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Section I.

Introduction

About This Booklet
The Board of Trustees of the Greater Kansas City Laborers Welfare Fund (or “Plan”) is pleased to
provide you with this updated Summary Plan Description (SPD), which contains current health and
welfare information for Active Employees, Retired Employees, and their eligible Spouse and children.
This booklet also serves as the Plan's official Plan document, and replaces and supersedes all prior SPDs,
Plan documents, and announcements.
The benefits described in this booklet are effective as of April 1, 2017. We have organized the
information in an easy-to-find format. These are some of the sections included in the booklet:
•

Section II. Important Contact Information—Who to call when you have a question about your
benefits.

•

Section III. Schedule of Benefits—An at-a-glance summary of Plan benefits.

•

Section IV. Eligibility (Active Employees and Their Eligible Spouse and Children)—Information
about when you initially become eligible for benefits and what you need to do to continue your
coverage.

•

Section V. Eligibility (Retired Employees and Their Eligible Spouse and Children)—Eligibility
information specific to Retired Employees.

•

Section VI. Life Events—How your benefits are affected by different events that can occur in your
life.

•

Sections VIII through XIV. Detailed Benefit Information—In-depth explanations about the Plan's
Medical, Wellness, Prescription Drug, Dental, Vision, Disability, and Death benefits.
 If you are an Active Employee or non-Medicare-eligible Retired Employee, refer to Section VIII
for information about your medical benefits.
 If you are a Medicare-eligible Retired Employee, refer to Section IX for information about your
medical benefits.

•

Section XVI. How to File Claims and Appeals—A step-by-step process for filing Claims, and what
you need to do if a Claim is denied.

•

Section XIX. Definitions—Important terms used throughout the booklet. You can recognize defined
terms because the first letter of the term is capitalized.
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Benefits Provided By the Fund
The Fund offers comprehensive health care coverage to help you and your family stay healthy. This
coverage can also help provide financial protection against catastrophic health care bills. In addition to
medical benefits, the Plan provides you with:
•

Wellness benefits, including an Employee Assistance Program (EAP), disease management program
and 24-hour nurse line;

•

Prescription drug coverage;

•

Dental benefits;

•

Vision benefits; and

•

Death benefits.

Active Employees are also eligible for Weekly Accident and Sickness benefits and Accidental Death and
Dismemberment (AD&D) benefits.

Your Role
It is the Trustees' goal to maintain a financially stable Fund while providing comprehensive health care
coverage to you and your family. This becomes more challenging as health care costs continue to rise.
The Fund has implemented some cost-saving measures such as medical deductibles and a medical
Preferred Provider Organization (PPO) to ensure that the Fund can continue to meet a majority of your
current and future health care needs.
You can help the Fund manage health care costs by:
•

Visiting PPO providers—PPO providers, including Hospitals, Physicians and other health care
providers, charge negotiated rates that are often less than those of non-PPO providers. In addition, the
Plan pays a higher percentage of your health care costs when you use PPO providers.

•

Having your prescriptions filled at preferred retail pharmacies and/or through the contracted
mail order facility—The Fund has contracted with a Pharmacy Benefit Manager (PBM) to provide
you with access to a network of retail pharmacies and a mail order facility that have agreed to charge
negotiated rates for prescription medications. Using a preferred retail pharmacy and the mail order
facility will save you and the Fund money.

•

Considering emergency treatment alternatives—In the event of an emergency, the most important
consideration is to seek medical care, especially in a life-threatening situation. However, in some
cases, you can receive the same level of care at a Physician's office or at an urgent care facility that
you can receive in an emergency room. Keep your Physician's telephone number handy and find an
urgent care facility near your home so you will be prepared in case of an emergency.

•

Reviewing receipts and explanations of benefits (EOBs) carefully—Sometimes providers
incorrectly bill for their services. It is important to review all receipts and EOBs to ensure that
charges are correct and that you are receiving PPO or preferred rates when appropriate.

Please take some time to review this booklet. If you are married, share it with your Spouse.
Section I.
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We recommend that you keep this booklet with your important papers so you can refer to it when needed.
If you have questions about the benefits described in this booklet, contact the Fund Office at (913) 2365490.
Sincerely,
The Board of Trustees
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Nondiscrimination Notice Under Section 1557 of the Affordable Care Act
Discrimination is Against the Law
The Greater Kansas City Laborers Welfare Fund complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. The Greater
Kansas City Laborers Welfare Fund does not exclude people or treat them differently because of race,
color, national origin, age, disability, or sex.
The Greater Kansas City Laborers Welfare Fund:
•

•

Provides free aids and services to people with disabilities to communicate effectively with us, such
as:


Qualified sign language interpreters



Written information in other formats (large print, audio, accessible electronic formats, other
formats)

Provides free language services to people whose primary language is not English, such as:


Qualified interpreters



Information written in other languages

If you need these services, contact the Civil Rights Coordinator.
If you believe that the Greater Kansas City Laborers Welfare Fund has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can
file a grievance with: The Civil Rights Coordinator, Greater Kansas City Laborers Welfare Fund, c/o
TIC International Corporation, 6405 Metcalf, Suite 200, Overland Park, Kansas 66202, Telephone: (913)
236-5490, Fax: (913) 236,5499. You can file a grievance in person or by mail, or fax. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Spanish

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia
lingüística. Llame al (913) 236-5490.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfügung. Rufnummer: (913) 236-5490.

Russian

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные
услуги перевода. Звоните (913) 236-5490.

Pennsylvania
Dutch

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus
Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff:
Call (913) 236-5490.

French

ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le (913) 236-5490.

Polish

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej.
Zadzwoń pod numer (913) 236-5490.

SerboCroatian

OBAVJEŠTENJE: Ako govorite srpsko-hrvatski, usluge jezičke pomoći dostupne su
vam besplatno. Nazovite (913) 236-5490.

Chinese

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 (913) 2365490

Korean

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수
있습니다. (913) 236-5490번으로 전화해 주십시오.

Hmong

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau
koj. Hu rau (913) 236-5490.
ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວົ້າພາສາ ລາວ,

Lao

ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ,
ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ (913) 236-5490.

Vietnamese

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.
Gọi số (913) 236-5490.

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa (913) 236-5490.

Arabic

( )رقم913) 236-5490  اتصل برقم. فإن خدمات المساعدة اللغویة تتوافر لك بالمجان،اللغة
 إذا كنت تتحدث اذكر:ھ ملحوظة
KUJDES: Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës gjuhësore, pa
pagesë. Telefononi në (913) 236-5490.

Albanian

Section I.

Introduction: Page 5

Section II.

Important Contact Information

If You Need Information About…


Comprehensive medical benefits (Active Employees and
non-Medicare-eligible Retired Employees and their
Eligible Spouse and Children)

Contact…
To locate a participating PPO provider (for Active
Employees and non-Medicare-eligible Retired Employees):
Blue Cross and Blue Shield of Kansas City
(800) 810-BLUE (2583)
www.bluekc.com (local providers)
www.bcbs.com (national providers)
For information about the disease management program:
Blue KC Healthy Companion™ program
(816) 395-2076 or
(866) 859-3813
www.bluekc.com
Email: HealthyCompanion@BlueKC.com
To speak with a Nurse/Care Advisor:
Blue KC 24-Hour Nurse Line
(877) 852-5422
For preauthorization of planned inpatient Hospital
admissions and notification of emergency or other urgent
admissions within 48 hours of admission:
Blue Cross and Blue Shield of Kansas City
(816) 395-3989 or
(800) 892-6116
For Non-PPO provider Claims/questions:
Greater Kansas City Laborers Welfare Fund Office
6405 Metcalf, Suite 200
Overland Park, KS 66202
(913) 236-5490
Facsimile: (913) 236-5499www.kclaborersbenefits.org
For more information:
Greater Kansas City Laborers Welfare Fund Office
6405 Metcalf, Suite 200
Overland Park, KS 66202
(913) 236-5490
Fax: (913) 236-5499
www.kclaborersbenefits.org
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Comprehensive medical benefits and to locate a provider
(Medicare-eligible Retired Employees and their Eligible
Spouse and Children



UnitedHealthcare Customer Service Department
PO Box 29675
Hot Springs, AR 71903-9675
(800) 457-8506
www.UHCRetiree.com
For more information:
Greater Kansas City Laborers Welfare Fund Office
6405 Metcalf, Suite 200
Overland Park, KS 66202
(913) 236-5490
Fax: (913) 236-5499
www.kclaborersbenefits.org




Retail prescription drug program



Specialty pharmacy program

(866) 516-4121



Wellness physicals and mammograms (for Active
Employees and their Spouses)

Greater Kansas City Laborers Welfare Fund Office
6405 Metcalf, Suite 200
Overland Park, KS 66202
(913) 236-5490
Facsimile: (913) 236-5499
www.kclaborersbenefits.org



Employee Assistance Program

New Directions Behavioral Health
2020 West 89th Street
Leawood, KS 66206
(800) 624-5544
www.ndbh.com; passcode: KCL

Mail order prescription drug program (for actives and all
retirees)

LDI Integrated Pharmacy Services
701 Emerson, Suite 301
Creve Coeur, MO 63141
(866) 516-3121 or
(314) 652-3121
www.ldirx.com

For preauthorization of planned inpatient admissions for
mental health and substance abuse treatment or other
urgent mental health and substance abuse admissions
within 48 hours of admission:
(913) 982-8400 or (800) 528-5763


Dental benefits

Section II

PPO USA Connection Dental
P. O. Box 7010
Lee’s Summit, MO 64064-7010
(877) 277-6872
www.connectiondental.com
Fax: (816) 257-4436
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Vision benefits



Vision Service Plan (VSP)
VSP Signature Network
3333 Quality Drive
Rancho Cordova, CA 95670
(800) 877-7195
www.vsp.com
For reimbursement for vision services or supplies received
from a non-network provider, send the Claim form to:
VSP
P.O. Box 997105
Sacramento, CA 95899-7105



Weekly Accident and Sickness benefits



Death benefits



Accidental Death and Dismemberment (AD&D) benefits



Transplant Centers of Excellence Network

Greater Kansas City Laborers Welfare Fund Office
6405 Metcalf, Suite 200
Overland Park, KS 66202
(913) 236-5490
Facsimile: (913) 236-5499
Greater Kansas City Laborers Welfare Fund Office
6405 Metcalf, Suite 200
Overland Park, KS 66202
(913) 236-5490
Fax: (913) 236-5499
www.kclaborersbenefits.org
To locate a Transplant Center of Excellence:
800-810-BLUE (2583)
www.bcbs.com
To contact a Blue Cross and Blue Shield of Kansas City
Transplant Case Manager for precertification:
(816) 395-2060 or
(866) 859-3811
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Section III.

Schedule of Benefits

Comprehensive Medical Benefit
For Active Employees, Non-Medicare-Eligible Retired
Employees, and Their Eligible Spouse and Children

Coverage

Calendar year deductible 1
In-network
Out-of-network

$350 per person; $600 per family
$700 per person; $1,200 per family

Coinsurance
In-network
Out-of-network

Plan pays 80% of covered expenses
Plan pays 60% of covered expenses

Calendar year out-of-pocket maximum (includes
deductibles and copayments)
In-network
Out-of-network

$4,000 per person; $6,500 per family
$8,000 per person; $13,000 per family

Chiropractic treatment 2
Daily limit
Calendar year maximum

$20
$240

Laser eye surgery
Lasik surgery (Active Employees only)
Wellness physicals (Active Employees, Retired Employees,
and their Spouses only)

100% in-network only

Well-Child exams, up to age 19

Plan pays 100% (In-network only)

Screening for tobacco use, and coverage for smoking
cessation interventions (each intervention includes four
counseling sessions and access to prescription drugs with
no copay or deductible)

Smoking cessation interventions are limited to two per year
(for those who use tobacco products)

Outpatient speech therapy2
For restoration of lost speech
In-network
Out-of-network
Coinsurance (for developmentally-related speech therapy
for Children up to age 12)
Calendar year maximum for Children up to age 12

1

2

Subject to a lifetime maximum of $800 per eye; subject to
coinsurance and deductible

Plan pays 80% of covered expenses
Plan pays 60% of covered expenses
Plan pays 50% of covered expenses
10 visits

This is the amount of covered expenses that you pay each year (January 1 - December 31) before the Plan begins to pay benefits for PPO and non-PPO
provider services. When you satisfy all or a portion of your deductible during the period October1 through December 31 in any calendar year, that amount
will be applied to your deductible for that year, as well as your deductible for the next year.
You must satisfy the Plan's calendar year deductible before the Plan begins to pay benefits for covered services. Not subject to the out-of-pocket
maximum.
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Employee Assistance Program
Prosthetic devices
In-network
Out-of-network
Hearing benefits 3
In-network
Out-of-network
Maximum benefit per instrument
Hearing instrument limitation
Hearing test maximum
Emergency room visits
Copayment
Coinsurance

4
5

Plan pays 80% of covered expenses, after deductible
Plan pays 60% of covered expenses, after deductible
Plan pays 80% of covered expenses
Plan pays 60% of covered expenses
$1,000
One instrument every five (5) years for adults, including
maintenance (every three years, up to age 19 for children)
One per person every 24 months
In-network and out-of-network
$100 per visit (waived if admitted or diagnosed with a lifethreatening Illness)
Plan pays 80% of covered expenses

Preventive services
Coinsurance

In-network only
Plan pays 100% of covered expenses

Mental health and substance abuse benefits 4
Coinsurance
In-network
Out-of-network

Plan pays 80% of covered expenses, after deductible
Plan pays 60% of covered expenses, after deductible

Hospice care
In-network
Out-of-network

Plan pays 80% of covered expenses, after deductible
Plan pays 60% of covered expenses, after deductible

Transplant benefits
Coinsurance
In-network
Out-of-network

Plan pays 80% of covered expenses, after deductible
Plan pays 60% of covered expenses, after deductible

Prescription Drug Benefits 5
For Active Employees and Their Eligible Spouse and Children

Coverage

Calendar year out-of-pocket maximum (includes
copayments)

$2,600 per person; $6,700 per family

Retail pharmacy (up to a 34-day supply or 100-unit dose)

3

Plan pays 100% of covered expenses, for up to three (3)
visits in-network only

You pay $5 for generic medications (or the cost of the
prescription, if less)
You pay a 20% copayment, up to $70 for brand
name/preferred medications

All hearing tests and aids must be performed and dispensed by a Physician or licensed audiologist. Charges are not subject to the deductible or out-ofpocket maximum.
Subject to the comprehensive medical calendar year deductible, out-of-pocket maximum, and calendar year maximum.
You are not required to pay a copayment for medications, such as Tamoxifen and Raloxifene, which are prescribed to help reduce the risk of breast cancer
in women who have an increased risk for breast cancer and a low risk for adverse medication effects. Refer to Section XI for more information on
prescription drug benefits.
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You pay a 20% copayment, up to $100 for brand name/nonpreferred medications
Mail order program (up to a 90-day supply)

You pay $10 for generic medications (or the cost of the
prescription, if less)
You pay a 20% copayment, up to $200 for brand
name/preferred medications
You pay a 20% copayment, up to $275 for brand name/nonpreferred medications

Specialty medications through mail order (up to a 34-day
supply or 100-unit dose)
Prescription Drug Benefits 6
For All Eligible Retired Employees and Their Eligible Spouse
and Children
Calendar year out-of-pocket maximum (includes
copayments)

6

You pay a 20% copayment, up to $1,000 for medications

Coverage

$2,600 per person; $6,700 per family

Retail pharmacy (up to a 34-day supply or 100-unit dose)

You pay $5 for generic medications (or the cost of the
prescription, if less)
You pay a 30% copayment, up to $80 for brand
name/preferred medications
You pay a 30% copayment, up to $105 for brand name/nonpreferred medications

Mail order program (up to a 90-day supply)

You pay $10 for generic medications (or the cost of the
prescription, if less)
You pay a 30% copayment, up to $215 for brand
name/preferred medications
You pay a 30% copayment, up to $290 for brand name/nonpreferred medications

Specialty medications through mail order (up to a 34-day
supply or 100-unit dose)

You pay a 30% copayment, up to $1,000 for medications

You are not required to pay a copayment for medications, such as Tamoxifen and Raloxifene, which are prescribed to help reduce the risk of breast cancer
in women who have an increased risk for breast cancer and a low risk for adverse medication effects. Refer to Section XI for more information on
prescription drug benefits.
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Dental Benefits 7
For Active Employees, Medicare-Eligible and Non-MedicareEligible Retired Employees, and Their Eligible Spouse and
Children

Coverage

Deductible
In-network/Out-of-network

$25 per person; $50 per family

Coinsurance
In-network/Out-of-network
Prophylaxis/teeth cleaning

Plan pays 80% of covered expenses, after deductible

Calendar year maximum for all dental care (excluding
Orthodontia)

Limited to two per year (children and adults)
$2,000 per person age 19 and over (adults only; unlimited for
children up to age 19)

Lifetime maximum for Orthodontia care only

$2,000 per person (children and adults)

Vision Benefits
For Active Employees, Medicare-Eligible and Non-MedicareEligible Retired Employees, and Their Eligible Spouse and
Children

Coverage

Vision services and supplies, in-network only 8
Frequency
Exam
Lenses, Single
Bifocals
Trifocals
Frames

Every 12 months
Plan pays 100%, after $25 copayment
Plan pays 100%, after $25 copayment
Plan pays 100%, after $25 copayment
Plan pays 100%, after $25 copayment
$130 allowance towards any frame; 20% discount on costs
above $130

Elective Contact Lenses

In lieu of glasses; $130 allowance towards fitting, evaluation
and materials; no copayment on contact lens care

Cosmetic Lens Option Discounts

Average discounts of 35% to 40%

Additional Discounts
Exclusions

Discounts on additional pairs of prescription glasses, nonprescription sunglasses, contact lens exam, and laser
corrective surgeries
Some exclusions apply; refer to Section XV

Vision services and supplies, out-of-network only
Frequency
Exam
Lenses, Single
Bifocals

7

8

Every 12 months
Plan pays up to $50
Plan pays up to $50
Plan pays up to $75

Dental anesthesia (during an exam or cleaning, for example) is covered for children under age 18 when Medically Necessary. Non-surgical treatment for
TMJ is covered. These dental benefits are also available to Medicare-eligible retirees and their Medicare-eligible Spouses. Refer to Section XII.
Coverage for pediatric vision care is unlimited for children up to age 19.
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Trifocals
Frames
Elective Contact Lenses

Plan pays up to $100
Plan pays up to $70
Plan pays up to $105

Weekly Accident And Sickness Benefits
For Active Employees Only
Non-occupational

$350 per week for up to 14 weeks 9

Death Benefits
For Active Employees, Retired Employees, and Their Eligible Spouse and Children
Active Employee

$8,000

Spouse

$4,000

Child

$4,000

Retired Employee

Benefit is equal to number of pension credits earned, up to a
maximum of 10, times $250 (i.e., maximum benefit = $2,500)

Accidental Death and Dismemberment Benefits 10
For Active Employees Only
Loss of life

$3,000

Loss of two limbs, sight of both eyes or one limb and sight of
one eye

$3,000

Loss of one limb or sight of one eye

$1,500

9

The actual benefit is greater; the amount shown is after deduction for Social Security tax.

10

If more than one of the losses listed is suffered as the result of any one accident, not more than $3,000 will be payable.
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Section IV.

Eligibility (Active Employees and Their Eligible
Spouse and Children)

When You Become Eligible
If you are an Active Employee, you can become eligible and receive benefits
by working a sufficient number of hours for a contributing Employer who
makes contributions to the Fund on your behalf. You must work a minimum
of 250 hours during a qualifying period (quarter) to be eligible.
You become eligible for coverage on the first day of a quarter (January 1,
April 1, July 1 or October 1) based on the number of hours of contributions
made to the Fund on your behalf, as shown in the chart below.

When you become eligible for
coverage, you need to complete an
enrollment card. Be sure to complete
both sides of the card, provide
information about your eligible
Spouse and children, and sign, date
and return the card to the Fund
Office.
From time to time, you will be asked
to provide updated information.

Eligibility Contribution Requirements
To be eligible for benefits
during this benefit period:

You must have contributions made on your behalf in one of the following amounts…
250 hours of contributions
during this work period:

500 hours of contributions
during this work period:

750 hours of contributions
during this work period:

1,000 hours of contributions
during this work period:

January 1 - March 31

September 1 - November 30

June 1 - November 30

March 1 - November 30

December 1 - November 30

April 1 - June 30

December 1 - February 28

September 1 - February 28

June 1 - February 28

March 1 - February 28

July 1 - September 30

March 1 - May 31

December 1 - May 31

September 1 - May 31

June 1 - May 31

October 1 - December 31

June 1 - August 31

March 1 - August 31

December 1 - August 31

September 1 - August 31

If you are not actively at work due to disability on the date on which your benefits would otherwise
become effective, you will not be eligible for Weekly Accident and Sickness benefits until you return to
active employment. All other benefits become effective as explained above.

Eligibility for Your Spouse and Children
Your Spouse and children become eligible for coverage on the same day that you do. If you acquire a
Spouse and/or children while you are eligible for coverage, your Spouse and children will become eligible
for benefits automatically and immediately. However, you will be required to provide notice within 30
days after acquiring the dependent person; otherwise they can’t enroll until the beginning of the next Plan
year. You may also be required to provide documentation concerning your Spouse and children before
Claims are paid on their behalf.
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Your eligible family members include:
•

Your legal Spouse.

•

Natural and stepchildren until the end of the month in which they turn age 26.

•

Children under age 26 who have been placed with you for adoption. The term “placed for adoption”
means your assumption and retention of a legal obligation to support a child in anticipation of your
adoption of the child before that child’s 19th birthday. The child’s placement with you ends upon the
termination of your legal obligation.

•

Children for whom you have been appointed legal guardian by a court of competent jurisdiction, up to
age 19 (or up to age 23 if attending school), provided you supply the court documentation or court
order of the legal guardianship of the children to the Fund Office;

•

Children who are totally and permanently disabled, provided:
 The children receive more than one-half of their financial support and maintenance from you;
 The children maintain a permanent residence with you during more than one-half of the calendar
year;
 The children’s incapacity started before they reached age 19; and
 Proof of the children’s incapacity is provided to the Fund Office within 31 days after the children
reach age 26 or within 31 days of the date your eligibility is established, whichever is later (proof
of continued incapacity may be requested by the Fund Office from time to time, but not more
often than annually).

•

If a disabled adult dependent child does not maintain a principal residence with you, the child will
still be a dependent child, provided that:
 The child’s parents are divorced or legally separated under a decree of divorce or separate
maintenance, separated under a written separation agreement, or living apart at all times during
the last six months of the calendar year;
 The child’s parents provide over one-half of the child’s support;
 The child is in the custody of one or both of his or her parents for more than one-half of the
calendar year; and
 The child is not the “qualifying child” of any other person during the calendar year as defined in
Internal Revenue Code Section 152(c).
To be considered totally and permanently disabled, the child must be unable to engage in any
substantial gainful activity because of a medically determinable physical or mental impairment
expected to result in death, or lasting or expected to last for a continuous period of at least 12 months.

•

Children for whom you are required to provide medical coverage under a Qualified Medical Child
Support Order (QMCSO), and who meet the eligibility requirements of a child under the Plan.
A QMCSO is a court order, decree or administrative order that has the force of law, pursuant to a
state’s administrative procedures, relating to child support, and that provides for a child’s coverage
under the Plan. The Fund Office has the authority to determine if a National Medical Support Notice,
issued by a state agency pursuant to ERISA § 609; 29 USC § 1169 and related regulations, constitutes
a QMCSO. QMCSOs other than National Medical Support Notices must contain specific information,
be submitted to the Plan Administrator, and be approved by the Trustees to be qualified. The Plan has
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adopted written QMCSO qualification procedures that are available from the Fund Office free of
charge, upon your request.
You may not cover children who are eligible as Employees under the Plan.
If you and your Spouse are eligible Employees, both of you may cover your children and each other.
Special Enrollment
In compliance with federal legislation under the Children’s Health Insurance Program Reauthorization
Act of 2009, special enrollment is allowed and the following rules apply:
•

Special enrollment is allowed under the Plan for a newly acquired Eligible Person if you are an
Active Employee who acquires a new Spouse and/or child through marriage, birth, adoption, or
placement for adoption.

•

An Active Employee or Eligible Person is eligible to enroll in the Plan within 60 days after the Active
Employee acquires a new Spouse and/or child.

•

An Active Employee and/or Spouse or child is eligible to enroll in the Plan within 60 days of the date
the Active Employee and/or Spouse or child loses Medicaid or SCHIP coverage or becomes eligible
to participate in a financial assistance program through Medicaid or SCHIP for coverage under the
Plan.

Waiver of Coverage
The Plan does not allow an Active Employee to decline Plan coverage. An eligible Spouse or child may
waive coverage under this Plan if they have coverage under another health plan. In order to waive
coverage, the Spouse and/or child must request a waiver in writing representing what other health
coverage they have. The request must be sent to the Fund Office at least 10 days prior to the beginning of
the month in which the waiver is effective. The eligible Spouse and/or child may be enrolled or reenrolled
in the Plan by providing a written request, which is received by the Fund Office at least 14 days prior to
the beginning of the month of enrollment or reenrollment. At the time of reenrollment, evidence of
continuing other health coverage must also be provided.

Continuing Your Eligibility
As an Active Employee, once you become eligible for benefits under the Plan, you continue to be eligible
for benefits from one benefit period to the next, provided you meet the required hours with contributions
paid during the corresponding work period. See page 14 for more information.
Reciprocal Agreements
The Fund recognizes that you may work at jobs that require contributions to other laborers' funds.
Therefore, the Fund has reciprocal agreements with other funds to help prevent you from losing eligibility
when you work outside the jurisdiction of this Fund.
A laborers welfare fund that enters into an agreement with the Greater Kansas City Laborers Welfare
Fund to transfer contributions from that fund to the Greater Kansas City Laborers Welfare Fund is a
“reciprocating fund.” You must meet the hours of work requirements based on contributions to this Fund.
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This Fund has a reciprocal agreement with the Construction Industry Laborers Welfare Fund and the
Kansas Building Trades Open End Health and Welfare Fund in Topeka. To find out if a particular
Employer is contributing to the Kansas City Fund, or whether a job in a particular area will result in
transferred contributions toward your continued eligibility in this Fund, you may contact the Fund Office.

