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[bookmark: _Toc210744621]Introduction
This Summary Plan Description (“SPD”) describes the key features of Plan 1M and Plan 1M+ under the Plan of Benefits for the Local 360 Health Fund (the “Plan”).  The Plan is designed to provide Life, Accidental Death and Dismemberment, Hospital, Surgical, Medical, Major Medical, Vision, Dental and Prescription Drug Benefits.  This SPD (as required by the Employee Retirement Income Security Act of 1974 (“ERISA”)), is only a summary of those terms.  The full terms and conditions of the Plan are described in the formal Plan document that legally governs the operation of the Plan.  While every effort has been made to make this SPD as accurate as possible, if there are any inconsistencies between this SPD and the provisions of the Plan document, the provisions of the Plan document will govern.  No one speaking on behalf of the Plan can alter the terms of the Plan.
You may examine copies of the Plan and related documents without charge, and may obtain copies for a reasonable charge.  The documents are available for your review during working hours by contacting the United Food and Commercial Workers Union Local 360 Health Fund (the “Fund”) Office.  To obtain a copy of these documents, you or your beneficiary may send a written request to the Fund Office at 48 Stiles Lane, Suite 204, Pine Brook, NJ  07058.
Notice of Grandfathered Status
The Plan’s Board of Trustees believes Plan 1M is a “grandfathered health plan” under the Patient Protection and Affordable Care Act of 2010 (the “Affordable Care Act”).  Plan 1M+, however, is not a grandfathered health plan.  As permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted.  Being a grandfathered health plan means that Plan 1M may not include certain consumer protections of the Affordable Care Act that apply to other plans, for example, the requirement for the provision of preventive health services without any cost sharing.  However, grandfathered health plans must comply with certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.  See the Section of this document entitled “Affordable Care Act Compliance” for more information.
Questions regarding which protections apply and which protections do not apply to a grandfathered health plan and what might cause a plan to change from grandfathered health plan status can be directed to the Plan Administrator, c/o Fund Office, 48 Stiles Lane, Suite 204, Pine Brook, NJ  07058, (973) 299-6700.  You may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.  This website has a table summarizing which protections do and do not apply to grandfathered health plans.


