dismemberment Benefits.

You should use this booklet to find out:

o who is eligible for coverage,

o the types of benefits that are provided, any limitations on those benefits, and any
cost-sharing requirements,

o how to make a claim for benefits, and

o who to contact for more information.

This booklet provides a description, written in everyday language, of provisions in effect as of

May 1, 2014. This booklet constitutes a summary plan description, or “SPD.” Please keep all of

this information together in a convenient place, where you will have it for future reference and

can share with your family. This SPD serves as both the Summary Plan Description and Plan

Document.

The Fund believes it is not a “grandfathered health plan” under the Patient Protection and

Affordable Care Act (“Affordable Care Act”). The Fund is not a grandfathered health plan

because it has not preserved certain basic health coverage that was in effect when the Affordable
Care Act was enacted. Not being a grandfathered health plan means that the Fund has to include



certain consumer protections of the Affordable Care Act, for example, the requirement for the
provision of preventive health services without any cost sharing.

If you have any questions about the Fund or your benefits, please contact the Fund Office at
(718) 859-1624, (718) 842-1212 or (732) 882-1901.

Sincerely,

The Board Of Trustees
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GLOSSARY

The following terms have special meanings for the purposes of the Fund. To help you
understand them in the context of our Fund, definitions are provided below.

COBRA- The acronym for the Consolidated Omnibus Budget Reconciliation Act of 1985. This
federal law allows you and your eligible Dependents to continue health care coverage with the
Fund at your own expense, provided your coverage was terminated for specific reasons
explained later in this booklet.

Coinsurance- The percentage of charges for certain Covered Services that you are required to
pay after your Deductible has been met.

Contributing Employer- Any employer who has a collective bargaining agreement with a
participating Local of the International Brotherhood of Teamsters and who is required to make
contributions to this Fund on behalf of employees.

Coordination of Benefits (“COB”) - If you are covered by another Fund or other coverage, the
payments will be coordinated so that no more than 100% of your actual expenses are reimbursed.
The Fund will only pay for Covered Expenses and will not pay more than the amount it would
normally pay if it were primary. In other words, the Fund will not pay more than what it would
normally cover under the Maximum Reimbursable Charge.

Copayment- The predetermined amount of money you are required to pay directly to a network
provider at the time certain Covered Services are rendered.

Covered Expenses or Covered Services- Covered Expenses or Covered Services include
expenses covered under the Fund for treatment, care, services, or supplies, but only to the extent:

They are Medically Necessary;

Coverage is not excluded under the terms of the Fund;

No Fund maximums for those expenses have been reached; and

The expenses fall within the Fund’s Maximum Reimbursable Charge (if applicable).

Deductible- The amount of eligible Out-Of-Pocket Expenses that you must pay each Fund Year
before the Fund begins to pay its share of the applicable Coinsurance amount. The Deductible is
payable only once in each Fund Year (each May 1 through April 30) and is limited to a
maximum amount. There is a separate Deductible for in- and out-of-network services. The
Deductible may not apply to all services.

Dependent- A Spouse or child who may be eligible for benefits coverage while you are an
employee of the contributing employer, if your employer’s contribution level qualifies you for
family coverage. A Dependent must meet eligibility requirements in order to be covered for
benefits.

Eligible Expenses- Expenses for Medically Necessary services, treatments, procedures and
medical supplies that you incur in connection with treatment of an Injury or disease.



Emergency Room- The section of the Hospital where serious, unexpected Sickness or Injury
cases, which require immediate attention are treated.

Emergency Services- With respect to an emergency medical condition, a medical screening
examination that is within the capability of the emergency department of a Hospital, including
ancillary services routinely available to the emergency department to evaluate the emergency
medical condition; and such further medical examination and treatment, to the extent they are
within the capabilities of the staff and facilities available at the Hospital, to stabilize the patient.

Essential Health Benefits- To the extent covered under the Fund, expenses incurred with respect
to Covered Services, in at least the following categories:

ambulatory patient services,

Emergency Services,

hospitalization,

maternity and newborn care,

mental health and substance use disorder services, including behavioral health treatment,
prescription drugs,

rehabilitative and habilitative services and devices,

laboratory services,

preventive & wellness services and chronic disease management and

pediatric services, including oral and vision care.

“Experimental” Drugs and Procedures- Experimental, investigational and unproven services
are medical, surgical, diagnostic, psychiatric, substance abuse or other health care technologies,
supplies, treatments, procedures, drug therapies or devices that are determined by Cigna’s
utilization review Physician to be:

e not demonstrated, through existing peer-reviewed, evidence-based, scientific literature to
be safe and effective for treating or diagnosing the condition or Sickness for which its use
IS proposed;

e not approved by the U.S. Food and Drug Administration (FDA) or other appropriate
regulatory agency to be lawfully marketed for the proposed use;

e the subject of review or approval by an Institutional Review Board for the proposed use
except as provided as a “Clinical Trial”; or

e the subject of an ongoing phase I, 1l or 111 clinical trial, except as provided as a “Clinical
Trial”

Experimental, investigational drugs are all non-injectable prescription drugs, injectable
prescription drugs that do not require Physician supervision and are typically considered self-
administered drugs, nonprescription drugs, and investigational and Experimental drugs, except as
provided for in the Fund.

Fund- United Teamster Fund.

Fund Year- The period from May 1st through April 30th.