When Coverage Ends
For You
If you do not meet the continuing eligibility requirements, your eligibility for benefits will end on the last
day of the benefit period (December 31, March 31, June 30, or September 30) following the work period
in which contributions and hours fall below the minimum requirement to continue coverage. For more
information about the hours required during work periods to continue coverage, see the Eligibility
Contribution Requirements chart on page 14.
Example:
Bob was eligible for coverage during the January 1 to March 31, 2016 benefit period. However, Bob did not have
sufficient contributions made on his behalf during the work period that corresponded to the April 1 to June 30, 2016
benefit period. Therefore, Bob's eligibility for benefits ended as of March 31, 2016.
Your coverage under the Plan will also end if the Welfare Fund is terminated or on:
•

The first day you continue to work for an Employer whose contractual obligation to contribute to the
Fund has terminated (termination does not occur if the Employer is negotiating for a new contract and
making contributions to the Fund). This is not a COBRA qualifying event; or

•

The first day you go to work in employment in the jurisdiction of the Fund for an Employer that does
not have a contractual obligation to contribute to the Fund. This may be a COBRA qualifying event;
or

•

The last day of the month following the month in which the local union or other collective bargaining
unit representing you terminates its participation in the Fund (for this purpose, a local union or other
bargaining unit is considered terminated as of the last day its Collective Bargaining Agreement
requires Employer contributions to the Fund).

Before your eligibility for coverage ends because of a reduction of hours, the Fund Office will notify you
in writing and explain how you can continue coverage through COBRA. For more information about
COBRA continuation coverage, refer to Section VII.
Note that if you have hours in the immediately preceding quarterly work period before your coverage
ends, the hours will be used to reduce your required COBRA self-payment for that quarterly benefit
period.
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Example:
Bob worked only 200 hours between June 1 and August 31, 2015; so he met only 80% of the hours’ requirement he
needed to maintain his eligibility from October 1 through December 31, 2015. In order for Bob to continue to receive
coverage, he will need to make COBRA payments to the Plan. By making the COBRA payments, Bob will be able to
continue receiving medical, dental, prescription drug and vision benefits. Refer to Section VII for details.
For Your Eligible Spouse and Children
Your Spouse and/or children’s eligibility for coverage will end when:
•

Your eligibility under the Plan ends;

•

They no longer meet the Plan’s eligibility requirements (refer to Section IV and the definition of
“Spouse” in Section XIX);

•

The Plan's eligibility rules change in any way that terminates or limits their benefits; or

•

The Welfare Fund is terminated.

Rescission of Coverage
The Plan may rescind your coverage for fraud, intentional misrepresentation of a material fact, or material
omission after the Plan provides you with 60 days’ advance written notice of that rescission of coverage.
The Trustees have the right to determine, in their sole discretion, whether there has been fraud, an
intentional misrepresentation of a material fact, or a material omission. A rescission of coverage is a
cancellation or discontinuance of coverage that has retroactive effect, meaning that it will be effective
back to the time that you should not have been covered by the Plan.
The following situations will not be considered rescissions of coverage and do not require the Plan to give
you 60 days’ advance written notice:
•

The Plan terminates your coverage back to the date of your loss of employment when there is a delay
in administrative recordkeeping between your loss of employment and notification to the Plan of your
termination of employment.

•

The Plan retroactively terminates your coverage because of your failure to pay required premiums or
contributions for your coverage in a timely manner.

•

The Plan retroactively terminates your former Spouse’s coverage back to the date of your divorce.

For any other unintentional mistakes or errors under which you and your Spouse and children were
covered by the Plan when you should not have been covered, the Plan will cancel your coverage
prospectively – for the future – once the mistake is identified. Such cancellation will not be considered a
rescission of coverage and does not require the Plan to give you 30 days’ advance written notice.

Reinstating Your Eligibility
If your coverage ends, you can reinstate your eligibility by again satisfying the Fund's initial eligibility
requirements (see page 14).
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Changes in the Eligibility Rules
The Trustees reserve the right, at their discretion, to change, modify or discontinue all or part of the
eligibility rules or the benefits provided under the Plan at any time. The Trustees have the authority to
establish contribution rates and self-payment rules and they reserve the right to change them at any time
in their sole, broad and unrestricted discretion.
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Section V.

Eligibility (Retired Employees and Their
Eligible Spouse and Children)

When You Become Eligible
If you are a Retired Employee who is not eligible for Medicare, you become eligible for retiree
benefits under the Plan if you:
•

Have accrued 10 or more benefit credits with the Greater Kansas City Laborers Pension Fund;

•

Have had coverage under this Welfare Plan for at least 12 out of 20 calendar quarters before the
effective date of benefits under the Greater Kansas City Laborers Pension Fund; and

•

Are receiving regular, early, disability, deferred, partial or pro rata benefits from the Greater Kansas
City Laborers Pension Fund (or for any other reason for the first 18 months following retirement).

If you are a Retired Employee and you are eligible for Medicare, your medical benefits will be
provided through a Medicare Advantage PPO program offered by UnitedHealthcare. You are eligible for
membership in the Medicare Advantage PPO program if:
•

You meet the above listed eligibility requirements that apply to non-Medicare-eligible Retired
Employees;

•

You live within the UnitedHealthcare PPO geographic service area;

•

You have both Medicare Part A and Medicare Part B; and

•

You do not have End-Stage Renal Disease (ESRD), with limited exceptions.

Refer to page 53 for more information regarding benefits and provisions under the Medicare Advantage
PPO program.

Retiree Benefits
If you are a non-Medicare eligible retiree, your Plan benefits are
generally the same as those for Active Employees, although you can
choose not to elect dental and/or vision benefits, you are not eligible
for Weekly Accident and Sickness benefits or Accidental Death and
Dismemberment benefits, and you are eligible for a different death
benefit and prescription drug benefits than Active Employees.

Medical coverage for Medicareeligible retirees and their Medicareeligible Spouses is provided through
UnitedHealthcare (refer to page 53
for details). To be eligible for this
coverage, you and your Spouse
should apply for Medicare Parts A
and B before reaching age 65 or
upon disablement.

If you are a Medicare-eligible retiree, your medical coverage is
provided through UnitedHealthcare. You can choose not to elect dental
and/or vision benefits and you are not eligible for Weekly Accident and
Sickness benefits or Accidental Death and Dismemberment benefits. In addition, your death benefit and
prescription drug benefits differ from that of Active Employees. Refer to page 53 for more information on
your retiree benefits.
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Eligibility for Your Spouse and Children
If you are a Medicare-eligible or non-Medicare-eligible retiree, your eligible Spouse and children (as
listed on page 14) are also eligible for Plan benefits. Your Medicare-eligible Spouse will be eligible for
the same benefits as you are if you are a Medicare-eligible retiree. Your non-Medicare-eligible Spouse
and children will be eligible for the same benefits as you are if you are a non-Medicare-eligible retiree.
Note: If your Spouse and/or Children are not eligible for Medicare, they will participate in the regular
self-pay retiree plan offered by the Fund rather than the program offered through UnitedHealthcare.
Waiver of Coverage
An eligible Spouse or child may waive coverage under the Plan if they have coverage under another
health plan. In order to waive coverage, the Spouse and/or child must request a waiver in writing
representing what other health coverage they have. The request must be sent to the Fund Office at least 10
days prior to the beginning of the month in which the waiver is effective. The eligible Spouse and/or child
may be enrolled or reenrolled in the Plan by providing a written request, which is received by the Fund
Office at least 14 days prior to the beginning of the month of enrollment or reenrollment. At the time of
reenrollment, evidence of continuing other health coverage must also be provided.

Making Self-Payments

The Trustees establish and adjust
Prior to retirement, the Fund Office will notify you as to when your
the required self-payment for retiree
active eligibility will end and inform you of your option to elect retiree
coverage from time to time on the
coverage or COBRA continuation coverage. You will also be informed basis of the cost of the benefits
of the self-payment amounts that apply to retiree coverage and
provided.
COBRA continuation coverage. If you want to continue coverage as a
For more information about COBRA
Retired Employee, you must elect retiree coverage by notifying the
continuation coverage, refer to
Fund Office of your decision in writing within 60 days of when you
Section VII.
lose coverage under the Plan as an Active Employee, or within 60 days
of the date of the notice that you receive from the Fund Office. You
must also waive your right to COBRA continuation coverage in order to elect retiree benefits.
Your first self-payment for retiree benefits will be due at the Fund
Office within 45 days of your election, but must include the full
amount required for coverage for all months through to the end of the
month in which your initial election was made.
Special Enrollment
In compliance with federal legislation under the Children’s Health
Insurance Program Reauthorization Act of 2009, special enrollment is
allowed and the following rules apply:
•

Important! Retired Employee selfpayments are due in the Fund Office
by the end of the month for which
you are electing coverage. If
payment is not received, your retiree
coverage will end and coverage
cannot be reinstated at a later date.

Special enrollment is allowed under the Plan for a newly acquired Spouse or child if you acquire a
new Spouse or child through marriage, birth, adoption, or placement for adoption. You must enroll
the new Spouse of child within 60 days of the marriage, birth, adoption, or placement for adoption,
whichever the case may be.
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•

You are eligible to enroll yourself or your Spouse or child in the Plan within 60 days of the date that
you lose Medicaid or SCHIP coverage or you become eligible to participate in a financial assistance
program through Medicaid or SCHIP for coverage under the Plan.

Continuing Your Eligibility
Your coverage will continue on a month-to-month basis, provided you make the required self-payment.
The Fund Office must receive your premium self-payments for retiree coverage by the first day of the
month for which you are seeking retiree coverage.
The required premium amount can be automatically deducted from your pension check or withdrawn
directly from your bank account on the first of the month that the premium is due, if sufficient funds exist.
Contact the Fund Office for information.
Example:
John is retired and pays for retiree coverage by making self-payments. To continue coverage for the month of March,
the Fund Office must receive his self-payment by March 31. If the Fund Office does not receive his payment by that
date, his coverage will end on February 28.
When you are making retiree self-payments, if one of your children ages out or you and your Spouse are
divorced (a second qualifying event), your Spouse or children may continue to make self-payments at a
rate established by the Trustees for up to 36 months from the original loss of coverage by the child or
Spouse.

When Your and Your Spouse’s or Child’s Coverage Ends
You and your Spouse or child will lose eligibility for retiree benefit
coverage if any one of the following events occurs:
•

You become eligible for Active Employee benefits because you
return to work in covered employment;

•

The Welfare Fund is terminated;

•

A self-payment, election, or required notice is not made on a
timely basis; or

•

The Fund discontinues retiree benefits.

If you do not make timely selfpayments for retiree coverage, your
eligibility for Plan benefits will end
and you will not be able to reelect
retiree coverage.

Rescission of Coverage
The Plan may rescind your coverage for fraud, intentional misrepresentation of a material fact, or material
omission after the Plan provides you with 60 days’ advance written notice of that rescission of coverage.
The Trustees have the right to determine, in their sole discretion, whether there has been fraud, an
intentional misrepresentation of a material fact, or a material omission. A rescission of coverage is a
cancellation or discontinuance of coverage that has retroactive effect, meaning that it will be effective
back to the time that you should not have been covered by the Plan.
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The following situations will not be considered rescissions of coverage and do not require the Plan to give
you 60 days’ advance written notice:
•

The Plan terminates your coverage back to the date of your loss of employment when there is a delay
in administrative recordkeeping between your loss of employment and notification to the Plan of your
termination of employment.

•

The Plan retroactively terminates your coverage because of your failure to pay required premiums or
contributions for your coverage in a timely manner.

•

The Plan retroactively terminates your former Spouse’s coverage back to the date of your divorce.

For any other unintentional mistakes or errors under which you and your Spouse were covered by the
Plan when you should not have been covered, the Plan will cancel your coverage prospectively – for the
future – once the mistake is identified. Such cancellation will not be considered a rescission of coverage
and does not require the Plan to give you 60 days’ advance written notice.

Changes in Eligibility Rules
The Trustees reserve the right, at their discretion, to change, modify or discontinue all or part of the
eligibility rules or the benefits provided under the Plan at any time. The Trustees have the authority to
establish self-payment rules and they reserve the right to change them at any time in their sole and
unrestricted discretion.
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Section VI.

Life Events

Your benefits are designed to meet your needs at different stages of your life. This section describes how
your benefits are affected when different lifestyle changes occur.

Buying a New Home or Moving
When you buy a new home or move, it is important to contact the Fund Office to update your address.
This will help ensure you receive important benefit information in a timely manner.

Getting Married
When you get married, your Spouse is eligible for medical, dental, prescription drug, vision and death
benefit coverage. Once you provide any required information, coverage for your Spouse begins on the
date of your marriage. At this time, you may also want to update your Beneficiary information for your
Death benefit. If you are an active employee, you may want to update your Beneficiary information for
your Accidental Death and Dismemberment (AD&D) benefits, as well. Note that if you are eligible for
Medicare but your Spouse is not, he or she will participate in the regular self-pay retiree plan offered by
the Fund rather than the program offered through UnitedHealthcare.
If your Spouse is covered under another group medical plan, you must report such other coverage to the
Fund Office. The amount of benefits payable under this Plan will be coordinated with your Spouse's other
coverage, which means that benefits for your Spouse under this Plan will be paid after any benefits are
payable from your Spouse's plan.

Adding a Child (Active Employees and Non-MedicareEligible Retirees Only)
Your natural born child is eligible for coverage on his/her date of birth.
If you adopt a child or have a child placed with you for adoption,
coverage will become effective on the date of placement as long as
you are responsible for health care coverage. You may cover
stepchildren under the Plan as of your date of marriage. In addition,
you may cover children for whom you have been appointed the legal
guardian. Regardless of the person you are covering, they must meet
the Plan's definition of Eligible Person, as defined in Section XIX.
You must notify the Fund Office within 60 days after acquiring a
child. You may also be required to provide documentation concerning
your child(ren) before Claims are paid on his or her behalf.
Note: Even if you are eligible for Medicare, your eligible child(ren)
will participate in the regular self-pay retiree plan offered by the Fund
rather than the program offered through UnitedHealthcare.
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When you add a child, provide the
Fund Office with:
• The birth date, effective date of
adoption or placement for
adoption, or the date of your
marriage for adopted children.
• A copy of the birth certificate,
court order or marriage certificate
for stepchildren.
• A copy of your child's other
medical insurance information, if
he or she is covered under
another plan.
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Getting Divorced
If you and your Spouse get a divorce, your Spouse will no longer be eligible for coverage under the Plan.
If the Trustees pay benefits to you that exceed the amount of benefits that should be paid under the terms
of this Plan, the Trustees will have the right, to the greatest extent allowed by law, to recover the
wrongfully paid benefits.
Once your Spouse is no longer eligible for coverage under the Plan, he/she may elect to continue
coverage under COBRA for up to 36 months. You or your Spouse must notify the Fund Office within 60
days of the divorce date in order for your Spouse to elect and receive COBRA continuation coverage. At
that time, you may also want to review your Beneficiary designation for your Death and AD&D benefits,
if eligible.
This Fund recognizes Qualified Medical Child Support Orders (QMCSOs) and provides benefits for
eligible Spouses and children, as determined by the order. A QMCSO is a court order, decree or
administrative order relating to child support that must:
•

Contain specific information as stipulated by the Fund Office;

•

Be submitted to the Plan Administrator, who will determine whether the order is qualified as a
QMCSO under federal law; and

•

Be approved by the Board of Trustees.

The Fund Office has the authority to determine if a National Medical Support Notice constitutes a
QMCSO. A copy of the procedures that the Fund follows to make this determination is available at no
charge at the Fund Office.
After your divorce, consider if you will need to update your beneficiary designations for your Death
Benefit and your Accidental Death and Dismemberment Benefit. See Naming a Beneficiary on page 71
for details.

If Your Child Loses Eligibility (Active Employees and
Non-Medicare-Eligible Retirees Only)
In general, your child is no longer eligible for coverage after the month
in which he or she reaches age 26 (or if you have been appointed legal
guardian by the court, upon reaching age 19, or age 23 if a full-time
student). You must notify the Fund Office within 60 days of when your
child is no longer eligible for coverage (or within 31 days if the child is
totally and permanently disabled). Your child may elect to continue
coverage under COBRA for up to 36 months.
Note: Children are not covered under the Medicare Advantage PPO
program offered to Medicare-eligible retirees through
UnitedHealthcare.

If your child is no longer eligible for
coverage under the Plan, he or she
can elect to continue coverage
under COBRA continuation
coverage. Within 60 days of losing
eligibility for coverage, he or she
must:
• Contact the Fund Office; and
• Enroll for COBRA continuation
coverage if he or she plans to
continue coverage under the
Plan.

When You Are Out of Work Due to Disability (Active
Section VI
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Employees Only)
If you are out of work due to a non-work related disability, you may receive Weekly Accident and
Sickness benefits until you recover, or receive the maximum number of weeks of benefits for one period
of disability, whichever occurs first.
If you are receiving Weekly Accident and Sickness benefits under the
Plan or workers' compensation benefits, you will receive 40 hours of
work credit for each week, or eight hours for each day, that you are
entitled to receive these benefits. No more than 250 hours will be
credited during a 12-consecutive month period unless your disability is
work related, in which case the maximum number of credited hours in
a 12-consecutive month period is 500. No further hours will be
credited after your benefits end. These hours may be used to continue
your eligibility under the Plan.
During your disability, you will periodically be asked to complete a
form called a Status Report for Continuing Loss of Time. This form
must be completed by your Physician.
If you become disabled due to an Injury that is covered by the AD&D
benefit, you may also be eligible for an AD&D benefit.
If you are out of work due to a work related disability, you may be
eligible for workers' compensation benefits. Contact your local or state
workers' compensation office. The Fund does not provide coverage for
work related disabilities.

If you are out of work due to a
non-work related disability:
• Notify your Employer and the
Fund Office.
• Provide the Fund Office with
proof of your disability.
• Apply for Weekly Accident and
Sickness benefits.
If you are out of work due to a
work related disability:
• Notify your Employer and the
Fund Office.
• Contact your local workers’
compensation office and apply
for workers’ compensation
benefits.

•

For Employees, totally disabled means that you cannot engage in your usual occupation because of
Illness or Injury.

•

For Spouse and Children, totally and permanently disabled means not being able to engage in all
normal activities of a person of like age and sex in good health because of Illness or Injury.

Payments after the calendar year in which your eligibility ends will be subject to a new deductible.
This coverage is separate from and is not considered COBRA continuation coverage; however, this
coverage runs concurrently with any applicable COBRA continuation coverage period.
See Section XIV for more information about Weekly Accident and Sickness and AD&D benefits.

In the Event of Your Death
If you are eligible for coverage on the date of your death, your Beneficiary will receive a Death benefit
(and, for Active Employees only, an AD&D benefit if your death is caused by an accident). See Section
XIV for more information about these benefits.
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For Active Employees
If you die while you are an Active Employee, medical, dental and vision benefits for your Spouse and
children will be continued for the period of time that eligibility would be maintained based on your
accumulated hours, but not less than 90 days. No self-payments will be required during the 90-day period.
Your Spouse and/or eligible children may then continue coverage for up to an additional 36 months by
electing COBRA continuation coverage and making the necessary self-payments.
For Retired Employees
If you are a Retired Employee and die after age 55 (or a disabled Retired Employee who dies at any age),
and you are eligible for coverage on the date of your death, your surviving Spouse will continue to be
eligible for coverage for three months following the date of your death, at no charge. Thereafter, your
surviving Spouse can continue coverage by making self-payments as determined by the Trustees until the
later of the date he or she remarries or 36 months after your death. If the self-payments are discontinued
for any month, or if your surviving Spouse does not elect to make self-payments when first eligible, your
Spouse will not be eligible to continue coverage by making self-payments.

If You Serve in the Uniformed Services (Active Employees Only)
The Fund provides benefits to you and your covered Spouse and children during your military service in
accordance with the Uniformed Services Employment and Reemployment Rights Act of 1994
(USERRA). Please contact the Fund Office before you enter military service to receive details about how
and to what extent your coverage and that of your Spouse and children can be maintained.
Service in the uniformed services means the performance of duty on a voluntary or involuntary basis in a
uniformed service under competent authority and includes:
•

Active duty;

•

Active duty for training;

•

Initial active duty for training;

•

Inactive duty training;

•

Full-time National Guard duty;

•

Reserve duty;

•

A period for which you are absent from a position of employment for an examination to determine
your fitness for duty; and

•

A period for which you are absent from employment to perform funeral honors duty.

If you elect to continue coverage and you are in the uniformed services for less than 31 days, you must
pay your share, if any, of the cost of coverage. If your service continues for more than 31 days, you may
elect to continue coverage under the Plan by making monthly self-payments. To continue coverage, you
or your Spouse or children must pay the required self-payment.
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You must give your Employer and the Fund Office advance notice of your military service, unless you are
unable to do so because of military necessity, or advance notice is impossible or unreasonable under the
circumstances. While dependents have a separate right to choose COBRA Continuation Coverage, they
do not have a separate right to choose to continue their coverage under USERRA.
How USERRA Works With COBRA
Coverage under USERRA will run concurrently with COBRA Continuation Coverage. The cost of
continuation coverage under USERRA will be the same cost as COBRA Continuation Coverage. The
procedures for electing coverage under USERRA are the same procedures described for COBRA, except:
•

Only you have the right to choose USERRA coverage for yourself and your dependents; and

•

Coverage may last for only up to 24 months.

If you do not choose to continue coverage under USERRA, your coverage will end 31 days after the day
you enter active military service. Your dependents will then have the opportunity to choose COBRA
Continuation Coverage.
Your coverage will continue until the earlier of:
•

The end of the period during which you are eligible to apply for reemployment in accordance with
USERRA; or

•

24consecutive months after your coverage would have otherwise ended.

However, your coverage will end at midnight on the earliest of the day:
•

Your coverage would otherwise end;

•

Your former Employer no longer provides any health plan coverage to any Employee;

•

Your self-payment is due and unpaid; or

•

You again become covered under the Plan.

You need to notify the Fund Office in writing before you enter the military and when you return to
covered employment. For more information about continuing coverage under USERRA, contact the Fund
Office.
Reinstating Your Coverage
Following discharge from military service, you may apply for
reemployment with your former Employer in accordance with
USERRA. Reemployment includes the right to elect reinstatement in
the existing health coverage provided by your Employer. According to
USERRA guidelines, reemployment and reinstatement deadlines are
based on your length of military service.
When you are discharged or released from military service that was:
•

Less than 31 days, you have one day after discharge (allowing
eight hours for travel) to return to work for a contributing
Employer;
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•

More than 30 days but less than 181 days, you have up to 14 days after discharge to return to work for
a contributing Employer; or

•

More than 180 days, you have up to 90 days after discharge to return to work for a contributing
Employer.

When you are discharged, if you are hospitalized or recovering from an Illness or Injury that was incurred
during your military service, you have until the end of the period that is necessary for you to recover to
return to or make yourself available for work for a contributing Employer. The Fund will maintain your
prior eligibility status until the end of the leave, provided your Employer properly grants the leave under
the federal law and makes the required notification and payment to the Fund.
When You Do Not Continue Coverage Under USERRA
When you enter military service, if you do not continue your coverage under USERRA, your coverage
and that of your eligible Spouse and children will end. You and your eligible Spouse and children will
have the opportunity to continue coverage under the Plan by electing and making self-payments for
COBRA continuation coverage.

If You Take Family or Medical Leave (Active Employees Only)
Under the Family and Medical Leave Act of 1993 (FMLA), eligibility for benefits must be extended to
Employees and their Spouse and children if: 1) the Employer is covered by the FMLA, (2) the Employee
is eligible for and has been granted leave by his or her employer pursuant to the FMLA and (3) the
Employee’s Employer makes the required contributions to the Fund.
The FMLA allows you to take up to 12 weeks of unpaid leave during any 12-month period due to:
•

The birth, adoption or placement with you for adoption of a child;

•

The care of a seriously ill Spouse, parent or child;

•

Your own serious Illness; or

•

A “qualifying exigency" arising out of the fact that an Employee's Spouse, son, daughter, or parent is
on active duty (or has been notified of an impending call or order for active duty) in the U.S. Armed
Forces in support of a contingency operation.

You may also take up to 26 weeks of unpaid leave during any 12-month period to care for a service
member who is your Spouse, son, daughter, parent or next of kin. The service member must be
undergoing medical treatment, recuperation or therapy (including on an outpatient basis) for a serious
Illness or Injury incurred in the line of duty while in military service. A service member for the purposes
of this leave means a member of the U.S. Armed Forces, including the National Guard or Reserves.
Your Employer will be asked to complete some forms to verify your eligibility for benefits while you are
on leave. During your leave, you will maintain all the coverage offered under the Plan. You will remain
eligible until the end of the leave, provided your contributing Employer properly grants the leave and
makes the required notification and payment to the Fund. Your Employer must pay the cost of coverage
in an amount determined by the Fund for each week you are on FMLA leave. See your Employer to learn
about your rights and obligations under the FMLA.
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If you and your Employer have a dispute regarding your eligibility and coverage under the FMLA, the
Fund will not have any direct role in resolving the dispute and your benefits may be suspended while the
dispute is being resolved.
If you have been granted FMLA leave, your Employer must notify the Fund Office at least 14 days before
the leave begins, except in an emergency, and then no later than seven days after the leave begins. You
may wish to notify the Fund Office when you are granted FMLA leave, but you are not required to do so.

When You Retire
When you retire, coverage for you and your Spouse and children will end under the active Plan on the last
day of the benefit period for which contributions were made on your behalf. You may be eligible for
retiree coverage if you meet the eligibility requirements described on page 53, or you can elect COBRA
continuation coverage. However, if you elect retiree coverage, you are not eligible to elect COBRA
continuation coverage when your retiree coverage ends. You must waive COBRA continuation coverage
in order to elect retiree coverage.
Retired Employee benefits coverage for non-Medicare-eligible Retired Employees under age 65 is the
same as the coverage for Active Employees, except that Retired Employees:
•

Are not eligible for Weekly Accident and Sickness benefits;

•

Are not eligible for AD&D benefits;

•

Are required to pay different copayments for prescription drugs, as shown in Section III, the
Schedule of Benefits; and

•

Receive a lower death benefit.

Medical benefits for Medicare-eligible Retired Employees are provided through a MedicareAdvantage
plan offered by UnitedHealthcare. Refer to Section IX for details.
If you are an Active Employee and lose eligibility for active coverage due to retirement and do not meet
the eligibility requirements for retiree coverage, you may be eligible to elect COBRA continuation
coverage.

If You Return to Work
For Active Employees
If your eligibility ends and you start working again for an Employer who contributes to the Fund, you
must once again meet the initial eligibility requirements described in Section IV on page 14 before you
will be eligible for Plan benefits.
If you return to work following a military leave of absence, your coverage will be reinstated as described
on page 28.
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For Retired Employees
If you are a Retired Employee and you return to work, you may continue to self-pay for retiree coverage
until you have earned enough hours to qualify for active coverage. If you become an Active Employee
and subsequently retire, you may resume your retiree coverage as provided under the Plan.
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Section VII.

