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FAMILY HEALTH PLAN HIGHLIGHTS

ACTIVE INSIDE RETIREES RETIREES

BENEFITS EMPLOYEES EMPLOYEES UNDER 65 OVER 65
Life Insurance
- Employee $ 15,000 $ 15,000 N/A N/A
- Spouse or Child age 6 months to 19 (25 if FT $ 1,000 $ 1,000 N/A N/A

student) $ 100 $ 100 N/A N/A
- Children less than 6 months
Burial Benefit — Retired Employee Only N/A N/A $1,000 minimum/| 2,500 maximum
Weekly Disability Benefits — Active Employees Only
- Weeks 1 through 4 $ 250 N/A N/A N/A
- Weeks 5 through 26 (maximum 26 weeks) $ 325 N/A N/A N/A
Calendar Year Deductible - Per Individual/Family $750/$2,500 $750/$2,500 $750/$2,500 Medicare Part B
Maximum
Emergency Room Deductible — per Occurrence $ 100 $ 100 $ 100 N/A
Maximum Annual Benefit per Individual $175,000 $175,000 $100,000 $ 7,500
Maximum Out-of-Pocket $ 5,000 $ 5,000 $ 5,000 N/A

Coinsurance Percentage

- Covered In-Network Charges

- Non-Network Life Threatening Emergency
- Other Non-Network Charges

In-Network Office Visit Copay

- Primary Care Provider

- Specialist

Plan pays 70%
Plan pays 70%
Not Covered

$ 35
$ 45

Plan pays 70%
Plan pays 70%
Not Covered

$ 35
$ 45

Plan pays 70%
Plan pays 70%
Not Covered

$ 35
$ 45

Full coordination with
Medicare covered
charges up to Annual
Maximum Benefit

N/A Covered

Preventive Care — Employees and Eligible Dependents Plan pays 100% Plan pays 100% Plan pays 100% per
Medicare guidelines
Dental Reimbursement Benefit — Every 12 months — Plan pays up to $100 Plan pays up to $100 N/A N/A
Adults
Dental Benefits — Eligible Dependent Children Only N/A N/A
- Calendar Year Deductible per Child $ 50 $ 50
- Maximum Annual Benefit per Child (incl. $ 1,000 $ 1,000
Orthodontics) $ 1,000 $ 1,000
- Maximum Lifetime Benefit per Child — Orthodontics
Only Plan pays 100% Plan pays 100%
- Coinsurance Percentage (after Deductible) Plan pays 80% Plan pays 80%
- Preventive Services Plan pays 50% Plan pays 50%
- Minor Restorative Services
- Major Restorative or Orthodontic Services
Vision Reimbursement Benefit — Max per 24 month Plan pays up to $200 Plan pays up to $200 N/A N/A
period
Prescription Drug Card Program
- Calendar Year Deductible — Per Individual $25 $25 $25 $25
- Participant Copayments-Retail (3x for Mail Order)
Brand Name Drugs Greater of $25 or Greater of $25 or Greater of $25 or Greater of $25 or
Generic Drugs 25% 25% 25% 25%
$10 $10 $10 $10




ELIGIBILITY RULE HIGHLIGHTS

ACTIVE (BARGAINING) ELIGIBILITY

« Initial Eligibility: 650 hours worked during two consecutive Eligibility Quarters pro-
vides coverage for the next Benefit Quarter (effective first of the month following wait-
ing period).

Continuing Eligibility: 325 hours worked during an Eligibility Quarter provides cov-
erage for one Benefit Quarter (effective first of the month following waiting period).
Hour Bank: Accumulates after Initial Eligibility to a maximum of 325 hours.
Self-Payment: Allowed if participant has been eligible for four consecutive Benefit
Quarters. Provides special Tier 1 COBRA rate for first 4 continuation quarters. Tier 2
COBRA may be available for participants who have not yet been eligible for four con-
secutive Benefit Quarters.

INSIDE (NON-BARGAINING) ELIGIBILITY

» Three month waiting period.

» Coverage terminates at time of termination with employer. Tier 2 COBRA may be
available.

RETIREE ELIGIBILITY

Must be eligible under the Family Health Plan at the time of retirement and must have
ten years of eligibility service with an IBEW 613 pension plan.

Must have been eligible under the Family Health Plan for 48 months out of the pre-
vious 60 months immediately prior to retirement; or must have a minimum of 20
years of eligibility service under an IBEW 613 pension plan.

Retiree Service Credit provides limited months of free coverage for a Retired
Employee based on documented years of service.

.
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DEFINED CONTRIBUTION PLAN BENEFIT HIGHLIGHTS

The following is a quick reference of plan and/or benefit highlights for your conven-
ience. This reference does not contain any specifics such as conditions or exclusions,
therefore, please use as a guide only.

« Early Retirement Minimum age 55 with 10 years of vested service

» Normal Retirement Minimum age 62, no vested service requirement

» Disability Retirement Social Security Disability Award, or certification from 2 (two)
MDs or DOs (one of which must be of the Plan’s choosing)
of complete and permanent disability from the electrical

industry.
» Death Beneficiary entitled to your account balance
» Termination If your account balance is less than $5,000 and you have

been out of the Plan for two full plan years with zero hours,
you may withdraw your account.

Your account becomes 100% vested as of the first day of the first Plan Year in which
you work 300 hours. If you are new to the Plan and you work less than 300 hours dur-
ing a Plan Year, you may lose these monies. Please see the Pension Plan section of
this booklet for more details.

Upon receipt of a completed application and appropriate documents, you may with-
draw your account based upon meeting the above requirement(s).

The Vanguard Group serves as the custodian of the Plan’s assets. Once you become
a participant under the Plan, the Fund Office will open an account for you with
Vanguard. If it is your first Year of Service, the account will not be opened until the allo-
cation has been completed for that Plan Year, generally by June 30th of the following
year. Once your account is established with Vanguard, you will have the opportunity to
direct the investment of your account in one or more of the mutual funds which have
been selected by the Trustees as Available Investment Options.

For information on your individual account, contact Vanguard at 1-800-523-1188 or
access your account information online at www.vanguard.com.
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IBEW 613 LOCAL 613 AND CONTRIBUTING EMPLOYERS PENSION FUND
(THE DEFINED BENEFIT PLAN)

Plan terminated December 31, 1983.

Owned by John Hancock Life Insurance Company.

Calculations are provided by John Hancock.

Any questions regarding checks or stop pay requests should be directed to John
Hancock at: 1 800 333-2526.

Applications must be filed with John Hancock, US Annuities Client Services,
250 Building, 9th Floor, 200 Bloor Street, Buffalo, NY 14201-0600. It is Policy
#G28619. ALLOW 30 - 60 DAYS FOR APPLICATIONS TO BE PROCESSED BY
JOHN HANCOCK.
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YOU ARE REQUIRED TO NOTIFY THE FUND OFFICE WHENEVER:

1. You change your home address.

. You get married or divorced (copy of marriage license required and a complete full
copy of divorce decree required).

. You have a new dependent (copy of marriage license, birth certificate or adoption
record required).

. You wish to change your beneficiary.

. You are receiving Worker’s Compensation Benefits.

. You return to work after a disability ceases.

. You enter the Armed Forces of the United States.

N

w

~N o ohs

You have 15 days from the date of divorce to notify the Fund Office and provide a full
copy of the divorce decree. If the Family Health Fund discovers that benefits have
been improperly paid for a former spouse and the Fund Office was not properly noti-
fied, the Family Health Fund will take steps to recover such improper payments from
the participant, which may include either litigation or a setoff against future benefits.

IMPORTANT NOTICE

In this booklet we have attempted to explain as clearly and briefly as possible the ben-
efits that are available to you under the Plan. All the provisions of the Plan are con-
tained in the Plan Document adopted by the Board of Trustees. Since the Plan
Document is complete in detail, it will govern the final interpretation of any specific pro-
vision.

In the case of a conflict between the Plan and Trust Documents or the Collective
Bargaining Agreement and this Summary Plan Description, the Plan and Trust
Documents or Collective Bargaining Agreement shall control.

Participants and beneficiaries, including retirees, benefits, eligibility rules, and contribu-
tions required from participants, if any, are subject to modification, amendment and/or
termination by the Board of Trustees.

This Summary Plan Description supersedes and replaces all previous Summary Plan
Descriptions and Summary of Material Modifications and is effective January 1, 2012.
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IBEW LOCAL 613 AND CONTRIBUTING EMPLOYERS FAMILY HEALTH PLAN
2187 NORTHLAKE PARKWAY, SUITE 106, TUCKER, GEORGIA 30084
TELEPHONE (770) 934-3953  TOLL-FREE (877) 944-7344

Dear Participant:

This Summary Plan Description is intended to serve the dual purpose of outlining to
you in detail how your Family Health Fund works and of satisfying the requirement that
the Fund file a Summary Plan Description with the Department of Labor.

This Fund was established and is maintained through Collective Bargaining between
your Union and Participating Employers. The benefits provided to you by this Fund are
funded by employer contributions supplemented by such earnings as may be realized
from the Fund’s investments and, under certain circumstances, employee contribu-
tions. The Fund is a Welfare Benefit Fund.

The Trustees are dedicated to providing you with the best Health Benefits possible uti-
lizing the funds available. We urge you to read this Summary Plan Description thor-
oughly to familiarize yourself with the eligibility rules, benefits available, and those cir-
cumstances which might result in disqualification, ineligibility, denial, loss, forfeiture, or
suspension of any benefit which you or your beneficiary might otherwise expect the
Fund to provide.

Sincerely,

Your Board of Trustees

IF YOU HAVE QUESTIONS
If you have a question about the Family Health Plan, please use the following guide to
help you determine who to call:
» Contact CIGNA at 1-800-244-6224 or www.cigna.com if:
You have a question about a medical, prescription or vision claim.
You need to locate a network provider.
You have a question about your Benefit Credit Account.
You wish to contact Case Management about your medical needs.
You are interested in enrolling in a disease management program.
You need a replacement CIGNA ID card.
You are receiving Workers’ Compensation Benefits.
» Contact CIGNA at 1-800-481-1213 or www.cigna.com if:
You have a question about a dental claim. If the claim is regarding your dependent
child you will need to have your child’s dental ID or social security number available.
» Contact the Fund Office at 1-877-944-7344 if:
You have a question about eligibility for you or a dependent.
You have a question about Death or Weekly Disability Claims.
You have a question about payment of Retiree or COBRA contributions.
There is a problem with the eligibility/dependent information shown on your ID
cards.
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IMPORTANT INFORMATION TO HELP YOU IDENTIFY THIS PLAN

Name of Plan. This Plan is known as the IBEW LOCAL 613 AND CONTRIBUTING
EMPLOYERS FAMILY HEALTH PLAN.

Type of Plan. This Fund is maintained for the purposes of providing medical bene-
fits and compensation in the event of sickness, accident or death.

Plan Identification Number: The number assigned to this Plan by the Board of
Trustees pursuant to instructions of the Internal Revenue Service is 501. The num-
ber assigned to the Board of Trustees by the Internal Revenue Service is 58-
6042175.

Board of Trustees.

a) Members. This Plan is maintained and administered by a Board of Trustees,
which consists of an equal number of employer and Union representatives. This
Board has the primary responsibility for decisions regarding eligibility rules, type of
benefits, administrative policies, management of Plan assets, and interpretation of
Plan provisions.

As of February 1, 2012, the Trustees of this Plan are:

UNION TRUSTEES EMPLOYER TRUSTEES
Gene O’Kelley (Chairman)  Chris Foster (Secretary)
IBEW Local No. 613 Whitehead Electric Co.

501 Pulliam Street, SW 5843 Jacaranda Drive SE
Atlanta, GA 30312 Mableton, GA 30126-2937
Max Mount, Jr. Paul F. Mayberry

IBEW Local No. 613 Mayberry Electric, Inc.

501 Pulliam Street, SW P.O. Box 19839

Atlanta, GA 30312 Atlanta, GA 30325

David Lawson Joe Satterfield

IBEW Local No. 613 Allison-Smith

501 Pulliam Street, SW 2284 Marietta Blvd., NW
Atlanta, GA 30312 Atlanta, GA 30318

Robby Evans - Alternate David Sokolow - Alternate
IBEW Local No. 613 Atlanta Electrical Contractors Association
501 Pulliam Street, SW 4221 North Peachtree Road
Atlanta, GA 30312 Atlanta, GA 30341

b) Address and Telephone Number. If you wish to contact the Board of Trustees,
you may use the address and telephone numbers below:
2187 Northlake Parkway, Suite 106
Tucker, Georgia 30084
(770) 934-3953 or 1-877-944-7344

Administrative Operations. The Board of Trustees is legally designated as the
Plan Administrator. The Board has selected a professional employee benefit admin-
istration firm, Zenith American Solutions to serve as the Administrative Manager of
the Plan. The Administrative Manager serves as the “Fund Office” and maintains eli-
gibility records, accounts for contributions, informs participants of Plan changes, and
other routine administrative functions as directed by the Board of Trustees. You may
contact the Administrative Manager at the following address and phone number:
Zenith American Solutions
2187 Northlake Parkway, Suite 106
Tucker, Georgia 30084
(770) 934-3953 or 1-877-944-7344

Additionally, the following professionals have been retained by the Board of Trustees
to assist in the operation of the Plan:

Claims Administrator/PPO Network/Utilization Review Provider
CIGNA Healthcare
P.O. Box 5200
Scranton. PA 18505
(800)-244-6224
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Consultant Attorney

BHA Consulting LLC Charles E. Elrod, Jr.
5400 Laurel Springs Parkway Parker, Hudson, Rainer & Dobbs, LLP
Suite 1306 1500 Marquis Two Tower
Suwanee, Georgia 30024 285 Peachtree Center Avenue, NE
(678) 456-6200 Atlanta, Georgia 30303

(404) 523-5300

Auditor
Dennis G. Jenkins, CPA
1690 Stone Village Lane,Suite 501
Kennesaw, Georgia 30152
(770) 424-5755

Collective Bargaining Agreements. This Plan is maintained pursuant to one or
more Collective Bargaining Agreements. Copies of any or all of these Agreements
shall be made available to you for your inspection at the Plan Office or at your Local
Union Office during normal business hours. Further, should you so request, a copy
of the Agreements shall be made available at your place of employment within 10
days of your request if you will advise your employer of your desire to examine the
Agreements. You may obtain a copy of the Agreements for a reasonable charge by
contacting the Board of Trustees at the address or phone number listed

Participating Employers and Union. You are entitled to receive from the Plan
Administrator, upon request, information as to whether a particular employer is a
Participating Employer in the Plan and, if so, the employer’s address. International
Brotherhood of Electrical Workers, Local 613 is the Union affiliated with the Plan.

Source of Contributions. The primary source for the benefits provided under this
Plan is employer contributions. The Collective Bargaining Agreement determines
the amount of contribution. In certain instances, as described in this booklet, partic-
ipants may make self-contributions to the Plan in order to continue their eligibility for
benefits. A portion of the Plan’s assets is invested, which also produces additional
Fund income.

Trust Fund. All contributions and investment earnings are accumulated in a Trust
Fund. All benefits are paid directly from the Trust Fund.

Identification of Insurance Company. All benefits are self insured and paid direct-
ly by the Fund.

Accounting, Plan and Reporting Year. Each 12-month period ending on
December 31st constitutes a fiscal year for accounting purposes of all reports to the
Department of Labor, to the Internal Revenue Service, and, where required, to any
agency of those states in which contributing employers are located. The same 12-
month period comprises a Plan Year within the meaning of ERISA.

Procedure for Obtaining Additional Plan Documents. If you wish to inspect or
receive copies of additional documents relating to this Plan, contact the Fund Office.
You will be charged a reasonable fee to cover the cost of any materials you wish to
receive.

Eligibility for Benefits. Please see the Eligibility Rules section of this booklet.

Effective Date: The effective date of this Summary Plan Description is January 1,
2012.

Agent for Service of Legal Process: When legal disputes involving the Plan aris-
es, any legal documents should be served upon:

Charles E. Elrod, Jr.
Parker, Hudson, Rainer & Dobbs, LLP
1500 Marquis Two Tower, 285 Peachtree Center Avenue, NE
Atlanta, Georgia 30303
(404) 523-5300

Service of Legal process may also be made upon any Trustee or the Plan
Administrator (Board of Trustees). The address of the Plan office and the address-
es of the Trustees are provided under the fourth bullet, “Board of Trustees.”
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* Continuation of Plan: The Board of Trustees currently intends to continue the
Family Health Plan described herein, but reserves the right, in its discretion, to
amend, reduce or terminate the plan at any time for the active participants, retirees,
former participants and all dependants..

» Accumulation of Assets and Funding of Benefits: All contributions from
Participating Employers are made in accordance with collective bargaining agree-
ments between the Union and the employer. The amounts of these contributions are
set forth in the agreements. All benefits provided to Participants in the Plan, their
spouses, and their beneficiaries are funded from employer and, in some instances,
employee contributions and earnings on investments.

» Facility of Payment. If the Trustees determine that a person entitled to benefits
under the Plan is unable to care for his affairs because of iliness, accident or other
incapacity, any payment due may be paid to his legal guardian or other representa-
tive. Any such payment shall be made for the account of such incapacitated person,
and shall to the extent thereof be a complete discharge of the obligations under this
Plan to such person.

» Erroneous Payment. If the Trustees determine that a claim has been erroneously
paid as a result of a clerical error or on the basis of fraudulent or misleading state-
ments made by the claimant, service provider, or any other entity, then the Trustees
shall reserve the right to take necessary action to recover such payment.

PROVISIONS APPLICABLE TO THE FAMILY HEALTH PLAN

NOTICE OF YOUR RIGHT TO DOCUMENTATION OF HEALTH COVERAGE

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) limits the cir-
cumstances under which coverage may be excluded for medical conditions present
before you enroll in health coverage. Under the law, a pre-existing condition generally
may not be imposed for more than 12 months (18 months for a late enrollee). The 12-
month (or 18 month) exclusion period is reduced by your prior health coverage. Upon
termination from this Plan you and all dependents covered under your health coverage
will receive a “Certificate of Creditable Coverage” that will show evidence of your prior
health coverage through this Plan. When enrolling for new health coverage, check with
your new plan administrator to see if your new plan excludes coverage for pre-existing
conditions and if you need to provide a certificate or other documentation of your pre-
vious coverage.

ENROLLMENT PROCEDURES

New enroliment cards must be completed on all new and current employees, otherwise
claims may be held pending receipt of the card. Future claims on new dependents
added since completion of the card must be accompanied by supporting documents
(i.e. marriage license, birth certificate, court papers, etc.).

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT

Under Federal law, group health plans and health insurance issuers offering group
health coverage generally may not restrict benefits for any hospital length of stay in
connection with childbirth for the mother of the newborn child to less than 48 hours fol-
lowing a vaginal delivery, or less than 96 hours following a delivery by cesarean sec-
tion. However, the Plan or issuer may pay for a shorter stay if the attending provider
(for example, your physician, nurse midwife, or physician assistant), after consultation
with the mother, discharges the mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of benefits or out-of-
pocket costs so that any later portion of the 48 hour (or 96 hour) stay is treated in a
manner less favorable than the earlier portion of the stay. In addition, a plan or issuer
may not, under Federal law, require that a physician or other health care provider
obtain authorization for prescribing a length of stay up to 48 hours (or 96 hours).

WOMEN’S HEALTH AND CANCER RIGHTS ACT

Under Federal law, group health plans and insurance issuers offering group health cov-
erage that includes medical and surgical benefits with respect to a mastectomy shall
include medical and surgical benefits for breast reconstructive surgery as part of a
mastectomy procedure. Breast reconstructive surgery in connection with a mastecto-
my shall at a minimum provide for: (1) reconstruction of the breast on which the mas-
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tectomy was performed; (2) surgery and reconstruction of the other breast to produce
a symmetrical appearance; and (3) prostheses and physical complications for all
stages of mastectomy, including lymphedemas; in a manner determined in consulta-
tion with the attending physician and the patient. As part of the Plan’s Schedule of
Benefits, such benefits are subject to the Plan’s appropriate cost control provisions,
such as deductibles and Coinsurance.

MILITARY SERVICE (USERRA)

If an Eligible Employee is on active duty for 31 days or less, he will continue to receive
healthcare coverage for up to 31 days, in accordance with the Uniformed Services
Employment and Reemployment Rights Act of 1994 (USERRA).

If the Employee is on active duty for more than 31 days, USERRA permits him to con-
tinue medical, dental, and vision coverage for himself and his Dependents at his own
expense for up to 24 months. This continuation right operates in the same way as
Continuation of Coverage (COBRA). In addition, he or his Dependent(s) may be eligi-
ble for healthcare coverage under service sponsored insurance.

Coverage will not be offered for any illness or injury determined by the Secretary of
Veterans Affairs to have been incurred in or aggravated during performance of service
in the uniformed services. The uniformed services and the Department of Veterans
Affairs will provide care for service connected disabilities.

When the Employee is discharged (not less than honorably) from "service in the uni-

formed services," his full eligibility will be reinstated on the day he returns to work with

an Employer, provided that he returns to employment within:

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

(a) 14 days from the date of discharge if the period of service was 31 days or more
but less than 180 days; or

(b) at the beginning of the first full regularly scheduled working period on the first cal-
endar day following discharge (plus travel time and an additional eight hours) if the
period of service was less than 31 days.

If the Employee is hospitalized or convalescing from an injury caused by active duty,

these time limits are extended up to two years.

FAMILY AND MEDICAL LEAVE ACT (FMLA)

If an Employee works for a contributing Employer who employs at least 50 employees
during the current or preceding calendar year, the Employee may be eligible to take a
leave of absence under the Family and Medical Leave Act (FMLA). To qualify for such
a leave, the Employee must have been employed by the same contributing Employer
for @ minimum of 1,250 hours within the 12 month period immediately preceding the
commencement of the FMLA leave. If the Employee qualifies, he or she may take up
to a total of 12 weeks of FMLA leave during any 12 month period, during which period
the Employer is obligated to continue payments for coverage through the Family
Healthcare Plan and benefits will be continued subject to all other provisions of the
Plan and Trust.

FMLA leave may be taken for any of the following reasons:

(a) birth or care of a newborn child;

(b) placement of a newly adopted child or foster child;

(c) care of a spouse, son, daughter or parent with a “serious health condition”; or
(d) a “serious health condition” that makes the Employee unable to perform his job.

