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SPECIAL NOTICE

It is extremely important that you keep the Fund Office informed of any change in address or
desired change in beneficiary. This is your obligation and failure to fulfill this obligation could
jeopardize your eligibility or benefits. The importance of a current, correct address ON FILE AT
THE FUND OFFICE cannot be overstated. It is the ONLY WAY the Trustees can keep in touch
with you regarding Plan changes and other developments affecting your interests under the Plan.
Likewise, it is also important that you notify the Fund Office of any changes in your personal
status, including, but not limited to: (i) marriages; (ii) divorces; (iii) births; and (iv) deaths. As
outlined herein, it is your sole and exclusive responsibility to keep the Fund Office apprised of
life changes. If you fail to provide the Fund Office with notice of familial changes, your benefits
and/or the benefits of your dependents and/beneficiaries could be jeopardized. In addition, if
your failure to provide the Fund Office with timely notification of a life change causes the Fund
to incur expenses (such as expenses related to health insurance benefits for an ineligible
dependent), the Fund may take action to recoup such costs, including suspending benefits,
retracting payments, and/or taking other legal action to collect.

TO: ALL PARTICIPANTS AND BENEFICIARIES OF THE
PLUMBERS & PIPEFITTERS LOCAL 219 HEALTH & WELFARE FUND

We are pleased to distribute this revised Summary Plan Description as provided in Section 102
of the Employee Retirement Income Security Act of 1974, as amended (“ERISA”) and Plan
Document (collectively referred to as the “Plan” or “Health & Welfare Plan”) detailing the
benefits provided by the Plumbers & Pipefitters Local 219 Health & Welfare Fund. This booklet
replaces and supersedes in entirety your previous booklet.

This booklet summarizes the eligibility rules for participation in the Plan, the benefits provided
to those of you who are eligible and the procedures which must be followed in filing a claim. In
addition, important information is included in the booklet concerning the administration of the
Plan and your rights as a Participant.

A number of changes have occurred in the Plan since the previous distribution of your booklet.
We urge you to review this booklet carefully so you are informed of the financial protection
provided for those individuals who are eligible for benefits under the Plan.

Please note the receipt of this booklet does not automatically mean that you are eligible for
benefits. Your eligibility will be determined in accordance with the Plan’s Rules of Eligibility,
which are set forth in this booklet.

Only the Board of Trustees is authorized to interpret the Plan. No employer or union, nor any
representative of any employer or union, is authorized to interpret the Plan, nor does any such
person act as an agent of the Board of Trustees. The Board of Trustees shall be the sole judge of
the standard of proof required in any case. In the application and interpretation of any of the
provisions of the Plan, decisions of the Board shall be final and binding on all parties or persons
affected. Such decisions shall receive judicial deference to the extent they do not constitute an
abuse of discretion.



The Trustees reserve the right and shall have full authority to amend, alter, modify and interpret
all questions of nature, amount and duration of benefits to be provided under this Plan. The
Board of Trustees reserves the right to determine eligibility for benefits and all other questions
arising under the Plan. The Board of Trustees reserves the right to terminate the Plan. Plan
amendments will be communicated to all parties as required by law.

Any retiree or surviving dependent benefits that have been made available by this Plan are a
privilege, not a right. No person acquires a vested right to such benefits, either before or after his
retirement. The Trustees may expand, reduce or cancel coverage for retirees, change eligibility
requirements or the amount of self-payment and otherwise exercise prudent discretion at any
time without legal right or recourse by a retiree or any other person.

This document and the benefits provided hereunder are not guarantees for employment or
otherwise a contract for employment. The Trustees, by their signature at the end of this
document, intend that this document shall serve as both the Plan Document and Summary Plan
Description for this Fund.

If you have questions concerning your eligibility, schedule of benefits or general provisions of
the Plan, please write or call the Fund Office.

Sincerely,
Board of Trustees

PLUMBERS & PIPEFITTERS LOCAL 219
HEALTH & WELFARE FUND



GENERAL INFORMATION
Your Responsibilities as a Participant

The primary purpose of this Plan is to pay benefits to all those who are entitled to benefits.
However, in order for the Trustees and the Fund Office staff to achieve this objective, we need
your cooperation.

There are certain responsibilities which you, as a Participant, must assume. Failure to carry out
these responsibilities could affect your eligibility or the benefits payable.

A list of your responsibilities under the Plan follows. As you read this list, you will note that
none of these responsibilities is extremely burdensome. In fact, just a little time and effort on
your part will assist in protecting your best interests under the Plan.

Take Time to Read This Booklet

This booklet is the primary source of information about your Health & Welfare Plan. It
contains information you need to know about how to qualify for benefits, the benefits which
are available and how to file a claim for benefits.

We have tried to organize the booklet into sections dealing with specific provisions of your
benefit program and to simplify the language whenever possible. Please note the masculine
gender, as stated herein, shall also include the feminine gender, wherever applicable.

REMEMBER: No one can read this booklet for you. You owe it to yourself and your family
to become familiar with the details of this Plan, this booklet provides that information. Of
course, if you have any questions about your Plan which are not answered in this booklet, be
sure to contact the Fund Office for additional assistance.

If You Haven’t Filed Enrollment Cards — Do It Now!

When you first became eligible for benefits under the Plan, you should have received from the
Fund Office enrollment cards for your completion and return to the Fund Office. These cards
request certain basic information that is needed for your records at the Fund Office, such as
your Social Security Number, address, date of birth, names, ages and Social Security Numbers
of your dependents and the name of your beneficiary. This information is vital! Without it, the
Fund Office will have difficulty keeping you informed about Plan changes if your correct
address is not on file. In addition, you run the risk of not having a permanent record of your
participation in the Plan. IF YOU HAVEN’T COMPLETED AN ENROLLMENT CARD,
DO IT NOW! If you are not certain whether you have an enrollment card on file at the Fund
Office, contact the Fund Office. The staff will advise you whether your card is on file. If not,
a card will be sent to you for your completion.



Notify The Fund Office Promptly Regarding Any Change in Address, Beneficiary Or
Dependents.

We advise you by first-class mail when there are Plan changes or benefit improvements. If you
move, be sure the Fund Office has your new address in order that you receive all current
information concerning your Plan.

Also, if your marital status changes or if, for some other reason, you wish to change the name
of your beneficiary, don’t forget to send the change in writing to the Fund Office. Unless you
do, the latest beneficiary card on file will generally determine who receives any benefit which
may be payable in the event of your death. Failure to change your beneficiary is often just an
oversight, but such an oversight could be costly to your survivors.

Finally, if you add any Eligible Dependents to your household, the Fund Office should be
notified regarding the name and age of the new Dependent(s). Since this Plan does provide
certain benefits for Eligible Dependents, the Fund Office must know who your Dependents are.
Failure to notify the Fund Office could result in the delay and/or denial of benefits on behalf of
your Dependents.

Unless you provide notice, the Fund Office has no way of knowing if there have been
changes in your address, beneficiary, dependents, and other such status. If your failure to
provide the Fund Office with timely notice of these types of life changes results in the Fund
incurring uncovered expenses (such as the payment of medical claims on behalf of an
ineligible dependent or excess premiums charged on behalf of a deceased dependent) you
may be responsible for such costs.

Medical Examination

No medical examination shall be required of any covered Participant or Eligible Dependent to
secure this coverage initially. However, the Trustees shall have the right through their medical
examiner to examine the covered Participant or Eligible Dependent as often as they may
reasonably require during the pendency of a claim hereunder and the right and opportunity to
order an autopsy in case of death where it is not forbidden by law.

The Trustees Interpret the Plan

Any interpretation of the Plan’s provisions rests with the Board of Trustees. No Employer or
Union, nor any representative of any Employer or Union, is authorized to interpret this Plan on
behalf of the Board, nor can an Employer or Union act as an agent of the Board of Trustees.
However, the Board of Trustees has authorized the Administrative Manager and the Fund
Office staff to handle routine requests from participants regarding eligibility rules, benefits and
claims procedures. If there are questions involving interpretation of any Plan provisions, the
Administrative Manager will ask the Board of Trustees for a final determination. The Board of
Trustees shall be the sole judge of the standard of proof required in any case. In the application
and interpretation of any of the provisions of this Plan, decisions of the Board of Trustees shall



be final and binding on all parties or persons affected. Such decisions shall receive judicial
deference to the extent they do not constitute an abuse of discretion.

The Board of Trustees reserves the right and shall have full authority to amend, alter, modify,
and interpret all questions of nature, amount, and duration of benefits to be provided through
the Fund. The Board of Trustees reserves the right to determine eligibility for benefits and all
other questions arising under this Plan (with the exception to those determinations that have
been delegated to the Fund Administrator). The Board of Trustees reserves the right to
terminate the Plan.

Any benefits that have been made available by the Fund are a privilege, not a right. No person
acquires a vested right to such benefits, either before or after his retirement. The Board of
Trustees may expand, reduce, or cancel coverage, change eligibility requirements, and
otherwise exercise prudent discretion at any time without legal right or recourse by a
Participant or any other person.

This document and the benefits provided hereunder are not guarantees for employment or
otherwise a contract for employment. Wherever used in this document, the masculine pronoun
includes the masculine and the feminine gender, unless the context clearly indicates otherwise.

The Plan Can Be Changed

The Trustees have the legal right to change the Plan, subject to any collective bargaining
agreement that applies to it. Although the Trustees hope to maintain the present level of
benefits and to improve upon them, if possible, a primary concern of the Trustees is to protect
the financial soundness of the Plan at all times. Therefore, benefits provided by the Plan are
not guaranteed to the Participants, Retirees and/or Dependents covered by the Plan. The Board
of Trustees reserves the right to terminate the Plan or make any changes, modifications or
amendments to the benefits which the Fund provides and to interpret the Plan.

Any amendment to the Plan will be made by a written resolution of a majority of the Trustees
and will be effective as of the date specified in the resolution. The Plan Administrator will
notify all eligible Participants of any amendment modifying substantive terms of the Plan as
soon as administratively possible after its adoption, but in no event later than 210 days after the
close of the plan year in which the amendment has been adopted. Such notification will be in
the form of a Summary of Material Modifications (within the meaning of ERISA Section
102(a)(1) and Labor Reg. Section 2520.104(b)(3) unless incorporated in an updated Summary
Plan Description.

Your Plan Is Tax-Exempt

Your Health & Welfare Plan is classified by the Internal Revenue Service as a 501(c)(9) Trust.
This means the Employer’s contributions to the Trust are tax-deductible and are not included
as part of your income. Also, in most cases, the benefits paid on your behalf are not taxable as
personal income.



Investment earnings on Plan assets are excluded as taxable income of the Trust since they are
specifically set aside for the purpose of providing benefits to Participants and their Eligible
Dependents. Such tax-exemption works to the benefit of both the Employer and the Employee.
In effect, it means that money which otherwise might be payable as taxes can be used to
purchase benefits and to cover administrative expenses. The Trustees are well aware of these
advantages and will take whatever measures are necessary to keep your Plan qualified as a tax-
exempt trust under Internal Revenue Service rules.

About Your Plan

The Plumbers & Pipefitters Local 219 Health & Welfare Plan is maintained as a result of a
collective bargaining agreement between your Participating Employers and your Union. Your
Health & Welfare Plan receives contributions from participating Employers on dates and in
amounts called for by the labor contract negotiated with the Employers by your Union.

For Participants in the Office & Salaried Program, the Employer contributions are in
accordance with the levels established by the Board of Trustees and are subject to change, as
required by the Board of Trustees.

Decisions on Plan operations and benefits are made by a Board of Trustees on which labor and
management are equally represented.