Continuation of Health Care Coverage Under
COBRA

COBRA Continuation Coverage
The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA), is a federal law that requires
plans to offer a temporary extension of plan benefits to Employees and eligible Spouse and children
(“Qualified Beneficiaries”) who would otherwise lose coverage under a plan. Qualified Beneficiaries
include you and each dependent who was covered under the Plan on the day before a qualifying event
occurs and who would lose coverage as a result of a “qualifying event” (see below). Children born,
adopted or placed for adoption have the same COBRA rights as a Spouse or dependent who was covered
by the Plan before the event that triggered COBRA continuation coverage occurred.
Under certain circumstances, you can continue coverage by making self-payments to the Plan for
COBRA continuation coverage. You will not be eligible to continue coverage for Weekly Accident and
Sickness, Death or AD&D benefits. By making self-payments, you may continue medical, dental,
prescription drug and vision benefits.
COBRA continuation coverage will be identical to the coverage you had under the Plan. If you have a
newborn child, adopt a child or have a child placed with you for adoption (for whom you have financial
responsibility) while COBRA continuation coverage is in effect, you may add the child to your coverage.
You must notify the Fund Office in writing as soon as possible, but not later than 30 days after the birth,
adoption, or placement, to have this child added to your coverage.
For all Qualified Beneficiaries with COBRA continuation coverage, continued coverage depends on
timely and uninterrupted payments on their behalf.
Qualifying Events
If you or your Spouse and children lose coverage as a result of your reduction in hours, termination of
employment or certain other events (called “qualifying events”), you and/or your Spouse and children
have the right to elect to continue health care coverage by making premium payments to the Plan.
For Employees
COBRA continuation coverage will be offered to you if your coverage under the Plan ends for the
following reasons:
•

Your hours of employment are reduced; or

•

You are terminated from employment for any reason other than your gross misconduct.

For Your Spouse
COBRA continuation coverage will be offered to your Spouse if coverage under the Plan ends for the
following reasons:
•

Your hours of employment are reduced;
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•

You are terminated from employment for any reason other than your gross misconduct;

•

You die;

•

You become enrolled in Medicare; or

•

You and your Spouse divorce.

For Your Children
COBRA continuation coverage will be offered to your eligible children if coverage under the Plan ends
for the following reasons:
•

Your hours of employment are reduced;

•

You are terminated from employment for any reason other than your gross misconduct;

•

You die;

•

You become enrolled in Medicare; or

•

Your dependent ceases to be an eligible dependent as defined under the terms of the Plan.

When the Fund Office has been notified that one of these events has occurred, you and your eligible
Spouse and children will be notified of the right to elect COBRA continuation coverage. Upon
notification, the Fund Office will send you a COBRA application and Notice of Health Continuation
Procedures.
Notifying the Fund Office
You or your Spouse or child must inform the Fund Office of a legal separation, divorce or a child losing
coverage under the Plan within 60 days of the qualifying event. If you do not notify the Fund Office
within 60 days of such an event, you and/or your Spouse and children will lose your right to elect
COBRA continuation coverage.
Your Employer will notify the Fund Office of your termination of employment, reduction in hours,
enrollment in Medicare, or death. However, to help ensure that you do not suffer a gap in coverage, we
urge you or your family to notify the Fund Office of any qualifying events as soon as they occur. If you
do not notify the Fund Office within 60 days of a qualifying event, you and your Spouse and children
will lose your right to elect COBRA continuation coverage.
When the Fund Office is notified that one of these events has occurred, you and your Spouse and children
will be notified of your right to elect COBRA continuation coverage. Once you receive a COBRA notice,
you have 60 days to respond if you want to elect COBRA continuation coverage. Your Spouse and
children have the option to elect coverage independently from you.
Electing to Continue Coverage
When the Fund Office is notified that coverage will end due to a qualifying event, the Fund Office will
send you and your family a COBRA Election Notice containing information on how to continue your
health care coverage and the applicable COBRA premiums. You and your eligible Spouse and/or children
will have 60 days from the date on which coverage under the Plan would otherwise terminate, or 60 days
from receipt of the Election Notice to elect COBRA continuation coverage, whichever is later. If you or
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your eligible Spouse and/or children do not elect the continuation coverage within the 60-day election
period, coverage under the Plan will end as of the date the coverage would have otherwise ended without
regard to the 60-day election period.
Your eligible Spouse and children have an independent right to elect COBRA continuation coverage.
Parents may make the election on behalf of their eligible children.
If you or your Spouse has a newborn child, or adopts a child, or has a child placed with you for adoption
during the COBRA continuation period, the child will be eligible for COBRA continuation coverage. The
Fund Office must be notified in writing as soon as possible, but not later than 30 days, after the birth,
adoption or placement in order for the child to be added to the COBRA continuation coverage.
COBRA continuation coverage offered by the Plan is the same coverage provided under the Plan at the
time of termination, except that coverage for Weekly Accident and Sickness benefits, Death benefits and
AD&D benefits are not provided.
Period of Coverage
Coverage continues for a maximum of:
•

18 months if your coverage ends due to your termination of employment or your reduction in hours.

•

29 months if you or your Spouse or one of your children are disabled when your coverage ends or if
you become disabled within 60 days of the date your coverage ends. To continue coverage for up to
29 months, you must notify the Fund Office in writing of your determination of disability by the
Social Security Administration within 60 days of the determination and before the expiration of the
initial 18-month period of COBRA continuation coverage. Such notice will allow up to an additional
11 months of COBRA continuation coverage for a maximum of 29 months of COBRA continuation
coverage.

•

36 months if your Spouse or child’s coverage ends because of your:
 Divorce;
 Death;
 Entitlement to Medicare; or
 Your child no longer qualifying for coverage under the Plan.

Loss of COBRA Continuation Coverage
COBRA continuation coverage will end if any of the following occur
after the initial qualifying event:
•

A required self-payment premium for COBRA continuation
coverage is not made on a timely basis;

•

You or your Spouse or child becomes covered under another group
health plan;

•

You or your Spouse or child becomes entitled to Medicare;

•

The Plan no longer provides group health care coverage; or
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•

The maximum number of months of COBRA continuation coverage has been reached, as explained
on page 34.

Paying for COBRA Continuation Coverage
The Fund Office will notify you of the cost of your COBRA continuation coverage when it notifies you
of your right to coverage. The cost for COBRA continuation coverage will be determined by the Trustees
on a yearly basis, and will not exceed 102% of the cost to provide this coverage. The amount you owe for
your first COBRA self-payment may be reduced by hours you worked in the immediately preceding
work period. Refer to the example provided in Section IV on page 18.
Your first payment for COBRA continuation coverage must include payments for any months retroactive
to the day your and/or your Spouse and child’s coverage under the Plan ended. The Fund Office will
notify you of the first payment due date, which is no later than 45 days after your election. Subsequent
payments are due the first of the month and are considered timely if made within 30 days after the first
day of the month.
Continuation coverage is provided for each month as long as you make payment for that month before the
end of the 30-day grace period for that payment. If you pay a monthly payment later than the first day of
the month, but before the end of the grace period for the month, coverage under the Plan may be
suspended and then retroactively reinstated (going back to the first day of the month) when the monthly
payment is received. This means that any claim you submit while coverage is suspended may be denied
and may have to be resubmitted once coverage is reinstated. Also, the Fund Office will not be able to
verify coverage for any inquiring provider.
If you do not make a self-payment within the time allowed, COBRA continuation coverage for all family
members for whom you are making the payment will end and cannot be reinstated.
Optional Health Care Coverage
The Affordable Care Act provides you with an alternative to employer-sponsored health care coverage
and COBRA continuation coverage—the Health Insurance Marketplace (the “Marketplace”). The
Marketplace offers health insurance options (called qualified health plans), which include comprehensive
health care coverage, including Physician and Hospital-based services, as well as medications. Qualified
health plans in the Marketplace present their price and benefit information in simple terms so that you can
make apples-to-apples comparisons. For more information about obtaining coverage through the
Marketplace, visit www.healthcare.gov, contact EBSA electronically at www.askebsa.dol.gov, or call the
HealthCare.gov Help Line at 1-800-318-2596.
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Section VIII.

Medical Benefits (Active Employees, NonMedicare-Eligible Retired Employees and
Their Eligible Spouse and Children)

The Fund offers comprehensive health care coverage to help you and your family stay healthy and to
provide financial protection against catastrophic health care expenses.
This Section discusses the medical benefits available to Active Employees, non-Medicare-eligible Retired
Employees, and their eligible Spouse and children. If you are a Medicare-eligible Retired Employee, refer
to Section IX for information regarding your benefits coverage.

How the Program Works
You are covered for expenses you incur for most, but not all, medical services and supplies. Generally,
the Plan will not reimburse you for any expenses that are not eligible medical expenses. In addition, you
have to satisfy a deductible and/or pay some level of coinsurance, or a copay, toward the amount of
eligible medical expenses you incur. However, once you have reached the Plan’s out-of-pocket maximum
in a calendar year, no further coinsurance/copays are required from you for the remainder of that calendar
year.
Calendar Year Deductible
The calendar year deductible is the amount of covered expenses that you pay each year (January 1 December 31) before the Plan begins to pay benefits for PPO and non-PPO provider services. However,
when you satisfy all or a portion of your deductible during the period October 1 through
December 31 in any calendar year, that amount will be applied to your deductible for that year, as
well as your deductible for the next year.
The deductible applies to each Eligible Person each calendar year. The family deductible is met once two
or more covered members of a family meet the individual deductibles. Once the individual and/or family
deductible is met, no further deductibles are required for that year for that individual or family.
Coinsurance
Once you or your family meet the annual deductible, the Plan pays a
percentage of covered expenses, called “coinsurance.” The amount the
Plan pays depends on the type of covered expense as shown in Section
III, the Schedule of Benefits. Your payment is the remaining percentage
of covered expenses and any amounts not covered by the Plan, including
expenses that are balance-billed by non-network providers, if used.

Out-of-pocket expenses for covered
medical services are limited. The
out-of-pocket maximum includes
your copayments and annual
deductible.

Calendar Year Out-of-Pocket Maximum
The out-of-pocket maximum limits the amount you pay out-of-pocket in a calendar year for covered
expenses. If your out-of-pocket costs toward covered expenses reach the out-of-pocket maximum
(including copayments and the deductible), the Plan pays 100% for most additional covered expenses for
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the rest of the calendar year. There are separate out-of-pocket maximums for PPO and non-PPO provider
covered expenses. In addition, there is a separate out-of-pocket
maximum for prescription drug benefits.
Preferred Provider Organization
Preferred Provider Organization (PPO)
(PPO)
A PPO is a network of health care
To help manage certain health care expenses, the Plan contains a cost
providers who have agreed to
management feature—a Preferred Provider Organization (PPO) network
charge negotiated rates. Since PPO
(refer to Section II for contact information). A PPO is a network of
providers have agreed to these
health care providers, including Physicians and Hospitals that have
negotiated rates, you help control
agreed to charge negotiated rates. When you use a PPO provider, you
health care costs for yourself and
save money for yourself and the Plan because the PPO provider has
the Plan when you use PPO
agreed to charge a negotiated dollar amount.
providers.
It’s your decision whether or not to use a PPO provider. You always
have the final say about the Physicians and Hospitals you and your family use. However, to encourage
you to use PPO providers whenever possible, the Plan pays a higher percentage of covered expenses
when you use a PPO provider. In addition, there are lower deductibles and out-of-pocket maximums if
you use PPO providers. To find out if a particular health care provider participates in the PPO network,
call the PPO network provider directly or check its website. Refer to Section II for contact information.
The Plan pays different levels based on whether you use a PPO or nonPPO provider as listed in Section III, the Schedule of Benefits. Once
your out-of-pocket costs toward covered expenses (including the
deductible and your copayments) reach the out-of-pocket maximum
during the calendar year, the Plan pays 100% of remaining Reasonable
and Customary Charges for the rest of that year, up to the annual
maximum.

Please keep in mind that when you
visit a PPO Hospital, the Physicians
and other health care providers in
the Hospital may not belong to the
PPO network and vice versa.

Note some expenses may be covered differently or subject to different
benefit maximums. See Section III, the Schedule of Benefits, for more information.
Here’s an example of how using a PPO provider can save you money.
Let’s look at what Steve would pay at a PPO Hospital compared to a non-PPO Hospital. This assumes that he has
not satisfied his calendar year deductible.
Billed Charges
Discount on Billed Charges
Deductible Steve Pays
Remaining Expenses for Reimbursement
Plan Pays
Steve Pays
Total Steve Pays
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PPO Hospital*
$5,000
- $2,000
- $350
$2,650
x 80% = $2,120
x 20% = $530

Non-PPO Hospital
$5,000
$0
- $700
$4,300
x 60% = $2,580
x 40% = $1,720

$880 ($350 + $530)

$2,420 ($700 + $1,720)
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In this example, using a PPO Hospital saves Steve $1,540 because the Plan pays a higher percentage of the cost of
in-network services and out-of-network providers do not discount their services. Also note that out-of-network
providers have the right to bill you for the difference between the billed charges and the amount of the Plan’s covered
expenses. The additional amount would be over and above your deductible and/or coinsurance. This is called
“balance billing.” The extra money you could end up paying when you don’t use a PPO network provider can amount
to significant out-of-pocket costs for you.
* This example assumes a PPO savings rate of approximately 40%. The actual savings may vary.

Preauthorization (Prior Approval)
Preauthorization (prior approval) of medical treatment helps you know in
advance whether a particular treatment or service will be covered and at what
level. You should seek medical care when necessary. If you are or plan to be
admitted into a non-network Hospital, you must call the Fund Office.
However, you must notify the PPO network provider of planned inpatient
Hospital admissions. In addition, you must notify the PPO network provider of
emergency or urgent admissions within 48 hours of admission to the Hospital.
Refer to Section II for contact information. If you or a dependent is Medicareeligible, this preauthorization provision does not apply to you, unless this Plan
is the primary payer.
Large Case Management
In cases of catastrophic Illness or long-term care (for example, cancer, stroke,
transplants, severe disability and other serious afflictions), treatment is
typically needed from several health care specialists and expenses often exceed
what is expected or necessary. If you need treatment for a catastrophic Illness
or Injury, you may work with a case management coordinator that will help
facilitate proper and timely care, and eliminate duplication of services,
unnecessary services and excessively expensive treatments when an
appropriate alternative method exists.
Case management services provided by the PPO network provider include:

When you need to see a
Physician…
• Call to make an appointment.
• Ask if your Physician is in the
PPO network.
• Write down any health-related
questions you have before your
appointment. This way, you will
not forget to ask your Physician
important questions during your
appointment.
• Make a list of any medications
you’re taking. Be sure to note
how often you take the
medications.
• Show your ID card when you go
to your appointment to ensure
your Physician knows where to
file your Claim.
• Make sure your Physician's office
has your current address on file.

•

Coordination of alternative care, such as comprehensive inpatient and
outpatient care, rehabilitation, skilled nursing facility care, and home health care;

•

Referral to appropriate in-network and out-of-network providers; and

•

Ongoing monitoring and management of long-term cases.

Participation in this program is voluntary.
Reasonable and Customary Charges
The Plan pays benefits only to the extent that they are “Reasonable and Customary.” In general, this is the
amount providers most frequently charge for the same service or procedure in a geographic area.
Reasonable and Customary Charges are determined by the Plan Administrator, who may rely on the
advice of medical professionals.
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The negotiated rates charged by PPO providers are considered Reasonable and Customary by the Plan.
For charges incurred by a non-PPO provider, the Plan Administrator determines whether they are
Reasonable and Customary.
Medically Necessary (or Medical Necessity)
The Plan pays benefits only for services and supplies that are Medically Necessary. In general,
“Medically Necessary” means a service or supply essential to an Eligible Person’s health that is:
•

Appropriate and necessary for the symptoms, diagnosis and treatment of the Eligible Person's
medical/surgical condition;

•

Consistent with acceptable medical practice according to the medical policy established by the
national Blue Cross and Blue Shield Association, (the right to review this medical policy is available
upon review of a denied Claim in accordance with terms of the Plan document);

•

Not primarily for the convenience of the Eligible Person, his or her family, Physician, or other
provider;

•

Consistent with attaining reasonably achievable outcomes; and

•

Reasonably calculated to result in the improvement of the covered person's physiological and
psychological functioning.

The fact that a Physician prescribes services or supplies does not automatically mean the services or
supplies are Medically Necessary and covered by the Plan.
Your Responsibility
It is important to remember that the medical Plan is not designed to cover every health care expense. The
Plan pays charges for covered expenses, up to the limits and under the conditions established under the
rules of the Plan. The decisions about how and when you receive medical care are up to you and your
Physician—not the Plan. The Plan determines how much it will pay. You and your Physician must decide
what medical care is best for you.
If you use an out-of-network provider, the Plan’s eligible benefit amount will not be paid directly to the
provider. It will be paid directly to you, and then you are responsible for making the entire Claim payment
directly to the provider.
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Choosing a Physician
You save money for yourself and the Plan when you use a Physician who participates in the Plan’s PPO. One way to find a
Physician is to ask around. Ask a family member, friend or co-worker if they have the name of a Physician they would
recommend. Before visiting a Physician, you should contact the PPO (see page 6 for PPO contact information) to ensure your
Physician is in the network.
Here are some questions you may want to ask the Physician(s) you’re thinking about making an appointment with:

•

Are you accepting new patients?

•

What’s your treatment style?

•

Are you board certified? If so, in what specialties? (Any Physician with a license can practice in any specialty. Board
certification is your assurance that the Physician has appropriate training for the specialty.)

•

At which Hospitals do you admit patients for major health care needs? Does the Hospital belong to the PPO network? Do
the Hospital technicians (for example, for laboratory tests and x-rays) belong to the PPO network?

•

What are your office hours?

•

On average, how long do patients have to wait to make an appointment?

•

During an appointment, how long is the average wait time in your waiting room?

Expenses Covered
Covered expenses are the Reasonable and Customary charges that apply to the following Medically
Necessary services and supplies ordered by a licensed Physician for treatment of Injuries and Illnesses
that are not work related. These expenses are payable up to the amounts shown in Section III, the
Schedule of Benefits.
1. Hospital expenses for room and board charges while Hospital-confined, not to exceed the semiprivate room rate or, if the Hospital does not provide semi-private room accommodations, the private
room rate.
Group health plans and health insurance issuers generally may not, under Federal law, restrict
benefits for any Hospital length of stay in connection with childbirth for the mother or newborn child
to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean section.
However, Federal law generally does not prohibit the mother’s or newborn’s attending provider, after
consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96
hours as applicable). In any case, plans and issuers may not, under Federal law, require that a provider
obtain authorization from the plan or the insurance issuer for prescribing a length of stay not in excess
of 48 hours (or 96 hours).
2. Hospital expenses for confinement in an intensive care unit in excess of the amount of the Hospital’s
regular rate for room and board accommodations.
3. Hospital miscellaneous charges for services and supplies furnished by the Hospital while you are
Hospital confined that are not included in the room and board charges. The services and supplies
include:
a. Meals and special diet;
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b. General nursing services;
c. Use of the operating room, including cystoscopic room and cast room;
d. Complete anesthetic, whether administered by an authorized outside anesthetist or an employee
of the Hospital;
e. Blood transfusions, including administration and blood typing;
f.

Oxygen;

g. Medicines;
h. Laboratory services;
i.

X-rays and the use of radium and radioactive substances;

j.

Basal metabolism testing;

k. Electrocardiograms and electroencephalograms;
l.

Physical therapy;

m. Dressings and casts, including preparations or use of gauze, cotton fabrics, solutions, plasters and
other material in dressings or casts;
n. X-rays and radiation treatment; and
o. Ambulance service to and from the Hospital.
Services from emergency room physicians, anesthesiologists, radiologists and pathologists are
covered at the in-network level of benefit when received at an in-network facility.
4. When Hospital confinement is not required, benefits are payable for Hospital expenses incurred in
connection with:
a. A surgical procedure resulting from an accidental Injury or Illness; or
b. Emergency first-aid treatment resulting from an accidental Injury or Illness. You will be required
to pay an emergency room copayment of $100 per visit, as shown in Section III, the Schedule of
Benefits, when you go to a Hospital emergency room. You will not have to pay the emergency
room copayment if you are admitted to the Hospital or diagnosed with a life-threatening Illness.
The emergency room copayment is in addition to any deductible or other coinsurance amount you
are responsible to pay and does not count toward meeting your out-of-pocket maximum. To avoid
unnecessary out-of-pocket costs, it is recommended that you seek care at a Physician’s office or
urgent care facility whenever possible. In many instances, the same level of care that is provided
in a Hospital emergency room can also be received at a Physician’s office or urgent care
facility—and generally, that care will cost a lot less.
5. Inpatient or outpatient surgical procedures performed as a result of an accidental bodily Injury or
Illness that is not work related. The operation must be recommended and performed by a legally
qualified Physician or Surgeon.
6. Benefits for organ transplants. If it appears that you may need an organ transplant, we encourage you
to review the Plan’s covered services with your Physician. Covered services are limited to services
and supplies for organ transplant services when ordered by a Physician. Such services include, but are
not limited to, Hospital charges, Physician charges, organ procurement, and ancillary services.
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Coverage is limited to the following transplants only when such transplants are Medically Necessary
in accordance with Blue Cross and Blue Shield’s policies for transplantation services:
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•

Liver

•

Autologous Islet Cell

•

Cornea

•

Small Bowel

•

Heart

•

Small Bowel and Liver

•

Heart and Lung(s)

•

Small Bowel and Liver and Pancreas

•

Kidney

•

Small Bowel and Liver and Stomach

•

Kidney and Pancreas

•

Small Bowel and Liver and Colon

•

Allogenic and Autologous Bone
Marrow and Stem Cell

•

Small Bowel and Liver and Pancreas
and Stomach

•

Lung

•

Small Bowel and Liver and Pancreas
and Colon

•

Pancreas

•

Small Bowel and Liver and Stomach
and Colon

•

Small Bowel and Liver and Pancreas
and Stomach and Colon

Preferred Providers benefits will be paid at the Preferred Provider level only if organ transplant
services are provided at a Designated Transplant Provider.
A Designated Transplant Provider:
A Designated Transplant Provider is a provider who has entered into a provider agreement with Blue
Cross and Blue Shield, or through a national organ transplant network with which Blue Cross and
Blue Shield contracts to render organ transplant services or another provider in the BlueCard
Program, if designated by Blue Cross and Blue Shield. Designated transplant providers will be
determined by Blue Cross and Blue Shield and may or may not be located within Blue Cross and
Blue Shield’s service area.
Non-Preferred Transplant Providers:
If organ transplant services are provided at a provider that is NOT a Designated Transplant Provider,
covered services will be subject to the following limitations:
a. Benefits will be provided at the Non-Preferred Provider level; and
b. The coinsurance level for organ transplant services received from Non-Preferred Providers will
always be paid at the Non-Preferred Benefit level.
Any amount for Covered Services incurred at a non-Designated Transplant Provider will not apply to
and will not be limited by your out of-pocket maximum.
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Transplant Donor Covered Services:
The following apply when a human organ transplant is provided from a living donor to a transplant
recipient:
a. When both the recipient and the donor are covered under the contract, covered services received
by the donor and recipient will be provided up to the recipient's organ transplant benefit
maximum, if any;
b. When only the recipient is covered under the contract, both the donor and the recipient are
entitled to the covered services of the contract. The donor's covered services are limited to only
those benefits which are not provided by or available to the donor from any other source. This
includes, but is not limited to, other health care plan coverage or any government program.
Covered services provided to a donor will be applied towards the recipient’s benefit limits under
the contract;
c. When only the donor is covered under the contract, covered services are limited to only those
services which are not provided by or available to the donor from any other source. This includes,
but is not limited to, other health care plan coverage or any government program. No covered
services will be provided to a transplant recipient who is not covered under the contract; and
d. If any organ or tissue is sold rather than donated to a recipient covered under the contract, no
covered services will be provided for the purchase price of such organ or tissue. However, other
costs related to evaluation and organ "Procurement Services" are covered and subject to the
Lifetime Organ Transplant Maximum, if any.
As used herein, "Procurement Services" are the services provided to match the human organ donor to
the transplant recipient, surgically remove the organ from the donor and transport the organ to the
location of the recipient within 24 hours after the match is made.
Immunosuppressant Drug Coverage for Transplants:
Immunosuppressant drugs are covered, as required under the Outpatient Prescription Drug Benefit.
Such benefits do not apply toward and are not limited by your prescription drug calendar year
maximum, if any.
Limitations for Transplants:
A Covered Person is eligible for benefits for re-transplantation as deemed Medically Necessary and
appropriate by Blue Cross and Blue Shield. Review for a re-transplantation request will include
review of the Covered Person’s compliance with relevant transplant selection criteria including, but
not limited to, adherence to medication regimens and abstinence from the use of alcohol and drugs.
All re-transplantations must be prior authorized by Blue Cross and Blue Shield.
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Transplant Exclusions:
a. You have no benefits for a non-human or mechanical organ transplant;
b. You have no benefits for transplant services which are Experimental or Investigative; and
c. You have no benefits for testing, typing, or screening when the person does not become a
transplant or tissue donor.
Any expenses over the coinsurance maximums stated in Section III, the Schedule of Benefits, are not
covered.
7. Professional treatment, up to the daily maximums, as a result of a bodily Injury or Illness caused by a
licensed chiropractor during a visit to the chiropractor’s office.
8. Outpatient charges for speech therapy for adults for the restoration of lost speech.
9. Outpatient charges incurred by a child through age 12 for developmentally-related speech therapy
treatment that is prescribed by a legally qualified Physician or Speech Therapist and rendered on an
outpatient basis by a:
a. Duly constituted and lawfully operated Hospital;
b. Licensed speech therapy institute or center; or
c. Licensed Physician or Speech Therapist, other than one who ordinarily resides with you or is a
member of your immediate family.
10. Private duty nursing services of a registered graduate nurse, other than one who ordinarily resides
with you or is a member of your immediate family (comprised of your Spouse, and the children,
brothers, sisters and parents of you or your Spouse).
11. Treatment by a physiotherapist, other than one who ordinarily resides with you or who is a member of
your immediate family (comprised of your Spouse, and the children, brothers, sisters, and parents of
you or your Spouse).
12. Dental work or treatment, or dental x-rays, as required for the treatment of an accidental Injury to the
jaw or sound natural teeth.
13. Treatments and medical visits by a Physician while you are Hospital-confined.
14. Medical and surgical services provided to a covered person in connection with a mastectomy:
a. Reconstruction of the breast on which the mastectomy has been performed;
b. Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
c. Prostheses and physical complications relating to all stages of the mastectomy, including
lymphedemas.
15. Charges for:
a. LASIK eye surgery. The Plan will reimburse you for the cost associated with LASIK eye surgery,
up to a lifetime maximum of $800 per eye. This benefit is available to Active Employees only
and is subject to the Plan’s medical copayment and deductible provisions.
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LASIK, which stands for Laser-Assisted In Situ Keratomileusis, is a surgical procedure intended
to reduce a person's dependency on glasses or contact lenses—and like all medical procedures, it
has both risks and benefits.
The Food and Drug Administration (FDA) has developed a checklist that can help you determine
if you are a good candidate for LASIK surgery. To learn more, go to the FDA’s website at
www.fda.gov/cdrh/lasik. Then discuss your options with your eye care professional.
b. Radial keratotomy (RK), photorefractive keratotomy (PRK) and automated lamellar keratoplasty
(ALK) if nearsightedness cannot be corrected by glasses or contact lenses to at least minus one
diopter (for Active and Retired Employees and their eligible Spouse and children).
16. Charges for Durable Medical Equipment for:
a. Rental, up to the allowed purchase price of the device;

Durable Medical Equipment (DME)

b. Purchase of standard models at the option of the Plan;

DME is equipment that:

c. Medically Necessary repair, adjustment or servicing of the
device; and

• Can withstand repeated use and
is not a consumable or
disposable item;

d. Medically Necessary replacement of the device due to a
change in the Eligible Person's physical condition or if the
device cannot be satisfactorily repaired.
Durable Medical Equipment is covered only when ordered by a
Physician. Purchase of Durable Medical Equipment and the cost of
maintenance agreements are covered only when the Plan
determines that it is cost-effective for the Plan. The amount of Plan
benefits payable for the purchase of Durable Medical Equipment
will be reduced by any benefits paid by the Plan for the rental of
such equipment.

