Local 734 Welfare Fund

INTRODUCTION
To All Plan Participants:
We are pleased to provide you with this updated Summary Plan Description benefit booklet. It includes important information about your eligibility
and benefits, including all the changes made since the last booklet was
printed.
Please read this booklet carefully (have your spouse read it, too) so that
you will know what benefits are available for you and your dependents.
You should also become familiar with the “What the Plan Does Not
Cover” section starting on page 41 so that you will know what is not covered by the Plan.
We believe that this is an excellent program of health and welfare benefits. We will continue to do everything possible to maintain these benefits
and to improve upon them when the financial condition of the Fund justifies such an action.
Sincerely,
Board of Trustees

TO WRITE TO THE BOARD OF TRUSTEES - Address your letter to:
Board of Trustees
Local 734 Welfare Fund
6643 North Northwest Highway
Chicago, IL 60631-1360
TO CALL OR WRITE THE FUND OFFICE - Call (773) 594-2810, fax (773) 631-3824, or write to:
Fund Administrator
Local 734 Welfare Fund
6643 North Northwest Highway
Chicago, IL 60631-1360

The Plan is administered by the Trustees. Only the Trustees, and the Fund Administrator, subject to review by
the Trustees, have the right to interpret the Plan and regulations. The decision of the Trustees, or the Fund
Administrator, if not appealed on a timely basis, will be final and binding on all persons dealing with the Plan or
the Fund.
The Trustees have the authority to amend the terms of the Plan, including the eligibility rules, and to increase,
reduce, change or eliminate benefits or terminate the Plan at any time for any reason. All benefits of the Plan
are conditional and subject to the Trustees’ authority to change or terminate them at any time.
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IMPORTANT NOTES
ABOUT THIS BOOK - This booklet describes the program
of benefits provided by the Local 734 Welfare Fund for active
employees and qualifying retirees. It is intended to give you
an accurate summary of the benefits and provisions of the
Local 734 Welfare Fund. The Plan Document, the Trust
Agreement and insurance policies, which you can read at
the Fund Office, contain a detailed description of the rules,
regulations, benefits, and provisions of these Plans. If any
discrepancy exists between this book and the Plan documents, the provisions of the Plan documents will govern.

DONDE OBTENER AYUDA EN ENTENDER ESTE
LIBRO - Este libro contiene un resúmen en ingles de
sus derechos bajo el Plan y los beneficios disponibles
bajo el Plan del Fondo de salud del Local 734 Bakery
Drivers. Si usted tiene dificultad en entender alguna
parte de este libro, pangase en contacto con la Oficina
de Administración del Local 734, bajo el cargo del Sr.
Thomas Boehm. La dirección, numbero de telefóno y
las horas de servicio se encuentran en la parte interior
del libro.

WHERE TO GET HELP UNDERSTANDING THIS BOOK This book contains a summary in English of your Plan rights
and the benefits available under the Local 734 Welfare
Fund. If you have any difficulty understanding any part of
this book, contact the Fund Administrator, Mr. Thomas
Boehm. The address, telephone number and office hours
are shown on the inside front cover of this booklet.

PRONOUNS USED IN THIS BOOKLET - In this booklet,
the use of a masculine personal pronoun (he, him, his) includes the feminine (she, her, hers) wherever it is required.
Spouses are usually referred to in the feminine gender, but
the masculine gender applies where applicable. Also,
where the words “you” or “your” are used, it means an eligible retiree.

You Should Notify the Fund Office:
• If you change your home address.
• If you or a dependent become entitled to another group health care plan or Medicare.
• If you or a dependent become totally disabled.
• If there is any change in your family status because of marriage, birth or adoption of a child, death,
divorce or legal separation, or a dependent child losing dependent status. (Also see “COBRA Notification Responsibilities” on page 37.)

IMPORTANT NOTES
2

Local 734 Welfare Fund

TABLE OF CONTENTS
INTRODUCTION ........................................................................................................................................................ 1
IMPORTANT NOTES ................................................................................................................................................. 2
TABLE OF CONTENTS ............................................................................................................................................. 3
YOUR BCBSIL HOSPITAL/DOCTOR PPO .............................................................................................................. 5
MEDICAL CARE REVIEW PROGRAM ..................................................................................................................... 6
Hospitalizations and Surgery ............................................................................................................................... 6
Other Types of Medical Care ............................................................................................................................... 6
SCHEDULE OF BENEFITS - ACTIVE EMPLOYEE PLAN ....................................................................................... 7
SCHEDULE OF BENEFITS - RETIREE PLAN ....................................................................................................... 11
COMPREHENSIVE MEDICAL BENEFIT ................................................................................................................ 14
Overview ............................................................................................................................................................ 14
Calendar Year Deductible .................................................................................................................................. 14
Plan Co-Payment Percentages .......................................................................................................................... 14
Out-of-Pocket Limit ............................................................................................................................................ 15
Covered Medical Expenses ............................................................................................................................... 15
Preventive Care Benefits ................................................................................................................................... 19
List of Covered Preventive Services ........................................................................................................... 20
PRESCRIPTION DRUG PROGRAM ....................................................................................................................... 23
You Must Use Participating Pharmacies ............................................................................................................ 23
Your Co-Pays ..................................................................................................................................................... 23
Sav-Rx Mail-Order Program............................................................................................................................... 23
Walk-In Program (Walgreens)............................................................................................................................ 24
When Another Plan Is Primary ........................................................................................................................... 24
Prescription Drug Program Exclusions .............................................................................................................. 24
DENTAL BENEFIT ................................................................................................................................................... 25
Dental HMO Plan ............................................................................................................................................... 25
Dental PPO Plan ................................................................................................................................................ 25
Covered Dental Expenses ........................................................................................................................... 26
Dental Exclusions and Limitations ..................................................................................................................... 26
Open Enrollment Period ..................................................................................................................................... 27
VISION BENEFIT ..................................................................................................................................................... 28
WEEKLY DISABILITY BENEFIT ............................................................................................................................. 29
DEATH AND DISMEMBERMENT BENEFITS ........................................................................................................ 30
Employee Life Insurance .................................................................................................................................... 30
Employee Accidental Death and Dismemberment (AD&D) Insurance .............................................................. 31
Dependent Death and Dismemberment Benefits .............................................................................................. 31
Retiree Death Benefit ......................................................................................................................................... 32
ACTIVE PLAN ELIGIBILITY .................................................................................................................................... 33
Initial Eligibility .................................................................................................................................................... 33
Continuing Eligibility ........................................................................................................................................... 33
Eligibility During Disability .................................................................................................................................. 33
Coverage for Dependents of Military Reservists Called to Active Duty ............................................................. 33
Employee Contributions During Leave of Absence ........................................................................................... 34
Termination of Active Plan Eligibility .................................................................................................................. 34
Reinstatement of Coverage ............................................................................................................................... 34
COBRA COVERAGE ............................................................................................................................................... 36
Maximum Coverage Periods .............................................................................................................................. 36
TABLE OF CONTENTS
3

Local 734 Welfare Fund

COBRA Notification Responsibilities ................................................................................................................. 37
Benefits Under COBRA Coverage ..................................................................................................................... 37
Electing and Paying for COBRA Coverage........................................................................................................ 37
Additional COBRA Coverage Rules ................................................................................................................... 37
Termination of COBRA Coverage ...................................................................................................................... 38
If You Have Questions ....................................................................................................................................... 38
RETIREE COMPREHENSIVE PLAN ELIGIBILITY ................................................................................................. 39
COBRA Coverage for Retirees .......................................................................................................................... 39
Eligibility Requirements for the Retiree Plan...................................................................................................... 39
Benefits Payable for Eligible Retirees and Their Spouses ................................................................................ 39
Self-Payments Required .................................................................................................................................... 39
Continuing Coverage for Spouses ..................................................................................................................... 39
Termination of Retiree Plan Eligibility ................................................................................................................ 40
WHAT THE PLAN DOES NOT COVER .................................................................................................................. 41
CLAIM PROCEDURES ............................................................................................................................................ 44
How to File Claims ............................................................................................................................................. 44
Benefit Payments ............................................................................................................................................... 44
Time Limit for Filing Claims ................................................................................................................................ 44
Claim Processing Time Limits ............................................................................................................................ 44
Claim Appeal Procedure .................................................................................................................................... 45
OTHER LIMITATIONS ON YOUR BENEFITS ........................................................................................................ 48
Coordination of Benefits (C.O.B.) ...................................................................................................................... 48
Subrogation; Constructive Trust of Plan Assets ................................................................................................ 50
GENERAL PLAN PROVISIONS .............................................................................................................................. 53
Trustee Interpretation and Authority; Decisions Regarding Benefits ................................................................. 53
Length of Maternity Hospitalizations .................................................................................................................. 53
Qualified Medical Child Support Order (QMCSO) Procedures .......................................................................... 53
Women’s Health and Cancer Rights Act ............................................................................................................ 54
Altered or Forged Claims ................................................................................................................................... 54
Circumstances that May Result in Claim Denials .............................................................................................. 54
Legal Actions ...................................................................................................................................................... 54
Release of Information ....................................................................................................................................... 54
Examinations ...................................................................................................................................................... 54
Free Choice of Doctor ........................................................................................................................................ 54
Governing Law ................................................................................................................................................... 54
Workers’ Compensation Not Affected ................................................................................................................ 54
Prohibition of Retroactive Rescissions ............................................................................................................... 55
Plan Discontinuation or Termination .................................................................................................................. 55
Notice of Privacy Practices ................................................................................................................................ 55
DEFINITIONS ........................................................................................................................................................... 58
YOUR RIGHTS UNDER ERISA ............................................................................................................................... 62
INFORMATION ABOUT YOUR PLAN .................................................................................................................... 64
BOARD OF TRUSTEES .......................................................................................................................................... 65
INDEX .......................................................................................................................................................................... i

TABLE OF CONTENTS
4

Local 734 Welfare Fund

YOUR BCBSIL HOSPITAL/DOCTOR PPO
ABOUT THE BCBSIL PPO - The Trustees of your Plan
have a contract with the Blue Cross and Blue Shield of
Illinois Preferred Provider Organization (BCBSIL PPO)
which allows you and your covered dependents to receive inpatient and outpatient care from BCBSIL PPO
doctors and hospitals (“in-network providers”) at negotiated rates. You don’t have to use in-network providers—
the choice of a doctor or hospital is solely up to you.
However, if you do, both the Plan and you will save
money because of the PPO’s negotiated rates. Also,
you will save money because you will avoid the out-ofnetwork hospital penalty, and your out-of-pocket expenses will, in most cases, be lower. (In any event, the
fact that a doctor or hospital is in-network or out-of-network is not a statement as to the ability of the provider).

WHAT HAPPENS IF YOU USE AN OUT-OF-NETWORK (NON-PPO) PROVIDER
• Out-of-Network Hospitals - Each time you or a covered family member goes to an out-of-network hospital for a non-emergency inpatient stay or for nonemergency outpatient care, an additional penalty
($250 under the Active Plan and $300 under the Retiree Comprehensive Plan) will apply to the covered
medical expenses incurred for the care. This penalty
does not apply if the treatment was due to an emergency (as defined starting on page 59), or if the person lives outside the state of Illinois.
• Services Received at an In-Network Hospital Covered hospital-based services provided at an innetwork hospital will be paid as in-network claims
even if the provider is out-of-network (example, a
pathologist or radiologist).

FINDING PROVIDERS IN THE BCBSIL PPO NETWORK - For a current list of in-network hospitals or doctors near you, you can:

• Go to the BCBSIL website at www.bcbsil.com.

• *Important* Out-of-Network Surgical Facilities The Plan excludes all charges by surgical facilities
that are not in the BCBSIL PPO network.

Since In-network providers change from time to time,
you should call the provider to verify their continued participation in the BCBSIL PPO before receiving the services.

• All Other Out-of-Network Providers - When you use
a provider that is not in the BCBSIL PPO network,
your out-of-pocket share of the expenses will most
likely be higher because:

Æ A penalty will apply if you use a hospital that does
not participate in the BCBSIL PPO.

o Out-of-network providers can charge you more
than the BCBSIL negotiated rates, and you will be
responsible for the excess amounts.

• Call BCBSIL at 1 (800) 810-BLUE, or

o In addition, your co-payment percentage shares for
out-of-network hospital and doctor expenses will
not apply to your out-of-pocket limit, and the Plan
will not pay 100% for out-of-network expenses after
your out-of-pocket limit is met.

USING BCBSIL PPO PROVIDERS

• Be sure to show the doctor or hospital your BCBSIL
PPO I.D. card. Failure to show your I.D. card could
cause a delay in claim processing.
• In-network providers should not ask you to make payment up front unless you have failed to show your I.D.
card. (If you show your card and an in-network provider asks for payment, please contact the Fund Office immediately.)
Æ Because of the negotiated rates, you will not be
able to determine the amount you are responsible
for before the claim has been processed by
BCBSIL. Wait until you receive an Explanation of
Benefits showing the amount you are responsible
for before paying a bill from an in-network provider.

Æ All doctors and hospitals must send their bills directly to Blue Cross and Blue Shield of Illinois at
the address shown on your BCBSIL I.D. card.

• The rules of the Medical Care Review Program (page
6) apply whether or not the provider is in the BCBSIL
PPO network.
YOUR BCBSIL HOSPITAL/DOCTOR PPO
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MEDICAL CARE REVIEW PROGRAM
Æ PRECERTIFICATION BY MED-CARE MANAGE-

MENT DOES NOT GUARANTEE PAYMENT OF
BENEFITS. The Plan’s normal coverage rules and
limitations still apply.

CALL 1 (800) 367-1934 FOR REVIEW
Call for review and precertification of ALL:
• Acupuncture
• Chiropractic care
• Durable medical equipment
• Home health care
• Hospice care
• Hospital admissions
• Infertility-related services
• Massage therapy
• Obesity surgery
• Occupational therapy
• Physical therapy
• Podiatric (foot) surgery
• Skilled nursing facility confinements
• Sleep studies
• Speech therapy
• Surgeries
• TMJ treatment (medical or surgical)

Hospitalizations and Surgery
NON-EMERGENCIES - When your doctor recommends
surgery or a hospital admission for you or a covered family member, the following rules apply if you want to get
the maximum benefits possible:

• Med-Care must be notified as soon as the hospitalization or surgery is recommended (this applies to
both inpatient and outpatient surgery).
• Med-Care’s review and certification must be performed before the hospital admission or surgery.
Of course, the final choice about your medical care is
always up to you and your doctor.
EMERGENCIES - If you or a covered family member are
admitted to a hospital due to an emergency, Med-Care
must be contacted no later than the next business day
following the admission if you want to get the maximum
benefits possible. You, your doctor, or a family member
may make the call, but it is ultimately your responsibility
to see that the call is made.

If the Treatment is Not Precertified
If you fail to follow the rules of the Medical Care
Review Program, your benefits will be reduced or
denied as follows:
BENEFIT DENIALS - The Plan will NOT PAY
ANY benefits for the services listed above if MedCare does not certify that the treatment is medically necessary and meets the Plan’s coverage
requirements:

Other Types of Medical Care
Before receiving any care for the treatments or conditions listed in the box on the right, you or your doctor
must call Med-Care for precertification that the treatment
is medically necessary and meets the Plan’s coverage
requirements.

20% REDUCTIONS - In addition, the benefits
that would otherwise be payable for the following
expenses will be reduced by 20% if Med-Care
does determine them to be medically necessary,
but they were not PRE-certified (certified to be
medically necessary BEFORE they were incurred):
• Hospital admissions
• Surgery (20% reduction also applies if a recommended second opinion is not obtained)
• Home health care
• Occupational therapy
• Physical therapy
• Speech therapy

MEDICAL CARE REVIEW PROGRAM
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SCHEDULE OF BENEFITS - ACTIVE EMPLOYEE PLAN
The benefits shown on this Schedule apply only to persons who are eligible for the applicable benefits and are subject
to all limitations and exclusions.

DEATH AND DISMEMBERMENT BENEFITS
For employees (insured benefits):
Life insurance benefit amount ........................................................................................................................... $15,000
Accidental death & dismemberment insurance (full amount) ............................................................................ $10,000
For dependents of employees (self-funded benefits):
Death benefit for spouse and children at least age 14 days but less than 19 years ........................................... $1,000
Accidental death & dismemberment benefit (full amount) ................................................................................... $2,000

WEEKLY DISABILITY BENEFIT
(For Employees Only)
Amount of weekly benefit .............................................................................................................................................. $250
Maximum period that benefits are payable .................................................................................................. Up to 26 weeks
When disability benefits start ............................................................................................................................ 8TH day after
first day of treatment

COMPREHENSIVE MEDICAL BENEFIT
Benefit Reductions and Exclusions
Certain benefit reductions and exclusions apply when the precertification is not obtained—see page 6 for more information.
All benefits and provisions are per person unless specifically stated otherwise.
Calendar year deductible:
Per person .............................................................................................................................................................. $500
Per family (can be satisfied by 2 or more family members) ................................................................................ $1,000
Out-of-network hospital penalty ................................................................................................................................ $250
The out-of-network hospital penalty applies to each non-emergency hospital confinement and
each occurrence of non-emergency outpatient treatment in an out-of-network hospital (some
exceptions apply—see page 5). Any such deductibles are in addition to the calendar year deductibles.

SCHEDULE OF BENEFITS - ACTIVE EMPLOYEE PLAN
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Schedule of Benefits for the Active Plan (continued)
Out-of-pocket limit:
Per person ........................................................................................................................................................... $2,500
Per family (can be satisfied by 2 or more family members) ................................................................................ $5,000
Only in-network covered medical expenses apply toward your out-of-pocket limit. The calendar
year deductible also applies.
Plan co-pay/payment percentages payable per person for covered medical expenses incurred during a calendar year, until out-of-pocket limit is met ....................................................................................... 80%
Exceptions may apply. Those exceptions are noted in the “Special Benefits and Limitations”
section below.

Special Benefits and Limitations
Acupuncture .......................................................................................................................................................... 12 visits
per calendar year
Must be precertified by Med-Care.
Chair lift - Lifetime maximum benefit for purchase and installation of a chair lift that meets the
requirements stated in No. 13-i on page 17 ............................................................................................................. $10,000
Must be precertified by Med-Care.
Chiropractic care - Calendar year maximum benefit per person (includes adjustments and
manipulations. (Physical therapy, acupuncture and massage therapy have separate limitations.) ......................................................................................................................................................................... $1,500
Must be precertified by Med-Care. Calendar year deductible does not apply.
Hearing aids:
Maximum benefit payable per person ................................................................................................................ $2,500
in a 5-calendar year period
Plan co-payment percentage ................................................................................................................................. 50%
Calendar year deductible does not apply.
Massage therapy, subject to the medical necessity criteria explained on page 17 ................................................ 12 visits
per calendar year
Must be precertified by Med-Care.
Out-of-network surgical facility charges ............................................................................................................ Excluded
Physical therapy - Maximum number of allowable visits per calendar year .......................................................... 40 visits
Must be precertified by Med-Care.
Podiatry - Calendar year maximum benefit per person for all non-surgical podiatry fees ........................................... $750
Must be precertified by Med-Care. Calendar year deductible does not apply.
Preventive care as described on pages 19-22:
When provided by in-network providers ................................................................................................................ 100%
deductible does not apply
When provided by out-of-network providers ........................................................................................................... 80%
after deductible

SCHEDULE OF BENEFITS - ACTIVE EMPLOYEE PLAN
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Schedule of Benefits for the Active Plan (continued)
Second or third surgical opinions recommended by Med-Care .............................................................................. 100%
Speech therapy - Maximum benefits for habilitative speech therapy (see No. 32 on page 18):
Per calendar year ................................................................................................................................................ $1,500
Per lifetime ......................................................................................................................................................... $3,000
Must be precertified by Med-Care. Calendar year deductible does not apply.
Maximum benefit limitation does not apply to restorative speech therapy.
TMJ - Calendar year maximum benefit for non-surgical treatment (professional fees only) ........................................ $750
Must be precertified by Med-Care. Calendar year deductible does not apply.

PRESCRIPTION DRUGS
Your co-pays under the Sav-Rx drug card program for up to a 30-day supply of a covered prescription drug obtained from
a participating pharmacy, and under the Sav-Rx mail-order and Walgreens walk-in programs, are based on a percentage
of the negotiated price for the drug.
Your Co-Pay
Generic drugs ..................................................................................................................................... 10%
Formulary brand name drugs ............................................................................................................ 20%
Non-formulary brands .............................. .......................................................................................... 30%
Lifestyle drugs (see page 23 for the types of drugs in this category) ................................................. 40%
Proton pump inhibitors (such as Nexium, Prevacid and Prilosec)............................................. excluded*
Non-sedating antihistamines (such as prescription Claritin and Allegra) .................................. excluded*
There is a $5 minimum and $200 maximum on each co-pay.
If the total amount paid in co-pay percentages reach the following amounts during a calendar year, the Plan will pay
100% for the person’s (or family’s) covered prescription drug expenses during the remainder of that calendar year:
Rx Out-of-Pocket Limit
Per person ...................................................................................................................................... $3,000
Per family ....................................................................................................................................... $5,000
Generic/Brand Differential (Card, Mail and Walk-In) - If you chose a brand name drug when a generic equivalent is
available, you will be responsible for the difference in cost between the brand and the generic equivalent, in addition to
your percentage co-pay. The cost difference that you pay does not apply to the Rx out-of-pocket limit.
Prior Authorization and Clinical Review - Specialty drugs and other high-cost medications may require prior authorization by clinical personnel at Sav-Rx and/or Med-Care Management. The Plan has the right to exclude a high-cost
drug if there are less expensive but clinically appropriate alternatives available.
Out-of-network prescriptions drugs are not covered.

* PPIs and NSAHs are only covered if Med-Care pre-authorizes your use of a prescription version. See page 23 for
more information.
SCHEDULE OF BENEFITS - ACTIVE EMPLOYEE PLAN
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Schedule of Benefits for the Active Plan (continued)

VISION BENEFIT
Maximum payable per person per calendar year:
Complete vision examination ................................................................................................................................... $40
$40 maximum for exams does not apply to covered persons under age 19.
Frame ...................................................................................................................................................................... $50
Eyeglass lenses (per pair):
Single vision ......................................................................................................................................... $40 per pair
($20 each)
Bifocal................................................................................................................................................... $60 per pair
($30 each)
Trifocal.................................................................................................................................................. $70 per pair
($35 each)
Contact lenses in lieu of eyeglasses (per pair, or for all sets of disposable contacts purchased during a calendar year) ................................................................................................................................ $90

DENTAL BENEFIT
Dental HMO Plan (BlueCare Dental HMO
Deductible ............................................................................................................................................................. None
Diagnostic and preventive services (check-ups and cleanings) and x-rays ................................ Provided at no charge
All other covered dental procedures .............................................................. Provided in full after patient co-payment
shown in the DMO Plan brochure
Calendar year maximum benefit ............................................................................................................... No maximum
When you enroll in the BlueCare Dental HMO, you will be sent a certificate of coverage
with the schedule of dental services and patient co-payments.
Dental PPO Plan (Dental Network of America, a BCBSIL Subsidiary)
Calendar year deductible per person (does not apply to diagnostic and preventive care) ...................................... $50
Plan co-pay percentages of R&C allowances:
In-Network

Out-of-Network

Diagnostic and preventive ..................................................................................... 100% ................... 100%
Restorative (minor and major) ................................................................................. 90% ..................... 80%
Calendar year maximum benefit payable per person ......................................................................................... $1,500
Calendar year maximum does not apply to diagnostic and preventive services received by
persons under age 19.
Lifetime maximum benefit payable per person for orthodontia ........................................................................... $2,000

SCHEDULE OF BENEFITS - ACTIVE EMPLOYEE PLAN
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SCHEDULE OF BENEFITS - RETIREE PLAN
The benefits shown on this Schedule apply only to persons who are eligible for the applicable benefits and are subject
to all limitations and exclusions.