Working together, the Board of Trustees establishes rules of eligibility, strives constantly to
improve benefits, supervises the investments of the Fund’s assets and sees that the Fund is in
compliance with all applicable federal and state laws. In carrying out these responsibilities, the
Trustees are assisted by a team of professionals, including:

A. The Administrative Manager, who handles the day-to-day business activities of the
Fund, such as collecting Employer contributions, keeping records of money received,
crediting each Participant’s account with the correct contributions received and
answering inquiries from Participants about their eligibility for benefits.

B. The Claims Administrator, who processes the payment of claims and answers questions
concerning benefits. The Consultant assists the Trustees in determining the level of
benefits which can be provided from Fund resources and advises the Trustees on many
other matters important to the Fund’s operations. The largest part of the money which
the Fund receives is returned directly to Participants in the form of benefits. However,
after expenses, a certain portion of each contribution is set aside for reserves. The Fund’s
reserves can be drawn on in emergencies when, due to unforeseen circumstances, the
Fund’s claims expenses temporarily exceed its income.

C. An Independent Auditor, as required by law, examines the financial records each year
and certifies them as to their accuracy, completeness and fairness. In addition, the
Trustees are required to submit annual financial statements and other reports to the
Internal Revenue Service. These reports are available for inspection at the Fund Office
during normal business hours.



This summary provides a brief description of how your Plan was established, what its purpose
is and how it operates. The following pages describe how you and your family become eligible
for benefits, the benefits which are available and your responsibilities under the Plan.

In the Event of Plan Termination

In the event the Plan, in the opinion of the Trustees, is inadequate to carry out the intent and
purpose under the Agreement and Declaration of Trust, or to meet the payments due or to
become due to Participants, the Plan may be terminated by the Trustees. Upon termination of
the Plan, providing there are funds remaining, the Trustees shall:

A. First pay the unpaid expenses and the expenses involved in terminating the Plan;

B. Pay premiums on any policies existing at the time to provide one or more of the benefits
authorized by the Trust Agreement, as the Trustees determine; and

C. Provide one or more of the benefits on a fully or partially self-funded basis authorized by
the Trust Agreement, as the Trustees determine.

The Participants shall continue to receive such benefits as may be provided in the policies then
in force and in such additional or substitute policies as the Trustees are able to secure by the
assets then in the Fund. In the event of self-funding, the Participants shall continue to receive
such benefits as the Trustees in their discretion are able to secure by use of the assets then in
the Fund.

If at any time there are insufficient funds to pay premiums on such policies or to provide self-
funded benefits, the Trustees shall transfer such balance to charitable organizations, as they
may select. No portion of the assets of the Plan, directly or indirectly, shall revert or accrue to
the benefit of any Employer or Union.
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GENERAL DEFINITIONS

Wherever used in this Summary Plan Description, the following terms shall be deemed to have
the meanings described below:

Alcoholism/Substance Abuse Treatment Facility — A facility which primarily provides
detoxification treatment and rehabilitative services for alcoholism and/or substance abuse.

Ambulatory Surgical Center - means a place approved or licensed as such by an agency of the
governing jurisdiction.

Amendments — The provisions of the Trust Agreement and the Plan Document may be
amended from time to time by the Trustees and such amendments shall be effective when
voted upon by the majority of such Trustees provided that such amendments shall be made
consistent with the objectives and purposes of the Trust.

Birthing Center — means a facility licensed as such by an agency of the State in which it
operates. If the State does not have any license requirements, the facility must meet all of the
following tests:

A. Itis primarily engaged in providing birthing services for low-risk pregnancies;
B. Itis operated under the supervision of a licensed physician;

C. It has at least one licensed registered nurse certified as a nurse midwife in attendance at
all times;

D. It has a written agreement with a licensed ambulance service to provide immediate
transportation of the covered person to an accredited hospital, as defined herein, if an
emergency arises;

E. It has a written agreement with an accredited hospital located in the immediate
geographical area of the birthing center to provide emergency admission of the covered
person.

Calendar Year — As used herein, “calendar year” means that period commencing on the
effective date the eligible person’s coverage begins and shall continue until the next following
January 1*"Each subsequent “calendar year” shall be from January 1* through December 31*.

Co-payment — means an out-of-pocket charge paid by the Participant to the Provider at the
time the services are rendered. A co-payment does not apply to the Plan’s Calendar Year
Deductible.

Cosmetic Surgery — Cosmetic surgery means surgery which is performed to reshape normal
structures of the body in order to improve the patient’s appearance and self-esteem.
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Covered Charges — the Billed Charges for Covered Services except that Anthem reserves the
right to limit the amount of Covered Charges for Covered Services provided by a Non-
Contracting Institutional Provided to the Non-Contracting Amount determined as payable by
Anthem.

Covered Person — means any individual eligible for benefits under this Plan, such as an
eligible Participant, Retiree, Spouse, or dependent child, as applicable.

Custodial Care — Custodial care means care given solely to assist a person in the routine
activities of housekeeping, eating, bathing and other activities of daily living.

Date Claim Incurred — The incurred date of a claim shall be the first date on which the
Participant or the Eligible Dependent is under the care of a Physician and/or had an expense
which would be payable by the Fund for services rendered.

Effective Date — The Effective Date means the date your coverage under the Plan begins.

Eligible Dependent — The term “Eligible Dependent” or “Dependent” shall mean the following
members of the Eligible Participant’s family:

A. Your legal spouse;

B.  Your children:

¢  From birth until their twenty-sixth (26™) birthday, including children who are eligible
for other employer sponsored health coverage;

e Who are living with you and are incapable of self-sustaining employment due to
mental retardation or physical handicap prior to attainment of the maximum age and
who are dependent on you for over one half of their support and maintenance,
providing that you furnish due proof of such incapacity within thirty-one (31) days of
your children’s attainment of such maximum age. Such children must legally reside
with you.

¢ The children of the Eligible Participant, as defined above, shall include:

1. Natural children;

2. Legally adopted children of the Eligible Participant from the date the child is
placed in the home of the Eligible Participant by a state agency or order of a court
of competent jurisdiction, and not from the date of birth;

3. Stepchildren. If such stepchildren are eligible for coverage through another plan,
eligible charges shall be subject to the Coordination of Benefits Provisions of the

Plan. Coverage for the stepchild shall not be effective unless and until the Fund
has been given written notice that the stepchild is not covered by under another
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plan. Coverage through the Fund shall not be provided until and unless the
Eligible Participant furnishes to the Fund certified copies of Qualified Medical
Child Support Orders (QMCSO), pertinent divorce orders and/or death certificates
to aid the Fund in the determination of the stepchild’s eligibility.

If the natural parents of the eligible stepchild are divorced, the Fund shall be
subrogated to the rights of reimbursement pursuant to the court order and/or
separation agreement through which the stepchild’s natural parents were divorced.
No coverage shall be effective for the stepchild by the Fund until a subrogation
agreement acceptable to the Fund has been provided.

C. Your adult children from their twenty-sixth (26™) through their twenty-eighth (28")
birthday (applies to participants electing coverage in the Fund’s fully insured benefit
plans only, contact the Fund Office for further details):

For participants electing coverage in the Fund’s fully insured benefit plans only,
coverage for adult children may be extended from the adult child’s twenty-sixth
26™) birthday, through the adult child’s twenty-eighth (28™) birthday, provided
that all of the following criteria are satisfied:

1. the adult child must be unmarried;

1. the adult child is the natural child, stepchild, or adopted child of an
Eligible Participant in the Fund’s fully insured benefit plan;

1il. the adult child is an Ohio resident, or a full-time student enrolled at an
accredited public or private institution of higher learning;

iv. the adult child is not eligible to participate in any other employer
sponsored health benefit plan;

v. the adult child is not eligible for Medicaid or Medicare; and

vi. the adult child has not yet reached his or her twenty-eighth (28™) birthday;
All premium costs associated with the enrollment of an adult child under this
provision, which is applicable only to the adult children of Eligible Participants in
the Fund’s fully insured plans of benefits, shall be the responsibility of the

Eligible Participant (whether or not such premiums are actually paid by the
Eligible Participant or the adult child).

The Fund may require an Eligible Participant and his or her adult child seeking to
extend coverage through this provision to complete an enrollment form.

Eligible Participants seeking to extend coverage for an adult child must contact
the Fund Office within thirty (30) days of the adult child reaching his or her
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twenty-sixth 26™) birthday to continue the adult child’s coverage under this
provision.

If one of the Eligible Participant’s Dependents (other than a newborn child) is confined to a
hospital on the date on which benefits for that Dependent would otherwise become effective,
benefits for that Dependent will not become effective until the day immediately following
his/her discharge from the hospital.

Eligible Participant — The term Eligible Participant shall mean a person eligible for benefits
under the Eligibility Rules adopted by the Trustees.

Employer or Participating Employer — The term Employer or Participating Employer shall
mean an employer who is, or has been, obligated under a collective bargaining agreement with
the Union to make payments for benefits provided by the Health & Welfare Fund, or any other
individual, firm, association, partnership or corporation who has an assent agreement with the
Union and/or the Trustees and contributes to the Fund as herein provided for in accordance
with terms established by the Trustees in their absolute discretion.

Excess Charges — the amount of Billed Charges in excess of the covered Traditional Amount
or Non-Contracting Amount determined as payable by Anthem for a Non-Contracting
Institutional Provider, a Non-Participating Physician or Other Professional Provider.

Expense Incurred — The term Expense Incurred includes only those charges made for services
and supplies which a prudent person would consider to be reasonably priced and necessary in
light of the injury or sickness being treated.

Experimental Or Investigative Drug, Device, Medical Treatment Or Procedure — A drug,
device, medical treatment or procedure is experimental or investigative if:

A. The drug or device cannot be lawfully marketed without approval of the U.S. Food and
Drug Administration and approval for marketing has not been given at the time the drug
or device is furnished; or

B. The drug, device, medical treatment or procedure, or the patient-informed consent
document utilized with the drug, device, treatment or procedure, was reviewed and
approved by the treating facility’s Institutional Review Board or other body serving a
similar function, or if federal law requires such review or approval; or

C. Reliable evidence shows the drug, device, medical treatment or procedure is the subject
of ongoing Phase I or Phase II clinical trials, is the research, experimental, study or
investigational arm of ongoing Phase III clinical trials, or is otherwise under study to
determine its maximum tolerated dose, its toxicity, its safety or its efficacy as compared
with a standard means of treatment or diagnosis; or

D. Reliable evidence shows the prevailing opinion among experts regarding the drug,
service, medical treatment or procedure is that further studies or clinical trials are

14



necessary to determine its maximum tolerated dose, its toxicity, its safety, its efficacy as
compared with a standard means of treatment or diagnosis.

Reliable evidence shall mean only published reports and articles in the authoritative
medical and scientific literature; the written protocol or protocols used by the treating
facility or the protocol(s) of another facility studying substantially the same drug, device,
medical treatment or procedure; or the written informed consent used by the treating
facility or by another facility studying substantially the same drug, device, medical
treatment or procedure.

Extension of Benefits — If an Eligible person is totally disabled on the date of termination of
coverage, covered expenses incurred for services directly related to the disabling condition will
be payable during the continuance of the weekly disability benefits, but in no event beyond one
year after the date of the coverage termination.

Fiscal Year — As used herein Fiscal Year means that period between January 1* and December
31* for purposes of maintaining the Plan’s financial records.

Home Health Care Agency — means a public or private agency which:

A.

C.

D.

Is certified as a home health agency under Medicare or is licensed as a home health
agency by the state in which it operates;

Is primarily engaged in providing skilled nursing and other therapeutic services;
Has its policies set by a professional group which governs the services provided;

Maintains records for each patient.