• Is exclusively and customarily
used to serve a medical purpose;
• Is not useful to a person in the
absence of Injury or Illness; and
• Is appropriate for use in the
home.

17. Prosthetic devices, including necessary supplies, repairs and servicing.
18. Cochlear implants as a prosthetic device. Surgery to implant the device and auditory rehabilitation are
also covered expenses.
19. Anesthesia (including administration thereof) in a Hospital by a Physician.
20. Blood, plasma, and oxygen (including rental of equipment for its administration).
21. Radiation therapy treatments, including treatment with x-ray, radium, cobalt, or other radioactive
material.
22. Local ambulance service.
23. Inpatient and outpatient treatment of mental and nervous disorders and/or alcoholism and substance
abuse by a psychiatrist, psychologist, a certified mental health or substance abuse counselor, or a
social worker who has a master’s degree and who:
a. Acts within the scope of his or her license; and
c. Is not the patient or the parent, Spouse, sibling (by birth or marriage) or child of the patient.
24. Adult preventive care services, including but not limited to the following, without copayments,
coinsurance and deductibles:
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a. Alcohol misuse screening and counseling: screening and behavioral counseling interventions to
reduce alcohol misuse by adults ages 18 and older, including pregnant women, in primary care
settings;
b. Anemia screening on a routine basis for pregnant women;
c. Bacteriuria urinary tract or other infection screening for pregnant women. Screening for
asymptomatic bacteriuria with urine culture for pregnant women is payable at 12 to 16 weeks’
gestation or at the first prenatal visit, if later;
d. Low-dose aspirin after 12 weeks of gestation for women who are at high risk for preeclampsia;
e. BRCA counseling about genetic testing for women at higher risk. Women whose family history is
associated with an increased risk for deleterious mutations in BRCA 1 or BRCA 2 genes will
receive referral for counseling. The Plan will cover BRCA 1 or 2 genetic tests without cost
sharing, if appropriate as determined by the woman’s health care provider, including for a woman
who has previously been diagnosed with cancer, as long as she is not currently symptomatic or
receiving active treatment for breast, ovarian, tubal or peritoneal cancer;
f.

Annual screening for lung cancer with low-dose computed tomography in adults age 55 to 80
who have a 30 pack/year smoking history and currently smoke or have quit within the past 15
years;

g. Aspirin to prevent cardiovascular disease when prescribed by a health care provider. A
prescription must be submitted in accordance with Plan rules;
h. Routine colonoscopies once every five years for adults age 50 or older;
i.

Blood pressure screenings for all adults age 18 and older. Blood pressure screening is not payable
as a separate claim, as it is included in the payment for a Physician visit;

j.

Cholesterol screenings (lipid disorders screening) for men age 35 and older, women age 45 and
older, men age 20 to 35 if they are at increased risk for coronary heart disease; and women age 20
to 45 if they are at increased risk for coronary heart disease;

k. Depression screening;
l.

Type 2 Diabetes screenings for asymptomatic adults with sustained blood pressure greater than
135/80 mm Hg;

m. Screening for gestational diabetes in asymptomatic pregnant women between 24 and 28 weeks’
gestation and at the first prenatal visit for pregnant women identified to be at risk for diabetes;
n. Diet counseling for adults at higher risk for chronic disease;
o. Cervical cancer screenings for sexually active women age 21 to 65 with pap smear every three
years;
p. Colorectal cancer screenings using fecal occult blood testing, sigmoidoscopy, or colonoscopy for
adults age 50 to age 75;
q. Breast cancer screening mammography every 1 to 2 years for women age 40 and older;
r.

Breast Cancer Chemoprevention counseling for women at higher risk. The Plan will pay for
counseling by Physicians with women at high risk for breast cancer and at low risk for adverse
effects of chemoprevention, to discuss the risks and benefits of chemoprevention. The Plan will

Section VIII

Medical Benefits (Active Employees, Non-Medicare-Eligible
Retired Employees, and Their Eligible Spouse and Children): Page 47

also pay for risk-reducing medications (such as tamoxifene or raloxifene) for women at increased
risk for breast cancer and at low risk for adverse medication effects;
s. Comprehensive lactation support and counseling by a trained provider during pregnancy and for
the duration of breastfeeding, and costs for renting breastfeeding equipment. The Plan may pay
for purchase of lactation equipment instead of rental;
t.

Adult immunizations;

u. Abdominal Aortic Aneurysm one-time screening for men age 65 to age 75 who have ever
smoked;
v. Screening for hepatitis B virus infection in adults at high risk for infection;
w. Screening for hepatitis C virus (HCV) infection in persons at high risk for infection and a onetime screening for HCV infection in adults born between 1945 and 1965;
x. HIV screening for all adolescents and adults age 15 to 65 and for younger and older individuals at
increased risk;
y. Human papillomavirus testing for women ages 30 and older with normal pap smear results, once
every three years as part of a well woman visit;
z. Chlamydia Infection screening for all sexually active non-pregnant young women aged 24 and
younger, and for older non-pregnant women who are at increased risk, as part of a well woman
visit. For all pregnant women age 24 and younger, and for older pregnant women at increased
risk, Chlamydia infection screening is covered as part of the prenatal visit;
aa. Osteoporosis screening for women over age 60, depending on risk factors;
bb. Obesity screening and intensive counseling and behavioral interventions to promote sustained
weight loss for adults with a body mass index of 30 kg/m2 or higher;
cc. Sexually Transmitted Infection (STI) prevention counseling for adults at higher risk;
dd. Tobacco use screening for all adults and cessation interventions for tobacco users;
ee. Syphilis screening for all adults at increased risk of infection;
ff. Well woman office visits for women age 21 to 64, for the delivery of required preventive
services;
gg. Adult comprehensive physical exam for Active Employees and their Spouses, once each year,
when performed by an in-network provider. The exam will include several tests to assess an
individual’s current health and help identify any risk factors that could lead to future Illness,
including:
•

Medical history;

•

Height and weight;

•

Body fat and body mass index;

•

Blood pressure and heart rate measurements; and

•

Back, hamstring and upper body strength and flexibility.

The exam will also include:
•
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•

Exercise stress EKG (graded Bruce Treadmill test/Physician supervised);

•

Resting EKG;

•

Physician consultation and goal setting;

•

Individualized wellness education and instruction; and

•

Lab work (lipid profile—cholesterol, HDL, LDL, and triglycerides; glucose/blood sugar;
complete blood count; chemistry profile; TSH—thyroid for females; PSA—prostate for
males; and colorectal cancer screen hemoccult kit on request).

The Trustees will regularly review the Plan’s coverage of adult preventive care to ensure the
coverage applies in accordance with the Affordable Care Act (ACA). In addition, other coverages
may also apply. Please contact the Fund Office to confirm whether any particular preventive care
service is covered.
hh. Up to three free counseling sessions through the Employee Assistance Program (EAP). Refer to
page Section X, page 56 for more information about the EAP.
25. Pediatric preventive care services for all eligible children, including but not limited to the following,
without copayments, coinsurance, and deductibles:
a. Newborn screenings for hearing loss, hypothyroidism, sickle cell disease, Phenylketonuria
(PKU), congenital heart defects, and Gonorrhea preventive medication for eyes of all newborns;
b. Routine childhood/adolescent immunizations based on guidelines recommended by the American
Academy of Pediatrics, including DPT, polio, MMR, HIB, Hepatitis, Influenza, HPV,
Pneumonia, Chicken Pox, Meningococcal, Varicella, Rotavirus, and Tetanus;
c. Behavioral assessments for children of all ages;
d. Depression screening for major depressive disorder in adolescents age 12 to 18 years;
e. Obesity screening for children age 6 years and older, and counseling or referral to comprehensive,
intensive behavioral interventions to promote improvement in weight status;
f.

Cervical dysplasia screening at age 21;

g. Sexually Transmitted Infection (STI) screening and counseling for sexually active adolescents;
h. HIV screening for adolescents age 15 and older and for younger adolescents at increased risk of
infection;
i.

Alcohol and drug use assessments for adolescents;

j.

Counseling for children, adolescents, and young adults age 10 to 24 years who have fair skin
about minimizing their exposure to ultraviolet radiation to reduce risk for skin cancer; and

k. Childhood screenings, including but not limited to, blood pressure, medical history throughout
development, developmental screenings throughout childhood, height, weight and body mass
index measurements, autism screening for children at 18 and 24 months, vision screening, oral
health assessment, hematocrit or hemoglobin screening, iron and fluoride supplements, lead
screening, dyslipidemia screening, and tuberculin testing.
The Trustees will regularly review the Plan’s coverage of pediatric preventive care for children to
ensure the coverage complies and is in accordance with the Affordable Care Act (ACA).
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26. Pregnancy and pregnancy-related conditions of Active Employees and their Spouses. For benefits to
be payable, the person must be eligible under the Plan at the time the expenses are incurred.
27. Charges for hearing instruments and hearing tests, limited to the frequency and amount limitations
shown in Section III, the Schedule of Benefits.
28. Dental coverage for treatment of tumors or cysts of the mouth, excision of malignant tissue and
treatment of fractures of the jaw and facial bones, as well as coverage for oral surgery that is
necessary due to a medical condition.
Coverage for surgical treatment of temporomandibular joint (TMJ) will be provided if the procedure
is determined to be Medically Necessary, appropriate and effective for the treatment of the patient’s
condition; and if the patient has one or more of the following conditions:
a. Bony or cartilaginous tumor of the mandibular condyle;
b. Hypomotility and ankylosis;
c. Persistent dislocation; or
d. Radiographically demonstrable arthopathic changes in the temporomandibular joint, with
intractable pain.
Non-surgical treatment for TMJ is also covered.
29. Screening for tobacco use, and for those who use tobacco products, at least two smoking cessation
attempts per year. For each smoking cessation attempt, coverage is provided for four tobaccocessation counseling sessions of at least 10 minutes each (including telephone counseling, group
counseling and individual counseling) without prior authorization, and all FDA-approved tobacco
cessation medications (both prescription and over-the-counter) for a 90-day treatment regimen when
prescribed by a health care provider, without prior authorization. No copay or deductible will apply to
these services.
30. Birth control implants every three years or sooner, if Medically Necessary.
31. Medical or surgical treatment of the eyes.
32. Outpatient charges for MRI, PET scans, and CT scans, with prior approval.
33. Hospice services if a Physician certifies that you are terminally ill. Covered services are limited to
palliative care. If it is determined the care provided is not palliative care, benefits under hospice
services are not Covered Services.
Home Hospice:
a. Covered services are limited to the following home hospice services:
•

Assessment and initial testing;

•

Family counseling of immediate family members;

•

Non-prescription pharmaceuticals;

•

Medical supplies;

•

Respite care;

•

Professional, medical, social, and pastoral counseling services provided by salaried
employees of the hospice; and
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•

Supportive services to the bereaved family members for up to three (3) months following the
death of the Covered Person.

b. Covered services do not include:
•

Services for which there is no charge;

•

Services related to organization or dispensation of nonmedical, personal, legal, and financial
affairs such as, but not limited to, the execution of a will;

•

Services received in a free standing hospice facility, a Hospital based hospice, or provided to
a Hospital bed patient, except that covered services will be provided for an assessment visit,
family counseling and supportive services to the bereaved immediate family members;

•

Services received by persons other than the Covered Person or his/her immediate family
members; and

•

Services received from hospice organizations that do not have a contract with a Blue Cross
and/or Blue Shield Plan to provide such services to Covered Persons.

Inpatient Hospice:
a. Covered Services are limited to services and supplies furnished by an inpatient hospice. Covered
services are limited to those you are eligible to receive as a Hospital bed patient and that would
otherwise require confinement in a Hospital or skilled nursing facility, and also include the
following services:
•

Assessment and initial testing;

•

Family counseling of immediate family members;

•

Professional, medical, social, and pastoral counseling services provided by salaried
employees of the hospice; and

•

Supportive services to the bereaved family members for up to three (3) months following the
death of the Covered Person.

b. Covered Services do not include:
•

Services for which there is no charge;

•

Services related to organization or dispensation of nonmedical, personal, legal, and financial
affairs such as, but not limited to, the execution of a will;

•

Services received by persons other than the Covered Person or his/her immediate family
members;

•

Services received from hospice organizations that do not have a contract with a Blue Cross
and/or Blue Shield Plan to provide such services to Covered Persons; or

•

Respite care.

Inpatient hospice services must be prior-authorized by Blue Cross and Blue Shield of Kansas City.
34. Home health services provided in the home or other outpatient setting, limited to part-time skilled
nursing care, part-time services from home health aides, private duty nursing, physical therapy,
occupational therapy or speech therapy. Services are received as an alternative to inpatient
confinement in a Hospital or skilled nursing facility and when your Physician determines that you
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need home health care and designs a home health care plan for you. A visit is defined as no more than
two (2) hours. If private duty nursing is approved, services exceeding the two-hour limit will
accumulate as one (1) or more additional visits. Covered services do not include meals delivered to
your home, custodial care, companionship, and homemaker services.
35. Approved Clinical Trials. Covered expenses include:
a. Effective for Plan years beginning on or after January 1, 2014, charges incurred due to
participation in either a Phase I, II, III, or IV Approved Clinical Trial conducted in relation to the
prevention, detection, or treatment of cancer or other life-threatening disease or condition,
provided the charges are those that are:
1. Ancillary to participation in the Approved Clinical Trial and would otherwise be covered
under this Plan if the individual were not participating in the Approved Clinical Trial; and
2. Not attributable to any device, item, service, or drug that is being studied as part of the
Approved Clinical Trial or is directly supplied, provided, or dispensed by the provider of the
Approved Clinical Trial.
You are eligible for payment of charges related to participation in an Approved Clinical Trial if you:
a. Satisfy the protocol prescribed by the Approved Clinical Trial provider; and
b. Either:
1. The network participating provider determines that your participation in the Approved
Clinical Trial would be medically appropriate; or
2. You provide the Plan with medical and scientific information establishing that participation
in the Approved Clinical Trial would be medically appropriate.
For the purposes of this provision, an Approved Clinical Trial means a Phase I, II, III, or IV clinical
trial conducted in relation to the prevention, detection, or treatment of cancer or other life-threatening
disease or condition. The Approved Clinical Trial’s study or investigation must be (1) approved or
funded by one or more of: (a) the National Institutes of Health ( NIH), (b) the Centers for Disease
Control and Prevention (CDC), (c) the Agency for Health Care Research and Quality (AHCRQ), (d)
the Centers for Medicare and Medicaid Services (CMS), (e) a cooperative group or center of the NIH,
CDC, AHCRQ, CMS, the Department of Defense (DOD), or the Department of Veterans Affairs
(VA); (f) a qualified non-governmental research entity identified by NIH guidelines for grants; or (g)
the VA, DOD, or Department of Energy (DOE) if the study has been reviewed and approved through
a system of peer review that the Secretary of HHS determines is comparable to the system used by
NIH and assures unbiased review of the highest scientific standards by qualified individuals who have
no interest in the outcome of the review; (2) a study or trial conducted under an investigational new
drug application reviewed by the Food and Drug Administration (FDA); or (3) a drug trial that is
exempt from investigational new drug application requirements.
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Excluded Expenses include:
a. Expenses incurred due to participation in an Approved Clinical Trial that are: (1) the
investigational items, devices, services, or drugs being studied as part of the Approved Clinical
Trial; (2) items, devices, services, and drugs that are provided solely for data collection and
analysis purposes and not for direct clinical management of the patient; or (3) items, devices,
services, or drugs inconsistent with widely accepted and established standards of care for a
patient’s particular diagnosis;
b. Expenses incurred at a non-network provider if a network participating provider will accept the
patient in an Approved Clinical Trial; and
c. Expenses incurred at a non-network provider, unless the Approved Clinical Trial is only offered
outside the patient’s state of residence.

Provider Non-Discrimination
To the extent required by the Patient Protection and Affordable Care Act (PPACA) and available
guidance, if a service is covered under the Plan, the Plan will not discriminate based on the license or
certification of the individual providing the service, if the individual is licensed to provide such services
in the state in which the services are performed and the individual is acting within the scope of that
license.

Expenses Not Covered
Not every medical expense is covered by the Plan. For a list of expenses not covered by the Plan, refer to
the General Plan Exclusions beginning on page 72.
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Section IX.

Medical Benefits (Medicare-Eligible Retired
Employees and Their Medicare-Eligible
Spouse)

Eligibility
If you are retired and you are eligible for Medicare, your medical benefits are provided through an insured
Medicare Advantage PPO program offered by UnitedHealthcare.
Your Spouse is also eligible for coverage through the Medicare
Advantage PPO program if he or she is enrolled in Medicare Part A
and Part B, lives within the UnitedHealthcare PPO geographic service
area, and does not have End Stage Renal Disease (ESRD). Your
dependent children are not eligible for coverage under the program.
In order to be eligible for coverage under the Medicare Advantage PPO
program, you must generally meet the same eligibility requirements
that apply to non-Medicare-eligible retirees, which are listed on page
20. In addition, you:

If you are retired and Medicareeligible, your prescription drug,
dental and vision benefits will be
provided through the Welfare Fund,
not through UnitedHealthcare. For
details, refer to Section III, the
Schedule of Benefits.
Your monthly self-payments for
retiree coverage will apply to these
benefits as well.

•

Must enroll in both Medicare Part A and Part B;

•

Cannot have ESRD; and

•

Must live in the United States or the District of Columbia. You cannot live in any of the following
listed counties in Indiana:
DeKalb County

Shelby County

Gibson County

Warren County

Morgan County
If you live in one of the above listed counties in Indiana, you are not permitted to enroll in the program.
If after enrolling in the Medicare Advantage PPO program you plan to move out of the noted service area,
you should contact UnitedHealthcare at the phone number listed in Section II. When you move, you will
have a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in a
Medicare health plan that is available in your new location
Once you enroll in the Medicare Advantage PPO program, you will receive an ID card identifying you as
a member. Please present the UnitedHealthcare ID card when you receive medical services.

Self-Payment Requirement
The Fund Office will notify you of the self-payment you must pay.
The Fund Office must receive your self-payments for retiree coverage
by the first day of the month for which you are seeking retiree
coverage. For information regarding electing retiree coverage, refer to
page 21.
Section IX
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You must continue to pay your Medicare premiums (unless your Part B premium is paid for you by
Medicaid or another third party).
Everyone with Medicare receives a copy of Medicare & You each year in the Fall. The document
provides information about Medicare premiums and explains how the Medicare Part B premium differs
for people with different incomes. You can also download a copy of Medicare & You from the Medicare
website (http://www.medicare.gov), or you can order a printed copy by phone at 1-800-MEDICARE (1800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

Preferred Provider Organization (PPO)
Similar to the PPO network provided for Active Employees, non-Medicare-eligible Retired Employees,
and their Spouses and children, UnitedHealthcare’s Medicare Advantage PPO program offers you access
to a network of health care providers, including Physicians and Hospitals that have agreed to accept
UnitedHealthcare’s payment and your copayment or coinsurance as payment in full for services rendered.
If you are enrolled in the Medicare Advantage (PPO) program, you can see any provider (in-network or
out-of-network) that participates in Medicare. Whether you go in-network or out-of-network, your
copayments and/or coinsurance will stay the same. Except for emergency care, UnitedHealthcare cannot
pay a provider who is not eligible to participate in Medicare. If you receive care from a provider who is
not eligible to participate in Medicare, you will be responsible for the full cost of the services you receive.
To find out if a particular health care provider participates in the Medicare Advantage PPO network, call
the number shown in Section II.

Benefit Coverage
You will receive an “Evidence of Coverage” booklet in the mail from UnitedHealthcare that will detail
the medical benefits and coverage available to you. If you have any questions, call UnitedHealthcare or
the Fund Office at the phone numbers shown in Section II.
Note that your prescription drug, dental and vision benefits will be provided through the Welfare
Fund, not through UnitedHealthcare. Refer to the Schedule of Benefits in Section III for details.
Your monthly self-payments for retiree coverage will apply to these benefits, as well.
Medicare Prescription Drug Coverage
If you lose or drop prescription drug coverage under the Greater Kansas City Laborers Welfare Fund, you
may be eligible for a two-month Special Enrollment Period to sign up for Medicare Prescription Drug
Coverage.
If you or your Medicare-eligible Spouse enroll for Medicare Prescription Drug Coverage, you will not
receive prescription drug benefits under the Fund as of the date Medicare notifies the Fund that you have
enrolled for Medicare Prescription Drug Coverage. You will continue to be eligible to receive medical
benefits under the Medicare Advantage PPO program offered through UnitedHealthcare. However, your
monthly premium for coverage under the Welfare Fund will not be reduced.
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If you or your Spouse enroll for Medicare Prescription Drug Coverage, lose Fund prescription drug
benefits, and later decide to drop Medicare Prescription Drug Coverage, you will only be allowed to reenroll for the Fund’s prescription drug benefits during Medicare’s open enrollment period in the Fall, with
prescription drug coverage effective under the Fund as of the following January 1. That means it is
possible that there will be a period when you do not have prescription drug benefits.
If you drop all coverage under the Fund, enroll for Medicare Prescription Drug Coverage, and later drop
Medicare coverage, retiree coverage under the Fund cannot be reinstated unless you return to work and
again satisfy the Plan’s eligibility requirements.
Note to Medicare-Eligible Individuals: If you drop or lose your coverage under the Greater Kansas City
Laborers Welfare Fund and do not enroll for Medicare Prescription Drug Coverage after your current
coverage ends, you may pay more for Medicare Prescription Drug Coverage at a later date. If you go 63
days or longer without prescription drug coverage that is at least as good as Medicare Prescription Drug
Coverage, your monthly premium for Medicare Prescription Drug Coverage will increase. The increase
will be at least 1% per month for every month after you are eligible for but did not have Medicare
coverage. For example, if you go 19 months without coverage, your monthly premium will always be at
least 19% higher than what most other people pay. You will have to pay this higher premium as long as
you have Medicare Prescription Drug Coverage. In addition, you may have to wait until Medicare’s next
open enrollment period to enroll.
For More Information About Medicare Prescription Drug Coverage
If you are eligible for Medicare, you will receive a Medicare & You handbook in the mail from Medicare.
More detailed information about Medicare Prescription Drug Coverage will be included in this handbook.
To get more information:
•

Visit www.medicare.gov for personalized help.

•

Call your State Health Insurance Assistance Program (the telephone number will be included in the
Medicare & You handbook).

•

Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

Again, if you have limited resources, you may be able to receive extra help to pay for Medicare
Prescription Drug Coverage. To get more information about this extra help:
•

Visit www.socialsecurity.gov.

•

Call 1-800-772-1213 (TTY users should call 1-800-325-0778).
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Section X.

Medical Management Services

Adult Annual Physicals
The Plan covers adult comprehensive physical exams for Active Employees and their Spouses, once each
year, free of charge, when the physical exams are performed by an in-network provider. The exam will
include several tests to assess an individual’s current health and help identify any risk factors that could
lead to future illness. Refer to page 47 for details.
Annual physicals are provided under the preventive care services. The Trustees will regularly review the
Plan’s coverage of adult preventive care to ensure the coverage complies and is in accordance with the
Affordable Care Act (ACA).

Employee Assistance Program (EAP)
All Plan members (and their eligible Spouse and children) have access to an EAP, which provides
professional counseling and referral services for many issues that you face in life.
How the Program Works
The EAP program is entirely voluntary and is offered at no cost, as shown in Section III, the Schedule of
Benefits. You may meet with an EAP counselor for up to three sessions, at no cost, or you may be
referred to other network professionals for further assistance, if necessary.
EAP counseling is available for many issues, including:
•

Work-related problems such as jobsite conflicts, drug testing, sexual harassment, and retirement
concerns;

•

Marital and relationship problems such as separation, divorce, conflicts, or domestic violence;

•

Substance abuse problems such as problem drinking, alcohol and drug dependency, illegal drug use,
smoking cessation, and misuse of prescription drugs;

•

Family issues such as children’s behavioral and school issues, parent-child conflicts, eldercare,
single-parenting, and childcare;

•

Emotional and mental health issues caused by such things as stress and anxiety, depression, anger
management, and loss of a loved one;

•

Risk assessment for dangerous behavior; and

•

Financial problems such as problem gambling, household finances, or over-extended credit.

When you have a question or an issue you would like to discuss, or if you’d like to set up an appointment,
call the EAP at the number shown in Section II. The EAP call center is open 24 hours a day, 7 days a
week.
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When you call, you will speak with an EAP representative who will arrange an appointment with an EAP
counselor in your area at a time convenient for you. During your call or appointment, the EAP counselor
will listen, help you identify the problem, and plan a course of action. The EAP counselor can also
preauthorize any inpatient mental health or substance abuse treatment you need, monitor your care, and
help you with the Claims process.
Confidentiality is a key component of the services provided by the EAP. Your privacy is guaranteed;
whatever is discussed with the EAP representatives is considered confidential. No information will be
given about your use of the EAP or your sessions unless you consent to the release of that information or
unless it is given in response to a court order or subpoena.
For more information about the EAP, log onto the website shown in Section II, click on “Employee
Assistance Member” and then enter the passcode: KCL.