Hospital- The term Hospital means:



e an institution licensed as a Hospital, which maintains, on the premises, all facilities
necessary for medical and surgical treatment; provides such treatment on an inpatient
basis, for compensation, under the supervision of Physicians; and provides 24-hour
service by Registered Graduate Nurses;

e an institution which qualifies as a Hospital, a psychiatric Hospital or a tuberculosis
Hospital, and a provider of services under Medicare, if such institution is accredited as a
Hospital by the Joint Commission on the Accreditation of Healthcare Organizations; or

e an institution which: specializes in treatment of mental health and substance abuse or
other related Sickness; provides residential treatment programs; and is licensed in
accordance with the laws of the appropriate legally authorized agency.

A Hospital is not an institution which is primarily a place for rest, a place for the aged, or a
nursing home. A Hospital is also not an institution where care is provided under federal, state or
other laws, or the laws of any foreign country. A Hospital is not a veteran’s facility where care
is provided in connection with service related disabilities or a facility operated by the United
States (except for emergency care). A Hospital is not a college or university infirmary; or birth
centers, operating rooms or surgical centers which are part of a physician’s office space.

Hospital Confinement or Confined in a Hospital- A person will be considered Confined in a
Hospital if he is:

e aregistered bed patient in a Hospital upon the recommendation of a physician;

e receiving treatment for mental health and substance abuse services in a partial
hospitalization program;

e receiving treatment for mental health and substance abuse services in a mental health or
substance abuse residential treatment center.

Injury- An accidental bodily injury.

Legally Qualified Physician, Medical Doctor or Surgeon- A legally qualified doctor of
medicine (M.D.) or doctor of osteopathy (D.O.). A doctor of podiatry (D.P.M.) or a dentist
(D.D.S.) will be recognized as a Legally Qualified Physician only when performing services in
his or her specialty, which if performed by an M.D. or D.O. would be covered. For purposes of
this Fund, a certified nurse midwife assisting in delivery is considered a Legally Qualified
Physician, Medical Doctor, or Surgeon.

Maximum Reimbursable Charge- One of the following, as determined by Cigna and depending
on the type of claim:

(i)  the lesser of the health care professional’s normal charge for a similar service or
supply, or 110% of a fee schedule developed by Cigna that is based on a
methodology similar to one used by Medicare to determine the allowable fee for
the same or similar service in a geographic area; or

(if)  the lesser of the health care professional’s normal charge for a similar service or
supply, or the amount charged for that service by 80% of the health care
professionals in the geographic area where it is received.

Medically Necessary- Medically Necessary Covered Services and Supplies are those determined
to be:



e required to diagnose or treat a Sickness, Injury, disease or its symptoms;

e in accordance with generally accepted standards of medical practice;

e clinically appropriate in terms of type, frequency, extent, site and duration;

e not primarily for the convenience of the patient, Physician or other health care provider;
and

e rendered in the least intensive setting that is appropriate for the delivery of the services
and supplies. Where applicable, the Fund or Cigna may compare the cost-effectiveness
of alternative services, settings or supplies when determining the least intensive setting.

Motor Vehicle- As used in this booklet, the term “Motor Vehicle” includes, but is not limited to,
automobiles, motorcycles, motorbikes, boats, snowmobiles, limited use motorcycles (or
“mopeds” or “motor scooters”), motorized scooters, mini-bikes, dirt bikes, go-karts, motor
assisted bicycles, jet skis, and all-terrain vehicles (“ATVs”).

Non-Participating Pharmacy- A Pharmacy which did not enter into an agreement with the
Pharmacy network to provide prescription drugs and does not accept the Fund’s prescription card
plan.

Other Health Care Facility- A facility other than a Hospital or hospice facility.

Other Health Care Professional- An individual, other than a physician, who is licensed or
otherwise authorized under the applicable state law to deliver medical services and supplies.
Other Health Care Professionals include, but are not limited to, physical therapists, registered
nurses and licensed practical nurses. Other Health Care Professionals do not include providers
such as Certified First Assistants, Certified Operating Room Technicians, Certified Surgical
Assistants/Technicians, Licensed Certified Surgical Assistants/Technicians, Licensed Surgical
Assistants, Orthopedic Physician Assistants or Surgical First Assistants.

Out-Of-Pocket Expenses- Coinsurance, Deductibles, Copayments, or fees you must actually pay
for Eligible Expenses, which are not reimbursed by the Fund. However, please note that
Copayments do not count towards the annual out-of-pocket maximums.

Participant- An individual who is employed by a Contributing Employer and meets the
eligibility requirements of this Fund.

Participating Pharmacy- A Pharmacy which has entered into an agreement with Optum RX,
Inc. Pharmacy network to provide prescription drugs and accepts the Fund’s prescription card
plan.

Participating Provider- A provider who has entered into a contract with the Fund, Trustees,
Cigna, Optum RX, or Dentcare and agrees to be compensated for services and supplies as
covered under this Fund according to the terms of the contract while such contract is in effect.

Pharmacy- An establishment which is registered with the appropriate state licensing agency and
at which prescription drugs are regularly compounded and dispensed by a pharmacist.

Sickness- A physical or mental illness. It also includes pregnancy. Expenses incurred for
routine Hospital and pediatric care of a newborn child prior to discharge from the Hospital
nursery will be considered to be incurred as a result of Sickness.