RETIREE DEATH BENEFIT
(For Retirees Only)
Death benefit amount benefit amount ........................................................................................................................ $1,000

COMPREHENSIVE MEDICAL BENEFIT
Benefit Reductions and Exclusions
Certain benefit reductions and exclusions apply when the precertification is not obtained—see page 6 for more information.
All benefits and provisions are per person unless specifically stated otherwise.
Calendar year deductible per person ......................................................................................................................... $500
Out-of-network hospital penalty ................................................................................................................................ $300
The out-of-network hospital penalty applies to each non-emergency hospital confinement and
each occurrence of non-emergency outpatient treatment in an out-of-network hospital (some
exceptions apply—see page 5). Any such deductibles are in addition to the calendar year deductibles.
Out-of-pocket limit per person ................................................................................................................................. $2,500
Only in-network covered medical expenses apply toward your out-of-pocket limit. The calendar
year deductible also applies.
Plan co-pay/payment percentages payable per person for covered medical expenses incurred during a calendar year, until out-of-pocket limit is met ....................................................................................... 80%
Exceptions may apply. Those exceptions are noted in the “Special Benefits and Limitations”
section below.

Special Benefits and Limitations
Acupuncture ........................................................................................................................................................... 12 visits
per calendar year
Must be precertified by Med-Care.
Chair lift - Lifetime maximum benefit for purchase and installation of a chair lift that meets the
requirements stated in No. 13-i on page 17 ............................................................................................................. $10,000
Must be precertified by Med-Care.
Chiropractic care - Calendar Year maximum benefit per person (includes adjustments and
manipulations. (Physical therapy, acupuncture and massage therapy have separate limitations.) ......................................................................................................................................................................... $1,500
Must be precertified by Med-Care. Calendar year deductible does not apply.
SCHEDULE OF BENEFITS - RETIREE PLAN
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Schedule of Benefits for the Retiree Plan (continued)
Hearing aids - Maximum benefit payable per person .................................................................................................. $500
per lifetime
Calendar year deductible does not apply.
Massage therapy, subject to the medical necessity criteria explained on page 17 ................................................ 12 visits
per calendar year
Must be precertified by Med-Care.
Out-of-network surgical facility charges ............................................................................................................ Excluded
Physical therapy - Maximum number of allowable visits per calendar year .......................................................... 40 visits
Must be precertified by Med-Care.
Podiatry - Calendar Year maximum benefit per person for all non-surgical podiatry fees ........................................... $750
Must be precertified by Med-Care. Calendar year deductible does not apply.
Preventive care as described on pages 19-22:
When provided by in-network providers ................................................................................................................ 100%
deductible does not apply
When provided by out-of-network providers ........................................................................................................... 80%
after deductible
Second or third surgical opinions recommended by Med-Care .............................................................................. 100%
Speech therapy - Maximum Benefits for habilitative speech therapy (see No. 32 on page 18):
Per calendar year ................................................................................................................................................ $1,500
Per lifetime ......................................................................................................................................................... $3,000
Must be precertified by Med-Care. Calendar year deductible does not apply.
Maximum benefit limitation does not apply to restorative speech therapy.
TMJ - Calendar year maximum benefit for non-surgical treatment (professional fees only) ........................................ $750
Must be precertified by Med-Care. Calendar year deductible does not apply.

SCHEDULE OF BENEFITS - RETIREE PLAN
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Schedule of Benefits for the Retiree Plan (continued)

PRESCRIPTION DRUGS
Your co-pays under the Sav-Rx drug card program for up to a 30-day supply of a covered prescription drug obtained
from a participating pharmacy, and under the Sav-Rx mail-order and Walgreens walk-in programs, are based on a
percentage of the negotiated price for the drug.
Your Co-Pay
Generic drugs ..................................................................................................................................... 10%
Formulary brand name drugs ............................................................................................................ 20%
Non-formulary brands .............................. .......................................................................................... 30%
Lifestyle drugs (see page 23 for the types of drugs in this category) ................................................. 40%
Proton pump inhibitors (such as Nexium, Prevacid and Prilosec) ............................................. excluded*
Non-sedating antihistamines (such as prescription Claritin and Allegra) .................................. excluded*
There is a $5 minimum and $200 maximum on each co-pay.
Prescription Drug Out-of-Pocket Limit per person calendar year $3,000
If the total amount you paid in co-pay percentages reach $3,000 for a calendar year,
the Plan will pay 100% for your covered prescription drug expenses during the remainder of that calendar year.
Generic/Brand Differential (Card, Mail and Walk-In) - If you chose a brand name drug when a generic equivalent is
available, you will be responsible for the difference in cost between the brand and the generic equivalent, in addition to
your percentage co-pay. The cost difference that you pay does not apply to the Rx out-of-pocket limit.
Prior Authorization and Clinical Review - Specialty drugs and other high-cost medications may require prior authorization by clinical personnel at Sav-Rx and/or Med-Care Management. The Plan has the right to exclude a high-cost
drug if there are less expensive but clinically appropriate alternatives available.
Out-of-network prescriptions drugs are not covered.

* PPIs and NSAHs are only covered if Med-Care pre-authorizes your use of a prescription version. See page 23 for
more information.
SCHEDULE OF BENEFITS - RETIREE PLAN
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COMPREHENSIVE MEDICAL BENEFIT
To simplify the following explanations, the term “year”
means a calendar year.

The following rules apply to satisfying calendar year deductibles:

Overview
The rules listed below apply to all of the health care benefits provided by the Plan.

1. Only charges considered to be covered medical expenses may be used to satisfy a calendar year deductible.

1. All benefit payments made by the Plan are subject to
the maximum benefit amounts and other limitations
stated on the Schedule of Benefits.

2. The calendar year deductible is waived for certain
types of treatment. Consult your Schedule of Benefits for details.

2. The Plan only pays benefits for covered expenses.

3. Once a person has satisfied his calendar year deductible during a year, it does not have to be satisfied
again during that year.

3. Except for covered preventive services, payments
are made only for medically necessary treatment that
is recommended or approved by a doctor.

4. If a person is suffering from a condition for which covered medical expenses are incurred in two or more
years, the calendar year deductible must be satisfied
in each year (except as noted in No. 5 below).

4. Charges are considered for payment only if they are
incurred while the person who incurs them is covered
under this Plan.
5. In determining the satisfaction of any deductible
amounts and the amount of benefit payments, a
charge for any service or supply is considered to
have been incurred on the date the service was rendered or on the date the supply was provided.

5. The amount of the covered medical expenses incurred during October, November and/or December
that are applied to a person’s calendar year deductible for that year will also apply toward satisfaction of
his calendar year deductible during the next calendar
year.

6. You are responsible for paying, on behalf of yourself
and your covered family members, the amounts of
any covered medical expenses used to satisfy deductibles, penalties, the percentage the Plan does
not pay, any charges that are not considered covered
medical expenses, any charges that are in excess of
the allowable charges, and amounts in excess of any
maximum benefits.

6. Family Deductible (Active Plan) - After $1,000 has
been applied to the individual calendar deductibles of
two or more covered persons in your family during a
year, your family deductible will have been satisfied.
The Plan will pay its 80% co-pay percentage of all
covered medical expenses incurred by all of your
covered family members during the rest of that year
without any further deductibles applied.

Be sure to read the exclusions and limitations in each
benefit explanation section for the type of charges not
covered under that benefit. In addition, the “What the
Plan Does Not Cover” section starting on page 41 includes a list of the types of expenses or types of treatment for which payment is limited or for which benefits
are not payable.

Plan Co-Payment Percentages
The Plan pays the following percentages of a covered
person’s covered medical expenses:
PREVENTIVE - 100% for the in-network services and
supplies shown in the list that starts on page 20. (Deductible and coinsurance apply to out-of-network services).

If a specific item is not listed as a covered expense under
any of the health care benefits explained on the following
pages, or if a specific item is not listed as excluded by
the Plan, determination of coverage or exclusion shall be
at the sole discretion of the Trustees.

SECOND SURGICAL OPINIONS - 100% (but only
when recommended by Med-Care).

Calendar Year Deductible

HEARING AIDS - 50% (Active Plan only).

The first $500 of covered medical expenses incurred by
a covered person during a year are used to satisfy his
individual deductible. The Plan makes no payment for
these expenses—you must pay them out of your own
pocket before the Plan begins paying its percentage of
your covered expenses.

ALL OTHER EXPENSES - After a covered person has
satisfied his individual calendar year deductible during a
year, and after satisfaction of any applicable out-of-net-
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work hospital penalties, the Plan pays 80% of the covered medical expenses he incurs during that year UNTIL
he reaches his $2,500 out-of-pocket limit.

if your out-of-pocket limit has been met.

OUT-OF-NETWORK HOSPITAL PENALTY - An out-ofnetwork hospital is a hospital that does not participate in
the Blue Cross and Blue Shield of Illinois Hospital PPO
Network (BCBSIL PPO).

Unless otherwise specified, the following medical expenses are covered subject to the deductible, coinsurance and other limitations shown on your Schedule of
Benefits.

If a covered person is admitted to an out-of-network hospital or receives non-surgical outpatient care in an outof-network hospital, a $250 penalty applies ($300 under
the Retiree Plan). The penalty amount is deducted from
the covered medical expenses that would otherwise be
paid at 80%, and you will be responsible for paying that
amount to the hospital. A separate penalty applies to
each hospitalization and each occurrence of outpatient
care. Some exceptions to the application of this penalty
are described on page 5.

Only allowable charges as defined on page 58 will be
recognized by the Plan as covered medical expenses. In
addition, the Plan will only cover medically necessary
treatment and supplies, unless an exception is specifically stated (such as for preventive care).

Covered Medical Expenses

Covered medical expenses include charges incurred for
the following:
1. Acupuncture - Up to 12 acupuncture sessions per
calendar year when performed by a medical doctor,
chiropractor or licensed acupuncturist. The treatment must be prescribed by a medical doctor or chiropractor. Acupuncture must be precertified by MedCare.

Note that out-of-network surgical facilities are not covered by the Plan.

Out-of-Pocket Limit
When a covered person’s deductible and co-payment
percentage shares for most covered medical expenses,
total $2,500 for a calendar year, the Plan will pay 100%
of most in-network covered medical expenses the person incurs during the remainder of that year.

2. Ambulance service for necessary transportation of
a covered person to the nearest hospital equipped to
furnish treatment for the person’s injury or sickness.

The Active Plan also has a family out-of-pocket limit.
Once two or more covered members of your family accumulate a total of $5,000 in expenses applied toward
their individual out-of-pocket limits for a calendar year,
the out-of-pocket limits for all your covered family members will be considered met for the remainder of that
year.

4. Chiropractic care up to the calendar year maximum
benefit shown on the Schedule of Benefits. “Chiropractic care” means spinal manipulations and/or adjustments, and all related therapies, except physical
therapy, massage therapy and acupuncture, which
have separate maximums and limitations. Chiropractic care must be precertified by Med-Care.

AMOUNTS THAT DON’T APPLY TO OUT-OF-POCKET
LIMITS - The following out-of-pocket amounts will not be
used to satisfy an out-of-pocket limit:

5. Clinical trials - The routine patient costs for a covered person enrolled in an approved clinical trial. An
“approved clinical trial” is defined as a Phase I, II, III
or IV clinical trial for the prevention, detection or treatment of cancer or other life-threatening condition that
is: (a) federally funded or approved; (b) conducted
under an investigational new drug application reviewed by the Food and Drug Administration; or (c) a
drug trial that is exempt from having such an investigational new drug application. A “life-threatening
condition” is any disease from which the likelihood of
death is probable unless the course of the disease is
interrupted. “Routine patient costs” include all services and supplies that are typically covered by the
Plans for persons not enrolled in clinical trials. Routine patient costs do NOT include: (a) the investigational item, device or service itself; (b) services that
are provided solely to satisfy data collection and
analysis needs, or (c) services that are clearly inconsistent with the widely accepted and established
standards of care.

3. Anesthesia and its administration.

• Charges by out-of-network providers. There are two
exceptions to this rule:
o Out-of-network emergency room charges for a true

emergency (as defined on page 59); and
o Out-of-network charges that have been negotiated

by Med-Care or another organization acting on the
Fund’s behalf;

• Out-of-network hospital penalties;
• Prescription drug co-pays (a separate out-of-pocket
limit applies to prescription drugs); or
• Charges that are not considered covered medical expenses, or expenses incurred after any maximum
benefit or limitation has been reached.
Out-of-network expenses will not be paid at 100% even
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6. Dental treatment - The following dental treatment is
covered under the medical plan when provided by a
doctor or dentist:

Care.
11. Hospice care provided by a hospital or licensed hospice agency to a terminally ill patient, as follows:

a. Treatment of accidental injury to sound natural
teeth, including the initial replacement of such
teeth;

a. Nursing care;
b. Home health aides;

b. Surgical removal of bony impacted teeth;

c. Medical social services;

c. The setting of an accidental fracture or dislocation
of the jaw, provided any such treatment is rendered within 90 days of the accident causing the
injury; and

d. Counseling services and/or psychological therapy rendered by a social worker or a psychologist, including chaplaincy;
e. Physical, occupational therapy and speech therapy;

d. Oral appliances prescribed by a doctor but provided by a dentist for the treatment of sleep apnea.

f. Non-prescription drugs used for palliative care;
medical supplies, bandages and equipment; and
drugs and biologicals used for pain and symptom
control; and

7. Durable medical equipment - Rental of a wheelchair, hospital bed or other durable medical equipment for therapeutic treatment, up to but not to exceed the cost of the equipment if it were purchased
instead of rented. If the estimated cost for the required rental period exceeds the purchase price of
the equipment, the purchase price will be considered
a covered medical expense if Med-Care and the
Fund Office provide authorization before the purchase. Before renting or purchasing medical equipment, Med-Care must certify that the equipment is
medically necessary and covered under the terms of
the Plan.

g. Skilled nursing facility short-term inpatient care to
provide respite care, palliative care, or care in periods of crisis.
Hospice care must be precertified by Med-Care.
12. Hospital services and supplies, including:
a. Hospital room and board, including intensive and
coronary care units, or other specialized or critical
care treatment;
b. Ancillary services, including operating room services, tests and medical supplies;

8. Emergency facilities - Hospital and urgent care facility services and supplies provided for emergency
treatment of accidental bodily injury, whether the
treatment is provided in or out of a hospital.

c. Outpatient services, including outpatient surgical
services at a hospital or outpatient surgical facility
(except that out-of-network surgical facilities are
excluded); and

9. Hearing aids, up to the maximum benefit shown on
the Schedule of Benefits. For the purpose of Plan
benefits, "hearing aid" means a wearable device designed for the ear. It does not include amplifiers or
other assistive listening devices such as FM systems.

d. Emergency room services when the condition being treated is an emergency as defined on page
59).
Hospitalizations must be precertified by Med-Care
(see page 6).

10. Home health care services provided by a covered
home health agency (as defined on page 60) as follows:

13. Medical supplies and devices - The following services and supplies when prescribed a doctor for
treatment, or as a result of treatment, for a covered
illness or injury:

a. Visits by a licensed nurse for the purpose of
providing part-time or intermittent nursing care;

a. Diabetic supplies (insulin and needles that are not
covered under the prescription drug program),
ostomy supplies (pouches and adhesive), and
tracheotomy care kits;

b. Visits by a home health aide for the purpose of
providing part-time or intermittent personal health
care of a medical or therapeutic nature; and
c. Visits by a professional therapist for the purpose
of providing physical, occupational or speech
therapy.

b. Oxygen and its administration;
c. Surgically-implanted devices (such as pacemakers) required to aid any impaired physical organ
or part of an organ in its natural body function.

The home health care must be prescribed by doctor,
and be in lieu of inpatient confinement. Transportation services and custodial services are not covered.
All home health care must be precertified by Med-
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18. Nutritional counseling prescribed by a physician
(M.D. or D.O.) for medical conditions for which dietary adjustments are therapeutic and appropriate.
The services must be provided by a licensed nutritionist, registered dietician or nurse.

Penile implants will be covered only if the impotence/disorder results from an organic cause, and
are limited to one implant per lifetime;
d. Blood and blood plasma and the administration of
such substances;

19. Obesity treatment - Services, treatments or surgical
procedures provided in connection with an overweight condition or condition of obesity, but only if all
of the following criteria are met:

e. Casts, splints, trusses, braces and crutches; and
f. Foot orthotics;
g. Pressure stockings, up to five pairs per calendar
year.

a. The person has a body mass index (BMI) of 40 or
higher, or a BMI of 35 to 39.9 with at least one
serious weight-related health problem such as diabetes or hypertension;

h. Wigs when purchased due to hair loss following
treatment for a covered sickness or injury, up to a
maximum allowable of $250 for all wigs purchased during the person’s lifetime; and
i.

b. The obesity is a threat to the person’s life due to
life-threatening co-morbidities such as diabetes,
hypertension, heart disease, etc.;

Chair lift to move a paraplegic or quadriplegic patient from one floor of a home to another, when
the home is owned by the patient or the family
member who provides daily care to the patient.
The chair lift must be the most cost-effective alternative available, and cannot be solely for the
patient’s or caretaker’s convenience. Precertification by Med-Care is required. Benefits are payable up to the maximum benefit shown on the
Schedule of Benefits.

c. The person has a documented history of unsuccessful weight loss attempts; and
d. The person is between the ages of 18 and 65.
20. Occupational therapy prescribed by a doctor and
rendered by a licensed occupational therapist or licensed occupational therapy assistant. The therapy
must be precertified by Med-Care.

14. Mental or nervous disorders - Inpatient treatment
at a hospital or residential treatment facility, and outpatient treatment by a doctor, psychologist or Masters-level practitioner. Inpatient care must be precertified by Med-Care.

21. Physical therapy services up to the limitation shown
on the Schedule of Benefits. The therapy must be
prescribed by a doctor and rendered by a licensed
physical therapist, physical therapy assistant or chiropractor. Physical therapy must be precertified by
Med-Care (see page 6). Visits in excess of the maximum shown on the Schedule of Benefits will be allowed only if the visits are pre-authorized by MedCare based on a thorough review of the medical evidence.

15. Massage therapy - Up to 12 massage therapy sessions per calendar year when performed by a medical doctor, chiropractor or licensed massage therapist. The therapy must be medically necessary, and
prescribed by a medical doctor or chiropractor. Massage therapy will only be covered when it is accompanied by other physical therapy modalities. Massage therapy must be precertified by Med-Care.

22. Podiatry - Non-surgical podiatry is covered up to the
calendar year maximum benefit shown on the
Schedule of Benefit. The maximum does not apply
to treatment of a metabolic or peripheral vascular disease. Surgical podiatry is covered if it is precertified
by Med-Care. Reminder: the Plan excludes charges
by outpatient surgical facilities that are not in the
BCBSIL PPO network.

16. Midwives’ services for prenatal care, delivery, and
postnatal care, subject to the following:
a. The midwife must be specialty-certified by the appropriate state agency; and
b. If the sum of the charges made for the midwife's
services plus any necessary doctors’ services exceeds the amount of charges that would have
been incurred if the entire maternity process had
been handled by a doctor, covered medical expenses will be limited to the charges that would
have been covered if the entire maternity process
had been handled by a doctor.

23. Post-cataract lenses - The first pair of contact
lenses or eyeglasses required immediately after cataract surgery.
24. Pregnancy care, including necessary prenatal and
postnatal care. Abortions are also covered.
25. Preventive services as described in the “Preventive
Benefits” section starting on page 19.

17. Nursing services by a licensed nurse when prescribed a doctor.

26. Professional medical services provided in or out of
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a hospital for surgery, second surgical opinions, anesthesiology, radiology, pathology, and other medical care and treatment. Services must be rendered
by a licensed, qualified medical professional acting
within the scope of his or her license and specialty.
The Plan covers professional services by the following types of licensed (if licensing is required pursuant
to applicable state or local law) medical practitioners,
but only if the service they are providing is covered
by the Plan:

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

traumatic injuries sustained as a result of an accident, provided the first treatment is rendered
within 90 days of the date of the accident;
c. Breast reconstruction following breast cancer
surgery, including reconstruction of the non-affected breast to achieve a symmetrical appearance; and
d. Other reconstructive surgery performed in connection with or following surgery performed in
connection with an injury or sickness.

acupuncturist
chiropractor
dentist and oral surgeon
home health care agency
hospice agency
nutritionist
massage therapist
medical doctor (M.D. or D.O.)
mental health/substance abuse practitioner with
Master’s degree
medical supply/durable medical equipment supplier
midwife
nurse, including registered nurse, licensed practical nurse and advanced practice nurse
occupational therapist or occupational therapy
assistant
optometrist
physical therapist or physical therapy assistant
physician’s assistant
podiatrist
psychologist
speech or speech-language therapist

30. Skilled nursing facility confinements when precertified by Med-Care.
31. Sleep studies, when medically necessary, or when
required as part of a Department of Transportation
physical for an active employee. Sleep studies must
be precertified by Med-Care.
32. Speech therapy by a licensed speech therapist to
restore speech lost due to an accident or injury. Habilitative speech therapy is subject to the imitations
stated on the Schedule of Benefits. Habilitative
speech therapy is not covered if it is educational or
for a non-pervasive developmental delay. Speech
therapy must be precertified by Med-Care (see
page 6).
33. Substance abuse treatment - Inpatient, intensive
outpatient and regular outpatient treatment provided
by a hospital, a substance abuse treatment facility,
an M.D. or a licensed Masters-level substance abuse
practitioner. Inpatient and residential care must be
precertified by Med-Care.

The Trustees may, at their discretion, cover services
by other licensed providers if they determine that the
other provider has comparable training and certification to the providers listed above, and that the service
being provided is within the scope of the unlisted provider’s license and clinical training.

34. Surgical facilities - Facility services and supplies
provided in connection with surgery, whether the surgery is performed in or out of a hospital. The Plan
excludes charges by outpatient surgical facilities that
are not in the BCBSIL PPO network.
Surgery must be precertified by Med-Care (see
page 6).

Note: The Plan excludes treatment that is not the
normal standard of care, including but not limited to
alternative, complimentary and non-standard treatments.

35. Transplant donor expenses for an organ or tissue
transplant covered by the Plan for a recipient who is
eligible for benefits. Covered expenses are limited to
the hospital and physician charges for removal of the
organ, and necessary pre- and post-operative care.