Disease Management Program
If you or any of your eligible family members have one or more of the following chronic health
conditions, the Plan offers a disease management program, at no cost, to help you manage and cope with
your condition(s):
•

Asthma

•

Heart Failure

•

Chronic Obstructive Pulmonary Disease (COPD)

•

High Blood Pressure

•

Depression

•

Metabolic Syndrome

•

Diabetes

•

Stress

•

Heart Disease

•

Anxiety

The disease management program provides you with access to easy-to-use educational materials and
online tools and resources. While the disease management program is not meant to provide a cure or
treatment for chronic Illness, the free informational assistance can help you become familiar with your
symptoms and learn ways to manage them better. If you have been diagnosed with one of the above
conditions and would like to sign up for the program and receive immediate support, call one of the phone
numbers shown in Section II or send an email to the address shown.
If, at some time, you are identified as an individual that has been diagnosed with one of the above
conditions, you will automatically be enrolled in the disease management program and an educational
welcome packet will be sent to you. Your Physician may be informed of your participation in the
program, and a nurse may contact you to answer any questions that you have and provide you with
support and assistance.
For more information, log onto the disease management program website. The address is provided in
Section II.
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24-Hour Nurse Line
A 24-hour nurse line is available for your use at no cost. Registered nurses are available to answer your
questions 24 hours a day, 7 days a week. You can call the 24-hour nurse line and speak to a Care Advisor
if you need information on care options, treatment alternatives, home remedies, or even recommendations
on where to seek care. Whether you need advice regarding a simple medical matter or an urgent care
concern, a Care Advisor will be available to help. Via the 24-hour nurse line, you can also access an audio
health library, covering topics on adult, pediatric, and women’s health issues. The phone number is
provided in Section II.
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Section XI.

Prescription Drug Benefits

Prescription drug coverage is one of the most important and utilized benefits that a plan offers.
Recognizing the importance of this coverage, the Plan has contracted with a Pharmacy Benefit Manager
(PBM) to ensure you receive comprehensive prescription drug benefits.
Your prescription drug coverage is being provided by the Welfare Fund in accordance with Section III,
the Schedule of Benefits.

How the Program Works
Calendar Year Out-of-Pocket Maximum
The out-of-pocket maximum limits the amount you pay in a calendar year for covered prescription drug
expenses. If your out-of-pocket costs toward covered expenses reach the out-of-pocket maximum
(including copayments), the Plan pays 100% for most additional covered expenses for the rest of the
calendar year. There are separate out-of-pocket maximums for individual and family coverage.
The PBM Network
The PBM offers access to a network of preferred retail pharmacies and a mail order program. When you
have your prescriptions filled at a preferred retail pharmacy or through the mail order program, you save
money for yourself and the Plan.
The Plan offers coverage for both your short-term and long-term prescription needs:
•

When you have prescriptions filled at a preferred retail pharmacy, benefits are payable for up to a 34day supply or 100-unit dose, whichever is greater.

•

If you are taking a prescription on a long-term basis, you should
have your prescription filled through the mail order program.
When you use the mail order program, you can have prescriptions
filled for up to a 90-day supply.

The mail order program allows you
to get up to a 90-day supply of a
prescription at one time.

You do not need to meet a deductible before your prescription drugs are covered. If you are covered
under another plan, prescription drug benefits provided by this Plan will not be coordinated with the other
plan.
Prescriptions Filled at Preferred Retail Pharmacies
You should present your ID card when you have prescriptions filled at
a preferred retail pharmacy. Once you present your ID card, all you
need to do is pay the applicable copayment. You do not have to
complete any Claim forms.
Prescriptions Filled at Non-Preferred Retail Pharmacies
If you have a prescription filled at a non-preferred retail pharmacy or
you do not have your ID card with you when purchasing a prescription,
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you must pay the full cost of the prescription when you have it filled. You then need to submit a Claim
form to the PBM identified in Section II. You will be reimbursed only the amount the Plan would pay for
the drug at a preferred retail pharmacy, minus the applicable copayment.
Prescriptions Filled Through the Mail Order Program
You should use the mail order program when you need to have prescriptions filled for maintenance
medications. Maintenance medications are prescription drugs that are used on a long-term or on-going
basis to treat chronic Illnesses like:
•

Arthritis;

•

Diabetes;

•

Emotional distress;

•

Heart disorders;

•

High blood pressure; and

•

Ulcers.

How to Use the Mail Order Program
The mail order program’s copayments are shown in Section III, the Schedule of Benefits. You can pay
by credit card or check. If paying by check, be sure to call the PBM in advance of submitting your order
to confirm the price of your medication.
Because the price of prescription drugs changes frequently, the price of your prescription may change
from the time you mail in your copayment until the time your prescription is dispensed. If this happens,
the PBM will send you a bill for any balance due.
When you need to order medication through the mail order program, follow these steps:
•

Ask your Physician to prescribe a 90-day supply of medication with refills.

•

Mail the original prescription along with a completed order form, envelope, patient profile and your
copayment to the mail order program. You can obtain forms and envelopes from the Fund Office or
by contacting the PBM identified in Section II, the Important Contact Information listing.

•

Allow about 14 days from the time you mail in your order to receive your prescription(s).
Note: If you need to begin taking the medication right away, you may want to ask your Physician for
two prescriptions: a short-term supply, which you can have filled right away; and a 90-day supply for
the mail order program.

After you have had your first prescription filled you can obtain refills via:
 Internet—Have your prescription number, zip code and credit card information ready.
 Mail—Mail your refill slip and copayment.
 Telephone—Have your prescription number, zip code and credit card information ready.
Refer to Section II for the website address, mailing address and telephone number of the prescription drug
provider.
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Generic Equivalents and Brand Name Medications
Almost all prescription drugs have two names: the generic name and the
brand name. By law, both generic medications and brand name
medications must meet the same standards for safety, purity and
effectiveness.
In general, use of generic medications can be a significant source of
savings for you and the Plan. Typically, generic medications cost less
than brand name medications. Since your copayment is a percentage of
the cost of a medication, you can save money by taking generic
medications because you'll pay a percentage of a smaller amount.

Most prescription medications have
two names: the generic name and
the brand name. By law, both
generic and brand name
medications must meet the same
standards for safety, purity and
effectiveness – and the generic
medication generally costs less.
You should ask your Physician if a
generic equivalent is available for
any prescriptions you need filled.

When you or your Spouse or children need a prescription, you may
want to ask your Physician whether a generic medication can be
substituted for a brand name medication. Your pharmacist can also assist you in substituting generic
medications when appropriate.
Step Therapy Program

To help Participants (and the Fund) save money, the Plan uses a mandatory “step therapy” approach to
providing prescription drug coverage. Step therapy encourages the use of more cost-effective medications
by requiring you to at least start treatment with the lower-cost medication— the generic version or a
therapeutic equivalent of a brand-name drug—before the Plan will cover a more expensive medication.
For example, if Drug A and Drug B treat the same medical condition and Drug A is less expensive, the
Plan requires you to try Drug A first. If Drug A does not work for you, the Plan will then cover Drug B,
subject to the copayment that applies to Drug B.
Research shows that for the majority of people, generic medications work just as well as brand-name
medications. In fact:
•

Generic medications are required to have the same active ingredient, strength, dosage form, and route
of administration as their brand-name counterparts.

•

All generic manufacturing, packaging, and testing sites must pass the same quality standards as those
of brand-name medications, and the generics must meet the same exacting specifications as any
brand-name product.

•

On average, the cost of a generic medication is 80% to 85% lower than the brand-name product.

•

Cheaper does not mean lower quality:
 Generic manufacturers are able to sell their products for lower prices because they are not
required to repeat the costly clinical trials of new drugs.
 Generally, generic manufacturers do not pay for advertising, marketing, and promotion.
 Multiple generic companies are often approved to market a single product; this creates
competition in the market place, often resulting in lower prices.

If you are prescribed a proton-pump inhibitor (gastric reflux drug), an antihyperlipidemic (cholesterol
drug) or an NSAID (non-steroidal anti-inflammatory drug), you are required to start your course of
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treatment with the less expensive version of your medication (usually the generic or therapeutic
equivalent) in order to receive coverage.
Specialty Drug Program
The Plan covers specialty medications used to treat complex chronic health conditions such as Multiple
Sclerosis, Rheumatoid Arthritis, hemophilia, Chrohn's Disease, Gaucher disease, cystic fibrosis,
hepatitis C, respiratory syncytial virus, growth hormone deficiency, anemia, neutropenia, pulmonary
hypertension, and others.
Specialty medications are prescription drugs that require special handling and close monitoring. Specialty
medications are often considerably more expensive than traditional prescription drugs, partly due to their
specialized use and the manner in which they are administered, manufactured, handled, and distributed:
•

Specialty drugs require preauthorization by the PBM.

•

Specialty drugs are primarily self-injectable medications requiring patient training and education.

•

Their unique manufacturing and distribution process limits the number of pharmacies that are capable
of effectively purchasing, storing, and distributing the medications.

Before attempting to have your prescription for a specialty medication filled, you or your Physician must
call the PBM. The specialty pharmacy representative will go through the approval process with you or
your Physician. Coordination will take place so that your medication can be sent directly to you or your
Physician’s office, whichever you prefer.
If you need information regarding a specialty medication or need help locating a specialty pharmacy, you
can contact the PBM at the phone number shown in Section II.

Expenses Covered
The Plan’s prescription drug benefit is designed to cover a large portion of the prescription drug expenses
you may incur. Only Medically Necessary and non-investigative services are covered. Covered
prescription drug expenses include:
1. Federal Legend Drugs;
2. Drugs that require a prescription under state law but not under federal law;
3. Injectable insulin, Byetta and Symlin;
4. Diabetic supplies, including test stripes, needles and syringes;
5. All prescribed forms of birth control, including oral contraceptives, birth control devices, and birth
control patches; and
6. Medications, such as Tamoxifen and Raloxifene, which are designed to reduce the risk of breast
cancer in women who have an increased risk for breast cancer and a low risk for adverse medication
effects.
Note that the Plan will cover costs associated with compound medications that do not contain bulk
powders. However, compound medications costing $300 or more will require prior approval in order for
the cost of the medication to be covered. Your doctor will have to call the PBM at the phone number
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shown in Section II before a compound medication costing $300 or more can be dispensed at a network
retail pharmacy. Prior approval will not be required if the compound medication costs less than $300.

Expenses Not Covered
In addition to the General Plan Exclusions beginning on page 72, prescription drug benefits are not
payable for:
1. Drugs or medicines lawfully obtainable without a prescription order of a Physician or Dentist, except
insulin (for example, an over-the-counter antacid);
2. Therapeutic devices or appliances, support garments and other non-medical substances, regardless of
their intended use;
3. Any charge for the administration of prescription legend drugs or injectable insulin;
4. Medication that is taken by or administered to the individual, in whole or in part, while he or she is a
patient in a licensed Hospital, rest home, sanitarium, extended care facility, convalescent Hospital,
nursing home or similar institution that operates on its premises, or allows a facility for dispensing
pharmaceuticals to be operated on its premises;
5. Refilling of a prescription in excess of the number specified by the Physician or Dentist, or any refill
dispensed after one year from the order of a Physician or Dentist;
6. Prescription drugs that may be properly received without charge under local, state or federal program,
including workers’ compensation;
7. Fertility drugs;
8. Injectable drugs, except medications that are used to control diabetes;
9. Vitamins and nutritional supplements, except those that are mandated by the Affordable Healthcare
Act (ACA);
10. Weight-loss drugs, such as phentermine, Qsymia, Belviq, Contrave, amphetamines and others, which
are prescribed for weight loss;
11. Cosmetic drugs, such as those used to treat wrinkles, skin pigmentation and hair loss;
12. Investigational or Experimental drugs, including drugs that have not received approval by the US
Food and Drug Administration(FDA), drugs that are currently being used to treat conditions but are
not FDA-approved, and drugs that are determined by the Plan Administrator to be Experimental,
Investigational or unproven as defined in Section XIX;
13. Genetically engineered drugs, such as those that are made from human or animal proteins like
biologics. Medications made from these proteins, like Enbrel, Humira and Stelara, are specifically
designed to help correct the body’s process that causes psoriasis and psoriatic arthritis. Some types of
insulin medications can also be included in this category, including Novolog and Humulin; or
14. Compound medications that contain bulk powders. Compound medications are those in which there is

not at least one ingredient that is a legend drug requiring a prescription, as defined by federal or state
law. Note that compound medications that do not contain bulk powders are payable by the Plan. Refer
to page 62.
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Medicare Prescription Drug Coverage
Existing Coverage as Good as Standard Medicare Prescription Drug Coverage
The Greater Kansas City Laborers Welfare Fund has determined that the Fund’s existing prescription
drug benefits are, on average, “creditable coverage,” which means coverage under the Fund is expected to
pay as much (or more in some cases) in Claims for all Participants as standard Medicare Prescription
Drug Coverage.
Because your current prescription drug benefits under the Fund, on average, are more generous than
Medicare standard coverage, you can choose to stay covered under the Fund, join a Medicare plan later,
and not be subject to higher premiums.
Each year the Plan will send you a Notice of Prescription Drug Creditable Coverage indicating whether
your Plan prescription drug benefits continue to be more generous than the Medicare standard coverage.
Read this notice each year to determine whether you need to take any action with regard to your
prescription drug coverage.

Section XI

Prescription Drug Benefits: Page 65

Section XII.

Dental Benefits

Dental care is an important part of your overall health. Therefore, the Fund offers dental coverage in
accordance with Section III, the Schedule of Benefits.

How the Program Works
The Fund has contracted with a dental preferred provider organization (PPO). Benefits covered under the
dental program include costs associated with, but not limited to, the provision of oral examinations,
including scaling and cleaning of teeth, x-rays and extractions. Note that time limitations exist for certain
dental treatments and/or services.
Whether you use a network Dentist or not, your covered dental expenses will still be covered by the Plan,
in accordance with the provisions shown in Section III, the Schedule of Benefits, once you have met your
calendar year deductible. However, when you use a network Dentist, the expenses will be reduced
because Dentists in the PPO network have agreed to charge discounted rates for dental procedures. That
means you and the Fund save money.
The dental PPO network consists of over 39,000 providers in over 27,000 locations, including generalists
and specialists.
Finding Network Dentists
To see if your Dentist is in the dental PPO network or to find a network Dentist, call the dental provider
or check its website. Refer to Section II, the Important Contact Information listing, for contact
information.
If you prefer to call, note that Customer Service Representatives are available between 8 a.m. and 5 p.m.
Central Time, Monday through Friday.
If your Dentist is not in the network, you can nominate him or her for inclusion. To nominate your
Dentist, call the dental provider or go online. You can complete a Nomination Form online, via fax, or by
mail.

Expenses Covered
Charges incurred for the following dental services and supplies are covered, up to the limits shown in
Section III, the Schedule of Benefits. Only Medically Necessary and non-investigative services are
covered.
1. Oral examinations, including scaling and cleaning of teeth, but not more than two examinations,
scalings and cleanings in any calendar year. The treatments must be separated by a period of six
consecutive months;
2. Topical application of sodium or stannous fluoride, once in each period of 12 consecutive months, but
only for an Eligible Person who has not reached age 19;
3. Dental x-rays if professionally indicated, but for full-mouth x-rays, not more often than once in each
period of 36 consecutive months;
4. Extractions;
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5. Amalgam, synthetic porcelain, and plastic restoration;
6. Gold restorations when the teeth cannot be restored with another filling material;
7. Crowns and jackets when the teeth cannot be restored with a filling material;
8. General anesthetics administered in connection with oral surgery;
9. Space maintainers;
10. Treatment for relief of pain;
11. Treatment of periodontal and other diseases of the gums and tissues of the mouth;
12. Endodontic treatment, including pulpal therapy and root canal therapy;
13. Initial installation (including adjustments during the six-month period following installation) of full or
partial removable dentures or fixed bridgework;
14. Replacement or alteration of full or partial dentures or fixed bridgework that is necessary because of
oral surgery:
a. Resulting from an accident; or
b. For repositioning muscle attachments or for removal of a tumor, cyst, torus or redundant tissue,
but only if the replacement or alteration is completed within 12 months after such surgery;
15. Replacement of a full denture that is necessary because of:
a. Structural change within the mouth, but only if more than five years has elapsed since the initial
placement;
b. The initial placement of an opposing full denture;
c. The prior installation of an opposing full denture; or
d. The prior installation of an immediate temporary denture, but only within 12 months of the
installation of the temporary;
16. Replacement of, or addition of, teeth to an existing partial or full removable denture or fixed
bridgework by a new denture or by new bridgework, but only if the existing denture or bridgework
was installed at least five years prior to its replacement, and the existing denture or bridgework cannot
be made serviceable;
17. Replacement of a crown restoration, provided the original crown was installed more than five years
prior to the replacement;
18. Repair or recementing of crowns, inlays, bridgework or dentures or relining of dentures;
19. Orthodontia, including initial and any subsequent installation of orthodontic appliances; provided
however, that orthodontic treatment begins while you or your Spouse or child is Eligible; and
20. Anesthesia for children up to age 18 (during an exam or cleaning, for example) that is deemed
Medically Necessary.

Expenses Not Covered
In addition to the General Plan Exclusions beginning on page 72, this dental benefit does not cover dental
work or treatment of any kind, or dental x-rays, specifically provided under the Comprehensive Medical
Benefit, except as required because of an accidental Injury to sound natural teeth.
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Section XIII.

Vision Benefits

Vision care can also play an important role in your overall health. Therefore, the Plan provides
comprehensive benefits through VSP to help cover your and your family’s vision care needs. Your vision
benefits are being provided in accordance with the provisions shown in Section III, the Schedule of
Benefits.

How the Program Works
The Fund has contracted with a vision network provider to ensure you
receive discounts on your eye care needs. Benefits covered under the
vision program include, but are not limited to, costs associated with
exams, lenses, frames, and elective contact lenses. You can see any
eye care professional that you choose, but when you have your eye
exam performed and/or purchase your supplies at a non-network
facility, you will pay more out-of-pocket.

If you decide to receive vision
services or supplies from a nonnetwork provider, you will need to
pay for the entire amount of the
service or supply upfront and then fill
out a Claim form and send it to the
vision network provider, along with
an itemized receipt, to receive any
monetary reimbursement. Refer to
Section XVI for Claims information.

The Plan covers services and supplies every 12 months. You are
required to pay a copayment toward the cost of your vision exam and
lenses. The Plan covers the cost of any frame you purchase or the cost
of the fitting, evaluation and materials associated with any elective contact lenses you purchase in lieu of
glasses, up to the maximum amount shown in Section III, the Schedule of Benefits.

To find a network vision service provider in your area, call the vision provider or check its website. Refer
to Section II for contact information.
When you see a network provider, tell them you are covered under the vision program. No ID card will be
required.

Expenses Covered
Only Medically Necessary and non-investigative services are covered. The Plan covers:
1. Charges for complete examinations, including dilation of pupils
and/or relaxing of focusing muscles by drops, refraction for vision
and examination for pathology;
2. New or replacement frames and/or lenses, including fitting and
verification of lens accuracy; and
3. Contact lenses.

Under certain circumstances, eye
surgery to correct vision impairments
is covered under the
Comprehensive Medical Benefit.
See page 44 for more information.

Coverage for pediatric vision care is unlimited for children up to age 19.
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Expenses Not Covered Under VSP Program
In addition to the General Plan Exclusions beginning on page 72, the Plan does not cover these expenses
under the Plan's vision benefit program:
1. Medical or surgical treatment of the eyes (refer to Major Medical Benefit);
2. Services or materials provided as a result of any workers’ compensation law, or similar legislation, or
obtained through or required by any government agency or program whether federal, state or
subdivision thereof;
3. Any services or materials provided by any other group benefit plan, which contain benefits for vision
care; or
4. LASIK eye surgery. Refer to page 44 for info on LASIK surgery, covered under the Comprehensive
Medical Benefit.
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Section XIV.

In the Event of Disability or Death

Weekly Accident and Sickness, Death, and Accidental Death and Dismemberment (AD&D) benefits help
provide financial protection to you and your family in the event you become injured, die or become
totally disabled. This section describes these benefits. Retired Employees are eligible for Death benefits
only.

Weekly Accident and Sickness Benefit (Active Employees Only)
If you become totally disabled while you are covered under this Plan and while you are employed by a
contributing Employer, you may be eligible for Weekly Accident and Sickness benefits.
You must be an eligible, Active Employee under the Plan to receive Weekly Accident and Sickness
benefits and the disability must:
•

Be a non-work related Injury;

•

Be an Illness that does not entitle you to benefits under any workers' compensation or occupational
disease law; and

•

Require the care of a legally qualified Physician.

Benefit Amount
The Fund provides you with Weekly Accident and Sickness benefits in the amount of $350 per week, for
up to a maximum of 14 weeks for any one continuous period of disability due to the same or related
cause(s). This benefit is payable to you as of the first day of disability
if it is due to an accident. If you are sick for eight days or more, this
If you can't work because of a
benefit will be payable retroactive to the first day of your Illness.
non-work related Injury or Illness:
While you don’t need to be confined to your home to receive Weekly
• Call your Employer and the
Accident and Sickness Benefits, you must be under the direct care of a
Fund Office.
legally qualified Physician.
• See a Physician as soon as
possible.
No disability will be considered as beginning more than three days
before the first visit to a Physician.
• File a Claim with the Fund
Office for Weekly Accident and
Payment will be made at the daily rate of one-fifth (1/5) of the weekly
Sickness benefits.
benefit during partial weeks of continuing disability. Successive
periods of disability separated by less than two weeks of continuous
active employment will be considered as one continuous period of disability unless they arise from
different and unrelated causes.
Weekly Accident and Sickness benefits are subject to Social Security, federal income and unemployment
taxes and may be included in your gross income for tax purposes. If you have questions about including
your benefits in your gross income or about exclusions in the law, you should consult your tax advisor or
legal counsel.
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The Fund does not provide coverage for work-related disabilities. If you are out of work due to a workrelated disability, contact your local or state workers' compensation office. You may be eligible for
workers' compensation benefits.

Death Benefit
The Plan provides a Death benefit in the event of the death of an Active Employee, a Retired Employee or
an eligible Spouse or child.
Benefit Amount
The amount of the benefit is shown in Section III, the Schedule of Benefits. For the Death benefit to be
payable, written notice of your or your Spouse’s or child's death must be provided to the Fund Office
within one year of the death. Death benefits are payable even if the cause of death is work-related.
In the event of your Spouse’s or child's death, benefits will be paid to you. In the event of your death,
benefits will be paid to the Beneficiary you have on file at the Fund Office.
If a Partial Pension or Pro-Rata Pension is being paid to a Retired Employee, the amount of the Death
benefit will be determined by multiplying the number of pension credits earned by the Retired Employee
under the Greater Kansas City Laborers Pension Fund, to a maximum of 10 times $250 (i.e., the
maximum benefit equals $2,500).
For information about naming a Beneficiary, see page 71.

Accidental Death and Dismemberment (AD&D) Benefit (Active Employees Only)
The AD&D benefit is payable for the loss of life, the loss of limbs or the loss of sight of one or both eyes
as shown in Section III, the Schedule of Benefits. Benefits are payable for losses through external,
violent and accidental means on or off the job. Loss of limb means dismemberment by severance at or
above the wrist or ankle joint. Loss of sight means the total and irrecoverable loss of sight.
These benefits are paid in addition to any other benefits payable under the Plan, including the Plan's
Death benefit. Loss must occur within 90 days from the day of the accident. Benefits are paid directly to
you for an Injury or to your Beneficiary in the event of your death.
Limitations and Exclusions
No payment will be made for death or any loss resulting from or caused directly, entirely or partly by:
1. Bodily or mental infirmity, hernia, ptomaines, bacterial infections (except infections caused by
pyogenic organisms which will occur with and through an accidental cut or wound), or disease or
Illness of any kind;
2. Participation in the commission of a felony;
3. 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; and
4. Travel or flight in any aircraft, except as a fare-paying passenger on a licensed passenger aircraft.
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Naming a Beneficiary
You may designate anyone you wish as your Beneficiary for Death and
AD&D benefits (if you are eligible for AD&D benefits). To change or
designate a Beneficiary(ies), you must file a form with the Fund Office.
You can change your Beneficiary at any time, without the consent of
your previous Beneficiary. If you divorce, the Beneficiary you
designated before your divorce will no longer apply and you will be
required to file a new Beneficiary designation.

A Beneficiary is the person(s) you
designate to receive your Death and
AD&D benefits. You may change
your Beneficiary at any time. Contact
the Fund Office for a Beneficiary
designation form.

It is very important that you designate a Beneficiary. If you do not
designate a Beneficiary, your Death and AD&D benefits (if applicable) will be paid to:
•

Your legal Spouse, if living;

•

If no surviving Spouse, to any children in equal shares;

•

If no surviving Spouse or children, to your parents in equal shares; or

•

If no surviving Spouse, children or parents, to your estate.
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Section XV.