Hospice — means a public or private entity, or part thereof, which is licensed or certified as a
Hospice by Medicare and by the state in which it operates.

Hospital — means any institution which meets one of the following requirements:

A.

Is an approved and accredited hospital recognized by the Joint Commission of the
Accreditation of Hospitals (JCAH) and is primarily engaged in providing diagnostic and
therapeutic facilities for the medical care of injured and sick persons on a basis other than
as a rest home, nursing home, convalescent home, a place for the aged, unless:

1. such confinement is for purposes other than convalescence; and

2.  the eligible person is not ambulatory during such confinement, or

Any institution which meets all of the following requirements:
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1. maintains permanent and full-time facilities for bed care of five (5) or more
resident patients;

2. has alicensed physician in regular attendance;
3. continuously provides 24-hour per day nursing services by registered nurses;

4. is primarily engaged in providing diagnostic and therapeutic facilities for
medical and surgical care of injured and sick persons on a basis other than
as a rest home, nursing home, convalescent home, a place for the aged, a
place for drug addicts or a place for alcoholics; and

5. is operating lawfully in the jurisdiction where it is located.
Illness - An illness is defined to mean:
A. Bodily injury or sickness; or
B.  Pregnancy, childbirth, or a condition which arises from either; or

C. Congenital defects or birth abnormalities, including premature births for which more than
routine nursery care is required, and transportation costs of the newborn to and from the
nearest available facility appropriately staffed and equipped to treat the condition, when
such ambulance transportation is certified by the attending physician as necessary to
protect the health and safety of the newborn child.

Lesser Amount - for Contracting and Participating Providers, the Lesser Amount means the
Lesser of the Negotiated Amount or the Covered Charges. For Non-Participating Physicians
and Other Professional Providers, the Lesser Amount means the lesser of the Billed Charges or
Traditional Amount. For Non-Contracting Institutional Providers, the Lesser Amount means
the Non-Contracting Amount.

Medically Necessary — means the services, treatment and confinement must be generally
recognized in the physician’s profession as effective and essential for treatment of the injury or
illness for which it is ordered; and that they must be rendered at the appropriate level of care in
the most appropriate setting based on generally recognized and accepted standards of medical
practice in the United States; and it must be the type of care that could not have been omitted
without an adverse effect on the patient’s condition or the quality of medical care. In addition,
services, treatment, supplies or confinement shall not be considered “medically necessary” if
they are an Experimental Procedure, or if investigational or primarily limited to research in
their application to the injury or illness; or if primarily for scholastic, educational, vocational or
developmental training; or if primarily for the comfort, convenience or administrative ease of
the provider or the patient or his/her family or caretaker.

Medicare — means the Part A and Part B Plans described in Title XVIII of the United States
Social Security Act, as amended.
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Mental/Nervous Disorder — means mental illness or functional nervous disorder.

Non-Contracting Amount — the maximum amount determined as payable and allowed by a
Anthem for a Covered Service provided by a Non-Contracting Institutional Provider.

Nursing Home — means a licensed facility which is operating within the confines of the law to
provide room and board for sick or injured persons under the supervision of a registered nurse
or a physician 24 hours per day and meets all of the following tests:

A. It has available at all times the services of a licensed physician who is on the staff of an
accredited hospital;

B. It maintains a daily medical record for each patient; and

C. It is not primarily a place for rest or custodial care, a place for the aged, a place for
alcoholics or drug addicts or a hotel.

Physician or Surgeon — shall mean a person who is duly licensed to prescribe and administer
all drugs and/or to perform all surgery. Included are osteopaths, chiropractors, optometrists,
podiatrists, dentists, psychologists and physical therapists when operating within the scope of
their license, but not including the Participant, the Spouse of the Participant or persons of the
immediate family of the Participant or Spouse of the Participant.

Practitioner — means a person, other than one defined above as a Physician or Surgeon, who:

A. Upon referral by a Physician or Surgeon of Medicine or Doctor of Osteopathy, provides
services which are covered by the Plan; and

B. Is practicing within the scope of his/her license. Referral by a Doctor of Medicine or a
Doctor of Osteopathy is not required for the services of a certified nurse, midwife or a
licensed midwife.

Pre-existing Condition — Any injury, ailment, condition, disease, disorder or illness for which
a Participant or Dependent has received medical advice, diagnosis, care or treatment by a
physician or other professional provider during the six-month period prior to the individual’s
effective date of coverage.

Qualified Medical Child Support Order (QMCSO) — means a domestic relations court order
that is issued as part of a child support proceeding which creates or recognizes the existence of
the right of such child as an Alternate Recipient to receive benefits under a group health plan.

The Plan will provide benefits in accordance with the applicable requirements of any Qualified
Medical Child Support Order (QMCSO), as defined in ERISA.

Reconstructive Surgery — means surgery which is performed on abnormal structures of the
body, caused by congenital defects, developmental abnormalities, trauma, infection, tumors or
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disease. It is generally performed to improve function, but may also be done to approximate a
normal appearance. Reconstructive surgery includes breast reconstruction following a
mastectomy which has been performed; surgery and reconstruction of the other breast to
produce a symmetrical appearance; and prostheses and physical complications of all stages of
mastectomy, including lymphedemas.

Total Disability — Totally Disabled — Total Disability and Totally Disabled with respect to
Participants mean the inability to perform work for pay, profit or gain at any job for which the
individual is suited, by reason of education, training or experience as a result of accidental
bodily injury or sickness. For a Dependent, Total Disability and Totally Disabled mean the
inability to perform the usual and customary duties or activities of an individual in good health
and of the same age and sex.

Traditional Amount — the maximum amount determined as payable and allowed by Anthem
for a Covered Service provided by a Physician or Other Professional Provider based on factors,
including the following:

A. The actual amount billed by a Provider for a given service;

B. Center for Medicare and Medicaid Services (CMS)’s Resource Based Value Scale
(RBVYS);

C.  Other fee schedules;

D. Input from Participating Physicians and wholesale prices (where applicable);

E.  Geographic considerations; and

F.  Other economic and statistical indicators and applicable conversion factors

Trust Fund — Trust Agreement — The term Trust Fund means the Plumbers & Pipefitters Local
219 Health & Welfare Fund, as established by the Trust Agreement. The Trust Agreement
shall mean the Agreement and Declaration of Trust establishing the Plumbers & Pipefitters
Local 219 Health & Welfare Fund, and as the Fund is from time to time amended.

Trustees — The Trustees are those Trustees of the Plumbers & Pipefitters Local 219 Health &
Welfare Fund, as appointed in accordance with the Trust Agreement. The Trustees shall hold
all property, income and assets in trust for the purposes of the Trust Fund for the benefit of the
Participants. The Trustees shall have the sole authority to administer and manage the Fund and
any decisions made by them shall be final and binding on all Eligible Participants and Eligible
Dependents.

Union - shall mean the Plumbers & Pipefitters Local Union No. 219, Akron, Ohio.

Usual, Customary And Reasonable (UCR) Criteria — The criteria are based on the following
factors in the locality where the services are rendered:
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A. Usual means the charge most consistently made by an individual physician or provider to
patients for a given service.

B. Customary is the amount ordinarily charged by most providers for comparable services
and supplies.

C. Reasonable means a payment that may be made, although it differs from the Usual or
Customary criteria if, in the opinion of the Plan, it merits special consideration based on

the circumstances of a particular case.

Work-related Illness — an illness which arises from or is sustained in the course of work for
pay, profit or gain.
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GENERAL PROVISIONS AND LIMITATIONS

The Fund provides benefit plans through both fully insured and self-funded benefit plans. For
self-funded medical benefits, the Fund leases a health insurance network allowing access to
Contracting Institutional Providers and Participating Physicians and Other Professional
Providers based on Negotiated Amounts. For Non-Contracting Institutional Providers, the
Fund pays for benefits based on the Non-Contracting Amount that is determined payable by
the health insurance network. For Non-Participating Physicians and Other Professional
Providers, the Fund pays for benefits based on Traditional Amounts.

For fully insured benefits, the Fund pays a premium to the appropriate health insurance
company on behalf of Eligible Participants and their Eligible Dependents who are enrolled in
the plan of benefits. The health insurance company then pays eligible claims pursuant to its
plan of benefits.

No Guarantee of Benefits

All benefits under the Plan shall be payable through Employees or Agents of the Trustees
acting under their authority. Benefits as authorized under the Plan will be paid as long as the
Fund can operate on a sound financial basis. Therefore, benefits offered by the Plumbers &
Pipefitters Local 219 Health & Welfare Fund are not guaranteed to the Employees,
Participants, Retirees and/or Dependents covered by the Fund. The Board of Trustees reserves
the right to terminate or make any changes, modifications or amendments to the benefits which
the Fund provides. No benefits shall be payable except those which can be provided under the
Plan, and no person shall have any claims for benefits against the participating Union, any
Employer or the Trustees. The Trustees, the Employers and the participating Union shall not
be held liable for any benefits or contracts except as provided in the agreement between the
Employers and the participating Union.

Delinquent Contributions

In the event that a claim arises for an Eligible Participant or Eligible Dependent and
contributions have not been received by the Fund Office on behalf of said individual, the claim
shall not be payable until such contributions are received by the Fund Office. In this instance,
the Participant should notify the Fund Office of his/her employment. The Fund Office will
make every effort to collect the delinquency and pursue the collection of the cost of the claim
from the Employer. Upon failure to obtain these items, the Participant may then appeal to the
Board of Trustees for coverage of the claim.

Exclusion For All Benefits Except For Life And Accidental Dismemberment Benefits
This Plan will not pay for any charges received as a result of an injury or illness sustained or
arising out of work performed for remuneration, profit or gain for which benefits are payable

under the State Workers’ Compensation Program or other similar laws, except for diagnostic-
related charges which have been incurred in determining if the injury or illness is work-related.
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Medical Examination

The Trustees shall reserve the right through a medical examiner to examine an Eligible
Participant or Dependent as often as may reasonably be required during the pendency of a
claim.

Preferred Provider Organization

Your Plan has been attached to a Preferred Provider Organization (PPO). The network groups
of hospitals and physicians have agreed to provide their services at discounted fees to Plan
Participants and their Dependents who utilize their services. Your failure to utilize the
Network will result in a reduction in benefits paid by the Plan on your behalf. However, you
will not be penalized if there are no Network Providers available to you in your immediate
area or in case of emergency treatment. The cost savings which are experienced by the Fund
through the utilization of the Network providers will assist in maintaining current benefit costs.
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RULES OF ELIGIBILITY

Active Employees Working Under the Terms
of the Collective Bargaining Agreement

An employee who is covered under the collective bargaining agreement between the Plumbers &
Pipefitters Local 219 and Employers signatory to the Plumbers & Pipefitters Local 219 Health &
Welfare Fund will be eligible for benefits subject to the following conditions.

Initial Eligibility

You will be eligible for benefits on the first day of the month following the month in which
contributions are received and you accumulate a total of two-hundred-twenty (220) hours of
employment with one or more contributing Employers within a period of twelve (12)
consecutive months. Notwithstanding the preceding sentence regarding the qualification
requirements for initial eligibility, please note that in order to be eligible to make self-
contributions in the event that you deplete your Fund Bank (as discussed in more detail below),
you must accumulate a total of four-hundred-forty (440) hours of employment with one or
more contributing Employers within a period of twelve (12) consecutive months.

Continuation of Eligibility

Once having become eligible, you will remain eligible provided you are credited with a
minimum of 140 hours of employment with one or more contributing employers per calendar
month. Hours of employment will be used to determine eligibility during the second month
following the month in which the hours were worked.