A “serious health condition” generally means an illness, injury, impairment, or

physical or mental condition involving:

(i) in-patient care in a hospital, hospice, or residential medical care facility;

(i) any incapacity requiring absence from work, school, or other regular daily
activities of more than three (3) calendar days that also involves continuing
treatment by or under the supervision of a healthcare provider; and

(iii) continuing treatment by or under the supervision of a healthcare provider for
a chronic or long-term health condition that is incurable or so serious that, if
not treated, would likely result in a period of incapacity of more than three
days.
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SUBROGATION
The Trustees have adopted a subrogation policy to avoid the duplicate payment of
medical bills. The purpose of this policy is to reduce the cost to the Fund by making
certain third parties who cause injury to Fund participants bear their share of responsi-
bility. In this instance, subrogation means the assignment of legal rights to recover an
amount from a third party where that third party has been held or may be responsible
for medical bills which were paid by the Fund. In the event of such a claim, the Fund
will still pay benefits due the individual, but only after receiving an assignment of sub-
rogation rights from the employee. The Fund will then be able to recover any amount
paid for which a third party is liable. The following describes the Fund’s subrogation
provisions:

(@) In the event that a Covered Individual receives any benefits (the “Benefits”) under
this Plan arising out of any loss, injury, or illness (the “Injury”) for which the Covered
Individual has asserted or may assert any claim or right to recovery against a third
party or parties or his or her or their insurer(s), except against any insurer on any
policy of insurance issued to and in the name of such Covered Individual, then any
payment or payments by the Fund for such Benefits shall be made on the condi-
tion and with the agreement and understanding that the Fund shall receive restitu-
tion from the Covered Individual to the extent of, but not exceeding, the amount or
amounts received by the Covered Individual (the “Recovery”) from such third party
or parties or his or her or their insurer(s) (the “Responsible Party”), whether by way
of settlement or in satisfaction of any judgment(s) or otherwise.

The Covered Individual shall provide restitution to the Fund, starting with the first
dollar that the Covered Individual receives from the Responsible Party, no matter
whether the Recovery is designated as actual or punitive damages, costs or
expenses, medical expenses, pain and suffering, lost wages, workers’ compensa-
tion, disability payments, loss of consortium, loss of work payments, emotional dis-
tress, or otherwise, and the Covered Individual shall continue to make restitution to
the Fund until the Fund has received full restitution for all Benefits related to the
Injury; provided, however, that a Covered Individual shall not be required to make
restitution in excess of his or her Recovery.

The Fund has the right to first recovery and the “make whole” doctrine is not appli-
cable to the Fund’s subrogation and reimbursement rights. The Fund has the right
of first reimbursement for all Benefits paid related to the Injury, such first reimburse-
ment to be paid out of any Recovery the Covered Individual is able to obtain, even
if the Covered Individual has not been fully compensated for the Injury. Any
Recovery held by the Covered Individual or third party on behalf of the Covered
Individual shall be deemed to be held in trust on behalf of the Fund.

If it becomes necessary for the Covered Individual to retain an attorney in order to
obtain a Recovery or to recover Benefits paid by the Fund relating to the Injury, the
amount to be restored to the Fund may, at the sole discretion of the Fund, be
reduced by the Fund’s pro rata share of those attorneys’ fees and expenses. The
pro rata shares shall be calculated by multiplying the total attorneys’ fees and
expenses actually incurred by the Covered Individual by the Fund’'s gross reim-
bursement (before considering any party’s attorneys’ fees or expenses) divided by
the total gross Recovery (before considering any party’s attorneys’ fees or expens-
es). The Fund, however, is not required to reduce the amount reimbursed to the
Fund for any attorneys’ fees and expenses. The Fund does not recognize the
“Common-Fund Doctrine,” the “Fund Doctrine,” the “Attorneys’ Fund Doctrine,” or
any other legal theory compelling the Fund to reduce the amount it is owed hereun-
der in order to pay any portion of a Covered Individual's attorney’s fees and costs.

o

~

(c

~

(d

~

(e

~

If the Trustees retain an attorney to enforce the subrogation and restitution rights
under this Section, then the Covered Individual shall be liable for, in addition to all
amounts outlined in the previous paragraphs, expenses involved, including the
Fund's reasonable attorneys’ fees and expenses. As a means of enforcing its sub-
rogation and restitution rights under this Section, the Fund may, in addition to any
other means allowed by law or equity, set off future Benefits to the Covered
Individual or lessen the reduction allowed by the Fund for the Covered Individual's
attorneys’ fees and expenses incurred in obtaining the Recovery. However, this
Section shall not limit the Fund’s right to recover its attorneys’ fees and expenses
and shall be cumulative with all other rights the Fund may have to recover its attor-
neys’ fees and expenses.
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(f) As security for all amounts due to the Fund under this Section, the Fund shall be
subrogated to all of the claims, demands, actions, and rights of recovery of the
Covered Individual against the Responsible Party or his or her or their insurer(s) to
the extent of any and all Benefits paid under this Plan. The Covered Individual shall
execute and deliver any instruments and documents requested by the Trustees
and shall do whatever else the Trustees shall deem necessary to protect the Fund's
rights. The Covered Individual shall take no action to prejudice the Fund's rights to
such restitution and subrogation. The Trustees may withhold any Benefits to which
the Covered Individual is entitled under this Plan until the Covered Individual exe-
cutes and delivers any such instruments and documents as may be requested by
the Trustees.

(9) Prior to the payment of Benefits under this Plan to a Covered Individual or
assignee of a Covered Individual for injuries, expenses, or losses for which a third
party is or may be liable in whole or part, the Covered Individual or assignee or
both may be required to execute a written subrogation and restitution agreement
in form and substance satisfactory to this Plan.

OTHER PROVISIONS

» Not in Lieu of Workers’ Compensation
This Plan is not in lieu of and does not affect any requirement for coverage by
Workers’ Compensation Insurance.

» Authority of Trustees to Interpret and Construe Plan

The Trustees shall have the right to make any and all determinations pursuant to the
Plan. This includes, but is not limited to, the discretionary authority to determine eli-
gibility for benefits, to determine the amount of benefits payable, to determine the
meaning and applicability of Plan provisions, to construe Plan terms, and to promul-
gate rules for processing and reviewing claims. Any and all determinations of the
Trustees shall be conclusive and binding upon all parties having dealings with the
Plan. It is the intent of the Trustees to maintain sole and complete authority to con-
strue the Plan terms, including the definition of all Plan terms and the summary of all
terms in this Summary Plan Description. In the event you are dissatisfied with a deci-
sion of the Board of Trustees, you may appeal the decision as outlined in the Claim
Appeal Section of this Summary Plan Description. You must use the appeal proce-
dure before filing a lawsuit against the Fund. The decisions of the Board of Trustees
are entitled to judicial deference.

No Vested Benefits
There are no vested benefits under this Plan.

Authority of Trustees to Modify Benefits or Terminate Plan

It is the intention of the Trustees to continue operation of the Plan. The Trustees
reserve the right to modify or terminate the Plan at any time. This includes the right
to modify the level of benefits, to change the amounts to be contributed toward the
cost of providing benefits by the sponsors or by the participants, or to change the
class or classes. The Plan may be modified or terminated by vote of the Board of
Trustees. In the event of any modification of the Plan, the Board of Trustees will com-
municate such modification to the Plan participants. Amendment or termination of
the Plan may terminate your right to receive benefits, may limit your benefits, and
may increase the amount which you must contribute toward the cost of providing
benefits, or may reduce the benefits to which you were previously entitled.

» Use of Assets upon Termination of Plan

If the Plan is terminated the assets will be used for sole and exclusive benefit of the
participants.

STATEMENT OF YOUR RIGHTS

As a participant in the IBEW Local 613 and Contributing Employers Family Health
Plan, you are entitled to certain rights and protections under the Employee Retirement
Income Security Act of 1974 (ERISA), as amended from time to time.

ERISA provides that all Plan Participants shall be entitled to the following:

1. Examine, without charge, at the Plan Administrator’s office and at other specified
locations, such as work-sites and union halls, all documents governing the Plan,
including insurance contracts and Collective Bargaining Agreements, and a copy of
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the latest annual report (Form 5500 Series) filed by the Plan with the U.S.
Department of Labor

2. Obtain, upon written request to the Plan Administrator, copies of documents govern-
ing the operation of the Plan, including insurance contracts and Collective
Bargaining Agreements, and copies of the latest annual report (Form 5500 Series)
and updated Summary Plan Description. The Administrator may make a reasonable
charge for the copies.

3. Receive a summary of the Plan’s annual financial report. The Plan administrator is
required by law to furnish each participant with a copy of this Summary Annual
Report.

4. Continue health care coverage for yourself, spouse or dependents if there is a loss
of coverage under the Plan as a result qualifying event. You or your dependents
may have to pay for such coverage. Review this Summary Plan Description and the
documents governing the Plan on the rules governing your COBRA continuation
coverage rights.

5. Reduction or elimination of exclusionary periods of coverage for pre-existing condi-
tions under your group health Plan, if you have creditable coverage from another
Plan. You should be provided a certificate of creditable coverage, free of charge,
from your group health Plan or health insurance issuer when you lose coverage
under the Plan, when you become entitled to elect COBRA continuation coverage,
when your COBRA continuation coverage ceases, if you request it before losing
coverage, or if you request it up to 24 months after losing coverage. Without evi-
dence of creditable coverage, you may be subject to a pre-existing condition exclu-
sion for 12 months (18 months for late enrollees) after your enroliment date in your
coverage.

In addition to creating rights for Plan participants ERISA imposes duties upon the peo-
ple who are responsible for the operation of the employee benefit plan. The people who
operate your plan, called “fiduciaries” of the plan, have a duty to do so prudently and
in the interest of you and other plan participants and beneficiaries. No one, including
your employer, your union, or any other person, may fire you or otherwise discriminate
against you in any way to prevent you from obtaining a (pension, welfare) benefit or
exercising your rights under ERISA. If your claim for a (pension, welfare) benefit is
denied in whole or in part you must receive a written explanation of the reason for the
denial. You have the right to have the plan review and reconsider your claim. Under
ERISA, there are steps you can take to enforce the above rights. For instance, if you
request materials from the plan and do not receive them within 30 days, you may file
suit in a Federal Court. In such case, the court may require the plan administrator to
provide the materials and pay you up to $110 a day until you receive the materials,
unless the materials were not sent because of reasons beyond the control of the
administrator. If you have a claim for benefits which is denied or ignored, in whole or in
part, you may file suit in a State or Federal court. In addition, if you disagree with the
plan’s decision or lack thereof concerning the qualified status of a domestic relations
order or a medical child support order, you may file suit in Federal court. If it should
happen that plan fiduciaries misuse the plan’'s money, or if you are discriminated
against for asserting your rights, you may seek assistance from the U.S. Department
of Labor, or you may file suit in a Federal court. The court will decide who should pay
court costs and legal fees. If you are successful the court may order the person you
have sued to pay these costs and fees. If you lose, the court may order you to pay the-
ses costs and fees, for example, if it finds your claim is frivolous.

If you have any questions about your plan, you should contact the Plan Administrator.
If you have any questions about this statement or about your rights under ERISA, you
should contact the nearest office of the Employee Benefits Security Administration,
U.S. Department of Labor, listed in your telephone directory or the Division of Technical
Assistance and Inquires, Pension and Welfare Benefits Administration, U.S.
Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210.
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CLAIMS PROCEDURES
PRE-APPROVAL OF A CLAIM
This Fund has no mandatory pre-certification or pre-approval requirements for treat-
ment. However, certain treatments and procedures are not covered under the Fund,
and we encourage you to contact CIGNA prior to receiving treatment in order to deter-
mine that the treatment will be covered.

The following rules apply to pre-approval of treatment:

1. Approval of Medically Necessary Treatment - As explained in this booklet, a
charge must be Medically Necessary or be a covered preventive care service to be
covered by the Plan. If there is any doubt about whether your expected treatment
will be considered Medically Necessary, you may contact CIGNA for an advance
decision. As explained in the following pages, you may appeal any adverse deci-
sion made by CIGNA regarding Medical Necessity.

2. Compliance with Plan Provisions, Exclusions and Limitations - Various plan
provisions, Exclusions and Limitations have been adopted and/or included in this
Plan in an effort to help control the cost of providing benefits under this Plan. If there
is any question as to whether your anticipated treatment will be covered under the
Plan, you may contact CIGNA in advance. Once appropriate information is
received, CIGNA will let you know whether your expected treatment will be covered
under the Plan. If you receive an adverse decision, you may appeal that decision
as explained on the following pages.

If you make a request for pre-approval of treatment, the Fund has a responsibility to

respond to your request in a timely manner as follows:

1. Urgent Care Claims - If proposed treatment is determined to be “urgent” in nature,
as defined below, a decision on your request for pre-approval will be made and
communicated to you within 72 hours of receipt of your request. If it is determined
that additional information is necessary to make a decision on your claim, you will
be notified within 24 hours after receipt of the request. You will then be given no less
than 48 hours to provide the requested information. You will then be notified of the
determination as soon as possible, but in no case later than 48 hours after the ear-
lier of: (i) the Claims Administrator’s receipt of the specified additional information,
or (i) the end of the period afforded to you to provide the specified information.

An “Urgent Care Claim” is a claim which, if treated as a claim for non-urgent care:

(a) Could seriously jeopardize the life or health of the claimant or the ability of the
claimant to regain maximum function, or

(b) In the opinion of a Physician with knowledge of the claimant's medical condi-
tion, would subject the claimant to severe pain that cannot be adequately man-
aged without the care or treatment that is the subject of the claim.

2. Non-Urgent Care Claims - If proposed treatment is determined to be of a “non-
urgent” nature, a decision on your request for pre-approval will be made and com-
municated to you within 15 days of receipt of your request. If it is determined that
additional information is necessary to make a decision on your claim, the plan may
require up to an additional 15 days to make a decision on your request. If such an
extension is necessary, you will be notified within 15 days of receipt of your request
regarding the extension and a decision will be made as soon as possible. If the
extension is required because it was necessary for you to provide additional infor-
mation, you will be given at least 45 days to provide the requested information.

These procedures for processing requests for pre-approval for urgent and non-urgent
care claims have been adopted solely as guidelines. It will continue to be the practice
of the Trustees, as the Plan Administrator, along with CIGNA and the Fund Office staff,
to timely process all requests for pre-approval and to respond to all such requests
immediately, but always within the time limits prescribed above where possible.

DISABILITY, POST-SERVICE and CONCURRENT CARE CLAIMS

For disability, post-service and concurrent (on-going) care claims, the Plan
Administrator’s designee shall notify the claimant of a benefit determination within the
following time periods:

1. Disability Claims - For claims relating to the determination of disability and week-
ly disability benefits, notification of benefit determination shall be made within 45
days after the Plan’s receipt of the claim. If additional time is required the 45-day
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period may be extended one time for up to 30 days provided that the Plan
Administrator’s designee determines that such an extension is necessary due to
matters beyond the Plan’s control and notifies the claimant, prior to the expiration of
the initial 45-day period, of the circumstances requiring the extension and the date
by which the Plan expects to render a decision. If, prior to the end of the first 30-day
extension period, the administrator determines that, due to matters beyond the con-
trol of the Plan, a decision cannot be rendered within that extension period, the peri-
od for making the determination may be extended for up to an additional 30 days,
provided that the Plan Administrator notifies the claimant, before the expiration of
the first 30-day extension period of the circumstances requiring the extension and
the date the Plan expects to render a decision. The notice of extension shall specif-
ically explain the standards on which entitlement to a benefit is based, unresolved
issues that prevent a decision on the claim, and the additional information needed
to resolve those issues. The claimant shall be afforded at least 45 days within which
to provide the specified information.

. Post Service Claims - For claims relating to services which have already been ren-

dered, notification of benefit determination shall be made within 30 days after the
Plan’s receipt of the claim. If additional time is required due to matters beyond the
Plan’s control, the claimant will be notified before the expiration of the 30-day peri-
od of the circumstances requiring the extension of time and of the date by which the
Plan expects to render the benefit determination. The extension shall not exceed 15
days beyond the initial 30-day period. If an extension is necessary due to the failure
of the claimant to submit sufficient information, the notice shall describe the required
information and afford the claimant at least 45 days from receipt of the notice to pro-
vide the information.

. Ongoing or Concurrent Treatment - If the Plan has approved an ongoing course

of treatment over a period of time or number of treatments, any reduction or early
termination of coverage of the treatments constitutes an Adverse Benefit
Determination. The Plan Administrator’s designee shall notify the claimant suffi-
ciently in advance of the reduction or early termination to allow the claimant to
appeal and obtain a review before the benefit is reduced or terminated. If claimant
requests at least 24 hours before the expiration to extend the course of treatment
beyond the period of time or number of treatments for an Urgent Care Claim, the
Plan Administrator’s designee shall notify the claimant of the benefit determination
within 24 hours after the receipt of the claim by the Plan.

HOW TO OBTAIN BENEFITS

Here are a few suggestions that will help you get the most out of your benefit program
and, at the same time, help assure you prompt payment of your claims:

.

Use CIGNA Open Access Plus Providers and show your ID card. When you
know that you or one of your Eligible Dependents is going to require medical treat-
ment, this booklet will explain your benefits or you may contact CIGNA for assis-
tance. CIGNA will help you locate a CIGNA Open Access Plus In-Network Provider
who will provide quality medical care at a discounted fee and will enable you to take
advantage of the highest level of benefits available under the Plan. A Directory of
CIGNA Open Access Plus providers is available through the Union office and will
be provided free of charge upon request, or you can contact CIGNA at 1.800.244.
6224, or search for providers online at www.cigna.com. Be sure to have your health
benefit identification card with you at all times. It is especially important that you pres-
ent this card when you are admitted to a Hospital or when you visit a Physician or
other service provider. Your ID card supplies the service providers with the name of
your Plan, as well as the number to call to verify eligibility and benefits. It also iden-
tifies you as a member of the CIGNA Open Access Plus network, affording you
access to the Preferred Provider discounts. By presenting this ID card to a CIGNA
Open Access Plus Provider, the provider will also automatically file your claim for
you. This eliminates your need to fill out a claim form and file the claim.

Submit all expenses just in case. The Trustees suggest that you submit medical
expenses to CIGNA even if you are not certain if they are eligible for coverage under
the Plan. CIGNA will review such expenses and pay the expense that is eligible. By
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following this procedure, you will avoid inadvertently not receiving benefits for which
you were entitled.

Include all Necessary Information. To avoid any confusion as to whom a bill is for,
please be sure to list your name and Social Security Number on each item you send
to CIGNA or the Fund Office and be certain to include your dependent’s Social
Security Number as well on any items submitted for them.

.

Additional Materials. If you receive additional bills or statements that relate to your
claim, you should attach a claim form and send them to CIGNA as soon as possible.

KEEP MEDICAL RECORDS!

Accurate medical records are extremely important in the event you want to claim major
medical benefits. You will also need copies of bills, receipts and EOBs for filing Benefit
Credit Account claims.

« Since the Calendar Year Deductible applies separately to each individual, keep sep-
arate medical records for each member of your family.

« Save all bills and/or statements for Covered Charges and in each case record the
date the expense was incurred (not the date of the bill) and for whom.

» Keep copies of the Explanation of Benefits (EOB) that you receive from CIGNA or
the Fund Office as a record of what expenses have been paid.

HOW TO FILE A CLAIM
TIME LIMIT FOR FILING A CLAIM
You must furnish with proof of loss within ninety (90) days after the date of the loss, if
reasonably possible. However, in no event will claims delayed in excess of 24 months
be acceptable or payable.

MEDICAL, VISION, and BENEFIT CREDIT ACCOUNT claims must be filed with
CIGNA at the following address:
CIGNA Healthcare
P.O. Box 5200
Scranton, PA 18505

DENTAL claims must be filed with CIGNA at the following address:
CIGNA Dental
P.O. Box 188037
Chattanooga, TN 37422-8037

Note: When you submit a dental claim for a dependent child, you must indicate
that child’s dental ID number or social security number on the claim.

LIFE, AD&D and DISABILITY claims must be filed with the Fund Office.

PROCEDURES FOR FILING CLAIMS WITH CIGNA
In most cases your providers will file your claims for you. However, if you need to pres-
ent a claim:
1. You should first complete the claim form in full. If all questions are not answered it
may be necessary to return the claim which will delay settlement.
2. Attach all supporting bills to the claim form. The bill or statement from the medical
provider should include the following information:
a) The Name and Social Security Number of the Covered Employee, and the
Social Security Number of the Eligible Dependent if applicable.
b) The full name of the patient.
c) Date of each treatment.
d) Procedure code and description of each service performed during treatment.
e) Diagnosis and/or code.
f) Charge amount for each procedure.
3. Mail the completed claim form with attached bills to the appropriate claim address
listed above.

If you fail to include all requested information, the form will be returned to you as soon
as a determination has been made that requested information is missing, but in no
event more than 30 days after the claim form was initially received from you.
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It is your responsibility to provide the service providers with information about your cov-
erage under the Plan and about their responsibility to file all claims with CIGNA. The
information necessary for filing claims appears on the identification card that has been
provided to you.

PAYMENT OF CLAIMS

All claims will be processed for payment as soon as possible. However, no claim can
be paid until all information necessary to process that claim has been received. If it is
determined that additional information is required from you or in your behalf, you will
be given 45 days in which to provide any missing information necessary to process the
claim.

Once the information required to make a determination as to whether a claim is
payable has been received, a decision will be made promptly and you will be notified
regarding any benefit payments. In no event will the decision regarding payment be
made more than 30 days after the claim has been fully and properly filed.

APPEAL PROCEDURES
FOR MEDICAL CLAIMS
There is a two level claims appeal procedure. To initiate an appeal, you must submit a
request for an appeal verbally or in writing via mail or fax to CIGNA within 180 days of
receipt of a denial notice. You should state the reason why you feel your request should
be approved and include any information supporting your appeal.

Level One Appeal

Your appeal will be reviewed and the decision made by someone not involved in the
initial decision. Appeals involving Medical Necessity or clinical appropriateness will be
considered by a health care professional. You will receive a written response with a
decision within 15 days after receipt of an appeal for a required Pre-Service or
Concurrent care claim and within 30 days after receipt of an appeal for a Post-Service
claim. If more time or information is needed to make the determination, you will be noti-
fied in writing to request an extension of up to 15 days and to specify any additional
information needed to complete the review.

Expedited Appeal Process

You may request that the appeal process be expedited if, (a) the time frames under this
process would seriously jeopardize your life, health or ability to regain maximum func-
tionality or in the opinion of your Physician would cause you severe pain which cannot
be managed without the requested services; or (b) your appeal involves non-authori-
zation of an admission or continuing inpatient Hospital stay. CIGNA, in consultation
with the treating Physician will decide if an expedited appeal is necessary. When an
appeal is expedited, CIGNA will respond orally with a decision within 72 hours, followed
up in writing.

Level Two Appeal

If you are dissatisfied with the Level One appeal decision, you may request a second
review. To initiate a level two appeal you must within 180 days after receipt of the deter-
mination of the first level appeal make a written request for a review to the Board of
Trustees, IBEW Local 613 and Contributing Employers Family Health Plan, 2187
Northlake Parkway, Suite 106, Tucker, Georgia 30084. If you fail to make a timely
request for review, the last decision on the claim shall be final. If a timely request for
review is made, you may submit written comments, documents, records and other
information relating to the claim.

The Board of Trustees shall make a benefit determination on review no later than (i)
the date of the first (1st) meeting of the Board of Trustees that immediately follows
receipt by the Fund Office of a written request for review or (ii) if such written request
for review was not received by the Fund Office more than seven (7) days before such
meeting, the date of the second (2nd) meeting of the Board of Trustees following the
date the Fund Office received the written request for review. If special circumstances
require a delay in the decision, the Board of Trustees shall, prior to commencement of
the extension, send a written notice to you setting forth the special circumstances
requiring an extension and the date by which the benefit determination is expected to
be rendered, and the Board of Trustees shall issue its decision no later than the date
of the third (3rd) meeting next following the date the Fund Office received the written
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request for review. The Fund Office shall notify you of the benefit determination as
soon as possible, but not later than five (5) days after the benefit determination is
made.