Review Organization- An affiliate of Cigna or another entity to which Cigna has delegated
responsibility for performing utilization review services. The Review Organization is an
organization with a staff of clinicians which may include Physicians, Registered Graduate
Nurses, licensed mental health and substance abuse professionals, and other trained staff
members who perform utilization review services.

Urgent Care- Medical, surgical, Hospital or related health care services and testing which are not
Emergency Services, but which are determined by Cigna, in accordance with generally accepted
medical standards, to have been necessary to treat a condition requiring prompt medical
attention. It does not include care that could have been foreseen before leaving the immediate
area where you ordinarily receive and/or were scheduled to receive services. Excluded care
include, but is not limited to, dialysis, scheduled medical treatments or therapy, or care received
after a Physician's recommendation that the insured should not travel due to any medical
condition.

Spouse- A person to whom you are legally married under state law.

Waiting Period- The first day of the month following sixty (60) days from the date your
employer starts to make contributions on your behalf.



YOUR BENEFITS AT AGLANCE

Effective May 1, 2014

For Active EMPLOYEES AND THEIR COVERED DEPENDENTS*

Hospital And Medical Benefits

e When you receive “In-Network” services, you have an annual Deductible of $250 for employee-
only coverage or $500 for employee-and-family coverage. There is also a 20% Coinsurance for
certain Covered Services. In addition, there is a $25 copay for primary care office visits and
specialist office visits.

e When you receive “Out-0of-Network” services, you have an annual Deductible of $3,000 for
employee-only coverage or $6,000 for employee-and-family coverage. The Fund then generally
covers up to 60% of the Maximum Reimbursable Charge (“MRC”). You are responsible for the
remaining 40% of the MRC. If the provider charges more than the MRC, you are responsible for
the charges in excess of the reimbursement.

e Note that a $100 copay applies for each Emergency Room visit, whether In-Network or Out-of-
Network.

e Hospitalizations are covered up to 365 days for a semi-private room.

*Your entitlement to “employee-only” coverage or “employee-and-family” coverage is Dependent on the
rate of contribution made by your Employer. Please call the Fund Office to verify whether you have
employee-only coverage or employee-and-family coverage before you attempt to use the Fund to obtain
medical services for your Dependents.

Prescription Drug Benefits

e Prescription drugs are only covered at a Participating Pharmacy. There is a $25 co-pay for generic
and brand name** drugs and a $50 co-pay for injectable medications. You will receive up to a 30-

day supply.

e If you use the mail order service, you have a $35 co-pay for generic and brand name** drugs and a
$50 co-pay for injectable medications, but you will receive up to a 90-day supply.

**The Fund has a mandatory generic policy, which means that if you request a brand name drug when a
generic equivalent is available, you will be responsible, in addition to your co-pay, for any difference in
cost between the brand name and generic drugs.

Dental Benefits

The Fund provides dental benefits through an insurance policy with Dentcare Delivery Systems Inc.
(“Dentcare”).




Vision Benefits

The Fund will reimburse you up to:

e $15 for an eye exam, and
e 365 for glasses (frames and lenses) or $100 for contacts.

Vision benefits are available once every 12 months.

Life Insurance Benefit Subject To The Exclusions Described Later On In This Booklet

e $10,000 is paid to your named beneficiary if you die while you are a Participant in the Fund.
e If you have Dependent coverage, $5,000 is paid to you if a covered Dependent dies while he/she is
covered by the Fund.

For information on filing a claim for benefits, see the section called “Claims And Appeals
Procedures.”




SUMMARY OF BENEFITS

DEDUCTIBLES, COINSURANCE, AND MAXIMUMS

Key Features In-Network Out-Of-Network
Annual Deductible (For all $250/Single $3,000/Single
Covered Services except $500/Family $6,000/Family
emergency care)

Coinsurance (Percentage you | 20% 40%

pay)

Annual Maximum Out Of
Pocket (For any Fund Year,
you will not pay more than)

$3,000/Single
$6,000/Family
(including Deductible)

$13,000/Single
$26,000/Family
(including Deductible)

Annual Maximum Paid By
The Fund

No maximum

No maximum

The “Deductible” is an initial annual amount that you pay for Out-Of-Network and certain In-
Network services before the Fund pays any benefits. You only have to pay the Deductible once
in each Fund Year. There is a separate Deductible for in- and out-of-network services. When
you are treated by a provider, you are responsible for the Deductible, any applicable copay, and
Coinsurance. You are also responsible for any amount above the Maximum Reimbursable
Charge (“MRC”). Emergency Room visits are also subject to a $100 copay per visit.

KEY FEATURES

Eligible Services & Supplies

In-Network

Out-Of-Network

Preventive Care — Age 6 and
Over

Fund pays 100%

Not Covered

Well-Woman Care

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Well-Baby/Well-Child Care
(Children through age 5)

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Immunizations

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Primary Care Office Visits

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible

Specialist Office Visits

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible

Mammograms, PSA, PAP Smear, Maternity Screening

Preventive Care Related
Services (i.e., “routine”
services)

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible




Diagnostic Related Services
(i.e., “non-routine” services)

Covered at the same level of
benefits as other X-Ray and
Laboratory Services (based on
place of service). See the
“Laboratory Services” and
“X-Ray Services” provisions
below.