[bookmark: _Toc210744622]Definitions
The following terms used in this SPD shall have the stated meanings unless the context clearly indicates otherwise.
“ACA Full-Time Employee” means an Active Part-Time Employee who is employed an average of at least 30 hours per week with an Employer.
“Active Full-Time Employee” means an Employee who performs all of the regular duties of employment with an Employer and who regularly works on a schedule of at least 37-1/2 hours per week, except as otherwise provided in the relevant collective bargaining agreement.
“Active Part-Time Employee” means an Employee who performs all of the regular duties of employment with an Employer and who regularly works on a schedule of less than 37-1/2 hours per week, except as otherwise provided in the relevant collective bargaining agreement.
“Actively at Work” or “Active Work” means active work in the service of an Employer.  An Employee will be deemed to be actively at work on each day of a regular paid vacation, or on a regular non-working day on which he is not totally Disabled, provided he was actively at work on the last preceding regular workday.  In addition, an Employee shall be deemed actively at work on each day he or she is absent from work due to any health factor for purposes of this definition.
“Actual Charges” means the amount billed by the Hospital, Physician or other healthcare provider that represents the cost of services provided and is exclusive of any statutory or other billed amount that may be added to the cost of services.
“Age” means the chronological age attained by the subject individual determined with reference to the most recent past anniversary of his date of birth, and not his attained age for insurance purposes.
“Ambulatory Surgical Center” means an institution or facility, either freestanding or as part of a Hospital with permanent facilities equipped and operated for the primary purpose of performing surgical procedures and to which a patient is admitted to and discharged from within a 24-hour period.  An office maintained by a Physician for the practice of medicine or dentistry, or for the primary purpose of performing terminations of Pregnancy, shall not be considered to be an Ambulatory Surgical Center.
“Benefit Percentage” means that portion of Eligible Expenses to be paid by the Fund in accordance with the provisions of the Plan of Benefits.
“Board of Trustees” means those individuals who are appointed by the Original Employer Signatories and by the Union in accordance with Article III, Section 1 of the Local 360 Health Fund Restated Agreement and Declaration of Trust.
“Calendar Year” means a period of time commencing on January 1 and ending on December 31 of the same given year.
“Claimant” means a participant, beneficiary or authorized representative.  An authorized representative must be designated as such by a participant or beneficiary on a form provided by the Plan Administrator.
“Close Relative” means a person who is related to a Covered Person in any of the following ways: spouse (of the opposite sex or the same sex), brother-in-law, sister-in-law, son-in-law, daughter-in-law, mother-in-law, father-in-law, parent (includes stepparent), brother or sister (includes stepbrother or stepsister), child (includes a legally adopted child or stepchild), aunt, uncle, niece or nephew.
“Coinsurance” means that portion of Eligible Expenses to be paid by the Covered Employee in accordance with the provisions of the Plan of Benefits.
“Co-Payment” means a specified dollar amount which must be paid for a covered healthcare service at the time the service is received.  The amount may vary by the type of covered healthcare service and whether the provider of the service is a Network Provider.
“Co-Surgeon” means two or more surgeons, where the skills of both surgeons are necessary to perform distinct parts of a specific operative procedure.  Co-surgery is always performed during the same operative session.
“Cosmetic Procedure” means a procedure performed solely for the improvement of a Covered Person’s appearance rather than for the improvement or restoration of bodily function, but does not include reconstructive surgery following a mastectomy as required under Section 713 of ERISA.
“Covered Employee” means any Employee or Individual Participant meeting the eligibility requirements of coverage as specified in this Plan of Benefits and properly enrolled in the Plan.
“Covered Expenses” means any Medically Necessary treatments, services, or supplies that are not specifically excluded from coverage elsewhere in the Plan of Benefits and are considered Reasonable and Customary.
“Covered Person” means a Covered Employee.
“Disabled” means a physical state of a Covered Person resulting from an Illness or Injury which prevents that person from performing the normal duties of his/her occupation.
“Eligible Expenses” means any Medically Necessary treatments, services, or supplies that are not specifically excluded from coverage elsewhere in the Plan of Benefits and that are considered Reasonable and Customary.
“Emergency Medical Condition” is a condition evidenced by acute symptoms of sufficient severity so that a prudent layperson, with average knowledge of health and medicine, could reasonably expect that absence of immediate medical attention would place the individual’s health in serious jeopardy, or seriously impair bodily functions, bodily organs, or parts.
“Employee” means an individual who is employed by an Employer and covered by a collective bargaining agreement between the Employer and the United Food and Commercial Workers Union Local 360, which requires contributions to the Health Fund.
“Employer” means an entity which has entered into a collective bargaining agreement with the United Food and Commercial Workers Union Local 360, requiring contributions to be made to the Health Fund.
“Facility” means an institution which meets all of the following conditions:
It is engaged primarily in providing behavioral health care and treatment to ill and injured persons on an Inpatient basis at the patient’s expense;
It is constituted, licensed, and operated in accordance with the laws pertaining to rehabilitation facilities of the jurisdiction in which it is located;
It maintains on its premises all the facilities necessary to provide for the diagnosis and treatment of a behavioral health Illness or Injury;
It is not, other than incidentally, a place for rest, a place for the aged, or a nursing home; and
It qualifies as a residential treatment or rehabilitation facility and is accredited by the Commission on Accreditation of Rehabilitation Facilities (CARF).
“Fund” or “Health Fund” means the United Food and Commercial Workers Union Local 360 Health Fund.
“Family” means the Covered Employee under this Plan of Benefits.
“Illness” means a disorder or disease of the body or mind, or Pregnancy.  All Illnesses due to the same cause, or to a related cause, will be deemed to be one Illness.
“Injury” means a condition caused by an accident which results in damage to the Covered Person’s body.  Any loss which is caused by or contributed to by a hernia of any kind will be considered a loss under the definition of Illness, and not as a loss resulting from accidental Injury.
“Medically Necessary” means a service or a supply that must be:
Ordered by and under the direction of a Physician;
Commonly recognized throughout the medical profession as appropriate for the diagnosis and treatment of the Illness or Injury;
Neither educational nor Experimental in nature; and
Not rendered solely for the purpose of medical research.
In regard to a Hospital confinement, the length of a Hospital stay and the services and supplies provided will be considered necessary only to the extent they are related to the diagnosis and treatment of the Illness or Injury.
The Fund reserves the right to retain a qualified medical consultant to determine if services or supplies are Medically Necessary.
“Medicare” means the medical benefits provided for in Title XVIII of the Social Security Act, as amended.
“Network” (“Network Provider” or “Network Facility”) means a Physician, provider or facility that has agreed to provide medical services and supplies in exchange for a negotiated rate.
“Non-Legend Drug” means a drug that does not require a prescription and is available “over the counter”.
“Physician” means a legally licensed medical and dental physician or Surgeon, chiropractor, osteopath, chiropodist, podiatrist, optometrist, psychologist, physician’s assistant or nurse practitioner, who, within the scope of his or her license, is permitted to perform the services provided in this Plan of Benefits.  For purposes of this Plan, a Physician does not include the Covered Person, or any Close Relative of the Covered Person.
“Plan of Benefits” or “Plan” means the Plan of Benefits for the Local 360 Health Fund.
“Plan Administrator” means the person or persons appointed by the Board of Trustees to serve as Plan Administrator.
“Plan Year” means a twelve-month period beginning on any January 1 and ending on the following December 31.
“Qualified Beneficiary” means a Covered Employee who has triggered a Qualifying Event.
“Qualifying Event” means any of the following events that, should they occur, would cause a Qualified Beneficiary to lose coverage under the Plan:
Termination of a Covered Employee’s employment; and
A reduction in a Covered Employee’s hours.
[bookmark: _Hlk161857134]“Reasonable and Customary” refers to the designation of a charge as being the usual charge made by a Physician or other provider of services, supplies, medications, or equipment that does not exceed the general level of charges made by other providers rendering or furnishing such care or treatment within the same area, the designation of a charge as being the usual charge made by a Physician or other provider of services, supplies, medications, or equipment that does not exceed the general level of charges made by other providers rendering or furnishing such care or treatment within the same area, as provided in the most recent Physicians’ Fee Reference at 90%.  The term “area” in this definition means a county or such other area as is necessary to obtain a representative cross section of such charges.
“Union” means the United Food and Commercial Workers Union Local 360.
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[bookmark: _Toc210744624]Plan 1M Eligibility
Employees
The following Employees are eligible to participate in Plan 1M:
Active Part-Time Employees of an Employer identified in Appendix A as participating in Plan 1M who were covered by Plan 1M on December 31, 2013; or
Active Part-Time Employees of an Employer identified in Appendix A as participating in Plan 1M who has completed a 30-day orientation period and 90 days of continuous employment with the same Employer, including service prior to January 1, 2014.
Dependents
[bookmark: _Hlk77944485]Plan 1M covers the Dependents of an Active Part-Time Employee covered under Plan 1M. Dependents are only eligible for Prescription Drug Benefits, Dental Care Benefits and Vision Care Benefits. Dependents are not eligible for any other benefits under Plan 1M.
[bookmark: _Toc210744625]Plan 1M+ Eligibility
Employees
You are eligible to participate in Plan 1M+ if you have completed a 30-day orientation period and 90 days of continuous employment with the same Employer and you elect such coverage.
You may be required to pay a premium if you elect to participate in Plan 1M+.  The premium is determined by the Board of Trustees from time to time.
If you are employed by Acme Markets, Inc. any time after November 27, 2018 you are also will be eligible to receive coverage under Plan 1M+ if you elect such coverage and agree to pay the applicable premium determined by the Board of Trustees from time to time.
Dependents
Plan 1M+ covers the Dependents of an Active Part-Time Employee covered under Plan 1M. Dependents are only eligible for Prescription Drug Benefits, Dental Care Benefits and Vision Care Benefits. Dependents are not eligible for any other benefits under Plan 1M+.
[bookmark: _Toc210744626]Enrollment