27. Prosthetic devices for initial replacement of natural
limbs or eyes, including breast prostheses following
mastectomy and up to three prosthetic bras per calendar year.

36. Urgent treatment at a licensed urgent care facility.

28. Radiation therapy and chemotherapy.

37. Voluntary sterilization procedures (for employees
and spouses only) such as vasectomies and tubal ligations .

29. Reconstructive surgery, but only as follows:
a. For correction of congenital defects of a child
(children of active employees only);

38. X-Ray and laboratory examinations made for diagnostic purposes in connection with therapeutic treatment, including radiology and pathology studies.

b. For the correction of defects incurred through
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Preventive Care Benefits
The Plan covers a wide range of preventive services designed to keep participants and dependents healthy.
Benefits for the preventive services will be paid as follows:

• 100% with no deductible when you use an in-network
(Blue Cross Blue Shield PPO) provider.
• 80% subject to the calendar year deductible for outof-network (non-PPO) services. If there is no available network provider, the 100% level will be paid for
out-of-network services (up to the reasonable and
customary charge).
• Covered immunizations can also be obtained at a participating Sav-Rx pharmacy at no cost to you, and with
no claims to file, if you show the pharmacist your SavRx card.
• You can also use your Sav-Rx card to obtain the pharmacy products covered under this benefit, including
products covered at 100% with no deductible.
The services covered under this benefit are based on
the following recommendations and are subject to
change:

• United States Preventive Services Task Force (services/items with a rating of A or B);
• Immunizations recommendation from the Advisory
Committee on Immunization Practices and adopted
by the Centers for Disease Control and Prevention;
and
• With respect to infants, children, adolescents and
women, evidence-informed preventive care and
screenings provided for in comprehensive guidelines
supported by the Health Resources and Services Administration.
The list of covered services and supplies starts on the
following page. This list is subject to change based on
determinations made by the federal agencies responsible for these recommendations.
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List of Covered Preventive Services
CHILDREN (0 THROUGH 18 YEARS)
Covered Service or Supply

Frequency

Alcohol/drug assessment
Anticipatory guidance
Autism screening
Behavioral assessment
Cervical dysplasia screening
Developmental screening
Dyslipidemia screening
Health history
Hemoglobin screening
Lead screening
Measurements, including height, weight, BMI, blood pressure, etc.
Metabolic screening
Oral health risk assessment
Physician examination
Sensory (vision and hearing) screening
STI/HIV screening
Tuberculin (TB) test
Depression screening (children age 12 and older)
Fluoride varnish to primary teeth for children under age 5
Hepatitis B screening for high risk adolescents
HIV screening (children age 11 and older)
Newborn screenings for hemoglobinopathies, hearing loss, hypothyroidism, phenylketonuria (PKU), and heritable disorders (as recommended by the Uniform
Panel of the Secretary's Advisory Committee on Heritable Disorders in Newborns
and Children that went into effect May 21, 2010)
Obesity screening and counseling (children age 6+)
Sexually transmitted disease screening and counseling (adolescents)
Skin cancer behavioral counseling (age 10+)
Tobacco use education and brief counseling to prevent initiation of tobacco use in
school-aged children and adolescents
Visual acuity screening (children <5 years)

as recommended by the American Academy of
Pediatrics and Bright Futures

as determined by patient’s physician
one per lifetime
as determined by patient’s physician
as determined by patient’s physician
one each per lifetime
as determined by patient’s physician
as determined by patient’s physician
one per lifetime
one per lifetime
one per calendar year

Pharmacy Products
Iron supplements (children age 6-12 months at increased risk for anemia)
Oral fluoride (children 6 months+ if water source deficient in fluoride)
Prophylactic medication for gonorrhea (newborns)

as prescribed by patient’s physician - generics
only
as prescribed through age 5
once per lifetime
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ADULTS (AGE 19 AND OLDER)
Covered Service or Supply
Abdominal aortic aneurysm ultrasound screening (men age 65-75 who smoke(d))
Alcohol misuse - brief behavior counseling
Blood pressure screening
Cholesterol screening (men age 35+, or age 20+ if increased risk; women age
45+, or age 20+ if increased risk)
Colorectal cancer screening (adults age 50-75), including colorectal exams, flexible sigmoidoscopies, barium enemas, and colonoscopies
Depression screening
Diabetes screening (adults with blood pressure greater than 135/80)

Frequency
as determined by patient’s physician
as determined by patient’s physician
one per calendar year

Diet & activity counseling for adults at risk for cardiovascular disease

as determined by patient’s physician

Hepatitis B and Hepatitis C screening for persons at high risk
HIV screening
Lung cancer screening with low-dose CT for ages 55+ with history of smoking
Obesity screening and counseling
Sexually transmitted infections counseling (adults at increased risk)
Skin cancer behavioral counseling (to age 24)
Syphilis screening (persons at increased risk)

as determined by patient’s physician
as determined by patient’s physician
one per calendar year
as determined by patient’s physician
as determined by patient’s physician
one per lifetime
one per calendar year
two 90-day attempts per calendar year, consisting of four 10-minute counseling sessions

Tobacco use interventions

one per calendar year
within the age and frequency guidelines established by the American Cancer Society
as determined by patient’s physician
one per calendar year

Additional Local 734 Fund Adult Preventive Benefits
PSA test (men)

one per calendar year

Routine physical exam, including medically appropriate routine screening tests not
already listed above

once per year

Pharmacy Products
Aspirin to prevent cardiovascular disease (men age 45-79; women age 55-79),
when prescribed by physician
Bowel preps for a covered preventive colonoscopy
Tobacco use interventions
Vitamin D supplements (age 65 and over)

as prescribed by physician - generics only
as prescribed - generics and OTCs only
physician-prescribed medications for two 90day quit attempts per year - generics, OTCs
and Chantix
as prescribed by physician - generics only

FEMALES
Breastfeeding support, supplies (including rental of breast pump), and counseling
BRCA testing and counseling (women with a family history of BRCA 1 or BRCA 2
risk factors)
Breast cancer screening (women age 40+)
Cervical cancer screening
Chlamydial infection screening (women age 24 or younger or at increased risk)
Contraception (non-oral) - FDA-approved contraceptive methods for women (IUDs,
Depo Provera, etc.) that require a prescription, excluding birth control pills, which
are covered as described below, but including surgical sterilizations. Doctor must
provide or prescribe. Also applies if purchased at a pharmacy.

as needed, including 6 visits with lactation specialist (breast pump limited to reasonable and
customary limits. For example, the purchase
price limit is $325)
once per lifetime
one per calendar year
one per calendar year
one per calendar year
as prescribed by patient’s physician
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Contraceptive counseling, including patient education
Domestic and interpersonal violence screening and counseling
Gonorrhea screening (women at increased risk)
HPV DNA testing
Mammograms (women age 40+)
Osteoporosis (women age 60; age 55 if increased risk of osteoporotic fractures)
Prenatal and preconception care. “Prenatal care” means routine doctor visits, and
does not include delivery, tests, ultrasounds or care for high risk pregnancies.
Prenatal screening for anemia, bacteriuria, gestational diabetes, Hepatitis B, HIV
and other infections, Rh incompatibility and syphilis
Well-woman preventive care visits to obtain the recommended preventive services
that are age and developmentally appropriate

one office visit per calendar year
one per calendar year
one per calendar year
every three years starting at age 30
one per calendar year
as determined by patient’s physician
as appropriate
one each per pregnancy
one per calendar year

Pharmacy Products
Aspirin to prevent preeclampsia for pregnant women at high risk
Breast cancer chemoprevention drugs (women age 35 and over at high risk)
Folic acid supplements (women capable of pregnancy)
Oral contraception—FDA-approved oral medications (birth control pills)—as
prescribed. Doctor’s written prescription required.

as prescribed by physician - generics only
as prescribed by physician - generics only
0.4 to 0.8 mg (400 - 800 μg) per day
as prescribed. Generics and brands without
generic equivalents = 100% retail and mail; all
others = regular co-pays apply

IMMUNIZATIONS (ADULTS & CHILDREN)
Covered Immunization

Frequency

Diphtheria, tetanus and pertussis (DtaP)

As recommended by the Advisory Committee on Immunization Practices
(ACIP) and that have been adopted by the Director of the Centers for Disease
Control and Prevention, including:

Hepatitis A (HepA)
Hepatitis B (HepB)
Human papillomavirus (HPV)
Influenza (seasonal)
Influenza type B (Hib)
Measles, mumps & rubella (MMR)

y Recommended Immunization Schedule for Persons Aged 0 Through 6
Years
y Recommended Immunization Schedule for Persons Aged 7 Through 18
Years

Meningococcal (MCV)

y Catch-up Immunization Schedule for Persons Aged 4 Months Through 18
Years Who Start Late or Who Are More Than 1 Month Behind

Pneumococcal (PCV/PPSV)

y Recommended Adult Immunization Schedule

Polio (IPV)
Rotavirus (RV)

Note: Immunizations for work and travel purposes are not covered.

Varicella
Zoster (shingles)
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PRESCRIPTION DRUG PROGRAM
Your prescription drug program consists of:

• Weight-loss drugs (for participants who meet the criteria stated on page 17).

• The Sav-Rx drug card program for short-term or acute
drugs. Acute drugs are medications such as antibiotics and pain relievers that a covered person takes for
a short time. These drugs are usually prescribed in
quantities of 30-days or less.

• If pre-authorized by Med-Care: proton-pump inhibitors (PPIs) such as Nexium, Prevacid and Prilosec.
• If pre-authorized by Med-Care: non-sedating antihistamines (NSAHs) such as prescription Claritin and Allegra.

• The Sav-Rx mail-order program and the Walgreens
walk-in program cover long-term or maintenance
drugs. These are drugs taken on an ongoing basis
for more than 30 days.

PPIs and NSAHs are not covered unless Med-Care has
reviewed them for medical necessity and pre-authorized
their purchase. It will rarely be medically necessary for
a patient to use a prescription PPI or NSAH because
there are effective over-the-counter (OTC) versions
available. If Med-Care pre-authorizes a PPI or NSAH,
Plan benefits will be paid the same as any other lifestyle
drug.

The prescription drug program is completely separate
from the Comprehensive Medical Benefit (your medical
benefit). Your pharmacy co-pays do not apply to your
out-of-pocket limit amount under the Comprehensive
Medical Benefit.

You Must Use Participating Pharmacies

YOU PAY EXTRA IF YOU DON’T ALLOW GENERIC
SUBSTITUTION - If you chose a brand name drug when
a generic equivalent is available, you will be responsible
for the difference in cost between the brand name drug
and the generic equivalent in addition to your co-pay.
The cost difference that you pay does not apply to the
Rx out-of-pocket limit.

When you (or a covered dependent) have a prescription
to be filled, the prescription must be filled by a pharmacy
that participates in the drug card program, or at the SavRx mail order pharmacy.
Be sure to show your drug card to the pharmacist at the
time the prescription is filled.

PRIOR AUTHORIZATION AND CLINICAL REVIEW Specialty drugs and other high-cost medications may require prior authorization by clinical personnel at Sav-Rx
and/or Med-Care Management. The Plan may exclude
a drug if there are less expensive but clinically appropriate alternatives available, or if the drug therapy is experimental (unproven), off-label, or not medically necessary
or appropriate.

Æ The Plan pays no benefits for prescriptions filled by
pharmacies that do not participate in the prescription
drug program.

Your Co-Pays
You pay the following percentage co-pays for your covered prescription drug charges. The same percentages
apply to retail, mail and Walgreens walk-in purchases:

•
•
•
•
•

OUT-OF-POCKET LIMIT - If the amount of a covered
person’s prescription drug co-pays total $3,000 during a
calendar year, the Plan will pay 100% of the cost of that
person’s covered prescription drugs during the remainder of that year.

generics ........................... 10%
formulary brands.............. 20%
non-formulary brands ...... 30%
lifestyle drugs................... 40%
all drugs ........................... $5 minimum/
$200 maximum co-pay

A $5,000-per-year family out-of-pocket limit applies to
the Active Plan. The Plan’s payment percentage will increase to 100% for you and your dependents during the
remainder of a calendar year during which two or more
family members have $5,000 applied to their individual
limits. (The family out-of-pocket limit does not apply to
the Retiree Plan, since children are not covered under
that plan.)

A formulary is a list of brand name drugs that have been
evaluated by physicians and pharmacists, and have
been determined to be the most effective treatments for
most patients. These drugs have also been determined
to be reasonably priced.
Lifestyle drugs are:

Sav-Rx Mail-Order Program

• Erectile dysfunction drugs such as Viagra, regardless
of the type or reason prescribed. (Note that “on-demand” erectile dysfunction drugs are limited to 72
doses per calendar year.)

If you or a covered dependent need more than two refills
for a short-term prescription, or if a prescription is for a
long-term or maintenance drug, you should use the mailorder program.

PRESCRIPTION DRUG PROGRAM
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If your doctor prescribes a new medication to be taken
for more than 30 days, ask him to give you two prescriptions:

Dispensing time limits and days supply limits may also
apply. For example, you cannot purchase a refill until
75% of the prior supply has been used. Other limits may
be based on the manufacturer’s recommended dosage
and duration of therapy, FDA recommendations, federal
or state law, or clinical determinations made by Sav-Rx.

• One for up to a 30-day supply that you can fill under
the drug card program for immediate use, and
• One for up to a 90-day supply that you can have filled
through the mail-order program.

Æ If you have any questions about your prescription
drug program, call Sav-Rx toll-free at 1 (800) 2283108. You should also call Sav-Rx if you need a prescription drug card, a list of participating pharmacies
or a formulary list. The list will be provided at no cost.

Viagra and similar prescription erectile dysfunction
drugs are covered under the mail-order program only if
the drugs are determined by the Fund Office to be medically necessary. With respect to erectile dysfunction
drugs, “medically necessary” means that the patient’s
impotence is caused by an underlying physical condition
such as diabetes, a non-occupational injury, or a circulatory or neurological disorder. Pre-approval must be
obtained from the Fund Office before Sav-Rx will fill the
prescription. If pre-approval has been obtained, you can
obtain the quantity of drugs prescribed up to a maximum
of 72 tablets per calendar year.

Walk-In Program (Walgreens)
The Plan and Sav-Rx have a special arrangement with
Walgreens that allows you to purchase your long-term
and maintenance medications at any local Walgreens.
Your Sav-Rx prescription card must be shown to the
Walgreens pharmacist at the time the prescription is
filled. All the other rules applicable to the regular mailorder program apply to the walk-in program.

When Another Plan Is Primary
If your dependent spouse or child has primary coverage
for drugs under another insurance plan, they are not entitled to obtain prescription drugs under the drug card
program.

Prescription Drug Program Exclusions
Except for certain diabetic drugs and supplies, only “legend” drugs may be obtained through this program. Legend drugs are those that can be obtained only with a
doctor’s prescription.
In addition, the Plan excludes:
1. More than 72 doses of oral erectile dysfunction drugs
per calendar year.
2. Proton pump inhibitors or non-sedating anti-histamines (except as explained on page 23).
3. Drugs purchased at a pharmacy that does not participate in the Sav-Rx network.
4. Drugs that do not require a physician’s prescription.
5. Drugs for the types of treatment which are excluded
under “What the Plan Does Not Cover” starting on
page 41.
PRESCRIPTION DRUG PROGRAM
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DENTAL BENEFIT
DENTAL BENEFITS ARE NOT PROVIDED FOR RETIREES AND THEIR SPOUSES.

THE PLAN OFFERS TWO TYPES OF DENTAL PROGRAMS. You can choose to enroll in the Dental
HMO Plan provided by BlueCare or you can receive your dental benefits under the Dental PPO Plan
provided by Dental Network of America, a Blue Cross Blue Shield of Illinois subsidiary.
Æ YOU CAN ONLY SWITCH DENTAL PLANS DURING THE MONTH OF AUGUST (see page 27).

If you enroll in the Dental HMO Plan, you can call your
selected dentist (named on your enrollment application
form) for an appointment.

Dental HMO Plan
The Dental HMO Plan is provided through the BlueCare

Dental HMO. BlueCare has arranged a network of general dentists who will provide the stated HMO covered
dental services to individuals who enroll in the HMO.

If you must miss an appointment, be sure to call and cancel it. If 24-hour notice of cancellation is not provided,
the HMO dentist may charge you for the missed appointment, and there is no coverage for a missed appointment charge.

• The Dental HMO Plan has no deductibles and no
yearly maximums. There is no charge to you for diagnostic and preventive services (check-ups, cleanings and x-rays). You pay the HMO dentist a co-payment for any other required dental care.

Dental PPO Plan

• When you enroll in the Dental HMO, you will receive
a certificate of coverage that explains your co-pays,
and includes a list of limitations and exclusions.

If you choose not to enroll in the Dental HMO Plan, you
and your covered dependents will receive your dental
benefits under the Dental PPO Plan. You and your covered dependents can go to any dentists you choose to
receive your dental care. Your benefits are paid according to the Schedule of Benefits and as explained below.
You or your dentist must file claims with the Fund Office
for dental benefits the same as you do for medical benefits.

• You don’t have to submit claims to the Fund Office. If
you or your covered dependents need dental procedures that require a co-payment from you, you pay the
co-payment amount directly to the HMO dentist.
• When you enroll in the Dental HMO Plan, all family
members are covered under the Dental HMO Plan.
You can’t split family coverage between the Dental
HMO Plan and the Dental PPO Plan.

There is no enrollment involved if you want to receive
your dental benefits under the Dental PPO Plan. If you
are covered under the Dental PPO Plan and want to
switch to the Dental HMO Plan, you can do so during an
annual open enrollment period.

• After enrolling in the Dental HMO Plan, in order to receive covered benefits you and your covered dependents must use the dentist(s) you listed on your enrollment application form. If you or any family members
want to change HMO dentists, you can do so by following the instructions in your Dental HMO Plan brochure or call the Dental HMO Plan customer service
department at 1 (800) 323-7201.

PAYMENT OF BENEFITS - Covered preventive and diagnostic dental services are paid at 100% in- or out-ofnetwork. Restorative services are paid at 90% in-network and 80% out-of-network. A $50 deductible applies
to restorative services each year. Benefits are limited to
a maximum of $1,500 each calendar year for all in-network and out-of-network preventive and restorative services. You are responsible for paying amounts not paid
by the Plan.

Once you have enrolled in the Dental HMO Plan, you
must stay in that plan at least until the next open enrollment period. During August of each year, you will be
given an opportunity to switch to the Dental PPO Plan if
you wish to do so (see “Open Enrollment Period” on
page 27). Your election will become effective on September 1.

The $1,500 annual benefit maximum does not apply to
covered preventive and diagnostic services for persons
ages 0-18.
Orthodontia is paid at 80% up to a lifetime maximum
benefit of $2,000.
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COVERED DENTAL EXPENSES

denture, bridgework and/or dental appliance which
was previously supplied under either the Dental HMO
Plan or Dental PPO Plan.

“Covered dental expenses” are the reasonable and customary charges incurred by a covered person for the services and supplies listed below which are necessary for
the treatment of a non-occupational dental condition.

3. Duplicate prosthetic devices or any other duplicate
appliances.

Charges will be considered “reasonable and customary”
only to the extent that they are the usual, reasonable and
customary charges made for services and supplies customarily employed for treatment of that particular dental
condition. They must be rendered in accordance with
accepted standards of dental practice, be performed by
a licensed dentist (except for services legally performed
by a dental hygienist), and be received while the person
is eligible for benefits under the Dental PPO Plan.
1. Diagnostic and preventive
charges made for the following:

services

4. Replacement of a denture unless there has been five
years since the installation of the previous denture.
5. Prosthetic devices, including bridges and crowns,
and their installation, that are ordered while a person
is not eligible for dental benefits.
6. Services pertaining to the temporomandibular joint
(TMJ). (The Plan covers TMJ under the Comprehensive Medical Benefit.)

include

7. Any cosmetic or beautifying procedure.

• Routine oral examinations, diagnosis and preparation of reports
• Prophylaxis (scaling and cleaning of teeth) Application of sodium or stannous fluoride Dental xrays as necessary
• Sealants
• Space maintainers

8. Any elective or experimental procedure.
9. Implantation.
10. Setting of fractures or dislocations; or treatment of
malignancies, cysts, or neoplasm or congenital malformations.

2. Restorative services include charges made for the
following:

•
•
•
•
•
•

11. Services or supplies which are provided by anyone
other than a dentist, except for cleaning and scaling
of teeth performed by a licensed dental hygienist under the supervision and direction of a dentist.

Extractions
Fillings
Oral surgery
Crowns
Partial and complete bridges and dentures
Periodontal treatment

12. Services which, in the opinion of the attending dentist, are not necessary for the patient’s dental health.

The list shown above is only a partial list of covered
services. If you want to find out if coverage is provided for a particular service that is not listed, contact
the Fund Office.

13. Services for injuries or conditions which are covered
under Workers’ Compensation or Employer’s Liability laws; or services which are provided without cost
to the person by any municipality, county, or other
political subdivision (this exclusion does not apply to
services covered by Medicaid).

3. Orthodontia includes charges made for services
and supplies provided by a dentist for necessary orthodontic treatment.

14. Prescription and non-prescription drugs; or pharmacological regimens.
15. Any services, supplies or types of treatment for which
no benefits are payable under the Plan as a whole as
stated in the “What the Plan Does Not Cover” starting
on page 50.

Dental Exclusions and Limitations
The following exclusions apply to the Dental PPO Plan
only. The HMO Plan exclusions are in the Blue-Care
HMO certificate of coverage

WHEN DENTAL CHARGES ARE CONSIDERED INCURRED - For payment purposes, treatment is considered incurred on the date the service is provided, except
that:

No dental benefits will be provided for any of the following:
1. Services or supplies for which benefits are paid under
the Comprehensive Medical Benefit (for example,
hospital services for dental work that cannot be performed in a dental office).

• For full or partial dentures, when the impression is
taken for the appliances.
• For root canal therapy, when the tooth is opened.

2. Replacement of a lost, stolen, damaged or missing
DENTAL BENEFIT
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• For fixed bridgework, crowns and other gold restorations, when the tooth is first prepared.

Open Enrollment Period
August 1 - August 31
There is an open enrollment period during August of
each year during which you can switch dental plans if
you wish. You can request a packet of materials about
the BlueCare Dental HMO Plan, an enrollment application form, a Change of Status form and a letter explaining how to make the change. (Information packets and
enrollment applications are only mailed upon request.)

•

If you want to change from the PPO to the HMO Plan,
you must fill out the enrollment application form and
return it to the Fund Office between August 1 and
August 31.

•

If you want to change from the HMO to the PPO Plan,
you must send a written request to the Fund Office
between August 1 and August 31. Your letter should
state that you want to drop the HMO coverage.

Æ If you do not do anything to change dental plans during the August open enrollment period, you and your
covered dependents will continue to be covered under your current dental program.
If you change dental plans, the change will become effective September 1.
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VISION BENEFIT
VISION BENEFITS ARE NOT PROVIDED FOR RETIREES AND THEIR SPOUSES.