Notification of Decision on Level Two Appeal

The Board of Trustees, or their committee, shall, review any facts and information sub-
mitted by you, make a final decision, and notify you in writing of their decision within
the time period outlined above. If the adverse benefit determination is upheld, the noti-
fication will set for the following in a manner calculated to be understood by the
claimant:

1. The specific reason(s) for the adverse determination;

2. Reference to the specific plan provisions on which the determination is based,;

3. 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
relative to the claimant’s claim for benefits;

4. A statement of any additional voluntary appeal procedures offered by the Plan and
the claimant’s right to obtain information about such procedures, should the Board
of Trustees adopt such procedures, and a statement of the claimant’s right to bring
a civil action under section 502(a) of the Employee Retirement Income Security Act
of 1974, as amended; and

5. The following information where applicable:
a) If an internal rule, guideline, practice or procedure was relied upon in making the
adverse determination, a statement that copy of such rule, guideline, practice or
procedure will be provided free of charge to the claimant upon request;

If the adverse benefit determination is based on a medical necessity or
Experimental treatment or similar exclusion or limit, an explanation of the scien-
tific or clinical judgment applied to the terms of the plan with respect to the
claimant’'s medical circumstances used in making the determination; and
c) A statement that you and your plan may have other voluntary dispute options,
such as mediation. While this Plan does not currently offer voluntary alternative
dispute resolution options, you can contact your local U.S. Department of Labor
Office and your State Insurance Regulatory Agency to see what options might
be available to the Plan.
External Review
If you are dissatisfied with the Level Two appeal decision regarding a claim that
involves medical judgement (excluding those claims that involve only contractual or
legal interpretation without any use of medical judgement) or a rescission of coverage,
you have four (4) months from receipt of the Level Two denial notice in which you may
apply in writing to the Fund Office for an external review of the Board of Trustees’ deci-
sion. An external review will then be conducted, and the results of that external review
will be communicated to you. All external review procedures will be completed in
accordance of the provisions of the Patient Protection and Affordable Care Act, and
applicable guidance issued thereunder.

FOR LIFE, AD&D or DISABILITY CLAIMS

There is a one level claims appeal procedure. To initiate an appeal, you must submit
a request for an appeal verbally or in writing via mail or fax to the Fund Office within
180 days of receipt of a denial notice. You should state the reason why you feel your
request should be approved and include any information supporting your appeal. The
Board of Trustees shall make a benefit determination on review no later than (i) the
date of the first (1st) meeting of the Board of Trustees that immediately follows receipt
by the Fund Office of a written request for review or (ii) if such written request for review
was not received by the Fund Office more than seven (7) days before such meeting,
the date of the second (2nd) meeting of the Board of Trustees following the date the
Fund Office received the written request for review. If special circumstances require a
delay in the decision, the Board of Trustees shall, prior to commencement of the exten-
sion, send a written notice to you setting forth the special circumstances requiring an
extension and the date by which the benefit determination is expected to be rendered,
and the Board of Trustees shall issue its decision no later than the date of the third
(3rd) meeting next following the date the Fund Office received the written request for
review. The Fund Office shall notify you of the benefit determination as soon as possi-
ble, but not later than five (5) days after the benefit determination is made. Notification
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of an upheld adverse benefit determination shall include all information as set forth in
Notification of Decision on Level Two Appeal above.

ACCESS TO PLAN DOCUMENTS

At any time during the course of these appeal proceedings a claimant will be granted
access to, and copies of, documents, records and other information relied upon by the
Trustees, or their committee, in making their decision, as requested by the claimant.

No legal action may be commenced or maintained against the Plan or Fund, or to
recover any benefits under the Plan, unless the Participant (or his legal representative,
if any) has first fully complied with and timely exhausted all of the application of bene-
fits, claims review procedures and appeal procedures under the Plan, and in no event
may any such action be brought later than 120 days following the Trustees’ final deci-
sion on review or, if 120 days is not reasonable under the circumstances, such extend-
ed time that is reasonable not to exceed, in any event, one (1) year following the
Trustees’ final decision on review

CONTACT INFORMATION FOR APPEALS:

Level One Appeals Level Two & Life, AD&D or
CIGNA Healthcare Disability Appeals Board of Trustees
P.O. Box 5200 IBEW Local 613 and Contributing
Scranton, PA 18505 Employers Family Health Fund
Phone 1-800-244-6224 2187 Northlake Pkwy, Suite 1064

Tucker, Georgia 30084
Phone 1-877-944-7344
Fax 770-939-6940

DEFINITIONS
The following definitions apply to terms used in this booklet.

ACCIDENT and/or “Accidental Bodily Injury.” When used in connection with Medical
Expense Benefits is defined as a traumatic injury caused solely by mischance, without
intent or volition, resulting indirectly and independently of all other causes and incurred
while covered under this Plan.

ALLOWABLE EXPENSE Any necessary, reasonable and customary item of expense
which is covered, wholly or partially, under at least one of the Plans covering the per-
son for whom the claim is made. Allowable expenses include expenses which would
have been paid by another plan if all conditions of that plan had been satisfied.

AMBULANCE and/or “Ambulance Service.” A licensed company with a recognized
vehicle for the transportation of the sick or injured to a Hospital. Eligible Charges
include only professional ambulance service for local transport to and from the place
the disability was contracted to a Hospital equipped to furnish special treatment nec-
essary for the disability. “Local” is defined as the immediate geographic area in which
the disability occurred.

CALENDAR YEAR DEDUCTIBLE The amount of Covered Charges that must be paid
by a Covered Individual each calendar year before Plan benefits will be applied to any
remaining Covered Charges for the rest of that year. The deductible amount is
described in the Schedule of Benefits in this booklet.

CHARGE A “Charge” shall be deemed to be incurred on the date on which the partic-
ular service, treatment or supply giving rise to such charge is rendered or obtained. In
the absence of due proof to the contrary, when a single charge is made for a series of
services, treatments or supplies, each item shall be deemed to bear a pro rata share
of the charge.

COINSURANCE The percentage of remaining Covered Charges payable by the Plan,
after application of all deductibles and Co-Pay amounts.

COLLECTIVE BARGAINING AGREEMENT Any negotiated labor contract between
an employer and the Union which requires the Participating Employer to contribute to
this Fund, and any amendment, modification or renewal thereof.

CO-PAY A set dollar amount payable by the Covered Individual to a PPO Provider at
the time a treatment or service is rendered. The Co-Pay does not apply toward any
deductible or out-of-pocket maximum. For prescription drugs, the Co-Pay is the
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amount of the cost of the prescription which is payable by the Covered Individual to the
pharmacy at the time the prescription is purchased.

COSMETIC SURGERY Surgery or services rendered for the alteration of tissue for the
improvement of a person’s appearance rather than improvement or restoration of bod-
ily function.

COVERED CHARGE For Medically Necessary expenses, as defined in the booklet,

which are furnished upon the recommendation and approval of the attending

Physician:

(a) The fee established by the contract between an In-Network provider and the
Network; or

(b) For a Non-Network provider, the lesser of the provider’s normal charge for a simi-
lar service or supply or the Plan-selected percentage of the prevailing fee or fees
most frequently charged by the providers of like care, services, and/or supplies
with similar training and experience for the provision of comparable care and/or
supplies and/or the performance of comparable services, or the provision of care
and the performance of services of comparable gravity, severity, and magnitude, in
the locality where the care and/or supplies were provided and/or the services were
performed. The database used to determine the prevailing fee or fees shall be cho-
sen by the Claims Administrator.

COVERED EMPLOYMENT Any hours worked for a Participating Employer for which
the Participating Employer is obligated to make contributions to the Fund pursuant to
a Collective Bargaining Agreement.

COVERED INDIVIDUAL An Eligible Employee or Eligible Retiree and his or her
Eligible Dependents.

CUSTODIAL CARE Care which is designed primarily for the maintenance or assis-
tance of daily living and which does not require the continuous attention of trained
medical or paramedical personnel. Such care may involve preparation of special diets,
supervision over medication that can be self-administered and assistance getting in
and out of bed, walking, dressing, and eating.

DURABLE MEDICAL EQUIPMENT Equipment for the treatment of a medical condi-
tion which is (i) necessary for the medical treatment of a disease or injury, as certified
in writing by the attending Physician; (ii) serves a therapeutic purpose with respect to
the condition being treated in accordance with accepted medical practice; (iii) is truly
durable in nature and made to withstand repeated use, such as a wheelchair; and (iv)
does not have a value to the patient or members of the patient’s family in the absence
of the condition for which the equipment is prescribed.

ELIGIBLE DEPENDENT

The following are considered as “Eligible Dependents” for purposes of this Plan:

(c) Your legal spouse.

(d) Your natural or legally adopted children and children placed with you for adoption,
whom:

(i) Are less than 26 years of age.

(i) Are 26 years of age or over and are mentally or physically disabled and inca-
pable of self-sustaining employment, provided that such disability occurred
prior to the age at which they otherwise would have ceased to be an Eligible
Dependent under this Plan.

(e) Children for whom you are mandated to provide benefit coverage for through a

Qualified Medical Child Support Order (QMCSO), whom:

(i) Are less than 26 years of age.

(i) Are 26 years of age or over and are mentally or physically disabled and inca-
pable of self-sustaining employment, provided that such disability occurred
prior to the age at which they otherwise would have ceased to be an Eligible
Dependent under this Plan.

See Active Plan Eligibility Requirements for more information on Qualified Medical
Child Support Orders.

ELIGIBLE EMPLOYEE
An Employee or Inside Employee who is eligible for benefits under the Plan by having
satisfied the eligibility requirements outlined in this booklet.
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ELIGIBLE RETIREE A former Employee or former Inside Employee who is eligible for
benefits under the Plan by having met the eligibility requirements outlined in the book-
let.

EMPLOYEE An employee who is working in a job classification for which Participating
Employers are required, under the terms of the current Collective Bargaining
Agreements, to make certain contributions to the Fund.

EXCLUSIONS AND LIMITATIONS Certain charges, services or supplies which are
limited or excluded from payment under this Plan.

EXPERIMENTAL OR INVESTIGATIVE Any treatment, procedure, facility, equipment,
drugs, drug usage, or supplies that is not recognized as having scientifically estab-
lished medical value, or that does not meet generally accepted standards of medical
practice.

FUND IBEW Local 613 and Contributing Employers Family Health Fund.

HOSPITAL

A legally constituted and operated institution which:

(a) Is primarily engaged in providing, for compensation from its patient and on an In-
Patient basis, diagnostic and therapeutic facilities for surgical and medical diagno-
sis, treatment and care of injured or sick persons by or under the supervision of a
staff of Physicians.

(b) Continuously provides 24-hour-a-day nursing services by registered graduate
nurses.

(c) Has a laboratory, x-ray equipment and operating rooms where major surgical oper-
ations may be performed.

In no event, however, shall the term “Hospital” include any institution or part thereof

which is used, other than incidentally, as a place for rest, a place for the aged, a place

for drug addicts, a place for alcoholics, a nursing home, a hotel or the like.

HOUR BANK Any covered hours of employment in excess of the required hours for
satisfaction of eligibility will be credited to the hour bank. The hours in an individual
hour bank account may be used to continue eligibility for benefits during periods in
which the Employee may not have worked sufficient hours with a Participating
Employer to maintain eligibility.

INSIDE EMPLOYEE An individual who is employed by a Participating Employer and
upon whose behalf contributions to the Fund are made under a Participation
Agreement. Also referred to as Non-Bargaining Employee.

LIFE THREATENING EMERGENCY For purposes of this Plan, “Life Threatening
Emergency” means the sudden onset of a medical condition that manifests itself by
symptoms of sufficient severity that the absence of immediate medical attention could
reasonably be expected by a prudent lay person who possesses an average knowl-
edge of health and medicine to result in serious and immediate impairment of the indi-
vidual’s body functions or the ability to regain maximum function, or in death.

MEDICALLY NECESSARY

A service or supply that meets all of the following conditions:

(a) Itis consistent with the symptom or diagnosis and treatment of the patient’s illness
or injury;

(b) It is appropriate with regard to standards of good medical practice and recognized
by an established medical society in the United States;

(c) Itis not considered Experimental by an established medical society in the United
States.

(d) It is not solely for the patient’s convenience or that of his Physician of the facility at
which the patient receives treatment; and

(e) Itis specifically allowed by the licensing statutes that apply to the provider who ren-
ders the service.

MEDICARE The program established by Title XVIII of the Social Security Act (Federal
Health Insurance for the Aged) as it is constituted on the effective date of the Policy
and may subsequently be amended.

MENTAL AND NERVOUS DISORDER A neurosis, psychoneurosis, psychopathy, psy-
chosis, or mental or emotional disease or disorder of any kind.
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NON-OCCUPATIONAL ILLNESS OR INJURY An illness or injury that does not arise
out of (or in the course of) any work for pay or profit, nor in any way results from such
work for pay or profit. However, if proof is furnished to the Trustees that an individual
covered under a Workers’ Compensation law (or other law of similar purpose), is not
covered for a particular illness under that law, that illness will be considered “Non-
Occupational” regardless of its cause.

In the event an Employee claims that an illness or injury is work related and the
employer disputes this contention, the Trustees agree to be bound by the final deci-
sion of any court or commission which determines the issue. In the event a legal deter-
mination is not sought in such case, the Trustees may decide whether the illness or
injury is occupational or Non-Occupational. In the event payments are made under this
Plan for a condition later determined to be occupational and compensable under any
Workers’ Compensation or similar law, the Employee receiving the payments is obli-
gated to pay back to the Trustees the amount of benefits received from any settlement
or judgment obtained

NON-PARTICIPATING PROVIDER or NON-PPO A Hospital, Physician, pharmacy or
other service provider who has not entered into a contractual agreement with the Plan
for the purpose of furnishing health care services.

NURSE A Registered Nurse (RN), Licensed Practical Nurse (LPN), Licensed Vocation
Nurse (LVN), or a Nurse’s Aid if the Aid is supported at least three times per week by
a Registered Nurse.

PARTICIPATING EMPLOYER Any corporation, partnership, proprietorship or other

business entity that is obligated to make contributions to the Fund in accordance with

the provisions of a written Collective Bargaining Agreement in force with the Union.

(a) The Union on behalf of its salaried employees or retired salaried employees, if any.

(b) The Atlanta Electrical Joint Apprenticeship and Training Committee with respect to
its full-time employees, if any.

(c) The Atlanta Chapter of the National Electrical Contractors Association with respect
to its full-time employees, if any.

PARTICIPATING PROVIDER or IN-NETWORK A Hospital, Physician, pharmacy or
other service provider participating in the Provider Network that has entered into a con-
tractual agreement with the Plan for the purpose of furnishing health care services.

PHYSICIAN A Doctor of Medicine (M.D.), a Doctor of Osteopathy (D.O.), a Doctor of
Podiatric Medicine (D.P.M.), a Doctor of Chiropractic (D.C.), a Doctor of Dental Surgery
(D.D.S.), Doctor of Medical Dentistry (D.M.D.), or licensed psychologist (Ph.D.) prac-
ticing within the scope of his license and who is licensed to practice as such in the
State in which treatment is rendered.

PLAN IBEW Local 613 and Contributing Employers Family Health Plan.

PREFERRED PROVIDER ORGANIZATION (PPO) A network of providers including
Hospitals, Physicians and other health service providers who have agreed to pre-
negotiated charges through a contractual agreement between the Board of Trustees
and the Provider Network. This Fund currently uses the CIGNA Open Access Plus
Network for medical claims.

PREGNANCY Pregnancy, miscarriage, abortion, childbirth, or complication from preg-
nancy, miscarriage, abortion or childbirth. For purposes of this Plan, pregnancy will be
considered as a Non-Occupational illness and will be covered for Eligible Employees
and their Eligible Dependent spouses only.

RETIREE A former Employee or former Inside Employee who has retired from employ-
ment with his or her employer, who is eligible for retirement benefits under Social
Security or a qualified retirement plan associated with the electrical contracting indus-
try, and who was an Eligible Employee at the time of such retirement.

ROOM AND BOARD All charges for room and board, general duty nursing, and other
charges which are made by the Hospital as a condition of occupancy of the class of
accommodations occupied. “Room and Board” does not include charges for profes-
sional services of Physicians, or charges for intensive nursing care.

SEMI-PRIVATE The standard charge by the Hospital for semi-private Room and
Board accommodations, or the average of such charges where the Hospital has more
than one established level of charges; or
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TOTALLY DISABLED The complete inability of an Employee to perform each and
every duty pertaining to his occupation, provided that an Employee shall not be
deemed to be Totally Disabled during any period in which he is engaged in any other
occupation for compensation or profit. The term “totally disabled”, as it is applied to a
dependent, means the complete inability of a dependent to perform each and every
activity of a person of like age and sex in good health.

TRUSTEES, BOARD OF TRUSTEES OR BOARD The persons designated to serve
as Trustees of the Fund in accordance with the provisions of the Agreement and
Declaration of Trust of the IBEW Local 613 and Contributing Employers Family Health
Fund.

UNION Local Union 613 of the International Brotherhood of Electrical Workers.
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SCHEDULE OF BENEFITS
For Active and Inside Employees and Dependents
The benefits shown are those which were in effect as of January 1, 2012. The
Schedule of Benefits is subject to change by vote of the Board of Trustees.
Please contact CIGNA with any questions regarding the current level of benefits.

MAJOR MEDICAL BENEFITS

BENEFIT CIGNA OPEN ACCESS PLUS IN-NETWORK PROVIDERS
Calendar Year Deductible

PEr INIVIAUAL ......oeeeiiceie ettt et e $750

Family MaXimUM ......c.oouiiiii e $2,500
Emergency Room Deductible

Per AdmiSSION........coiiiiiiiieieee e $100, waived if admitted to hospital
Maximum Benefit Per Calendar YEar...........cccuveeiiiiiiiiiie e $175,000
Maximum Out-of-Pocket

Per INIVIAUAL.......eouviiciece ettt $5,000

Coinsurance Percentage
In-Network Physician Office Visits

Primary Care Provider.........ccccccceviieeieeneenn. Plan pays 100% after $35.00 co-pay
SPECIAlIST.....viiiiiieieeeee Plan pays 100% after $45.00 co-pay
Covered In-Network Charges ...........cccveireiiieiiicicieee e Plan pays 70%
Non-Network Life Threatening EmMergency* ..........cococevveveniieiennenn. Plan pays 70%
Other Non-Network Charges .........ccccoiveieieiiicieiiesnie e Not Covered

*Non-Network Charges, with the exception of Life Threatening Emergency will not be considered
as a Covered Charge. Charges incurred outside the CIGNA OAP network will not count towards
the Calendar Year Deductible or Maximum Out-of-Pocket, nor will they be eligible for coordination
of benefits. In the case of a Life Threatening Emergency you should go to the nearest appropri-
ate facility. If this facility is Non-Network, Charges will be covered at 70% until such time as you
are medically able to be transported to an In-Network facility. The Fund will cover transport to the
In-Network facility.

Preventive Care
Preventive and Wellness Services” as defined under

the Patient Protection and Affordable Care ACt........ccccceveeeieennnens Plan pays 100%
Mental & Nervous

In-Network Physician Office Visits.................... Plan pays 100% after $35.00 co-pay

Other In-Network Providers or

Under Case Management...........cooereereeneenieneneens Plan pays 70% after deductible
Chiropractic Benefits

COINSUTANCE ..o Plan pays 70% deductible does not apply

Maximum Payment per Visit (INCl. X-RaAYS)......ccccoeiirieiiiieriieienee e $10.00

Maximum # Of VISItS PEF YR .......cccuiiiiiiiiiiiiiiee ettt 26

PRESCRIPTION DRUG BENEFITS

Calendar Year Deductible - Per Individual ............c.ccocoviiiiiiniiiiinc e $25.00
In-Network Participant Co-Payment for Retail*
Brand Name Drugs**.........ccccocevvvrinnnncns Participant pays Greater of $25.00 or 25%
GENETIC DIUGS. ...c.viiiiiiiieie ettt Participant pays $10.00

In-Network Participant Co-Payment for Mail Order
Brand Name Drugs** Participant pays Greater of $75.00 or 25%

GENETIC DIUGS. ...c.viiiiiiiieie ettt Participant pays $30.00
Maximum Days Supply

RELAIL ...t e 34 days

Mail Order ... 90 days

*If you choose to go to a Non-Participating pharmacy or fail to present your prescription drug ID
card to your pharmacy, you must pay 100% of the cost of the medication to the pharmacy.

**If a brand name drug is requested when there is an equivalent generic alternative available, you
will be required to pay the generic co-payment plus the difference in cost between the brand name
and the generic.
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DENTAL & VISION REIMBURSEMENT BENEFIT
The Fund will reimburse covered expenses at 100% up to the stated maximum.
Dental Reimbursement Maximum -
Per Individual (EE & Spouse Only)........ccccvvvvrerencniennenn $100.00 every 12 months
Vision Reimbursement Maximum - Per Individual.............. $200.00 every 24 months

DENTAL BENEFITS FOR DEPENDENT CHILDREN

Calendar Year Deductible (does not apply to Class I) ......cceeveeiiiiiiniiienieeen. $50.00

Maximum Benefit Per Calendar Year

including orthodontics - per Child .............cocveviiiiiiie e $1000.00

Lifetime Maximum for OrthodontiCs............coeeiiiniiincreceee e $1000.00

Coinsurance Percentage

Class | - Preventive and DiagnOSLiC. ......c.cuuiveeiieiiieiieiieenee e Plan Pays 100%

Class Il - Basic ... ..Plan Pays 80%
ClASS Il = M@JOT ...ttt Plan Pays 50%
Class 1V - OrthOdONTICS ......c.coiiiiriiieie e Plan Pays 50%

Life Insurance

EMPIOYEE ...t $15,000.00

Dependent Spouse.............ccce.eee. ....$1,000.00

Dependent Child over 6 months.. ....$1,000.00

Dependent Child under 6 MONthS.........ccoooviiiiiiiieee e $100.00
Accidental Death & Dismemberment

EMPIOYEE ...t $2,000.00
Weekly Disability (Active Employees Only)

WEEKS 1 - 4. $250.00

WEEKS 5 = 26, $325.00
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SCHEDULE OF BENEFITS
For Retirees/Widows Under Age 65 and Dependents

The benefits shown are those which were in effect as of January 1, 2012. The
Schedule of Benefits is subject to change by vote of the Board of Trustees.
Please contact CIGNA with any questions regarding the current level of benefits.