An Employee will become covered under Plan 1M or Plan 1M+ on the date on which the Employee has met the eligibility requirements described in this Section and has made an election for Plan 1M or Plan 1M+ coverage, provided the Employee has made any required contribution and the Employer has made any required contribution on the Employee’s behalf.  Eligible Employee’s must affirmatively enroll to receive benefits under this Plan by completing an enrollment form (available through the Fund Office) to enroll themselves.  Any required Employee contribution will be indicated on the enrollment form.
[bookmark: _Toc210744627]Termination of Participation
Employees
A Covered Employee’s coverage will terminate on whichever of the following dates occurs first:
The date a Covered Employee is terminated from employment other than for reasons of layoff or authorized leave of absence or due to a disability;
The date a Covered Employee is no longer in a class of Employees eligible to be covered under the Plan;
The date on which a termination of employment with an Employer occurs due to layoff, or authorized leave of absence;
The date on which the Employee’s Employer ceases to contribute to the Fund; or
The date the Plan of Benefits is discontinued.
[bookmark: _Toc210744628]Special Enrollment
If an Employee, Barber, or Individual Participant that is eligible for either Plan 1M or Plan 1M+ declines to enroll in the Plan for him or herself because of other health insurance or group health plan coverage, he or she may be able to enroll him or herself in Plan 1M or Plan 1M+ under the following circumstances:
If the Employee loses eligibility for that other coverage (or if the employer stops contributing towards the Employee’s other coverage),
If the Employee loses Medicaid or Children’s Health Insurance Program (“CHIP”) coverage as a result of a loss of eligibility for such coverage, or
If the Employee become eligible for a premium assistance subsidy under Medicaid or CHIP.
The Employee must request enrollment within 31 days after the Employee’s other coverage ends (or after the employer stops contributing toward the other coverage) including the exhaustion of COBRA coverage, or within 60 days in the case of changes related to Medicaid or CHIP.
In general, coverage added under these rules will be effective on the first of the following month following receipt of notification.
To request special enrollment or obtain more information, contact the Fund Office.
[bookmark: _Toc210744629]Reinstatement of Coverage
In General
A Covered Employee whose coverage has been terminated may have his or her coverage reinstated under the following circumstances:
A Covered Employee who has experienced a layoff or a leave of absence (e.g., due to disability, Workers’ Compensation, etc.) and again becomes an Employee with the same Employer within six months of his or her termination will have his or her coverage reinstated as of the first day of the calendar month following his or her return as an Active Full-Time Employee or an Active Part-Time Employee.
A Covered Employee who is promoted and who again becomes an Employee with the same Employer, will have his or her coverage reinstated as of the first day of the calendar month following his or her return as an Active Full-Time Employee or an Active Part-Time Employee.
A Covered Employee who terminated employment because of entry into the Armed Forces of the United States and who returns to work within six months (or such other period of time as may be provided by law) following the date of discharge will have his or her coverage reinstated as of the first day of his or her return to the eligibility status that he or she had immediately prior to entry into the Armed Forces.
Exception for ACA Full-Time Employees
Notwithstanding anything in this Section to the contrary, an ACA Full-Time Employee who has been terminated and is then rehired within thirteen (13) weeks of his or her termination will have his or her coverage reinstated as of the first day of the calendar month following his or her return as an ACA Full-Time Employee.
[bookmark: _Toc210744630]Changes in Classification
If a Covered Employee’s classification changes (e.g., a change from Active Full-Time Employee status to Active Part-Time Employee status) or experiences a change in benefit levels due to longevity, any resulting change of benefits is effective on the first day of the month following the date of the classification change.
Note that if a Covered Employee’s coverage is increased as a result of a change of classification and the Covered Employee is not Actively at Work on the date such increase is to become effective, the increase will not become effective until the first day of the month following the Covered Employee’s return to the reclassified work schedule.  However, if the Covered Employee’s coverage is decreased due to a change in classification and the Covered Employee is not Actively At Work on the date the decrease is to become effective, the decrease will become effective on the first day of the month following the day on which the Covered Employee is scheduled to return to work.
[bookmark: _Toc210744631]Continuation Coverage
Qualifying Beneficiaries are entitled to continue healthcare coverage under the Plan (i.e., coverage under all benefits other than Death Benefits and Accidental Death and Dismemberment Benefits) if they lose coverage as a result of a Qualifying Event.  This coverage is often referred to as “COBRA Continuation Coverage.” Coverage will in no event be continued under the Plan unless the premium, as determined by the Board of Trustees, is paid by the Qualifying Beneficiary in a timely manner.  Only healthcare benefits are subject to COBRA Continuation Coverage hereunder.
Continuation and reinstatement rights may also be available if the Covered Employee is absent from employment due to service in the Uniformed Services pursuant to the Uniformed Services Employment and Reemployment Rights Act of 1994 (“USERRA”).  Continuation of coverage will also be made available as required by applicable state law.
For more information about COBRA or other continuation of coverage rights, see the “Continuation of Coverage under COBRA” Section of this SPD.
[bookmark: _Toc210744632]Voluntary Severance Program
In the case of a Covered Employee who elects to participate in a Voluntary Severance Program established by an Employer and Local Union in collective bargaining and meets all requirements for benefits under such program, coverage for such Covered Employee shall end as of the date specified in such Voluntary Severance Program.  In addition, the COBRA Qualifying Event for such Covered Employee will occur on the date specified in such Voluntary Severance Program.  This provision shall apply only to Covered Employees of those Employers that have separately funded this benefit.
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[bookmark: _Toc210744634]Prescription Drug Benefits
[bookmark: _Toc210744635]Network Pharmacists
Once an Employee becomes a Covered Person, the Plan Administrator will forward a card to the Covered Employee.  The Plan Administrator will also provide the Covered Employee with a list of pharmacists that participate under the program selected by the Board of Trustees.  When the Covered Person incurs a prescription expense, the Physician’s prescription and the prescription identification card must be presented to the Network pharmacist.  The Network pharmacist will complete the prescription and the Covered Employee will make a Co-Payment per prescription.
The Board of Trustees shall set the Co-Payment level at least once each Calendar Year.  The Co-Payment shall be $25 per prescription for brand name drugs, $10 per prescription for preferred brand name drugs and $5 per prescription for generic brand drugs, and $10 per prescription on mail order prescriptions.  Before a Participant may receive drugs by mail order, he or she must first exhaust two 21-day supplies purchased at a retail pharmacy.
[bookmark: _Toc210744636]Non-Network Pharmacists
If a Covered Person elects to purchase prescription drugs from a Non-Network pharmacist, the Covered Person will pay the Non-Network pharmacist directly and in full.  The Covered Person must then complete an approved direct reimbursement form and send it to the Plan Administrator or its designee.  The Fund will reimburse the Covered Person for the prescription drug expense that the Covered Person would have incurred had a Network pharmacist been used, less the Co-Payment, subject to the restrictions set forth below.
[bookmark: _Toc210744637]Mandatory Maintenance Drug Program
Drugs prescribed which are maintenance drugs must be filled by mail order through the mandatory Maintenance Drug Program in accordance with procedures established by the Plan Administrator.  Maintenance drug prescriptions will be filled with up to a 90-day supply.
[bookmark: _Toc210744638]Diabetes Strip Benefits
The Fund will cover the cost of diabetes strips purchased through the mail-order program in accordance with procedures established by the Plan Administrator.  A doctor’s written prescription will be required by the Fund office before any claim will be paid.  The Co-Payment will not apply.
[bookmark: _Toc210744639]Prescription Drug Benefit Limitations
The Fund will pay only for drugs purchased by prescription.
The Fund will not pay for the following unless it is designated otherwise below:
Prescription drugs, other than maintenance drugs, in excess of 21 days’ supply.
Refills not authorized by the Physician.
Contraceptives, oral or other, whether medication or device, regardless of intended use. This exclusion does not apply to Plan 1M+ (see page 46).
Non-Legend Drugs and over-the-counter drugs, other than insulin.
Charges for the administration or injection of any drug.
Therapeutic devices or appliances, including needles, syringes, support garments and other non-medicinal substances, regardless of intended use.
Prescription drugs that a Covered Person is entitled to receive without charge under any Workers’ Compensation Laws.
Drugs labeled “Caution-limited by federal law to investigational use,” or Experimental drugs, even though a charge is made to the individual.
Immunization agents, biological sera, blood or blood plasma.
Medication which is to be taken by or administered to an individual, in whole or in part, while a patient in a rest home, mental health facility, extended-care facility, convalescent Hospital, nursing home or similar institution which operates on its premises, or allows to be operated on its premises, a facility for dispensing pharmaceuticals.
Any prescription refilled in excess of the number specified by the Physician, or any refill dispensed more than one year after the Physician’s original order.
Injectable drugs (including auto-injectables) other than insulin and Epi-Pens (or their generic equivalent), unless they are part of an overall Case Management program.
Smoking cessation items (unless part of a wellness program that may be offered by the Plan from time to time).  This exclusion does not apply to Plan 1M+ (see page 44).
Any prescription drug for the treatment of a disease or Injury other than the disease(s) or Injuries for which the Food and Drug Administration has approved the use of such drug.
Any drug or medicine approved by the U.S. Food and Drug Administration on or after August 11, 2015, with a per script cost of $1,000 at retail or $2,500 per 90-day script at mail order, that has not been approved for coverage by the Board of Trustees.  However, if a claim for a drug or medicine was nonetheless paid on behalf of a Covered Person prior to April 1, 2017, such drug or medicine will continue to be provided to such Covered Person without regard to this exclusion.  See the “Case Management” Section for more information.
When a generic equivalent to a brand name drug is available, the Fund will pay the cost of the generic brand drug equivalent.  The Covered Person shall be responsible for the difference in cost between the brand name and the generic, plus the Co-Payment.
[bookmark: _Toc210744640]Expiration
The identification card is valid until the date the Covered Employee terminates employment or is no longer covered under this Prescription Drug Plan, whichever occurs first.  The Fund will not be liable for any expenses incurred by a Covered Person if the card is used beyond the expiration date.