Covered at the same level of
benefits as other X-Ray and
Laboratory Services (based on
place of service). See the
“Laboratory Services” and
“X-Ray Services” provisions
below.

Maternity

Office Visits

You pay $25 copay for initial
visit

You pay 40% of MRC after
you have met the Deductible

Inpatient Facility Charges

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40% of MRC after
you have met the Deductible

Outpatient Surgical Facility
Charges

You pay $100 copay per visit

You pay 40% of MRC after
you have met the Deductible

Inpatient And Outpatient
Professional Services

Fund pays 100%

You pay 40%* of MRC after
you have met the Deductible

* Inpatient/Outpatient
Professional Services for
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Allergy Treatment/Injections

You pay the lesser of $25
copay or actual charge

You pay 40% of MRC per
visit after you have met the
Deductible

Allergy Serum
(Dispensed by the Physician in
the Physician’s office)

Fund pays 100%

You pay 40% of MRC per
visit after you have met the
Deductible

Chiropractic Care

(Max 25 visits per Fund Year)

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible

Routine Foot Disorders

(Max 25 visits per Fund Year)

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible

Outpatient Surgery

Facility Charges

You pay $100 copay per visit

You pay 40% of MRC after
you have met the Deductible

Professional Services Charges
For Surgeons, Radiologists,
And Pathologists

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible




Professional Services Charges
For Services Performed By
Anesthesiologists

Fund pays 100%

You pay 20% of MRC,
Deductible is waived

Laboratory Services

At Physician’s Office

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible

At Outpatient Hospital
Facility Or Independent Lab
Facility

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

When billed as part of
Emergency Room Or Urgent
Care Visit

Fund pays 100%

Fund pays 100%

X-Ray Services

At Physician’s Office,
Outpatient Hospital Facility,
or Independent X-Ray Facility

You pay $50 copay per visit

You pay 40% of MRC after
you have met the Deductible

When billed as part of
Emergency Room Or Urgent
Care Visit

Fund pays 100%

Fund pays 100%

Advanced Radiological Imaging (MRI, MRA, CAT Scan, PET Scan)

At Physician’s Office or
Outpatient Facility

You pay $50 copay per visit

You pay 40% of MRC after
you have met the Deductible

When billed as part of
Emergency Room or Urgent
Care Visit

Fund pays 100%

Fund pays 100%

EKG, EEG, EMG, Nerve
Conduction Study, and Bone
Density Study at Physician’s
Office, Outpatient Hospital
Facility, or Independent
Facility

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Inpatient Hospital Services

Facility Charges

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40% of MRC after
you have met the Deductible

Professional Services Charges
for Surgeons, Radiologists,
and Pathologists

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Professional Services Charges
for Anesthesiologists

Fund pays 100%

You pay 20% of MRC,
Deductible is waived

Inpatient Hospital Physician’s
Visits/Consultations

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible
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Ambulance

You pay 20% of MRC after
you have met the Deductible

You pay 20% of MRC after
you have met the In-Network
Deductible

Hospital Emergency Room

You pay $100 copay; copay is
waived if you are admitted to
the Hospital, then inpatient
Hospital charges would apply

You pay $100 copay; copay is
waived if you are admitted to
the Hospital, then inpatient
Hospital charges would apply

Urgent Care Services

You pay $25 copay per visit;
copay is waived if you are
admitted to the Hospital, then
inpatient Hospital charges
would apply

You pay 40% of MRC after
you have met the Deductible

Surgery Performed by
Physician at Physician’s
Office

Fund pays 100%

You pay 40% of MRC per
visit after you have met the
Deductible

Inpatient Skilled Nursing Care

(Max 60 days per Fund Year)

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40% of MRC after
you have met the Deductible

Hospice Care — Inpatient or
Outpatient

You pay 20% of MRC after
you have met the Deductible

You pay 40% of MRC after
you have met the Deductible

Home Health Care (includes
outpatient private duty nursing
days when approved as
Medically Necessary)

(Max 40 days per Fund Year;
16 hour max per day)

You pay 20% of MRC after
you have met the Deductible

You pay 40% of MRC after
you have met the Deductible

Inpatient Rehabilitation
Hospital

(Max 60 days per Fund Year)

You pay $100 copay per day,
to a maximum of $500 per
Fund Year, then Fund pays
100%

You pay 40% of MRC after
you have met the Deductible

Short-Term Rehabilitative
Therapy — Outpatient
Physical, Occupational,
Cognitive, Speech, and
Cardiac Rehabilitation
Therapy

(Max 60 days per Fund Year
for all therapies combined)

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible
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Durable Medical Equipment

You pay 20% of MRC after
you have met the Deductible

You pay 40% of MRC after
you have met the Deductible

External Prosthetic Appliances
(G‘EPA”)

You pay 20% of MRC,
Deductible is waived

You pay 40% of MRC after
you have met the Deductible

Inpatient Abortion

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40%* of MRC after
you have met the Deductible
*For Inpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Outpatient Abortion

Office Visit: You pay $25
copay per visit

Surgery — Office Setting:
Fund pays 100%

Outpatient Surgical Facility:
$100 copay per visit

You pay 40%* of MRC after
you have met the Deductible

*For Outpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Outpatient Chemotherapy

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Outpatient Radiation Therapy