PAYMENT OF VISION BENEFITS - If a covered person
incurs covered vision expenses, benefits will be payable
up to the maximum benefit allowable shown below:
Complete vision exam

$40*

Frame

$50

VISION BENEFIT EXCLUSIONS AND LIMITATIONS
1. Supplies that were ordered while a person was not
covered under this Plan.
2. Services or supplies for which benefits are payable
under the Comprehensive Medical Benefit; or for
medical or surgical treatment.

Eyeglass lenses:
Single vision

$40 per pair
$20 each)

Bifocal

$60 per pair
($30 each)

Trifocal

$70 per pair
($35 each)

Contact lenses in lieu of
eyeglasses

$90 per pair, or for all
sets per year

Frequency period

Calendar year

3. Duplicate or spare eyeglasses, lenses or frames; or
two pair of glasses in lieu of bifocals; or replacement
of lost, stolen or broken lenses and/or frames which
are furnished under this Plan, except at the normal
intervals when such services and supplies are otherwise available.
4. Special procedures, such as orthoptics or vision
training; or special supplies, such as subnormal vision aids; or any professional services or materials
connected with aniseikonic lenses, multifocal plastic
lenses, coated lenses, no-line bifocals (blended
type), non-prescription lenses, or plain or prescription sunglasses (tinted lenses with a tint higher than
#2 are considered sunglasses).

* $40 maximum for exams does not apply to covered
persons under age 19.
To be considered “covered vision expenses,” charges
for services and supplies must be provided by an optometrist or an ophthalmologist who is legally qualified and
licensed to practice his trade or profession by the appropriate governmental authority and who is performing services within the scope of his specialty.

5. Any eye examination required: (a) by an employer
as a condition of employment which the employer is
required to provide under the terms of a labor agreement; or (b) by a government body.

COVERED VISION EXPENSES - Covered vision expenses include the reasonable and customary charges
made for the following:

6. More than one visual analysis during a calendar
year, or for more than two lenses during a calendar
year, or for more than one frame during a calendar
year.

1. Examination - A complete visual analysis once in a
calendar year, including case history and refraction
and the prescription of glasses where indicated. Benefits are payable only when eye refraction is performed.

7. Charges in excess of any maximum benefit stated on
the Schedule of Benefits.
8. Any services, supplies or types of treatment for which
no benefits are payable under the Plan as a whole as
stated in the “What the Plan Does Not Cover” starting
on page 41.

2. Lenses - Up to two lenses per calendar year. During
any one year, you can receive eyeglass lenses or
contact lenses, but not both.
3. Frame - One frame per calendar year.
4. Contacts - The Plan will pay up to the contact lens
allowance on the Schedule of Benefits for contact
lenses received in lieu of eyeglasses. Only one allowance is payable each year, even if you purchase
multiple sets of contacts in a year. The Plan will not
pay the contact lens allowance and the eyeglass allowance in the same calendar year.
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WEEKLY DISABILITY BENEFIT
DISABILITY BENEFITS ARE PROVIDED FOR ACTIVE EMPLOYEE ONLY.
WEEKLY DISABILITY BENEFIT EXCLUSIONS AND
LIMITATIONS - No payments will be made under this
benefit for:

Weekly benefits are payable if you become totally disabled while you are an active employee who is eligible for
Plan benefits. Weekly Disability Benefits are not provided for retirees, dependents, or employees covered
under COBRA coverage.

1. Any disability resulting from sickness or accidental
injury for which you are not under the direct care of a
doctor (other than a chiropractor); or

DEFINITION OF “TOTAL DISABILITY” - For the purpose of these benefits “totally disabled” means that you
are completely and continuously prevented from performing any and every duty of your occupation or employment, as certified by a medical doctor (M.D. or
D.O. ONLY). You will only be considered totally disabled if and while you are under the care of a doctor. A
disability which is due to maternity or pregnancy or pregnancy-related conditions is considered a disability due to
a sickness.

2. Any disability resulting from accidental injury or sickness for which you are entitled to benefits under any
Workers’ Compensation Law, Occupational Diseases Law or similar law, or which arises out of or in
the course of any employment for compensation,
wages or profit.
Æ The Fund must withhold certain taxes from your
weekly benefits. You should consult a competent
tax advisor regarding further tax obligations with
respect to receipt of Weekly Disability Benefits.

AMOUNT OF BENEFITS - The amount of the weekly
benefit is $250. If you are disabled for a part of a week,
you will receive one-seventh of that amount per day.
WHEN BENEFITS START - Benefits will begin on the
eighth day of disability for injuries, sicknesses and pregnancy, counting from the day you first receive treatment
for the disability.
DURATION OF BENEFITS - Weekly benefits are payable for up to 26 continuous weeks but not for more than
26 weeks for any one period of disability.
Successive periods of disability separated by less than
two weeks of active continuous full-time employment are
considered one period of disability unless the second
disability is due to an injury or sickness entirely unrelated
to the causes of the first disability and begins after you
return to work for a participating employer on a full-time
basis for one full day.
WHEN BENEFITS ARE PAID - The Fund Office issues
Weekly Disability Benefit checks on the 12th and 24th of
each month. If the 12th or 24th day of the month falls on
a weekend or holiday, the checks will be issued the next
following business day.
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DEATH AND DISMEMBERMENT BENEFITS
EXTENDED LIFE INSURANCE (Waiver of Premium) - If
you become totally disabled and unable to work, your life
insurance may be continued at no cost to you under the
following rules:

Employee Life Insurance
Employee life and AD&D insurance benefits are provided through a policy procured by the Trustees from an
insurance company. If there is any discrepancy between
the following explanation and the provisions of the insurance policy, the provisions of the insurance policy will
govern.

1. Your disability must start before your 60th birthday
and while you are eligible for life insurance, and you
must be totally and continuously disabled as a result
of injury or sickness which prevents you from engaging in any business, occupation or employment for
remuneration or profit.

ELIGIBILITY FOR LIFE INSURANCE - $15,000 in life
insurance is provided for eligible active employees
(only). Life insurance is not provided for any employee
whose Plan coverage is being continued under COBRA
coverage. If you lose coverage under the Plan for any
reason, or if your life insurance is going to terminate because you start making COBRA self-payments, refer to
the section below titled “Conversion Privilege.”

2. You must provide the insurance company with written proof (“initial proof”) of the facts stated in No. 1
above after you have been totally disabled for at least
nine months and before your total disability has
lasted for twelve (12) months. If your proof is accepted, your life insurance will be continued for 12
months following the insurance company’s receipt of
your initial proof.

PAYMENT OF LIFE INSURANCE - If you die while you
are eligible for this benefit, the $15,000 life insurance
benefit is payable to your beneficiary regardless of the
cause of death. (If a person other than your beneficiary
pays medical or burial expenses on your behalf, the insurance company may pay up to but not to exceed
$2,000 of your life insurance to that person upon receipt
of acceptable proof of such expense.)

3. Each year afterwards, during the three-month period
preceding the anniversary date of the insurance
company’s receipt of your initial proof, you must provide written proof that you remain totally disabled. If
the proof is acceptable, your insurance will be continued for further one-year periods. It is your responsibility to provide this proof within the time limit. No
notice or request for proof will be sent to you.

Written notice and proof of your death must be submitted
to the Fund Office within 90 days of your death. Your
beneficiary will be provided with a form for filing proof of
claim as soon as the notice of your death is submitted.
Failure to submit the notice and/or proof within the 90day period will not endanger the claim if it is shown that
it was not reasonably possible to submit the notice
and/or proof within the required time and that notice
and/or proof was submitted as soon as it was reasonably
possible.

4. When you are no longer totally disabled, or if you fail
to comply with the above proof requirements, your
life insurance will no longer be continued.
5. If you die while covered under this provision, written
notice of your death and written proof that your total
disability had continued uninterruptedly from the last
anniversary of receipt of your initial proof to the date
of your death must be provided to the insurance company within one year from the date of your death.

BENEFICIARY - Be sure that the person you want to
receive your life insurance has been named as your beneficiary and is on file in the Fund Office. If you name
more than one beneficiary and don’t state how much
each is to get, the beneficiaries will share equally. If you
haven’t named a beneficiary, or if your beneficiary predeceases you, your life insurance will be paid to the first
of the following successive classes of survivors: your
spouse; your children; your parents; your brothers and
sisters; or your estate. If there is more than one survivor
in the class, the survivors in that class will share equally.

CONVERSION PRIVILEGE - If your life insurance is going to terminate because your eligibility for life insurance
terminates, or because the group insurance policy terminates, you can convert your life insurance under this
Plan to an individual policy for which you pay the premiums as follows:

• You can convert to any type of individual life insurance policy customarily issued by the insurance company except term insurance, and no medical examination or proof of good health is required.

You can change your beneficiary at any time. Just get
the proper form from the Fund Office, fill it in and return
it to the Fund Office for forwarding to the insurance company. The change of beneficiary will be effective on the
date the insurance company receives the change of beneficiary form.

• Your written application and first premium payment
must be made within 31 days after termination of your
eligibility for life insurance or termination of the group
insurance policy. If you die within the 31-day period
allowed for conversions, your life insurance will be
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paid even if you haven’t applied for conversion.

TABLE OF LOSSES

• If your eligibility for life insurance terminates, you can
convert up to but not more than the amount you had
under the Plan at the time your eligibility for life insurance terminated.

Loss of

• If the group insurance policy terminates, you can convert up to $10,000 if you have been continuously eligible under the Plan for five or more years. However,
the $10,000 will be reduced by any amount of group
life insurance that you become eligible for under any
other group plan within 31 days of the policy termination.

Benefit Amount

Life

Full amount paid to
beneficiary

Two hands, two feet, or sight
of two eyes

Full amount paid to
you

One foot and sight of one eye,
Full amount paid to
one hand and sight of one
you
eye, or one hand and one foot
One hand, one foot, or sight
of one eye

Employee Accidental Death and
Dismemberment (AD&D) Insurance

One-half of full amount
paid to you

Loss of a hand or foot means dismemberment by severance at or above the wrist or ankle joint. Loss of sight in
an eye means total and irrecoverable loss of sight in that
eye.

ELIGIBILITY FOR AD&D INSURANCE - AD&D insurance is provided for eligible active employees (only). It
is not provided for any employee whose Plan coverage
is being continued under COBRA coverage.

EXCLUSIONS - No AD&D insurance benefits will be
paid for any loss resulting from or caused directly or indirectly or wholly or partly by:

PAYMENT OF BENEFITS - AD&D insurance benefits
are payable if you suffer any of the losses on the Table
of Losses. The loss must result from an accident that
occurs to you while you are eligible for AD&D insurance
and must occur within 365 days of the date of the accident.

1. Bodily or mental infirmity or disease or illness of any
kind;
2. Intentional self-destruction or intentional self-inflicted
injury, while sane or insane, or suicide;

The full amount of your AD&D insurance is $10,000.
The amount payable for all losses resulting from any one
accident cannot exceed this full amount. If you suffer
any combination of the losses shown on the Table of
Losses as the result of one accident, only one amount
(the largest) is payable for all losses.

3. Participation in the commission of any crime; or
4. War or an act of war, or service in any military, naval
or air force of any country while such country is engaged in war, or police duty as a member of any military, naval or air organization.

The amount paid for accidental death (loss of life) is payable to your beneficiary in addition to your life insurance
benefit. Your beneficiary for loss of life under this benefit
is the same as for your life insurance. If you change your
beneficiary for your life insurance, you automatically
change your beneficiary for this benefit.

Dependent Death and Dismemberment
Benefits
The Plan also provides self-insured death and dismemberment benefits on behalf of dependents of active employees (only). These benefits are not included in your
COBRA coverage.
The death benefit amount is $1,000 and AD&D benefit
amount is $2,000. Benefits will be paid directly to you.
Dependent AD&D benefits will only be paid if the loss
occurs within 90 days of the accident that resulted in that
loss. The payment provisions and exclusions that apply
to employee life and AD&D benefits also apply to dependent death and AD&D benefits.
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Retiree Death Benefit
A $1,000 self-insured death benefit is payable in the
event of an eligible retiree’s death.
The $1,000 benefit is also provided for retirees who are
not eligible for retiree medical benefits, if the retiree’s
death occurs when he is age 65 or older, and if he is
receiving or has been approved for a normal, 30-andout, regular, reduced regular, vested, or disability pension from the Local 734 Pension Fund. The death benefit is also payable if the retiree is receiving a reciprocal
pension and the Local 734 Pension Fund is the terminal
plan. (Death benefits are not payable on behalf of a retiree receiving a deferred vested or early pension.)
The rules governing beneficiaries and claim filing are the
same as those for active employees.
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ACTIVE PLAN ELIGIBILITY
Note: A “week” starts on Sunday and ends on Saturday.

If you have dependents, their benefits will normally start
on the date your benefits start. If you don’t have any
dependents on the date your benefits start, benefits for
any individuals who later become your dependents will
start on the date you acquire them as dependents, provided you are eligible on that date.

Initial Eligibility
(When You First Become Eligible)
Only periods of work for which contributions are made to
the Fund count toward your eligibility for benefits. If your
employer’s collective bargaining agreement does not require that contributions be made for a certain number of
days after you start working, those days will not be
counted toward the requirements explained below.

Continuing Eligibility
Once you become eligible, you and your dependents will
continue to be eligible for benefits as long as a contributing employer makes weekly contributions to the Fund
on your behalf. (Also see “Termination of Active Plan
Eligibility” starting on page 34.)

YOUR INITIAL ELIGIBILITY DATE - The date you first
become eligible is called your “initial eligibility date.”
If you are a new employee, your initial eligibility date is
the first day of the calendar month following two full calendar months of employer contributions.

In the Event of Layoff or Termination
Plan coverage is provided ONLY when your employer is making contributions to the Fund on your
behalf. Employers are not required to make contributions for you while you are laid off—even if the layoff
is temporary and the employer still considers you “active.” If you are laid off, or if your employment terminates for any other reason, your only option for maintaining your benefits is to make a timely election and
self-payment for COBRA coverage.

The Fund must actually RECEIVE the two months
of contributions from your employer in order to
establish your eligibility.
If your employer’s contributions are late, the
Fund Office will not be able to verify your eligibility or issue I.D. cards. And, unfortunately, this
means that if a hospital, doctor or pharmacy
calls, they will be told you are not eligible.

Eligibility During Disability

Your recourse will be to call your company’s human resources department to discuss the matter
with them.

If you become totally disabled due to a non-occupational
injury or illness while you are eligible under the Plan, and
if a physician chosen by the Fund certifies your total disability, coverage for you and your dependents will be
continued for the duration of the disability, for up to a
maximum of 52 weeks.

Once the contributions are actually received, your eligibility will become effective—retroactively if necessary—to the first day of the month after the month for
which the two contributions were made.

1. If you return to continuous full-time employment with
a contributing employer within 52 weeks after your
disability starts, there will be no break in your eligibility.

You must remain employed (not laid off or terminated)
by a contributing employer while you are working to establish your initial eligibility. If your employment terminates before the date that would otherwise have been
your initial eligibility date, you will not become eligible on
that date. If you are later rehired or start working for another contributing employer, you will have to resatisfy the
initial eligibility requirements.

2. If you are still totally disabled after your 52-week eligibility continuation period ends, you can continue
you coverage only by electing and making self-payments for COBRA coverage.

Coverage for Dependents of Military
Reservists Called to Active Duty

EFFECTIVE DATE OF BENEFITS (WHEN BENEFITS
START) - Your benefits will start on your initial eligibility
date unless your employment terminates before that
date as explained above.

If you are a member of the military reserve and are called
to active duty for 31 days or more, your eligibility will be
frozen until you return from active duty under circumstances entitling you to return to active employment under federal law. During your tour of active duty your
medical care will be provided by the military.
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Although not required to do so by law, this Plan will continue providing coverage for your dependents while you
are on active duty for up to 12 months. No self-payments are required for this coverage. After your dependents receive 12 months of free coverage, you can selfpay to continue their coverage for an additional 12
months. The rules and provisions governing that coverage are the same as the rules and provisions for COBRA
coverage. This Plan will be secondary to any services
or benefits provided through Tricare (the U.S. military’s
health care program) unless federal law specifies that
this Plan pay as primary.

tion of COBRA Coverage” on page 38, whichever occurs first.
Note: Your employer is required to notify the Fund Office in writing when you are laid off or your employment
terminates. Your employer is required to continue making contributions to the Fund on your behalf until the termination notice is issued.
DEPENDENTS - A dependent of yours will cease to be
eligible for Plan coverage on the first to occur of the following dates unless the dependent is entitled to COBRA
coverage and an on-time COBRA self-payment is made
by or on behalf of the dependent:

In addition, if you are killed while on active duty, dependent coverage will be continued for an additional
12 months at no cost to your surviving dependents. This
extension will terminate if your surviving spouse becomes covered under another group health plan or remarries. After the 12-month extension, your dependents
can elect and make self-payments for 36 months of COBRA coverage.

1. The date the Trustees terminate coverage for dependents under this Plan of Benefits;
2. The date you cease to be eligible for Plan coverage
for reasons other than your death or your call-up to
active military duty for 31 days or more;
3. For your spouse, on the date of your divorce or legal
separation;

Eligibility During a Leave of Absence

4. For a dependent child, the date the child fails to meet
the Plan’s definition of a dependent;

If you are entitled to a leave of absence under the Family
Medical Leave Act (FMLA), then your eligibility will be
continued as long as your employer continues to make
contributions on your behalf. Your employer—not the
Welfare Fund—determines whether or not your leave is
covered by FMLA.

5. The date your spouse enters active duty with the
armed forces of any country;
6. In the event of your death, on the last day of any period of eligibility you had previously earned due to
employer contributions made on your behalf before
your death; or

Termination of Active Plan Eligibility

7. If COBRA self-payments are being made by or on
behalf of the dependent, at the end of the last month
of the applicable maximum coverage period to which
the dependent was entitled and for which correct and
on-time payments were made, or on the date of occurrence of any event stated in “Termination of COBRA Coverage” on page 38, whichever occurs first.

EMPLOYEES - You will cease to be eligible for benefit
coverage under the Plan on the first to occur of the following dates unless you are entitled to COBRA coverage
and on-time COBRA self-payment is made by you or on
your behalf:
1. The date of your death;
2. The date the Trustees terminate this Plan of Benefits;

Reinstatement of Coverage

3. The date you enter the armed forces of any country
on a full-time basis;

AFTER TERMINATION OF COVERAGE

4. After you have established initial eligibility, the Saturday of the last week for which a full week’s contribution was made to the Fund on your behalf by a participating employer (see the “Note” below); and

1. If your coverage terminates because your employment terminates, your coverage will be reinstated on
the date you are re-employed by a participating employer, provided your re-employment occurs within
one year from the date your employment previously
terminated.

5. If your eligibility is being continued under the Plan’s
Eligibility During Disability provisions, the earlier of:
(a) the end of your 52nd week of eligibility under
those provisions; or (b) the date your disability ends;
and

2. If your re-employment with a participating employer
occurs more than one year after your employment
terminates, you must once again meet the “Initial Eligibility” requirements before you will again be covered under the Plan.

6. If you are making COBRA self-payments, at the end
of the last month of the applicable maximum coverage period to which you were entitled and for which
correct and on-time payments were made, or on the
date of occurrence of any event stated in “Termina-
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AFTER SERVICE IN THE UNIFORMED SERVICES OF
THE UNITED STATES - If you leave covered employment with a participating employer to enter active duty in
the uniformed services of the United States, your eligibility will be frozen during your period of active duty. After your release from active duty under circumstances
entitling you to reemployment under federal law, your eligibility will be reinstated on the date you return to work
with a participating employer, provided your return to
work is within the time prescribed by federal law. More
information about the reemployment rights of persons
returning to work from the uniformed services of the
United States is available from the Veterans’ Employment and Training Administration of the United States
Department of Labor.
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COBRA COVERAGE
THIS SECTION APPLIES TO ACTIVE EMPLOYEES AND THEIR DEPENDENTS ONLY.
(Retirees: Please see the “Retiree Comprehensive Plan Eligibility” section starting on page 39.)
Federal law—the Consolidated Omnibus Budget Reconciliation Act (COBRA)—gives you (the employee) and
your covered dependents the right to be offered an opportunity to make self-payments for continued health
care coverage if coverage is lost for certain reasons.
This continued coverage is called “continuation coverage” or “COBRA coverage.” The following is an outline
of the rules governing COBRA coverage. It also explains health coverage alternatives that may be available to you through the health insurance exchanges (also
called the "marketplace"). If you have any questions
about COBRA, call the Fund Office.

must notify the Fund Office within 60 days of such a disability determination by Social Security and before the
end of the initial 18-month period and also within 30 days
of the date Social Security determines that you or the
dependent are no longer disabled. (This 11-month extension rule does not apply to dependents during a 36month maximum coverage period explained below.)
Failure to provide timely notice of a disability will mean
you cannot extend your COBRA coverage period.
36-MONTH MAXIMUM COVERAGE PERIOD - Your
dependents (spouse or children) are entitled to elect COBRA coverage and to make self-payments for the coverage for up to 36 months after coverage would otherwise
terminate due to one of the following events (called
“qualifying events”):

There may be other coverage options for you and
your family. You can now buy coverage through the
health insurance exchanges (also called the "marketplace"). In the marketplace, you could be eligible for
a new kind of tax credit that lowers your monthly premiums right away, and you can see what your premium, deductibles, and out-of-pocket costs will be
before you make a decision to enroll. Being eligible
for COBRA does not limit your eligibility for coverage
for a tax credit through the marketplace. Additionally,
you may qualify for a special enrollment opportunity
for another group health plan for which you are eligible (such as a spouse's plan), even if the plan generally does not accept late enrollees, if you request
enrollment within 30 days.

• Your divorce or legal separation from your spouse;
• Your Medicare entitlement;
• A dependent child’s loss of dependent status; or
• Your death.
MULTIPLE QUALIFYING EVENTS - If your dependents
are covered under COBRA coverage under an 18-month
maximum coverage period due to termination of your
employment or a reduction in your hours and then a second qualifying event occurs, their COBRA coverage may
be extended as follows:

Maximum Coverage Periods

• If you die, or if you are divorced or legally separated,
or if a child loses dependent status while your dependents are covered under an 18-month COBRA
coverage period, your spouse or the child are entitled
to COBRA coverage for up to a maximum of 36
months minus the number of months of COBRA coverage already received under the 18-month continuation.

18-MONTH MAXIMUM COVERAGE PERIOD - You
and/or your eligible dependents are entitled to elect COBRA coverage and to make self-payments for the coverage for a maximum period of up to 18 months after coverage would otherwise terminate due to one of the following events (called “qualifying events”):

• A reduction in your hours; or

• Only a person (spouse or child) who was your dependent on the day before the occurrence of the first
qualifying event (termination of your employment or a
reduction in your hours) is entitled to make an election
for this extended coverage when a second qualifying
event occurs except as follows: if you (the employee)
have a child or adopt a child during the first 18-month
continuation period, that child will have the same election rights when a second qualifying event occurs as
those of a person who was your dependent on the day
before the first qualifying event.