General Medical Plan Exclusions

The Plan does not pay benefits for these expenses:
1. Any treatment or service not prescribed as Medically Necessary by a legally qualified Physician or
Surgeon. In the case of inpatient admissions, the diagnosis or symptoms must require inpatient
treatment for the admission to be considered Medically Necessary.
2. Any Illness resulting from an occupational disease covered under a workers’ compensation law
(except for Death and AD&D benefits). However, if you are an Active Employee and treatment of
your medical condition is denied under Missouri law, due to a determination that the occurrence is not
the prevailing factor that caused the medical condition, the Plan may cover the medical expenses
related to your Claim, but may retain its right to subrogation.
3. Any accidental bodily Injuries or Illness arising out of and in the course of a person’s employment
(except for Death and AD&D benefits). However, if you are an Active Employee and treatment of
your medical condition is denied under Missouri law, due to a determination that the occurrence is not
the prevailing factor that caused the medical condition, the Plan may cover the medical expenses
related to your Claim, but may retain its right to subrogation.
4. Any Illness or Injury resulting from war or any act of war, declared or undeclared, including armed
aggression, or from military, naval, or air service.
5. Confinement, professional fees, services or supplies for which no charge is made or that the covered
person is not required to pay.
6. Except as specifically provided under the Plan:
a. Transportation, except local ambulance service; and
b. Radial keratotomy and any other Experimental eye surgery for vision correction.
7. Cosmetic surgery for medical treatment to improve or preserve physical appearance (including tattoo
removal, breast augmentation or other medical or surgical treatment intended to restore or improve
physical appearance as determined by the Plan Administrator), except for instances related to a
mastectomy as covered under the Plan and:
a. Surgery required because of an accidental Injury; and
b. The treatment of birth defects of a child provided the child continues to be eligible at the time of
treatment;
8. Treatments, procedures, drugs, devices, services or supplies that are Experimental, Investigative or
Inappropriate and do not meet accepted standards of medical practice.
9. Custodial care or long-term care, which includes services and supplies, room and board and other
institutional services provided to an individual primarily to assist him/her in activities of daily living,
and where such care is not reasonably expected to cure the person of any Illness or Injury.
10. Failure to keep a scheduled visit or charges for completion of a Claim form.
11. Special home construction to accommodate a disabled individual.
12. Experimental, Investigative or Inappropriate Drugs, drugs that may be dispensed without a
prescription (such as aspirin), and over-the-counter products unless specifically included (i.e.,
insulin).
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13. The reversal of a voluntary sterilization procedure.
14. Expenses for the diagnosis and treatment of infertility and complications including, but not limited to,
services, prescription drugs procedures or devices to achieve fertility, in vitro fertilization, low tubal
transfer, artificial insemination, embryo transfer, gamete transfer, zygote transfer, surrogate parenting,
donor egg/semen, cryostorage of egg or sperm, adoption, ovarian transplant and infertility donor
expenses.
15. Expenses for any Illness, Injury, procedure, drug, device, treatment or any service that would
otherwise be covered under the Plan for which you or your eligible Spouse or child have received or
have contracted for, in exchange for compensation (both monetary and in-kind payment). This
includes a surrogate pregnancy and involvement in medical research.
16. Supplies or equipment for personal hygiene, comfort or convenience such as air conditioners,
humidifiers, physical fitness and exercise equipment, waterbeds, etc.
17. Orthopedic shoes or supportive devices for flat-footed conditions and services and supplies for
routine foot care.
18. Therapeutic devices or appliances such as hypodermic needles, syringes, pumps, support garments or
other non-medical substances except where required for insulin injection, regardless of their intended
use.
19. Any Claim, expense or service, caused by, resulting from, or for which a contributing cause was an
attempt to commit or the commission of a felony as defined under state or federal law.
20. Expenses for an autopsy and any related expenses.
21. Expenses for educational services, supplies or equipment, including, but not limited to computers,
software, printers, books, tutoring, visual aids, auditory aids, speech aids, programs to assist with
auditory perception or listening/learning skills, programs/services to remedy or enhance
concentration, memory, motivation or self-esteem, etc., even if they are required because of an Injury,
Illness or disability of an Eligible Person.
22. Expenses for services rendered through a medical department, clinic or similar facility provided or
maintained by a contributing Employer, or if benefits are otherwise provided under this Plan or any
other plan that a contributing Employer contributes to or otherwise sponsors, such as an HMO.
23. Expenses that exceed any specific Plan benefit limitation, annual maximum or lifetime maximum as
described in this Summary Plan Description/Plan Document.
24. Any portion of the expenses for covered medical services or supplies that exceed the Reasonable and
Customary Charge as defined in Section XIX.
25. Expenses for services or supplies for which a third party is required to pay because of the negligence
or other tortuous or wrongful act of that third party. See Section XVII for an explanation of the
circumstances under which the Plan may advance the payment of benefits until it is determined that
the third party is required to pay for those services or supplies.
26. Expenses for services rendered or supplies provided before you or your eligible Spouse and children
became covered under the Plan or after the date the Eligible Person’s coverage ends.
27. Expenses for services rendered or supplies provided that are not prescribed by a Physician.
28. Expenses for, and related to, non-emergency travel or transportation (including lodging, meals and
related expenses) of a health care provider, Employee, Retired Employee or family member of an
Employee or Retired Employee.
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29. The use of a private room in a Hospital or other specialized health care facility, unless the facility has
only private room accommodations or unless the use of a private room is certified as Medically
Necessary by the Physician. If a Hospital has only private rooms, the Plan may pay a percentage of
the most common semi-private room rate charged by the Hospital, unless a Physician determines that
a private room is required for isolation due to a diagnosis or is required by the Hospital’s public
health regulations.
30. Expenses for services provided by any Physician or other health care practitioner who is the parent,
Spouse, sibling (by birth or marriage) or child of the patient or Employee or from someone who
ordinarily lives in the patient’s home.
31. Expenses for the services of a medical student, intern or resident.
32. Expenses for any Physician or other health care provider who did not directly provide or supervise
medical services to the patient, even if the Physician or health care practitioner was available to do so
on a stand-by basis.
33. Expenses for medical services or supplies rendered or provided outside the United States, except for
treatment for a medical Emergency (as defined in Section XIX) or when you are on temporary work
assignment for a contributing Employer at a location outside the United States. Payment may be made
to the Employee only once the necessary documentation is received as an out-of-network Claim.
34. Hospital or other specialized health care facility expenses if you leave the facility against the medical
advice of the attending Physician.
35. Expenses for acupuncture and/or acupressure.
36. Expenses for chelation therapy, except as may be Medically Necessary for treatment of acute arsenic,
gold, mercury or lead poisoning, and for diseases due to clearly demonstrated excess of copper or
iron.
37. Expenses for prayer, religious healing or spiritual healing.
38. Expenses for naturopathic, naprapathic and/or homeopathic services, treatments or supplies.
39. Expenses for corrective appliances except those specifically covered.
40. Expenses for genetic tests such as obtaining a specimen and laboratory analysis, detecting or
evaluating chromosomal abnormalities or genetically transmitted characteristics, including:
a. Pre-parental genetic testing intended to determine if a prospective parent or parents have
chromosomal abnormalities that are likely to be transmitted to the child; and
b. Genetic testing is a covered expense under the Plan if the testing will provide results that could
impact a specific course of treatment for a current disease, except that testing for the BRCA gene
for breast cancer is covered under preventative services.
41. Expenses for genetic counseling. This exclusion does not include BRCA gene testing.
42. Expenses for hair removal, hair transplants and other procedures to replace lost hair or to promote the
growth of hair, including prescription and non-prescription (or non-legend or over-the counter) drugs
such as Minoxidil, Propecia, Rogaine, Vaniqa; or for hair replacement devices including, but not
limited to, wigs, toupees and/or hairpieces or hair analysis.

43. Charges for home health care services, other than for part-time skilled nursing care, part-time services
from home health aides, private duty nursing services of a registered graduate nurse who ordinarily
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does not reside with the person or is not a member of the person’s immediate family; physical
therapy, occupational therapy and speech therapy.
44. Expenses for a homemaker, custodial care, long-term care, child care, adult care or personal care
attendant.
45. Foods and nutritional supplements including, but not limited to, home meals, formulas, foods,
vitamins, weight reduction/control special foods, food supplements, liquid diets, diet plans or any
related products, herbs and minerals, whether they can be purchased over-the-counter or require a
prescription (except when provided during Hospitalization and except for prenatal vitamins), or
minerals requiring a prescription.
46. Medical Foods, except when prescribed for PKU (as explained in Section VIII).
47. Expenses for all medical or surgical services or procedures, including prescription drugs and the use
of prophylactic surgery, when prescribed or performed for the purpose of:
a. Avoiding the possibility or risk of an Illness, disease, physical or mental disorder or condition
based on family history and/or genetic test results; or
b. Treating the consequences of chromosomal abnormalities or genetically transmitted
characteristics, when there is an absence of objective medical evidence of the presence of disease
or physical or mental disorder.
48. Expenses for non-human or mechanical organ transplants, for testing, typing, or screening when the
person does not become a transplant or tissue donor, or for human organ and/or tissue transplants that
are Experimental and/or Investigative, including, but not limited to, donor screening, acquisition and
selection, organ or tissue removal, transportation, transplants, post-operative services and drugs or
medicines.
49. Expenses related to non-human (Xenografted) organ and/or tissue transplants or implants, except
heart valves.
50. Expenses for insertion and maintenance of an artificial heart or other organ or related device, except
heart valves and kidney dialysis and complications thereof.
51. Expenses incurred for obesity or morbid obesity such as weight reduction programs, drugs, surgical
and non-surgical treatments and procedures and reversion of such procedures, including bariatric
surgery, gastric bypass, gastric banding, open or laparoscopic vertical banded gastroplasty,
laparoscopic adjustable gastric banding (Lap-Band system), or any other such procedure, as well as
cosmetic or other surgery for removal of excess fat or skin following weight loss, pregnancy or
surgery, regardless of medical necessity or supervision by a Physician. Complications from any
excluded expenses are also excluded. Note: Expenses associated with weight loss counseling are
covered as a preventive service.
52. Expenses for memberships in, or visits to, health clubs, exercise programs, gymnasiums and/or any
facility for physical fitness programs, including exercise equipment.
53. Expenses related to hypnosis therapy.
54. Expenses related to the pregnancy of a dependent child, except for preventive services mandated by
the Affordable Care Act.
55. Expenses related to an elective abortion of a child, except that complications of abortion are covered
by the Plan.
56. Non-emergency care when traveling outside the United States.
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Section XVI.

How to File Claims and Appeals

Medicare-Eligible Retired Employees and Their Medicare-Eligible Spouses
For information on UnitedHealthcare’s Claims and Appeals procedures, refer to UnitedHealthcare’s
Evidence of Coverage booklet or call UnitedHealthcare at the phone number listed in Section II.

Active Employees, Non-Medicare-Eligible Retired Employees, and Their Eligible
Spouse and Children
Present your medical benefits identification card at the time you receive
medical treatment. Then, generally, if you use a PPO provider, the
provider will submit a Claim to the Plan Administrator on your behalf.
If your provider does not submit a Claim on your behalf, follow the
instructions in this section.

Claim
Refer to page 78 for the definition of
a Claim.

You should file your initial Claim for Plan benefits within one year after the date you receive services. If
your Claim is denied, in whole or in part, there is a process you can follow to have your Claim reviewed
by the Trustees.
Follow these steps when submitting medical Claims:
1. Contact the Fund Office to obtain the correct Claim form and
confirm your eligibility for benefits. Whenever possible, confirm
your eligibility before incurring any health care expenses.
2. Fill out your portion of the Claim form completely and accurately.
Be sure to provide: your name, date of birth, Social Security
number, and other group health plans you or a Spouse or child is
covered under; your Spouse or child’s name, date of birth and
Social Security number if the Claim is for a Spouse or child.
3. Have your provider fill out his/her portion of the form. It's
important that your provider show a diagnosis on the Claim form.
If your Physician provides his/her own Claim form, you may
submit it in addition to the form provided by the Fund Office, but
be sure the provider writes in his/her diagnosis.

If you decide to receive services
or supplies from a non-network
provider, you will need to pay for
the entire amount of the service or
supply upfront and then fill out a
Claim form for reimbursement and
send it to the network provider.
Along with the form, provide an
itemized receipt.
Refer to Section II for contact
information.

4. Attach all bills or receipts relating to the health service provided. Also, make sure the bill clearly
identifies which services were performed and the amount charged for each service.
5. Usually, when you use PPO providers, they file Claim forms for you. If your provider does not file
your Claim, be sure to attach all itemized Hospital bills or Physician's statements that describe the
services rendered and file your Claim with the Fund Office.
6. If you have questions at any point in the Claim filing process, call the Fund Office at (913) 236-5490.
7. If the Claim you are submitting is the result of an accident, be sure to complete the separate accident
report.
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8. If you are applying for Weekly Accident and Sickness benefits, be sure the Physician has completed
his/her portion of the Claim form. Otherwise, payment of the Weekly Accident and Sickness benefit
will be delayed.
9. Send the completed Claim form and any supporting documentation
to:
Greater Kansas City Laborers Welfare Fund
c/o TIC International Corporation
6405 Metcalf
Cloverleaf Building 3, Suite 200
Overland Park, Kansas 66202

Send dental Claims to:
P. O. Box 25938
Shawnee Mission, KS 66225−5938

Your Claim will be reviewed by the Fund Office. You will be notified of the decision on your Claim and
you may appeal a Claim decision, as described in the Requesting a Review of a Denied Claim
subsection on page 82.
When reviewing and processing Claims, the Fund will:
•

Take steps to assure that Plan benefit provisions are applied consistently with respect to similarly
situated Plan Participants; and

•

Consult with a health care professional with appropriate training and experience when reviewing an
adverse benefit determination that is based in whole or in part on a medical judgment (such as a
determination that a service is not Medically Necessary or is Experimental or Investigative).

Discretionary Authority of Plan Administrator
The Plan Administrator, which is the Board of Trustees, has broad
Days
discretion and authority to interpret the terms of the Summary Plan
For the purpose of the Claim and
Description/Plan Document and Agreement and Declaration of Trust,
appeal processes, “days” refers to
to interpret any facts relevant to a determination, and to determine
calendar days, not business days.
eligibility and entitlement to Plan benefits. Any interpretation or
determination made under that discretionary authority will be given
full force and effect, unless it can be shown that the interpretation or determination was arbitrary and
capricious. The Plan Administrator may delegate any or all of its duties with respect to Claims and
Appeals to an Appeal Committee or other third party.
Authorized Representative
An Authorized Representative is the person with authority to act on the Claimant's behalf to file a Claim
or appeal in accordance with the Fund's procedures. Subject to the written statement requirement
discussed below, the following individuals may be recognized as the Claimant's Authorized
Representative:
•

Health care provider;

•

Legal Spouse;

•

Dependent child age 18 or over;

•

Parents or adult siblings;
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•

Grandparent;

•

Court ordered representative, such as an individual with power of attorney for health care purposes or
legal guardian or conservator; or

•

Other adult.

The Plan requires a written statement from the individual that he/she has designated one of the above
individuals as the Authorized Representative along with the representative's name, address and phone
number. Where the individual is unable to provide a written statement, the Plan will require written proof
(e.g., power of attorney for health care purposes, court order of guardian/conservator) that the proposed
Authorized Representative has been authorized to act on the individual's behalf. An assignment for
payment to a health care provider is not a designation of the provider as an Authorized Representative.
However, a Claimant is not permitted to assign payment of any Claim to an out-of-network health care
provider.
Once the individual names an Authorized Representative, the Plan will route all future Claims and
appeals-related correspondence to the Authorized Representative and not the individual. The Authorized
Representative of a Claimant will be able to take any action or inaction that could be taken by the
Claimant. The Plan will honor the designated Authorized Representative for one year, or as mandated by
a court order, before requiring a new authorization. The individual may revoke a designated Authorized
Representative by submitting a signed statement.
The Board of Trustees, or its designated representative, has the sole discretion to determine whether a
Claimant has properly designated an Authorized Representative. The Plan reserves the right to withhold
information from a person who claims to be the Authorized Representative if there is suspicion about the
qualifications of the individual claiming to be the Authorized Representative.
Definition of a Claim
A Claim is a request for a benefit from the Fund for covered expenses incurred and made by an individual
(also referred to as “Claimant”) or that individual’s duly Authorized Representative in accordance with
the Fund’s reasonable Claims procedures.
Health care Claims under this Fund are only post-service claims. When you file a post-service Claim, you
have already received the services for which the Claim is being submitted.
Claim Elements
A Claim must include the following elements to be processed by the Plan:
•

Be written or electronically submitted in accordance with HIPAA's EDI standards;

•

Be received by the Fund Office or applicable PPO within one year of the date service was provided;

•

Name a specific individual (Claimant/Patient);

•

Name a specific medical condition or symptom;

•

Provide a description and date of a specific treatment, service or product for which approval or
payment is requested and an itemized detail of charges;
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•

Identify the provider's name, address, phone number, professional degree or license, and Federal tax
identification number (TIN);

•

When another plan is the primary payer, include a copy of the other plan's Explanation of Benefits
(EOB) statement along with the submitted Claim; and

•

When accidental Injury is involved, details of the accident.

A request is not a Claim if it is:
•

Not made in accordance with the Fund's benefit Claims filing procedures described in this booklet;

•

Made by someone other than the individual or their Authorized Representative;

•

Made by a person who will not identify themselves (anonymous);

•

A casual inquiry about benefits such as verification of whether a service/item is a covered benefit or
the estimated allowed cost for a service;

•

A request for prior approval where prior approval is not required by the Plan;

•

An eligibility inquiry that does not request benefits. However, if a benefit Claim is denied on the
grounds of lack of eligibility, it is treated as an Adverse Benefit Determination and the individual will
be notified of the decision and allowed to file an appeal; or

•

The presentation of a prescription to a pharmacy to be filled under the terms of this Plan. However, if
the request for a prescription is denied, in whole or in part, a Claimant may file a Claim and appeal
with the Fund in accordance with these Claims and Appeals Procedures.

Claim Decisions
When you submit a Claim for benefits, the Plan will determine if you are eligible for benefits and
calculate the amount of benefits payable, if any. All Claims are processed promptly, when complete
Claim information is received. The Plan will make an initial determination within certain timeframes.
Generally, health care determinations will be made as soon as administratively possible, as explained in
the following sections.
Post-service Claims
The Plan will notify you of its initial determination within 30 days from receipt of your Claim. If the Plan
needs additional information to decide your Claim, the Plan will request the information. The initial 30day decision period is suspended while the Plan is awaiting the additional information from you. You
have 45 days to provide the information. The Plan will make a decision on your Claim at the end of the
time you are given to provide the additional information or when it receives the additional information, if
sooner. In addition, the Fund Office may determine that an extension of time is necessary to make a
decision on your Claim because of matters beyond the Plan’s control. In this instance, the Plan is allowed
one 15-day extension. Refer to page 83 for information on appealing a denied Claim.
Health Care Claims That Are Not Disability Claims
Typically, non-disability Claims are decided within 30 days from the Fund's receipt of the Claim. The
time for deciding the Claim may be extended one time by the Fund for up to 15 days, upon notice to the
Claimant. The notice will be sent before the expiration of 30 days. The notice will state the circumstances
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that are beyond the control of the Fund and require the extension and the date by which the Fund expects
to render a decision. This is the "Initial Determination Period."
If a Claim cannot be processed due to insufficient information, the Fund will suspend the Initial
Determination Period and notify the Claimant of the information required and the time period for
providing the information to the Fund. The Claimant will have 45 days from receipt of the notification to
supply the additional information.
The suspension ends at the earlier of the Fund's receipt of the requested information or the end of the 45day period. The Initial Determination Period then begins to run again. If the information is not provided
within the time period required by the Fund, the Claim will be denied. The Fund then has the balance of
the original 30 days to make a decision and notify you of the determination. If the Fund has applied the
15-day extension, then the Fund has the additional 15 days to determine the Claim.
Disability Claims
A disability Claim is a Claim for Weekly Accident and Sickness
benefits or Accidental Death and Dismemberment benefits.

A disability Claim is a Claim for
Weekly Accident and Sickness
benefits and AD&D benefits due to
dismemberment.

The Fund will make a decision on disability Claims and notify you of
the decision within 45 days of the Fund's receipt of the Claim. The
time period for deciding the Claim may be extended by the Fund for
two periods of 30 days each, upon notice to the Claimant. The notice for the first extension, if necessary,
will be sent before the expiration of the initial 45-day period. The notice for the second extension, if
necessary, will be sent before the expiration of the first 30-day extension. The notice(s) will state the
circumstances that are beyond the control of the Fund that require the extension and the date by which the
Fund expects to render a decision. This is the "Initial Determination Period."
If a Claim cannot be processed because of insufficient information from the Claimant, the Fund will
suspend the Initial Determination Period and notify the Claimant of the information required and the time
period for providing the information to the Fund. The Claimant will then have 45 days to provide the
additional information. The suspension ends at the earlier of the Fund's receipt of the requested
information or the end of the 45-day period. The Initial Determination Period then begins to run again. If
the information is not provided within the time period required by the Fund, the Claim will be denied.
The Fund will notify the Claimant of the determination no later than the end of the Initial Determination
Period.
For disability Claims, the Fund reserves the right to have a Physician examine you (at the Fund's expense)
as often as is reasonable while a Claim for benefits is pending.
Other Claims: Generally, you will receive written notice of a decision on your initial Claim within 90
days of receipt of your Claim. If additional time or information is required to make a determination on
your Claim (for reasons beyond the control of the Plan), you will be notified within this 90-day deadline.
The Plan may extend this 90-day period up to a maximum of an additional 90 days.
If circumstances require an extension of time for making a determination on your Claim, you will be
notified in writing that an extension is necessary. The notice will state the special circumstances and the
date the Plan expects to make a decision.
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Claim Decision Notice
The Plan will:
•

Notify you of its initial determination of your Claim within certain timeframes (as described
previously), which will be either approval and payment of your Claim, or an adverse benefit
determination;

•

Provide you with certain information about your Claim; and

•

Provide you with written notice of the decision on your Claim.

A Claim denial, or adverse benefit determination, for the purpose of the initial and appeal Claims
processes for health care Claims, is defined as:
•

A denial, reduction, termination of, or a failure to provide or make payment in whole or in part for a
benefit, including a determination of a Beneficiary’s or an individual’s eligibility to participate in this
Plan, or a determination that a benefit is not a covered benefit; and

•

A reduction in a benefit resulting from the application of any utilization review decision, source-ofInjury exclusion, network exclusion or other limitation on an otherwise covered benefit or failure to
cover an item or service for which benefits are otherwise provided because it is determined to be
Experimental or Investigational or not Medically Necessary or appropriate; or

•

A rescission of coverage, whether or not there is an adverse effect on any particular benefit at that
time.

When the Plan notifies you of the initial decision on your Claim, the notice will:
•

Identify the Claim involved, date of service, health care provider, and Claim amount, if applicable;

•

State that, upon request and free of charge, the diagnosis code and/or treatment code, and their
corresponding meanings, will be provided. However, a request for this information will not be treated
as a request for an internal appeal or an external review;

•

Give the specific reason(s) for the denial, including the denial code and its corresponding meaning as
well as any standards used in denying the Claim;

•

Reference the specific Plan provision(s) on which the determination is based;

•

Describe any additional information needed to perfect the Claim and an explanation of why such
added information is necessary;

•

Provide an explanation of the Plan’s internal appeal procedure and external review processes along
with time limits and information regarding how to initiate an appeal; and

•

Contain a statement that you have the right to bring civil action under ERISA section 502(a)
following an appeal; and

•

Disclose the availability of, and contact information for, any applicable ombudsman established under
the Public Health Services Act to assist individuals with internal Claims and appeals and external
review processes.
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If the denial was based on an internal rule, guideline, protocol, or similar criterion, a statement will be
provided that such rule, guideline, protocol or criterion that was relied upon will be provided free of
charge to you, upon request.
If the denial was based on medical necessity, experimental treatment, or similar exclusion or limit, a
statement will be provided that an explanation regarding the scientific or clinical judgment for the denial
will be provided free of charge to you, upon request.

Notice of Adverse Benefit Determination
You will be provided with written notice of a denial of a Claim (whether denied in whole or in part).
Ordinarily, this “Adverse Benefit Determination” will be in the form of an explanation of benefits (EOB).
This notice will state:
•

The specific reason(s) for the determination;

•

Reference to the specific benefit provision(s) on which the determination is based;

•

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

•

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

•

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

•

If the determination was based on Medical Necessity, or because the treatment was Experimental or
Investigative, or other similar exclusion, you will receive an explanation of the scientific or clinical
judgment for the determination applying the terms of the Fund to your Claim, or a statement that it is
available upon request at no charge.

Requesting a Review of a Denied Claim
If your Claim is denied, in whole or in part, or if you disagree with the decision made on a Claim, you
have the right to have the initial decision reviewed. You must follow and completely exhaust the Plan’s
appeals procedure (including time limits) before you request an external review of your Claim or file a
lawsuit under ERISA, the federal law governing employee benefits, or initiate proceedings before any
administrative agency.
In general, you should send your written request for an appeal to the Board of Trustees at the Fund Office
as soon as possible. For urgent care Claims, your appeal may be made orally. If your Claim is denied or if
you are otherwise dissatisfied with a determination under the Plan, you must file your written appeal
within:
•

180 days from the date of a decision for health care or disability Claims; or

•

60 days from the date of a decision for other Claims.

When appealing a Claim, you may authorize a representative to act on your behalf. However, you must
provide notification to the Fund Office authorizing this representative and comply with the Plan’s
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procedures. A health care provider that has knowledge of your medical condition may act as your
authorized representative for urgent care Claims.
Your written appeal must explain the reasons you disagree with the decision on your Claim. When filing
an appeal, you may:
•

Submit additional materials, including comments, statements or documents;

•

Request to review all relevant information (free of charge);

•

Request a copy of any internal rule, guideline, protocol, or other similar criteria on which the denial
was based; and

•

Request a copy of any explanation of the scientific or clinical judgment on which the denial was
based if the denial was based on Medical Necessity, Experimental treatment or similar exclusion or
limit.

Appeal Process
You have the right to review documents relevant to your Claim. A document, record or other information
is relevant if it:
•

Was relied upon by the Fund in making the decision;

•

Was submitted, considered or generated in the course of making the decision (regardless of whether it
was relied upon);

•

Demonstrates compliance with the Fund's administrative processes for ensuring consistent decisionmaking; or

•

Constitutes a statement of Plan policy regarding the denied treatment or service.