[bookmark: _Toc210744641]Dental Care Benefits
Dental benefits available to Covered Persons are described in booklets provided by Fidelio Dental, the dental benefit insurer.



[bookmark: _Toc210744642]Vision Care Benefits
[bookmark: _Hlk161857497]Vision benefits available to Covered Persons are described in booklets provided by VSP, the vision benefit insurer.



[bookmark: _Toc210744643]Physical Examination Benefits
“Physical Examination Benefits” include any Medically Necessary procedure performed by, or under the supervision of, a Physician in connection with a physical examination.
The Fund will pay 80% of Reasonable and Customary charges for the office visit and 50% of Reasonable and Customary charges for laboratory and diagnostic charges for one physical examination per Covered Person per Calendar Year.
A physical examination may include an updated health history (e.g., an update on new developments and changes in the Covered Person’s health history, including questions about the Covered Person’s job and relationships, medications, allergies, supplements, or any recent surgeries) and the following:
Vital sign checks
This includes taking a blood pressure reading and checking the Covered Person’s heart rate and respiratory rate.
Visual exam
The physician will review the Covered Person’s appearance for signs of any potential conditions.  This includes examining the Covered Person’s head, eyes, chest, abdomen, musculoskeletal system (such as your hands and wrists) and 	nervous system functions (such as speech and walking).
Physical exams
The physician will use tools to look in the Covered Person’s eyes, ears, nose, and throat.  The physician will listen to the Covered Person’s heart and lungs.  The exam may also include touching and closely examining all parts of the body to detect abnormalities.
Laboratory tests
The physician may draw blood for various laboratory tests.  These can include a complete blood count and a complete metabolic panel (also called a chemistry panel).  The physician may request a diabetes screen and a thyroid screen.  If the Covered Person has an increased risk of heart attack, heart disease, or stroke, the physician may also request a lipid panel (cholesterol test).



[bookmark: _Toc210744644]Other Benefits
[bookmark: _Toc210744645]Physician Office Visit Benefits
The Fund will pay 80% of the Reasonable and Customary charges for up to five (5) physician office visits per Calendar Year.  The Fund will not pay for office visits to physical or speech therapists, podiatrists or chiropodists.
[bookmark: _Toc210744646]Diabetes Strips Benefits
The Fund will cover the cost of diabetes strips, up to a maximum of $550 per Calendar Year per Covered Person, purchased through the mail-order program in accordance with procedures established by the Plan Administrator. A doctor’s written prescription will be required by the Fund office before any claim will be paid.  
[bookmark: _Toc210744647]Mammography Screening Benefits
“Mammography Screening Benefits” include charges for screening and interpretation of mammograms.
The Fund will pay 100% of the Reasonable and Customary charges for one routine mammogram without a diagnosis per Covered Person per Calendar Year for Covered Persons Age 35 and older.


[bookmark: _Toc210744648]Summary of Plan 1M+ Benefits
[bookmark: _Toc210744649]In General
Employees who are eligible to participate in Plan 1M+ (as described in the “Plan 1M+ Eligibility” Section of this SPD) will receive the benefits described in the “Summary of Plan 1M Benefits” Section plus the preventive health services described below without having to pay a Co-payment or Coinsurance or meet their Deductible (“cost-sharing”) when these services are delivered by a Network Provider.
[bookmark: _Toc210744650]Coverage of Preventive Services
Employees who are eligible to participate in Plan 1M+ (as described in the “Plan 1M+ Eligibility” Section of this SPD) will receive the benefits described in the “Summary of Plan 1M Benefits” Section plus the following preventive health services without having to pay a Co-payment or Coinsurance or meet their Deductible (“cost-sharing”) when these services are delivered by a Network Provider.
Please note that you may be required to provide the Fund with a Physician’s note indicating that you are eligible for these preventive services without cost-sharing.  For example, if you are a 25 year old male who wishes to receive a cholesterol screening at no cost, you will need a note from your Physician indicating that you are increased risk for coronary heart disease.
For more information regarding these preventive services, visit http://www.hhs.gov/healthcare/facts/factsheets/2010/07/preventive-services-list.html.
Covered Preventive Services for Adults
The Fund will cover the following items and services for Covered Persons Age 18 and over (unless otherwise specified):
Abdominal aortic aneurysm screening (one-time) by ultrasonography for men ages 65 to 75 who have ever smoked.
Alcohol misuse screening for adults age 18 years or older, and brief behavioral counseling interventions for such persons engaged in risky or hazardous drinking to reduce alcohol misuse.
Aspirin use (low-dose) for the primary prevention of cardiovascular disease and colorectal cancer in men and women aged 50 to 59 years who have a 10% or greater 10-year cardiovascular risk, are not at increased risk for bleeding, have a life expectancy of at least 10 years, and are willing to take low-dose aspirin daily for at least 10 years.
Blood pressure screening for all adults aged 18 years or older.
Cholesterol screening for: men ages 20 to 35 years and women ages 20 to 45 years for lipid disorders if they are at increased risk for coronary heart disease; men age 35 years and older for lipid disorders; and women age 45 years and older for lipid disorders if they are at increased risk for coronary heart disease.
Colorectal cancer screening for adults ages 50-75 years old.
Depression screening for adults, including pregnant and postpartum women.
Type 2 Diabetes screening as part of cardiovascular risk assessment in adults aged 40 to 70 years who are overweight or obese.
Diet counseling (i.e., intensive behavioral counseling interventions to promote a healthful diet and physical activity for CVD prevention) for adults who are overweight or obese and have additional cardiovascular disease (“CVD”) risk factors.
Fall prevention, including exercise or physical therapy and vitamin D supplementation for community-dwelling adults age 65 years and older who are at increased risk for falls.
Hepatitis B screening for people at high risk, including people in countries with 2% or more Hepatitis B prevalence, and U.S.-born people not vaccinated as infants and with at least one parent born in a region with 8% or more Hepatitis B prevalence.
Hepatitis C screening for adults at increased risk, and one time for everyone born 1945 – 1965.
HIV screening for adults ages 18 to 65 years, all adults at higher risk.
The following immunization vaccines for adults (doses, recommended ages, and recommended populations vary as described below):
· Hepatitis A – 2 or 3 doses depending on indication for all adults at risk
· Hepatitis B – 3 doses for all adults at risk
· Herpes Zoster – 1 dose for all adults age 60 and up
· Human Papillomavirus – 3 doses for women ages 19 to 26 years; 3 doses for men ages 19 to 21 years (or 26 years for men at risk)
· Influenza (Flu Shot) – 1 dose annually
· Measles, Mumps, Rubella – 1 to 2 doses (depending on indication) for all adults born after 1957
· Meningococcal – 1 or more doses depending on indication for all adults at risk
· Pneumococcal – 1 dose for adults age 65 and older; 1 or 2 doses depending on indication for all adults at risk
· Tetanus, Diphtheria, Pertussis – substitute Tdap for Td once, then Td booster every 10 years for all adults
· Varicella – 2 doses for all adults
Lung cancer screening with low-dose computed tomography for adults 55 to 80 who have a 30 pack-year smoking history and currently smoke or have quit within the past 15 years.  Screening should be discontinued once a person has not smoked for 15 years or develops a health problem that substantially limits life expectancy or the ability or willingness to have curative lung surgery.
Obesity screening for all adults.  Adults with a body mass index of 30 kg/m2 or higher should be provided or referred to intensive, multicomponent behavioral interventions.
Sexually Transmitted Infection (“STI”) prevention counseling for adults at increased risk for sexually transmitted infections.
Syphilis screening for all adults at increased risk for infection.
Tobacco use screening for all adults (i.e., ask all adults about tobacco use) and behavioral interventions and U.S.  Food and Drug Administration (FDA)–approved pharmacotherapy for cessation to adults who use tobacco.  For this purpose, covering a cessation attempt includes coverage for: (i) four tobacco cessation counseling sessions of at least 10 minutes each (including telephone counseling, group counseling and individual counseling); and (ii) all Food and Drug Administration (FDA)-approved tobacco cessation medications (including both prescription and over-the-counter medications) for a 90-day treatment regimen when prescribed by a health care provider.
Covered Preventive Services for Children
The Fund will cover the following items and services for Covered Persons under Age 18 (unless otherwise specified):
Alcohol and drug use assessments for adolescents.
Behavioral assessments for children at the following ages: 15 to 17 years (1 well-child visit annually).
Blood Pressure screening for children at the following ages: 15 to 17 years (1 well-child visit annually).
Cervical dysplasia screening (Pap smear) for sexually active females.
Depression screening for adolescents to 18 years.
Developmental screening for children throughout childhood.
Dyslipidemia screening for children at higher risk of lipid disorders at the following ages: 15 to 17 years (1 well-child visit annually).
Oral fluoride supplements for children without fluoride in their water source.
Height, Weight and Body Mass Index measurements for children at the following ages: 15 to 17 years (1 well-child visit annually).
Hematocrit or Hemoglobin screening for children.
HIV screening for adolescents age 15-18.
Immunization vaccines to age 18 (doses, recommended ages, and recommended populations vary as described below):
· Influenza (Flu Shot) – annual vaccination (IIV only)
· Meningococcal –booster dose at age 16 years
Medical History for all children throughout development at the following ages: 15 to 17 years (1 well-child visit annually).
Obesity screening and provide or refer such children to comprehensive, intensive behavioral interventions to promote improvement in weight status.
Sexually Transmitted Infection (“STI”) prevention counseling and screening for all sexually active adolescents.
Skin cancer behavioral counseling for children, adolescents, and young adults ages 10 to 24 years who have fair skin about minimizing their exposure to ultraviolet radiation to reduce risk for skin cancer.
Tobacco interventions, including education or brief counseling, to prevent initiation of tobacco use in school-aged children and adolescents.
Tuberculin testing for children at higher risk of tuberculosis at the following ages: 15 to 17 years (1 well-child visit annually).
Covered Preventive Services for Women
The Fund will cover the following items and services for Covered Persons that are women, including pregnant women:
Anemia screening on a routine basis for pregnant women.
Breast Cancer Genetic Test Counseling (BRCA) for women at higher risk for breast cancer (i.e., women who have family members with breast, ovarian, tubal, or peritoneal cancer).
Breast cancer mammography screenings, with or without clinical breast examination, every 1 to 2 years for women age 40 and over.
Breast cancer chemoprevention counseling for women at higher risk (i.e., shared, informed decision making about medications to reduce their risk).
Breastfeeding comprehensive support and counseling from trained providers, as well as access to breastfeeding supplies, for pregnant and nursing women to promote and support breastfeeding.
Cervical cancer screenings: every 3 years for women ages 21 to 65 years with cytology (Pap smear); or, for women ages 30 to 65 years who want to lengthen the screening interval, a combination of cytology and human papillomavirus (HPV) testing every 5 years.
Chlamydia infection screening for sexually active women age 24 years or younger and older women who are at increased risk for infection.
Contraception (i.e., all Food and Drug Administration-approved contraceptive methods, sterilization procedures, and patient education and counseling, excluding abortifacient drugs).  Note that if the participant’s attending provider recommends a particular service or FDA-approved item based on a determination of medical necessity with respect to that individual, the Plan will defer to the determination of the attending provider and cover that service or item without cost sharing.
Domestic and interpersonal violence screening for women of childbearing age and counseling (or referral) for women who screen positive to intervention services.  (Note that this recommendation applies to women who do not have signs or symptoms of abuse).
Folic Acid supplements containing 0.4 to 0.8 mg (400 to 800 µg) of folic acid for all women planning or capable of pregnancy.
Gestational diabetes screening for women 24 to 28 weeks pregnant and those at high risk of developing gestational diabetes.
Gonorrhea screening for sexually active women age 24 years or younger and older women who are at increased risk for infection.
Hepatitis B screening for pregnant women at their first prenatal visit.
HIV screening and counseling for sexually active women and all pregnant women, including those who present in labor who are untested and whose HIV status is unknown.
Human Papillomavirus (HPV) DNA Test every three years for women with normal cytology results who are 30 or older.
Osteoporosis screening for women age 65 years and older and in younger women whose fracture risk is equal to or greater than that of a 65-year-old white woman who has no additional risk factors.
Preeclampsia prevention for women who are at high risk for preeclampsia (low-dose aspirin (81 mg/d)) after 12 weeks of gestation.
Rh incompatibility screening (Rh (D) blood typing and antibody testing) for all pregnant women during their first visit for pregnancy-related care and repeated Rh (D) antibody testing for all unsensitized Rh (D)-negative women at 24 to 28 weeks’ gestation, unless the biological father is known to be Rh (D)-negative.
Sexually Transmitted Infections (“STI”) counseling for sexually active women.
Syphilis screening for all pregnant women and all women at increased risk.
Tobacco use screening (i.e., ask about tobacco use) and interventions for all women, and expanded counseling for pregnant tobacco users.
Urinary tract or other infection screening with urine culture for pregnant women at 12 to 16 weeks’ gestation or at the first prenatal visit, if later.
Well-woman visits to obtain recommended preventive services.
Cost Sharing
[bookmark: _Hlk209520920][bookmark: _Hlk209187032]Plan 1M+ will comply with the overall cost-sharing limit (i.e., out-of-pocket maximum) mandated by the ACA, indexed annually.  (For 2025, the cost-sharing limit is $9,200 for self-only coverage and $18,400 for family coverage.  For 2026, the cost-sharing limit is $10,600 for self-only coverage and $21,200 for family coverage.)  For purposes of this provision, cost-sharing includes Deductibles, Co-insurance, Co-payments or similar charges, and any other required expenditure that is a qualified medical expense with respect to Essential Health Benefits covered under the Plan.  Cost-sharing will not include premiums, balance billing amounts for Non-Network Providers or spending for services that are not covered under the Plan.
[bookmark: _Toc210744651]Coverage of Clinical Trials
Plan 1M+ will not deny an employee participation in an approved clinical trial for which such employee is a qualified individual with respect to the treatment of cancer or another life-threatening disease condition, or deny (or limit or impose additional conditions on) the coverage of routine patient costs for drugs, devices, medical treatment, or procedures provided or performed in connection with participation in the approval clinical trial.  For purposes of this provision, the terms “qualified individual,” “life threatening disease or condition,” “approved clinical trial,” and “routine patient costs” shall have the same meaning as found in the section 2709 of the Public Health Services Act.
[bookmark: _Toc210744652]Affordable Care Act Compliance
The health benefits provided under the Plan will generally comply with Part 7 of ERISA and ACA in the following manner:
No Lifetime or Annual Limits.  The Plan will not impose a lifetime or annual limit on the dollar value of “Essential Health Benefits” (as defined below) under any medical benefit option available under the Plan unless the medical benefit is an “excepted benefit” (as defined under section 732 of ERISA and the regulations and guidance issued thereunder) to which the ACA does not apply.
“Essential Health Benefits” are health-related items and services that fall into the following categories, as defined in section 1302 of the ACA, and further determined by the Secretary of Health and Human Services:
· Ambulatory patient services;
· Emergency Services;
· Hospitalization;
· Maternity care;
· Mental health and substance use disorder services, including behavioral health treatment;
· Prescription drugs;
· Rehabilitative and habilitative services and chronic disease management; and
· Pediatric services, including oral and vision care.
The determination of whether a benefit or service is an Essential Health Benefit for purposes of permissible annual or lifetime limits and cost sharing limits under the ACA will be made with respect to the benchmark state chosen by the Plan.
No Preexisting Condition Exclusion.  The Plan will not impose a preexisting condition exclusion under any medical benefits available under the Plan.
No Rescission of Coverage.  The Plan shall not cancel or discontinue medical benefits coverage under the Plan with a retroactive effect with respect to a Covered Person except in the event of fraud or intentional misrepresentation.
Wellness Programs.  From time to time, the Plan may offer wellness programs designed to promote the health and well-being of all employees.  These wellness programs may provide financial incentives to engage in activities that encourage healthy lifestyle changes, provide you with information about your current health condition by undergoing health screenings or answering questionnaires, give you the opportunity to receive health “coaching” and participate in disease management programs, and provide online education tools, etc.  These wellness programs are designed to help mitigate risks and allow you to be more involved in your healthcare, which may lead to a healthier employee population with lower healthcare costs, ultimately saving you and your Employer money.  Information collected as part of any wellness program will be analyzed and considered when developing future wellness programs and making future plan design changes affecting all participants.  The terms of any wellness program will be communicated to you separately as part of open enrollment material or other communications.  Any wellness program and related financial incentive offered under the Plan shall comply with the requirements and limitations of the Health Insurance Portability and Accountability Act (“HIPAA”), the ACA and related guidance.