You pay 20% of MRC after
you have met the Deductible

You pay 40% of MRC after
you have met the Deductible

Dialysis

Office Visit: You pay $25
copay per visit

Outpatient Hospital: Fund
pays 100%

Office Visit: You pay 40% of
MRC after you have met the
Deductible

Outpatient Hospital: You pay
40% of MRC after you have
met the Deductible

Inpatient Mental Health

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40% of MRC after
you have met the Deductible

Outpatient Mental Health

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible

Inpatient Substance Abuse

Administered by Cigna

You pay $100 copay per day,

You pay 40% of MRC after
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to a maximum of $500 per
Fund Year

you have met the Deductible

Administered by Fund

(30 day maximum per 24
months for inpatient and
outpatient substance abuse
benefits combined)

Fund pays 100%

Not covered

Outpatient Substance Abuse

Administered by Cigna

You pay $25 copay per visit

You pay 40% of MRC after
you have met the Deductible

Administered by Fund

(30 day maximum per 24
months for inpatient and
outpatient substance abuse
benefits combined)

Fund pays 100%

Not covered

Circumcision

(Out-Of-Network charges
limited to $5,000 for charges
other than Hospital facility
fee)

Office: Fund pays 100%

Ambulatory Surgicenter or
Outpatient Hospital: You pay
$100 copay

Inpatient: You pay $100
copay per day, to a maximum
of $500 per Fund Year

You pay 40% of MRC after
you have met the Deductible

Inpatient Nursery

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Breast-Feeding Equipment &
Supplies

Fund pays 100%

Not covered

Diabetic Supplies

Fund pays 100%

You pay 40% of MRC after
you have met the Deductible

Inpatient TMJ (surgical and
non-surgical)

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40%* of MRC after
you have met the Deductible

*For In-patient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Outpatient TMJ (surgical and
non-surgical)

Office Visit: You pay $25
copay per visit

You pay 40%* of MRC after
you have met the Deductible
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Surgery — Office Setting:
Fund pays 100%

Outpatient Surgical Facility:
$100 copay per visit

*For Outpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Women’s Family Planning
Services

(Inpatient and Outpatient)

Fund pays 100%

You pay 40%* of MRC after
you have met the Deductible

*For Inpatient and Outpatient
Professional Services
Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Men’s Inpatient Family
Planning Services & Reversal
Of Voluntary Sterilization

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40%* of MRC after
you have met the Deductible

*For Inpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Men’s Outpatient Family
Planning Services & Reversal
Of Voluntary Sterilization

Office Visit: You pay $25
copay per visit

Surgery — Office Setting:
Fund pays 100%

Outpatient Surgical Facility:
$100 copay per visit

You pay 40%* of MRC after
you have met the Deductible

*For Outpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Inpatient Bariatric Surgery

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40%* of MRC after
you have met the Deductible

*For Inpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Outpatient Bariatric Surgery

Office Visit: You pay $25
copay per visit

Outpatient Surgical Facility:
$100 copay per visit

You pay 40%* of MRC after
you have met the Deductible

*For Outpatient Professional
Services Performed by
Anesthesiologist: You pay
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20% of MRC, Deductible is
waived

Inpatient Organ Transplant

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40%* of MRC after
you have met the Deductible

*For Inpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Outpatient Organ Transplant

Office Visit: You pay $25
copay per visit

Outpatient Surgical Facility:
$100 copay per visit

You pay 40%* of MRC after
you have met the Deductible

*For Outpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Limited Inpatient Dental Care

(Through Cigna)

You pay $100 copay per day,
to a maximum of $500 per
Fund Year

You pay 40%* of MRC after
you have met the Deductible

*For Inpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived

Limited Outpatient Dental
Care

(Through Cigna)

Office Visit: You pay $25
copay per visit

Surgery — Office Setting:
Fund pays 100%

Outpatient Surgical Facility:
$100 copay per visit

You pay 40%* of MRC after
you have met the Deductible

*For Outpatient Professional
Services Performed by
Anesthesiologist: You pay
20% of MRC, Deductible is
waived
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ELIGIBILITY AND PARTICIPATION
Eligibility

You are eligible to participate in the Fund if you work for an employer who is required by the
terms of a collective bargaining or other written agreement to make contributions to the Fund on
your behalf. Please remember that your eligible Dependents are covered only if your employer
contributes for family coverage.

If you are eligible for family coverage, then your legal Spouse and eligible Dependents will be
eligible for coverage at the same time that you are if you enroll them at the same time you enroll
yourself.

In order for someone to be considered your Spouse, you and your Spouse must be legally
married in a jurisdiction that recognizes such marriage. No coverage is provided for domestic
partners. A partner that resides with you, to whom you are not legally married, will not be
considered to be your Spouse, regardless of the length of time you have been together.

A marriage terminates on the date the judgment of divorce is signed. Coverage for the Spouse
will terminate at the end of the month in which the judgment of divorce was signed. At the time
of the divorce, the former Spouse has the option of continuing coverage under the Consolidated
Omnibus Budget Reconciliation Act of 1985, commonly called “COBRA.” You are responsible
for notifying the Fund of a legal separation leading to a divorce. If you fail to notify the Fund
that your former Spouse is no longer eligible for benefits you will be committing an act of fraud
and you will be responsible for any claims that the Fund pays for your former Spouse. The
Trustees reserve the right to terminate your Fund coverage and that of your covered Dependents
in the event of fraud or intentional misrepresentation of a material fact, including, but not limited
to, your failure to notify the Fund of such legal separation or divorce.