MAJOR MEDICAL BENEFITS
BENEFIT CIGNA OPEN ACCESS PLUS IN-NETWORK PROVIDERS

Calendar Year Deductible

Per Individual ..... ....$750.00

Family MaxXimUM ......ccoiiiiiie i sttt $2,500.00
Emergency Room Deductible

Per AdmISSioN ... $100.00, waived if admitted to hospital
Maximum Benefit Per Calendar Year ..........cccocuveiiiiiieiiiieiieeeeee e $100,000.00
Maximum Out-of-Pocket

Per INAIVIAUAL .......coueiiiiiii s $5,000.00

Coinsurance Percentage
In-Network Physician Office Visits

Primary Care Provider.........cccccovviiiiiinncnnnn. Plan pays 100% after $35.00 co-pay
SPECIALIST. ...t Plan pays 100% after $45.00 co-pay
Covered In-Network Charges ..........cceoireiciiiicicieee e Plan pays 70%
Non-Network Life Threatening EmMergency” ..........c.ccooeveeneneenennnn Plan pays 70%
Other Non-Network Charges .........ccccoivereieieeeienese e Not Covered

*Non-Network Charges, with the exception of Life Threatening Emergency will not be considered
as a Covered Charge. Charges incurred outside the CIGNA OAP network will not count towards
the Calendar Year Deductible or Maximum Out-of-Pocket, nor will they be eligible for coordination
of benefits. n the case of a Life Threatening Emergency you should go to the nearest appropriate
facility. If this facility is Non-Network, Charges will be covered at 70% until such time as you are
medically able to be transported to an In-Network facility. The Fund will cover transport to the In-
Network facility.

Preventive Care
Preventive and Wellness Services” as defined under

the Patient Protection and Affordable Care Act .........c.cccccevieneninnne. Plan pays 100%
Mental & Nervous

In-Network Physician Office Visits.................... Plan pays 100% after $35.00 co-pay

Other In-Network Providers or

Under Case Management..........cccoeoeeiieenieeeneesneenns Plan pays 70% after deductible
Chiropractic Benefits

COINSUTANCE.......oeiuiiiiiiic e Plan pays 70% deductible does not apply

Maximum Payment per Visit (iNCl. X-RAYS).......ccccoirireriiiiiiiiieicic e $10.00

Maximum # Of VISItS PEr YEAI..........cocoiiiiiiiiiiiiece e 26

PRESCRIPTION DRUG BENEFITS

Calendar Year Deductible - Per Individual ................cooviiiiiiiiiiiiiee $25.00
In-Network Participant Co-Payment for Retail*
Brand Name Drugs**..........ccccooenvenineenns Participant pays Greater of $25.00 or 25%
GENEIIC DIUGS. . veuveeeeeiineete ittt Participant pays $10.00

In-Network Participant Co-Payment for Mail Order
Brand Name Drugs** Participant pays Greater of $75.00 or 25%

GENEIIC DIUGS. . veuveeeeeiineete ittt Participant pays $30.00
Maximum Days Supply
RETAII ... s 34 days

Mail Order .
*If you choose to go to a Non-Participating pharmacy or fail to present your prescription drug ID
card to your pharmacy, you must pay 100% of the cost of the medication to the pharmacy.

**|f a brand name drug is requested when there is an equivalent generic alternative available, you
will be required to pay the generic co-payment plus the difference in cost between the brand name
and the generic.
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NON-MEDICAL BENEFITS
Burial Benefit - Retired Employee Only

Benefit Payable per Year of Earned Pension Service.........ccccovvvvviiicnennnnn. $200.00
Minimum Benefit Payable............cooiiiiiii e $1,000.00
Maximum Benefit Payable ............coooiiiiiiiiiie e $2,500.00

Benefit reduces $100 per year beginning at age 70
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SCHEDULE OF BENEFITS
For Retirees and Spouses/Widows Age 65 and Over

The benefits shown are those which were in effect as of January 1, 2012. The
Schedule of Benefits is subject to change by vote of the Board of Trustees.
Please contact CIGNA with any questions regarding the current level of benefits.

MEDICAL BENEFITS

This Plan is a Medicare Supplement or “Medi-Gap” plan. It provides full coordination
of benefits with Medicare and only Medicare Eligible Charges are covered. Charges
not considered covered by Medicare (except vaccinations against shingles and as
covered by the Prescription Drug benefit outlined below) will not be considered for
payment. For Medicare Part B (Physician) Charges to be covered by the Plan you
must enroll in Medicare Part B. This is not an In-Network plan and you do not need
to use CIGNA OAP Providers for Charges to be considered, but you do need to use
providers that accept Medicare assignment.

Maximum Annual BENEit........cccvuviiiiieeeeiee e $7,500.00

Medicare Part A Deductible...................... Covered up to full amount provided by Law
Medicare Part B Deductible ............cccccoveeiennnne. Not covered (reimbursed) by the Plan

Assigned Versus Unassigned Part B Approved Charge
As required by law, if your provider does not hold an assignment, the Charge cannot
exceed the mandated percentage of Medicare’s approved amount.

PRESCRIPTION DRUG BENEFITS

Calendar Year Deductible - Per Individual .............ccccvviiiiiiiiniiiciiicce $25.00
In-Network Participant Co-Payment for Retail*
Brand Name Drugs**..........cccovevinenennn. Participant pays Greater of $25.00 or 25%
GENENIC DIUGS. .. ittt Participant pays $10.00

In-Network Participant Co-Payment for Mail Order
Brand Name Drugs** Participant pays Greater of $75.00 or 25%

GENENIC DIUGS. .. ittt ettt Participant pays $30.00
Maximum Days Supply

RETAII .. 34 days

MU OFAET ..ttt ettt et eneen 90 days

*If you choose to go to a Non-Participating pharmacy or fail to present your prescription drug ID
card to your pharmacy, you must pay 100% of the cost of the medication to the pharmacy.

**If a brand name drug is requested when there is an equivalent generic alternative available, you
will be required to pay the generic co-payment plus the difference in cost between the brand name
and the generic.

NON-MEDICAL BENEFITS
Burial Benefit - Retired Employee Only
Benefit Payable per Year of Earned Pension Service..........cccecoeeveevieniinnenne $200.00
Minimum Benefit Payable $1,000.00
Maximum Benefit Payable.............cccviiiiiieece e $2,500.00
Benefit reduces $100 per year beginning at age 70
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COMPREHENSIVE MAJOR MEDICAL EXPENSE BENEFIT
For All Eligible Employees, Retirees and Their Eligible Dependents

Major Medical Expense Benefits become payable if a Covered Individual incurs
Covered Charges that are in excess of the deductible amount. All Covered Charges
are subject to the Calendar Year Deductible unless otherwise specified. The
deductibles, co-pays, and maximum amounts are applied separately for each
Covered Individual unless otherwise specified.

The following will describe in more detail the benefits shown in the Schedule of
Benefits.

CIGNA OPEN ACCESS PLUS (OAP) IN-NETWORK PROVIDERS

In-Network providers means a network of health care providers, including Hospitals,
Physicians and other facilities, which provide services at discounted or fixed rates to
participating members. This Fund has contracted with the CIGNA Open Access Plus
(OAP) In-Network providers to help insure that you have access to the most cost-
effective care without sacrificing quality. To be eligible for the In-Network discounts,
present your medical ID card, identifying you as a member of the CIGNA Open
Access Plus (OAP) network, each time you visit a provider.

Below are some suggestions for obtaining the maximum benefit from your In-Network
providers:

Always use a participating provider. A directory of CIGNA Open Access Plus
(OAP) providers is available from the Union Hall or your employer. Remember, the
In-Network providers continue to be updated, so please check to make sure your
doctor is In-Network every time you need care. For more information on finding a
CIGNA Open Access Plus (OAP) provider, contact CIGNA at 1-800-244-6224 or
visit their website at www.cigna.com.

If hospitalization is necessary, ask your doctor to admit you to an In-Network

Hospital.

If you need to see a specialist, ask your doctor to refer you to another CIGNA Open

Access Plus (OAP) provider.

Before a Hospital stay, confirm that the anesthesiologist, pathologist and radiologist
providing services to you are also In-Network providers.

.

This Fund has also contracted with CIGNA to provide Case Management services.
The role of a case manager is to help you obtain the most appropriate and cost effec-
tive treatment available. In addition, they can help you to negotiate discounts on
Durable Medical Equipment and home health care.

CALENDAR YEAR DEDUCTIBLE

The deductible is the amount to be paid in cash for services or supplies for treatment
of an illness or injury or other covered condition before Plan benefits become payable.
Only Covered Charges may be used to meet the deductible. Physician Office Visit Co-
Pays and non-covered Charges, including Non-Network Charges, are not applied
toward the deductible. Certain expenses, as identified in the schedule of benefits, may
be payable without application of the Calendar Year Deductible.

The deductible is computed annually for each Covered Individual for whom major
medical benefits are claimed. Any Covered Charges incurred during the final three
months of a calendar year and subsequently applied to a Covered Individual’s
deductible, will be carried over toward satisfaction of the next calendar year’s
deductible.

EMERGENCY ROOM DEDUCTIBLE

The Emergency Room Deductible is an amount in addition to the Calendar Year
Deductible that must be satisfied for each visit to an emergency room before benefits
will be payable. This deductible will be waived if the patient is admitted to the Hospital
from the emergency room.

COINSURANCE PERCENTAGE

Once a Covered Individual has satisfied all applicable deductibles, the Plan will pay
the appropriate Coinsurance Percentage, as specified in the Schedule of Benefits, of
remaining Covered Charges incurred by that person during the remainder of the cal-
endar year. The Covered Individual is responsible for payment of any remaining
Covered Charges after application of the Coinsurance Percentage.
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MAXIMUM BENEFIT PER CALENDAR YEAR
This is the maximum amount of major medical benefits payable for an individual in
any one calendar year by the Fund.

MAXIMUM OUT-OF-POCKET

If your eligible out-of-pocket expenses paid during one calendar year reach this level,
your remaining major medical eligible expenses will be paid at 100%, not to exceed
your Maximum Benefit per Calendar Year. The following expenses do not apply
towards your out-of-pocket maximum: In-Network Physician office Co-pays, outpa-
tient Mental and Nervous, chiropractic, calendar year and emergency room
deductibles, non-covered Charges (including Non-Network Charges) and Substance
Abuse Charges in excess of the lifetime maximum benefit.

COVERED CHARGES

Covered Charges are the amount of expenses to which the benefits available under
the Plan will be applied. Covered expenses include only those Medically Necessary
Covered Charges, as defined in the booklet, which are furnished upon the recom-
mendation and approval of the attending Physician.

Covered Charges are described as follows and are subject to the limitations outlined
in the Schedules of Benefits:
» Charges made by a Hospital for:

(a) Room and Board, including an Intensive Care Unit (ICU) or Critical Care Unit
(CCu).

(b) Other Hospital services or supplies required for medical or surgical care or
treatment. The term “Other Hospital Services and Supplies” does not include
Hospital Charges for Room and Board, or the professional services of a
Physician, private duty Nurse, or any special nursing service.

Charges incurred for hospitalization of the mother (only if an Eligible Employee or
Eligible Dependent spouse) following childbirth for a minimum of 48 hours following
a vaginal delivery, or a minimum of 96 hours following a delivery by cesarean sec-
tion.

Charges made by a Physician for his services, rendered in or out of a Hospital,
including surgical procedures, as well as medical care, treatment and diagnosis.
Charges for a second surgical opinion are included.

Charges made by a professional anesthetist or by a Physician for anesthetics, oxy-
gen and their administration.

Charges made for x-ray, radiotherapy (including the use of x-ray, radium, cobalt, or
other radioactive substances), or diagnostic laboratory examination.

Charges incurred for “Preventive and Wellness Services” as defined by the Patient
Protection and Affordable Care Act, and applicable guidelines issued thereunder.

Charges made for nursing services by a Registered Graduate Nurse or a Licensed
Nurse who (i) is not a relative of the immediate family of the Covered Individual and
(i) does not ordinarily reside in the Covered Individual's home.

Charges made for the initial purchase or rental up to the initial purchase price of an
oxygen concentrator or other Durable Medical Equipment. Charges for mainte-
nance and replacement are not covered.

Charges actually made by an Ambulance Service which customarily renders
Ambulance transportation in the usual course of its business for transportation of a
Covered Individual from the place where he or she is injured by an Accident or
stricken by an illness to the nearest Hospital where treatment is given for such
injury or illness.

Charges for emergency transportation within the continental United States and
Canada, and within Puerto Rico and Hawaii.

Charges for transportation to transfer from a Non-Network facility to an In-Network
facility following treatment for a Life Threatening Emergency.

Charges for the initial placement of artificial eyes, limbs, or portion of limbs.

Charges incurred in connection with Cosmetic Surgery which are necessary for (i)
the prompt repair of an Accidental Bodily Injury which is a Non-Occupational Injury
occurring while the individual is covered, or (ii) repair of an abnormal congenital
condition in a child who becomes a Covered Individual at birth and continuously
remains a Covered Individual until the Charge is incurred.

.

.

.

.

)

)

)
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Breast reconstruction in connection with a mastectomy performed as a result of
breast cancer. Coverage includes reconstruction of the breast on which the mastec-
tomy was performed, surgery and reconstruction or the other breast to produce a
symmetrical appearance, and prostheses and treatment of physical complications
at all states of the mastectomy, including lymphedemas.

Charges for orthopedic braces, crutches, casts and other medical supplies, exclud-
ing dental braces and/or splints.

Charges for blood and blood plasma, if not replaced.

Charges for outpatient services rendered in connection with a surgical procedure or
emergency treatment.

Charges for services rendered by a qualified physical therapist who (i) is not a rel-
ative of the immediate family of the Covered Individual and (ii) does not ordinarily
reside in the Covered Individual’s home.

Charges for speech therapy due to specific injury, illness or congenital disorder.
Visits in excess of 20 per calendar year must be pre-approved.

Charges for legend drugs (which means that the container must be marked “Federal
Law Prohibits Dispensing without a Prescription”) or injectable insulin requiring a
written prescription, provided that such drugs are prescribed and administered in an
in-patient or out-patient setting. Charges for In-Home Intravenous Therapy or
Chemo Home Treatment, provided this method of treatment is Medically Necessary,
prescribed by the attending Physician and is an alternative to in-patient hospitaliza-
tion.

Charges made by a dentist or oral surgeon for treatment of fractures and disloca-
tions of the jaw, cutting procedures, impacted teeth and injuries in the mouth. This
does not include tooth extractions or the care of teeth and gums or treatment of TMJ
or related conditions.

Charges made by a trained Nurse for private duty nursing care, provided it is
ordered by a doctor.

.

.

.

EXCLUSIONS AND LIMITATIONS

Applicable to all Medical Benefits
No benefits will be payable for or in connection with (a) any Charges which are not
specifically included within the definition of “Covered Charges” or (b) any of the fol-
lowing, unless specifically allowed elsewhere in this SPD:

Charges which are not deemed to be Medically Necessary.

Charges in excess of Covered Charges.

Charges incurred which are not necessary for the treatment of an illness or injury,
except as specifically provided under “Covered Charges.”

Charges for medical care not recommended and approved by a Physician.
Charges for any medical care received while not covered under this Plan.

Charges incurred at a Non-Network provider, except for cases of Life Threatening
Emergency or if covered by Medicare.

Charges for treatment (including prescription drugs) for any form of substance
abuse (drugs and alcohol).

Charges for drugs prescribed for cosmetic purposes only, drugs available without a
prescription, smoking cessation products, appetite suppressants, or Experimental,
Investigative or unproven drugs.

Charges incurred for Custodial Care.

Charges incurred in connection with confinement to any institution of part thereof
used principally as a rest facility, a facility for the aged, chronically ill, drug addicts
or alcoholics, or as a facility providing primarily Custodial, educational or rehabilita-
tory care, except as specifically provided.

Charges which would not have been made in the absence of this coverage or which
the Covered Individual is not legally obligated to pay, or which are furnished without
Charge or which are reimbursable by or through a national, state or political subdi-
vision, agency or arm thereof.

.

)

)

)

)

)

Member Benefits 1/12



.

.

.

.

.

.

.

.
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)

)

Charges incurred due to Injury or lliness resulting from or sustained as the result of
being engaged in (i) an illegal occupation, commission of or attempted commission
of an assault or felonious act, (i) participation in a riot, (iii) duty as a member of the
Armed Forces of any State or Country, or (iv) war or act of war whether declared or
undeclared.

Charges for the treatment of an occupational disease or injury.

Charges incurred due to Injury or lliness arising out of or in the course of any occu-
pation or employment for wage or profit, for which the Covered Individual is entitled
to any benefits under a Worker’s Compensation Act or similar legislation.

Charges for any non-emergency treatment rendered outside of the United States.

Charges incurred for treatment on or to the teeth except as specifically described
otherwise in this Summary Plan Description.

Charges for the treatment of cranio-mandibular disorders which include temporo-
mandibular joint dysfunctions (TMJ), oral rehabilitation, orthognathic surgery, ortho-
dontic movement, subteriosteal and endosseous implants.

Charges for orthodontic treatment except as covered under the Dental Benefits for
Eligible Dependent children.

Charges incurred for services or supplies which constitute personal hygiene, com-
fort or beautification items, regardless of intended use or even if prescribed by a
Physician, including purchase or rental of supplies of common use such as exer-
cise machines, air purifiers, air conditioners, water purifiers, hypoallergenic pillows
or mattresses, water beds or tanning beds.

Charges for counseling related to family, marriage, sex or career.
Charges for vocational, spiritual or pastoral counseling.

Charges for maintenance, repair or replacement of any Durable Medical
Equipment.

Charges for continued rental of any Durable Medical Equipment once the total
amount of rental charges has reached the initial purchase price of said equipment.

Charges for recreational, educational or occupational therapy, including hand-
books, videotapes, etc.

Charges for speech therapy, except as specifically provided under “Covered
Charges.”

Charges for vision therapy and orthopedic shoes.
Charges for hearing aids.

Charges for acupuncture and massage therapy.
Charges for routine foot care.

Charges for genetic screening.

Charges for dental implants.

Charges for professional services, regardless of type, by a member of the immedi-
ate family of the Covered Individual or the Covered Individual’s spouse.

Charges incurred as the result of diagnosis or treatment of Pregnancy with respect
to a Dependent Child.

Charges for medical and Hospital care costs for the infant child of a Dependent,
unless this infant child is otherwise eligible under this plan.

Charges incurred for the removal of an organ or portion of an organ for donor pur-
poses.

Charges for medical care, services or supplies received or furnished in connections
with, or as a result of, any Cosmetic Surgery, except as specifically provided under
“Covered Charges.”

Charges for nursing expenses, except as provided under “Covered Charges.”

Charges for infertility services including infertility drugs, surgical or medical treat-
ment programs for infertility.

Charges for the reversal of sterilization.

Charges for blood or blood plasma for which the Hospital or other supplier makes
a refund of allowance to or on behalf of the Covered Individual, either as a result of
a group blood bank, a private donor, or otherwise.
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Charges for Experimental procedures.

Charges for enrollment in a health, athletic, weight loss, non-smoking, or other such
program.

Charges for Radial Keratotomy or Keratoplasty.

Any Charges for Hospital Room and Board and general nursing care when the indi-
vidual is admitted primarily for diagnostic study or medical observation when the
necessary care can be provided on an outpatient basis.

Charges for Hospital Room and Board and general nursing duties for Hospital
admittance on a weekend or holiday unless significant medical treatment is provid-
ed on those days.

Charges for medical care in connection with any procedure involving a voluntary
embryo transfer.

Charges relating to a surgical sex transformation, sexual dysfunction or inadequa-
cies.

Charges relating to services or expenses for biofeedback and any other form of self-
care or self-help training.

Charges related to travel, whether or not recommended by a Physician.
Charges for the treatment of obesity, weight control or dietary control.
Charges provided by a Social Worker or the like.

Charges for vitamins, food extracts or the like.

Charges for completion of a claim form.

Charges for failure to keep a scheduled visit.

Charges which would not have been made if the person had no insurance.

Charges of any kind for which a claim is submitted for consideration that is more
than twenty-four (24) months after the date which services were performed, or for
which a claim is not properly submitted.

10
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ELIGIBILITY REQUIREMENTS: ACTIVE (BARGAINING) EMPLOYEES

WHO IS ELIGIBLE?

All Employees working in a job classification for whom Participating Employers are

required, under the terms of a current Collective Bargaining Agreement, to make con-
tributions to the IBEW Local 613 and Contributing Employers Family Health Fund.
Such Employees will become eligible upon satisfaction of the initial eligibility and con-
tinuing eligibility provisions set forth below.

INITIAL ELIGIBILITY

If you are not currently eligible, you will become eligible on the first day of the Benefit
Quarter after you have accumulated 650 or more hours of Covered Employment dur-
ing two consecutive Eligibility Quarters. Any unused hours in excess of 650 hours
accumulated during these two eligibility quarters as required to establish Initial eligibil-
ity will not be credited to your Hour Bank.

TABLE OF INITIAL ELIGIBILITY AND BENEFIT QUARTERS

650 HOURS WORKED PROVIDES BENEFITS
DURING THESE CONSECUTIVE DURING THIS
ELIGIBILITY QUARTERS BENEFIT QUARTER
1. May, June, July 1. January, February, March
August, September, October
2. August, September, October 2. April, May, June
November, December, January
3. November, December, January 3. July, August, September
February, March, April
4. February, March, April 4. October, November, December

May, June, July

CONTINUING ELIGIBILITY

Once you become initially eligible, your benefits will continue if you have accumulated
a total of 300 or more hours of employment per Eligibility Quarter. Benefits will contin-
ue until the end of the Benefit Quarter. All hours worked in excess of 325 during the
Eligibility Quarter will be credited to the Employee’s Hour Bank, subject to the Hour
Bank maximum.

TABLE OF CONTINUING ELIGIBILITY AND BENEFIT QUARTERS

325 HOURS WORKED PROVIDES BENEFITS
DURING THIS ELIGIBILITY QUARTER DURING THIS BENEFIT QUARTER
1. May, June, July 1. October, November, December
2. August, September, October 2. January, February. March
3. November, December, January 3. April, May, June
4. February, March, April 4. July, August, September

CUMULATIVE ELIGIBILITY - THE HOUR BANK

The purpose of the Hour Bank is to assist you in retaining your benefits during short
periods of iliness or seasonably low periods of employment. After establishing your ini-
tial eligibility, any hours of Covered Employment you work in excess of 325 hours per
Eligibility Quarter will be credited to your account in the Hour Bank. The maximum
number of hours that you may accumulate in the Hour Bank at any one time is 325. If,
for any reason, you do not work at least 325 hours of Covered Employment in an
Eligibility Quarter, the necessary number of hours will, if available, be automatically
withdrawn from your Hour Bank to continue your insurance for the next Benefit
Quarter.

WHEN YOUR BENEFITS BECOME EFFECTIVE

Your benefits will become effective for one Benefit Quarter on the date you are eligi-
ble. Payment for medical expenses will be made only with respect to Charges which
are incurred while the Employee is eligible for benefits, except as may be specifically
provided for under other provisions of this Plan.

WHEN ELIGIBLE DEPENDENT BENEFITS BECOME EFFECTIVE

Benefits with respect to Eligible Dependents become effective on the date they are eli-
gible. Payment for medical expenses will be made only with respect to Charges which
are incurred while the Eligible Dependent is eligible for benefits, except as may be
specifically provided for under other provisions of this Plan.
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DUAL COVERAGE

The Plan will coordinate when two Employees are married, but in no event will pay-
ment exceed 100% of Charges. Children of these Employees will also be coordinated
with the same provision.