Credited Reserve Hours

For each calendar month in which you are credited with less than the required number of hours,
you will lose one month of eligibility for benefits unless you have sufficient credited hours in
reserve to satisfy the minimum number of required hours. You may accumulate credited
reserve hours as follows:

A. All hours credited during the initial eligibility period (this only applies to those
employees who first commence work on or after March 1, 2007, for which contributions
are paid to the Fund on behalf of such employees (i.e., covered work); on the other hand,
if you first commenced covered work prior to that time, you will receive credit for all
hours in excess of four-hundred-forty (440) credited during the initial eligibility period);
and

B.  All hours in excess of 140 credited during any one calendar month;

C. With a maximum accumulation of six (6) months of coverage in reserve.
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Termination of Eligibility

If you have used your initial three (3) months of eligibility credit, you have not met the
credited hours requirements (as set forth above) to continue your eligibility and you do not
have sufficient credited hours in reserve to meet the minimum eligibility requirement, your
eligibility for benefits will terminate.

Self-contributions

Active Participants who have depleted their Fund Bank may continue to preserve eligibility by
making a subsidized self-payment as follows:

A.

If you are credited with less than 140 hours for any month, you may make self-payments
representing the difference between the amount of hours paid on your behalf by
contributing Employers and the minimum amount of hours required to maintain your
eligibility, with a maximum monthly premium of $250.00 and a maximum of nine (9) full

self-pays.

You may preserve your eligibility, as set forth in (a) above if you are actively seeking
work through Plumbers & Pipefitters Local #219, subject to the following:

1.

Effective June 1, 2003, you must have at least 160 credited hours of
Covered Employment during any continuous 6-month period, unless you are
disabled from work during such period and receiving short-term disability
benefits through the Fund. If you fail to have at least 160 credited hours of
Covered Employment during this period (unless you are disabled from work
during such period and receiving short-term disability benefits through the
Fund) your eligibility to make self-payments will terminate on the last day
of the 6-month period in which less than 160 hours are credited and you will
be required to pay the active COBRA rate. For example, if 120 hours of
Covered Employment were credited to you during the period of June 1,
2012 through November 30, 2012, your last day of eligibility to make
subsidized self-payments would be November 30, 2012.

. If you are laid off and have accepted employment with an employer not

affiliated with the Plumbing & Pipefitting Industry, you may preserve your
eligibility for up to nine (9) months during which time you will be eligible
to continue coverage at 100% of the active Participant rate.

. If you are on an authorized leave of absence by reason of union activities or

governmental service or activity related to the construction industry, you
may petition the Board of Trustees to request your reserve bank be frozen
during your leave of absence period.

Covered Employment — The term “Covered Employment” shall mean any employment
accepted with an employer signatory to an agreement with Local Union #219 or any Local
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Union within the jurisdiction of the United Association of Journeymen and Apprentices of
the Plumbing and Pipefitting Industry.

To be “actively seeking work”, you must:

1. Maintain membership in the Plumbers & Pipefitters Local Union 219 and
register for work by signing the daily roster, in person, at least once every
thirty (30) days, or evidence your availability for work by acceptance of a
referral.

2. If you are on application with the Plumbers & Pipefitters Local Union 219,
you must register for work by signing the daily roster, in person, at least
once every two weeks, or evidence your availability for work by acceptance
of a referral.

Reinstatement of Eligibility
If you fail to maintain your eligibility for benefits by meeting the hourly requirements and do
not make self-payments, you will re-qualify for eligibility for benefits on the first (1*) day of
the month in which contributions are received and you accumulate a total of two-hundred-
twenty (220) hours of employment with one or more contributing Employers within a period of
twelve (12) consecutive months.

Termination of Coverage

In addition to the previous provisions, your eligibility for benefits will automatically terminate
if any of the following should occur:

A. Termination of the Plan;
B. Plan modification which terminates coverage for the class to which you belong;
C. Plan modification to terminate a particular type of benefit under the Plan; or

D. The last day of the eligibility period for which your Participating Employer pays
contributions to the Fund on your behalf.
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OFFICE & SALARIED PROGRAM

Initial Eligibility
Any Contributing Employer may enroll its Office and Salaried employees in the Plan, provided
that certain requirements are met. A Contributing Employer seeking to enroll its Office and
Salaried employees in the Plan must sign a participation agreement with the Fund.
Office and Salaried employees must work at least 30 hours per week to be eligible for benefits
under the Plan. Office and Salaried employees will become eligible for benefits on the first day
of the month following the month in which the Fund receives monthly contributions from the
signatory Employer on behalf of the employee. Employers must contribute on behalf of all
employees in order to receive benefits. For example, in an office of five (5) employees,
contributions must be received for all five (5) employees (assuming they work a minimum of
30 hours per week) in order for any one of the five (5) employees to participate in the Plan.
Employers seeking to enroll their Office and Salaried employees in the Plan must make
contributions on behalf of each Office and Salaried employee equal to 140 hours at the
applicable Union Health and Welfare contribution rate.

Termination of Eligibility For Benefits
Your eligibility will automatically terminate if any of the following occurs:
A. Termination of the Plan;
B. Plan modification to terminate coverage for the class to which you belong;
C. Plan modification to terminate a particular type of benefit under the Plan;
D.  When no additional contributions have been made on your behalf.

Self-contributions
If your eligibility for benefits terminates due to a reduction in the number of hours worked or
termination of employment for any reason (except gross misconduct), you may arrange with

the Trustees to continue your eligibility at your own expense, subject to the conditions included
under the Plan’s COBRA provisions.
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RETIREE PROGRAM
Eligibility

If an Employee has reached age 65, unless employed full-time by an employer that contributes
to the Fund, or has been placed in retirement or accepted voluntary retirement on receiving a
pension or Social Security benefits, he may within thirty-one (31) days arrange at his expense
for continuation of eligibility for reduced benefits as set forth in the Schedule of Benefits for
Retired Employees.

If an Employee has retired under the age of 65, either on early retirement or disability
retirement, as evidenced by receiving a pension benefit from Social Security or another
qualified plan, the Employee may within thirty-one (31) days arrange at his own expense for
the continuation of eligibility for benefits under the Plumbers & Pipefitters Local 219 Health &
Welfare Fund.

On a one-time basis only, a retired Employee may elect not to make self-payments for
coverage for himself and his spouse (if applicable) and later re-enroll in this Plan, provided that
he can submit evidence to the Fund Office that he and his spouse (if applicable) had credible
health insurance coverage through another employer-sponsored group health insurance plan
(including continuing coverage through COBRA), or are entitled to a benefit through the
Veterans Administration (VA), for, at least, the thirty-six (36) months prior to his application
for re-enrollment in this Plan. To be eligible for this one-time re-enrollment option, the retired
Employee must elect to waive coverage for himself and his spouse (if applicable) as of the first
(1) day for which he would have been eligible for coverage through the Plumbers &
Pipefitters Local 219 Health and Welfare Fund’s Retiree Program. On a one (1) time basis
only, if coverage under the other employer sponsored group health plan (including COBRA
continuation coverage) or VA plan is terminated (other than for the non-payment of
premiums), the retired Employee may elect to make self-payments for coverage in this Plan for
himself and his spouse, provided that self-payments begin as of the first (1*) day for which
coverage has been terminated under the other employer-sponsored group health plan, VA plan,
or COBRA. In other words, the Fund Office must receive proof that there has been credible
health insurance coverage for, at least, the thirty-six (36) months prior to the date on which the
retired Employee submits his application for reenrollment in the Plumbers & Pipefitters Local
219 Health & Welfare Fund. Furthermore, in order to qualify for this one (1) time re-
enrollment right, if the retired Employee was the owner and/or a principal officer of a
contributing employer, said contributing employer must be current with all dues and fringe
benefit contributions (including interest and other such penalties) prior to re-enrollment.
Likewise, the retired Employee must be a member in good standing with Plumbers &
Pipefitters Local Union No. 219 (as defined in the Union’s Constitution and/or Bylaws) in
order to re-enroll under this provision. The Board of Trustees, in its sole and absolute
discretion, shall determine the appropriate self-payment rate applicable to retired Employees
electing this one (1) time re-enrollment option, which is subject to revision as deemed
necessary by the Board of Trustees.
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Payment Of Contributions

Retiree Program contributions are determined in accordance with the levels established by the
Board of Trustees and are subject to change, as required by the Board of Trustees.

Termination Of Eligibility For Benefits Of Retired Participants

The benefits of a Retired Participant covered under the Retiree Program will terminate on
whichever of the following dates occurs first:

A. The date the coverage terminates;

B. The date of expiration of the period for which the last contribution is made to the
Trustees, as required, on account of the Retired Participant;

C. The date the Retired Participant ceases to be within the classes of persons eligible for
coverage under the Program;

D. The date on which the Retired Participant’s death occurs.
Reemployment Of Retired Participants

If a Retired Participant returns to work for a Participating Employer and contributions are
received on his behalf, the hours worked will be credited towards the Initial Eligibility
requirements under the Active Program. No credit will be given under the Retiree Program for
those contributions received. Should sufficient hours be received to satisfy the Initial
Eligibility requirements of the Plan under the Active Program, the Retired Participant’s
coverage will be transferred to the Active Program. The Retired Participant will then be
entitled to the benefits available under the Active Program. The eligibility rules of the Active
Program will apply to the Retired Participant until he becomes eligible once again to
participate in the Retiree Program.
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SURVIVING SPOUSE PROGRAM
Eligibility

If the deceased individual was an Eligible Participant or Eligible Retired Participant upon
death, his Spouse shall be eligible to participate in the Surviving Spouse Program until the
Surviving Spouse is covered under another group program, excluding Medicare; or, if
remarried until she becomes eligible under the new spouse’s program. The Surviving Spouse
shall have the right to elect to join the Surviving Spouse Program within sixty (60) days after
the date of termination of coverage as a Dependent of the deceased Participant or Retired
Participant by making application and remitting timely monthly contributions established by
the Trustees.

No newly acquired dependents of the Surviving Spouse shall be eligible for benefits under this
Plan.

Payment of Contributions

Surviving Spouse Program contributions are determined in accordance with the levels
established by the Board of Trustees and are subject to change, as required by the Board of
Trustees.

Termination Of Eligibility For Benefits

If the Surviving Spouse fails to join the Surviving Spouse Program by making application
within sixty (60) days following the death of the Eligible Participant or Eligible Retired
Participant, or fails to make contributions required by the Trustees, eligibility for benefits shall
terminate and the Surviving Spouse shall not be able to be reinstated to the Surviving Spouse
Program in the future.
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CONTINUATION OF COVERAGE
(COBRA)

Under certain circumstances, covered person whose coverage under this Plan would otherwise
terminate, may elect to continue medical coverage under this Plan for a limited period of time.
Under appropriate circumstances, this right extends to Eligible Participants and their Eligible
Dependents.

Your Rights

If you are a Participant covered by this Plan, you have the right to choose continuation
coverage if you lose your eligibility for coverage under this Plan due to a reduction in the
number of hours worked or termination of employment for any reason, unless termination is
due to gross misconduct on your part.

If you qualify for continuation coverage due to a reduction of hours or termination of
employment but do not elect such coverage for your entire family, your eligible Spouse or
Dependent Children are still entitled to elect continuation coverage.