• Termination of your employment.
11-Month Extension Rule - If you or a covered dependent are disabled (as defined by Social Security for the
purpose of Social Security disability payments) on the
date of one of the qualifying events listed above, or if you
or a covered dependent become so disabled within 60
days after an 18-month COBRA coverage period starts,
the maximum coverage period will be 29 months for all
COBRA eligible members of the family. The COBRA
self-payment for the extra 11 months of coverage for the
family may be increased. You or the disabled dependent

• It is the affected dependent’s responsibility to notify
the Fund Office within 60 days after a second qualifying event occurs. If the Fund Office is not notified
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within 60 days, the dependent will lose the right to extend COBRA coverage beyond the original 18-month
period.

Dependent death and AD&D benefits and employee life
insurance, AD&D Insurance, and Weekly Disability Benefits are not provided under COBRA coverage.

Failure to provide notice of a second qualifying event will
mean your dependent’s COBRA coverage period cannot
be extended.

Electing and Paying for COBRA Coverage
1. When the Fund Office is notified of a qualifying event,
you and/or your dependents will receive a notice with
information about signing up and paying for COBRA
coverage.

EMPLOYEE MEDICARE ENTITLEMENT - If you become entitled to Medicare while you are an active employee and then later coverage for yourself and your dependents would terminate due to termination of your employment or a reduction in hours, your dependents will
be entitled to COBRA coverage for up to 36 months
measured from the date of your Medicare entitlement, or
18 months measured from the date their coverage would
otherwise terminate due to termination of your employment or a reduction in hours, whichever period is longer.
Please advise the Fund Office if you become entitled to
Medicare.

2. The person electing COBRA coverage has 60 days
after he is provided with the COBRA materials or 60
days after his coverage would terminate, whichever
is later, to return the completed election form. An
election of COBRA coverage is considered to be
made on the date the election form is mailed (postmarked) or personally delivered to the Fund Office.
If the election form is not returned to the Fund Office
within the allowable time period, you and/or your dependents will not be entitled to elect COBRA coverage.

COBRA Notification Responsibilities

3. The amount of the monthly COBRA self-payment is
determined by the Trustees based on federal regulations and is stated on the election form. The amount
is subject to change, but not more often than once a
year unless there is a substantial change in benefits.
If the amount is changed while you are making selfpayments, you must pay the new amount starting
with your next self-payment.

1. You, your spouse, or the child, as applicable, must
provide written notification to the Fund Office if you
get divorced or legally separated or if a child loses
dependent status.
2. The Fund Office must be notified within 60 days of
the date of the divorce, legal separation, or loss of
dependent status or within 60 days of the date coverage for the affected person(s) would terminate,
whichever date is later.

4. A person has 45 days after the date of the election to
make the initial (first) COBRA self-payment for coverage provided between the date coverage would
have terminated and the date of the payment. (If you
wait 45 days to make the initial payment, the second
monthly payment may also fall due within that period
and must also be paid at that time.)

3. As a precaution, you should also notify the Fund Office when any type of qualifying event occurs.
4. In order to protect your family’s rights, you should
keep the Fund Office informed of any changes in the
addresses of family members. You should also keep
a copy, for your records, of any notices you send to
the Fund Office or that the Fund Office sends to you.

5. The due date for each following monthly COBRA
self-payment is the first day of the month for which
coverage is desired. A monthly self-payment will be
considered on time if it is mailed or personally delivered within 30 days of the due date.

Failure to provide proper and timely notice as explained
above will mean you and/or your dependent cannot elect
COBRA or extend a COBRA coverage period.

Additional COBRA Coverage Rules

Benefits Under COBRA Coverage

1. COBRA coverage may not be elected by anyone
who was not covered under the Plan on the day before the occurrence of a qualifying event. However,
if you have a child or adopt a child after you become
covered under an 18-month COBRA period, you can
add that child to your COBRA coverage. And, if a
second qualifying event occurs, the child will have
the same election rights as any of your other dependents who were covered on the day before the first
qualifying event.

You and/or your dependents will be given the opportunity to elect to make self-payments for the same medical, prescription drug, dental and vision benefits that you
and/or your dependents were eligible for on the day before the qualifying event. A person (you or a dependent)
electing COBRA coverage can elect to make self-payments for one of the following options:
1. Medical and prescription drug benefits only; or
2. Medical and prescription drug benefits plus vision
and dental benefits.
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2. Each member of your family who would lose coverage due to a qualifying event is entitled to make a
separate election of COBRA coverage. If you elect
COBRA coverage for yourself and your dependents,
your election is binding on your dependents.

If You Have Questions
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the Local
734 Welfare Fund, 6643 North Northwest Highway, Chicago, IL 60631, telephone (773) 594-2810. For more
information about your rights under the Employee Retirement Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act,
and other laws affecting group health plans, contact the
nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit www.dol. gov/ebsa.
(Addresses and phone numbers of Regional and District
EBSA Offices are available through EBSA’s website.)
For more information about the insurance exchanges
(marketplace), visit www.HealthCare.gov.

3. If coverage is going to terminate due to your termination of employment or reduction in hours and you
don’t elect COBRA coverage for your dependents
when they are entitled to the coverage, your dependent spouse has the right to elect COBRA coverage
for up to 18 months for herself and any children within
the time period in which you could have elected COBRA coverage.
4. You don’t have to show proof that you and/or your
dependents are insurable in order to be entitled to
COBRA coverage.

Termination of COBRA Coverage
COBRA coverage for a covered person will usually terminate at the end of the last month of the applicable
maximum coverage period to which the person was entitled and for which correct and on-time payments were
made. However, COBRA coverage for a covered person
will terminate before the end of the applicable Maximum
Coverage Period when the first of the following events
occurs:
1. A correct and on-time payment is not made to the
Fund with respect to coverage for the covered person;
2. After electing COBRA coverage, the person becomes entitled to Medicare benefits;
3. The Fund no longer provides group health coverage
to any employees;
4. The person was receiving extended coverage for up
to 29 months due to his or another family member’s
disability, and Social Security has determined that he
or the other family member is no longer disabled; or
5. After electing COBRA coverage, the person becomes covered under another group health plan as
an employee or otherwise.
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RETIREE COMPREHENSIVE PLAN ELIGIBILITY
The benefits currently provided for retirees and their spouses are not “vested” benefits. This
means the Trustees have the right, at any time, to change the eligibility rules or benefits, to increase
self-payments for the benefits, or to reduce or completely terminate the benefits provided for any category of participants or beneficiaries.

COBRA Coverage for Retirees

EFFECT OF OTHER COVERAGE AND MEDICARE Retiree coverage CANNOT be elected for any person
who is covered by another group health care plan or who
is eligible for Medicare.

Retirement is a qualifying event under COBRA coverage. If you are entitled to Medicare when you retire, you
can elect COBRA coverage for up to 18 months, but you
cannot elect the Plan’s Retiree Comprehensive Plan
(“Retiree Plan”) coverage.

If your spouse has other group health care coverage
when you retire (for example, if she continues to work
and, therefore, remains covered under her employer’s
plan), she will not be covered under this Plan. If she later
retires and loses her other coverage, she will then become eligible for benefits from this Plan—provided you
have maintained your own eligibility by making all required self-payments.

Medicare entitlement is a terminating event under COBRA coverage. If you elect COBRA before you are entitled to Medicare, but you become entitled to Medicare
before your 18-month COBRA period ends, your COBRA coverage will terminate at that time (but your dependents may continue COBRA coverage).

Neither you nor your spouse can be covered under
this Plan if you are eligible for Medicare (whether or
not you have actually enrolled in Medicare).

If you elect COBRA coverage, you cannot get into the
Retiree Plan later, regardless of the length of your COBRA coverage period or the reason your COBRA coverage ended.

Benefits Payable for Eligible Retirees and
Their Spouses

If you are eligible for the Retiree Plan and elect to make
self-payments for that coverage, you forfeit your right to
elect COBRA coverage in the future.

The medical and prescription drug provided to retirees
are very similar to the benefits provided to active employees. These benefits are summarized on the Schedule of Benefits that starts on page 7.

Eligibility Requirements for the Retiree Plan
In order to be eligible for benefits under the Retiree Plan,
you must meet ALL of the following requirements:

The Active and Retiree Plans are separate from each
other. Your benefits, including the deductible, will start
over when your retiree coverage starts, even if it is in the
middle of a year.

1. You must retire from full-time employment on or after
May 1, 2001;
2. You must be at least age 55, unless you are approved for a pension benefit under the Local 734
Pension Fund’s “30-and-out” rule;

Self-Payments Required

3. You must have been eligible for benefits from the
Welfare Fund due to covered employment for the five
years immediately preceding your retirement date;
and

The self-payment amount required for coverage is determined by the Trustees and may be changed at any time.
If you are eligible and make the required self-payments,
your spouse will also be covered for the same self-payment amount. (The amount is the same for the retiree
only or for both the retiree and his spouse.)

4. You must be receiving disability or pension benefits
from the Local 734 Pension Fund.

Payments are due on the first day of the month for which
coverage is desired.

If you are eligible and make the required self-payments,
your spouse will also be covered for the same self-payment amount.

Continuing Coverage for Spouses
If you die while you are making retiree self-payments for
yourself and your spouse, your surviving spouse can
continue making the self-payments under the same
terms and conditions that applied to your coverage until

Dependent children are not covered under the Retiree Plan.
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she remarries, becomes covered under another group
health plan or Medicare, or until the occurrence of one
of the other events listed in the section entitled “Termination of Benefits for Spouses of Retirees,” whichever
occurs first.

7. The date the Trustees terminate this Plan of benefits.
If your coverage under the Retiree Plan is terminated for
any of the reasons stated above, you will not be able to
get back into the Plan later.
SPOUSES - Benefits for your spouse will automatically
terminate on the first to occur of the following dates:

COBRA COVERAGE - The spouse of an eligible retiree
may be able to make self-payments for COBRA coverage in the following circumstances:

1. The date your spouse becomes eligible to enroll in
Medicare, either due to age or disability;

1. If you are divorced or legally separated from your
spouse, your spouse is entitled to elect to make COBRA coverage self-payments for a maximum coverage period of up to 36 months after the date her coverage would otherwise terminate due to the divorce
or legal separation.

2. The date your spouse becomes eligible for coverage
under Medicare;
3. The date your spouse is no longer legally married to
you (because of divorce or legal separation), unless
she is entitled to COBRA coverage and elects to
make self-payments for COBRA coverage;

2. If your surviving spouse has been continuing coverage by making self-payments, and if the spouse remarries within 36 months after the date of your death,
she is entitled to elect to make COBRA coverage
self-payments for a maximum coverage period ending 36 months after the date of your death.

4. The date your (the retiree’s) benefits terminate for
any reason other than your death;
5. The date the Trustees terminate benefits for dependent spouses under the Retiree Plan;

COBRA coverage may not be elected by a remarried
surviving spouse if the spouse’s remarriage occurs
more than 36 months after the date of the retiree’s
death.

6. In the event of your death, the earliest of the following
dates:

Except as specified above, the rules governing COBRA
coverage for spouses of retirees are the same as the
rules for active participants (see pages 36-38).

a. The date your surviving spouse remarries (unless
she is entitled to make, and makes self-payments
for, COBRA coverage);

Termination of Retiree Plan Eligibility

b. The last day of the month preceding a month for
which she fails to make a self-payment within 30
days of the due date;

RETIREES – Your benefits will automatically terminate
on the first to occur of the following dates:

c. The last day of the month preceding a month for
which she pays for the coverage with a check that
is returned for non-sufficient funds (“NSF”);

1. The date you become eligible to enroll in Medicare,
either due to age or disability. (If your spouse is
younger, you can continue to make the self-payments to cover her until she too becomes eligible for
Medicare);

d. The date she becomes eligible to enroll in Medicare, either due to age or disability; or
e. The date she becomes eligible for coverage under another health plan.

2. The date you become eligible for coverage under another group health plan;
3. The date you become ineligible for Local 734 pension benefits (for example, if you return to work and
your pension benefits are suspended under the Pension Plan’s “Suspension of Benefits” rules);
4. The last day of the month preceding a month for
which you fail to make a self-payment within 30 days
of the due date;
5. The last day of the month preceding a month for
which you pay for the coverage with a check that is
returned for non-sufficient funds (“NSF”);
6. The date the Trustees terminate the Retiree Plan; or
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WHAT THE PLAN DOES NOT COVER
(PLAN CONDITIONS, LIMITATIONS AND EXCLUSIONS)
No payment will be made under any benefit provided under the Plan for loss sustained as a result of,
or for charges incurred for, any of the services, supplies, charges or types of treatment listed below.

9. Services or supplies that are not medically necessary (page 60) unless specifically set forth as a covered expense or covered medical expense.

NO BENEFITS ARE PAYABLE FOR THE
FOLLOWING:

1. Charges incurred by a person who is not covered
under the Plan at the time the charges are incurred.

10. Services, supplies, treatments, or procedures that
are not provided for the treatment or correction of, or
in connection with, a specific non-occupational accidental bodily injury or sickness unless specifically identified as being covered under the Plan.

2. Charges incurred by a covered person for a particular type of treatment once the person has received
Plan benefits totaling any applicable maximum benefit for that type of treatment during any stated period
of time.

11. Services provided to a covered person by an individual who ordinarily lives in your home or in the home
of the covered person receiving the services, or who
is your or your spouse’s close relative. A “close
relative” means your spouse, or your or your
spouse’s child, son-in-law, daughter-in-law, brother,
brother-in-law, sister, sister-in-law, parent, father-inlaw or mother-in-law.

3. Charges incurred for medical, dental, vision or hearing treatment provided to a covered person outside
the United States of America, its Territories, and
Canada after $250 in benefits have been paid for
such treatment. The $250 limit does not apply to
emergency room or hospitalization to treat an “emergency” as defined on page 59.

12. Eye refractions, eyeglasses or contact lenses, including any charges made for follow-up treatment or
for the fitting of any of these appliances, except as
may be provided after cataract surgery or under the
Vision Benefit.

4. Any room and board charges incurred for any days
of inpatient hospital care that are not precertified as
medically necessary by Med-Care.
5. Services or supplies related to the following that were
not precertified (determined to be medically necessary and within the Plan’s coverage guidelines) by
Med-Care:
acupuncture
chiropractic care
home health care
hospice care
hospitalization
infertility
massage therapy
medical equipment
obesity surgery

13. Services, supplies, or procedures that are experimental or investigative in nature, or any services,
supplies, or procedures that are provided in connection with any treatment or procedure that is experimental or investigative (as defined on page 59). Exception: See No. 5 on page 15 for an exception to
this exclusion.

physical therapy
podiatric (foot) surgery
skilled nursing facility confinements
sleep studies
speech therapy
surgery
surgical facility fees for foot surgery
TMJ treatment

14. Services, treatments, programs or surgical procedures provided in connection with an overweight condition or condition of obesity or morbid obesity, except as specified in No. 19 on page 17.

6. Services and supplies which are not recommended
or approved by the attending doctor.

15. Travel, whether or not recommended by a doctor,
except as specifically provided in No. 2 on page 15.

7. Under the Comprehensive Medical Benefit, any
amount in excess of the allowable charge (as defined on page 58).

16. Any elective or non-emergency plastic or cosmetic
surgery on the body except as specifically provided
under No. 29 on page 18.

8. Charges incurred for routine or preventive care except as specifically stated in the “Covered Preventive
Services” section starting on page 20.

17. Reversal or attempted reversal of vasectomies or
other sterilization procedures.
18. Vasectomies or other sterilization procedures for
dependent children.
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does, however, cover habilitative speech therapy
that is not educational in nature, not for a non-pervasive developmental delay, and precertified to be
medically necessary, up to the maximum benefit limitations shown on the Schedule of Benefits.)

19. Alternative, complementary, adjunctive or holistic therapies, such as naprapathy, naturopathy,
herbal therapy, diet therapy, homeopathy or hypnosis; or treatment that is not the normal standard of
medical care, including but not limited to acupressure, hypnotism, athletic training, aroma therapy, etc.

28. Marriage counseling.
20. Surgical or laser procedures performed to correct
nearsightedness, farsightedness or astigmatism,
including LASIK procedures.

29. Physical therapy, speech therapy, or any other type
of therapy if either the prognosis or history of the person receiving the treatment or therapy does not indicate that there is a reasonable chance of improvement. This exclusion does not apply if the patient is
in a hospice program.

21. Services and supplies provided as a result of dental
surgery, dental x-rays, or any other dental treatment, except as specifically provided under No. 6 on
page 16 or as covered under the Dental Benefit.

30. Custodial care except when included with other covered hospice services.

22. Treatment, therapy or counseling for infertility, or artificial insemination or any related procedures,
whether experimental or not, including but not limited
to in vitro or in vivo fertilization, egg implantation, etc.,
or hormone therapy or any other direct attempt to induce or facilitate conception. (However, the Plan will
cover the initial diagnostic testing to determine the
cause of the infertility if precertified by Med-Care to
be medically necessary and covered under the terms
of the Plan.)

31. Confinement or residency in a facility other than
a hospital or covered residential treatment facility; or
any confinement or residency for the purpose of rest
or relaxation, custodial care, education or transitional
living (for example, a person recovering from an addiction or other emotional or behavioral disorder).
32. Orthopedic shoes (except for children under one
year of age).

23. Vitamins, nutritional supplements, food supplements or any other items of a like nature, whether or
not prescribed by a physician, except for prescription
prenatal vitamins.

33. Assistive listening devices other than wearable
devices for the ear. This exclusion applies to amplifiers and FM systems.

24. With respect to prescription drugs:

34. Any of the following items or items of a similar nature or purpose, regardless of intended use:

• More than 72 doses per calendar year of on-demand erectile dysfunction drugs such as Viagra;

air conditioners
air purifiers
blankets or mattress covers
blood pressure instruments
chiropractic braces
commodes
communication devices (except
following a laryngectomy)
dehumidifiers
devices/implants to simulate natural body contours (except for
breast prostheses following
mastectomy)
exercising equipment
health club memberships

• Proton-pump inhibitors (PPIs) such as Nexium,
Prevacid and Prilosec, unless precertified by MedCare; and
• Non-sedating antihistamines (NSAHs) such as
prescription Claritin and Allegra, unless precertified by Med-Care.

25. Special education, regardless of the type or purpose of the education, the recommendation of the attending doctor or the qualifications of the individual
providing the education, except for nutritional counseling as specified in the “Covered Medical Expenses” section.

humidifiers
heating units
orthopedic mattresses
pillows (including allergy-free
pillows)
scales
stethoscopes
swimming pools
thermometers
stockings (except as stated in
No. 13-g on page 17)
vibratory equipment
wigs (except as stated in
No. 13-h on page 17)
whirlpools

35. Transplant donor searches including testing of potential donors.

26. Education, training, or room and board while the person is confined in an institution which is primarily a
school or other institution for training, a place of
rest, or a place for the aged.

36. Genetic testing unless included in the list of covered
preventive services starting on page 20, or unless
the result of the test will directly impact the treatment
being delivered to a patient who has a diagnosed
medical condition. Prenatal genetic testing is excluded unless Med-Care determines the test to be
medically necessary.

27. Habilitative therapy, including behavioral, social or
language therapy for children, including by not limited to applied behavioral analysis (ABA). (The Plan
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provided while a covered person is confined in a hospital owned or operated by a state, province, or political subdivision, or owned or operated by the
United States Government or an agency of the
United States Government. However, if charges are
made by a Veterans Administration (VA) hospital
which claims reimbursement for the “reasonable
cost” of care furnished by the VA for a non-servicerelated disability, to the extent required by law such
charges will be considered covered medical expenses to the extent that they would have been considered covered medical expenses under the Plan
had the VA not been involved.

37. Surrogacy or surrogate fees. This exclusion applies to, but is not limited to, charges in connection
with: (a) the medical or other expenses of a surrogate who carries and delivers a child on behalf of a
person covered under this Plan; or (b) a female employee’s or dependent’s carrying and delivering a
child for someone else. Any child born of a covered
person acting as a surrogate mother will not be considered a dependent of the surrogate mother or her
spouse.
38. Special home construction to accommodate a disabled person, such as ramps, elevators or chair lifts.
Exception: The Plan will cover the cost of a chair lift
that meets the requirements described in No. 13-i on
page 17.

45. Treatment, care, services, supplies or procedures
which are furnished, paid for or otherwise provided
due to past or present service of any individual in the
armed forces of a government or for services provided or made available by any military facilities.

39. Repair or maintenance of prostheses, appliances,
wheelchairs or other medical equipment (even if the
Plan covered the purchase of the equipment).

46. Treatment of injury or sickness caused by war, or any
act of war, whether or not war is declared; any act of
international armed conflict; any conflict involving the
armed forces of an international body; or insurrection.

40. Treatment of accidental bodily injury, sickness, or
disease sustained while the person was performing
any act of employment or doing anything pertaining
to any occupation or employment for remuneration or
profit for which benefits are payable in whole or in
part under any workers’ compensation law, employer's liability law, occupational diseases law or
similar law. This exclusion applies to services designed to enable a person to perform an occupation,
including but not related to work hardening or any
other occupational training, exercise or therapy regimen.

47. Services, supplies, treatment or hospital confinements for which the person is not legally required
to pay.
48. Charges made that would not have been made if this
Plan did not exist.
49. The completing of claim forms (or any forms required to process a claim) by a doctor or other provider of medical services or supplies, or charges
made for providing medical records.

41. Any hospitalization for any dental procedure unless precertified as medically necessary due to the
person’s disability or medical condition.

This list is not an all-inclusive list of the Plan’s limitations
and excluded services, supplies, and treatments. It is
only representative of the types of services, supplies,
and treatments, or the types of situations in which
charges may be incurred, for which no payment is made.
In general, benefits are payable under this Plan only for
the direct treatment of non-occupational accidental injuries and sicknesses except when included in the list of
covered preventive care services starting on page 20.

42. With respect to hospice services:
• Services or supplies not provided as “core services” by the hospice providing the care; or
charges made for services or supplies that are not
listed as covered hospice expenses;
• Bereavement counseling provided to a terminal
person’s family after the patient’s death;
• Administrative services, child care and/or housekeeping services, or transportation (except in
emergency situations); or
• Services or supplies that are rendered, provided
or supplied by family members.

43. Treatment, care, services, supplies or procedures
furnished by or payable under any plan or law of
any government, federal or state, dominion or provincial, or any political subdivision of such.
44. Treatment, care, services, supplies or procedures
WHAT THE PLAN DOES NOT COVER
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CLAIM PROCEDURES
How to File Claims

2. Vision benefits, and dental benefits under the Dental
PPO Plan, will be made to you (the employee) unless
you assign benefits.

HOSPITAL AND DOCTOR BILLS - All hospitals and
doctors must send their bills directly to Blue Cross and
Blue Shield of Illinois (BCBSIL) at the address shown on
your BCBSIL I.D. card. Be sure to show your I.D. card
to these providers.

Assigning benefits means that you or your spouse
sign a form that tells the Fund Office to make payments directly to the provider of the services and supplies instead of to you. You will be sent an Explanation of Benefits telling you what the Fund Office paid.
You are responsible for paying any amounts not paid
by the Fund Office.