[bookmark: _Toc210744653]General Exclusions and Limitations
The following additional exclusions and limitations apply to expenses incurred by all Covered Persons as outlined in the preceding Sections.
The Fund will not pay for:
Charges incurred prior to an individual’s effective date of coverage under the Plan, or after such individual’s coverage is terminated.
Charges incurred more than 12 months prior to date the claim is made for payment (see the “Claims and Appeals” Section of this SPD for more information).
Charges incurred as a result of war or any act of war whether declared or undeclared, or caused during service in the armed forces of any country.
Charges arising out of or in the course of any occupation of wage or profit with another employer not associated with the Fund, or for which the Covered Person is entitled to benefits under any Workers’ Compensation or Occupational Disease Law, or any such similar law.
Charges incurred in a Hospital operated by the United States of America or any agency thereof or in any Hospital which does not make a charge which the Covered Person is required to pay.  However, the Veteran’s Administration (“VA”) has the right to recover the cost of care for expenses incurred in a VA Hospital by a veteran who does not have a service-connected disability and who is entitled to care under the Plan.
Charges incurred which the Covered Person is not, in the absence of this coverage, legally obligated to pay; or for which a charge would not ordinarily be made in the absence of this coverage.
Charges resulting from Injuries sustained (1) during the commission of a crime by the Covered Person whether or not convicted or (2) during engagement in an illegal act, illegal occupation or felonious act, aggravated assault, or intentional tort, by the Covered Person, except if Injury is sustained during an act of domestic violence.
Charges incurred in connection with any intentionally self-inflicted Injury or Illness or the taking of a substance not prescribed or taken as directed, except if the Illness or Injury results from a medical condition.
Charges incurred for routine medical examinations or routine health check-ups, nutritional supplements, or immunizations, except as otherwise provided in the “Summary of Plan 1M Benefits” and “Summary of Plan 1M+ Benefits” Sections of this SPD (as applicable).
Charges incurred for services or supplies which constitute personal comfort or beautification items, television or telephone use, or in connection with Custodial Care, education or training and occupational therapy, unless to restore functional use of arms, hands, legs or feet; or expenses actually incurred by other persons.
Charges incurred in connection with the care, treatment, or surgery performed for a Cosmetic Procedure or cosmetic indications.  This exclusion shall not apply (1) when such treatment is rendered to correct a condition resulting from an accidental Injury; (2) when rendered to correct a congenital abnormality, i.e., a birth defect; or (3) to reconstructive surgery following a mastectomy.
Charges incurred in connection with services and supplies which are not Medically Necessary for treatment of the Injury or Illness or are in excess of Reasonable and Customary charges or are not recommended and approved by a Physician.
Charges for services, supplies, or treatments not recognized by the American Medical Association as generally accepted and Medically Necessary for the diagnosis and/or treatment of an active Illness or Injury; or charges for procedures, surgical or otherwise, which are specifically listed by the American Medical Association as having no medical value.
Charges for services rendered by a Physician, nurse, or licensed therapist, if such Physician, nurse, or licensed therapist is a Close Relative of the Covered Person, or resides in the same household as the Covered Person.
Charges incurred outside the United States if the Covered Person traveled to such a location for the sole purpose of obtaining medical services, drugs, or supplies.
Charges for hospitalization when such confinement occurs primarily for hydrotherapy, convalescent or rest care, or any routine physical examinations or tests not connected with the actual Illness or Injury, except as provided under the “Major Medical Benefits” Section of this SPD (see the subsection entitled “Physical Examination Benefits”).
Charges for hospitalization which are in excess of basic Room and Board above the Semi-Private level or the three-day Intensive Care level.
Charges for Physician’s fees for any treatment which is not rendered by or in the physical presence of a Physician.
Charges for surgical treatment of obesity or complications thereof, or other treatment of obesity or for weight reduction, or suction lipectomy.
Charges resulting from weak, unstable or flat feet, or bunions, unless an open cutting operation is performed, or for treatment of corns, calluses or toenails, unless at least part of the nail root is removed, and orthopedic shoes or devices are prescribed.
Charges beyond $1,000 in a lifetime for appliances, medical or surgical treatment or restoration for temporomandibular joint dysfunction (TMJ).  Treatment includes any services performed for the purpose of diagnosis or prevention of temporomandibular joint dysfunction.  (TMJ a jaw/joint disorder causing pain, swelling, clicking and difficulties in opening and closing the mouth, and complications including arthritis, dislocation and bite problems of the jaw.).  TMJ benefits will be paid first under the Dental Care Benefits and then under the Base Plan and Major Medical with a combined maximum of $1,000.
Charges for appliances, medical or surgical treatment for correction of malocclusion or protrusion or recessing of the mandible; maxillary hyperplasia, or maxillary hypoplasia except to the extent such benefits may be covered under the specific Dental Care Benefits.  (Malocclusion - teeth do not fit together properly; “bite problem”; mandible protrusion or recession - “underbite,” chin excessively large or “overbite,” chin abnormally small; maxillary hyperplasia - “overbite” due to excess growth of upper jaw; maxillary hypoplasia-undergrowth of upper jaw).
Charges for marital, family, or other group counseling or training.
Charges for air conditioners, humidifiers and purifiers, exercise therapy equipment or programs, or fitness counseling.
Charges related to or in connection with fertility studies, sterility studies, procedures to restore or enhance fertility, artificial insemination, or in-vitro fertilization.  Charges for contraceptives, contraceptive materials or devices or infertility medication or testing.
Charges for weekend admissions, except when a Covered Person is admitted into a Hospital on Friday or Saturday for non-emergency surgery to be performed on Monday, the Plan will pay for any Medically Necessary services and preoperative care for only the Sunday preceding the surgery.
Charges for Private Duty Nursing Services, except in Home Health Care.
Charges resulting from or in connection with the reversal of sterilization procedures.
Charges for a vasectomy or tubal ligation unless deemed Medically Necessary.
Services related to sex transformations or sexual dysfunctions or inadequacies.
Charges for services rendered or billed for by a school or halfway house or a member of its staff.
Charges for procedures, drugs, or research studies which are Experimental, or for any services or supplies not considered legal in the United States.
Charges for any examination or procedure performed for screening, surveys, research, or an examination rendered in connection with a physical examination ordered or required for the use of a third party, educational testing or training.
Charges for services or supplies rendered for the purpose of nicotine addiction, i.e., hypnosis, stop-smoking clinics and programs, except as provided as part of a wellness program.  This exclusion does not apply to Plan 1M+ (see page 44).
Charges incurred by a Covered Person as a result of a motor vehicle accident; provided, however, that this exclusion shall not apply if (i) the Covered Person is not operating the motor vehicle at the time of the accident, (ii) the accident occurs through no fault of the Covered Person, and (iii) the Covered Person signs a subrogation/reimbursement agreement as provided in Fund’s Right of Recovery in Third-Party Actions below.
Charges for Radial Keratotomy or Keratoplasty (eye surgery or laser treatments to improve nearsightedness, farsightedness, and/or astigmatism).
Charges for organ or tissue transplant services, and drugs and charges for the implantation of an artificial heart.  This exclusion includes charges for pre- and post-transplant drugs related to immunology to prevent rejection of a transplanted organ.  This exclusion does not apply to charges incurred for or in connection with corneal transplants where covered under the Plan.
Charges for growth hormones, or charges incurred by reason of the ingestion of growth hormones.
Charges for drugs or procedures for the growth of hair.
Charges for expenses and procedures not specifically identified in this Plan.
Charges which result from a failure to follow the provisions of another medical benefits plan under which the Covered Person may be covered, including but not limited to, penalties for not complying with, precertification, preadmission review, second surgical opinion or referral provisions.
Charges in connection with studies, including but not limited to, sleep disorder studies, except as described under Major Medical Benefits.
Charges for any artificial device that is implanted into the body (including, but not limited to pacemakers, stents, joints, valves, etc.) to the extent the charge for such device is in excess of the invoice price paid by the provider or facility.
Charges for injectable pain management therapies, unless administered while the Covered Person is an Inpatient or performed in connection with a surgical procedure on an Outpatient basis.
Charges related to or in connection with a Pregnancy resulting from surrogacy.  This exclusion covers all types of surrogacy procedures, including but not limited to traditional surrogacy (also known as straight or genetic surrogacy) and gestational surrogacy.
Charges related to complications arising from or caused by any drug or procedure that is excluded under this “General Exclusions and Limitations” section.