When Coverage Starts

Your coverage automatically starts on the first day of the month following sixty (60) days from
the date your employer starts to make contributions on your behalf.

How Long Coverage Continues

Once you meet the initial eligibility requirement, your coverage continues on a month-to-month
basis.

Dependent Coverage

When you qualify for coverage, the Fund Office will let you know whether your employer
contribution level qualifies you for Dependent coverage. If it does, then coverage for your
eligible Dependents generally starts at the same time as your coverage if you enroll them at the
same time you enroll yourself.

Your “eligible Dependents” include:

e Your legal Spouse.
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Your children up to the end of the month in which the child attains age 26, even if the
Dependent child is eligible for health coverage under another health plan.

Unmarried handicapped Dependent children over age 26 that are incapable of self-
support because of mental or physical disability. The disability must have started before
the child reached age 26. You must provide the Fund Office with proof of the child’s
disability within 31 days after the child’s 26th birthday.

When you enroll a Dependent you will be asked to provide proof of Dependent status —
a birth certificate, a marriage certificate, or other proof of Dependent status.
Fraudulently adding Dependents or providing other inaccurate information or
misrepresentations to the Fund may result in termination or rescission of your benefits,
termination or rescission of your covered family members’ benefits, denial of future
benefits, legal action against you and/or your covered family members, and set-off from
any future benefits the value of benefits the Fund has paid relating to inaccurate
information or misrepresentations provided to the Fund.

Newly Acquired Dependents

If you get married, or if you acquire a child by birth, adoption, or placement for adoption, and
you are entitled to family coverage, your Dependent will be covered from the date of the
marriage, birth, or adoption, provided you file an application form at the Fund Office within 31
days thereafter. If you do not complete the application within 31 days, coverage for your
Dependents will be delayed.

Dependent children include the following:

Your natural children (including children born out of wedlock, but only if proper
evidence of paternity is submitted to the Fund Office);

Your legal Spouse’s natural children if they live in your home, are principally Dependent
on you for support, and your Spouse has legal custody of them;

Legally adopted children or step-children;

Foster children who live with you and are principally Dependent on you for support and
maintenance, as long as no other health benefits are being provided by any governmental
agency;

Children required to be recognized as your legal Dependents under a Qualified Medical
Child Support Order (“QMCSO”).

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 to a child or children. A
QMCSO usually results from a divorce, legal separation or paternity proceeding.
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The Fund Office will notify you if a QMCSO is received with regard to your coverage. The
Fund’s QMCSO procedures are described in greater detail later on in this booklet (see the section
called “QMCSO Procedures”).

When Coverage Ends

Your coverage ends on the last day of the month:

e you stop working for a Contributing Employer,
e you enter active military service,
e the Fund discontinues group coverage,

e you engage in fraud or intentional misrepresentation of a material fact with regard to your
coverage or benefits under the Fund, or
e you no longer meet the eligibility requirements.

If you lose your coverage because of a compensable disability, your coverage will continue for
up to six months after your last day of employment with a Contributing Employer. The Fund
may require proof of disability from your physician. You must apply for such coverage within
30 days of the onset of your disability.

Coverage for your Dependents ends on the last day of the month in which:

your coverage ends,

the Dependent no longer meets the Fund’s definition of Dependent,

for a Dependent Spouse, the date of divorce or legal separation,

he or she engages in fraud or intentional misrepresentation of a material fact with regard
to coverage or benefits under the Fund,

e you die.

If you legally separate or divorce...

You are required to provide prompt notice to the Fund Office if you and your Spouse legally
separate or divorce. If you fail to inform the Fund Office of such legal separation or divorce, the
Fund may hold you responsible for the costs associated with extending coverage to your Spouse
after your legal separation/divorce became final. The Trustees reserve the right to terminate
your Fund coverage and that of your covered family members for failure to notify the Fund of
such legal separation or divorce.

When your coverage would otherwise end, you may be able to continue coverage by electing
COBRA Continuation Coverage. The Fund also has rules for limited extensions of coverage
during certain absences, and they are described in the next section.

Continuation Of Coverage During Certain Absences

If you become disabled, your coverage will continue for each month you are “totally disabled”
and cannot work, for up to a total of six months. You may be required to submit proof of your
disability to the Fund Office.
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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 the 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. Your employer,
not this Fund, will determine if you are eligible for FMLA leave of absence.

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

During your leave, you may continue all of your medical coverage and other benefits offered
through the Fund. You are generally eligible for FMLA leave if you:
e worked for an employer for at least 12 months,
e worked at least 1,250 hours in covered employment over the previous 12 months, and
e worked at a location where at least 50 employees are employed by the employer within
75 miles.

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

Call your employer if you have questions regarding your eligibility for FMLA leave. Call the
Fund Office regarding 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 COBRA described in a later section.

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, USERRA permits
you to continue health care coverage for you and your Dependents at your own expense for up to
24 months. This continuation right operates in the same way as COBRA coverage, which is
described in the next section. When your coverage ends because of a reduction in hours due to
your military service, you and your eligible Dependents may also have COBRA rights. You
should contact the Fund Office if you are called up for service in order to determine how the
leave affects you and your eligible Dependents’ eligibility for Fund benefits and how USERRA
protects your rights. 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 Fund coordinates its coverage with TRICARE.