APPRENTICE DEPENDENT STATUS

Apprentices are considered full-time students as they attend class part-time and
receive on-the-job-training part-time. A dependent of an Eligible Employee will be eligi-
ble as long as he or she meets the definition of “Eligible Dependent” or becomes eligi-
ble as an “Eligible Employee.”

TERMINATION OF BENEFITS
Your benefits will terminate on the earliest of the following dates:

(a) The last day of the Benefit Quarter, if you failed to accumulate at least 300 hours
of credited employment during the next Benefit Quarter’'s corresponding Eligibility
Quarter;

(b) The date that any required contribution is due and unpaid; or

(c) The date the Plan is cancelled, terminated or discontinued in accordance with the
respective terms.

In the event of a termination of benefits, any accumulated hours will be forfeited and
your Hour Bank Account may be reduced to zero.

Your benefits with respect to Eligible Dependents will terminate on the earliest of the

following dates:

(a) The date of termination of your benefits under the Plan, except that, in the event
of your death, benefits with respect to your Eligible Dependents will be continued,
subject to the other terms of the Plan, during the remainder of the Benefit Quarter
in which your death occurs and during any future Benefit Quarters for which you
would have been eligible based on accumulated hours prior to your death, includ-
ing hours in your Hour Bank;

(b) The date that any required contribution is due and unpaid; or

(c) The date the Plan is cancelled, terminated or discontinued in accordance with the
respective terms.

QUALIFIED MEDICAL CHILD SUPPORT ORDER (QMCSO)

Federal law requires the Plan, in certain circumstances, to provide coverage for your
children when you and your spouse divorce. The Plan must provide this coverage only
if the Plan is served a Qualified Medical Child Support Order (QMCSO). If the Plan is
served with a Medical Child Support Order, the Plan will review the Order in order to
determine whether it is a “Qualified” Order. The Plan will provide to you, upon written
request, a detailed statement of the Plan’s process for determining whether the Order
is qualified and the Plan’s requirements for a “Qualified” Order.

A Qualified Medical Child Support Order means any judgment, decree, or order includ-
ing approval of a settlement agreement which:

1. Issues from a Court of competent jurisdiction pursuant to a States Domestic
Relations Law;

2. Requires you to provide only the group health coverage available under the Plan
for your children, even though you no longer have custody;

3. Clearly specifies your name and last known mailing address and the names and
addresses of each child covered by the Order;

4. Provides a reasonable description of the coverage to be provided;

5. Specifies the length of time the Order applies and;

6. ldentifies each plan affected by the Order.

These are the minimum requirements of a QMCSO. The Order must also meet other
requirements of the Plan in order to be “Qualified”. Please contact the Fund office for
more information.

NATIONAL MEDICAL CHILD SUPPORT ORDER (NMCSO)

The Plan will also comply with National Medical Child Support orders promulgated pur-
suant to Section 401(b) of the Child Support Performance and Incentive Act of 1988;
provided that the order specifies a Plan Participant by name and mailing address, con-
tains the name and address of each alternate recipient (or the address of an official of
a state or political subdivision that may be substituted for the alternate recipient),
describes the coverage to be provided, and does not provide that the Plan provide any
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other type of form of benefit other than those types and forms provided under the Plan,
and otherwise complies with the requirements of a NMCSO.

EXTENDED ELIGIBILITY FOR INCAPABLE DEPENDENTS

Eligibility providing benefits for medical care expenses may be continued beyond the
limiting age for an Eligible Dependent child who is mentally or physically incapable of
earning a living and who is dependent upon you for support and maintenance, provid-
ed that you furnish evidence of the dependent’s incapacitation at least 31 days before
the dependent reaches the limiting age.

Any benefits continued for such dependent children will terminate under any of the
conditions described above, or, in any event, when the dependent ceases to be inca-
pacitated, or at the end of the 31-day period after any requested proof of continued
incapacity is not furnished.

BENEFITS AFTER TERMINATION OF ELIGIBILITY

Under certain circumstances, your benefits can be extended beyond the normal peri-
od of coverage:

Employee Life Insurance. When your eligibility terminates, all of your benefits will ter-
minate except that if your death should occur within thirty-one days thereafter, the
Life Insurance death benefit will be payable.

Major Medical Expense Benefits. If you are Totally Disabled as of the date benefits
terminate, Major Medical Expense Benefits continue to be available for any covered
expenses related to that disability. Coverage continues for the balance of the calen-
dar year in which benefits terminate and the succeeding calendar year, provided that
you are continuously disabled.

SELF-PAYMENT ELIGIBILITY RULES

If your benefits would otherwise terminate you may be eligible for Tier 1 or “Self-Pay”

COBRA Continuation Coverage provided that:

(@) You have been eligible for benefits for four (4) consecutive benefit quarters prior
to electing self-pay; and

(b) You are not working in the electrical industry for a non-bargaining employer.

Hour Bank credits and hours worked credits may be used to offset the “Self-Pay” con-

tribution. You will be notified by mail at your last known address of the amount of self-

contribution that may be due, the date that self-contribution must be received, and the

mailing address for self-contributions.

Note: The quarterly computerized Employee Statements do not reflect “Self-Payment
Eligibility” and may show you as “not eligible” for benefits. However, if you are paying
to continue your coverage and receive an Employee Statement indicating you were not
eligible under the Family Health Fund, please disregard this information.

In no event will you be allowed Tier 1 “Self-Pay” COBRA for more than four (4) bene-
fit quarters. After four (4) quarters of “Self-Pay,” coverage can be continued for the
remainder of the applicable COBRA time allowance through payment of the Tier 2
COBRA premium. COBRA coverage will not be considered for Continued Eligibility
and Hour Bank or hours worked credits cannot be used to offset the Tier 2 COBRA
premium. Please see the COBRA section beginning on page 9 of this section of the
booklet for more details.

Self-pay cannot be accepted to establish Initial Eligibility or Reinstated Eligibility.

REINSTATEMENT OF ELIGIBILITY

In the event your benefits terminate due to failure to accumulate the required number
of hours of employment with Participating Employers, your benefits will be reinstated
as of the first day of any Benefit Quarter following an Eligibility Quarter in which you
have accumulated 325 or more hours of Covered Employment. If, however, you have
been without coverage for a period of two years or longer you must meet the require-
ments of Initial Eligibility.

IBEW/NECA ELECTRONIC RECIPROCAL TRANSFER SYSTEM “ERTS”.

(Typical Operation)

1. A traveling employee must first register on ERTS. Initial registration must be
done in person (with photo ID) at a participating IBEW Local Union or a partici-
pating Fund Office.

2. The assisting local union official will notify the plan administrator of the partici-
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pating fund and the employee’s IBEW Home Local and Fund Office via the inter-
nal communication (email) on ERTS. The participating fund upon notification by
an assisting local union that an employee is registered on ERTS, should prepare
to forward the number of hours for which contributions have been received and
determine the appropriate amount of money to be sent to the employee’s home
fund. The fund administrator will send the employee’s home fund contribution
rate, or if lower, the participating trust fund contribution rate, to the employee’s
choice of home fund as spelled out on his/her Blanket Authorization Form in
his/her file on ERTS.

3. A plan administrator, upon notification that an employee has selected his/her
fund as their home fund, checks to see if the employee is eligible to have money
transferred to the fund. The employee is eligible if he/she is a member of the
local union covered by the fund and has been eligible for benefits under the fund
at any time during the past six (6) years.

4. If the employee is eligible for reciprocity: A) contributions are received on the
employee’s behalf in the participating fund. B) The administrator of the partici-
pating fund lists the employee’s name, SSN and/or SIN number (for Canadians),
the month in which hours are worked, total hours worked, hourly rate con-
tributed, and the total monies being transferred on behalf of the employee. C)
The administrator then completes the Reciprocal Remittance Report and trans-
mits the form via ERTS and simultaneously mails or transmits via an ACH an
amount of money equal to either the employee’s home fund rate, or if lower, the
participating trust fund’s contribution rate for each month worked.

5. The employee’s home fund receives the contributions, records the number of
hours, and credits the money pursuant to the home fund’s rules.

6. If the employee is not eligible for reciprocity: A) If the designated home fund
denies the home fund designation and the employee has provided an e-mail
address, ERTS will automatically notify the employee that monies will not be
transferred back to the home fund he/she designated. B) The monies con-
tributed will be credited on his/her behalf to the participating fund pursuant to its
rules. C) The home fund denying home fund designation is required to mail a
notice (only when an employee does not have an e-mail address on file) to the
employee at his/her address on file with ERTS outlining why home fund desig-
nation has been denied to the employee.

7. This process is repeated for each month until the employee leaves the jurisdic-
tion of the participating trust fund.

NOTE: It is important that each step in the process be completed in the least amount
of time possible to insure the smooth operation of the agreement.

ELIGIBILITY REQUIREMENTS:
INSIDE (NON-BARGAINING) EMPLOYEES

WHO IS ELIGIBLE?

Active, Non-Bargaining Unit Employees of Special Participating Employers, who
have signed a Participation Agreement, for whom contributions to the Fund have
been received.

INITIAL ELIGIBILITY

You will become initially eligible under the Plan on the first day of the Benefit Month
for which a contribution has been received by the Fund Office. The first contribution
will be made for the month immediately following the completion of three (3) consec-
utive months of employment.

CONTINUATION OF ELIGIBILITY

Once effective, your benefits will continue, subject to the terms and conditions of the
Plan, for the next succeeding month, provided that the Fund Office has received
appropriate contributions on your behalf. Contributions received provide coverage
for the following month (i.e., contributions due in January provide coverage for
February). The contribution rate for non-bargaining participants will be established
by the Board of Trustees.
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WHEN YOUR BENEFITS BECOME EFFECTIVE

Your benefits will become effective for one month on the date you are eligible.
Payment for medical expenses will be made only with respect to Charges which are
incurred while the employee is eligible for benefits, except as may be specifically
provided for under other provisions of this Plan.

WHEN ELIGIBLE DEPENDENT BENEFITS BECOME EFFECTIVE
Benefits with respect to Eligible Dependents become effective on the date they are
eligible. Payment for medical expenses will be made only with respect to Charges
which are incurred while the Eligible Dependent is eligible for benefits, except as
may be specifically provided for under other provisions of this Plan.

TERMINATION OF BENEFITS

Your benefits will terminate on the earliest of the following dates:

(&) The last day of the month, if you fail to have a benefit fund contribution made on
your behalf for the next month;

(b) The last day of the month, if your employer fails to make timely payment of con-
tributions on behalf of bargaining Employees for previous months; or

(c) The date the Plan is cancelled, terminated or discontinued in accordance with
the respective terms.

Your benefits with respect to Eligible Dependents will terminate on the earliest of the

following:

(a) The date of termination of your benefits under the Plan, except that, in the event
of your death, benefits with respect to your Eligible Dependents will be contin-
ued, subject to the other terms of the Plan, during the remainder of the Benefit
Quarter in which your death occurs and during any future Benefit Quarters for
which you would have been eligible based on accumulated hours prior to your
death, including hours in your Hour Bank;

(b) The date the Plan is amended so as to terminate the benefits of all dependents;
or

(c) The date the dependent ceases to meet the definition of an Eligible Dependent
under the Plan, except as specifically provided below.

QUALIFIED MEDICAL CHILD SUPPORT ORDER (QMCSO)

Federal law requires the Plan, in certain circumstances, to provide coverage for your

children when you and your spouse divorce. The Plan must provide this coverage

only if the Plan is served a Qualified Medical Child Support Order (QMCSO). If the

Plan is served with a Medical Child Support Order, the Plan will review the Order in

order to determine whether it is a “Qualified” Order. The Plan will provide to you,

upon written request, a detailed statement of the Plan’s process for determining

whether the Order is qualified and the Plan’s requirements for a “Qualified” Order.

A Qualified Medical Child Support Order means any judgment, decree, or order

including approval of a settlement agreement which:

1. lIssues from a Court of competent jurisdiction pursuant to a States Domestic
Relations Law;

2. Requires you to provide only the group health coverage available under the Plan
for your children, even though you no longer have custody;

3. Clearly specifies your name and last known mailing address and the names and
addresses of each child covered by the Order;

4. Provides a reasonable description of the coverage to be provided;

5. Specifies the length of time the Order applies and,;

6. Identifies each plan affected by the Order.

These are the minimum requirements of a QMCSO. The Order must also meet other

requirements of the Plan in order to be “Qualified”. Please contact the Fund office

for more information.

NATIONAL MEDICAL CHILD SUPPORT ORDER (NMCSO)

The Plan will also comply with National Medical Child Support orders promulgated
pursuant to Section 401(b) of the Child Support Performance and Incentive Act of
1988; provided that the order specifies a Plan Participant by name and mailing
address, contains the name and address of each alternate recipient (or the address
of an official of a state or political subdivision that may be substituted for the alter-
nate recipient), describes the coverage to be provided, and does not provide that the
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Plan provide any other type of form of benefit other than those types and forms pro-
vided under the Plan, and otherwise complies with the requirements of a NMCSO.

EXTENDED ELIGIBILITY FOR INCAPABLE DEPENDENTS

Eligibility providing benefits for medical care expenses may be continued beyond the
limiting age for an Eligible Dependent child who is mentally or physically incapable
of earning a living and who is dependent upon you for support and maintenance, pro-
vided that you furnish evidence of the dependent’s incapacitation at least 31 days
before the dependent reaches the limiting age.

Any benefits continued for such dependent children will terminate under any of the
conditions described above, or, in any event, when the dependent ceases to be inca-
pacitated, or at the end of the 31-day period after any requested proof of continued
incapacity is not furnished.

BENEFITS AFTER TERMINATION OF ELIGIBILITY

Under certain circumstances, your benefits can be extended beyond the normal peri-
od of coverage:

» Employee Life Insurance. When your eligibility terminates, all of your benefits will
terminate except that if your death should occur within thirty-one days thereatfter,
the Life Insurance death benefit will be payable.

Major Medical Expense Benefits. If you are Totally Disabled as of the date bene-
fits terminate, Major Medical Expense Benefits continue to be available for any
covered expenses related to that disability. Coverage continues for the balance of
the calendar year in which benefits terminate and the succeeding calendar year,
provided that you are continuously disabled.

ELIGIBILITY REQUIREMENTS: RETIREES (Previously Active Employees)

RETIRED EMPLOYEE ELIGIBILITY
Eligibility for participation in the Retiree Plan is subject to the following requirements:

NORMAL AND EARLY RETIREES

1. You must be eligible under the Family Health Plan at the time of your retire-
ment under the IBEW Local 613 Defined Contribution Pension Plan (or
your retirement under the previous Defined Benefit plan: the IBEW Local
613 and Contributing Employers Pension Plan). Eligibility must be as an
active Eligible Employee or through Self-Pay and cannot be through COBRA
coverage.

2. You must have been eligible under the Family Health Plan for four (4) con-
secutive quarters immediately prior to retirement date.

3. You must have a minimum of ten (10) years of eligibility service combined
from either one of the two IBEW 613 Pension Plans and, if all service has
been earned under the Defined Contribution Pension Plan (the new plan), you
must have a minimum of 1,000 hours worked in each one of the ten (10) years.

4. You must have been eligible under the Family Health Plan for 48 months
out of the previous 60 months immediately prior to retirement; or you must
have a minimum of twenty years of eligibility service from either of the two
IBEW 613 Pension Plans.

DISABLED RETIREES

1. You must qualify for the Disability Retirement under the IBEW Local 613
and Contributing Employers Defined Contribution Pension Plan.

2. You must be eligible under the Family Health Plan at the time of your retire-
ment. Eligibility must be as an active Eligible Employee or through Self-Pay and
cannot be through COBRA coverage.

3. You must have been eligible under the Family Health Plan for four (4) con-
secutive quarters immediately prior to retirement date.

4. If you retire as a Disabled Retiree on or after April 1, 2004, your premium
will be determined based upon your eligibility for disability benefits under
the Social Security Act. Please see the section on Retiree Premiums below for
more details.
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Please Note: If you do not elect Retiree coverage under the Plan at the time your
Active Coverage terminates, or if you terminate your Retiree coverage at any time,
you will not be able to reinstate your Retiree coverage at a later date. The only way
a Retiree may re-qualify for coverage is to meet the requirements for Initial Eligibility
as an active Eligible Employee and remain eligible as an active Eligible Employee
for four (4) consecutive quarters.

DEPENDENT ELIGIBILITY

Your spouse at the time of your retirement will be eligible for coverage under the
Retiree Plan provided that the appropriate contribution is made for dependent cov-
erage. If you marry subsequent to your retirement, please notify the Fund Office
within 60 days and provide a copy of the marriage certificate if you wish to add cov-
erage for that spouse under the Plan. Spouses age 65 or older must enroll in the
Plan separately from the Retiree.

Your benefits with respect to Eligible Dependents will terminate on the earliest of the

following:

(a) The date of termination of your benefits under the Plan, except that, in the event
of your death, benefits with respect to your Eligible Dependents will be contin-
ued, subject to the other terms of the Plan, during the remainder of the month in
which your death occurs.

(b) The date the Plan is amended so as to terminate the benefits of all dependents;
or

(c) The date the dependent ceases to meet the definition of an Eligible Dependent
under the Plan; or

(d) With respect to dependent children, the last day of the month prior to the month
in which you attain age 65.

RETIREE PREMIUMS

For coverage under the Plan, you must pay a monthly premium. These premiums
are established by the Board of Trustees and are subject to change. Premiums are
due by the first of the month and coverage will be terminated as of the first day of
the month if the premium is not received by the last day of that month.

Please contact the Fund Office for the current premium amounts.

Please Note: While your coverage under the Plan will not terminate until the end of
the month for which the premium is due, your name will not be submitted to CIGNA
as being eligible until such time as the premium is received and recorded. This may
result in the denial of claims and these claims will need to be refiled after your pre-
mium has been received. Providers calling to verify eligibility before your premium
has been received may be informed that you are not eligible. If your eligibility is not
provided to CIGNA before the beginning of the month, you may be sent a new ID
card at such time as your eligibility is submitted; however, your old ID card will con-
tinue to be valid. To prevent these issues, please remit your premium at least
two weeks prior to the beginning of the month.

Premiums for Disabled Retirees retired on or after April 1, 2004 will be deter-
mined as follows:

1. If you qualify for disability benefits under the Social Security Act your pre-
mium will be at the Disabled Retiree level for family coverage.You must provide
a copy of your determination letter from the Social Security Administration to the
Fund Office.

2. If you have not qualified for disability benefits under the Social Security
Act your premiums will be at the Early Retiree level. For dependent coverage,
you must also pay the Spouse Premium shown under the Early Retiree level. If
you later receive your disability approval letter under the Social Security Act,
your premiums will reduce retroactively to the Disabled Retiree level as of the
first of the month following the date that Social Security deemed your disability
to have begun. You must provide a copy of your determination letter from the
Social Security Administration to the Fund Office in order to qualify for the low-
ered premium.

For information about Social Security Disability benefits and how to apply, go online
to www.ssa.gov, call toll-free at 1-800-772-1213, or call or visit your local Social
Security Administration office.
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Premiums for Disabled Retirees retired prior to April 1, 2004 will be at the
Disabled Retiree level.

RETIREE SERVICE CREDIT

Employees retiring on or after January 1, 2001, who have earned 25 or more years
of service, will be given a credit for a certain number of “free months’ of retiree health
coverage, as shown in the table below, provided that they are eligible for benefits
under the Family Health Plan at that time. Years of service will be based on the
National Electrical Benefit Fund (NEBF) records and the Retiree is responsible for
providing written proof of service from the NEBF to the Fund Office in order to
receive the free coverage. This written proof must be provided either at the time
of retirement or no later than the date Active coverage terminates. Coverage
for spouses is not covered by these service credits and the current cost for spouse
coverage will be $100.00 per month for spouses under age 65 and $80.00 for spous-
es age 65 or over (these premiums are subject to change). Spouses who qualify for
Widow coverage on or after January 1, 2001, will be entitled to coverage at the
appropriate spouse rate for the length of time that their spouse would have qualified
for free coverage under the service credits. At the end of that time, the premium for
Widow coverage will revert to the normal premium. This service credit is only avail-
able one time. Retirees who return to active work will not be eligible to receive this
credit upon a later retirement.

TABLE OF SERVICE CREDIT ELIGIBILITY

NUMBER OF YEARS OF SERVICE NUMBER OF FREE MONTHS
AS DOCUMENTED BY NEBF OF RETIREE HEALTH COVERAGE
2510 29 6 Months
30to 34 12 Months
35to 39 18 Months
40 or more 24 Months

ELIGIBILITY REQUIREMENTS: RETIREES (Previously Inside Employees)

RETIRED EMPLOYEE ELIGIBILITY

Eligibility for participation in the Retiree Plan is subject to the following requirements:

1. You must be age 55 for early retirement.

2. You must have Social Security Award Letter for Disability Retirement.

3. You must have been eligible for coverage under the Family Health Plan for five
(5) consecutive years immediately preceding your retirement.

4. You cannot be employed or engaged in business in the electrical contracting
industry in any capacity with a contractor that does not have a Collective
Bargaining Agreement with the Union.

Please Note: If you do not elect Retiree coverage under the Plan at the time your
Non-Bargaining Coverage terminates, or if you terminate your Retiree coverage at
any time, you will not be able to reinstate your Retiree coverage at a later date.

DEPENDENT ELIGIBILITY

Your spouse at the time of your retirement will be eligible for coverage under the
Retiree Plan provided that the appropriate contribution is made for dependent cov-
erage. If you marry subsequent to your retirement, please notify the Fund Office with-
in 60 days and provide a copy of the marriage certificate if you wish to add coverage
for that spouse under the Plan.

Dependent children will only be covered if you qualify as a Disabled Retiree or a
Surviving Spouse.

Your benefits with respect to Eligible Dependents will terminate on the earliest of the

following:

(e) The date of termination of your benefits under the Plan, except that, in the event
of your death, benefits with respect to your Eligible Dependents will be contin-
ued, subject to the other terms of the Plan, during the remainder of the month in
which your death occurs.

(f) The date the Plan is amended so as to terminate the benefits of all dependents;
or
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(g) The date the dependent ceases to meet the definition of an Eligible Dependent
under the Plan; or

(h) With respect to dependent children, the last day of the month prior to the month
in which you attain age 65.

RETIREE PREMIUMS

For coverage under the Plan, you must pay a monthly premium. Premiums are due
by the first of the month and coverage will be terminated as of the first day of the
month if the premium is not received by the last day of that month. Please contact
the Fund Office for the current premium amount.

Please Note: While your coverage under the Plan will not terminate until the end of
the month for which the premium is due, your name will not be submitted to CIGNA
as being eligible until such time as the premium is received and recorded. This may
result in the denial of claims and these claims will need to be refiled after your pre-
mium has been received. Providers calling to verify eligibility before your premium
has been received may be informed that you are not eligible. If your eligibility is not
provided to CIGNA before the beginning of the month, you may be sent a new ID
card at such time as your eligibility is submitted; however, your old ID card will con-
tinue to be valid. To prevent these issues, please remit your premium at least two
weeks prior to the beginning of the month.