You don’t have to submit a claim form unless the Fund
Office requests one.
In those rare circumstances when your provider will not
submit the claim directly to BCBSIL, you can submit a
paper claim to the Fund Office, and the Fund Office will
submit it to BCBSIL. The Fund only accepts paper
claims that are on HCFA-1500 or CMS-1500 forms since
those are the only forms accepted by BCBSIL. (Use of
these forms is standard in the medical industry.)

You do not have to file claims for prescription drug
benefits or benefits received under the Dental HMO
Plan.
3. The Plan will reimburse you the Plan’s share of outof-network doctor expenses, unless there is a valid
written assignment of benefits.

If the claim does not contain enough information for your
claim to be processed, the missing information will be
requested from you or the medical provider. Be sure that
you respond promptly if the Fund Office asks you for
more information.

1. Submit itemized bills relating to the claim to the Fund
Office at the address below AS SOON AS POSSIBLE:

4. If the Trustees decide that a person isn't mentally,
physically, or otherwise capable of handling his business affairs, the Plan may pay benefits to his guardian or to the individual who has assumed his care and
principal support, if there is no guardian. If the person dies before all due amounts have been paid, the
Trustees may make payment to his estate, to his surviving spouse, parent, child, or children, or to any individual the Trustees believe is entitled to the benefits.

Local 734 Welfare Fund
6643 North Northwest Highway
Chicago, IL 60631-1360

Any payments made by the Plan in accordance with
these rules will fully discharge the Plan’s liability to the
extent of its payments.

OTHER CLAIMS

2. Each claim submission should include:

•
•
•
•
•
•
•
•

Time Limit for Filing Claims

Your full name
Your Social Security number
Name of patient
Patient’s date of birth and relationship to you
Date of service
Type of service or supply
Itemized charges for each service or supply
The sickness or injury

No payment will be made if the claim is not submitted
within one year (12 months) after the claim is incurred.

Claim Processing Time Limits
When used in the following explanation, the term “Plan
office” means the office or organization designated by
the Trustees for handling claims.

Benefit Payments

The amount of time the Plan can take to process a claim
depends on the type of claim. A claim can fall into one
of the following categories:

1. BCBSIL pays the doctor or hospital the Plan’s share
of your medical expenses directly to the provider.

1. A claim is “post-service” if you have already received
the treatment or supply for which payment is now being requested. Most claims are post-service claims.

After BCBSIL has made the payment, the doctor or
hospital will bill you for any remaining charges. It is
your responsibility to pay the balance directly to the
hospital or doctor—do not file a claim for the remaining amount with the Fund Office.

CLAIM PROCEDURES
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2. A “disability claim” is a claim for Weekly Disability
Benefits.

Plan office will make a decision on your claim without it,
and your claim could be denied as a result.

3. A “pre-service claim” is a request for preauthorization
precertification of a type of treatment or supply that
requires approval in advance of obtaining the care.

PLAN EXTENSION - The time periods above may be
extended if the Plan office determines that an extension
is necessary due to matters beyond its control (but not
including situations where it needs to request additional
information from you or the provider). You will be notified prior to the expiration of the normal approval/denial
time period if an extension is needed. If an extension is
needed, it will not last more than 15 days, except that for
disability claims the extension will not last beyond 30
days (a second 30-day extension may be needed in special circumstances).

4. An “urgent care claim” is a pre-service claim where
the application of the time periods for making nonurgent care determinations could seriously jeopardize your life, health, or ability to regain maximum
function, or that could subject you to severe pain that
cannot be adequately managed without the proposed treatment.
5. A “concurrent care claim” is also a type of pre-service
claim. A claim is a concurrent care claim if a request
is made to extend a course of treatment beyond the
period of time or number of treatments previously approved.

CLAIM DENIALS - If all or a part of your claim is denied
after the Plan office has received a completed claim form
and all other necessary information from you, you will be
sent a written notice giving you the reasons for the denial. The notice will include reference to the Plan provisions on which the denial was based and an explanation
of the claim appeal procedure. If applicable, it will give
a description of any additional material or information
necessary for you to perfect the claim, and the reason
such information is necessary. The notice will provide a
description of the appeal procedures and the applicable
time limits for following the procedures. It will also include a statement concerning your right to bring a civil
action under section 502(a) of ERISA. In cases where
the Plan relied upon an internal rule, guideline, protocol
or similar criterion to make its decision regarding medical, prescription, dental or vision claims, the notice will
state that the specific internal rule, guideline, protocol or
criterion will be provided to you free of charge upon request. If the decision was based on medical necessity
or if the treatment was deemed experimental, the notification will include either an explanation of the scientific
or clinical judgment for the determination or a statement
that such explanation will be provided free of charge
upon request. For urgent claims, a description of the
Plan’s expedited review process will be provided.

If all the information needed to process your claim is provided to the Plan office, your claim will be processed as
soon as possible. However, the processing time needed
will not exceed the time frames allowed by law, which
are as follows:

•
•
•
•
•

Post-service claims - 30 days.
Disability claims - 45 days.
Pre-service claims - 15 days.
Urgent care claims - 72 hours.
Concurrent care claims - 24 hours if the concurrent
care is urgent and if the request for the extension is
made within 24 hours prior to the end of the already
authorized treatment. If such a request is not made

at least 24 hours prior to the expiration of the prescribed period of time or number of treatments, the
request must be treated as a claim involving urgent
care and decided in accordance with the urgent
care claim timeframes, i.e., as soon as possible
and not later than 72 hours after receipt.

Claim Appeal Procedure

WHEN ADDITIONAL INFORMATION IS NEEDED
(“CLAIMANT EXTENSION”) - If additional information
is needed from you, your doctor or the provider, the necessary information or material will be requested in writing. The request for additional information will be sent
within the normal time limits shown above, except that
the additional information needed to decide a pre-service claim will be requested within five days (24 hours
for an urgent care claim).

APPEALING THE DENIAL OF A CLAIM - If your claim
has been denied in whole or in part, you may request
a full and fair review (also called an “appeal”) by filing
a written notice of appeal with the Plan.
1. A notice of appeal must be received at the Plan office
not more than 180 days after you receive the written
notice of denial of the claim. Your appeal is considered to have been filed on the date the written notice
of appeal is received at the Plan office.

It is your responsibility to see that the missing information is provided to the Plan office. The normal processing period will be extended by the time it takes you
to provide the information, and the time period will start
to run once the Plan office has received a response to
its request. If you do not provide the missing information
within 45 days (48 hours for an urgent care claim), the

2. The Review Committee will be the Board of Trustees
or a committee appointed by the Board. Mail your
written request for review to the Board of Trustees,
Local 734 Welfare Fund, 6643 North Northwest Highway, Chicago, IL 60631-1360.
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3. Med-Care Management, Inc. will conduct reviews of
pre-service claims. You may orally request a review
of a denied urgent care claim by calling Med-Care at
1 (800) 367-1934, or you may submit your request in
writing to Med-Care Management, Inc. at P. O. Box
20564, West Palm Beach, FL 33416-0564. MedCare may notify you of its decision by telephone or
facsimile. If you are not satisfied with the appeal decision made by Med-Care, you can request that the
Board of Trustees conduct a second review of the
claim.

Committee will not consult with the same medical
professional (or a subordinate of that person) for purposes of the appeal.
NOTIFICATION FOLLOWING REVIEW - If your appeal
is for an urgent care claim, you will be notified of the decision about your appeal as soon as possible, taking into
account the circumstances, but not later than 72 hours
after receipt of your request for review. In the case of
non-urgent pre-service claims, you will be notified no
later than 30 days after receipt of your request for review.

4. The Review Committee will not include the person,
or a subordinate of the person, who made the original
claim denial.

A review and determination for disability and post-service claims will be made no later than the date of the
meeting of the Trustees that immediately follows the
Plan’s receipt of a request for review. The Review Committee meets on a quarterly basis. However, if the request is filed within 30 days preceding the date of such
meeting, a determination may be made by no later than
the date of the second meeting.

5. If you wish, another person may represent you in
connection with an appeal. If another person claims
to be representing you in your appeal, the Review
Committee has the right to require that you give the
Plan a signed statement, advising the Review Committee that you have authorized that person to act on
your behalf regarding your appeal. Any representation by another person will be at your own expense.

If special circumstances (such as the need to hold a
hearing) require a further extension of time, a determination will be made not later than the third meeting of the
Trustees. Before the start of the extension, you will be
notified in writing of the extension, and that notice will
include a description of the special circumstances and
the date as of which the determination will be made.

6. You or your authorized representative may review
pertinent documents and may submit comments and
relevant information in writing.

• Upon written request, the Plan office will provide
reasonable access to, and copies of, all documents, records or other information relevant to
your claim.

You will be informed of the Trustees’ decision, normally
within five calendar days of the review. The decision will
be in writing unless the appeal was for an urgent care
claim and you are advised by telephone or fax. When
you receive the written decision, it will contain the reasons for the decision and specific references to the particular Plan provisions upon which the decision was
based. It will also contain a statement explaining that
you are entitled to receive, upon request and free of
charge, reasonable access to, and copies of, all documents, records, and other information relevant to you
claim, and a statement of your right to bring an action
under section 502(a) of ERISA. If applicable, you will
also be informed of your right to receive free of charge
upon request the specific internal rule, guideline, protocol or similar criterion relied on to make the decision. If
the decision was based on a medical judgment, you will
receive an explanation of that determination or a statement that such explanation will be provided free of
charge upon request.

• If the Plan office obtained an opinion from a medical or vocational expert in connection with your
claim, the Plan office will, on written request, provide you with the name of that expert.
• The Plan office will not charge you for copies of
documents you request in connection with an appeal.
7. You may request a personal appearance before the
Review Committee, with or without your properly
designated representative, but at your own expense.
8. In deciding your appeal, the Review Committee will
consider all comments and documents that you submit, regardless of whether that information was available at the time of the original claim denial. The review will not defer to the initial denial, and will take
into account all information submitted by you, including comments, documents and records, without regard to whether such information was previously
submitted or relied upon in the initial determination.

EXTERNAL REVIEW - If you appeal to the Review
Committee but the process still results in a denial of your
claim, you may, in certain cases, request an additional
review by an independent review organization (IRO). An
independent external review is available for claims denied based on clinical or scientific judgments, such as
decisions based on medical necessity. It does not apply,
for example, to claim denials related to a person’s eligi-

9. If an appeal involves a medical judgment, such as
whether treatment is medically necessary, the Review Committee will consult with a medical professional who is qualified to offer an opinion on the issue. If a medical professional was consulted in connection with the original claim denial, the Review

CLAIM PROCEDURES
46

Local 734 Welfare Fund

bility for coverage. You must apply for the external review within four months after the date of receipt of the
written appeal decision you received from the Fund. To
request an external review, call or write the Fund Office.
Fund Office staff will provide you with the information
you need to file your formal request for an external review and provide you with the information you need to
complete the process. You must pay a $25 administrative fee for each external review, which will be refunded
if the adverse benefit determination is reversed upon external appeal.
You may apply for an expedited external review if the
claim involves a medical condition for which the regular
timeframe for completion of an appeal would seriously
jeopardize your life or health, or would jeopardize your
ability to regain maximum function, or if the final internal
adverse benefit determination (denial) concerns an admission, availability of care, continued stay, or health
care item or service for which you received emergency
services, but have not been discharged from a facility.
YOUR RIGHT TO A TIMELY DECISION - If the Plan
fails to make timely decisions or otherwise fails to comply with the applicable federal regulations, you may go
to court to enforce your rights. A claimant may not file
suit against the Plan until the claimant has exhausted all
of the procedures described in these procedures.
LEGAL ACTIONS - You may not file legal action against
the Plan or the Trustees to recover a loss until all of the
proper claim procedures and claim review procedures
have been followed.
Section 502(a) of ERISA gives participants and beneficiaries the right to bring a court action to review Trustees’ decisions. In order to be timely, a court action
seeking to review a Trustee decision must be filed and
served no later than 36 calendar months after the claim
for benefits was first denied.
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OTHER LIMITATIONS ON YOUR BENEFITS
Coordination of Benefits (C.O.B.)

9. Benefits are coordinated with other group plans, including group Blue Cross and Blue Shield and blanket insurance plans, group pre-payment coverage,
union welfare plans, labor-management trusteed
plans, employer organization plans, or employee
benefit organization plans, and federal or state or
other governmental plans. Benefits are also coordinated with Medicare under certain circumstances. If
you or a dependent are covered under another plan,
you can contact the Fund Office to find out whether
that plan fits the definition of a group plan.

Benefits are coordinated when both you and your
spouse (and/or your dependent children) are covered by
this Plan as well as by one or more other group health
plans. Coordination allows benefits to be paid by two or
more plans, up to but not to exceed 100% of the allowable expenses on the claim. It also prevents the two plans
from making duplicate payments.
GENERAL C.O.B. INFORMATION
1. C.O.B. applies only to health care benefits. It doesn’t
apply to death/AD&D benefits or Weekly Disability
Benefits.

10. If another plan is the primary plan but some or all of
the benefits otherwise payable by that plan are denied or reduced because of the claimant's failure to
comply with that plan’s required procedures governing receipt of medical care, this Plan’s secondary
benefits will only be those that would have been payable if the claimant had complied with all of the required procedures of the other plan. The required
procedures could include, but are not limited to, complying with precertification procedures, or using preferred providers.

2. Benefits are coordinated on all employee and dependent claims.
3. Benefits will be coordinated separately on each
claim.
4. A plan that is required to pay its benefits before another plan pays its benefits is the “primary” plan (pays
first); the plan that pays its benefits after the other
plan has paid its benefits is the “secondary” plan
(pays second).

ORDER OF BENEFIT DETERMINATION
When a person who has a claim is covered under one or
more other group plans in addition to this Plan, the plans
will determine their benefits in accordance with the first
of the following rules:

5. You must file a claim for any benefits you are entitled
to from all other sources. Whether or not you actually
file claims with these other sources, this Plan’s benefits will be calculated as though you have received
any benefits you are entitled to from the other
sources. For example, if a person is eligible for Medicare and Medicare is the person’s primary plan, the
Plan will assume that he is enrolled for both Part A
and B of Medicare and will reduce Plan benefits accordingly.

1. Plan With No C.O.B. - If a covered person is covered
under another plan that doesn’t have C.O.B. rules,
the other plan is primary and this Plan is secondary.
2. Dependent vs. Non-Dependent - When the other
plan has C.O.B. rules, the plan covering the person
for whom the claim is filed other than as a dependent
is primary, and the plan covering the person for
whom the claim is filed as a dependent is secondary.

6. The Fund Office may release or receive necessary
information about your claims to or from other
sources. You must furnish the Fund Office with any
information necessary to process claims.

3. Children:
a. When the parents are not separated or divorced
(or cohabiting) - The plan covering the parent
whose birthday comes first in the year will pay
first and the plan covering the parent whose birthday comes later in the year will pay second—the
year of birth doesn’t count. For example, if your
birthday is in May and your spouse’s birthday is
in March, your spouse’s plan will pay benefits on
your children’s claims first and this Plan will pay
second.

7. If another plan pays benefits on a claim first when
this Plan should have paid first, this Plan may pay
directly to the other plan the benefits it should have
paid. If this Plan pays benefits on a claim first when
another plan should have paid first, the Trustees may
recover the amounts paid directly from the other
plan, or from a person if the other plan has already
made its payment to a person.
8. Benefits are paid under C.O.B. for “allowable expenses,” which for coordination of benefits purposes
are expenses that are eligible to be considered for
reimbursement.

b. When the parents are separated or divorced
(whether or not they were ever married):
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x

If there is a Qualified Medical Child Support
Order (QMCSO), the plan covering the parent
who has legal responsibility will pay first and
the plan covering the other parent will pay
second.

x

If there is no QMCSO, and the parent with
custody has not remarried, the plan covering
the parent who has custody of the child will
pay first and the other parent’s plan will pay
second.

x

x

or uses different rules for order of benefit determination,
this Plan will pay its benefits first. However, the amount
of the benefits payable by this Plan will be determined
as if this Plan were the secondary plan. In such a situation, any payment by this Plan will be the limit of this
Plan’s liability.
C.O.B. WITH MEDICARE
Important
Medicare rules determine whether or not Medicare
pays primary or secondary when a person has other
health care coverage. This Plan will pay secondary
to Medicare whenever it is allowed to do so.

If there is no QMCSO, and the parent with
custody of the child has remarried, the plan
covering the parent who has custody will pay
first, the plan covering the spouse of the parent who has custody (the stepparent of the
child) will pay second, and the plan covering
the parent without custody will pay last.

If Medicare is a person’s primary plan under Medicare’s rules, this Plan will pay its secondary (reduced)
benefits as if he is enrolled in both Part A and Part B
of Medicare, even if he is not actually enrolled in both
Parts.

The birthday rule will apply if a court awards
joint custody without specifying that one party
has the responsibility to provide health coverage.

Medicare Rules for Active Employees
and Their Dependents

c. If the child is an adult - If the child is employed
and/or married, the plan covering the child as an
employee will pay first, the plan covering the child
as a spouse will pay second, and the plan covering the child as a dependent child will pay third.
4. Active vs. Inactive Employee - The benefits of a plan
that covers a person as an employee who is not retired or laid off will be paid before the benefits of a
plan which covers that person as a retired or laid-off
employee. The same is true for the person’s dependents.
5. COBRA - If a person who has COBRA coverage is
also covered under another plan as an employee, retiree or dependent, the COBRA coverage is secondary.
6. Longer vs. Shorter - If the above rules still don’t
clearly show which plan should pay first, the plan that
has covered the person for whom the claim is filed
for the longest period of time will pay first. The plan
which has covered the person for the next longest
period of time will pay second, and so on.
TWO FUND PARTICIPANTS - If you and your spouse
are both covered as employees under this Plan and one
of you has a claim, the Plan will coordinate benefits on
the claim. Claims for your dependent children will be
paid as claims of the husband.
WITH NONCOMPLYING PLANS - If it is determined
that this Plan should pay second under the rules for order of benefit determination but this Plan is coordinating
its benefits with a Plan that is unable or unwilling to pay
benefits when due, or says that it always pays second,

•

Medicare is secondary for active employees aged 65
or older and their dependents.

•

Medicare is secondary for the first 30 months for a
person under age 65 with end stage renal disease.
After the first 30 months, Medicare becomes the primary plan.

•

Medicare is secondary if the person has Medicare
due to disability and the other plan covers the person
as a dependent of an active employee. For example,
if you are an active employee with a disabled spouse,
this Plan will pay primary benefits for your spouse.

•

If your spouse is over 65 and also has her own retiree
coverage through a former employer, the payment
order for your spouse’s claims will usually be:
o This Plan
o Medicare
o Your spouse’s employer-sponsored plan (for
retirees)

•

If your spouse is over 65 and has her own coverage
through her current employer, the payment order for
your spouse’s claims will usually be:
o Your spouse’s employer-sponsored plan
o This Plan
o Medicare

Retirees and Their Spouses
When an eligible retiree or the spouse of an eligible retiree becomes eligible for Medicare, this Plan’s retiree
coverage for that person will terminate.
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Other Medicare Rules

rights of recovery and causes of action that you, your
parent(s), or your spouse or dependent(s) or a representative, guardian or trustee of you, your parent(s),
spouse, or dependent(s) (collectively referred to as
“Claimant”) may have relating to the Third Party Incident.
The subrogation right applies on a priority, first dollar basis to any recovery, whether by suit, settlement or otherwise, whether a partial or full recovery, and regardless
of whether the Claimant is made whole, from any source
liable for making a payment relating to the injury, illness,
or condition to which the claim relates. Thus, the Plan
specifically rejects the “made whole doctrine” and any
other equitable doctrine or law that requires an insured
to be “made whole” before subrogation rights are allowed. Further, it is prohibited for a Claimant to settle a
claim against a Third Party for certain elements of damages, but eliminating damages relating to medical expenses incurred.

• Individual Medicare supplement (Medigap) plans always pay last. This Plan will ignore any plan you or
your spouse purchase on your own, including Medicare supplement plans.
• A person can decline coverage under this Plan when
they become eligible for Medicare. If they do, Medicare will be their only health care coverage.

Subrogation; Constructive Trust of Plan
Assets
By accepting benefits under the Plan, you agree to be
subject to the terms and conditions of this Subrogation
provision.
The Trustees intend that neither you nor any other person may profit from the payment of benefits or the payment of any compensation for injuries. The purpose of
the Plan is to pay covered expenses if they are not paid
or payable by anyone else, whether or not such payments are the legal responsibility of you as a covered
person or another eligible individual, such as your
spouse or dependents.

Workers’ Compensation Claims
This Fund excludes work-related claims, even if the
claim is being disputed, appealed, arbitrated or litigated.
The Fund may, however, as a courtesy to the Fund participant, voluntarily make payments on such a work-related claim subject to the terms and requirements set
forth in this Subrogation provision. If the Fund does
make claim payments, the Fund will have a first priority
right of reimbursement. This means that the Fund will
be entitled to recover 100% of the amount it paid to or
on behalf of Claimant from any and all amounts paid by
or recoverable from any source, regardless of how the
damages are characterized. The Fund will not have any
financial responsibility with respect to the cost of legal
services or other costs in connection with such a workrelated claim, even if the recovery is insufficient to compensate the Claimant for all damages sustained. The
Fund retains the right to discontinue the payment of benefits at any time under this provision.

“Third Party Incident” means any instance in which a
third party is or may be responsible or liable for paying
all or part of the expenses for which a claim is filed with
the Plan.
A “third party” could be, but is not limited to:

• A third party tortfeasor (an individual or other entity of
any kind who caused harm, such as the driver of another car in an automobile accident);
• An employee welfare plan or arrangement;
• A medical or hospital benefit plan;
• A no-fault or other car insurance policy;

Right to Reimbursement

• An uninsured or underinsured motorist provision or
medical pay provision of your car insurance policy;

The Claimant will first reimburse the Plan on a priority
basis for all payments the Plan made or may be obligated to make for the claim from any recovery relating to
a Third Party Incident, whether by suit, settlement or otherwise, including partial or full recoveries, and regardless of whether the Claimant is made whole. Once the
Plan makes or is obligated to make payments on behalf
of the Claimant, the Plan is granted, and the Claimant
consents to, an equitable lien by agreement or a constructive trust on the proceeds of any payment, settlement or judgment received by the Claimant from any
third party.

• A homeowners, school or athletic insurance policy;
• A liability insurance policy of any kind or nature; or
• Any other third party that is obligated to make payments that the Plan otherwise would be obligated to
make.
Right to Subrogate
“Subrogation” is a legal term for a rule that gives the Plan
the right to be repaid for benefits it pays on a claim if a
third party is responsible for paying the expenses for
which the claim is made.