Coverage will not be offered for any Sickness or Injury determined by the Secretary of Veterans
Affairs to have been incurred in, or aggravated during, performance of service in the uniformed
services. The uniformed services and the Department of Veterans Affairs will provide care for
service-connected disabilities.
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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 Fund within 30
days after you are reemployed following military service; however, it is a good idea for you to
notify the Fund Office, too.

When you are discharged (not less than honorably) from service in the uniformed services, your
full eligibility will be reinstated on the day you return to employment with a Contributing
Employer, provided that you return to employment within:

e 90 days from the date of discharge if the period of service was more than 180 days; or

e 14 days from the date of discharge if the period of service was at least 31 days, but less
than 180 days; or

o at the beginning of the first full regularly scheduled working period on the first calendar
day following discharge (plus travel time and an additional eight hours) 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
are extended up to two years.

Note that, for leaves of absence covered by the FMLA or for qualified military service,
your employer must properly grant the leave, make the required notification and any
required payment to the Fund. You should contact your employer to confirm that you are
eligible for a leave.

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 Under COBRA

The Consolidated Omnibus Budget Reconciliation Act of 1985, as amended (“COBRA”),
requires that this Fund offer you and your eligible Dependents the opportunity for a temporary
extension of health care coverage at group rates in certain instances when coverage would
otherwise end (called “qualifying events”). Continued coverage under COBRA applies to the
medical, Hospital, prescription drug, dental and vision benefits described in this booklet.

You should 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.

Qualifving COBRA Events

The chart below shows when you and your eligible Dependents may qualify for continued
coverage under COBRA, when coverage may start and when it ends.
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Coverage Ends Because Of These People Would Be For COBRA Coverage Up
This Reason Eligible To

(measured from the date
coverage is lost)

Your employment terminates* | You and your covered | 18 months **
Spouse and children

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

You die Your covered Spouse and 36 months
children

Your Dependents lose coverage | Your covered Spouse and 36 months

because you divorce or legally | children

separate

Your Dependent child no longer | Your covered children 36 months

qualifies as an  eligible

Dependent

You become entitled to | Your covered Spouse and 36 months

Medicare children

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

** Continued coverage for up to 29 months from the date of initial event may be available to
those who by no later than the first 60 days of your qualifying event, are totally disabled within
the meaning of Title Il or Title XVI of the Social Security Act. This additional 11 months is
available to employees and enrolled Dependents if notice of disability is provided within 60 days
after the Social Security Administration 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.

Proof of good health is NOT required for COBRA coverage.

Newborn And Adopted 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 and you are eligible for family coverage, you
may add the child to your coverage. To add coverage for the child, notify the Fund Office within
31 days of the child’s birth, adoption or placement for adoption. Legal proof of your relationship
to the child must also be provided.
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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 not to 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 COBRA coverage. If you die (a second qualifying event) during this 18-
month period, your covered Dependents may be eligible for an additional period of COBRA
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).

This extended period of COBRA continuation coverage is not available to anyone who became
your Spouse after the termination of employment or reduction in hours. However, this extended
period of coverage is available to any child born to, adopted by, or placed for adoption with you
during the 18-month period of continuation coverage.

Also note that if your first qualifying event is a reduction in hours, and then your employment is
terminated, the termination of employment is not treated as a second qualifying event (so there is
no extension beyond the initial 18-month period of coverage).

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 employee or qualified beneficiary, you are responsible for providing the Fund
Office with timely notice of certain qualifying events. These events include:

e Divorce or legal separation.
e A child losing Dependent status under the Fund.

e The occurrence of a second qualifying event after a qualified beneficiary has become
entitled to COBRA with a maximum of an additional 18 months, up to 36 months in
total. This second qualifying event could include an employee’s death, entitlement to
Medicare, divorce or legal separation, or a child losing Dependent status.

e When a qualified beneficiary entitled to receive COBRA coverage with a maximum of 18
months has been determined by the Social Security Administration to be disabled. If this
determination is made at any time during the first 60 days of COBRA coverage, the
qualified beneficiary may be eligible for an 11-month extension of the 18 months
maximum coverage period, for a total of 29 months of COBRA coverage.

You must make sure that the Fund Office is notified of any of the events listed above within 60
days of the qualified event. Failure to provide this notice in the form and within the timeframes
described below may prevent you and/or your Dependents from obtaining or extending COBRA
coverage.
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How To Provide Notice

Your notice should be sent to:

United Teamster Fund
2137-2147 Utica Avenue
Brooklyn, New York 11234

Please include the following in your notice:

e your name,

e the names of your Dependents,

e your Social Security number and the Social Security numbers of your Dependents,
e your address, and

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

When The Notice Must Be Sent

You must provide notice to the Fund within 60 days of the date of the event (and do not forget to
provide addresses for both you and the Dependent(s)). If you do not notify the Fund by the
end of the 60-day period, you and your Dependents will not be entitled to continuation
coverage.

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.

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.

Paving For COBRA Coverage

You will be charged 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.)

It is easiest to make your first payment when you file your COBRA election form, that is, within

60 days from the date your Fund coverage would otherwise end. In no event may your payment

be made later than 45 days from the date you mail your signed election form to the Fund Office.
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Your first check must cover the period from the date your coverage ended and COBRA coverage
began through the current month.