COBRA CONTINUATION COVERAGE

The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA contin-
uation coverage can become available to you when you would otherwise lose your
group health coverage. It can also become available to other members of your fam-
ily who are covered under the Plan when they would otherwise lose their group
health coverage. This section generally explains COBRA continuation coverage,
when it may become available to you and your family, and what you need to do to
protect the right to receive it.

WHAT IS COBRA CONTINUATION COVERAGE

COBRA continuation coverage is a continuation of Plan coverage when coverage
would otherwise end because of a life event known as a “qualifying event.” Specific
qualifying events are listed later in this section. After a qualifying event, COBRA con-
tinuation coverage must be offered to each person who is a “qualified beneficiary.”
You, your spouse, and your dependent children could become qualified beneficiar-
ies if coverage under the Plan is lost because of the qualifying event. Under the Plan,
qualified beneficiaries who elect COBRA continuation coverage must pay for
COBRA continuation coverage.

QUALIFYING EVENTS

If you are an employee, you will become a qualified beneficiary if you lose your cov-

erage under the Plan because either one of the following qualifying events happens:

 Your hours of employment are reduced, or

» Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you will become a qualified beneficiary if you

lose your coverage under the Plan because any of the following qualifying events

happens:

Your spouse dies;

» Your spouse’s hours of employment are reduced,;

Your spouse’s employment ends for any reason other than his or her gross mis-

conduct;

Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both);

or

You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage

under the Plan because any of the following qualifying events happens:

* The parent-employee dies;

* The parent-employee’s hours of employment are reduced,;

* The parent-employee’s employment ends for any reason other than his or her
gross misconduct;

)

)
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* The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or
both);

» The parents become divorced or legally separated; or

» The child stops being eligible for coverage under the plan as a “dependent child.”

WHEN COBRA COVERAGE BECOMES AVAILABLE

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after
the Plan Administrator has been notified that a qualifying event has occurred. When
the qualifying event is the end of employment or reduction of hours of employment,
death of the employee, or the employee’s becoming entitled to Medicare benefits
(under Part A, Part B, or both), the employer must notify the Plan Administrator of the
qualifying event.

You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee
and spouse or a dependent child’s losing eligibility for coverage as a depend-
ent child), you must notify the Plan Administrator in within 60 days after the
qualifying event occurs. You must provide this notice to: IBEW Local 613 and
Contributing Employers Family Health Plan, 2187 Northlake Parkway, Building
9, Suite 106, Tucker, GA 30084.

HOW COBRA COVERAGE IS PROVIDED

Once the Plan Administrator receives notice that a qualifying event has occurred,
COBRA continuation coverage will be offered to each of the qualified beneficiaries.
Each qualified beneficiary will have an independent right to elect COBRA continua-
tion coverage. Covered employees may elect COBRA continuation coverage on
behalf of their spouses, and parents may elect COBRA continuation coverage on
behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage. When the
qualifying event is the death of the employee, the employee’s becoming entitled to
Medicare benefits (under Part A, Part B, or both), your divorce or legal separation, or
a dependent child's losing eligibility as a dependent child, COBRA continuation cov-
erage lasts for up to a total of 36 months. When the qualifying event is the end of
employment or reduction of the employee’s hours of employment, and the employ-
ee became entitled to Medicare benefits less than 18 months before the qualifying
event, COBRA continuation coverage for qualified beneficiaries other than the
employee lasts until 36 months after the date of Medicare entitlement. For example,
if a covered employee becomes entitled to Medicare 8 months before the date on
which his employment terminates, COBRA continuation coverage for his spouse and
children can last up to 36 months after the date of Medicare entitlement, which is
equal to 28 months after the date of the qualifying event (36 months minus 8
months). Otherwise, when the qualifying event is the end of employment or reduc-
tion of the employee’s hours of employment, COBRA continuation coverage gener-
ally lasts for only up to a total of 18 months. There are two ways in which this 18-
month period of COBRA continuation coverage can be extended.

Disability extension of 18-month period of continuation coverage

If you or anyone in your family covered under the Plan is determined by the Social
Security Administration to be disabled and you notify the Plan Administrator in a time-
ly fashion, you and your entire family may be entitled to receive up to an additional
11 months of COBRA continuation coverage, for a total 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
continuation coverage. Notice of the award of Social Security benefits must be pro-
vided to the Plan Administrator within 60 days of the date of the Social Security deter-
mination and before the end of the 18-month period of COBRA continuation cover-
age.

Second qualifying event extension of 18-month period of continuation
coverage

If your family experiences another qualifying event while receiving 18 months of
COBRA continuation coverage, the spouse and dependent children in your family
can get up to 18 additional months of COBRA continuation coverage, for a maximum
of 36 months, if notice of the second qualifying event is properly given to the Plan.
This extension may be available to the spouse and any dependent children receiv-
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ing continuation coverage if the employee or former employee dies, becomes enti-
tled to Medicare benefits (under Part A, Part B, or both), or gets divorced or legally
separated, or if the dependent child stops being eligible under the Plan as a depend-
ent child, but only if the event would have caused the spouse or dependent child to
lose coverage under the Plan had the first qualifying event not occurred.

IF YOU HAVE QUESTIONS

Questions concerning your Plan or your COBRA continuation coverage rights should
be addressed to the Fund Office, 2187 Northlake Parkway, Building 9, Suite 106,
Tucker, GA 30084 (1-877-944-7344). For more information about your rights under
ERISA, including COBRA, the Health Insurance Portability and Accountability Act
(HIPAA), 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 the EBSA website at www.dol.gov/ebsa.
(Addresses and phone numbers of Regional and District EBSA Offices are available
through EBSA's website.)

KEEP YOUR PLAN INFORMED OF ADDRESS CHANGES

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

PLAN CONTACT INFORMATION

IBEW Local 613 and Contributing Employers Family Health Plan
2187 Northlake Parkway

Building 9, Suite 106

Tucker, Georgia 30084

1-877-944-7344
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PRESCRIPTION DRUG CARD BENEFIT
For All Active, Inside and Retired Employees and Dependents
This benefit for retail and mail order prescriptions is available through CIGNA. When
you become eligible for benefits you will be provided with two identical ID cards list-
ing all eligible family members along with a listing of participating pharmacies and
approved benefits.

Benefits are only available for prescriptions purchased at a pharmacy participating in
the CIGNA network or through CIGNA’'s mail order service. Call 1-800-244-6224 for
confirmation of any pharmacy’s participation.

Please refer to the Schedule of Benefits for Coinsurance and Days Supply details.

IMPORTANT INFORMATION REGARDING GENERIC DRUGS

If you or your doctor request a prescription be filled with a brand name drug when
there is an equivalent generic alternative available, you will be required to pay the
generic coinsurance plus the difference in cost between the brand name and the
generic.

FILLING PRESCRIPTIONS THROUGH MAIL ORDER

Mail Order can be used to conveniently obtain up to a 90-day supply of maintenance
medications (those medications which you use on a long term basis). Typically a mail
order prescription will be slightly less expensive than purchasing three 30-day sup-
plies at a retail pharmacy. For information on CIGNA's Tel-Drug mail order program,
contact CIGNA at 1-800-244-6224.

Mail Order prescriptions can be submitted to:

CIGNA Healthcare

Pharmacy Service Center

P.O. Box 3598

Scranton, PA 18505-0598

Your physician can call in your prescriptions to Tel-Drug (1-800-835-3784 or 1-800-
TEL-DRUG). Refills can be ordered by contacting Tel-Drug at the above phone num-
bers, through their website at www.teldrug.com, or by mailing in a refill form to the
above address.

If your doctor is prescribing a maintenance medication that you would like to receive
through mail order, be sure to inform him or her to fill out the prescription according-
ly. If it is a new prescription, you may wish to have a second prescription for a 30-day
supply that you can have filled at a retail pharmacy while submitting your new pre-
scription to CIGNA.

PRIOR AUTHORIZATION
Certain drugs may require prior authorization before a prescription can be processed
under the drug card benefit. Please contact as necessary at 1-800-244-6224.

FILING A PAPER CLAIM

If you do not have your card at the time you purchase a prescription, you can send a
paper claim to:

CIGNA Healthcare

Pharmacy Service Center

P.O. Box 3598

Scranton, PA 18505-0598

SERVICES NOT COVERED
» Prescriptions obtained at a pharmacy not participating in the CIGNA network;

Drugs for cosmetic purposes only;

Drugs available without a prescription, except insulin;

Prescription drugs when there is an equivalent available without prescription;
Prescription smoking cessation products, including nicotine gum and patches;

Medications prescribed for treatment of a substance abuse disorder (drugs and
alcohol);

Infertility medications;
Appetite suppressants or diet pills;

Medical supplies and equipment (except syringes and needles for the administra-
tion of insulin and other self-administered injectables);

)
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Drugs not prescribed by a provider acting within the scope of his or her license;
Experimental, Investigational or unapproved drugs;
Replacement prescriptions and relating supplies resulting from loss or theft;

Injectable drugs that require Physician supervision and are not typically considered
self-administered drugs. Examples of physician supervised drugs are injectables
used to treat hemophilia and RSV (respiratory syncytial virus), chemotherapy
injectables and endocrine and metabolic agents.

Prescription vitamins (other than prenatal vitamins), dietary supplements, and fluo-
ride products.

Biological sera, blood, blood plasma and other blood products or fractions and med-
ications used for travel prophylaxis;

Drugs used to enhance athletic performance;
Growth hormones;
Prescriptions more than one year from the original date of issue.

COORDINATION OF BENEFITS FOR PRESCRIPTION DRUGS

The Coordination of Benefits provisions outlined in this SPD do not apply to the pre-
scription drug benefit. This Plan does not cover prescription drugs on a secondary
basis, with the exception of prescription drugs which are covered by Medicare Part B
and for which Medicare Part B is the “primary” plan. Those Medicare Part B prescrip-
tion charges can be filed under the Major Medical benefits for secondary payment.

DENTAL REIMBURSEMENT BENEFIT
For All Active/lnside Employees and Dependent Spouses

MAXIMUM BENEFIT
As shown in Schedule of Benefits

COVERED DENTAL CARE BENEFITS

Benefits shall be payable for treatment and supplies for Preventive Care, Minor
Restorative Care, and Major Restorative Care (please refer to the Dependent Child
Dental Benefit section below for descriptions of the types of services covered in each
of these categories).

DEPENDENT CHILD DENTAL BENEFIT
For Dependent Children of Active/lnside Employees Only

Please refer to the Schedule of Benefits for specific benefit coverage details, includ-
ing deductibles, coinsurance percentages, and maximums payable.

Subject to the provisions shown in the Schedule of Benefits, the Dependent Child
Dental Benefit will consider Covered Charges for the following services:

CLASS | - PREVENTIVE AND DIAGNOSTIC SERVICES

.

Oral exams (Two per year);

Routine cleanings (Two per year);

Full mouth X-rays (one complete set every three years);

Bitewing X-rays (Two per year)

Panoramic X-ray (One every three years);

Fluoride application (one per year);

Sealants (limited to posterior teeth; one treatment per tooth every three years);
Space Maintainers (limited to non-orthodontic treatment);

Emergency care to relieve pain.

CLASS Il - MINOR RESTORATIVE SERVICES

Fillings;

Osseous surgery;

Periodontal scaling and root planning;
Denture adjustments and repairs;
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Anesthetics;

Repairs to crowns and inlays;

Surgical extractions of impacted teeth;
Root canal/Therapy;

Oral surgery - Simple extractions;

Oral surgery - All except simple extractions.

CLASS IIl - MAJOR RESTORATIVE SERVICES

.

.

Crowns;
Dentures;
Bridges.

CLASS IV - ORTHODONTIA

LIMITATIONS AND EXCLUSIONS APPLICABLE TO DENTAL BENEFITS
Benefits shall not be payable for:

.

.

)

)

Treatment of supplies furnished on account of a dental defect which arises out of,
or in the course of, any occupation for wage or profit;

Any loss sustained as a result of declared or undeclared war, or any act thereof, or
of military or naval service of any country;

Dental procedures performed in a hospital or facility owned or operated by the

United States Government of any agency thereof;

Any expense for dental procedures or supplies to the extent that payment is
received from any group policy or prepayment plan (individual policies are not
affected by this limitation);

Orthodontics (except for dependent children);

Any treatment which is performed for cosmetic purposes;

Treatment by other than a legally qualified dentist; except charges for dental pro-
phylaxis performed by a licensed dental hygienist, under the supervision and direc-
tion of a dentist;

Or in connection with dentures, bridgework, crowns or prosthetic devices for:

i)  expenses for prosthetic devices started prior to the effective date of cover-
age;

i) expenses for replacement made less than three years after an immediately
preceding placement or replacement;

iii) expenses for extension of bridges or partial prosthetic devices previously
paid for by the Fund except for expenses incurred for the new extended
areas;

iv) loss or theft;

No coverage for replacement of teeth missing prior to the effective date;
Replacement of a bridge, crown or denture within five years after the date it was
originally installed unless (a) such replacement is made necessary by the place-
ment of an original opposing full denture or the necessary extraction of natural
teeth; or (b) the bridge, crown or denture, while in the mouth, has been damaged
beyond repair as a result of an injury received while a person is insured for these
benefits;

No coverage for replacement of teeth missing prior to the effective date; Expenses
incurred for dental procedures other than the initial placement of stainless steel
crowns performed on an Eligible Dependent child involving crowns or dentures
unless they are performed with respect to permanent teeth.

Treatment for temporomandibular joint syndrome (TMJ).

Procedures, appliances or restorations (except full dentures) whose main purpose
is to (a) change vertical dimension; (b) diagnose or treat conditions or dysfunction
of the temporomandibular joint; (c) stabilize periodontally involved teeth; or (d)
restore occlusion;
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« Porcelain or acrylic veneers of crowns or pontics on or replacing the upper and
lower first, second or third molars;

Bite registrations; precision or semi-precision attachments; or splinting;
A surgical implant of any type;

Instruction for plaque control, oral hygiene and diet;

Dental services that do not meet common dental standards;

Services that are deemed to be medical services;

Services and supplies received from a hospital.

.

In addition these benefits will be reduced so that the total payment will not be more
than 100% of the charge made for the Dental Service if benefits are provided for that
service under this plan and any medical expense plan or prepaid treatment program
sponsored or made available by the Plan.

If you have any questions regarding your dental benefits please call CIGNA at 1-800-
481-1213 or contact CIGNA at:

CIGNA Dental

P.O. Box 188037

Chattanooga, TN 37422-8037

VISION REIMBURSEMENT BENEFIT
For All Active and Inside Employees and Dependents
MAXIMUM BENEFIT
As shown in the Schedule of Benefits

COVERED EXPENSES

Exams by a licensed optometrist or ophthalmologist, lenses prescribed and dis-
pensed by an optometrist or ophthalmologist to correct vision (including contact lens-
es and prescription sunglasses), initial and replacement frames provided in conjunc-
tion with corrective lenses, and special coatings.

VISION PLAN EXCLUSIONS AND LIMITATIONS
Benefits shall not be payable for:
Medical or surgical treatment of the eye;

Lenses which are not medically necessary and are not prescribed by an optometrist
or ophthalmologist, or frames for such lenses;

Non-prescription or over-the-counter eyewear;

Replacement of lenses unless an examination shows that, using the existing pre-
scription, a visual defect equal to at least one-half of one diopter in strength exists
or a change of at least 10% in axis for astigmatism is required,;

Tinted lenses prescribed by the examiner when over Rose Tints No. 1 or No. 2;
Charges for the excess cost of lenses over 65 millimeters in diameter.

.

.

)

If you have any questions regarding your vision benefits please call CIGNA at 1-800-
244-6224 or contact CIGNA at:

CIGNA Healthcare

P.O. Box 5200

Scranton, PA 18505

FOR DENTAL AND VISION BENEFITS: You may go to your choice of providers. You
may be asked to pay for your care at the time of service and then submit your claim
to CIGNA for reimbursement of covered expenses. Contact CIGNA at the phone num-
bers above for more information on filing your dental and vision claims.
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LIFE INSURANCE
Active and Inside Employees

BENEFITS PAYABLE

If your death occurs while covered, the Fund will pay your beneficiary the amount of
life coverage in force at the time of your death (please refer to the Schedule of
Benefits for coverage amounts). Payment will be made in a lump sum.

DESIGNATED BENEFICIARY

You may designate anyone you wish as your beneficiary and change the designa-
tion at any time by giving written notice to the Fund Office. All designations must be
signed and dated. The designation is effective as of the date signed. However, the
Fund shall not be liable for payment made prior to the recent of the designation
request.

Unless otherwise specified, two or more named beneficiaries shall share equally and
the interests of any beneficiary who predeceases you shall terminate and his share
shall be payable to any surviving beneficiaries.

IF NO BENEFICIARY

Any amount for which there is no beneficiary designation at your death shall be
payable to the first surviving class of beneficiaries as follows: (1) widow or widower;
(2) surviving child or children; (3) surviving parent or parents; (4) surviving brothers
and sisters; (5) executors or administrators.

PAYMENTS TO MINORS

If the beneficiary is a minor or is otherwise incapable of validly receiving any pay-
ment due, the Fund may (at its option) make payment (not to exceed $50 monthly)
for the sole benefit of the minor to any relative by blood or marriage or to any other
person appearing to the Fund to have assumed custody and principal support of the
minor until a guardian is appointed.

NOTE: Any participant and/or beneficiary shall not be eligible for the Life coverage
during any period that he or she is paying for COBRA coverage.

ACCIDENTAL DEATH AND DISMEMBERMENT BENEFITS (AD&D)
For All Active and Inside Employees

BENEFITS PAYABLE

If you sustain bodily injuries caused directly and exclusively by external, violent and
accidental means and if such injuries, directly and independently of all other caus-
es, result in one of the losses shown below within 90 days after the accident, the
Plan will pay benefits as described for the loss as described below:

FOr 10SS Of lIfe ..o the principal sum
For loss of more than one member ............cccooiiiiiiiiiiini the principal sum
For loss of one member .................. ..one-half the principal sum
For all losses from any one accident....................... not more than the principal sum
Loss of a member shall mean (a) the loss of a hand or foot by complete severance
at or above the wrist or ankle joint, or (b) the irrecoverable loss of the entire sight of
an eye.

The principal sum is shown in the Schedule of Benefits.

Any benefit for the loss of your life will be payable to your beneficiary. Any benefit
payable for other than the loss of life shall be payable to you, if living, otherwise to
your estate.

DESIGNATED BENEFICIARY

You may designate anyone you wish as your beneficiary and change the designa-
tion at any time by giving written notice to the Fund Office. All designations must be
signed and dated. The designation is effective as of the date signed. However, the
Fund shall not be liable for payment made prior to the recent of the designation
request.

Unless otherwise specified, two or more named beneficiaries shall share equally and
the interests of any beneficiary who predeceases you shall terminate and his share
shall be payable to any surviving beneficiaries.
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IF NO BENEFICIARY

Any amount for which there is no beneficiary designation at your death shall be
payable to the first surviving class of beneficiaries as follows: (1) widow or widower;
(2) surviving child or children; (3) surviving parent or parents; (4) surviving brothers
and sisters; (5) executors or administrators.

LIMITATIONS

Benefits are not payable for any loss resulting from ptomaines; bacterial infection;
medical or surgical treatment; war or any act of war; suicide or any attempt thereat;
intentionally self-inflicted injury; disease or bodily or mental infirmity; taking of poison;
asphyxiation from or inhaling of gas and fumes; or travel or flight in or on or descent
from or with any kind of aircraft if (a) you are a pilot, officer or member of the crew of
such aircraft or flight; or (b) the flight is for any training purpose; or (c) the flight is in
or on any aircraft of any military, naval, or air force and you are a member of any
such forces.

NOTE: Any participant shall not be eligible for Accidental Death and Dismemberment
benefits during any period he or she is paying for COBRA coverage.

DEPENDENT LIFE INSURANCE

For Eligible Dependents of Active and Inside Employees
BENEFITS PAYABLE
The applicable amount of life insurance determined from the Schedule of Benefits is
payable in the event of the death of a Dependent while eligibility under the Plan with
respect to the Dependent is in effect.
The benefit will be payable to you, if living, otherwise to your estate. If you and a
Dependent die as a result of a common accident, it shall be conclusively presumed
that you survived the Dependent and the benefit payable for the Dependent’s death
shall be paid to your estate.

NOTE: Any participant and/or beneficiary shall not be eligible for Life coverage dur-
ing any period that he or she is paying for COBRA coverage.

BURIAL BENEFIT FOR ELIGIBLE RETIREES
ELIGIBLE RETIRED EMPLOYEES ONLY
For all eligible retirees, the Plan will provide your estate a burial benefit based on
your earned service with the National Electrical Benefit Fund (NEBF). The benefit will
be based on $200 per year of Pension Service (with a $1,000 minimum and a $2,500
maximum). The benefit will reduce $100 per year beginning at age 70.

WEEKLY DISABILITY BENEFITS
For Active Employees Only

BENEFITS PAYABLE
If you are totally disabled due to an accident or sickness, and under the care of a
legally qualified Physician, the Weekly Benefit will be paid to you beginning on the
first day of an accident and the eighth day of an iliness. Benefits are payable for up
to 26 weeks during any disability as specified in the Schedule of Benefits.
NOTE: You must be eligible for benefits under the Plan and employed by a
Participating Employer on the first day of the accident or sickness. Benefits for an
accident or iliness that occurred prior to the effective date of your coverage will not
be payable.

During partial weeks of disability, you will be paid at the daily rate of one-seventh of
the Weekly Benefit. Two or more periods of disability are considered as one unless,
between periods of disability, you have returned to active full-time work for at least
14 consecutive working days, or unless the disabilities are due to causes entirely
unrelated and begin after you have returned to full-time active work for at least one
day. Provided, however, in no event will you receive more than twenty-six (26) weeks
of weekly indemnity benefit payments during any single period of twelve (12) consec-
utive months. Benefits are not payable for any period of total disability during which
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you are not attended at least bi-monthly by a Physician. No benefits are payable for
alcoholism or narcotics habits or for any injury or illness that occurs while not eligi-
ble under this Plan.

TAX INFORMATION

As a result of Federal legislation, Social Security Taxes are deducted from your
weekly disability benefits at the time they are processed for payment to you. Benefits
are taxable and should be reported on your tax return. The Fund Office will mail you
a tax form in January for the previous year’s payments.

Weekly Disability claims should be filed with the Fund Office. The Plan will not
accept certification from a Chiropractor or Podiatrist for purposes of paying
weekly disability benefits.

NOTE: Any participant shall not be eligible for Weekly Disability benefits during any
period he or she is paying for COBRA coverage. Inside Employees are not eligible
for Weekly Disability Benefits. If you are applying for or receiving government spon-
sored unemployment benefits, be sure to inform the government agency of any
weekly disability benefits you may be receiving so that these benefits can be prop-
erly coordinated.

LONG TERM PERMANENT DISABILITY

Your benefit program covers most cases of temporary disability. However, if disabil-
ity is total and permanent and it looks as though you won’t be able to work again,
you may be eligible to receive benefits through one or more of the following sources:

IBEW Local 613 Defined Contribution Pension Plan
See your handbook for specific qualifications.