If you are the Spouse of a Participant covered under this Plan, you have the right to choose
continuation coverage for yourself if you lose your group health care coverage under this Plan

for any of the following reasons:

A. Termination of employment (for reasons other than gross misconduct), or a reduction in
the hours worked by your Spouse (i.e., the Plan Participant);

B. Death of your Spouse (i.e., the Plan Participant);
C. Divorce or legal separation from your Spouse (i.e., the Plan Participant); or

D.  Your Spouse (i.e., the Plan Participant) becomes enrolled in Medicare following the date
of the Qualifying Event.

If you are a Dependent Child of a Covered Participant covered under this Plan, you have the

right to continuation coverage if you lose your eligibility for coverage under this Plan for any

of the following reasons:

A. Termination of the Covered Participant’s employment (for reasons other than gross
misconduct) or a reduction in the number of hours worked by your parent, who is the
Covered Participant under this Plan;

B. Death of your parent, who is the Covered Participant under this Plan;

C. Your parents’ divorce or legal separation;
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D.  Your parent who is the Covered Participant under this Plan becomes enrolled in Medicare
following the date of the Qualifying Event; or

E.  You cease to satisfy this Plan’s definition of a “Dependent Child”.
Newborn And Adopted Children

A child who is born to or placed for adoption with an individual under COBRA during a period
of COBRA coverage will also be eligible to become a Qualified Beneficiary. These Qualified
Beneficiaries can be added to COBRA coverage upon proper notification to the Fund Office
within thirty-one (31) days of the birth or adoption. In addition, COBRA coverage may be
elected on behalf of a newborn or adopted child if the parent is no longer entitled to COBRA.

Type of Coverage to be Continued
The coverage that will be provided to a qualified beneficiary is the same medical coverage that

is provided to other similarly situated non-COBRA beneficiaries in this Plan. This will include
the right to add dependents.

Your Obligations
Under the law, the Covered Participant or a family member has a responsibility to notify the
Fund Office about a divorce, legal separation or a child losing Dependent status under the Plan.
Such notification should take place immediately after any of these three events occurs. If such

an event is not reported to the Fund Office within sixty (60) days after it occurs, continuation
coverage will not be provided.

It is the responsibility of the individuals to notify the Fund Office regarding any of the
following events:

A. Death;

B. Divorce/legal separation;

C. Termination of employment;
D. Reduction in hours;
E. Medicare enrollment; and

F. Disability, as determined by the Social Security Administration

It would be advisable, however, for the Spouse of a deceased Participant to contact the Fund
Office as soon as possible after the Participant’s death so that continuation of coverage can be
made available to the Surviving Spouse and any dependent Children at the earliest possible
date.
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It is also extremely important that the Covered Participant, Spouse or Dependent notify the
Fund Office immediately about any changes in address so that if any qualify for continuation
coverage, the election notice will be mailed to the correct address. This is critical because the
election of continuation coverage must be made within a 60-day time limit. If the notice is sent
to the wrong address, the time limit may be exceeded, in which case no continuation coverage
would be extended.

Procedures For Obtaining Continuation Coverage — Other Requirements

Once the Fund Office knows that an event has occurred which qualifies you or other family
members for continuation coverage, the Fund Office will notify you about your right to elect
continuation coverage. Once you receive this election notice from the Fund Office, you have
sixty (60) days from to notify the Fund Office that you are electing continuation coverage.
This sixty (60) day period begins to run on the later of: (i) the date that your coverage will
terminate; or (ii) the date of the election notice (which is provided to you by the Fund Ofiice).
If you do not elect the coverage within the sixty (60) day time period, your group health
coverage through this Plan will end.

You do not have to show that you are insurable to choose continuation coverage; however,
under the law, you may have to pay for all or part of the amount required for continuation
coverage. If a charge is made it will be shown on the election notice. If you elect continuation
coverage, this Plan is required to give coverage which, as of the time such coverage is
provided, is identical to the coverage provided other similarly situated beneficiaries and for
which you were eligible prior to the Qualifying Event.

The law requires that you be given an opportunity to maintain continuation coverage for a
maximum of thirty-six (36) months unless you lost your coverage due to a termination of
employment or due to a reduction in hours worked, in which case the required continuation
period is eighteen (18) months. In the case of employees who lose their coverage due to
service in the military, the required continuation period is twenty-four (24) months. If you are
determined by the Social Security Administration to be disabled at any time during the first
sixty (60) days of continuation coverage and provide notice to the Plan Administrator of the
disability determination within sixty (60) days after the date the determination is issued and
before the end of the initial coverage period, the maximum coverage for you and other
members of your family who have elected COBRA coverage may be extended for an
additional eleven (11) months, for a total of twenty-nine (29) months.

Self-Payment for Continuation

A person electing to continue coverage must pay the entire self-payment to the Fund on a
monthly basis. The self-payment is adjusted by the Board of Trustees from time to time, but it
may not exceed 102% of the full cost to the Fund, except that for a qualified beneficiary whose
coverage is being extended from eighteen (18) to twenty-nine (29) months, the self-payment
will be no more than one-hundred-fifty (150%) of the full cost. Your first payment for
continuation coverage must be made to the Fund Office within forty-five (45) days of the
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election. Thereafter, monthly payments must be made to the Fund Office no later than thirty
(30) days from the due date of the payment.

Termination of COBRA Coverage

Your continuation coverage will terminate on the earliest of the following dates:

A. the end of eighteen (18) months, in a case where the coverage originally terminated
because of termination of employment or reduction in hours, except that:

1.

if another qualifying event occurs during the eighteen (18) month
continuation, continuation coverage will terminate thirty-six (36) months
after the first qualifying event;

if the Plan Participant becomes entitled to eighteen (18) months of
continuation coverage and then becomes entitled to Medicare coverage
before the expiration of the eighteen (18) months, the continuation for
qualified beneficiaries (other than the Plan Participant) can be continued for
a length of time equal to but not to exceed thirty-six (36) months from the
date of the Plan Participant’s first qualifying event;

if a qualified beneficiary is determined to have been disabled under Title II
or Title XVI of the Social Security Act at the time of the qualifying event or
within sixty (60) days thereafter, the eighteen (18) month continuation will
be extended to the earlier of twenty-nine (29) months after the qualifying
event or the first (1*") of the month that begins thirty (30) days after the date
of final determination under the Social Security Act that the qualified
beneficiary is no longer disabled.

B.  thirty-six (36) months for other qualifying events;

C. the date that your Employer or the Fund ceases to provide group health care coverage;

D. the date that you fail to pay the required premium for your continuation coverage;

E. the date that you become covered under another group health plan (as an employee or
otherwise) that does not contain any exclusion or limitation with respect to any pre-
existing condition of such beneficiary or at the point when the new plan may no longer
exclude coverage for any such beneficiary’s pre-existing conditions as a result of HIPAA;

or

F. that date that you become enrolled in Medicare after the date of your election of COBRA

coverage.
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Continuation coverage under COBRA is provided subject to your eligibility for coverage. The
Plumbers & Pipefitters Local 219 Health & Welfare Fund reserves the right to terminate your
COBRA coverage if you are determined to be ineligible.

It is recommended that you contact the Fund Office if you should have any questions
concerning COBRA.

Application of Deductible and Plan Limits

Applicable deductible and benefit limits imposed by this Plan will be considered met for
qualified beneficiaries to the extent they had been met while the person was covered under this
Plan as Covered Participant or Eligible Dependent. Upon division of a covered family into
separate units due to the election of continuation coverage, the continuation coverage unit will
be charged or credited with the amount of deductibles and benefit limits already met by
members of the continuation unit, and each unit will be considered separately with regard to
the charges incurred from that date forward.

Health Insurance Portability and Accountability Act of 1996 (HIPAA) Special Enrollment
Rights

If you were eligible to enroll in this plan and declined this plan’s coverage because you were
covered under a group health plan, Medicaid, or under other health insurance coverage, and
lose the other coverage you and your Eligible Dependent(s) will be permitted to enroll in this
plan during a special enrollment period. However, you must notify the Fund Office of your
request for special enrollment within thirty (30) days after the other coverage ends. The Fund
Office may require you to provide written documentation of the termination of the other
coverage. In addition, if you have a new Eligible Dependent as a result of marriage, birth,
adoption, or placement for adoption, you may be eligible to enroll yourself and your Eligible
Dependent(s) in this plan. However, you must provide the Fund Office with notice of your
intent to enroll yourself and your Eligible Dependents in this plan within thirty (30) days of the
event (having or becoming a new Eligible Dependent). Coverage under these special
enrollment provisions will be effective no later than the first (1*") day of the first (1*") calendar
month beginning after the date the completed request for enrollment is received by the Fund
Office.

Premium Assistance Under Medicaid and the Children’s Health Insurance Program (CHIP)

If you or your Eligible Dependents are eligible for Medicaid or CHIP and you are eligible for
health coverage under this plan, your State may have a premium assistance program that can
help pay for coverage. Participating States use funds from their Medicaid or CHIP programs to
help people who are eligible for these programs, but also have access to health insurance
through their employer. If you or your Eligible Dependents are not eligible for Medicaid or
CHIP, you will not be eligible for these premium assistance programs.
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If you or your Eligible Dependents are already enrolled in Medicaid or CHIP and you live in a
State listed below, you can contact your State Medicaid or CHIP office to find out if premium
assistance is available.

If you or your Eligible Dependents are NOT currently enrolled in Medicaid or CHIP, and you
think you or any of your Eligible Dependents might be eligible for either of these programs,
you can contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, you can ask the State if it
has a program that might help you pay the premiums for an employer-sponsored plan.

Once it is determined that you or your Eligible Dependents are eligible for premium assistance
under Medicaid or CHIP, as well as eligible for participation in this plan, you will be permitted
to enroll in this plan if you are not already enrolled. This is called a “special enrollment”
opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If you have questions about enrolling in your this plan, you can
contact the Department of Labor electronically at www.askebsa.dol.gov or by calling toll-free

1-866-444-EBSA (3272). As well, you can always contact the Fund Office.

If you live in one of the following States, you may be eligible for assistance paying your
health plan premiums. The following list of States is current as of January 31, 2014. You
should contact your State for further information on eligibility —

ALABAMA - Medicaid

COLORADO — Medicaid

Website: http://www.medicaid.alabama.gov
Phone: 1-855-692-5447

ALASKA - Medicaid

Website: http://health.hss.state.ak.us/dpa/programs/medicaid/
Phone (Outside of Anchorage): 1-888-318-8890
Phone (Anchorage): 907-269-6529

Medicaid Website: http://www.colorado.gov/

Medicaid Phone (In state): 1-800-866-3513
Medicaid Phone (Out of state): 1-800-221-3943

ARIZONA - CHIP

FLORIDA — Medicaid

Website: http://www.azahcccs.gov/applicants

Phone (Outside of Maricopa County): 1-877-764-5437
Phone (Maricopa County): 602-417-5437

Website: https://www.flmedicaidtplrecovery.com/
Phone: 1-877-357-3268

GEORGIA — Medicaid

Website: http://dch.georgia.gov/
Click on Programs, then Medicaid, then Health Insurance
Premium Payment (HIPP)

Phone: 1-800-869-1150

IDAHO — Medicaid and CHIP

MONTANA — Medicaid

Medicaid Website: www.accesstohealthinsurance.idaho.gov
Medicaid Phone: 1-800-926-2588

CHIP Website: www.medicaid.idaho.gov

CHIP Phone: 1-800-926-2588

Website: http://medicaidprovider.hhs.mt.gov/clientpages/
clientindex.shtml

Phone: 1-800-694-3084
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INDIANA — Medicaid