Enforcement of Rights
The Plan has the right to recover amounts representing
the Plan’s subrogation and reimbursement interest
through any appropriate legal or equitable remedy, including but not limited to the initiation of a recognized

To the extent of any payments the Plan makes or may
be obligated to make for a claim related to a Third Party
Incident, the Plan shall be subrogated to any and all

OTHER LIMITATIONS ON YOUR BENEFITS
50

Local 734 Welfare Fund

cause of action under ERISA or other applicable federal
or state law, the imposition of a constructive trust or the
filing of a claim for equitable lien by agreement against
any Claimant for recovery from any third party, whether
by settlement, judgment or otherwise. The Plan’s subrogation and reimbursement interests, and rights to legal
or equitable relief, take priority over the interest of any
other person or entity.

satisfaction of the Trustees.
The Repayment and Subrogation Agreement provides,
among other things, that Claimant agrees:

• That Claimant will take such action as necessary or
appropriate to recover any and all payments made or
to be made by the Plan, regardless of whether or not
the claimant is made whole by any subsequent recovery;

Further, where the Claimant or its agent receives a recovery from any third party but does not reimburse the
Plan, the Plan shall have a right of offset against the
amount of future benefit payments on claims submitted
by you or your spouse or dependent until the Plan has
recovered the full amount allowed under this Section.

• That Claimant will repay the Plan the amount of benefit which the Plan pays on the claim out of any recovery of expenses Claimant may make, regardless of
whether the recovery is sufficient to fully reimburse
the loss;
• That Claimant is obligated to cooperate with the Plan
and/or any and all representatives of the Plan, including subrogation counsel, in completing discovery, attending depositions, and/or attending or cooperating
in trial in order to affect the Plan’s subrogation rights;

The Plan’s right of subrogation and reimbursement will
not be reduced or affected as a result of any fault or
claim on the part of the Claimant, whether under the doctrines of imperative causation, comparative fault or contributory negligence, or any other similar doctrine in law.
Accordingly, any so called “lien reduction statutes,”
which attempt to apply such laws and reduce a subrogating Plan’s recovery for any reason, including contributory negligence, will not be applicable to the Plan and
will not reduce the Plan’s subrogation recovery. The
benefits provided under this Plan are secondary to any
benefits or coverage provided under any no-fault law or
similar legislation or no-fault-type insurance.

• That the Trustees may participate in any legal action
Claimant or anyone acting on Claimant’s behalf may
file against the Third Party to recover the expenses;
• That the Trustees may file suit in Claimant’s name to
recover amounts the Plan pays and expenses it incurs
on the claim if the responsible party does not pay
Claimant for the expenses voluntarily and if Claimant
does not sue the responsible party for recovery of the
expenses;

Action Required of Claimant

• That the Plan is entitled to an equitable lien on the
proceeds of any recovery arising out of the Third Party
Incident, to the to the full extent of the Plan’s subrogation rights and to the full extent of its rights to repayment under the Repayment and Subrogation
Agreement that may be independent of subrogation
rights; and

If a claim is submitted for expenses for which someone
else is or may be legally responsible, the Claimant, or
his/her agent, must sign a “Repayment and Subrogation
Agreement.” The Agreement must be signed before
benefits will be payable under the Plan. The Agreement
must include a provision that the Plan will have an equitable lien by agreement on the proceeds of any recovery
arising out of the Third Party Incident to the full extent of
the Plan’s subrogation rights and to the full extent of its
rights to repayment under the Repayment and Subrogation Agreement that may be independent of subrogation
rights. The attorneys for Claimant must sign and agree
that they will honor and enforce the terms of the Repayment and Subrogation Agreements before disbursing
the proceeds of any recovery arising out of the Third
Party Incident.

• That the Plan will not be responsible for legal fees and
expenses incurred by Claimant in obtaining a recovery from another source, unless the Trustees had
agreed in writing to assume all or part of such fees
and expenses. No court costs, experts’ fees, attorneys’ fees, filing fees, or other costs or expenses of a
litigation nature may be deducted from the Plan’s recovery without the prior, express written consent of
the Plan.

If Claimant is a minor or is otherwise legally incompetent,
Claimant’s parent, legal guardian or “next friend” must
sign a legally binding Repayment and Subrogation
Agreement on behalf of the injured incompetent person
before the Plan will be obligated to pay any benefits arising out of the Third Party Incident. The Plan is not and
will not be liable for, nor does it or will it have any obligation to pay, any benefit arising out of a Third Party Incident unless and until a Repayment and Subrogation
Agreement in a form satisfactory to the Trustees has
been received by it, executed by all persons to the full

Separate Rights
The agreement to repay set forth in the Repayment and
Subrogation Agreement, and the Plan’s right to subrogation, are separate and distinct rights and obligations.
The failure or invalidity, in whole or in part, of one such
right or obligation will not impair or otherwise adversely
affect any such other right or obligation.
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Attorneys’ Fees

Recovery due to Mistake or Fraud

The Plan specifically disavows any claim the Claimant
may make under the “Common Fund Doctrine.” This
means that the Plan shall not be responsible for any of
the Claimant’s court costs, experts’ fees, attorneys’ fees,
filing fees, or other costs or expenses incurred in seeking
a recovery, whether by suit, settlement or otherwise, unless the Trustees had agreed in writing to pay such fees
or costs.

The Fund shall be entitled to recover (including by
means of offset against future benefits or any other
means of recovery) from the participant and/or his dependents any excess payments paid to him or his dependents, or on his/their behalf due to mistake or fraud
or any other reason or if the Fund otherwise determines
that he/they is/are not entitled to such benefit payments
or to the full amount of the payment made.

The Claimant specifically is prohibited from incurring any
expenses, costs, or fees on behalf of the Plan in pursuit
of his rights of recovery against a third-party or the Plan’s
subrogation/reimbursement rights as set forth herein.
Trustees Right to Waive
The Trustees of the Plan may waive the above subrogation or reimbursement rights, or any part thereof, if they
decide such action is in the best interest of the Plan and
its participants, unless determined to be acting in an arbitrary and capricious manner.
Anti-Assignment
By accepting benefits under the Plan, participant and
Claimant are prohibited from doing anything that will impair, release, discharge or prejudice the Plan’s subrogation or reimbursement rights.
No Claimant may assign any rights or causes of action
that he or she might have against a third-party, which
would grant the Claimant the right to recover medical expenses or other damages, without the express, prior
written consent of the Plan. The Plan’s subrogation and
reimbursement rights apply even where a person has
died as a result of his or her injuries and the Claimant is
asserting a wrongful death or survivor claim against the
third-party under the laws of any state. The Plan’s right
to recover by subrogation or reimbursement shall thus
apply to any settlements, recoveries, or causes of action
owned or obtained by a decedent, minor, incompetent,
or disabled person.
Maximum Amount of Recovery
Neither Claimant nor any other person will be required
to repay to the Plan more than the benefits the Plan pays
on the claim, nor more than the gross amount the Claimant receives in recovery, whichever is less, without regard to attorneys’ fees and expenses incurred in obtaining such recovery.
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GENERAL PLAN PROVISIONS
port orders for approval as Qualified Medical Child Support Orders (QMCSOs) under the Employee Retirement
Income Security Act (ERISA).

Trustee Interpretation and Authority;
Decisions Regarding Benefits
The Plan is administered by the Trustees in accordance
with the Trust Agreement. The Trustees, or their Fund
Administrator subject to Trustees’ review, have the right
to interpret the Plan, the Plan documents, and the Plan
regulations and procedures. Their interpretation is final
and binding on all involved persons. All questions or
controversies arising in any way in connection with this
Plan or the Fund or its operation will be submitted to the
Trustees, or their Fund Administrator subject to Trustees’ review, for decision. Benefits under this Plan will
be paid only when the Board of Trustees or persons delegated by them decide, in their sole discretion, that the
participant or beneficiary is entitled to benefits. The decision of the Trustees, or the Fund Administrator if not
appealed on a timely basis, is final and binding on all
persons dealing with the Plan or the Fund or claiming
any benefit under the Plan.

1. You, the “alternate recipient” (the child) or an attorney for any of the preceding individuals, may submit
for the Trustees’ approval as a QMCSO either a draft
of a medical child support order or an entered medical child support order. Because changes are frequently necessary in order to comply with ERISA, it
is recommended that a draft order be submitted prior
to entry.
2. The draft or entered medical child support order for
which QMCSO status is desired should be submitted
to the Trustees by mailing or faxing the order to the
Fund Office.
3. Upon receipt of the draft or entered medical child
support order for which QMCSO status is desired, either the Trustees or the Trustees’ attorney, on behalf
of the Trustees, will promptly notify you, and the affected alternate recipient, together with any other
person designated as receiving a benefit under the
order, or the attorneys for any of these individuals, of
the Trustees’ receipt of the draft or entered medical
child support order. A copy of these procedures will
be enclosed with the notification.

The Trustees have the authority to amend the eligibility
rules or other provisions of the Plan. They may increase,
reduce, change or eliminate benefits or terminate the
Plan at any time, provided that such changes are not inconsistent with law or with the provisions of the Plan or
the Trust Agreement. All benefits of the Plan are conditional and subject to the Trustees’ authority to change or
terminate them at any time.

4. The draft or entered order will be referred to the Trustees’ attorney for purposes of determining its qualified status. Within a reasonable period after the
Fund’s receipt of the draft or entered order, the Trustees’ attorney on behalf of the Trustees shall determine whether the order is a QMCSO and shall notify
you and the affected alternate recipient of this determination.

Length of Maternity Hospitalizations
A federal law requires that a covered person and her
newborn infant are entitled to at least 48 hours of inpatient hospital care following a normal delivery and at
least 96 hours of inpatient hospital care following a Caesarean section. Further, a Plan cannot require the provider (hospital or doctor) to obtain authorization from the
Plan for prescribing a length of stay not in excess of
these periods. (The attending provider may however,
after consulting with the mother, discharge the mother
and newborn earlier than 48 hours following a vaginal
delivery or 96 hours following a Cesarean section.) The
Plan will provide benefits for the covered medical expenses incurred by a person eligible for maternity benefits during the prescribed time periods, subject to all applicable Plan benefit provisions, maximums and limitations.

5. If the Trustees determine that the order is not a
QMCSO, the Trustees’ attorney will ordinarily inform
you and the affected alternate recipient of the
changes necessary for the order to be accorded
QMCSO status. The Trustees’ attorney will ordinarily
request that a revised order incorporating the suggested changes be submitted.
6. If the Trustees determine that the order is a QMCSO,
you and the affected alternate recipient will be asked
to forward a certified copy of the QMCSO for purposes of inclusion in the Trustees records.

Qualified Medical Child Support Order
(QMCSO) Procedures

7. If the order submitted is with respect to a child of a
noncustodial parent who is an employee for whom
an employer contributes to the Fund and an appropriately completed National Medical Support Notice
promulgated pursuant to section 401(b) of the Child

The following procedures apply to determinations made
by the Plan Administrator (that is, the Trustees of this
Fund), with respect to qualification of medical child sup-
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Support Performance and Incentive Act of 1998 is received and complies with the requirements of 9
U.S.C. §1169(B)(3) and (4), the Notice shall be
deemed to be a QMCSO with respect to that child.

Circumstances that May Result in Claim
Denials
The circumstances that may result in a claim denial or
loss of benefits are outlined in this Summary Plan Description booklet. If you have any questions about a
claim denial or loss of eligibility, contact the Fund Office.

8. You, the affected alternate recipient, or any other
person designated as receiving a benefit under the
order, may designate a representative for receipt of
copies of notices that are sent with respect to the proposed or entered medical child support order. A designation of a representative will be considered to
have been made by an affected person when correspondence regarding the draft or entered medical
child support order is received from an attorney or
other representative acting on behalf of that person.

Legal Actions
You may not file legal action against the Plan or the
Trustees to recover loss until all of the proper claim procedures and claim review procedures have been followed. No legal action for benefits under the Plan may
be commenced or maintained against the Plan and/or
Trust more than one year after receipt of the decision of
the Trustees on a matter appealed to them.

Women’s Health and Cancer Rights Act
This Plan covers services provided to a covered person
for a medically necessary mastectomy and for the postsurgical reconstruction of the affected breast. It also
considers charges for the following services and supplies to be covered medical expenses when the charges
are incurred by a covered person who is receiving Plan
benefits for a mastectomy, and when the person elects
(in consultation with her physician) breast reconstruction
in connection with the mastectomy:

Release of Information
When you file a claim for benefits, you must provide the
Fund Office with any required authorizations for release
of necessary information relating to the claim.

Examinations
The Trustees have the right to have a doctor examine a
person for whom benefits are being claimed, and to ask
for an autopsy in the case of a death. They also have
the right to examine any and all hospital or medical records relating to a claim.

• Reconstruction of the breast on which the mastectomy has been performed;
• Surgery and reconstruction of the other breast to produce a symmetrical appearance; and

Free Choice of Doctor

• Prostheses and physical complications relating to all
stages of the mastectomy, including lymphedemas.

You will have free choice of any doctor who meets this
Plan’s definition of a doctor. However, no payment will
be made for a doctor's charges beyond the coverage
specifically provided under this Plan.

Plan benefits payable for these services and supplies
are subject to all applicable deductibles, co-payment
percentages and maximum benefit limitations.

Governing Law

Altered or Forged Claims

This Plan is created and accepted in the State of Illinois.
All questions regarding the validity or interpretation of
the Trust Agreement or the Plan or any questions concerning the acts and transactions of the Trustees or any
other matter that affects the Plan will be determined under federal law, where applicable federal law exists. If
there is no applicable federal law, then the laws of the
State of Illinois will apply.

Any claim form or bill submitted by or on behalf of covered person that contains a material alteration or forged
information, including signatures, shall be rejected. The
Trustees reserve the right to forward the altered or
forged document to the local law enforcement agency
for whatever legal action such agency deems to be appropriate.

Workers’ Compensation Not Affected

If a provider alters any information on a previously submitted claim, it must be accompanied by written documentation satisfactory to the Trustees that explains the
reason for the alteration.

This Plan is not in place of and does not affect any requirement for coverage under any Workers’ Compensation Law, Occupational Diseases Law, or similar law.
Benefits which would otherwise be payable under the
provisions of these laws will not be paid by the Plan
merely because you fail or neglect to file a claim for benefits under the provisions of these laws.

If you submit a fraudulent claim to the Fund, or otherwise
attempt to mislead or defraud the Fund regarding your
eligibility for benefits (or the eligibility of another person)
or claim for benefits, your coverage under the Plan as
well as coverage for your family members may be terminated.
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right to inspect and copy your protected health information. A request to inspect and copy of records containing your protected health information must be made
in writing to the Plan’s Privacy Official. If you request a
copy of your protected health information, the Plan will
charge you $0.25 per page for copying, plus actual mailing costs. If you request that your information be provided to you in electronic form and the information is
readily producible in such form, the information will be
provided to you electronically.

Prohibition of Retroactive Rescissions
The Plan will not retroactively rescind the coverage of
benefits provided under the medical, dental, prescription
drug and vision components of the Plan. However, this
does not apply if you commit fraud or make an intentional misrepresentation of material fact. For example,
failing to timely inform the Fund in the event of a divorce
is an intentional misrepresentation of material fact. Coverage that is terminated due to the failure to pay a premium is not considered a rescission.

Ask us to correct health and claims records - If you believe that your protected health information records are
inaccurate or incomplete, you may request that the Plan
amend the records. That request may be made as long
as the information is maintained by the Plan. A request
for an amendment of records must be made in writing to
the Plan’s Privacy Official.

Plan Discontinuation or Termination
This Plan of Benefits may be discontinued or terminated
under certain circumstances—for example, if future collective bargaining agreements don’t require employer
contributions to the Fund. In such event, benefits for
covered expenses incurred before the termination date
fixed by the Trustees will be paid on behalf of covered
persons as long as the Plan’s assets are more than the
Plan’s liabilities. Full benefits may not be paid if the
Plan’s liabilities are more than its assets, and benefit
payments will be limited to the monies available in the
Trust Fund for such purposes. The Trustees will not be
liable for the adequacy or inadequacy of such funds. If
there are any assets remaining after payment of all Plan
liabilities (including payment of Plan administrative expenses), those assets will be used for purposes determined by the Trustees in accordance with the Trust
Agreement, provided that any such disposition of assets
will be made only for the benefit of former Plan participants and for the purposes set forth in the Plan.

The Plan may deny the request if it does not include a
reason to support the amendment. The request also
may be denied if your protected health information records were not created by the Plan, if the protected health
information you are requesting to amend is not part of
the Plan’s records, if the protected health information
you wish to amend falls within an exception to the protected health information you are permitted to inspect
and copy, or if the Plan determines the records containing your health information are accurate and complete.
Request confidential communications - You have the
right to request that the Plan communicate with you in a
certain way. The Plan is not required to honor such requests but the Plan will do so if it can be done without
interfering with the Plan’s normal operations or if you believe that the disclosure of your protected health information could endanger you. If you wish to receive confidential communications, please make your request in
writing to the Plan’s Privacy Official.

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 information. Please review it carefully.
Your Rights

Ask us to limit what we use or share - You may request
restrictions on certain uses and disclosures of your protected health information. The Plan is not required to
agree to your request but the Plan will ordinarily honor
any request that the Plan communicate only with you
(that is, refrain from disclosing your claim or benefit information to your relatives, friends or members of your
household). If you wish to make a request for restrictions, please contact the Plan’s Privacy Official.

When it comes to your protected health information (as
defined under the Health Insurance Portability and Accountability Act of 1996 (HIPAA)), you have certain
rights. This section explains your rights and some of our
responsibilities to help you.
For purposes of this Notice, your protected health information includes all individually identifiable information,
including demographic information, related to your past,
present or future physical or mental health condition or
to payment for health care. Protected health information
includes information maintained by the Plan in oral, written, or electronic form. It does not include information
that has been de-identified. De-identified information is
information that does not identify you and with respect to
which there is not reasonable basis to believe that the
information can be used to identify you.

Get a list of those with whom we’ve shared information You have the right to request a list of certain disclosures
of your protected health information that the Plan is required to keep a record of under the Federal privacy
rules, such as disclosures for public purposes, disclosures authorized by law or disclosures that are not in accordance with the Plan’s privacy policies or applicable
law. The request must be made in writing to the Plan’s
Privacy Official. The request should specify the time period for which you are requesting the information, but

Get a copy of health and claims records - You have the
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may not start earlier than April 14, 2004. Accounting requests may not be made for periods of time in excess of
six years. The Plan will provide the first accounting you
request during any 12-month period without charge.
Subsequent accounting requests will be subject to a reasonable cost-based fee. The Plan will inform you in advance of the fee, if applicable.

We may also share your information when needed to
lessen a serious and imminent threat to health or safety.

Get a copy of this privacy notice - You can ask for a paper copy of this notice at any time, even if you have
agreed to receive the notice electronically. We will provide you with a paper copy promptly.

How do we typically use or share your protected health
information?

We never share your information for marketing purposes. We never sell your information.
Our Uses and Disclosures

We typically use or share your protected health information in the following ways.

Choose someone to act for you - If you are of legal age,
you can exercise the privacy rights explained in this Notice. Your rights can also be exercised by your Personal
Representative. A Personal Representative is:

Help manage the health care treatment you receive - We
can use your protected health information and share it
with professionals who are treating you.
Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange additional
services.

• The parent of a minor child.
• The person designated in a Health Care Power of Attorney (limited to the rights stated in the Power of Attorney).

Run our organization - We can use and disclose your
information to run our organization and contact you
when necessary.

• The legal guardian of a mentally incompetent adult.
• The administrator or executor of your estate, or your
next of kin.

We are not allowed to use genetic information to decide
whether we will give you coverage and the price of that
coverage.

Be notified in case of breach - The Plan must notify you
within 60 days of the discovery of a breach of confidentiality of your protected health information.

Example: We use health information about you to develop better services for you.

File a complaint if you feel your rights are violated

• You can complain if you feel we have violated your
rights by contacting our Privacy Official.

Pay for your health services - We can use and disclose
your protected health information as we pay for your
health services.

• You can file a complaint with the U.S. Department of
Health and Human Services Office for Civil Rights by
sending a letter to 200 Independence Avenue, S.W.,
Washington, D.C. 20201, calling 1-877-696-6775, or
visiting www.hhs.gov/ocr/privacy/hipaa/ complaints/.

Administer your plan - We may disclose your protected
health information to your health plan sponsor (the Trustees) for plan administration.

• We will not retaliate against you for filing a complaint.

How else can we use or share your protected health information?

Your Choices
For certain protected health information, you can tell us
your choices about what we share. If you have a clear
preference for how we share your information in the situations described below, talk to us. Tell us what you
want us to do, and we will follow your instructions.

We are allowed or required to share your information in
other ways—usually in ways that contribute to the public
good, such as public health and research. We have to
meet many conditions in the law before we can share
your information for these purposes. For more information see:

In these cases, you have both the right and choice to tell
us to:

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

• Share information with your family, close friends, or
others involved in payment for your care

Help with public health and safety issues - We can share
protected health information about you for certain situations such as:

• Share information in a disaster relief situation

• Preventing disease
If you are not able to tell us your preference, for example
if you are unconscious, we may go ahead and share
your information if we believe it is in your best interest.

• Helping with product recalls
• Reporting adverse reactions to medications
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Changes to the Terms of this Notice

• Reporting suspected abuse, neglect, or domestic violence

We can change the terms of this notice, and the changes
will apply to all information we have about you. The new
notice will be available upon request, on our website,
and we will mail a copy to you.

• Preventing or reducing a serious threat to anyone’s
health or safety
Do research - We can, but do not, use or share your information for health research.

Contact Person
The Fund has designated the following as its contact
person for all issues regarding patient privacy and your
privacy rights: Mr. Thomas J. Boehm Fund Administrator, Local 734 Welfare Fund, 6643 North Northwest
Highway Chicago, IL 60631-1360, telephone (773) 5942810, fax: (773) 631-3824.

Comply with the law - We will share information about
you if state or federal laws require it, including with the
Department of Health and Human Services if it wants to
see that we’re complying with federal privacy law.
Respond to organ and tissue donation requests and
work with a medical examiner or funeral director

Effective Date

• We can share protected health information about you
with organ procurement organizations.

This Notice is effective May 1, 2014.

• We can share protected health information with a coroner, medical examiner, or funeral director when an
individual dies.
Address workers’ compensation, law enforcement, and
other government requests - We can use or share protected health information about you:

• For workers’ compensation claims
• For law enforcement purposes or with a law enforcement official
• With health oversight agencies for activities authorized by law
• For special government functions such as military, national security, and presidential protective services
Respond to lawsuits and legal actions - We can share
protected health information about you in response to a
court or administrative order, or in response to a subpoena.
Our Responsibilities

• We are required by law to maintain the privacy and
security of your protected health information.
• We will let you know promptly if a breach occurs that
may have compromised the privacy or security of your
protected health information.
• We must follow the duties and privacy practices described in this notice and give you a copy of it.
• We will not use or share your protected health information other than as described here unless you tell us
we can in writing. If you tell us we can, you may
change your mind at any time. Let us know in writing
if you change your mind.
For more information see: www.hhs.gov/ocr/privacy/
hipaa/understanding/consumers/noticepp.html.
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DEFINITIONS
When a word or phrase defined below is used in this book, the definition shown below for that word
or phrase will apply unless stated otherwise.
and supplies which are provided to a covered person primarily to assist him in the activities of daily living.