Social Security Administration

If you suffer a total and permanent disability, you may be eligible for income benefits
under Social Security after six months of disability. The amount of your benefit will
be the same full primary benefit as for retirement at Normal Retirement as defined
by Social Security, based on your average earnings subject to Social Security under
the law. For information on Social Security benefits, visit www.ssa.gov or contact
your local office of the Social Security Administration.

Workers’ Compensation

For disability due to occupational accidents, each state has Workers’ Compensation
laws which in general provide full medical expenses and substantial income pay-
ments to replace loss of earnings. The Plan will not pay medical expenses but will
pay the weekly disability benefit.
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COORDINATION OF BENEFITS (COB)

This section applies if you or any one of your dependents is covered under more
than one plan and determines how benefits payable from all such Plans will be coor-
dinated. You should file all claims with each plan. Because of the growing number of
group health plans (private and government) and the increasing number of two-
income families, more and more people are becoming covered under two group
health plans.

These coordination of benefits, or COB, provisions have been designed to control
over-payments. The COB provisions in the IBEW Local 613 and Contributing
Employers Family Health Plan are integrated with all other group health plans, but
not with an individual’s personal health insurance policies.

Under the COB provision, if you or your eligible dependents also have coverage
under another group health plan (or in the case of gainfully employed spouse, if that
spouse is eligible to be covered under another group health plan offered by his or
her employer, regardless of whether or not the spouse is enrolled in such coverage),
the total benefits received by any one patient from all the plans combined may not
amount to more than 100% of the allowable expenses. “Allowable expenses” are
any necessary, reasonable and customary service or expense, including
deductibles, coinsurance or copayments, that are covered in full or in part by any
Plan covering you Payments will be reduced only the extent necessary to prevent an
individual from making a profit on his group health coverage. You must report dupli-
cate health coverage on your Claim Forms which you submit to secure reimburse-
ment of the medical expenses.

Examples of expenses or services that are not Allowable Expenses include, but are
not limited to the following:

An expense or service or a portion of an expense or service that is not covered by
any of the Plans is not an Allowable Expense.

If you are confined to a private hospital room and no Plan provides coverage for
more than a semiprivate room, the difference in cost between a private and semi-
private room is not an Allowable Expense.

If you are covered by two or more Plans that provide services or supplies on the
basis of reasonable and customary fees, any amount in excess of the highest rea-
sonable and customary fee is not an Allowable Expense.

If you are covered by one Plan that provides services or supplies on the basis of
reasonable and customary fees and one Plan that provides services and supplies
on the basis of negotiated fees, the primary Plan’s fee arrangement shall be the
Allowable Expense.

If your benefits are reduced under the primary Plan (through the imposition of a
higher copayment amount, higher coinsurance percentage, a deductible and/or a
penalty) because you did not comply with Plan provisions or because you did not
use a preferred provider, the amount of the reduction is not an Allowable Expense.
Such Plan provisions include second surgical opinions and precertification of
admissions or services.

.

.

.

DEFINITIONS UNDER COORDINATION OF BENEFITS
The Primary Plan is the Plan that determines and provides or pays benefits without
taking into consideration the existence of any other Plan.

The Secondary Plan is the Plan that determines, and may reduce its benefits after
taking into consideration, the benefits provided or paid by the Primary Plan. A
Secondary Plan may also recover from the Primary Plan the Reasonable Cash Value
of any services it provided to you.

The Reasonable Cash Value is an amount which a duly licensed provider of health-
care services usually charges patients and which is within the range of fees usually
charged for the same service by other health care providers located within the imme-
diate geographic area where the health care service is rendered under similar or com-
parable circumstances.
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WHEN A PARTICIPANT IS COVERED BY TWO PLANS,

WHICH PLAN PAYS FIRST

If the Plan does have a Coordination of Benefits rule, the first of the following rules
that applies to the situation is the one to use:

The Plan that covers you as an enrollee will be the Primary Plan and pays first, and
the Plan that covers you as a Dependent will be the Secondary Plan.

If an individual is covered under two plans through two jobs, the plan which has cov-
ered the employee for the longer period of time is the primary plan and pays first.

If the claim is for a Dependent child whose parents are not divorced or legally sep-
arated, the Primary Plan will be the Plan that covers the parent whose birthday falls
first in the calendar year as an enrollee or employee. For example, if your birthday
is April 26, and your spouse’s birthday is October 13, then claims for your eligible
dependent children should be submitted first to your plan. The application of this
rule has nothing to do with age, only to the date in the calendar year on which your
birthday falls.

If the claim is for a Dependent of divorced or separated parents, benefits for the
Dependent will be determined in the following order:

1. First, if a court decree states that one parent is responsible for the child’s health-
care expenses or health coverage and the Plan for that parent has actual knowl-
edge of the terms of the order, but only from the time of the actual knowledge;

. Then, the Plan of the parent with custody of the child;

. Then, the Plan of the spouse of the parent with custody of the child;

. Then, the Plan of the parent not having custody of the child;

. Finally, the Plan of the spouse of the parent not having custody of the child.

When another plan does not contain a COB provision, it will always be considered
the primary plan. Payment under the secondary plan is made after the benefits from
the primary plan have been paid. Such payment will be limited to the amount nec-
essary to reimburse the individual for not more than 100% of allowable expenses.
However, in some cases, the combined benefits may not pay 100% of your bills
since you will only receive up to the stated maximums in each plan.

If none of the above rules apply, then the plan which has covered the Participant for
the longer period of time shall be considered the primary plan.

. .

.
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SPECIAL COORDINATION RULE FOR GAINFULLY EMPLOYED SPOUSE

Under the Family Health Plan, a Spouse who is gainfully employed and is covered or
is eligible to be covered under a group health plan sponsored by his or her employer,
shall have his or her benefits coordinated with that group health plan. This means that
the Family Health Plan will pay secondary - or after the other group health plan has
paid its portion of the claim. If the Spouse is eligible to be covered under his or her
employer’s group health plan, but is not enrolled for such coverage, benefits will still
be paid as if the spouse had enrolled in his or her employer’s plan. As it is difficult to
obtain accurate information on the level of benefits which would have been payable
had the Spouse enrolled, a “phantom COB plan” will be applied which will assume
that the Spouse’s primary plan would have paid 80% after a $750 deductible. This
Plan does not provide secondary coverage for prescription drugs and no prescription
coverage is available through the Plan for Spouses covered under this rule.

MEDICARE COORDINATION OF BENEFITS

Coordination of benefits with Medicare is subject to regulations and guidelines pub-

lished by the Federal Government.

1. Medicare Secondary for Active Eligible Employee or Spouse Age 65 or
Older Any benefits for health care expenses which are payable for an Eligible
Employee or Spouse who is eligible for Medicare will not have benefits coordinat-
ed with Medicare unless he or she has elected to have Medicare as primary cov-
erage. This does not apply to an individual who is, or would be upon application,
entitled to benefits as a result of end stage renal disease.

2. Medicare Secondary for Disabled Covered Individual who is Under Age 65.
An Eligible Employee, Eligible Retiree, or Eligible Dependent, who is eligible for
Medicare as a result of total and permanent disability will not have such benefits
under the Plan coordinated with Medicare unless he has elected to have
Medicare as his primary coverage. This does not apply to an individual who is, or
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would be upon application, entitled to benefits as a result of end stage renal dis-
ease.

End Stage Renal Disease (“ESRD”) Beneficiary. Benefits will be payable
under the Plan without regard to an Eligible Employee’s or Eligible Dependent’s
entitlement to Medicare if such person is entitled to Medicare as an ESRD ben-
eficiary, and not more than 30 months have elapsed since the earliest of the fol-
lowing:

(a) The month in which the Eligible Employee or Eligible Dependent began a
regular course of renal dialysis;

(b) The month in which the Eligible Employee or Eligible Dependent received a
kidney transplant;

(c) The month in which the Eligible Employee or Eligible Dependent was admit-
ted to a Hospital in anticipation of a kidney transplant that was performed
within the next two months; or

(d) The second month before the month in which the kidney transplant was per-
formed, if performed more than two months after Hospital admission.

All Other Circumstances. Under any circumstance other than discussed in 1, 2,

and 3 above, the benefits will be reduced by the amount of benefits provided - or

which would have been provided had the covered person been enrolled under all
parts of Medicare - for those same expenses under Medicare.
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BENEFIT CREDIT ACCOUNT

The Plan has a self-funded Defined Contribution Health Benefit component called a
“Benefit Credit Account,” which allows you to accumulate “Benefit Credits” in an indi-
vidual account. The Benefit Credit Account is in addition to the other benefits in this
Plan. Among other things, these credits can be used to pay your Retiree, COBRA
and self-pay premiums, as well as reimburse covered medical expense charges,
including amounts applied toward your deductibles, which were your responsibility
due to co-payments, coinsurance or maximum benefit limitations. Unused Benefit
Credits in your account will roll over year to year subject to the forfeiture rules
described later in this section.

ESTABLISHING A BENEFIT CREDIT ACCOUNT

Participants receive Benefit Credits for “Qualifying Hours” which are hours worked
during a Plan Year for which contribution payment was received by the Plan. Hours
worked to gain Initial Eligibility are not considered Qualifying Hours. Once a partici-
pant has accumulated Qualifying Hours, a Benefit Credit Account will be established
at the time the allocation is performed for the Plan Year in which they worked the
hours. This allocation typically takes place 6 to 7 months following the end of the Plan
Year.

HOW BENEFIT CREDITS ARE ALLOCATED
The Benefit Credit allocation occurs only once a year and credits will only be allocat-
ed if there are sufficient assets available.

The first step in the allocation process is to determine the amount of Plan assets
available for Benefit Credits. This amount is determined by the Board of Trustees fol-
lowing completion of the annual audit by comparing the total assets of the Fund to the
level of assets needed to maintain operations for the upcoming year and to keep on
hand a responsible reserve level. Once that amount has been determined, it is divid-
ed by the total number of Qualifying Hours for the Plan Year being allocated (the “allo-
cation period”) to determine the amount of Benefit Credit allocated per hour. For
example (please note that these figures are only for illustration and do not reflect the
value of an actual allocation):

Plan Assets available for Benefit Credits: .............

+ Total Qualifying Hours during Allocation Period

...2,000,000
...4,000,000

In the above example, if you earned 1,800 Qualifying Hours during the allocation peri-
od, you would receive an allocation of 900 Benefit Credits.

It should be noted that if the level of Plan assets at a given Plan Year end is not
deemed to be sufficient to meet the required reserve levels for Plan operations,
no new allocation will take place for that year.

If you have Qualifying Hours for an allocation, but are not eligible when the allocation
takes place, the following will occur:

- If you do not already have an initial account balance established:

» A Benefit Credit account will be established in your name and will be frozen until
the earlier of 1) the date you regain eligibility under the Family Health Plan; or 2)
the date your balance is forfeited due to loss of eligibility for a subsequent peri-
od of 24 consecutive months.

« If you already have an initial account balance established:

* The new allocation amount will be added to your existing balance once you
regain eligibility for coverage under the Family Health Plan, provided that no
more than 24 consecutive months have elapsed from the date you lost eligibility.
If more than 24 consecutive months elapse from the time you lose eligibility, your
entire balance is forfeited including any new allocation amounts that otherwise
would have been credited to your account.

ELIGIBILITY FOR BENEFITS

Once you have met the Initial Eligibility requirements under the Family Health Plan
and have a Benefit Credit balance established, you are eligible to use your Benefit
Credits for reimbursement of Covered Expenses incurred by yourself or your eligible
Dependents. Retirees will not accumulate a credit balance, but can use their credit
balance accumulated as an Active Participant.
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COVERED BENEFIT CREDIT ACCOUNT EXPENSES

Each Benefit Credit can be used to reimburse $1.00 of Covered Expenses.

Covered Expenses include:

Premiums paid to the Family Health Plan for Retiree, Self-Pay or COBRA coverage.
Expenses for services or supplies which are covered under the Family Health Plan
but are the financial liability of the participant as a result of the application of
deductibles, coinsurance, maximum benefit limits, or termination of eligibility.

All non-covered vision expenses, limited to professional services and prescription
glasses, frames and contact lenses, including Lasik and similar vision procedures.
All non-covered dental expenses, excluding cosmetic, limited to services of dental
professionals (Broadly defined) and materials, including x-rays and dental implants,
used by the professionals in carrying out the dental procedures. Examples of cov-
ered expenses would include adult orthodontia and treatment by a professional for
T™MJ.

Acupuncture

Charges incurred at an out-of-network provider, which would have been covered by
the Family Health Plan if incurred in-network.

Charges for repair, maintenance or replacement of durable medical equipment and
continuation of rental expense after rental expense has exceeded the purchase
price of the equipment.

Car - The cost of special hand controls and other special equipment installed in a
car for the use of a person with a disability.

Christian Science Practitioner.

Elastic hosiery (by prescription).

Experimental medical/surgical treatment.

Guide Dog or Other Animal - Cost of buying, training and maintaining a guide dog
or other animal to assist a visually-impaired or hearing-impaired, or a person with
other physical disabilities.

Hearing Aids, batteries and related exams.

Orthopedic Shoes and Arch Support (with letter from physician).

Over-the Counter Drugs - Includes only those drugs that are treating a specific med-
ical condition and not just for “general well-being.” Examples are antacids, allergy
medications, pain relievers, sleep aids, motion sickness pills, and calamine lotion.
Prescription Vitamins.

Special Education expenses for child’s tutoring by a teacher specially trained and
qualified to work with children who have learning disabilities caused by mental or
physical impairments, including nervous system disorders, when such tutoring is
performed upon a doctor’s recommendation.

Stop-Smoking Programs, excluding amounts paid for drugs that do not require a
prescription, such as nicotine gum or patches.

Telephone (TTY/TDD) equipment for the hearing-impaired - purchase and repair.
Therapy - including speech and occupational therapy. Also includes costs for “pat-
terning” exercises given to mentally retarded children.

Weight Loss program if it is treatment for a specific disease diagnosed by a physi-
cian (such as obesity, hypertension, or heart disease). Includes fees for member-
ship in a weight reduction group and attendance at periodic meetings. Does not
include membership dues in a gym, health club or spa. Cannot include cost of diet
food or beverages.

Wigs following hair loss from disease or treatment of disease.

IMPORTANT LIMITATIONS ON COVERED EXPENSES

In order to qualify for reimbursement, Covered Expenses must meet all of the follow-

ing:

» As required by Federal Law, to be eligible for reimbursement under this benefit, all
expenses must not have been reimbursed or be eligible for reimbursement
under any other health plan coverage or a Flexible Spending Account; and
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» For Covered Expenses incurred prior to May 1, 2012, the Covered Expense must
have been incurred while the patient was eligible for benefits under the Family
Health Plan (this limitation does not apply to Covered Expenses incurred on or after
May 1, 2012); and

* The Covered Expense must have been filed for reimbursement within 24 months of
the date it was incurred.

Benefit Credits are not redeemable for cash.

HOW TO USE YOUR BENEFIT CREDITS

Obtain a Benefit Credit Account claim form by contacting CIGNA at 1-800-244-6224.
Please note that unpaid balances from the patrtially reimbursed claims will not be eli-
gible for future reimbursement. To appeal an adverse benefit determination on a
Benefit Credit Account claim, please follow the procedures as set forth in the Claims
Appeal section for Medical claims.

Please be sure to keep good records of your expenses - save your receipts and
EOBs! To file a claim for reimbursement, you will need to complete a claim form as
well as provide a complete written statement, receipt or bill from a third party substan-
tiating the expense. For example, if a doctor’s charges were applied toward your
deductible and you are filing for reimbursement through Benefit Credits, you will need
to provide either: 1) a copy of the Explanation of Benefits (EOB) from all applicable
health plans showing what, if any, was paid by them and/or 2) a copy of the bill from
the doctor’s office clearly showing the amount submitted and paid by insurance, if
any. A bill from the medical service provider must contain complete information,
including patient name, date of service, expense amount and description of service.
Claim forms must be signed by the eligible Participant, even if the expense was
incurred by the Spouse or eligible Dependent(s). Benefit Credit claims submitted
absent the Participant’s signature on the claim form shall be denied. Multiple out-of-
pocket expenses may be submitted with one claim form. Benefit Credit claims pay-
ments will be issued and mailed by CIGNA on behalf of the Plan directly to the
Participant only; claims payments will not be sent directly to the medical service
provider. As noted on the claim form, Benefit Credit claims are to be mailed to
CIGNA Healthcare
P.O. Box 182223
Chattanooga, TN 37422-7223

Claims must be submitted by mail and will not be accepted by fax transmission or
email.

You may view your Benefit Credit balance online at www.cigna.com or by calling
CIGNA at 1-800-244-6224.

WHAT HAPPENS TO YOUR BENEFIT CREDIT BALANCE IN THE EVENT OF
YOUR DEATH

If you have a Benefit Credit balance at the time of your death, it will remain available
for use by any eligible Dependent(s) to use for Covered Expenses. For example, the
balance can be used to pay for COBRA coverage for your eligible Dependent(s). If
you do not have any eligible Dependents at the time of your death, your balance will
be forfeited and cannot be paid out as a life insurance benefit or any other such pay-
ment.

FORFEITURE RULES

Benefit Credit balances will be forfeited under the following circumstances:

1. If a Participant has been without coverage for a period of longer than 24-months,
any remaining Benefit Credits will be forfeited January 1st of the year following
the 24th month of eligibility loss.

2. If, as of the last day of any Plan Year, a Participant’s Benefit Credit balance is less
than fifty dollars ($50).

3. If a Participant dies without an eligible Dependent, any remaining Benefit Credits
will be forfeited.

For questions regarding your Benefit Credit Account, contact CIGNA at

1-800-244-6224.
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COUNSELING CONNECTION, INC.
EMPLOYEE ASSISTANCE PROGRAM

ABOUT YOUR EMPLOYEE ASSISTANCE PROGRAM

Sometimes it is difficult to handle problems. Your Plan has an Employee Assistance
Program (EAP) to help when the going gets tough. The EAP provides professional
confidential assessment and referral services to help you or your family member
resolve personal difficulties. The EAP addresses many issues that might affect your
ability to do the best job. Examples include marital and family problems, stress or
emotional difficulties, alcohol or other drug problems, financial, legal or occupational
concerns. Here are some of the questions we usually hear about the Employee
Assistance Program:

Why Have an EAP?

When personal problems keep you from doing the best job, it is in your employer’s
best interest to have a confidential program to help employees.The EAP helps you
and your family receive appropriate professionals services to help solve problems.

How Does the EAP Work?

It all begins with a phone call. When you think you have a problem that you might
need assistance with, all you have to do is call Counseling Connection. EAP servic-
es are available to all employees and their family members. A trained, professional
EAP counselor will talk with you and find the resources that you need, and work with
you toward finding solutions in solving the problem.

Do | Have to Go to the EAP?

No, participation in the EAP is voluntary. Most people call Counseling Connection
EAP on their own. Sometimes, your supervisor may talk with you about a job prob-
lem and recommend that you call the EAP, but it’s still up to you.

Can my Supervisor Recommend | Go to the EAP?

Yes, actually it's a good idea for your supervisor to recommend that you contact the
EAP for help. It's free to you, confidential, and helps the supervisor when your prob-
lems do not interfere with your job performance.

How Much Will it Cost?

The EAP is free to all employees and family members. However, if you need further
assistance outside of the EAP, it will be your financial responsibility. The EAP coun-
selor will assist in finding low or no cost services if you do not have insurance. We will
also try to find a resource referral that is close to where you work or live.

How Do | Take the First Step?

Actually, the first step is to recognize that a problem exists. How would you know that?
When you have tried and tried to solve the problem and the solutions are just not
working. The next step is to call the EAP to get additional assistance. Most people
feel their problem is unique. However, many problems such as depression, stress or
alcohol or other drug abuse are very common in the workplace. There are many
resources available to help solve everyday problems.

What are the EAP Office Hours?
We operate our EAP to have appointments that are convenient for you or your fami-
ly member. Many times an evaluation is conducted on the phone if that is more con-
venient for you. You may also come in to one of our offices for a personal appoint-
ment. All EAP counselors are on call to respond to any message within 30 minutes.
After normal business hours, counselors are available through our telephone secre-
tary service.
The Counseling Connection Employee Assistance Program can be reached at:
770-516-0941 or toll-free at 1-800-516-0941, outside Georgia
One of our EAP professionals will be happy to assist you or your family mem-
ber in person or by telephone. All appointments are free, confidential, and vol-
untary. So why wait? Don’t let a personal problem cause you to have problems
on the job or with your family. Calling is the first step to a healthy beginning -
and a new start.
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMA-
TION. PLEASE REVIEW IT CAREFULLY.

Effective Date of Notice: April 12, 2003

This Notice of Privacy Practices (“Notice”) is made in compliance with the Standards

for Privacy of Individually Identifiable Health Information (the “Privacy Standards”) set

forth by the U.S. Department of Health and Human Services (“HHS”) pursuant to the

Health Insurance Portability and Accountability Act of 1996, as amended (‘HIPAA”).

The I.B.E.W. Local 613 and Contributing Employers Family Health Plan (the “Plan”)

is required by law to take reasonable steps to ensure the privacy of your Protected

Health Information (“PH”), as defined below, and to inform you about:

. the Plan’s uses and disclosures of PHI,

. your privacy rights with respect to your PHI;

. the Plan’s duties with respect to your PHI;

. your right to file a complaint with the Plan and with the Secretary of HHS; and

. the person or office to contact for further information about the Plan’s privacy prac-
tices

a b wNE

The term “Protected Health Information” (PHI) includes all “Individually Identifiable
Health Information” transmitted or maintained by the Plan, regardless of form (oral,
written or electronic).

The term “Individually Identifiable Health Information” means information that:

* |Is created or received by a health care provider, health plan, employer or health
care clearinghouse;

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

« Identifies the individual, or with respect to which there is a reasonable basis to
believe the information can be used to identify the individual.

Section 1. Notice of PHI Uses and Disclosures

1.1 Required PHI Disclosures

Upon your request, the Plan is required to give you access to certain PHI to inspect
and copy it and to provide you with an accounting of disclosures of PHI made by the
Plan. For further information pertaining to your rights in this regard, see Section 2 of
this Notice.

The Plan must disclose your PHI when required by the Secretary of HHS to investi-
gate or determine the Plan’s compliance with the Privacy Standards.

1.2 Permitted uses and disclosures to carry out treatment, payment and health
care operations

The Plan, its business associates, and their agents/subcontractors, if any, will use or
disclose PHI without your consent, authorization or opportunity to agree or object, to
carry out treatment, payment and health care operations. The Plan will disclose PHI
to a business associate only if the Plan receives satisfactory assurance that the busi-
ness associate will appropriately safeguard the information.

In addition, the Plan may contact you to provide information about treatment alterna-
tives or other health-related benefits and services that may be of interest to you. The
Plan will disclose PHI to The I.B.E.W. Local 613 and Contributing Employers Family
Health Plan. (“Plan Sponsor”) for purposes related to treatment, payment and health
care operations. The Plan Sponsor has amended its plan documents to protect your
PHI as required by the Privacy Standards. The Plan Sponsor will obtain an authori-
zation from you if it intends to use or disclose your PHI for purposes unrelated to treat-
ment, payment and health care operations

Treatment is the provision, coordination or management of health care and related
services by one or more health care providers. It also includes, but is not limited to,
consultations and referrals between one or more of your providers.