NEBRASKA - Medicaid

Website: http://www.in.gov/fssa
Phone: 1-800-889-9949

Website: www.ACCESSNebraska.ne.gov
Phone: 1-800-383-4278

IOWA — Medicaid

NEVADA — Medicaid

Website: www.dhs.state.ia.us/hipp/
Phone: 1-888-346-9562

KANSAS — Medicaid

Website: http://www.kdheks.gov/hct/
Phone: 1-800-792-4884

Medicaid Website: http://dwss.nv.gov/
Medicaid Phone: 1-800-992-0900

KENTUCKY - Medicaid

NEW HAMPSHIRE - Medicaid

Website: http://chfs.ky.gov/dms/default.htm
Phone: 1-800-635-2570

Website:
http://www.dhhs.nh.gov/oii/documents/hippapp.pdf

Phone: 603-271-5218

LOUISIANA — Medicaid

NEW JERSEY — Medicaid and CHIP

Website: http://www.lahipp.dhh.louisiana.gov
Phone: 1-888-695-2447

MAINE - Medicaid

Website: http://www.maine.gov/dhhs/ofi/public-
assistance/index.html

Phone: 1-800-977-6740
TTY 1-800-977-6741

Medicaid Website: http://www.state.nj.us/humanservices/
dmabhs/clients/medicaid/

Medicaid Phone: 1-800-356-1561
CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

MASSACHUSETTS - Medicaid and CHIP

NEW YORK - Medicaid

Website: http://www.mass.gov/MassHealth
Phone: 1-800-462-1120

Website: http://www.nyhealth.gov/health_care/medicaid/
Phone: 1-800-541-2831

MINNESOTA — Medicaid

NORTH CAROLINA — Medicaid

Website: http://www.dhs.state.mn.us/
Click on Health Care, then Medical Assistance
Phone: 1-800-657-3629

Website: http://www.ncdhhs.gov/dma
Phone: 919-855-4100

MISSOURI — Medicaid

NORTH DAKOTA — Medicaid

Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm

Phone: 573-751-2005

Website:
http://www.nd.gov/dhs/services/medicalserv/medicaid/

Phone: 1-800-755-2604
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OKLAHOMA — Medicaid and CHIP

UTAH - Medicaid and CHIP

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

Website: http://health.utah.gov/upp
Phone: 1-866-435-7414

OREGON — Medicaid and CHIP

VERMONT- Medicaid

Website: http://www.oregonhealthykids.gov
http://www.hijossaludablesoregon.gov

Phone: 1-877-314-5678

Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427

PENNSYLVANIA - Medicaid

VIRGINIA - Medicaid and CHIP

Website: http://www.dpw.state.pa.us/hipp
Phone: 1-800-692-7462

Medicaid Website: http://www.dmas.virginia.gov/rcp-
HIPP.htm

Medicaid Phone: 1-800-432-5924
CHIP Website: http://www.famis.org/
CHIP Phone: 1-866-873-2647

RHODE ISLAND - Medicaid

WASHINGTON - Medicaid

Website: www.ohhs.ri.gov
Phone: 401-462-5300

Website: http://hrsa.dshs.wa.gov/premiumpymt/Apply.shtm
Phone: 1-800-562-3022 ext. 15473

SOUTH CAROLINA - Medicaid

WEST VIRGINIA - Medicaid

Website: http://www.scdhhs.gov
Phone: 1-888-549-0820

Website: www.dhhr.wv.gov/bms/
Phone: 1-877-598-5820, HMS Third Party Liability

SOUTH DAKOTA - Medicaid

WISCONSIN — Medicaid

Website: http://dss.sd.gov
Phone: 1-888-828-0059

Website: http://www.badgercareplus.org/pubs/p-10095.htm
Phone: 1-800-362-3002

TEXAS — Medicaid

WYOMING — Medicaid

Website: https://www.gethipptexas.com/
Phone: 1-800-440-0493

Website: http://health.wyo.gov/healthcarefin/equalitycare
Phone: 307-777-7531

To see if any more States have added a premium assistance program since January 31, 2014, or
for more information on special enrollment rights, you can contact either:

U.S. Department of Labor
Employee Benefits Security Administration

www.dol.gov/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1-877-267-2323, Ext. 61565
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Extension of Benefits

If you or your Eligible Dependents are totally disabled as a result of an illness or accident on
the date coverage under the Plan would otherwise terminate, benefits will be paid to the same
extent as if the coverage were still in effect for eligible expenses for only that specific
illness/accident and will terminate on the earlier of:

A. the date the person ceases to be disabled;

B. the date on which coverage with respect to such illness/accident takes effect under any
other group medical plan; or

C. three (3) months from the date the coverage ceased.
Family and Medical Leave Act

The Family and Medical Leave Act of 1993 (FMLA) guarantees certain employees a minimum
of twelve (12) weeks of coverage under this Plan based on premium payment provisions in
effect immediately prior to such leave. The FMLA applies to employers who employ 50 or
more employees within 75 miles of the employee’s worksite for each working day during each
of 20 or more calendar work weeks in the current or preceding calendar year.

Notwithstanding any provision in this Plan to the contrary, the following provisions shall apply
to an Eligible Participant who requests from his Employer and receives a leave of absence
pursuant to the FMLA:

A. An Eligible Employee must have been employed by the Employer (i) for at least 12
months; and (ii) for at least 1,250 hours of service during the 12-month period
immediately preceding the commencement of the leave.

B. If the Eligible Participant is covered by the collective bargaining agreement negotiated by
the Union, the Fund shall continue eligibility for the Participant and credit contributions
on behalf of the Participant who is using FMLA leave as though the Participant had been
continuously employed for a maximum of 12 weeks as allowed by law.

C. For the duration of the Participant’s FMLA leave, coverage by the Plan and benefits
provided pursuant to the Plan shall continue at the level coverage would have continued
if the Participant had remained actively employed.

D. A Participant using FMLA leave shall not be required to utilize his Reserve Bank hours
or pay any greater premiums than the Participant would have been required to pay if the
Participant had been continuously employed.

E. A Participant, upon returning from FMLA leave, shall be reinstated in the Plan to the

same status as provided when the leave began, subject to benefit changes that affect all
Participants in the Plan. The Participant shall not be subjected to any restrictions, waiting
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periods, physical examinations or other pre-existing condition exclusions that would not
have been imposed upon the Participant had he not taken the FMLA leave.

F. The Employer shall remit to the Fund the normal contributions on behalf of such
Participant during the period of FMLA leave.

When taking a FMLA leave, you need to inform the Fund Office, in writing, so that your rights
to health care coverage are protected during the leave.

If you return to work within twelve (12) weeks, you will not lose health care coverage. If you
do not return to work within twelve (12) weeks, you may then qualify to continue your
coverage under COBRA (as set forth in the section on COBRA continuation coverage).

In the event that you seek to exercise your rights to FMLA leave, you should adhere to your
employer’s policies and procedures with regard to taking such leave. The provisions under this
Section only set forth this Plan’s requirements and do not address any additional requirements
that may be required by your employer.

Participants Serving In Armed Forces

The Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA)
requires your employer to continue your medical coverage if you go into active military service
for no more than thirty (30) days. If you go into military service for more than thirty (30) days,
you and your Eligible Dependents may be able to continue your medical coverage at your own
expense for up to twenty-four (24) months. See the section on COBRA continuation coverage
for more details. In addition, this Plan provides as follows with respect to participants serving
in the Armed Forces:

A. A Participant who enters the Armed Forces of the United States on a full-time basis shall
have the option of freezing his Reserve Bank, if any, until discharged from active full-
time military duty; or utilizing his Reserve Bank, if any, to continue coverage under the
Plan, as provided hereafter.

B. In the event a Participant who enters into full-time military duty of the United States has
no Reserve Bank, has an insufficient Reserve Bank to maintain coverage while serving in
the military service, or does not elect to utilize his Reserve Bank to maintain coverage
while serving in active full-time military service, continuation of coverage under the Plan
for the Participant and his Eligible Dependents can be continued for twenty-four (24)
months upon receipt of a timely application and required contributions established by the
Board of Trustees.

C. If a Participant enters the Armed Forces on a short-term basis of 31 days or less of
continuous military service, coverage under the Plan will be continued for the Participant
and Eligible Dependents at the Plan’s expense. For military service which exceeds 31
days, the Participant shall be responsible for contributions for those months of service
subsequent to the initial service of 31 days.
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A Participant shall notify the Fund Office as soon as he knows or understands that he will
be entering the military service of his desire to purchase continuation health care
coverage for that period of time when he is in active military service, not to exceed 24
months. This notice requirement shall be adhered to by the Participant unless giving such
notice is precluded by military necessity or is otherwise impossible or unreasonable.

Upon a Participant’s honorable discharge from military service, the Participant’s
eligibility status under the Plan will be restored to the status that existed when he entered
military service, with the exception of any Reserve Bank Dollars that the Participant may
have elected to utilize during military service. In order to restore such eligibility in the
Plan, the Participant must notify the Fund Office, in writing, within 60 days of his
discharge of his intent to return to covered employment. In addition to such written
notice, the Participant shall also supply the Fund Office with copies of his discharge
papers showing the date of his education or enlistment in military service and the date of
his discharge. Failure on the part of the Participant to file such notice and documentation
with the Fund Office may be deemed an indication that the Participant does not wish to
restore his eligibility status under the Plan.

Effective Date of Dependent Coverage

Your Dependents become eligible for coverage at the same time you become eligible for your
coverage, or on a date when you first acquire a Dependent, whichever is later. The coverage
for any Dependent will not become effective unless your coverage is also in effect on such

date.

If a Dependent is confined in a hospital on the date such Dependent would otherwise become
covered, the coverage with respect to that particular Dependent will be deferred until final
discharge from the hospital. This requirement, however, will not apply to a newborn child
confined in a hospital at birth.

Termination of Dependent Coverage

The benefits of any Dependent will terminate on whichever of the following dates occurs first:

A.

B.

C.

The date the Eligible Participant’s coverage under this Plan terminates;
The first date following the date such Dependent ceases to be an Eligible Dependent;

The date the Plan is discontinued.
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Extension Of Dependent Coverage For A Handicapped Child

If the coverage of an Eligible Dependent child would terminate solely due to attainment of the
maximum age, and if:

A.

Such Dependent child becomes incapable of self-support due to mental retardation or
physical handicap prior to the attainment of such age; and

Such Dependent child is dependent upon the Eligible Participant for over one half of
his/her support and maintenance; and

Such Eligible Participant furnishes to the Board of Trustees satisfactory proof of all of the
foregoing within 31 days of such Dependent child’s attainment of such maximum age.
Coverage of such Dependent child will terminate during the continuation of his/her
qualifications under (a) and (b) above unless satisfactory proof of the continuance is
furnished by the Eligible Participant as the Board of Trustees may reasonably require or
unless the Dependent’s coverage is terminated in accordance with any other termination
provisions of the Plan.

The Board of Trustees may reasonably require the Dependent child be examined by a medical
examiner designated by the Board of Trustees, at the Plan’s expense, prior to this extension. In
addition, during the two years following the Dependent child’s attainment of the maximum
age, the Board of Trustees may require satisfactory proof at reasonable intervals, including
medical examination at the Plan’s expense. However, after the two-year period, such proof,
including medical examinations, may not be required more than once per calendar year.
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SCHEDULE OF BENEFITS
Active Program
Participating Members of Plumbers & Pipefitters Local 219
And Their Eligible Dependents
And

Office & Salaried Program
Participants And Their Eligible Dependents

Subject To The Provisions Described In The Plan

The following is a summary of the Schedule of Benefits provided by the Plan.