Upon request, you will be provided with the identification of medical or vocational experts, if any, that
gave advice to the Fund on your Claim, without regard to whether their advice was relied upon in
deciding your Claim.
The Board of Trustees or Appeal Committee designated by the Board of Trustees will review your Claim.
The Board of Trustees or Appeal Committee will not give deference to the initial adverse benefit
determination. The decision will be made on the basis of the record, including such additional documents
and comments that may be submitted by you.
If your Claim was denied on the basis of a medical judgment (such as a determination that the Treatment
or service was not Medically Necessary, or was Investigative or Experimental), a health care professional
who has appropriate training and experience in a relevant field of medicine will be consulted. The health
care professional will not be the professional originally consulted in the denial of your Claim, or the
subordinate of that professional.
Hearing Procedures
The Claimant and/or a duly Authorized Representative will be afforded an opportunity to appear before
the Board or Appeal Committee and will have the right and opportunity to examine witnesses, produce
documents, and other evidence material to the Claim.
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The proceedings of the hearing will be preserved by means of tape recordings, stenographic or court
reporter's records.
In conducting the hearing, the Board or Appeal Committee will not be bound by the usual common law or
statutory rules of evidence.
The Claimant or his or her Authorized Representative will have the right to review the tape recording of
the hearing and obtain a reproduced copy thereof and obtain a copy of all documents and records
introduced or referred to.
There will be copies made of all documents and records introduced at the hearing, which will be attached
to the record of the hearing and made a part thereof. In lieu of attaching copies of the documents and
records, reference may be made to them on the tape recording and they will be retained in the Claimant's
Claim file.
All information upon which the Board or Appeal Committee bases its decision will be disclosed to the
Claimant or his or her Authorized Representative at the hearing.
In the event that additional evidence is introduced by the Board that is not made available to the Claimant
before the hearing, the Claimant will be granted a continuance of as much time as he or she desires, not to
exceed 30 days, provided that the Claimant agrees in writing to such extension. (For the purposes of this
section, evidence discovered upon examination of the Claimant's own witnesses will not be considered
"new evidence.")
The Claimant will be afforded the opportunity of presenting any evidence on his or her behalf. If the
Claimant offers new evidence, the hearing may be adjourned with the written consent of the Claimant for
a period of not more than 30 days so that the Board or Appeal Committee may investigate and determine
whether additional evidence or the accuracy of the Claimant's new evidence will be considered.
You or your Authorized Representative may appear before the Board of Trustees or Appeal Committee
and will have the right and opportunity to examine witnesses, produce documents and other evidence that
is material to your Claim.
Timing of Notice of Decision on Appeal
Ordinarily, decisions on Claims on appeal (non-disability and disability Claims) will be made at the next
regularly scheduled meeting of the Board of Trustees or Appeal Committee of the Board of Trustees after
receiving your request for review. However, if your request for review is received within 30 days of the
next regularly scheduled meeting, your request for review will be considered at the second regularly
scheduled meeting after receiving your request. In special circumstances, a delay until the third regularly
scheduled meeting following receipt of your request for review may be necessary.
You will be advised in writing in advance if an extension will be necessary. You will be advised of the
specific reason for the delay and the timing of the expected decision on the Claim.
Once a decision on the review of your Claim has been reached, you will be notified of the decision as
soon as possible, but no later than five days after the meeting at which the decision was reached.
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External Review of Claims
The External Review process is intended to comply with the external review requirements of the Patient
Protection and Affordable Care Act (PPACA). For purposes of this section, references to “you” or “your”
include you, your covered eligible Spouse or child(ren), and you and your covered eligible Spouse or
child(ren)’s authorized representatives.
You may seek further, external review by an Independent Review Organization (“IRO”), if your appeal of
a health care Claim is denied and it fits within the following parameters:
•

The denial involves medical judgment, including but not limited to, those based on the Plan’s
requirements for Medical Necessity, appropriateness, health care setting, level of care, or
effectiveness of a covered benefit, or a determination that a treatment is Experimental or
Investigational. The IRO will determine whether a denial involves a medical judgment; and/or

•

The denial is due to a rescission of coverage (retroactive elimination of coverage), regardless of
whether the rescission has any effect on any particular benefit at that time.

External review is not available for any other types of denials, including if your Claim was denied due to
your failure to meet the requirements for eligibility under the terms of the Plan. In addition, this external
review process does not pertain to Claims for Weekly Accident and Sickness benefits, Death benefits, or
Accidental Death and Dismemberment insurance.
Generally, you may only request external review after you have exhausted the internal Claims and appeals
process. This means that, in the normal course, you may only seek external review after a final
determination has been made on appeal.
External Review of Standard (Non-Urgent) Claims.
Your request for external review of a standard (not urgent) Claim must be made, in writing, within four
(4) months of the date that you receive notice of an initial Claim benefit determination or adverse appeal
Claim benefit determination. For convenience, these determinations are referred to below as adverse
benefit determinations, unless it is necessary to address them separately.
A. Preliminary Review of Standard Claims.
1. Within five (5) business days of the Plan’s receipt of your request for an external review of a
standard Claim, the Plan or appropriate Plan designee will complete a preliminary review of the
request to determine whether:
a. You are/were covered under the Plan at the time the health care item or service is/was
requested or, in the case of a retrospective review, were covered under the Plan at the time the
health care item or service was provided;
b. The adverse benefit determination does not relate to your failure to meet the requirements for
eligibility under the terms of the Plan; or to a denial that is based on a contractual or legal
determination; or to a failure to pay premiums causing a retroactive cancellation of coverage.
c. You have exhausted the Plan’s internal Claims and appeals process (except, in limited,
exceptional circumstances when under the regulations the Claimant is not required to do so);
and
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d. You have provided all of the information and forms required to process an external review.
2. Within one (1) business day of completing its preliminary review, the Plan or appropriate Plan
designee will notify you in writing as to whether your request for external review meets the
requirements for external review. This notification will inform you:
a. If your request is complete and eligible for external review; or
b. If your request is complete but not eligible for external review, in which case the notice will
include the reasons for its ineligibility, and contact information for the Employee Benefits
Security Administration (toll-free number 866-444-EBSA (3272)); or
c. If your request is not complete (incomplete), the notice will describe the information or
materials needed to complete the request, and allow you to perfect (complete) the request for
external review within the four (4) month filing period, or within a 48-hour period following
receipt of the notification, whichever is later.
B. Review of Standard Claims by an Independent Review Organization (IRO).
1. If the request is complete and eligible for an external review, the Plan or appropriate Plan
designee will assign the request to an IRO. (Note that the IRO is not eligible for any financial
incentive or payment based on the likelihood that the IRO would support the denial of benefits.
The Plan may rotate assignment among IROs with which it contracts.) Once the Claim is assigned
to an IRO, the following procedure will apply:
a. The assigned IRO will timely notify you in writing of the request’s eligibility and acceptance
for external review, including directions about how you may submit additional information
regarding your Claim (generally, you are to submit such information within ten (10) business
days).
b. Within five (5) business days after the external review is assigned to the IRO, the Plan will
provide the IRO with the documents and information the Plan considered in making its
adverse benefit determination.
c. If you submit additional information related to your Claim to the IRO, the assigned IRO
must, within one (1) business day, forward that information to the Plan. Upon receipt of any
such information, the Plan may reconsider its adverse benefit determination that is the subject
of the external review. Reconsideration by the Plan will not delay the external review.
However, if upon reconsideration, the Plan reverses its adverse benefit determination, the
Plan will provide written notice of its decision to you and the IRO within one (1) business
day after making that decision. Upon receipt of such notice, the IRO will terminate its
external review.
d. The IRO will review all of the information and documents timely received. In reaching a
decision, the IRO will review the Claim de novo (as if it is new) and will not be bound by any
decisions or conclusions reached during the Plan’s internal Claims and appeals process.
However, the IRO will be bound to observe the terms of the Plan to ensure that the IRO
decision is not contrary to the terms of the Plan, unless the terms are inconsistent with
applicable law. The IRO also must observe the Plan’s requirements for benefits, including the
Plan’s standards for clinical review criteria, medical necessity, appropriateness, health care
setting, level of care, or effectiveness of a covered benefit.
In addition to the documents and information provided, the assigned IRO, to the extent the
information or documents are available and appropriate, may consider additional information,
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including information from your medical records, recommendations or other information
from your treating (attending) health care providers, other information from you or the Plan,
reports from appropriate health care professionals, appropriate practice guidelines and
applicable evidence-based standards, the Plan’s applicable clinical review criteria and/or the
opinion of the IRO’s clinical reviewer(s).
e. The assigned IRO will provide written notice of its final external review decision to you and
the Plan or appropriate Plan designee within 45 days after the IRO receives the request for the
external review.
1) If the IRO’s final external review reverses the Plan’s adverse benefit determination, upon
the Plan’s receipt of the notice of such reversal, the Plan will immediately provide
coverage or payment for the reviewed Claim. However, even after providing coverage or
payment for the Claim, the Plan may, in its sole discretion, seek judicial remedy to
reverse or modify the IRO’s decision.
2) If the final external review upholds the Plan’s adverse benefit determination, the Plan will
continue not to provide coverage or payment for the reviewed Claim. If you are
dissatisfied with the external review determination, you may seek judicial review as
permitted under ERISA Section 502(a).
f.

The assigned IRO’s decision notice will contain:
1) A general description of the reason for the request for external review, including
information sufficient to identify the Claim (including the date or dates of service, health
care provider, Claim amount (if applicable), diagnosis code and its corresponding
meaning, and treatment code and its corresponding meaning, and reason for the previous
denial);
2) The date that the IRO received the request to conduct the external review and the date of
the IRO decision;
3) References to the evidence or documentation considered in reaching its decision,
including the specific coverage provisions and evidence-based standards;
4) A discussion of the principal reason(s) for the IRO’s decision, including the rationale for
its decision and any evidence-based standards that were relied on in making the decision;
5) A statement that the IRO’s determination is binding on the Plan (unless other remedies
may be available to you or the Plan under applicable State or Federal law);
6) A statement that judicial review may be available to you; and
7) Current contact information, including phone number, for any applicable office of health
insurance consumer assistance or ombudsman established under the Affordable Care Act
to assist with external review processes.

Limitation on When a Lawsuit May Be Started
You may not start a lawsuit to obtain benefits until after you have requested an appeal and a final decision
has been reached on appeal, or until the appropriate time frame described has elapsed since you filed a
request for appeal and you have not received a final decision or notice that an extension will be necessary
to reach a final decision. For all claims incurred on or after July 9, 2015, any lawsuit brought against the
Plan must be initiated no more than two years after you have received a negative claim determination.
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Benefit Payments
All benefit payments, if and when such payments will become due, will, except as to persons under legal
disability, be paid to such beneficiary in person and will not be grantable, transferable, or otherwise
assignable in anticipation of payment thereof, in whole or in part, by the voluntary or involuntary acts of
any such beneficiary, or by operation of law, and will not be liable or taken for any obligation of such
beneficiary. No person will have the right to anticipate, alienate, sell, transfer, pledge, assign, or otherwise
encumber any interest whatsoever in any benefit to which he may be or become entitled under any Plan of
Benefits adopted by the Trustees nor will any such benefit be in any manner subject to the debts,
contracts, liabilities or torts of the persons entitled thereto, provided, however, that the Trustees may, in
their sole discretion, honor an assignment to the provider of benefits hereunder.
In case any benefit payments hereunder become payable to a person under legal disability, or to a person
not adjudicated incompetent but, by reason of mental or physical disability, in the opinion of the Trustees,
is unable to administer properly such payments, or in the case of the death of a Participant, then such
payments may be paid out by the Trustees for the benefit of such person in such of the following ways as
they deem best, and the Trustees will have no duty or obligation to see that the Funds are used or applied
for the purpose or purposes for which paid and they may pay benefits:
•

Directly to any such person;

•

To the legally appointed guardian or conservator of such person;

•

To any Spouse, child, parent, brother, or sister of such person for his welfare, support, and
maintenance; or

•

By the Trustees using such payments directly for the support, maintenance, and welfare of any such
person.

In the event any question or dispute will arise concerning the proper person or persons to whom any
payment will be made hereunder, the Trustees may withhold such payment until a binding adjudication of
such question or dispute, satisfactory to the Trustees in their sole discretion, will be made, or the Trustees
will have been adequately indemnified to their satisfaction against loss.

Right to Recovery
Whenever benefits are paid that exceed the amount of benefits that should be paid under the terms of this
Plan, the Trustees will have the right, to the greatest extent allowed by law, to recover the wrongfully paid
benefits from any person(s), service plan or any other entity or organization to or for which the excess
payments were made.
If an overpayment of benefits has been made to or on behalf of you or your eligible Spouse or children,
the Plan, at its option, may require immediate repayment in full, set off the overpayment from current and
future benefit payments, or institute legal action to collect the overpayment.
To the extent an overpayment is made, any person, or agent for such person, who benefits from the
overpayment will be deemed to hold the excess payment or the benefit received as a result of the excess
payment in an equitable and constructive trust for the benefit of the Fund.
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Section XVII.

Administrative Information

Coordination of Benefits
When members of a family are covered under more than one group benefit plan, there may be instances
of duplication of coverage—two plans paying benefits for the same medical expenses. This Plan takes
into account benefits coverage you and your Spouse and children (if applicable) have under other plans to
ensure that benefits payable are not more than the actual medical expenses incurred. The Plan's
Coordination of Benefits (COB) provision coordinates the medical, prescription drug, dental and vision
benefits payable by this Plan with similar benefits payable under other plans.
If you and/or your Spouse or child(ren) are covered by this Plan and by another plan(s) that provides
medical, prescription drug, dental or vision benefits, benefits will be coordinated among the plans. This
Plan can never pay more on any Claim than it would have if it did not coordinate benefits with another
plan.
Benefits are coordinated with other plans, which include:
•

Group, blanket or franchise insurance coverage;

•

Group Blue Cross or Blue Shield coverage and other group Hospital service equipment coverage,
medical service prepayment coverage, group practice and other prepayment coverage (except if you
pay the subscription charge or premium payment directly to the organization providing coverage);

•

Coverage under labor-management trusteed plans, union welfare plans, employer organizational
plans, employee benefits organization plans or any other arrangement of benefits for individuals of a
group; and

•

Coverage under governmental programs, including Medicare when legally possible and any coverage
required or provided by any statute (except Public Medical Assistance Programs).

The plan that pays benefits first is called the "primary plan," and the plan that pays benefits second, is
called the "secondary plan." Special rules are used to determine which plan is primary and secondary, as
explained below. When benefits are coordinated, you receive payments from the primary and secondary
plan.
This Plan could be the primary and secondary plan for your Spouse and children if your Spouse is
covered under this Plan as both an Employee and dependent.
Which Plan Pays First
These rules determine which plan pays first:
1. A plan without coordination of benefit rules will pay benefits before a plan that contains coordination
of benefit rules.
2. A plan that covers a person other than as a dependent will pay benefits before a plan that covers the
person as a dependent. If you and your Spouse are covered as Employees under the Plan, you will
both be covered as dependents of the other.
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3. For Claims of children whose parents are married, the plan that covers the parent whose birthday
(month and day) falls first in the calendar year will pay first. If the parents have the same birthday, the
plan covering the parent for the longer period of time will pay first.
4. If one plan uses gender rules and the other plan uses the birthday rule, the rules of the other plan will
determine which plan pays first (except in the case of a child whose parents are separated or
divorced).
5. For Claims of children of divorced parents, these rules determine which plan pays first:
•

If there is a court decree that establishes financial responsibility for health care expenses, the plan
covering the children of the parent who has the responsibility will be primary.

•

If there is no court decree, the plan that covers the parent with custody will be primary.

•

If there is no court decree and the parent with custody has remarried, the order of benefits will be:
 The plan of the parent with custody;
 The plan of the step-parent with custody; and then
 The plan of the parent without custody.

6. If a dependent child who has coverage under either or both parents’ plans is also covered as a
dependent under a Spouse’s plan, then the plan that has covered the child for the longer period is
primary. If the dependent child’s coverage under the Spouse’s plan began on the same date as the
dependent child’s coverage under either or both parents’ plans, then the order of benefits will be
determined by applying the birthday rule to the dependent child’s parents and the dependent child’s
Spouse.
7. If none of the above rules determines order of payment, the plan that has covered the person for the
longest continuous time pays benefits first.
Coordination With Medicare (Active Employees and Their Eligible
Spouses)
If you are still eligible for benefits as an Active Employee and are
performing work for which contributions are paid to the Fund, your
benefits will also be coordinated with Medicare. However, if Medicare
is not your primary coverage, the Plan will pay first, and Medicare will
pay any additional amounts where Medicare coverage is applicable (if
you are enrolled in Medicare).

Coordination with Medicare. If you
are eligible for Medicare, your
benefits will be coordinated with
Medicare.
Enroll in Medicare as soon as you
are eligible. When you are eligible,
the Plan treats you as if you were
enrolled in Medicare, so you should
enroll to keep your expenses down.

Persons age 65 and older or who are disabled are eligible to enroll for
benefits under Title XVIII of the Social Security Act of 1965
(Medicare). Part A of Medicare, which covers Hospital expenses,
generally does not require a premium payment. Part B covers other types of medical expenses and
requires you to pay a monthly premium. To be covered under Parts A and B, you need to apply.

When coordinating with Medicare, this Plan and Medicare together will not cover more than 100% of
covered expenses for an accident or Illness.
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The coverage will be coordinated whether or not you have applied for the coverage from the Social
Security Administration. It is important that you apply for Medicare as soon as you are eligible
because the benefits provided by the Plan will be reduced according to payments Medicare would
make.
Order of Benefit Payment
This Plan has primary responsibility for expenses incurred by you or your Spouse if you meet the
following qualifications:
•

You are at least age 65;

•

You are eligible for Medicare Part A solely because of age; and

•

With respect to the Employee only, you are actively employed by an Employer that pays all or part of
the required contributions for eligibility.

The Plan will have primary responsibility for the Claims of an Eligible Person who is eligible for
secondary Medicare benefits solely because of end-stage renal disease (for the first thirty months of
Medicare eligibility).
General Information About Medicare
Medicare is a three-part program. The first part is officially called “Hospital Insurance Benefits for the
Aged and Disabled,” and is commonly referred to as Part A of Medicare. The second part is officially
called “Supplementary Medical Insurance Benefits for the Aged and Disabled,” and is commonly referred
to as Part B of Medicare. Part A of Medicare primarily covers Hospital benefits, although it also provides
other benefits. Part B of Medicare primarily covers Physician’s services, although it, too, covers a number
of other items and services. Part C of Medicare is called Medicare Advantage and covers Medicare
managed care offerings. If you are covered by a managed care plan, the Plan will presume that you have
complied with the managed care program’s rules necessary for your expenses to be covered by the
managed care program.
If you do not enroll for Part B coverage within three months after becoming age 65, and you stop working
or lose eligibility for Plan benefits, you may enroll for Part B coverage within seven months of the first
day of the first month in which you are no longer covered by the Plan without any penalty or waiting
period. If you are such an individual and you do not enroll for Part B coverage within this seven-month
period, you may enroll during the “general enrollment period.” This “general enrollment period” occurs
between January 1 and March 31 of each year and coverage begins the following July 1.
The monthly premium will be assessed a 10% increase for each full 12 months (after age 65) you are not
enrolled in Part B coverage. However, months during which you were covered by the Welfare Plan are
not counted.
It’s your (and your Spouse’s) responsibility to apply for Medicare Part A and Part B.
If you and your Spouse are age 65 or older and retired, your Plan coverage will be coordinated with
Medicare Parts A and B whether or not you applied for that coverage. If you are retired, it's very
important that you apply for Medicare before you or your Spouse reach age 65 since the Fund will begin
paying a lower amount of covered expenses because your benefits will be coordinated with Medicare.
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If you or your Spouse are eligible for Medicare and want information about enrollment, contact your local
Social Security Administration Office three months before your 65th birthday or when you are otherwise
eligible for Medicare. Contact your local Social Security Administration Office if you have questions
concerning Medicare eligibility, enrollment or coverage.

Subrogation
In the event the Plan provides benefits for Injury, Illness or other loss to any Covered Person, the Plan
will be automatically subrogated to all rights of recovery to any funds or monies that person, his/her
Spouse, dependents, parents, heirs, guardians, conservators, next friend, executors, assigns, personal
representative or other representatives (individually and collectively called the "Covered Person," for this
section only) may have arising out of said Injury, Illness or other loss. Said recovery will not be limited
by characterization of loss and will include recovery for personal Injury, lost wages, loss of service,
disability and claims for wrongful death, survivor or other claims under any state or federal law. The Plan
is not limited or bound by any judgment or settlement that apportions recovery among the various
elements of damage. The Plan will automatically have a first priority lien and will be entitled to first
dollar reimbursement from any recovery regardless of whether the Covered Person is made whole by said
recovery. These rights of reimbursement and subrogation are reserved whether the admitted, determined,
and/or alleged liability of a third party arises in tort, contract or otherwise. Regardless of how proceeds
are designated, the Plan's rights will attach to any lawsuit, full or partial judgment, settlement or other
recovery. The Plan will be entitled to assert a lien against third parties, insurers, attorneys, and any other
appropriate person or entities admitted, determined, and/or alleged to be liable to the Covered Person in
order to protect its right of subrogation.
This right of subrogation is specifically and unequivocally pro tanto subrogation; that is, subrogation from
the first dollar received by the Covered Person, and this pro tanto is specifically and unequivocally to take
effect before the whole debt is paid to the Covered Person. The Plan's subrogation rights include without
limitation, an automatic first priority lien upon the first dollar recovery from any judgment, settlement, or
payment of any kind to the Covered Person by any party admitted, determined, and (or alleged to be liable
to the Covered Person as well as all rights of recovery of a Covered Person to any payments made by or
on behalf of an admitted, determined, and/or alleged to be liable party including, but not limited to, a
recovery:
•

Against any person, insurer, third party, or other entity that is alleged to be in any way responsible for
providing compensation, indemnification or benefits for the Injury;

•

From any fund, or policy of insurance or accident benefit plan providing No Fault, Personal Injury
Protection (PIP) or financial responsibility insurance or coverage;

•

Under uninsured or underinsured motorist insurance;

•

Under motor vehicle medical payment insurance; and

•

Under specific risk accident and health coverage or insurance, including without limitation premises
or homeowner’s medical payments insurance or athletic or sports "school" or "team" coverages or
insurance.

These rights of reimbursement and subrogation are reserved whether the admitted, determined, and/or
alleged liability of a third party arises in tort, contract or otherwise. Regardless of how proceeds are
designated, the Plan's rights will attach to any full or partial judgment, settlement or other recovery.
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The Covered Person, or if a minor, the Covered Person's parent or legal guardian, conservator or next
friend will execute and deliver such documents and papers (including, but not limited to a benefits
Questionnaire, Subrogation Agreement and Authorization to Release Medical Information) to the Fund
Office as the Plan may require to protect its rights of reimbursement and subrogation. The Covered
Person will do whatever else is necessary to protect the rights of the Plan, including allowing the
intervention by the Trustees or Plan or the joinder of the Trustees or Plan in any claim or action against
the admitted, determined, and/or alleged to be liable party or parties.
The Trustees are vested with full discretionary authority to determine eligibility for benefits, to construe
subrogation and. other Plan provisions and to reduce or compromise the amount of the Plan's recoverable
interest where, in the sole discretion of the Trustees, circumstances warrant such action. No settlement,
however, will be binding on the Plan without the Plan's written approval thereof, and the Plan expressly
reserves the right to collect the entire amount of its subrogation interest in all cases. The amount of the
Plan's subrogation interest will be deducted first from any recovery from any entity or source by or on
behalf of the Covered Person regardless of any common fund or make-whole doctrines. The amount
payable to the Plan, pursuant to the subrogation right, will not be reduced pursuant to the application of
any common fund doctrine, any make-whole doctrine and/or any other common law/state law doctrine
purporting to reduce the amount of the Plan's recovery.
The Plan reserves the right to initiate an action in the name of the Covered Person or his/her guardian,
conservator or next friend to recover its subrogation interest, and the Covered Person or his/her guardian,
conservator or next friend will cooperate fully with the Plan in such instances.
In the event of any failure or refusal by the Covered Person (1) to execute the Subrogation Agreement or
any other document requested by the Fund Office, or (2) to take any other action requested by the Fund
Office to protect the interest of the Plan, the Plan may withhold payment of benefits or deduct the amount
of any payments made from future claims of the Covered Person. ·
The Covered Person will not do any act or engage in any negotiations that would reduce, compromise, or
prejudice the Plan's rights to first recovery from any third party. In the event the Covered Person recovers
any amount by settlement or judgment from any person, party, corporation, insurance carrier,
governmental agency or other party which is admitted, determined, and/or alleged to be liable to the
Covered Person, (1) the Plan will be repaid in an amount equal to the full amount of benefits paid by the
Plan; and (2) no further benefits for treatment or services related to the Injury leading to the settlement or
recovery will be paid by the Plan. If the Covered Person refuses or fails to repay such amount, or
otherwise interferes with the Plan's right to subrogation, the amount of the Plan's claim will be deemed to
be held in constructive trust, and the Plan will be entitled to seek restitution, impose a constructive trust,
or seek any other equitable or legal action against the Covered Person or any other party. In addition, the
Plan reserves the right to offset and/or deduct any amounts paid as benefits against future claims
submitted by the Participant and his/her eligible dependents.
The Plan will not pay or be held responsible for any portion of the Covered Person's legal fees or
expenses related to any recovery whether by settlement or judgment. The Plan reserves the right to first
dollar from any recovery to the full amount of benefits paid by the Plan and hereby claims a first lien
against the proceeds of any settlement or judgment and priority over any claim or lien of legal counsel,
insurers, or any other third party. The Covered Person will provide all of the above referenced parties
with notice of the Plan's first right of subrogation. However, the Trustees may, in their discretion, agree to
share legal fees and expenses with the Covered Person or his/her guardian, conservator or next friend,
provided any such agreement is established in writing.
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The "make whole" rule, any similar state law doctrine or the "common fund" doctrine is specifically and
unequivocally rejected. The Plan's right of first dollar subrogation or reimbursement applies regardless of
whether the Covered Person is made whole or receives a partial recovery and regardless of the
characterization or application of any recovery. The subrogation and reimbursement provisions of the
Plan will apply even in the absence of a written agreement. Any person who is represented by counsel
will give notice of the written agreement, and a copy thereof, to their counsel.
The Plan has the right to offset any pending or future claims against any recovery by the eligible
individual or eligible dependent to the extent the recovery exceeds the unreimbursed benefits paid by the
Plan, even if no benefits have been paid by the Plan. The Plan will also have a lien to the extent of the
benefits paid, which may be filed with any party alleged, determined, and/or alleged to be liable to the
Covered Person on account of the loss incurred.
If the Covered Person, or his guardian, conservator or next friend does not attempt a recovery of the
benefits paid by the Plan or for which the Plan may be obligated, the Plan will be entitled to institute legal
action against the party or parties alleged, determined, and/or alleged to be liable to the Covered Person in
the name of the Plan or Trustees in order that the Plan may recover all amounts paid to or on behalf of the
Covered Person.
In an action brought by the Plan, the reasonable cost of recovery, including the Plan's attorneys' fees, will
first be deducted from any recovery by judgment or settlement against the party or parties deemed liable
by admission, judicial and/or administrative determination, or allegedly liable to the Covered Person. The
Plan's subrogation interest, to the full extent of benefits paid or due as a result of the occurrence causing
the Injury or Illness, will next be deducted with the balance paid to the Covered Person.
The subrogation rules of the Plan may apply to injuries arising out of and in the course of employment
which are subject to exclusion under the Plan. Claims denied for the reason that they are work-related and
subject of an appeal, will be processed subject to the subrogation rules of the Plan set forth herein.
Claims subject to the subrogation provisions of the Plan will be referred to Fund Counsel for collection
when the amount of the benefits paid on account of treatment for Injuries sustained in the occurrence
which gives rise to the subrogation provisions of the Plan equals or exceeds Five Thousand ($5,000.00)
Dollars. The Fund will then subrogate to all benefits paid on account of the occurrence which triggers the
subrogation provisions of the Plan from the first dollar to the full amount paid for treatment of Injuries
arising out of the occurrence which are subject to the subrogation provisions of the Plan.