Except were stated otherwise, where the term “you” or
“your” is used in this section, it means an eligible employee or eligible retiree.

DEPENDENT - An individual who is:

ACTIVE EMPLOYEE PLAN; ACTIVE PLAN - The program of benefits for active eligible employees and their
eligible dependents provided by the Local 734 Welfare
Fund and described in this Summary Plan Description
booklet.

1. The spouse of an eligible employee or eligible retiree, provided the employee or retiree is not legally
separated from her. Your “spouse” is the person to
whom you are legally married, including a same-sex
spouse if you were married in a state that recognizes
same-sex marriages.

ALLOWABLE CHARGE - The maximum covered
charge for a service rendered or supply furnished by a
health care provider that will be considered for payment.

2. A child of an eligible employee (see “Definition of
Child” below):
a. Who is less than 26 years old; or

1. For in-network providers, the allowable charge is
the contracted fee.

b. Who is age 26 or older, is incapable of engaging
in any substantial gainful activity by reason of any
medically determinable physical or mental impairment that can be expected to result in death or
which has lasted or can be expected to last for a
continuous period of not less than 12 months, and
meets all of the following conditions: he must
meet the definition of a dependent child except
for age; and he must be primarily dependent upon
you for support. If a child meets these conditions,
and continues to meet these conditions, he will be
covered under the Plan as long as you remain eligible. Proof of the child’s impairment or continued impairment may be required.

2. For out-of-network providers, the allowable charge
is the lesser of the reasonable and customary charge
(as defined on page 60), or the in-network approved
amount (the amount an in-network provider could
have charged for the same service or procedure in
accordance with the PPO fee agreement). You will
be responsible for amounts charged by out-of-network providers for any amount in excess of the allowable charge.
CHEMICAL DEPENDENCY - The abuse of, addiction
to, or dependency on the use of drugs, narcotics, alcohol, or any other chemical (except nicotine).

Definition of Child - For purposes of this definition, a
“child” means any of the following:

COLLECTIVE BARGAINING AGREEMENT - The negotiated labor agreements between the Union and an
employer requiring contributions to the Fund.

1. A child born of a valid marriage of yours;
CONTRIBUTIONS - Payments made by a participating
employer to the Fund on behalf of the employer’s employees.

2. If you are a female employee, a child born to you;
3. If you are a male employee, a child of yours not born
of a valid marriage for whom you may have been determined to be the legal parent;

COVERED PERSON - (1) An eligible employee and any
person in his family or household who meets the definition of a “dependent,” provided all eligibility requirements
for dependent coverage have been satisfied for any such
dependent; or (2) An eligible retiree and his legal spouse
provided that such person is not covered by another
group health care plan or Medicare.

4. A natural child of yours who is not a child born of a
valid marriage of yours, provided the child is recognized by the Trustees as an “alternate recipient” under the terms of a court order which the Trustees determine to be a Qualified Medical Child Support Order. A copy of the court order will be required by the
Fund Office before claims for the child will be considered for payment;

COVERED UNDER THE PLAN - A person is eligible to
receive Plan benefits applicable to his status as an eligible employee, retiree or dependent.

5. A child for whom you have legal guardianship, or a
child legally adopted by you or placed in your home

CUSTODIAL CARE - Care that is comprised of services
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EMPLOYEE

for adoption; or
6. A stepchild of yours, meaning any child of your
spouse who was born to your spouse or who was legally adopted by your spouse before your marriage
to your spouse.

1. Anyone who performs work within the jurisdiction of
the Bakery, Cracker, Pie, Yeast Drivers and Miscellaneous Workers Union Local 734 of the International
Brotherhood of Teamsters and who is working for an
employer obligated to contribute to the Local 734
Welfare Fund under the terms of a collective bargaining agreement; and

Dependent Death Benefits are not payable for children
under 14 days of age.
If your spouse is on active duty with the armed forces of
any country, your spouse will not be considered a dependent.

2. Any full-time employee of the Union, the Pension
Fund, and the Welfare Fund on whose behalf contributions are made to the Fund. “Full-time” means at
least 30 hours per week.

Only dependent spouses are covered under the Retiree
Plan. No coverage is provided for dependent children of
retirees.

EMPLOYER; PARTICIPATING EMPLOYER
1. Any person, firm, association, partnership or corporation which enters into a collective bargaining
agreement providing for contributions to the Fund on
behalf of its employees; and

DOCTOR; PHYSICIAN - A legally qualified physician or
surgeon who is a Doctor of Medicine (M.D.) or a Doctor
of Osteopathy (D.O.) and is licensed to practice medicine and surgery in all of its branches.

2. The Union, the Pension Fund, and the Welfare Fund
for the purpose only of making contributions to the
Fund on behalf of their full-time employees.

ELIGIBLE EMPLOYEE - An employee who has met the
Plan’s eligibility requirements and is entitled to receive
the benefits provided under the Plan to active employees.

EXPERIMENTAL OR INVESTIGATIVE - A treatment,
procedure, facility, equipment, drug, device or supply will
be considered to be “experimental or investigative” if it
falls within any one of the following categories:

ELIGIBLE RETIREE - A retired employee who has satisfied all the eligibility and self-payment requirements for
the retiree benefits described in this booklet.

1. It is not yet generally accepted among experts as accepted medical practice for the patient’s medical condition;

EMERGENCY - A medical condition manifesting itself by
acute symptoms of sufficient severity (including severe
pain) so that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention
to result in: placing the health of the individual (or, with
respect to a pregnant woman, the health of the woman
or her unborn child) in serious jeopardy; serious impairment to bodily functions; or serious dysfunction of a bodily organ or part.

2. It cannot be lawfully marketed or furnished without
the approval of the U.S. Food and Drug Administration or other federal agency, and such approval had
not been granted at the time the treatment, procedure, facility, equipment, drug, device, or supply was
rendered, provided or utilized; or
3. It is the subject of ongoing Phase I or Phase II clinical
trials, or is the research, experimental, study or investigational arm of ongoing Phase III clinical trials,
or is otherwise under study to determine its maximum tolerated dose, its toxicity, its safety, its efficacy
or its efficacy as compared with a standard means of
treatment or diagnoses, or if the prevailing opinion
among experts regarding any such treatment, procedure, facility, equipment, drug, device, or supply is
that further studies or clinical trials are necessary to
determine its maximum tolerated dose, its toxicity, its
safety, its efficacy or its efficacy as compared with a
standard means of treatment or diagnoses.

If emergency treatment is obtained as a result of symptoms which could reasonably be interpreted as an emergency under the above definition, that condition will be
considered an emergency even if the final diagnosis is
of another condition.
For purposes of the Medical Care Review Program
(page 6), an emergency hospital admission is an admission as an inpatient to a hospital directly from a hospital
emergency room to which a person has gone for treatment of a condition that meets the above definition of an
emergency.
If a person is taken for treatment to the nearest hospital
or trauma center by police, fire department or ambulance
under circumstances over which the person has no control, the condition will also be considered an emergency.

Determination of whether a treatment, procedure, facility, equipment, drug, device or supply is experimental or
investigative shall be determined solely by the Trustees,
in their sole discretion and judgment, in consultation with
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medical experts of their choosing.

2 or No. 3 below:

The Plan excludes experimental and investigative services and supplies except as described in No. 5 on
page15.

1. It is a hospital accredited by the Joint Commission on
Accreditation of Healthcare Organizations;
2. It is eligible to participate in and to receive payments
from Medicare Part A; or

FUND; TRUST FUND - The entire Trust of the Local 734
Welfare Fund created and administered according to the
Trust Agreement.

3. It is an institution that: (a) provides diagnostic and
therapeutic facilities for the medical and surgical diagnosis, treatment, and care of injured and sick individuals under the supervision of a staff of doctors licensed to practice medicine; (b) is operated continuously with organized facilities for operative surgery
on the premises; (c) provides on the premises 24hour-a-day nursing services by or under the supervision of registered nurses (R.N.’s); and (d) is not,
other than incidentally, a place for rest, for the aged,
for drug addicts or alcoholics or a nursing or convalescent home.

HOME HEALTH AGENCY
1. A hospital possessing a valid operating certificate authorizing the hospital to provide home health services; or
2. A public agency or private organization (or a subdivision) which meets all of the following requirements:
(a) it is primarily engaged in providing skilled nursing
services and other therapeutic services in the homes
of its patients; (b) it has established policies governing the services that it provides; (c) it provides for the
supervision of its services by a doctor or a licensed
nurse; (d) it maintains clerical records on all of its patients; (e) it is licensed according to the applicable
laws of the state in which the patient receiving the
treatment lives and of the locality in which it is located
or in which it provides services; and it is eligible to
participate in Medicare.

MEDICALLY NECESSARY - The use of only those services, treatments or supplies provided by a hospital, doctor, or other qualified provider of medical services or supplies that are required, in the judgment of the Trustees,
to identify or treat an injury, disease or sickness. The
service or supply: (1) must be consistent with the symptoms, diagnosis and treatment of the condition; (2) must
be the standard of care according to acceptable standards of good medical practice; (3) must not be solely for
the convenience of the patient, doctor or hospital; (4)
must be the most appropriate which can be safely provided to the patient under the circumstances; and (5)
must not be experimental or investigative. In addition, if
more than one alternative is available, medically necessary means the most cost-effective alternative that can
meet the individual’s essential health needs.

HOME HEALTH AIDE - A health worker, other than a
licensed doctor, nurse or professional therapist, who is
on the staff of a home health agency and performs personal health care services such as: helping the patient
to bathe, helping the patient in and out of bed to exercise, helping the patient with medications which are ordinarily self-administered, and other services which are
intimately related to the health care of the patient and
have been specifically ordered by a doctor.

Medical necessity is a determination only as to coverage
under the Plan. The ultimate decision as to appropriate
treatment should be made by you in consultation with
your provider.

HOSPICE - A public agency or private organization (or
part of either) primarily engaged in providing a coordinated set of services at home or in outpatient or institutional settings to persons suffering from a terminal medical condition. The agency or organization: (1) must be
eligible to participate in Medicare; (2) must have an interdisciplinary group of personnel that includes the services of at least one doctor and one R.N.; (3) must meet
the standards of the National Hospice Organization; and
(4) must provide, either directly or under other arrangements, the services listed as covered hospice expenses
in No. 11 on page 16.

MENTAL OR NERVOUS DISORDER (MENTAL/NERVOUS DISORDER) - A neurosis, psychoneurosis, psychopathy, psychosis, or mental or emotional disease or
disorder of any kind, regardless of whether such disease
or disorder has causes or origins which are organic,
physiological, traumatic, or functional.
PLAN; BENEFIT PLAN - The program of benefits established by the Trustees and described in this booklet,
known as the Local 734 Welfare Fund Plan of Benefits,
as they may be changed from time to time.

Benefits will be payable for hospice care only if MedCare precertifies the care.

REASONABLE AND CUSTOMARY; REASONABLE
AND CUSTOMARY CHARGE - An amount determined
by comparing a particular charge with the charges made
for similar services and supplies in the locality concerned
to individuals of similar age, sex, circumstances and

HOSPITAL - An institution which is engaged primarily in
providing medical care and treatment to sick and injured
persons on an inpatient basis at the patients’ expense
and which fully meets the requirements of No. 1 or No.
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TMJ - Temporomandibular joint syndrome, cranio-mandibular disorders and other conditions of the joint linking
the jaw bone and the skull, along with the complex of
muscles, nerves, and other tissues related to that joint.

medical condition. The result of this comparison determines the amount that is the maximum allowable charge
to be considered a covered expense under this Plan.
Data and recommendations from standard tables available for such purposes weigh heavily in the Plan’s determination of reasonable and customary charges and payment policies.

TOTALLY DISABLED - You (the employee) are considered “totally disabled” if you are prevented, solely due to
non-occupational accidental bodily injury or sickness,
from engaging in your regular or customary occupation,
and you are not performing any kind of work for compensation or profit. A dependent is considered “totally disabled” if he is prevented, solely due to non-occupational
accidental bodily injury or sickness, from engaging in
substantially all of the normal activities of a person of like
age and sex in good health.

RESIDENTIAL TREATMENT FACILITY - A licensed institution that meets all of the following criteria: (1) it is
primarily engaged in providing medical care and rehabilitation for individuals with physical, mental/nervous or
substance abuse disorders; (2) it provides on-the-premises 24-hour-a-day nursing services by or under the supervision of R.N.’s; (3) every patient is under the supervision of a doctor, and it has available at all times a doctor who is a staff member of an acute care hospital; (4)
it is part of the BCBSIL PPO network or accredited by
The Joint Commission (formerly JCAHO); and (5) it is
not, other than incidentally, an institution providing custodial care. Group homes and halfway houses are not
residential treatment facilities and are excluded under
this Plan.

TRUSTEES - The Union and Employer Trustees who
are responsible for the operation of the Trust Fund
through which this Plan of Benefits is provided.
UNION - The Bakery, Cracker, Pie, Yeast Drivers and
Miscellaneous Workers Union Local 734 of the International Brotherhood of Teamsters.

RETIREE COMPREHENSIVE PLAN (RETIREE PLAN)
- The program of benefits for eligible retirees and their
eligible spouses provided by the Local 734 Welfare Fund
and described in this Summary Plan Description booklet.
SELF-PAYMENTS - Payments made to the Plan by employees and dependents to continue Plan coverage under the rules governing COBRA coverage.
SKILLED NURSING FACILITY - A licensed institution
that meets all of the following criteria: (1) it is primarily
engaged in providing inpatient skilled nursing care,
physical restoration services and related services for patients who are convalescing from injury or sickness and
who require medical or nursing care to assist the patients to reach a degree of body functioning to permit
self-care in essential daily living activities; (2) it provides
24-hour-a-day nursing services by licensed nurses under the supervision of an R.N., and it has an R.N. on duty
at least eight hours a day; (3) every patient is under the
supervision of a doctor, and it has available at all times
a doctor who is a staff member of an acute care hospital;
(4) is eligible to participate under Medicare Part A as a
“skilled nursing facility”; and (5) it is not, other than incidentally, an institution providing custodial care.
SUMMARY PLAN DESCRIPTION - This book, which
provides you with an easy-to-understand summary of
the Plan Document. If any information in this summary
is unclear or incorrect, the provisions of the Plan Document will govern.
SUBSTANCE ABUSE TREATMENT FACILITY - A residential treatment facility (as defined by the Plan) specializing in providing treatment for substance abuse.
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YOUR RIGHTS UNDER ERISA
and other Plan participants and beneficiaries. No one,
including your employer, your union, or any other person, may fire you or otherwise discriminate against you
in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

As a participant in the Local 734 Welfare Fund, you are
entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974
(ERISA). ERISA provides that all Plan participants shall
be entitled to:

ENFORCE YOUR RIGHTS

RECEIVE INFORMATION ABOUT YOUR PLAN AND
BENEFITS

If your claim for a welfare benefit is denied or ignored, in
whole or in part, you have a right to know why this was
done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within
certain time schedules. Under ERISA, there are steps
you can take to enforce the above rights. For instance, if
you request a copy of Plan documents or the latest annual report from the Plan and do not receive them within
30 days, you may file suit in a federal court. In such a
case, the court may require the Fund 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 medical child support order, you may file
suit in federal court. If you believe that Plan fiduciaries
misuse the Plan’s money, or if you believe you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or
you may file suit in a federal court. The court will decide
who should pay court costs and legal fees. If you are
successful the court may order the person you have
sued to pay these costs and fees. If you lose, the court
may order you to pay these costs and fees. If you have
any questions about your Plan, you should contact the
Fund Administrator.

1. Examine, without charge, at the Fund Administrator’s
office and at other specified locations, such as
worksites and union halls, all documents governing
the Plan, including insurance contracts and collective
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with
the U.S. Department of Labor and available at the
Public Disclosure Room of the Employee Benefits
Security Administration.
2. Obtain, upon written request to the Fund Administrator, copies of documents governing 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 Fund Administrator is required by law to furnish each participant with a copy of this summary annual report.
CONTINUE GROUP HEALTH PLAN COVERAGE
Employees: You may continue health care coverage for
yourself, spouse or dependents if there is a loss of coverage under the Plan as a result of a qualifying event.
You or your dependents 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.

ASSISTANCE WITH YOUR QUESTIONS
If you have any questions about this statement or about
your rights under ERISA, or if you need assistance in
obtaining documents from the Fund Administrator, 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 Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210. You
may also obtain certain publications about your rights
and responsibilities under ERISA by calling the publications hotline of the Employee Benefits Security Administration. You may also find answers to your questions
and list of EBSA field offices at the website of the EBSA
at www.dol.gov/ebsa.

Retirees: In certain cases your spouse may continue
health care coverage for herself if there is a loss of coverage under the Plan as a result of a qualifying event.
She will 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.
PRUDENT ACTIONS BY PLAN FIDUCIARIES
In addition to creating rights for Plan participants, ERISA
imposes duties upon the people who are responsible for
the operation of the employee benefit Plan. The people
who operate your Plan, called “fiduciaries” of the Plan,
have a duty to do so prudently and in the interest of you

HOW TO READ OR GET PLAN MATERIAL
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You can read the material listed in the previous section
by making an appointment at the Fund Office during normal business hours. This same information can be
made available for your examination at certain locations
other than the Fund Office. The Fund Office will inform
you of these locations and tell you how to make an appointment to examine this material at these locations.
Also, copies of the material will be mailed to you if you
send a written request to the Fund Office. There may be
a small charge for copying some of the material. Before
requesting material, call the Fund Office to find out the
cost. If a charge is made, your check must be attached
to your written request for the material. The Fund Office
address and phone number are shown on the inside
front cover.
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INFORMATION ABOUT YOUR PLAN
NAME OF PLAN/FUND - The Local 734 Welfare Fund
Plan of Benefits. The name of the Trust Fund through
which these Plans are provided is the Local 734 Welfare
Fund.

ACCUMULATION OF ASSETS/PAYMENT OF BENEFITS - Employer, employee, retiree and dependent contributions are received and held in trust by the Trustees
pending the payment of benefits, insurance premiums,
and administrative expenses.

PLAN SPONSORSHIP AND ADMINISTRATION - The
Plan is sponsored and administered by a joint labormanagement Board of Trustees. The Board of Trustees
is the Plan Administrator. The Board is divided equally
between Trustees selected by the Union and by Trustees appointed by participating employers. The Board is
assisted in its administration of the Fund by a Fund Administrator who handles claim payments and clerical administration. The legal address of the Board of Trustees,
the names and addresses of the individual Trustees, and
the Fund Administrator’s name and address are shown
on page 65. Additionally, the Plan Administrator and
Fund Administrator may delegate their respective duties
to other service providers as they deem appropriate.

TYPE OF PLAN AND METHOD OF PROVIDING BENEFITS - The Fund provides disability, medical, vision,
dental, retiree and dependent death and AD&D benefits
on a self-funded basis. When benefits are self-funded,
the benefits are provided directly to you from the Fund.
Benefits can only be paid to the extent that assets are
available in the Fund.
There is also a dental HMO plan option that provides
benefits in accordance with a contract with the Trustees
and BlueCare Dental HMO, 300 East Randolph Street,
Chicago, IL 60601. BlueCare administers this program
on behalf of the Trustees.

SERVICE OF LEGAL PROCESS - The agent whom the
Trustees have appointed for service of legal process is
shown on page 65. Legal process may also be served
on the Fund Administrator or any Trustee.

The prescription drug programs are administered in accordance with a contract with the Trustees by Sav-Rx
Prescription Services, 224 North Park Avenue, Fremont,
NE 68025.

SOURCE OF FINANCING/COLLECTIVE BARGAINING AGREEMENTS - The Fund receives contributions
from employers who have entered into collective bargaining agreements with the Bakery, Cracker, Pie, Yeast
Drivers and Miscellaneous Workers Union Local 734 of
the International Brotherhood of Teamsters, from the
Union, Pension Fund, and Welfare Fund, and from employees, retirees and dependents who make self-payments. The Fund may also receive refunds or fees from
its prescription benefit manager.

The Fund provides life insurance and accidental death
and dismemberment insurance benefits for employees
through Union Labor Life Insurance Company, 111 Massachusetts Avenue, N.W., Washington, D.C. 20001.
This Plan is not an insurance policy, and no benefits are
provided by or through an insurance company other than
the life and AD&D insurance benefits.
PLAN/FUND YEAR - The Fund’s financial records are
kept on a l2-month fiscal period, beginning on May 1 of
a year and ending on April 30 of the following year.

An employee is entitled to participate in this Plan if he
works under one of the collective bargaining agreements
and if his employer makes the required contributions to
the Fund for him. Other persons entitled to participate
in this Plan are employees of the Union, the Pension
Fund and the Welfare Fund.

PLAN/FUND IDENTIFICATION NUMBERS - The Employer Identification Number (EIN) assigned to the Fund
by the Internal Revenue Service is 36-2272414. The
Plan Number (PN) is 501.

A retired employee is entitled to participate in this Plan
by making self-payments to the Fund if he worked under
one of the collective bargaining agreements and if his
employer made the required contributions to the Fund
for him. Other retired persons entitled to participate in
this Plan are retired employees of the Union, the Pension Fund and the Welfare Fund.
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BOARD OF TRUSTEES
Union Trustees

Employer Trustees

Mr. Brian Meidel
President
Local Union No. 734, I.B.T.
6643 North Northwest Highway
Chicago, IL 60631-1360

Mr. Robert Cruice
Executive Vice President and Treasurer
Alpha Baking Co.
4545 Lyndale
Chicago, IL 60639-3419

Mr. Gordon A. Nisbet
Vice President
Local Union No. 734, I.B.T.
6643 North Northwest Highway
Chicago, IL 60631-1360

Mr. John Engler
4317 South Miami Trail
Monticello, IN 47960

Mr. Scott Kunz
Secretary-Treasurer
Local Union No. 734, I.B.T.
6643 North Northwest Highway
Chicago, IL 60631-1360

Mr. Steve Waltz
Director, Labor Relations
Bimbo Bakeries USA
8550 West Bryn Mawr Avenue, 10th Floor
Chicago, IL 60631

TO WRITE TO THE BOARD OF TRUSTEES, address your letter to the Board of Trustees at the Fund Office
address shown on the inside front cover of this booklet.

FUND PROFESSIONALS
Fund Administrator

Fund Consultant

Mr. Thomas J. Boehm
Local 734 Welfare Fund
6643 North Northwest Highway
Chicago, IL 60631-1360

Foster & Foster, Inc.
One Oakbrook Terrace
Suite 720
Oakbrook Terrace, IL 60181

Fund Co-Counsel

Agent for Service of Legal Process

Mr. William A. Widmer III
Carmell Charone Widmer Moss & Barr, Ltd.
One East Wacker Drive
Suite 3300
Chicago, IL 60601

Mr. Brian Meidel
President
Local Union No. 734, I.B.T.
6643 North Northwest Highway
Chicago, IL 60631-1360
Legal process can also be served on the Fund
Administrator or any Fund Trustee.

Mr. James F. Vanek
Laner Muchin, Ltd.
515 North State Street
Suite 2800
Chicago, IL 60610-4324
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