LIFE, ACCIDENTAL DISMEMBERMENT AND ACCIDENT & SICKNESS WEEKLY
BENEFITS (PARTICIPANTS ONLY - DEPENDENTS EXCLUDED)

Life Benefit $10,000.00
Accidental Dismemberment $ 5,000.00
Accident & Sickness Weekly Benefits (Active Program only) $275.00/week
(1" Day — Accident; 8th Day — Illness) 26-week
maximum

Two or more periods of disability are considered as one unless between periods of disability you
have returned to active full-time work or normal employment for sixty (60) consecutive days, or
unless the disabilities are due to causes entirely unrelated.
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Note: If you have elected to participate in a Health Maintenance Organization (HMO) (such
as the Fund’s fully insured benefit program), the following Schedule of Benefits is not
applicable on behalf of you and your Eligible Dependents. The benefits for which you are
eligible are detailed in a separate booklet, except for the life, accidental dismemberment and
weekly benefits indicated above.

COMPREHENSIVE MEDICAL BENEFITS (PREFERRED PROVIDER
ORGANIZATION PROGRAM) - FOR ELIGIBLE PARTICIPANTS AND ELIGIBLE

DEPENDENTS
In-Network Non-Network
- ————————— ——————————————————————|

Annual $250 Individual $500 Individual
Deductible $500 Family $1,000 Family
Coinsurance You 20% 40%
Must Pay
Coinsurance Limit | $2,500 Individual $5,000 Individual
(your out-of-pocket
maximum) $5,000 Family $10,000 Family
Deductible Applies | No No
to Out-of-Pocket
Maximum?

Covered Services (Subject to your Deductible, Coinsurance and Co-Payment responsibilities)

Hospital Room & Board Benefit Semi-private Room Rate

Hospital Miscellaneous Benefit UCR

In-Hospital Medical Expense Benefit UCR

Surgical Expense Benefit — UCR
Outpatient Hospital Expense Benefit UCR

Anesthesia Benefit UCR

Pre-admission Testing — Same-day Surgery Benefit UCR

Second Surgical Opinion Benefit UCR
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Organ Transplant Benefit UCR

Maternity Benefit (for female Participant or
Spouse of Male Participant only) UCR
Ultrasound-limit of three (3) per pregnancy unless medically necessary

Nervous/Mental Disorders Benefit - Inpatient & Outpatient UCR

Inpatient Maximum benefit of twenty
(20) days per calendar year;
lifetime maximum benefit of
sixty (60) days per lifetime,

Outpatient Maximum benefit of twenty-
six (26) visits per calendar
year

Treatment of Chemical, Alcohol & Drug Abuse Benefit - UCR

Inpatient & Outpatient

Outpatient Diagnostic X-ray & Laboratory Benefit UCR

Emergency Hospital Benefit UCR

Radiation Therapy Benefit UCR

Annual Physical Examinations (Participant & Spouse only) - UCR

One examination per calendar year (including related

office visit and other accompanying expenses) Benefit is paid only after the

deductible is satisfied

Influenza/pneumonia Vaccines UCR
Well-child Care (Birth to age twenty six) UCR
Treatment of Neuromusculoskeletal Conditions — UCR
Chiropractic Benefits —Excludes Dependent children under
age 10. Maximum chiropractic

benefit of twelve (12) visits
per calendar year

Physicians’ Office Visits UCR
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Home Health Care Visits

Ambulance Benefit

Skilled Nursing Facility Benefit (Medicare-approved)
Hospice Care Benefit

Asbestosis Testing (Participant Only) - X-ray Benefit
(No Deductible or Copayment Requirement)

Physical Therapy-Per Calendar Year
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UCR
UCR
UCR

$50.00/maximum - Per
Calendar Year

UCR
Maximum yearly benefit of
twenty-four (24) visits, with
the last 12 visits paid at only
50% UCR



PRESCRIPTION DRUG BENEFIT

The prescription drug coverage program provides a 3-tier plan for generic, preferred brand, and
non-preferred brand prescription drugs as shown in the following table:

Type of Prescription Your Payment Responsibility
- —————————————————————————————|

Generic Retail Drug Co-pay $10

Brand Name Retail Drug Co-pay See Below*™

Generic Mail Order Drug Co-pay $20

Brand Name Mail Order Drug Co-pay | See Below*

Preferred Brand — Retail: Greater of 20% or $20.
Mail Order: Greater of 20% or $40.

Non-Preferred — Retail: Greater of 30% or $35.
Mail Order: Greater of 30% or $70.

*Since a generic drug substitute is the same chemically and usually costs less than the brand
name drug, if you choose a brand name (preferred or non-preferred) when a generic is available,
you will pay the greater of 20% or $20 for preferred brands at retail (and the greater of 20% or
$40 for mail order prescriptions), and the greater of 30% or $35 for non-preferred brands at retail
(and 30% or $70 for mail order prescriptions).

With respect to the Plan’s Smoking Cessation Benefit, there is a maximum lifetime benefit of
five (5), ninety (90) day supplies.

NOTE: There is a mandatory mail-order requirement with respect to all maintenance
medications (e.g., blood pressure medication, etc.) which means maintenance drugs must be
obtained by mail order only.

EMPLOYEE ASSISTANCE PROGRAM (EAP) 100% of first six (6) sessions
(Provided through Tri-County Employee Assistance Per family - Per Calendar
Program) — Additional visits in excess of six (6) Year

visits per calendar year are available to Participants
and Eligible Dependents at preferred rates of $8.00
for each additional visit.
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HEALTH MAINTENANCE ORGANIZATION (HMO) PROGRAM

If you have elected to participate in the HMO program, the preceding Schedule of Benefits is
not applicable on behalf of you and your Eligible Dependents. The benefits for which you
are eligible are detailed in a separate booklet, except for the life, accidental dismemberment
and weekly benefits indicated above. Should you need another copy of the HMO program
booklet, please contact the Fund Office.

Please be advised that the Fund requires payment of a $200 per month surcharge (subject to
review and change by the Trustees), per HMO enrolled member (whether single or family).
You are entirely responsible for this payment to the Fund and, failure to make such payment
may result in loss of coverage.
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SCHEDULE OF BENEFITS

Retiree Program and
Surviving Spouse Program

LIFE INSURANCE BENEFIT (RETIRED PARTICIPANT ONLY) $5,000.00

MEDICAL BENEFITS
Retired Participants, Eligible Dependents & Surviving Spouses

A. Not yet eligible for Medicare: The benefits are the same as
the benefits provided under
the Active Program (except
for the exclusion of Accident
& Sickness Weekly Benefits
and Accidental
Dismemberment Benefits and
a $5,000.00 Life Insurance
benefit), and you are subject
to the same coinsurance,
deductibles, co-pays and
maximums. Please refer to
the Schedule of Benefits for
the Active Program.

B. Eligible for Medicare: The following Schedule of Benefits is provided to Retired
Participants, Eligible Dependents & Surviving Spouses eligible for Medicare - Parts A &

B:
Your Payment Responsibility

Annual Deductible $250 Individual

$500 Family
Coinsurance 20%
Coinsurance Limit (out-of- $2,500 Individual
pocket max.)

$5,000 Family
Deductible Applies to Out-of- | No
Pocket?
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Inpatient Hospital Expenses

Skilled Nursing Facility Expenses
(Refer to page 50).

Blood (when furnished by Hospital or Skilled Nursing
Facility during a covered confinement)
Medical Expenses
Physicians/surgeons charges, including
office visits, physical and speech therapy,
diagnostic tests, laboratory services,

ambulance transportation

Durable Medical Equipment

Outpatient Hospital Treatment

Ambulatory Surgical Services

Preventive Services (including related office visit)
Annual Mammogram Screenings

Pap Smear/Pelvic Examinations —
Annual (High risk)
Once every two years (Average risk)

Prostate Cancer Screening (PSA) — Annual
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Covered Services (Subject to your Deductible, Coinsurance and Co-Payment responsibilities):

Part A Medicare Deductible
Amounts

Part A Medicare Deductible
Amounts - 21% through 100"
day

First three pints

20% of Medicare-approved
amount after $124.00
Part B Medicare Deductible

20% of Medicare-approved
amount after $124.00
Part B Medicare Deductible

20% of Medicare-approved
amount after $124.00 Part B
Medicare Deductible

20% of Medicare-approved
amount after $124.00 Part B
Medicare Deductible

20% of Medicare-approved
amount (Part B Medicare
Deductible waived)

20% of Medicare-approved
amount (Part B Medicare
Deductible waived)

20% of Medicare-approved
amount (Part B Medicare
Deductible waived)



Colorectal Cancer Screening 20% of Medicare-approved
Flexible Sigmoidoscopy — Once every amount after $124.00
four years Part B Medicare Deductible

Colonoscopy — Once every two years —

for high risk

Diabetes Monitoring — For diabetics (insulin 20% of Medicare-approved
users and non-users) — Includes glucose amount after $124.00
monitors, test strips, lancets and self- Part B Medicare Deductible

management training

Hepatitis B Vaccinations — For medium to high-risk 20% of Medicare-approved
amount after $124.00
Part B Medicare Deductible

Asbestosis Testing (Retired Participant Only) $50.00/maximum - Per
(No Deductible or Copayment Requirement) Calendar Year

For individuals eligible for Medicare, the Medicare Part B Deductible Amount will be applied
against the Deductible required by this Plan.

Note: If you are eligible for, but not enrolled in, Medicare Part A and B, the Plan will make its
payment in consideration of the benefits which would have been payable on your behalf under
the Medicare program. Benefits will not be payable for any expenses that Medicare does not
consider eligible (unless a specific extension of benefits is provided under the Plan.)

Note: If you elect Medicare Part D or an outside Prescription Drug Plan (PDP), this will
result in termination of all of your coverage under this Fund (which includes medical
coverage and prescription drug coverage) and, you will no longer receive any benefits of
any kind from this Fund and such coverage shall not be available to you in the future.
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PRESCRIPTION DRUG BENEFIT

The prescription drug coverage program provides a 3-tier plan for generic, preferred brand, and
non-preferred brand prescription drugs as shown in the following table:

Type of Prescription Your Payment Responsibility
- — |
Generic Retail Drug Co-pay $10

Brand Name Retail Drug Co-pay See Below™

Generic Mail Order Drug Co-pay $20

Brand Name Mail Order Drug Co-pay | See Below*

Preferred Brand — Retail: Greater of 20% or $20.
Mail Order: Greater of 20% or $40.

Non-Preferred — Retail: Greater of 30% or $35.
Mail Order: Greater of 30% or $70.

*Since a generic drug substitute is the same chemically and usually costs less than the brand
name drug, if you choose a brand name (preferred or non-preferred) when a generic is
available, you will pay the greater of 20% or $20 for preferred brands at retail (and the greater
of 20% or $40 for mail order prescriptions), and the greater of 30% or $35 for non-preferred
brands at retail (and 30% or $70 for mail order prescriptions).

With respect to the Plan’s Smoking Cessation Benefit, there is a maximum lifetime benefit of
five (5), ninety (90) day supplies.

NOTE: There is a mandatory mail-order requirement with respect to all maintenance

medications (e.g., blood pressure medication, etc.) which means maintenance drugs must
be obtained by mail order only.
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LIFE INSURANCE AND ACCIDENTAL DISMEMBERMENT BENEFITS
Life Insurance Benefits

In the event of an Eligible Participant’s death while covered under this Plan, the Plan will
provide a payment of ten thousand dollars ($10,000) to the person who has been designated as
the Active and Office & Salaried Participant’s Beneficiary. A death benefit of five thousand
dollars ($5,000) is provided under the Plan on behalf of Retired Participants.

Accidental Dismemberment Benefits (excludes Retired Participants)

The Fund will provide a benefit of five thousand dollars ($5,000) on behalf of Active and
Office & Salaried Participants resulting from injuries described below, sustained in an
accident, provided: (a) the loss occurs within 90 days following the date of the accident and
(b) the loss is a direct and exclusive result of the injuries, independent of all other causes. If
the Eligible Participant suffers more than one loss in any one accident, payment shall be made
only for that loss for which the largest amount is payable.