For example, the Plan may disclose to a treating orthodontist the name of your treat-
ing dentist so that the orthodontist may ask for your dental X-rays from the treating
dentist.
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Payment means activities undertaken by the Plan to obtain premiums or to determine
or fulfill its responsibility for coverage and provision of benefits under the Plan, or to
obtain or provide reimbursement for the provision of health care. Payment includes,
but is not limited to, actions to make eligibility or coverage determinations, billing,
claims management, collection activities, subrogation, reviews for medical necessity
and appropriateness of care, utilization review and pre-authorizations.

For example, the Plan may tell a doctor whether you are eligible for coverage or what
percentage of the bill might be paid by the Plan.

Health care operations means conducting quality assessment and improvement
activities, population-based activities relating to improving health or reducing health
care costs, contacting health care providers and patients with information about treat-
ment alternatives, reviewing the competence or qualifications of health care profes-
sionals, evaluating health plan performance, underwriting, premium rating and other
insurance activities relating to creating, renewing or replacing health insurance con-
tracts or health benefits. It also includes disease management, case management,
conducting or arranging for medical review, legal services and auditing functions
including fraud and abuse detection and compliance programs, business planning
and development, business management and general administrative activities.

For example, the Plan may use information about your claims to refer you to a dis-
ease management program, project future benefit costs or audit the accuracy of its
claims processing functions.

1.3 Uses and disclosures that require your written authorization

Your written authorization generally will be obtained before the Plan will use or dis-
close psychotherapy notes about you from your psychotherapist. Psychotherapy
notes are separately filed notes about your conversations with your mental health pro-
fessional during a counseling session. They do not include summary information
about your mental health treatment. The Plan may use and disclose such notes with-
out authorization when needed by the Plan to defend against litigation filed by you

1.4 Disclosures that require that you be given an opportunity to agree or dis-

agree prior to the disclosure

The Plan may disclose to a family member, other relative, close personal friend of

yours or any other person identified by you PHI directly relevant to such person’s

involvement with your care or payment for your health care when you are present for,

or otherwise available prior to, a disclosure and you are able to make health care deci-

sions, if:

» The Plan obtains your agreement;

» The Plan provides you with the opportunity to object to the disclosure and you fail
to do so; or

» The Plan infers from the circumstances, based upon professional judgment, that
you do not object to the disclosure.

The Plan may obtain your oral agreement or disagreement to a disclosure.

However, if you are not present, or the opportunity to agree or object to the disclosure
cannot practicably be provided because of your incapacity or an emergency circum-
stance, the Plan may, in the exercise of professional judgment, determine whether the
disclosure is in your best interests, and, if so, disclose only PHI that is directly rele-
vant to the person’s involvement with your health care.

1.5 Uses and disclosures for which authorization or opportunity to agree or
object is not required

Use and disclosure of your PHI is allowed without your authorization or opportunity to
agree or object under the following circumstances:

(&) When required by law, provided that the use or disclosure complies with and is
limited to the relevant requirements of such law.

(b) When permitted for purposes of public health activities, including disclosures to
(i) a public health authority or other appropriate government authority authorized
by law to receive reports of child abuse or neglect and (ii) a person subject to the
jurisdiction of the Food and Drug Administration (FDA) regarding an FDA-regulat-
ed product or activity for the purpose of activities related to the quality, safety or
effectiveness of such FDA-regulated product or activity, including to report prod-
uct defects, to permit product recalls and to conduct post-marketing surveillance.
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PHI also may be disclosed to a person who may have been exposed to a com-
municable disease or may otherwise be at risk of contracting or spreading a dis-
ease or condition, if authorized by law.

Except for reports of child abuse or neglect permitted by part (b) above, when
required or authorized by law, or with your agreement, the Plan may disclose PHI
about you to a government authority, including a social service or protective serv-
ices agency, if the Plan reasonably believes you to be a victim of abuse, neglect,
or domestic violence. In such case, the Plan will promptly inform you that such a
disclosure has been or will be made unless (i) the Plan believes that informing
you would place you at risk of serious harm or (ii) the Plan would be informing
your personal representative, and the Plan believes that your personal represen-
tative is responsible for the abuse, neglect or other injury, and that informing such
person would not be in your best interests. For the purposes of reporting child
abuse or neglect, it is not necessary to inform the minor that such a disclosure
has been or will be made. Disclosure generally may be made to the minor's par-
ents or other representatives although there may be circumstances under feder-
al or state law when the parents or other representatives may not be given
access to the minor’s PHI.

The Plan may disclose your PHI to a health oversight agency for oversight activ-
ities authorized by law. This includes civil, administrative or criminal investiga-
tions; inspections; licensure or disciplinary actions (for example, to investigate
complaints against providers); and other activities necessary for appropriate
oversight of: (i) the health care system, (ii) government benefit programs for
which health information is relevant to beneficiary eligibility, (i) entities subject to
government regulatory programs for which health information is needed to deter-
mine compliance with program standards, or (iv) entities subject to civil rights
laws for which health information is needed to determine compliance.

The Plan may disclose your PHI in the course of a judicial or administrative pro-
ceeding in response to an order of a court or administrative tribunal, provided that
the Plan discloses only the PHI expressly authorized by such order, or in
response to a subpoena, discovery request, or other lawful process, that is not
accompanied by an order of a court of administrative tribunal if certain conditions
are met. One of those conditions is that satisfactory assurances must be given to
the Plan that the requesting party has made a good faith attempt to provide writ-
ten notice to you, and the notice provided sufficient information about the pro-
ceeding to permit you to raise an objection, and the time to object has expired
and either no objections were raised or any objections were resolved in favor of
disclosure by the court or tribunal.

The Plan may disclose your PHI to a law enforcement official when required for
law enforcement purposes. The Plan may disclose PHI as required by law,
including laws that require the reporting of certain types of wounds. Also, the Plan
may disclose PHI in compliance with (i) a court order, court-ordered warrant, or a
subpoena or summons issued by a judicial officer, (ii) a grand jury subpoena, or
(iii) an administrative request, including an administrative subpoena or summons,
a civil or authorized investigative demand, provided certain conditions are satis-
fied. PHI may be disclosed for law enforcement purposes, including for the pur-
pose of identifying or locating a suspect, fugitive, material witness or missing per-
son. Under certain circumstances, the Plan may disclose your PHI in response
to a law enforcement official's request if you are, or are suspected to be, a victim
of a crime. Further, the Plan may disclose your PHI if it believes in good faith that
the PHI constitutes evidence of criminal conduct that occurred on the Plan’s
premises.

The Plan may disclose PHI to a coroner or medical examiner for the purpose of
identifying a deceased person, determining a cause of death or other duties as
authorized by law. Also, disclosure is permitted to funeral directors, consistent
with applicable law, as necessary to carry out their duties with respect to the
decedent.

The Plan may use or disclose PHI for research, subject to certain conditions.

When consistent with applicable law and standards of ethical conduct, the Plan
may use or disclose PHI if the Plan, in good faith, believes the use or disclosure:
(i) is necessary to prevent or lessen a serious and imminent threat to health or
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safety of a person or the public and is to person(s) able to prevent or lessen the
threat, including the target of the threat, or (i) is needed for law enforcement
authorities to identify or apprehend an individual, provided certain requirements
are met.

() When authorized by and to the extent necessary to comply with workers’ com-

pensation or other similar programs established by law.
Except as otherwise indicated in this Notice, uses and disclosures will be made only
with your written authorization, subject to your right to revoke such authorization. You
may revoke an authorization at any time, provided your revocation is done in writing,
except to the extent that the Plan has taken action in reliance upon the authorization,
or if the authorization was obtained as a condition of obtaining insurance coverage,
other law provides the insurer with the right to contest a claim under the policy or the
policy itself.

Section 2: Rights of Individuals

2.1 Right to Request Restrictions on PHI Uses and Disclosures

You may request the Plan to restrict uses and disclosures of your PHI to carry out
treatment, payment or health care operations, or to restrict disclosures to family mem-
bers, relatives, friends or other persons identified by you who are involved in your care
or payment for your care. However, the Plan is not required to agree to your request-
ed restriction.

If the Plan agrees to a requested restriction, the Plan may not use or disclose PHI in
violation of such restriction, except that, if you requested a restriction and later are in
need of emergency treatment and the restricted PHI is needed to provide the emer-
gency treatment, the Plan may use the restricted PHI, or it may disclose such infor-
mation to a health care provider, to provide such treatment to you. If restricted PHI is
disclosed to a health care provider for emergency treatment, the Plan must request
that such health care provider not further use or disclose the information.

A restriction agreed to by the Plan is not effective to prevent uses or disclosures when
required by the Secretary of HHS to investigate or determine the Plan’s compliance
with the Privacy Standards or uses or disclosures that are otherwise required by law.

The Plan may terminate its agreement to a restriction, if:

* You agree to or request the termination in writing;

* You orally agree to the termination and the oral agreement is documented; or

» The Plan informs you that it is terminating its agreement to a restriction, except that
such termination is only effective with respect to PHI created or received after the
Plan has informed you of the termination.

If the Plan agrees to a restriction, it will document the restriction by maintaining a writ-
ten or electronic record of the restriction. The record of the restriction will be retained
for six years from the date of its creation or the date when it last was in effect,
whichever is later.

You or your personal representative will be required to request restrictions on uses
and disclosures of your PHI in writing. Such requests should be addressed to the fol-
lowing individual: Karen Hubbard, c/o Zenith American Solutions, Inc., 2187 Northlake
Parkway, Building 9 Suite 106, Tucker GA 30084.

2.2 Right to Request Confidential Communications of PHI

You may request to receive communications of PHI from the Plan by alternative
means or at alternative locations if you clearly state that the disclosure of all or part of
the information to which the request pertains could endanger you. The Plan will
accommodate all such reasonable requests. However, the Plan may condition the
provision of a reasonable accommodation on:

* When appropriate, information as to how payment, if any, will be handled; and

» Specification by you of an alternative address or other method of contact.

You or your personal representative will be required to request confidential communi-
cations of your PHI in writing. Such requests should be addressed to the following
individual: Karen Hubbard, c/o Zenith American Solutions, Inc., 2187 Northlake
Parkway, Building 9 Suite 106, Tucker GA 30084.
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2.3 Right to Inspect and Copy PHI
You have a right to inspect and obtain a copy of your PHI contained in a “designated
record set,” for as long as the Plan maintains PHI in the designated record set.

“Designated Record Set” means a group of records maintained by or for a health
plan that is enrollment, payment, claims adjudication and case or medical manage-
ment record systems maintained by or for a health plan; or used in whole or in part
by or for the health plan to make decisions about individuals. Information used for
quality control or peer review analyses and not used to make decisions about individ-
uals is not in the designated record set.

The Plan will act on a request for access no later than 30 days after receipt of the
request. However, if the request for access is for PHI that is not maintained or acces-
sible to the Plan on-site, the Plan must take action no later than 60 days from the
receipt of such request. The Plan must take action as follows: if the Plan grants the
request, in whole or in part, the Plan must inform you of the acceptance and provide
the access requested. However, if the Plan denies the request, in whole or in part,
the Plan must provide you with a written denial. If the Plan cannot take action within
the required time, the Plan may extend the time for such action by no more than 30
days if the Plan, within the applicable time limit, provides you with a written statement
of the reasons for the delay and the date by which it will complete its action on the
request.

If the Plan provides access to PHI, it will provide the access requested, including
inspection or obtaining a copy, or both, of your PHI in a designated record set. The
Plan will provide you with access to the PHI in the form or format requested if it is
readily producible in such form or format; or, if it is not, in a readable hard copy form
or such other form or format as agreed to between you and the Plan. The Plan may
provide you with a summary of the PHI requested, in lieu of providing access to the
PHI or may provide an explanation of the PHI to which access has been provided in
certain circumstances. The Plan will arrange with you for a convenient time and place
to inspect or obtain a copy of the PHI, or mail a copy of the PHI at your request. If
you request a copy of PHI or agree to a summary or explanation of PHI, the Plan may
impose a reasonable, cost-based fee.

If the Plan denies access to PHI in whole or in part, the Plan will, to the extent pos-
sible, give you access to any other PHI requested, after excluding PHI as to which
the Plan has grounds to deny access. If access is denied, you or your personal rep-
resentative will be provided with a written denial setting forth the basis for the denial,
if applicable, a statement of your review rights, including a description of how you
may exercise those review rights and a description of how you may complain to the
Plan or to the Secretary of the HHS. If you request review of a decision to deny
access, the Plan will refer the request to a designated licensed health care profes-
sional for review. The reviewing official will determine, within a reasonable period of
time, whether to deny the access requested. The Plan will promptly provide you with
written notice of that determination.

If the Plan does not maintain the PHI that is the subject of your request for access,
and the Plan knows where the requested information is maintained, the Plan will
inform you where to direct the request for access.

You or your personal representative will be required to request access to your PHI in
writing. Such requests should be addressed to the following individual: Karen
Hubbard, c/o Zenith American Solutions, Inc., 2187 Northlake Parkway, Building 9
Suite 106, Tucker GA 30084.

2.4 Right to Amend PHI

You have the right to request the Plan to amend your PHI or a record about you in a
designated record set for as long as the PHI is maintained in the designated record
set.

The Plan may deny your request for amendment if it determines that the PHI or

record that is the subject of the request:

» Was not created by the Plan, unless you provide a reasonable basis to believe that
the originator of PHI is no longer available to act on the requested amendment;

« Is not part of the designated record set;

* Would not be available for your inspection under the Privacy Standards; or

« |s accurate and complete.
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The Plan has 60 days after the request is made to act on the request. A single 30-day
extension is allowed if the Plan is unable to comply within that deadline provided that
the Plan, within the original 60-day time period, gives you a written statement of the
reasons for the delay and the date by which it will complete its action on the request.
If the Plan accepts the requested amendment, the Plan will make the appropriate
amendment to the PHI or record that is the subject of the request by, at a minimum,
identifying the records in the designated record set that are affected by the amend-
ment and appending or otherwise providing a link to the location of the amendment.
The Plan will timely inform you that the amendment is accepted and obtain your iden-
tification of and agreement to have the Plan notify the relevant persons with which the
amendment needs to be shared as provided in the Privacy Standards.

If the request is denied in whole or part, the Plan must provide you with a written
denial that (i) explains the basis for the denial, (ii) sets forth your right to submit a writ-
ten statement disagreeing with the denial and how to file such a statement, (jii) states
that, if you do not submit a statement of disagreement, you may request that the Plan
provide your request for amendment and the denial with any future disclosures of the
PHI that is the subject of the amendment, and (iv) includes a description of how you
may complain to the Plan or to the Secretary of HHS. The Plan may reasonably limit
the length of a statement of disagreement. Further, the Plan may prepare a written
rebuttal to a statement of disagreement, which will be provided to you. The Plan must,
as appropriate, identify the record or PHI in the designated record set that is the sub-
ject of the disputed amendment and append or otherwise link your request for an
amendment, the Plan’s denial of the request, your statement of disagreement, if any,
and the Plan’s rebuttal, if any, to the designated record set. If a statement of disagree-
ment has been submitted, the Plan will include the above-referenced material, or, at
the Plan’s election, an accurate summary of such information, with any subsequent
disclosure of the PHI to which the disagreement relates. If you do not submit a writ-
ten statement of disagreement, the Plan must include your request for amendment
and its denial, or an accurate summary of such information with any subsequent dis-
closure of the PHI only if requested by you.

You or your personal representative will be required to request amendment to your
PHI in a designated record set in writing. Such requests should be addressed to the
following individual: Karen Hubbard, c/o Zenith American Solutions, Inc., 2187
Northlake Parkway, Building 9 Suite 106, Tucker GA 30084. All requests for amend-
ment of PHI must include a reason to support the requested amendment.

2.5 Right to Receive an Accounting of PHI Disclosures

At your request, the Plan will provide you with an accounting of disclosures by the
Plan of your PHI during the six years prior to the date on which the accounting is
requested. However, such accounting need not include PHI disclosures made: (a) to
carry out treatment, payment or health care operations; (b) to individuals about their
own PHI; (c) incident to a use or disclosure otherwise permitted or required by the
Privacy Standards; (d) pursuant to an authorization; (e) to certain persons involved in
your care or payment for your care; (f) to notify certain persons of your location, gen-
eral condition or death; (g) as part of a “Limited Data Set” (as defined in the Privacy
Standards), which largely relates to research purposes; or (h) prior to the compliance
date of April 14, 2003. You may request an accounting of disclosures for a period of
time less than six years from the date of the request.

The accounting will include disclosures of PHI that occurred during the six years (or

such shorter time period, if applicable) prior to the date of the request for an account-

ing, including disclosures to or by business associates of the Plan. Except as other-

wise provided below, for each disclosure, the accounting will include:

* The date of the disclosure;

* The name of the entity or person who received the PHI and, if known, the address
of such entity or person;

« A brief description of the PHI disclosed; and

A brief statement of the purpose of the disclosure that reasonably informs you of the
basis for the disclosure, or, in lieu of such statement, a copy of a written request for
disclosure.

If during the period covered by the accounting, the Plan has made multiple disclo-
sures of PHI to the same person or entity for a single purpose, the accounting may,
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with respect to such multiple disclosures, provide the above-referenced information
for the first disclosure; the frequency, periodicity or number of the disclosures made
during the accounting period; and the date of the last disclosure.

If during the period covered by the accounting, the Plan has made disclosures of PHI
for a particular research purpose for 50 or more individuals, the accounting may, with
respect to such disclosures for which your PHI may have been included, provide cer-
tain information as permitted by the Privacy Standards. If the Plan provides an
accounting for such research disclosures, and if it is reasonably likely that your PHI
was disclosed for such research activity, the Plan shall, at your request, assist in con-
tacting the entity that sponsored the research and the researcher.

If the accounting cannot be provided within 60 days after receipt of the request, an
additional 30 days is allowed if the individual is given a written statement of the rea-
sons for the delay and the date by which the accounting will be provided.

If you request more than one accounting within a 12-month period, the Plan will
charge a reasonable, cost-based fee for each subsequent accounting unless you
withdraw or modify the request for a subsequent accounting to avoid or reduce the
fee.

You or your personal representative will be required to request an accounting of your
PHI disclosures in writing. Such requests should be addressed to the following indi-
vidual: Karen Hubbard, c/o Zenith American Solutions, Inc., 2187 Northlake Parkway,
Building 9 Suite 106, Tucker GA 30084.

2.6 The Right To Receive a Paper Copy of This Notice Upon Request

You have a right to obtain a paper copy of this Notice upon request. To request a
paper copy of this Notice, contact the following individual: Karen Hubbard, c/o Zenith
American Solutions, Inc., 2187 Northlake Parkway, Building 9 Suite 106, Tucker GA
30084.

2.7 A Note About Personal Representatives

You may exercise your rights through a personal representative. Your personal repre-

sentative will be required to produce evidence of his/her authority to act on your behalf

before that person will be given access to your PHI or allowed to take any action for

you. Proof of such authority may include, but is not limited to, the following:

a) a power of attorney for health care purposes, notarized by a notary public;

b) a court order of appointment of the person as the conservator or guardian of the
individual; or

c¢) an individual who is the parent of a minor child.

The Plan retains discretion to deny access to your PHI to a personal representative

to provide protection to those vulnerable people who depend on others to exercise

their rights under these rules and who may be subject to abuse or neglect. This also

applies to personal representatives of minors.

Section 3: The Plan’s Duties

3.1 Notice

The Plan is required by law to maintain the privacy of PHI and to provide individuals
(participants and beneficiaries) with notice of its legal duties and privacy practices with
respect to PHI.

This Notice is effective beginning on the effective date set forth on Page 1 of this
Notice, and the Plan is required to comply with the terms of this Notice. However, the
Plan reserves the right to change the terms of this Notice and to make the new revised
notice provisions effective for all PHI that it maintains, including any PHI created,
received or maintained by the Plan prior to the date of the revised notice. If a privacy
practice is changed, a revised version of this Notice will be provided to all individuals
then covered by the Plan. If agreed upon between the Plan and you, the Plan will pro-
vide you with a revised Notice electronically. Otherwise, the Plan will mail a paper
copy of the revised Notice to your home address. In addition, the revised Notice will
be maintained on any web site maintained by the Plan to provide information about
its benefits.

Any revised version of this Notice will be distributed within 60 days of any material
change to the uses or disclosures, the individual’s rights, the duties of the Plan or
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other privacy practices stated in this Notice. Except when required by law, a material
change to any term of this Notice may not be implemented prior to the effective date
of the revised notice in which such material change is reflected.

3.2 Minimum Necessary Standard

When using or disclosing PHI or when requesting PHI from another covered entity,

the Plan will make reasonable efforts not to use, disclose or request more than the

minimum amount of PHI necessary to accomplish the intended purpose of the use,

disclosure or request, taking into consideration practical and technological limitations.

However, the minimum necessary standard will not apply in the following situations:

a) disclosures to or requests by a health care provider for treatment;

b) uses or disclosures made to the individual,

c) disclosures made to the Secretary of HHS;

d) uses or disclosures that are required by law;

e) uses or disclosures that are required for the Plan’s compliance with the Privacy
Standards; and

f) uses or disclosures made pursuant to an authorization.

This Notice does not apply to information that has been de-identified. De-identified
information is health information that does not identify an individual and with respect
to which there is no reasonable basis to believe that the information can be used to
identify an individual. It is not individually identifiable health information.

In addition, the Plan may use or disclose “summary health information” to the Plan
Sponsor for obtaining premium bids or modifying, amending or terminating the group
health plan. Summary health information summarizes the claims history, claims
expenses or type of claims experienced by individuals for whom a plan sponsor has
provided health benefits under a group health plan, and from which identifying infor-
mation has been deleted in accordance with the Privacy Standards.

Section 4: Your Right to File a Complaint With the Plan or the HHS Secretary

If you believe that your privacy rights have been violated, you may complain to the
Plan. Any complaint must be in writing and addressed to the following individual:
Karen Hubbard, c/o Zenith American Solutions, Inc., 2187 Northlake Parkway,
Building 9 Suite 106, Tucker GA 30084.

You also may file a complaint with the Secretary of the U.S. Department of Health
and Human Services, by writing to him at the following address: The Hubert H.
Humphrey Building, 200 Independence Avenue, S.W., Washington, D.C. 20201.

The Plan will not retaliate against you for filing a complaint.

Section 5: Whom to Contact at the Plan for More Information

If you have any questions regarding this Notice or the subjects addressed in it, you
may contact the following individual: Karen Hubbard, c/o Zenith American Solutions,
Inc., 2187 Northlake Parkway, Building 9 Suite 106, Tucker GA 30084 (770) 934-
3953.

Conclusion

PHI use and disclosure by the Plan is regulated by a federal law known as HIPAA.
You may find these rules at 45 Code of Federal Regulations Parts 160 and 164. This
Notice attempts to summarize the Privacy Standards. The Privacy Standards will
supersede any discrepancy between the information in this Notice and the Privacy
Standards.
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