Use and Disclosure of Protected Health Information (PHI)
Federal regulations, called “The Privacy Rule” and “The Security Rule,” require the Greater Kansas City
Laborers Welfare Fund to follow procedures to protect the privacy and security of your personal health
information that is maintained by the Welfare Fund. The Privacy Rule allows the Welfare Fund to use and
disclose your health information for general claims payment and Fund administration.
One restriction imposed by the Privacy Rule is a limitation on oral and electronic (fax) communications
by the Fund Office about an individual's claims with someone other than the individual for whom the
claim applies. We know that you or your Spouse may call the Fund Office to check on each other's
claims, or on claims of your adult children. The Fund Office will continue this practice, unless you
contact us in writing to object. Remember, the Fund Office will only give information over the telephone
to a claimant or the claimant's Spouse or parent when proper identification is provided to the Fund Office.
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Call the Fund Office if you wish to object to oral or electronic (fax) communications of your health
information or if you have any questions.
The Plan will use protected health information to the extent and in accordance with the uses and
disclosures permitted by the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
Specifically, the Plan will use and disclose protected health information for purposes related to health care
treatment, payment for health care, and health care operations.
"Payment" includes activities undertaken by the Plan to obtain premiums or determine or fulfill its
responsibility for coverage and provision of Plan benefits that relate to an individual to whom health care
is provided. These activities include, but are not limited to, the following:
•

Determination of eligibility, coverage, and cost sharing amounts (e.g., cost of a benefit, Plan
maximums, and copayments as determined for an individual's Claim);

•

Coordination of benefits;

•

Adjudication of health benefit Claims (including appeals and other payment disputes);

•

Subrogation of health benefit Claims;

•

Establishing employee contributions;

•

Risk adjusting amounts due based on enrollee health status and demographic characteristics;

•

Billing, collection activities and related health care data processing;

•

Claims management and related health care data processing, including auditing payments,
investigating and resolving payment disputes and responding to Participant inquiries about payments;

•

Obtaining payment under a contract for reinsurance (including stop-loss and excess of loss
insurance);

•

Medical necessity reviews, or reviews of appropriateness of care or justification of charges;

•

Utilization review, including precertification, preauthorization, concurrent review and retrospective
review;

•

Disclosure to consumer reporting agencies related to collection of premiums or reimbursement (the
following PHI may be disclosed for payment purposes: name and address, date of birth, SSN,
payment history, account number, and name and address of the provider and/or health Plan); and

•

Reimbursement to the Plan.

Health Care Operations
Health care operations include, but are not limited to, the following activities:
•

Quality Assessment;

•

Population-based activities relating to improving health or reducing health care costs, protocol
development, case management and care coordination, disease management, contacting of health care
providers and patients with information about treatment alternatives and related functions;

•

Rating provider and Plan performance, including accreditation, certification, licensing, or
credentialing activities;
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•

Underwriting, premium rating, and other activities relating to the creation, renewal or replacement of
a contract of health insurance or health benefits, and ceding, securing, or placing a contract for
reinsurance of risk relating to Claims for health care (including stop-loss insurance and excess of loss
insurance);

•

Conducting or arranging for medical review, legal services and auditing functions, including fraud
and abuse detection and compliance programs;

•

Business planning and development, such as conducting cost-management and planning-related
analyses related to managing and operating the entity, including formulary development and
administration, development or improvement of methods of payment or coverage policies;

•

Business management and general administrative activities of the entity, including, but not limited to:
 Management activities relating to implementation of and compliance with the requirements of
HIPAA Administrative Simplification;
 Customer service, including the provision of data analyses for policyholders, Plan sponsors, or
other customers;
 Resolution of internal grievances; and
 Due diligence in connection with the sale or transfer of assets to a potential successor in interest, if
the potential successor in interest is a covered entity or, following completion of the sale or
transfer, will become a covered entity.

•

Compliance with and preparation of all documents as required by the Employee Retirement Income
Security Act of 1974 (ERISA), including Form 5500's, SAR's, and other documents.

The Plan will use and disclose PHI as required by law and as permitted by authorization of the Participant
or Beneficiary.
For purposes of this section, the Board of Trustees of the Greater Kansas City Laborers Welfare Fund is
the Plan Sponsor. The Plan will disclose PHI to the Plan Sponsor only upon receipt of a certification from
the Plan Sponsor that the Plan documents have been amended to incorporate the following provisions.
With respect to PHI, the Plan Sponsor agrees to:
•

Not use or further disclose the information other than as permitted or required by the Plan Document
or as required by law;

•

Ensure that any agent, including a subcontractor, to whom the Plan Sponsor provides PHI received
from the Plan, agrees to the same restrictions and conditions that apply to the Plan Sponsor with
respect to such information; not use or disclose the information for employment-related actions and
decisions unless authorized by the individual;

•

Not use or disclose the information in connection with any other benefit or employee benefit Plan of
the Plan Sponsor unless authorized by the individual or pursuant to a business associate contract;

•

Report to the Plan any use or disclosure of the information that is inconsistent with the uses or
disclosures provided for which it becomes aware;

•

Make PHI available to the individual in accordance with the access requirements of HIPAA;

•

Make PHI available for amendment and incorporate any amendments to PHI in accordance with
HIPAA;
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•

Make available the information required to provide an accounting of disclosures;

•

Make internal practices, books, and records relating to the use and disclosure of PHI received from
the group health Plan available to the Secretary of HHS for the purposes of determining compliance
by the Plan with HIPAA; and

•

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

With respect to the security of electronic PHI, the Plan Sponsor will:
•

Implement administrative, physical and technical safeguards that reasonably and appropriately protect
the confidentiality, integrity and availability of electronic PHI that it creates, receives, maintains, or
transmits on behalf of the Plan;

•

Ensure that the adequate separation between the Plan and the Plan Sponsor, specific to electronic PHI,
is supported by reasonable and appropriate security measures;

•

Ensure that any agent, including a subcontractor, to whom it provides electronic PHI agrees to
implement reasonable and appropriate security measures to protect the electronic PHI; and

•

Report to the Plan any security incident of which it becomes aware concerning electronic PHI.

Adequate separation between the Plan and the Plan Sponsor must be maintained. Therefore, in accordance
with HIPAA, only the Plan Administrator or the staff designated by the Plan Administrator may be given
access to PHI. Such persons may only have access to and use and disclose PHI for Plan administration
functions that the Plan Sponsor performs for the Plan. If the persons described in this paragraph do not
comply with this Plan Document, the Plan Sponsor will provide a mechanism for resolving issues of
noncompliance, including disciplinary sanctions.
Protection of Electronic PHI: If electronic PHI is created, received, maintained, or transmitted to or by the
Trustees on behalf of the Plan, the Trustees will do the following:
•

Ensure that the adequate separation, described above, is supported by reasonable and appropriate
security measures;

•

Implement administrative, physical, and technical safeguards that reasonably and appropriately
protect the confidentiality, integrity, and availability of such electronic PHI;

•

Ensure that any agent (including a subcontractor) to whom it provides such electronic PHI agrees to
implement reasonable and appropriate security measures to protect the information; and

•

Report to the Plan any security incident of which it becomes aware. For purposes of this provision,
“security incident” is defined as the attempted or successful unauthorized access, use, disclosure,
modification, or destruction of information or interference with system operations in an information
system.

Notwithstanding the above, if the only ePHI that is disclosed to the Trustees is disclosed pursuant to a
HIPAA-compliant authorization or is limited to summary health information (as defined in the Privacy
Rule) disclosed for the purpose either of obtaining premium bids for providing health insurance coverage
under the Plan, or modifying, amending or terminating the Plan, and information regarding your
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participation, enrollment or disenrollment, the requirements of this subsection regarding e-PHI do not
apply.
Your Right to File a Complaint With the Plan or the HHS Secretary
If you believe that your privacy rights have been violated, you may file
a complaint with the Plan in care of the Plan's Privacy Official. You
may also file a complaint with the Secretary of the U.S. Department of
Health and Human Services (HHS):
Hubert H. Humphrey Building
200 Independence Avenue S.W.
Washington, D.C. 20201

You have the right to file a complaint
if you feel your privacy rights have
been violated.
The Plan may not retaliate against
you for filing a complaint.

The Plan will not retaliate against you for filing a complaint.
If You Need More Information
If you have any questions regarding this notice or the subjects addressed in it, you may contact the
Privacy Official at the Fund Office:
Privacy Official
TIC International Corporation
6405 Metcalf
Cloverleaf Building 3, Suite 200
Overland Park, Kansas 66202
(913) 236-5490
Conclusion
PHI use and disclosure by the Plan is regulated by the federal Health Insurance Portability and
Accountability Act, known as HIPAA, as amended by the Health Information Technology for Economic
and Clinical Health Act (HITECH). You may find these rules at 45 Code of Federal Regulations Parts
160 and 164. This booklet attempts to summarize the regulations. The regulations will supersede this
booklet if there is any discrepancy between the information in this booklet and the regulations.
The Plan’s Privacy Notice will be issued in paper form to all Participants. Or, upon request, the Privacy
Notice may be issued on the Plan’s website or distributed via email. A revised Privacy Notice will be
issued to all Participants within 60 days of material revision to the Privacy Notice or at any time at the
request of an individual. At least every three years, the Plan will inform Participants of the availability of
the Privacy Notice.
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Section XVIII.

Important Plan Information

Name of Plan
The name of the Plan is the Greater Kansas City Laborers Welfare Fund.
Board of Trustees
A Board of Trustees is responsible for the operation of this Plan. The Board of Trustees consists of
Employer and Union representatives. If you wish to contact the Board of Trustees, you may send
correspondence to the Fund Office or to the address shown below. The Trustees of the Plan, as of
April 1, 2017, are:
Union Trustees

Employer Trustees

Jamie Desmarais
Laborers Local Union No. 1290
365 Cain Drive
Haysville, KS 67060

Gregory A. Dunn
Dun-Par Engineered Form Company
9608 Norfleet Avenue
Kansas City, MO 64138

Marcus Johnson-El
Laborers Local Union No. 264
1101 East 87th Street, Suite 103
Kansas City, MO 64131

Donald E. Greenwell, III, Chairman
The Builders’ Association
720 Oak Street
Kansas City, MO 64106

William L. Livingston, III
Laborers Local Union No. 264
1101 East 87th Street, Suite 103
Kansas City, MO 64131

Andy Heitmann
Turner Construction Company
2345 Grand Boulevard, Suite 1000
Kansas City, MO 64108

Jeffrey Philgreen
Laborers Local Union No. 1290
2600 Merriam Lane
Kansas City, KS 66106

Dan. R. Meyer
Rau Construction Company
9101 West 110th Street, Suite 150, Building 35
Overland Park, KS 66210

Mitchell Rowley
Laborers Local Union No. 1290
2600 Merriam Lane
Kansas City, KS 66106

Vern Orpin
J. E. Dunn Construction Company
1001 Locust Street
Kansas City, MO 64106

Reginald L. Thomas, Secretary
Laborers Local Union No. 264
1101 East 87th Street, Suite 103
Kansas City, MO 64131

Mark R. Teahan
George J. Shaw Construction Company
1601 Bellefontaine Avenue
Kansas City, MO 64127

Plan Sponsor and Administrator
The Board of Trustees is both Plan Sponsor and Plan Administrator.
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Identification Numbers
The number assigned to the Plan is 501. The Employer Identification Number (EIN) assigned to the
Board of Trustees by the Internal Revenue Service is 43-6039074.
Agent For Service of Legal Process
Ms. Linda N. Winter, Esq. is the Plan's agent for service of legal process. Accordingly, if legal disputes
involving the Plan arise, any legal documents should be served upon Ms. Winter at:
Arnold, Newbold, Winter & Jackson, P.C.
1100 Main Street, Suite 2001
Kansas City, MO 64105-5178
Legal documents may also be served upon any individual Trustee.
Source of Contributions
The benefits described in this booklet are provided through Employer contributions. Contributions to the
Plan are made by Employers in accordance with their Collective Bargaining Agreements. All agreements
must be approved and accepted by the Trustees.
The Fund Office will provide you, upon written request, information as to whether a particular Employer
is contributing to this Plan on behalf of Participants working under the Collective Bargaining
Agreements.
An Employee whose eligibility is about to terminate will be allowed under certain circumstances to
continue coverage for a limited period of time by making direct contributions to the Plan.
Type of Plan
The Plan is maintained for the purpose of providing loss of time and health care benefits in the event of
Illness or accident and benefits in the event of death. The Plan benefits are shown in Section III, the
Schedule of Benefits. The Plan is administered through a third party administrator. All benefits are selffunded directly from the Fund’s assets, except for the UnitedHealthcare Medicare Advantage PPO
program, which is offered on an insured basis.
Trust Fund
All assets are held in trust by the Board of Trustees for the purpose of providing benefits to eligible
Participants and defraying reasonable administrative expenses.
Eligibility
The Plan’s requirements with respect to eligibility as well as circumstances that may result in
disqualification, ineligibility or denial or loss of any benefits are described fully in this booklet.
UnitedHealthcare’s requirements with respect to eligibility are also described in this booklet.
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Plan Year
The Plan year and the fiscal year for the Fund begins on November 1 and ends on October 31 of the
following year.
Plan Amendment and Termination
While the Trustees intend to maintain the Plan indefinitely, they have the authority, in their sole discretion
and without prior notice to Participants, Employees, contributing Employers, the Union and others
affected, acting in accordance with the provisions of the Trust Agreement regarding Trustee acts, to
amend or terminate the Plan in whole or in part at any time by execution of an instrument in writing
should conditions so warrant. If the Plan is modified or terminated, you will be notified in writing or as
required by law.
The Trust may be terminated as a result of the expiration of all Collective Bargaining Agreements
requiring payment of contributions to the Fund, or for any other reason deemed necessary by the Trustees.
In the event of a termination, any and all assets remaining after the payment of all obligations and
expenses will be used, in accordance with a plan for dissolution adopted by the Trustees, to continue the
benefits provided by the existing Plan until such assets have been exhausted or in such manner as will
best serve the purposes of the Fund. In no event will assets be paid to or be recoverable by any
participating Employer, association or labor organization.
Trustee Authority and Interpretation
The Trustees have the power and authority to increase, decrease, or change benefits, or change eligibility
rules or other provisions of the Plan of benefits as may in their sole and unrestricted discretion be proper
or necessary for the sound and efficient administration of the Fund, provided that such changes are not
inconsistent with the law or with the provisions of this Plan or with the provisions of the Trust
Agreement.
The Trustees have the power to construe this Plan Document, the procedures and regulations of the Plan,
and other Plan documents. The Trustees’ interpretation will be binding on all involved parties hereto,
including but not limited to eligible Employees and Retirees, and Beneficiaries of Employees and
Retirees. The decisions of the Trustees will be given judicial deference in any court proceeding regarding
benefits of this Plan, unless they are found to be arbitrary or capricious.

Statement of ERISA Rights
As a Participant in the Plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Plan Participants are entitled
to the following rights.
Receive Information About Your Plan and Benefits
You have the right to:
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•

Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as
worksites and Union halls, all documents governing the Plan. These include 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.

•

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation
of the Plan. These include insurance contracts and Collective Bargaining Agreements and copies of
the latest annual report (Form 5500 Series) and updated Summary Plan Description/Plan Document.
The Plan Administrator may make a reasonable charge for the copies.

•

Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to
furnish each Participant with a copy of this summary annual report.

Continue Group Health Plan Coverage
You also have the right to continue health care coverage for yourself, your Spouse and/or your children if
there is a loss of coverage under the Plan as a result of a qualifying event. You or your Spouse and
children may have to pay for such coverage. Review this Summary Plan Description/Plan Document 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 and other Plan
Participants and Beneficiaries. No one, including your Employer, your Union or any other person, may
fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit
or exercising your rights under ERISA.
Enforce Your Rights
If your Claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why
this was done, to obtain copies of documents relating to the decision without charge and to appeal any
denial, all within certain time schedules.
Under ERISA, there are steps you can take to enforce your rights. For instance, if you request a copy of
the Summary Plan Description/Plan Document or the latest annual report from the Plan and do not receive
them within 30 days, you may file suit in a federal court. In such a case, the court may require the Plan
Administrator to provide the materials and pay you up to $110 a day until you receive the materials,
unless the materials were not sent because of reasons beyond the control of the Plan Administrator.
If you have a Claim for benefits that is denied or ignored, in whole or in part, you may file suit in a state
or federal court. In addition, if you disagree with the Plan’s decision or lack thereof concerning the
qualified status of a domestic relations order or a medical child support order, you may file suit in federal
court. If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated
against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may
file suit in a federal court. The court will decide who should pay court costs and legal fees. If you are
successful, the court may order the person you have sued to pay these costs and fees. If you lose, the court
may order you to pay these costs and fees, for example, if it finds your Claim is frivolous.
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Assistance With Your Questions
If you have any questions about your Plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA, or if you need assistance in obtaining
documents from the Plan Administrator, you should contact the nearest office of the Employee Benefits
Security Administration (EBSA), U.S. Department of Labor, listed in your telephone directory or:
Division of Technical Assistance and Inquiries
Employee Benefits Security Administration
U.S. Department of Labor
200 Constitution Avenue N.W.
Washington, D.C. 20210
For more information about your rights and responsibilities under ERISA:
Call (866) 444-3272; or
Visit www.dol.gov/ebsa.
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Section XIX.

Definitions

Agreement and Declaration of Trust, Trust Agreement or Trust—the original Agreement and
Declaration of Trust executed on April 1, 1962, including any amendments or modifications.
Association—the Builders’ Association with principal office at 720 Oak Street, Kansas City, MO 64106.
Beneficiary—a person designated by a Participant or by the terms of the Plan who is, or may become,
entitled to receive any type of benefit from the Fund.
Board of Trustees—the persons designated in the Trust Agreement, their predecessors or their
successors designated and appointed in accordance with the terms of the Trust Agreement. The Trustees
will constitute the “Administrator,” the “Plan Sponsor” and the “Named Fiduciaries” of the Trust and of
the Employee benefit plan established and maintained under the authority of the Trust Agreement.
Claim—refer to information in Section XVI.
Collective Bargaining Agreement—the labor agreement, including any amendments, between the Union
and the Association, or a labor agreement between the Union and any other Employer.
Covered Expenses—the Reasonable and Customary charges that apply to a Medically Necessary health
care service, supply or expense, including deductibles, coinsurance or copayments, that is ordered by a
licensed Physician for treatment of Injuries and Illnesses that are not work related. Out-of-pocket
payments for out-of-network claims that are balance-billed to Participants are not considered covered
expenses, and such payments are not applied to a Participant’s out-of-pocket maximum. This means that
an expense or service (or any portion of an expense or service) that is not covered by the Plan is not a
covered expense.
Dentist—an individual duly licensed to practice dentistry by the governmental authority having
jurisdiction over such licensing.
Durable Medical Equipment—equipment that:
•

can withstand repeated use and is not a consumable or disposable item;

•

is exclusively and customarily used to serve a medical purpose;

•

is not useful to a person in the absence of Injury or Illness; and

•

is appropriate for use in the home.

Eligible Person—an Active and non-Medicare-eligible Retired Employee and/or their Spouse and
children, and a Medicare-eligible Retired Employee and his/her Medicare-eligible Spouse who are
entitled to the benefits payable under the Plan and who have fulfilled the Plan's eligibility requirements
and any other requirement or restriction provided under any individual benefit under the Plan.
Emergency—medical or dental care and treatment provided after the sudden unexpected onset of a
medical or dental condition, which manifests itself by acute symptoms of sufficient severity, including
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severe pain, such that a prudent layperson who possesses an average knowledge of health and medicine
could reasonably expect that the absence of immediate medical attention will place the health of the
individual (or in the case of a pregnant woman, the health of her unborn child) in serious jeopardy, or may
result in serious impairment to bodily functions or serious dysfunction of any bodily organ or part. In the
event of a behavioral health disorder, the lack of the treatment could reasonably be expected to result in
the patient harming himself or herself and/or other persons.
Employee or Active Employee—includes any:
•

person who is employed by an Employer, as that term is defined herein, and for whom the Employer
is required to make contributions into the Trust Fund;

•

Employee of the Union or of a participating Union;

•

Employee of the Association;

•

Employee of the Trustees; and

•

other Employee of an Employer who has been accepted as such by the parties involved with this Plan
and the Trustees.

Employer—includes:
•

any member of the Association who is a party to, or otherwise bound by, a Collective Bargaining
Agreement with the Union requiring payments to the Trust Fund with respect to Employees
represented by the Union;

•

any Employer who is a non-member of the Association who has signed a stipulation agreement with
the Union and the Trustees in accordance with the provisions of the Agreement and Declaration of
Trust;

•

any other Employer or group of Employers who have been approved by the Union and the
Association and accepted by the Board of Trustees; and

•

the Trustees of the Trust as to the Employees of the Trust, the Union as to the Employees of the
Union, participating Unions as to the Employees of participating Unions and the Association as to the
Employees of the Association. Such status of the Union, participating Unions and Association will be
solely for the purpose of making the required contributions to the Fund and neither the Union,
participating Unions nor the Trustees will participate in the selection of any Association Trustees.

Experimental, Investigative or Inappropriate Drug, Device, Treatment or Procedure—drugs,
devices, medical treatments/procedures, and/or supplies are considered Experimental or Investigational
under policies and guidelines established by Blue Cross Blue Shield of Kansas City (BCBSKC).
BCBSKC will provide this information upon request and also in connection with any claim or appeal
where all or part of a claim is being denied because the procedure, drugs, devices or treatment is
considered experimental.
Fund, Welfare Fund or Health and Welfare Fund—the Trust Fund created pursuant to the Trust
Agreement and, in general, means the monies or other things of value that comprise the corpus and
additions to the Trust Fund.
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Hospital—a place that is licensed as a Hospital (if licensing is required by law), that is operated for the
care and treatment of resident inpatients, has a laboratory, has registered graduate nurses always on duty,
and has an operating room where surgical operations are performed by legally qualified Physicians or
Surgeons.
For the purpose of paying benefits for mental or nervous disorders, Hospital means, a place, other than a
convalescent, nursing or rest home, that has accommodations for resident bed patients, facilities for the
treatment of mental or nervous disorders and a resident psychiatrist always on duty or on call, and that, as
a regular practice, charges the patient for the expense of confinement.
For the purpose of paying benefits for the treatment of alcoholism, chemical dependency or drug
addiction, Hospital also means a residential primary treatment program as licensed by the appropriate
state agency pursuant to a diagnosis or upon the recommendation of a legally qualified Physician or
Surgeon.
Hospital also includes a skilled nursing facility that primarily provides rehabilitative services that are
intended to provide significant and measurable improvement of an individual who is restricted and cannot
perform normal bodily functions. A Hospital also includes specialty Hospitals, which are licensed to
provide acute care.
A Hospital does not include a Hospital or institution or part of a Hospital or institution that is licensed or
used principally as a clinic, convalescent home, rest home, nursing home or home for the aged.
Injury—an accidental bodily Injury resulting directly and independently of all other causes.
Illness or Sickness—a condition in which a person is unable to function in his or her normal capacity due
to bodily organ malfunction or any other temporary ailment, including pregnancy.
Medical Foods—modified low protein foods and metabolic formulas as described here:
•

modified low protein foods are foods that are formulated to be consumed or administered through the
gastrointestinal tract and are processed or formulated to contain less than one gram of protein per unit
of serving and are administered for the medical and nutritional management of a person who has
limited ability to properly metabolize food or nutrients and such medical food is essential to the
person’s growth, health and metabolic homeostasis and are administered under the direction of a
Physician for a person who has an inherited metabolic disorder.

•

metabolic formulas are solutions consumed or administered through the gastrointestinal tract and are
processed or formulated to be deficient in one or more nutrients present in typical food products and
are administered because a person has limited ability to properly metabolize food or nutrients and
such medical food is essential to the person’s growth, health and metabolic homeostasis and are
administered under the direction of a Physician for a person who has an inherited metabolic disorder.

•

medical foods are not natural foods low in protein and/or galactose, spices, flavorings, or foods or
formulas required by persons who do not have inherited metabolic disorders.

Medically Necessary or Medical Necessity— The Plan pays benefits only for services or supplies that
are Medically Necessary. Medically Necessary is determined in accordance with guidelines and policies
established by BCBSKC. These guidelines and policies will be provided upon request and also in
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connection with any claim or appeal where all or part of a claim is being denied due to lack of Medical
Necessity.
Participant—any Employee or former Employee of an Employer who is, or may become, eligible to
receive any type of benefit from this Fund or whose Beneficiaries may be, or may become, eligible to
receive any such benefit.
Physician or Surgeon—an individual duly licensed to practice medicine and, for a Surgeon, to perform
all surgery by the governmental authority having jurisdiction over such licensing. Physicians also include
duly licensed osteopaths, chiropractors, podiatrists, optometrists, and oral surgeons.
Plan, Welfare Plan or Health and Welfare Plan—the schedule of benefits and the rules and regulations
of the Plan and Trust Fund including any amendments, modifications or interpretations by the Trustees
for the administration of the Trust Fund and Plan.
Retired Employee—any person who retires from active employment and meets the eligibility
requirements explained in Section V.
Reasonable and Customary (R&C) Charge—the charge for a service or supply that is not higher than
the usual amount charged in the locality for similar services or supplies. The Fund will also consider the
complexity of the service in determining R&C. However, the PPO negotiated rate will be deemed to be
Reasonable and Customary for all in-network claims.
Speech Therapist—an individual duly trained and licensed by the governmental authority having
jurisdiction over such licensing in administering speech therapy prescribed by and under the supervision
of a Physician.
Spouse—an Employee’s or Retiree’s Spouse is a person of the opposite gender or same gender who is
legally married under State law. The Plan follows the IRS guidance that a same gender couple is married
for federal tax purposes if the couple was married in a state that allows same gender marriage, regardless
of the laws of the state in which the married couple resides or the foreign jurisdiction in which the
individuals’ marriage was entered into. The Plan may require proof of the legal marital relationship. The
following are not defined as a Spouse under this Plan:
•

a domestic partner;

•

a civil union;

•

a divorced former Spouse of an Employee or Retired Employee; or

•

a Spouse of a dependent child.

Union—the Laborers Local Unions Nos. 264 and 1290 of the Western Missouri and Kansas Laborers
District Council of the Laborers International Union of North America, AFL-CIO.
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