After the first payment all subsequent COBRA payments will be due by the 30th of each month.
Keep in mind that the Fund Office does not send bills for COBRA coverage and it is your
responsibility to see that your payment is at the Fund Office by the due date.

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

You or your Dependent’s continued coverage under COBRA may end for any of the following
reasons:

e Coverage has continued for the maximum 18, 29 or 36-month period, measured from the
date coverage is lost.

e The Fund terminates. If the coverage is replaced, you may be continued under the new
coverage.

e You or your Dependent(s) fail to make the necessary payments on time.
e You or a covered Dependent(s) become covered under another group health fund.
e You or a covered Dependent becomes entitled to benefits under Medicare.

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

e Continuation coverage may also be terminated for any reason that would terminate
coverage of any 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.

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.

Special Enrollment Rights

HIPAA requires that funds like ours allow eligible employees and Dependents who do not
already participate in the Fund to obtain coverage if certain events occur. These are known as
“qualifying circumstances.” (Note that, with regard to Dependents, these rights apply only if you
are entitled to family coverage.) Qualifying circumstances occur when:
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« You have a change in family status, such as marriage, divorce, birth, adoption, placement
for adoption, or death.

e 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,

e your Spouse dies;

« you and your Spouse divorce or legally separate;

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

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

Further, under the Children’s Health Insurance Program Reauthorization Act of 2009
(“CHIPRA”), you and your Dependents, if eligible for but not covered under the Fund, are
permitted to enroll in the Fund upon:

e losing eligibility for coverage under Medicaid or a state Children’s Health Insurance
Program (“CHIP”) or

e becoming eligible for premium assistance under Medicaid or CHIP.

You or your Dependent must request coverage under the Fund within 60 days of being
terminated from Medicaid or CHIP coverage as a result of loss of eligibility, or within 60 days of
being determined to be eligible for premium assistance.

More information about these rights is available from the Fund Office at (718) 859-1624, (718)
842-1212 or (732) 882-1901.

Disclosure Of Health Information To The Board Of Trustees

Summary Health Information

The Fund may disclose summary health information (other than genetic information) to the
Trustees, if the Trustees requests the summary health information for purposes of:

e obtaining premium bids for providing health coverage under the Fund; or
e modifying, amending, or terminating the Fund.

For this purpose, “summary health information” is information which summarizes the claims
history, claims expenses, or type of claims experienced by individuals to whom the Fund has
provided benefits and from which the information described at 45 CFR § 164.504(a)(2) has been
deleted.
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Enrollees

The Fund may disclose to the Trustees whether an individual is participating in the Fund, or is
enrolled in or has unenrolled from health coverage offered by the Fund.

Protected Health Information

The Trustees may use or disclose protected health information (“PHI”), provided to the Trustees
below, for any administrative function within the Trustees’ scope of authority pertaining to the
Fund, and as otherwise permitted or required by law.

PHI means health information which:

is created or received by a health care provider, health plan, employer, or health care
clearinghouse (within the meaning of 45 CFR § 160.103);

relates to the past, present, or future physical or mental health or condition of an
individual, the provision of health care to an individual, or the past, present, or future
payment for the provision of health care to an individual; and

identifies the individual (or which can be used to identify the individual).

The Trustees agrees to:

not use or further disclose the PHI provided to it under this section, other than as
permitted or required by the Fund or as required by law;

ensure that any agents to whom it provides PHI agree to the same restrictions and
conditions that apply to the Trustees with respect to such information;

not use or disclose PHI for employment-related actions and decisions or in connection
with any other benefit or employee benefit plan maintained by the Trustees;

report to the Fund any use or disclosure of PHI that is inconsistent with the uses or
disclosures provided for herein of which it becomes aware;

make available PHI in accordance with 45 CFR § 164.524;

make available PHI for amendment and incorporate any amendments to PHI in
accordance with 45 CFR § 164.526;

make available PHI required to provide an accounting of disclosures in accordance with
45 CFR 8§ 164.528;

make its internal practices, books, and records relating to the use and disclosure of PHI
available to the Secretary of Health and Human Services for purposes of determining
compliance by the Fund with all requirements of HIPAA,

if feasible, return or destroy all PHI that the Trustees still maintains in any form and
retain no copies of such information when no longer needed for the purpose for which
disclosure was made, except that, if such return or destruction is not feasible, limit further
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uses and disclosures to those purposes that make the return or destruction of the
information infeasible; and

e ensure adequate separation by implementing the following rules and procedures:

= The only individuals (other than the Trustees) who will be given access to PHI
provided to the Trustees will be the Fund Administrator, the Assistant Fund
Administrator, and any other individual whose functions relate to payment under,
health care operations of, or other matters pertaining to the Fund in the ordinary
course of business.

= The access to and use of PHI by the above mentioned is limited to the Fund
administration functions that the Trustees performs for the Fund.

= Any failure of the individuals described above to comply with these requirements
shall be subject to review of and discipline by the Trustees.

The Fund may disclose PHI to the Trustees to carry out Fund administrative functions, provided
that the Trustees furnishes the Fund with a certification that the Fund contains the provisions
described herein. The Fund may not disclose genetic information to the Trustees.

Other HIPAA rules: This Fund is a covered entity under HIPAA’s privacy regulations. For a
copy of the Fund’s “Notice of Privacy P