[bookmark: _Toc210744654]Coordination of Benefits
[bookmark: _Toc210744655]Coordination of Benefits with Other Plans
The Fund will coordinate benefits, as provided below, when a Covered Person has health coverage under more than one plan, program or other arrangement for the provision of similar benefits.
Primary/Secondary Plan Determination
A plan that does not coordinate with other plans will be the primary plan.  This includes individual health contracts.  Otherwise, the benefits of the plan which cover the person as an employee, member or subscriber (other than a dependent) is the primary plan; the plan which covers the person as a dependent is the secondary plan.  If both plans cover the Covered Person as a dependent, then this Plan of Benefits is secondary to all other plans or individual contracts of insurance.
The Coordinated Benefit
This Plan of Benefits will pay up to the Actual Charges incurred by the Covered Person when this Plan of Benefits is the primary plan.  For amounts charged above the Actual Charges incurred and up to 100% of the Covered Person’s allowable charges, this Plan of Benefits will be secondary to all other health plans whether they be group health plans or individual health contracts.
When this Plan of Benefits is the secondary plan, this Plan of Benefits will provide a reduced amount so that the combined benefits will not exceed 100% of the Covered Person’s allowable charges covered under at least one of the plans.  Allowable charges shall not include charges excluded under the “General Exclusions and Limitations” Section.
When both husband and wife are Employees under this Plan, this Plan of Benefits will pay up to 100% of the Reasonable and Customary charges.  If the Reasonable and Customary charges exceed the Actual Charges, the Plan of Benefits shall pay no more than the Actual Charges.
Coordination with Medicare
The coordination of medical benefits between this Plan and Medicare shall be determined in accordance with the following rules:
When a Covered Employee becomes eligible for Medicare benefits while covered by the Plan, his or her participation in the Plan shall continue and the Plan shall be primary to Medicare and will pay its full benefits if a Covered Person is entitled to Medicare benefits because the Covered Person needs kidney dialysis for end-stage renal disease. Medicare will become the primary payer after entitlement to Medicare benefits has existed for 30 months.
When a Covered Employee reaches age 65 and becomes eligible for Medicare benefits, he or she must choose one of the following options: (i) continued participation in the Plan with the Plan providing primary coverage or (ii) termination of participation in medical benefits under the Plan and sole coverage under Medicare (coverage for non-medical benefits would continue under the Plan).
For an Eligible Employee who is receiving disability benefits in excess of six months and who is also eligible for Medicare benefits, Medicare is primary and the Plan is secondary, if coverage under the Plan is elected.
Notwithstanding any provision of this Plan to the contrary, medical benefits under the Plan shall be primary to Medicare only to the extent required by applicable law.
Coordination with COBRA
This Plan will be the secondary Plan when a Qualified Beneficiary is eligible for continued coverage under this Plan and is enrolled in another group health plan either as an employee or dependent.  This Plan will be secondary to all claims and will not pay any claims until and unless the Qualified Beneficiary produces evidence of the amount paid and/or denied under the other group health plan.


[bookmark: _Toc210744656]Third-Party Recovery
[bookmark: _Toc210744657]General Principle
When a Covered Person receives Fund benefits which are related to medical expenses that are also payable under Workers’ Compensation, any statute, any uninsured or underinsured motorist program, any no fault or school insurance program, any other insurance policy or any other plan of benefits, or when related medical expenses that arise through an act or omission of another person are paid by a third party, whether through legal action, settlement or for any other reason, the Covered Person will be required to reimburse the Fund for the related Fund benefits received out of any funds or monies the Covered Person recovers from any third party.
[bookmark: _Toc210744658]Specific Requirements and Fund Rights
Because the Fund is entitled to reimbursement, the Fund will be fully subrogated to any and all rights, recovery or causes of actions or claims that a Covered Person may have against any third party.  The Fund is granted a specific and first right of reimbursement from any payment, amount or recovery from a third party.  This right to reimbursement is regardless of the manner in which the recovery is structured or worded, and even if the Covered Person has not been paid or fully reimbursed for all of their damages or expenses.
The Fund’s share of the recovery will not be reduced because the full damages or expenses claimed have not been reimbursed unless the Fund agrees in writing to such reduction.  Further, the Fund’s right to subrogation or reimbursement will not be affected or reduced by the “make whole” doctrine, the “fund” doctrine, the “common fund” doctrine, comparative/contributory negligence, “collateral source” rule, “attorney’s fund” doctrine, regulatory diligence or any other equitable defenses that may affect the Fund’s right to subrogation or reimbursement.
The Fund may enforce its subrogation or reimbursement rights by requiring the Covered Person to assert a claim to any of the benefits to which the Covered Person may be entitled.  The Fund will not pay attorney’s fees or costs associated with the claim or lawsuit without express written authorization from the Board of Trustees.
If the Fund should become aware that a Covered Person has received a third party payment, amount or recovery and not reported such amount, the Fund, in its sole discretion, may suspend all further benefits payments related to the Covered Employee until the reimbursable portion is returned to the Fund or offset against amounts that would otherwise be paid to or on behalf of the Covered Employee.
[bookmark: _Toc210744659]Covered Person Duties and Actions
By participating in the Fund, each Covered Employee consents and agrees that a constructive trust, lien or an equitable lien by agreement in favor of the Fund exists with regard to any settlement or recovery from a third person or party.  In accordance with that constructive trust, lien or equitable lien by agreement, each Covered Employee agrees to cooperate with the Fund in reimbursing it for Fund costs and expenses.
Once a Covered Person has any reason to believe that he or she may be entitled to recovery from any third party, the Covered Person must notify the Fund.  And, at that time, the Covered Person (and the Covered Person’s attorney, if applicable) must sign a subrogation/reimbursement agreement that confirms the prior acceptance of the Fund’s subrogation rights and the Fund’s right to be reimbursed for expenses arising from circumstances that entitle the Covered Person to any payment, amount or recovery from a third party.
If a Covered Person fails or refuses to execute the required subrogation/reimbursement agreement, the Fund may deny payment of any benefits to the Covered Employee until the agreement is signed.  Alternatively, if a Covered Person fails or refuses to execute the required subrogation/reimbursement agreement and the Fund nevertheless pays benefits to or on behalf of the Covered Person, the Covered Person’s acceptance of such benefits shall constitute agreement to the Fund’s right to subrogation or reimbursement.
Each Covered Person consents and agrees that they will not assign their rights to settlement or recovery against a third person or party to any other party, including their attorneys, without the Fund’s consent.  As such, the Fund’s reimbursement will not be reduced by attorneys’ fees and expenses without express written authorization from the Board of Trustees.


[bookmark: _Toc210744660]Claims and Appeals
This Section describes the Plan’s procedures pursuant to which you can make a claim for benefits under the Plan and appeal a denied claim for benefits.
A request for benefits is a “claim” subject to these procedures only if it is a communication by you or your authorized representative that is filed in accordance with the Plan’s claim filing guidelines.  A request for prior approval of a benefit or service where prior approval is not required under the Plan is not a “claim” under these rules.  Similarly, a casual inquiry about benefits or the circumstances under which benefits might be paid under the Plan is not a “claim” under these rules, unless it is determined that your inquiry is an attempt to file a pre-service claim.
[bookmark: _Toc210744661]Authority of the applicable Claims and Appeals Administrators
The applicable Claims Administrator and applicable Appeals Administrator, as defined below, will have discretionary authority to construe the terms and provisions of the Plan and to make certain benefit eligibility determinations.
Different service providers make claims determinations and appeal determinations under the Plan, depending on the specific benefit at issue. The applicable “Claims Administrator” and “Appeals Administrator” for each benefit is defined as follows: 
	Benefit
	“Claims Administrator”
	“Appeals Administrator”

	Medical
	Fund Office Cross
	Board of Trustees

	Dental
	Fidelio Dental
	Fidelio Dental

	Vision
	Vision Service Plan
	Vision Service Plan

	Prescription drug
	Fund Office
	Board of Trustees



[bookmark: _Toc210744662]Administrative Claims
All claims for benefits under the Plan will be in writing and filed with the applicable Claims Administrator no later than one year from the date that such expenses were incurred.  Claims filed after the one-year period will be rejected as untimely filed.
[bookmark: _Toc210744663]Judicial Claims
A claim or action (i) to recover benefits allegedly due under the Plan or by reason of any law, (ii) to enforce rights under the Plan, (iii) to clarify rights to future benefits under the Plan, or (iv) that relates to the Plan and seeks a remedy, ruling or judgment of any kind against the Plan or a Plan fiduciary or party in interest (collectively, a “Judicial Claim”), may not be commenced in any court or forum until after the Claimant has exhausted the Plan’s claims and appeals procedures as described in this “Claims and Appeals” Section, including, for these purposes, any voluntary appeal right and/or independent external review rights (an “Administrative Claim”).
A Claimant must raise every argument and/or produce all evidence the Claimant believes supports the claim or action in the Administrative Claim and will be deemed to have waived any argument and/or the right to produce any evidence not submitted to the Administrator or its delegate as part of the Administrative Claim.
Any Judicial Claim must be commenced in the appropriate court or forum no later than 24 months from the earliest of (A) the date the first benefits were paid or allegedly due; (B) the date the Administrator or its delegate first denied the Claimant’s request; or (C) the first date the Claimant knew or should have known the principal facts on which such claim or action is based; provided, however, that, if the Claimant commences an Administrative Claim before the expiration of such 24 month period, the period for commencing a Judicial Claim shall expire on the later of the end of the 24 month period and the date that is three months after final denial of the Claimant’s Administrative Claim, such that the Claimant has exhausted the Plan’s claims and appeals procedures.  Any claim or action that is commenced, filed or raised, whether a Judicial Claim or an Administrative Claim, after expiration of such 24 month period (or, if applicable, expiration of the three month period following exhaustion of the Plan’s claims and appeals procedures) shall be time-barred.  Filing or commencing a Judicial Claim before the Claimant exhausts the Administrative Claim requirements will not toll the 24 month limitations period (or, if applicable, the three month limitations period).
Any Judicial Claim as described in this Section must be filed in federal district court in the State of New Jersey.  Any lawsuit filed will be governed by ERISA.
[bookmark: _Toc210744664]Claims Processing
The claims process will comply with the requirements of ERISA Section 503, Affordable Care Act and related guidance.
The Affordable Care Act requires the Plan 1M+ to comply with additional internal claim and appeal procedure standards and offer claimants a new external review option.  A new external appeal option is available for adverse benefit determinations that do not relate to failure to meet the eligibility requirements under Plan 1M+.  If a claim for benefits has been denied, the denial letter will contain information relative to external review, if applicable.
[bookmark: _Toc210744665]Health Benefit Claims (Medical, Dental, Vision and Prescription Drug Claims)
Types of Health Benefit Claims
The Plan’s procedures for evaluating claims depend upon the particular type of claim.  The types of claims that may be brought under the Plan from time to time are as follows:
Pre-Service Claim – A “pre-service claim” is a claim for a particular benefit under the Plan that is conditioned upon the Claimant receiving prior approval in advance of receiving the benefit.  A pre-service claim must contain, at a minimum, the name of the individual for whom benefits are being claimed, a specific medical condition or symptom, and a specific treatment, service or product for which approval is being requested.
Post-Service Claim – A “post-service claim” is a claim for payment for a particular benefit or for a particular service after the benefit or service has been provided.  A post-service claim must contain the information requested on a claim form provided by the applicable provider.
Urgent Care Claim – An “urgent care claim” is a pre-service claim for benefits or services that involves a sudden and urgent need for such benefits or services.  A claim will be considered to involve urgent care if the applicable Claims Administrator (or its delegate) or a physician with knowledge of Claimant’s condition determines that the application of the claims review procedures for non-urgent claims (i) could seriously jeopardize Claimant’s life or health, or Claimant’s ability to regain maximum function or (ii) in Claimant’s physician’s opinion, would subject Claimant’s to severe pain that cannot adequately be managed without the care or treatment that is the subject of the claim.
Concurrent Care Review Claim – A “concurrent care review claim” is a claim relating to the continuation/reduction of an ongoing course of treatment.
Review of Claims Involving Health Benefits
The  applicable Claims Administrator shall review claims for health benefits and respond to the Claimant within the following time periods:
Pre-Service Claims – In the case of a pre-service claim, the applicable Claims Administrator will respond within 15 days after receipt of the claim.  If the Claims Administrator determines that an extension is necessary due to matters beyond the control of the Plan, the Claims Adminsitrator will notify the Claimant within the initial 15-day period that the Claims Administrator needs up to an additional 15 days to review the claim.  If such an extension is because the Claimant failed to provide the information necessary to evaluate the claim, the notice of extension will describe the information that the Claimant will need to provide to the Claims Administrator.  The Claimant will have no less than 45 days from the date he or she receives the notice to provide the requested information.
Post-Service Claims – The Claims Administrator shall review post-service claims for health benefits and shall respond to the Claimant within 30 days after receipt of the claim.  If the Claims Administrator determines that an extension is necessary due to matters beyond the control of the Plan, the Claims Administrator will notify the Claimant within the initial 30-day period that the Claims Administrator needs up to an additional 15 days to review the claim.  If such an extension is necessary because the Claimant failed to provide the information necessary to evaluate the claim, the notice of extension will describe the information that the Claimant will need to provide to the Claims Administrator.  The Claimant will have no less than 45 days from the date he or she receives the notice to provide the requested information.
Urgent Care Claim – In the case of an urgent care claim, the applicable Claims Administrator will respond within 72 hours after receipt of the claim.  If the Claims Administrator determines that it needs additional information to review the claim, the Claims Administrator will notify the Claimant within 24 hours after receipt of the claim and provide the Claimant with a description of the additional information that it needs to evaluate the claim.  Claimant will have no less than 48 hours from the receipt of this notice to provide the requested information.  Once the Claimant provides the requested information, the Claims Administrator will evaluate the claim within 48 hours after the earlier of the Claims Administrator’s receipt of the requested information, or the end of the extension period given to the Claimant to provide the requested information.  There is a special time period for responding to a request to extend an ongoing course of treatment if the request is an urgent care claim.  For these types of claims, the Claims Administrator must respond within 24 hours after receipt of the claim by the Plan (provided, that the Claimant makes the claim at least 24 hours prior to the expiration of the ongoing course of treatment).
Concurrent Care Review Claim – If the Plan has already approved an ongoing course of treatment for the Claimant and contemplates reducing or terminating the treatment, the applicable Claims Administrator will notify the Claimant sufficiently in advance of the reduction or termination of treatment to allow the Claimant to appeal the Claims Administrator’s decision and obtain a determination on review before the treatment is reduced or terminated.
Notice of Benefit Determination
If the applicable Claims Administrator denies a claim (in whole or in part), the Claims Administrator will provide a written or electronic notification to the Claimant.  The notification will include:
The specific reason or reasons for the denial;
Reference to the specific Plan provisions on which the determination is based;
A description of any additional material or information necessary for the Claimant to complete the claim and an explanation of why such material or information is necessary;
A description of the Plan’s appeal procedures and the time limits applicable to such procedures, including a statement of the Claimant’s right to bring a civil action under Section 502(a) of ERISA to appeal any adverse benefit determination on review;
If an internal rule, guideline, protocol, or other similar criterion was relied upon in making the determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline, protocol, or other similar criterion was relied upon in making the adverse determination and that a copy of such rule, guideline, protocol, or other criterion will be provided free of charge to the Claimant upon request; and
If the denial is based on a medical necessity or experimental treatment or similar exclusion or limit, either an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to the Claimant’s medical circumstances, or a statement that such explanation will be provided free of charge upon request.
[bookmark: _Toc210744666]Right to First Level Appeal of Health Benefit Claims
Appeal of Denied Claim for Health Benefits
If a claim is denied, the Claimant may appeal the adverse benefit determination to the applicable Appeals Administrator and receive a full and fair review of the claim and the adverse benefit determination.  determination to the applicable Appeals Administrator and receive a full and fair review of the claim and the adverse benefit determination.  Such a review shall not afford deference to the initial adverse benefit determination made by the Claims Administrator and shall be conducted by an appropriate named fiduciary of the plan that is neither the individual who made the adverse benefit determination that is the subject of the appeal, nor the subordinate of such individual.  Full and fair review means:
the Claimant will have 180 days following receipt of the notification of an adverse benefit determination within which to appeal the determination;
the Claimant may submit written comments, documents, records, and other information relating to the claim for benefits;
upon request and free of charge, the Claimant may have reasonable access to, and copies of, all documents, records, and other information relevant to the claim for benefits and a listing of medical or vocational experts whose advice was obtained on behalf of the Plan in connection with the adverse benefit determination, without regard to whether the advice was relied upon in making the initial benefit determination;
the review will take into account all comments, documents, records, and other information the Claimant submits relating to the claim, without regard to whether such information was submitted or considered in the initial benefit determination;
the review will not afford deference to the initial adverse benefit determination; and
if the benefit determination is based in whole or in part on a medical judgment, the named fiduciary will consult with a health care professional who is neither an individual who was consulted in connection with the benefit determination that is the subject of the appeal, nor the subordinate of any such individual and who has appropriate training and experience in the field of medicine involved in the medical judgment.
Timing
The applicable Appeals Administrator will provide a written or electronic notification of the Plan’s benefit determination on review within the following time periods:
Pre-Service Claim – In the case of an appeal of a denied pre-service claim, the Appeals Administrator will respond within 15 days (30 days if only one level of appeal is available) after receipt of the appeal
Post-Service Claim – In the case of an appeal of a denied post-service claim, review will take place at the next regularly scheduled meeting of the Board of Trustees (if the Appeals Administrator is the Board of Trustees) or the applicable Appeals Administrator will respond within 30 days after receipt of the appeal.
Urgent Care Claim – In the case of an appeal of a denied urgent care claim, the Appeals Administrator will respond to within 72 hours after receipt of the appeal.  This decision is not subject to a Second Level Appeal.
Concurrent Review Claim – In the case of an appeal of a denied concurrent care review claim, the applicable Appeals Administrator will respond before the concurrent or ongoing treatment in question is reduced or terminated.
Content of the Notification
In the case of an adverse benefit determination, the notification will set forth:
The specific reason or reasons for the adverse determination;
Reference to the specific Plan provisions on which the determination is based;
A statement that the Claimant is entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the claim for benefits;
A description of the Claimant’s right (if any) to request a Second Level Appeal of the applicable Appeals Administrator’s decision to the applicable Appeals Administrator and the time limits applicable to such appeal, including a statement of the Claimant’s right to bring a civil action under Section 502(a) of ERISA to appeal any adverse benefit determination on review;
If an internal rule, guideline, protocol, or other similar criterion was relied upon in making the determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline, protocol, or other similar criterion was relied upon in making the adverse determination and that a copy of such rule, guideline, protocol, or other criterion will be provided free of charge to the Claimant upon request; and
If the adverse benefit determination is based on a medical necessity or experimental treatment or similar exclusion or limit, either an explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to the Claimant’s medical circumstances, or a statement that such explanation will be provided free of charge upon request.
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Appeal of Denied Claim
If a claim (other than an Urgent Care Claim or a claim for which there is no Second Level Appeal) is denied following a First Level Appeal, the Claimant may appeal the adverse benefit determination to the applicable Appeals Administrator as a Second Level Appeal and receive a full and fair review of the claim and the adverse benefit determination.  There shall be no right to a second level appeal with respect to an Urgent Care Claim.  adverse benefit determination to  applicable Appeals Administrator as a Second Level Appeal and receive a full and fair review of the claim and the adverse benefit determination.  There shall be no right to a second level appeal with respect to an Urgent Care Claim.  Such a review shall not afford deference to the initial adverse benefit determination made by the Appeals Administrator in connection with the First Level Appeal and shall be conducted by an appropriate named fiduciary of the plan that is neither the individual who made the adverse benefit determination that is the subject of the appeal, nor the subordinate of such individual.  Full and fair review means:
the Claimant will have 60 days following receipt of the notification of an adverse benefit determination within which to appeal the determination;
the Claimant may submit written comments, documents, records, and other information relating to the claim for benefits;
upon request and free of charge, the Claimant may have reasonable access to, and copies of, all documents, records, and other information relevant to the claim for benefits and a listing of medical or vocational experts whose advice was obtained on behalf of the Plan in connection with the adverse benefit determination, without regard to whether the advice was relied upon in making the initial benefit determination; and
the review will take into account all comments, documents, records, and other information the Claimant submits relating to the claim, without regard to whether such information was submitted or considered in the initial benefit determination.
[bookmark: _Toc210744668]Notice of Benefit Determination Upon Appeal
Timing
The applicable Appeals Administrator will provide a written or electronic notification of the Plan’s benefit determination on review within the following time periods:
Pre-Service Claim – In the case of an appeal of a denied pre-service claim, the Appeals Administrator will respond within 15 days after receipt of the appeal
Post-Service Claim – In the case of an appeal of a denied post-service claim,  the applicable  within 30 days after receipt of the appeal.
Concurrent Review Claim – In the case of an appeal of a denied concurrent care review claim, the applicable Appeals Administrator will respond before the concurrent or ongoing treatment in question is reduced or terminated.
Content of the Notification
In the case of an adverse benefit determination, the notification will set forth:
The specific reason or reasons for the adverse determination;
Reference to the specific Plan provisions on which the determination is based;
A statement that the Claimant is entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other information relevant to the claim for benefits;
If an internal rule, guideline, protocol, or other similar criterion was relied upon in making the determination, either the specific rule, guideline, protocol, or other similar criterion; or a statement that such a rule, guideline, protocol, or other similar criterion was relied upon in making the adverse determination and that a copy of such rule, guideline, protocol, or other criterion will be provided free of charge to the Claimant upon request; and
A description of the Claimant’s right to bring a civil action under Section 502(a) of ERISA to appeal any adverse benefit determination on review.
[bookmark: _Toc210744669]Special Rules for Plan 1M+
Notwithstanding the foregoing, Plans 1M+, shall comply with the applicable requirements of the ACA, including but not limited to the following:
Adverse Benefit Determination – The definition of “adverse benefit determination” shall include rescissions of coverage, regardless of whether the rescission had an adverse effect on any particular benefit;
Right to Review Claim File – Claimants shall be given the right to review their claim file, including access to and copies of documents, records and other information relevant to their claim;
Opportunity to Present Evidence and Testimony – Claimants shall be given the opportunity to present evidence and testimony as part of the appeals process.  The terms “evidence” and “testimony” shall be interpreted in accordance with Department of Labor guidance;
Disclosure of New Rationale and Opportunity to Respond – In the event the Plan (or the entity hearing an internal appeal of an adverse benefits determination on behalf of the Plan) considers, relies upon or generates new or additional evidence in connection with the claim, or is considering a new or additional rationale for the denial of the claim at the internal claims appeal stage, the Plan will advise the claimant in advance of the determination of the new evidence or rationale being considered, and shall allow the claimant no less than 45 days to respond to such new evidence or rationale, except with respect to appeals of urgent care claims, in which event the claimant will be provided no less than two (2) days to respond to the new evidence or rationale; and
External Review – The external review is available for final adverse benefit determinations involving (1) medical judgment (excluding those that involve only contractual or legal interpretation without any use of medical judgment) as determined by the external reviewer, or (2) rescission of coverage (i.e., a retroactive termination of coverage, whether or not the rescission has any effect on any particular benefit at the time).  Claimants in urgent care situations and those receiving an ongoing course of treatment may proceed with expedited external review at the same time as the internal appeals process.  External review is not available for final adverse determinations that relate to a failure to meet the eligibility requirements under the Plan.
[bookmark: _Toc210744670]Bringing Action in Federal Court
Once you have exhausted all appeal rights under the Plan, you may bring an action under Section 502(a) of ERISA.  Any lawsuit you bring should be filed no later than 24 months after the earliest of (1) the date the first benefit payment was made or due; (2) the date Plan first denied a request for a Plan benefit; and (3) the first date you knew or should have known the material facts on which the lawsuit is based (the “24-month Claims Period”).  However, if you filed a benefits claim within the 24-month Claims Period, the deadline to file a lawsuit will not expire until the last day of the 24-month Claims Period or, if later, three months after a final notice of denial of your appeal is sent by the Board.  If you file a civil action after the end of the 24-month Claims Period (or, if later, the date that is three-months after this denial of your appeal), such action will be subject to all defenses that the Board may assert, including defenses that your claim is time-barred.  Any action will need to be filed in federal district court in the State of New Jersey.


[bookmark: _Toc210744671]Continuation of Coverage Under COBRA
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”).  COBRA continuation coverage can become available to you and other members of your family when your healthcare coverage provided under the Plan (i.e., coverage under all benefits other than Death Benefits and Accidental Death and Dismemberment Benefits) would otherwise end.  This Section explains COBRA continuation coverage, when it may become available to you and your family, and what you need to do to protect your right to get it.
Please Note:  You may have other coverage options available to you when you lose group health coverage.  For example, you may be eligible to buy an individual plan through the Health Insurance Marketplace.  By enrolling in coverage through the Marketplace, you may quality for lower costs on your monthly premiums and lower out-of-pocket costs.  Additionally, you may qualify for a 30-day special enrollment period for another group health plan for which you are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.
[bookmark: _Toc210744672]Explanation of COBRA Continuation Coverage
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event.  This is also called a Qualifying Event.  Specific Qualifying Events are listed later in this Section.  After a Qualifying Event, COBRA continuation coverage must be offered to anyone who is a Qualified Beneficiary.  Under the Plan, Qualified Beneficiaries who elect COBRA continuation coverage generally must pay for COBRA continuation coverage.
As an Employee, you’ll become a Qualified Beneficiary if you lose your healthcare coverage under the Plan because of the following Qualifying Events:
Your hours of employment are reduced; or
Your employment ends for any reason other than your gross misconduct.
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The Plan will offer COBRA continuation coverage to Qualified Beneficiaries only after the Plan Administrator has been notified that a Qualifying Event has occurred.  The employer must notify the Plan Administrator of the following Qualifying Events:
The end of employment or reduction of hours of employment..
Once the Plan Administrator receives notice that a Qualifying Event has occurred, COBRA continuation coverage will be offered to a Qualified Beneficiary.
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COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to employment termination or reduction of hours of work.  However, if you are determined by Social Security to be disabled and you notify the Plan Administrator in a timely fashion, you may be entitled to get up to an additional 11 months of COBRA continuation coverage, for a maximum of 29 months.  The disability would have to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the end of the 18-month period of COBRA continuation coverage.
COBRA continuation coverage will terminate early if any of the following events occur:
· The date all group health benefits sponsored by the Fund are terminated.
· The date the Qualified Beneficiary fails to make a required premium payment.
· The date, after electing COBRA continuation coverage, on which the Qualified Beneficiary becomes covered under another group health plan.
· The date, after electing COBRA continuation coverage, on which the Qualified Beneficiary becomes entitled to Medicare.
· The date that the Qualified Beneficiary’s former employer stops contributing to the Fund and provides coverage through a different group health plan for a significant number of employees formerly covered under this Plan.
[bookmark: _Toc210744675]Other Coverage Options Besides COBRA Continuation Coverage
Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a spouse’s plan) through what is called a “special enrollment period.”  Some of these options may cost less than COBRA continuation coverage.  You can learn more about many of these options at www.healthcare.gov.
Employees who lose health coverage due to the employee’s military leave of absence under the Uniformed Services Employment and Reemployment Rights Act may elect to continue coverage for up to 24 months.  Any individual who elects to continue such coverage will be required to make the same premium payments as a COBRA participant.
[bookmark: _Toc210744676]Questions Regarding COBRA Continuation Coverage
Questions concerning the Plan or your COBRA continuation coverage rights should be addressed to the contact or contacts identified in the “COBRA Contact Information” subsection below.  For more information about your rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S.  Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.  (Addresses and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)  For more information about the Marketplace, visit www.HealthCare.gov.
[bookmark: _Toc210744677]Address Changes
To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family members.  You should also keep a copy, for your records, of any notices you send to the Plan Administrator.
[bookmark: _Toc210744678]COBRA Contact Information
For more information about COBRA, please contact the Fund Office at (973) 299-6700.
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[bookmark: _Toc210744680]Plan Administration
Appointment and Tenure
The Board of Trustees may appoint a Plan Administrator and enter into an agreement with such person for a period of time.
Powers and Duties of the Board of Trustees
The Board of Trustees will have all general powers and duties necessary for proper administration of the Plan (and full discretion as to the exercise and application of those powers and duties) including, without limitation, the following specific powers and duties:
to promulgate, review, and from time to time modify or amend as it sees fit, all administrative procedures to be followed in connection with the operation of the Plan, including, without limitation, procedures relating to:
· selection, retention and dismissal of Funding Agents and health care service providers;
· selection, retention and dismissal of asset managers and investment advisors;
· enrollment of prospective Covered Persons, and suspension, reinstatement and termination of such enrollments;
· all elections required of Covered Persons and their Personal Representatives under the Plan;
· making and verifying claims for benefits;
· management of appeals of denied claims for benefits; and
· delegation of ministerial duties to nominees and agents of the Board of Trustees.
to maintain and preserve records relating to Covered Persons and Beneficiaries under the Plan, all elections and consents made by any of them, and all payments to any of them; to determine which of such records shall be made available for inspection, copying or both; and to determine to whom and under what circumstances such records shall be made available for inspection and copying;
to prepare and furnish to Covered Persons and Beneficiaries such information and notices as are required by law or the provisions of the Plan, and to determine and impose such reasonable document-copying charges as may be authorized by law or regulation;
to furnish to the Funding Agent sufficient data and authority to permit the Funding Agent to make required payments of benefits;
to prepare and file with appropriate authorities such returns and reports as may be required of the Plan Administrator under law or regulation;
to provide directions to the Funding Agent with respect to the purchase of insurance, benefit payment mode elections, the conduct of asset valuations, and all other matters where called for in the Plan;
to construe the provisions of the Plan, to correct defects therein, and to supply omissions thereto;
to engage assistants, professional service providers and other advisers;
to arrange for bonding, if required by law;
to provide procedures for validation and denial of claims for benefits, and, to the extent not fully set forth in the Plan, for the reconsideration of denied claims for benefits;
to develop such data and to conduct such studies and reviews (such as, by way of example and not by way of limitation, utilization analyses) as the Board of Trustees determines to be necessary or desirable;
to publish, and to change from time to time and at any time, such administrative forms as may be required in connection with the operation of the Plan;
to conduct such statutory and limitation compliance tests as may be required, to interpret and apply the results of such tests, and to take such action as may, in the sole judgment of the Board of Trustees, be required to accomplish compliance with applicable statutory and regulatory standards;
to determine the eligibility of any employee to become or remain a Participant, and to determine the entitlement of any claimant for benefits under the Plan;
to respond to, or to decline to respond to, any order, subpoena or other attempt at discovery or compulsion of testimony, without any liability to any Covered Person or Beneficiary in connection therewith;
to perform all other ministerial acts associated with the operation of the Plan, and to correct errors in the administration of the Plan;
to institute, defend and compromise legal actions, arbitration procedures and other dispute adjudication procedures to the extent necessary, in the judgment of the Plan Administrator, to protect the interests of the Plan; and
to amend, modify and suspend the Plan at any time and from time to time and to terminate the Plan in whole or in part at any time.
Plan Interpretation
The Board of Trustees will interpret the Plan and will determine all questions arising in connection with the administration and application of the provisions of the Plan.  However, policies and practices associated with administration of the Plan may be changed at any time and from time to time without notice, and action taken at one time in a particular context shall not constitute binding precedent for future action of the Plan Administrator, whether in the same or a similar context.  The Plan Administrator may correct any defect in the provisions of the Plan, reconcile any inconsistency, and supply any omission.  All such interpretations, corrections, reconciliations and supplied omissions will be final and binding on the parties to any dispute or issue.  Decisions of the Board of Trustees will not be overturned by a court of law, unless such decisions were arbitrary or capricious.
[bookmark: _Toc210744681]Statement of ERISA Rights
As a participant in the Plan, you are entitled to certain rights and protections under 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 worksites, all documents governing the Plan, including insurance contracts, and a copy of the latest annual report (Form 5500 Series), if any, filed by the Plan with the U.S.  Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration.
Obtain, upon written request, copies of documents governing the operation of the Plan, including insurance contracts and copies of the latest annual report (Form 5500 Series) and updated summary plan description (SPD).  The Fund may make a reasonable charge for the copies.
Receive a summary of the Plan’s annual Form 5500, if any is required by ERISA to be prepared, in which case the Plan Administrator, is required by law to furnish each participant with a copy of this summary annual report.
Continue health care coverage if there is a loss of coverage under the Plan as a result of a Qualifying Event.  You may have to pay for such coverage.  Review this SPD and the documents governing the Plan on the rules governing your COBRA continuation coverage 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 that you can take to enforce the above rights.  For instance, if you request a copy of Plan documents or the latest annual report (Form 5500), if any, 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 per day until you receive the materials, unless the materials were not sent because of reasons beyond their control.  If you have a claim for benefits which is denied or ignored in whole or in part, and if you have exhausted the claims procedures available to you under the Plan (discussed above), 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 a 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.
If you have any questions about the Plan, you should contact the Fund Office.  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, U.S.  Department of Labor (listed in your telephone directory), or contact the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C.  20210.  You may also obtain certain publications about your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration.
[bookmark: _Toc210744682]Medical Child Support Orders
In the event the Plan Administrator receives a medical child support order (within the meaning of Section 609(a)(2)(B) of ERISA), the Plan Administrator will notify the affected Employee and any alternate recipient identified in the order of the receipt of the order and the Plan’s procedures for determining whether such an order is a qualified medical child support order (within the meaning of Section 609(a)(2)(A) of ERISA).  Within a reasonable period the Plan Administrator will determine whether the order is a qualified medical child support order and shall notify the Employee and alternate recipient of such determination.
[bookmark: _Toc210744683]Recovery of Overpayments
In the event that the Fund mistakenly pays or overpays a Covered Person, regardless of the reason, the Covered Person will be required to return such overpayment or mistaken payment to the Fund.  In the event that a Covered Person fails to return a mistaken payment or overpayment to the Fund, the Fund will suspend all further benefit payments on any account to the Covered Person until the mistaken payment or overpayment (along with interest thereon and any expenses associated with such recovery) is returned to the Fund or offset against amounts which would otherwise be paid to the Covered Person.
[bookmark: _Toc210744684]Fraud
The Plan Administrator or its designee may request information from a Covered Person to process a claim.  Benefit coverage under the Plan will be terminated permanently for a Covered Person who furnish false information when claiming benefits or who omit requested information which the Plan Administrator determines is material.  In addition, the Plan may pursue other available legal remedies.
[bookmark: _Toc210744685]Failure to Provide Information
If a Covered Person fails to provide requested information or documentation to support a claim for benefits within the appropriate time period and such failure causes the Plan to lose a provider discount otherwise available with respect to such claim, the Plan will pay only the amount that the item or service would have cost if the discount had been honored by the provider.  The difference between the discounted charge that would have applied had the Covered Person provided the necessary information in a timely manner and the amount actually charged by the provider because of the failure to pay the claim within 30 days of billing (to the extent caused by the Covered Person’s delay) will be the sole responsibility of the Covered Person.  However, the Covered Person will not be required to pay the difference if the Covered Person can demonstrate to the Board of Trustees’ satisfaction that the delay was not due to the fault of the Covered Person.
[bookmark: _Toc210744686]No Contract of Employment
Neither the existence of the Plan or any associated Contract, nor participation or the entitlement to an interest therein by any person will either establish an employer/employee relationship, or give any person the right to be retained in the service of any Employer.  All Covered Employees and other employees shall remain subject to discharge or layoff to the same extent as if the Plan had never been established.
[bookmark: _Toc210744687]No Assignment of Benefits
No Covered Person may assign, pledge, encumber or otherwise alienate any legal or beneficial interest in benefits under the Plan, and any attempt to do so will be void.  The payment of benefits directly to a health care provider, if any, will be done as a convenience to the Covered Person and will not constitute an assignment of benefits under the Plan.
[bookmark: _Toc210744688]Plan Amendment and Termination
The Board of Trustees reserves the right to amend or modify the Plan at any time and for any reason with respect to both current and former Employees.  The Plan Administrator may also make certain administrative, technical and legal changes to the Plan and amendments to the benefits provided under the Plan.  The Board of Trustees also reserves the right to terminate the Plan, or any portion of the Plan, at any time and for any reason.  No amendment, termination or partial termination of the Plan will affect claims incurred for which items or services have been provided prior to the date of amendment, termination, or partial termination.
[bookmark: _Toc210744689]Additional Information
Plan Sponsor Information
The sponsor of the Plan is the Board of Trustees.  The address and telephone number as well as the employer identification number (“EIN”) assigned by the Internal Revenue Service are as follows:
Address:	48 Stiles Lane – Suite 204
Pine Brook, NJ 07058
Telephone:	(973) 299-6700
EIN:	22-6084338
[bookmark: _47hxl2r]Plan Information
The official Plan name, Plan identification number, and Plan Year (fiscal year used for plan records) for the Plan are as follows:
Plan Name:	Plan of Benefits for the Local 360 Health Fund
Plan ID #:	501
Plan Year:	Begins on January 1 and ends on December 31.
Type of Plan
The Plan is a welfare benefit plan providing the following types of benefits:  (a) medical benefits, (b) vision benefits, (c) dental benefits, (d) accidental death and dismemberment benefits, and (e) death benefits.  The benefits described in items (a), (b), and (c) are provided under a “group health plan” within the meaning of ERISA.
Administration
Benefits under the Plan are administered by the Board of Trustees or its delegate.
Agent for Legal Process
The agent for the service of legal process for the Plan is the Plan Sponsor at the address set forth above, care of the Fund Office.  Legal process may also be served on the trustee at the address set forth below.
Funding Medium
The Plan is funded through a trust fund.  The money in the trust fund is for the benefit of eligible employees, retirees and their dependents, but may be used to pay expenses of the Plan.
Trustee
The trustee is the Board of Trustees at the address set forth above, care of the Fund Office.
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APPENDIX A

PARTICIPATING EMPLOYERS
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