Schedule of Benefits Payable:

Both Hands or Both Feet Principal Sum
Sight of Both Eyes Principal Sum
One Hand and One Foot Principal Sum
One Hand or One Foot One-half of Principal Sum
Sight of One Eye One-half of Principal Sum

Loss of hand or foot means severance of entire hand or foot at or above the wrist or ankle joint
respectively.

Loss of sight means the total and irrecoverable loss of sight.
Principal Sum is the amount shown in the Schedule of Benefits.
Exclusions/Limitations:
Benefits will not be payable under the Accidental Dismemberment provisions for any loss
which is caused directly or indirectly as a result of: (a) intentionally self-inflicted injury; (b)
disease or infection, except an infection resulting from an accidental cut or wound; (c) declared
or undeclared war or an act of war; participation in the commission of an assault or a felony.
Designation of Beneficiary — Life and Accidental Dismemberment Benefits
The Eligible Participant’s Beneficiary shall be the person who has been designated by the

Participant on a form satisfactory to the Fund. The Participant may change his Beneficiary at
any time by filing a written notice satisfactory to the Fund. The new designation shall take
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effect on the date the Eligible Participant signs the notice of change. When a new Beneficiary
is designated, the interest of any previously designated Beneficiary shall cease.

If, at the death of the Eligible Participant, no named Beneficiary is surviving, the amount of the
benefit will be paid in a single sum, to the Eligible Participant’s Estate. All other benefits
provided by the Fund shall be payable to the Eligible Participant or Eligible Retired Participant
as the eligible person.

ACCIDENT & SICKNESS WEEKLY BENEFITS
(Active and Office & Salaried Participants)

When you are disabled due to an accident or sickness and under the care of a legally qualified
physician, the Weekly Benefit will be paid to you beginning on the date shown in the Schedule
of Benefits, up to the maximum number of weeks payable during any disability, as specified in
the Schedule of Benefits.

During partial weeks of disability, you will be paid at the daily rate of one-seventh of the
Weekly Benefit.

Maximum Benefit
A maximum benefit of 26 weeks shall be applied for each Period of Disability.
Period of Disability
Two or more periods of disability are considered as one unless between the periods of
disability, you have returned to active full-time work or normal employment for sixty (60)
consecutive days, or unless the disabilities are due to causes entirely unrelated.
Exceptions/Limitations

Payment under this Plan shall not be made for the following:

A. Disabilities resulting from the Participant’s occupation or employment and which are
considered eligible for payment under any Workers’ Compensation or similar law;

B. Disabilities for which the Participant is not under the care of a legally qualified physician
and for which there is no acceptable certification of the illness/accident provided to the

Administrator by the physician.

C. Disabilities for which the Participant has or had a right to payment under the temporary
disability laws of any state.
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HOSPITAL, MEDICAL AND SURGICAL BENEFITS
FOR ELIGIBLE PARTICIPANTS AND DEPENDENTS

(Excludes Retired Participants, Dependents and Surviving Spouses Eligible For Medicare)

If a Covered Person incurs expenses as a result of non-occupational sickness or injury, the
Plumbers & Pipefitters Local 219 Health & Welfare Fund will provide the benefits described
below, subject to the applicable maximums, coinsurance, co-payments and deductibles, as set
forth in the Plan’s Schedule of Benefits, and in accordance with the Plan’s Usual, Customary
and Reasonable allowances.

INPATIENT HOSPITAL EXPENSE BENEFITS:

Deductible Amount — The Deductible will be applied only once during a calendar year to each
individual’s Covered Expenses. Any expenses incurred by an individual in October,
November or December, which are used to satisfy that individual’s Deductible (in full or in
part) will also be used to reduce that individual’s Deductible for the following calendar year by
the same amount.

If any two or more family members are injured in the same accident, the Deductible will apply
only once and there will be a separate maximum amount payable for each individual. When
two or more family members incur Covered Expenses during the same calendar year and the
total expenses used towards satisfying their individual Deductible amounts exceed the Family
Deductible Amount, no further Deductible amounts are required for the remainder of the
calendar year for that family.

Deductible amounts applied under other coverage will also be applied towards the Deductible
amount required by this Plan.

Co-payment Amounts
If you or your family members incur Covered Expenses after the effective date of your
coverage under this Plan, payment will be made based on the Preferred Network provisions, as
set forth in the Plan’s Schedule of Benefits, after the Deductible amount has been met.
Coinsurance
This amount represents the percentage you are responsible to pay for Covered Services after
you have met your Deductible. The Coinsurance Limit is a specified dollar amount of
Coinsurance expense incurred in a Benefit Period by a Covered Person for Covered Services.

Hospital Room & Board

Benefits will be payable up to the semi-private room rate during any one period of
confinement. Benefits will be provided for special care units for critically ill persons.
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Hospital Miscellaneous Benefits

Benefits will be payable during any one period of confinement for the cost of miscellaneous
items needed for inpatient treatment or evaluation when ordered by a physician and necessary
for diagnosis or treatment. These items include operating, recovery, delivery and other
treatment rooms; diagnostic tests, such as x-rays, scans, laboratory tests, electrocardiograms
and electroencephalograms; bandages, dressings, oxygen, anesthesia and drugs; radiation
therapy; and physical therapy. Hospital miscellaneous benefits will also be provided for a
newborn baby’s nursery charge during the time the mother is confined.

Medical Expense Benefits (In-hospital)

Medical expense benefits, while confined, shall be paid for physicians charges for medical
treatment during the period of hospital confinement.

Surgical Benefits

Benefits will be payable for surgery performed by a legally qualified Physician or Surgeon.
Surgical benefits will be paid regardless of where the procedure is performed in a hospital,
physician’s office or approved ambulatory surgical facility. Outpatient surgery performed in
the outpatient department of a hospital, or at an approved ambulatory surgical facility, will be
payable at a higher benefit, as indicated in the Schedule of Benefits.

Your surgical benefits include the following dental procedures: (a) excision of tumors
(epulides) of the jaw; (b) excision of unerupted, impacted teeth, including removal of alveolar
bone and sectioning of the tooth; (c) removal of residual root (only when performed by a
dentist other than the dentist who extracted the tooth); (d) drainage of acute alveolar abscesses;
(e) alveolectomy; and (f) gingivectomy (for gingivitis or periodontitis).

Voluntary sterilization procedures will be payable in accordance with the Plan’s established
surgical rates. Expenses relating to a reverse sterilization procedure will not be considered
eligible for payment under the Plan.

Voluntary abortions for female Participants or spouses of male Participants will be considered
as an Eligible Expense under the Plan only in the event it is medically necessary as a life-
sustaining measure on behalf of the mother, or if it is a result of a criminal act, as verified by a
legally qualified physician.

Women’s Health and Cancer Rights Act of 1998:
The Plan’s Schedule of Benefits shall include benefits for: (a) reconstruction of the breast on
which a mastectomy has been performed; (b) surgery and reconstruction of the other breast to

produce a symmetrical appearance; and (c) prostheses and treatment for physical complications
of all stages of mastectomies, including lymphedemas.
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Anesthesia Benefits

When surgery is performed and payable in accordance with the Schedule of Benefits, either as
an outpatient or while confined, the charge is payable based on the Schedule of Benefits.

Pre-admission Testing/Same-day Surgery
If the physician orders pre-admission testing in a hospital or same-day surgery performed in an
operating room and such services are in lieu of being provided on an inpatient basis, the Plan
will provide for payment of these services.

Second Surgical Opinion
The Plan does not require that you receive a second surgical opinion. However, if you or your
dependents request one, it will be considered an allowable expense under the Plan’s Schedule
of Benefits.

Maternity Benefits

Maternity benefits will be payable as any other illness for female Participants and legal spouses
of male Participants only.

Mothers’ and Newborns’ Health Protection Act:
Benefits for female Participants or spouses of male Participants for any hospital confinement in
connection with childbirth for the mother or newborn child will not be restricted to less than 48
hours following a vaginal delivery, or less than 96 hours following a Caesarean section. It is
permissible for a mother and her newborn to be voluntarily discharged before the 48-hour or
96-hour minimum has elapsed with the physician’s consent.
No benefits will be provided for surrogate pregnancies.

Nervous/Mental Disorders Benefits

Inpatient and outpatient expenses for the treatment of nervous and mental disorders will be
payable in accordance with the Plan’s Schedule of Benefits.

Chemical, Alcohol & Drug Abuse Benefits

Benefits provided by the Plan relating to treatment of chemical, alcohol and drug abuse, on an
inpatient or out-patient basis, are payable in accordance with the Plan’s Schedule of Benefits.

Outpatient Diagnostic X-ray and Laboratory Benefits

Benefits for outpatient diagnostic and laboratory services and outpatient radiation therapy
services prescribed by a Physician or Surgeon will be covered up to the amount indicated in the
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Schedule of Benefits. No benefits will be payable under this provision for expenses relating to
hearing and speech tests, eye refractions or dental-related services.

Emergency Hospital Benefits

The Plan will provide benefits for outpatient emergency hospital treatment rendered within 48
hours after and as a result of accidental bodily injury. In addition, Emergency Hospital
Treatment will be payable when emergency hospital treatment is received for reasons due to a
medical emergency, the symptoms of which occur suddenly and unexpectedly, requiring the
immediate care of a physician.

Payment will be made for treatment at a state-accredited medical center or emergency
treatment center in lieu of treatment in the hospital’s emergency room.

Organ Transplant Benefits
The Fund will cover all expenses related to the transplantation of an organ, including patient
screening, organ procurement and transportation, surgery for the patient and a live legally
obtained human donor, follow-up care in the home or a hospital and immunosuppressant drugs,

during a transplant benefit period if the following conditions are met:

A. The transplantation is not considered experimental or investigational by the American
Medical Association; and

B. The patient is admitted to a transplant center program in a major medical center approved
either by the federal government or the appropriate state agency of the state in which the
center is located.

A transplant benefit period is a period of time which begins five (5) days before the date the

first covered transplant is received and ends twelve (12) months later. A new transplant benefit

period starts only if the next covered transplant occurs more than twelve (12) months after the
last covered transplant was performed.

Obtaining Donor Organs:

The following services will be covered when they are necessary in order to acquire a legally
obtained human organ:

A. evaluation of the organ;
B. removal of the organ from the donor; and

C. transportation of the organ to the transplant center.
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Donor Benefits:

Benefits necessary for obtaining an organ from a living donor or cadaver are provided. Organ
donor benefits are provided and processed under the transplant recipient’s coverage only and
are subject to any applicable limitations and exclusions, but only to the extent the donor is not
covered by the donor’s own insurance or health care plan. If donor coverage exists, this Plan
will be considered as the secondary payer.

Genetic Testing

The Plan will provide benefits for certain medically necessary genetic tests, provided that
preauthorization is obtained. To meet medical necessity standards for a genetic test, a person
must:
a. Submit to genetic counseling;
b. Display clinical features OR have a strong family history for a specific
genetically linked disorder; and
c. The result must directly impact treatment.

Any Covered Person seeking to obtain preauthorization for a genetic test should contact the
Fund Office.

Annual Physical Examinations — Eligible Participants and Spouses Only

One annual physical examination, including related office visits and other accompanying
expenses, is provided under the Plan’s Schedule of Benefits, after your deductible is satisfied.

Influenza and pneumonia vaccines are payable under the Plan’s Schedule of Benefits.
Treatment of Neuromusculoskeletal Conditions - Chiropractic Benefits

The following conditions and limitations are included under the Plan for treatment for
neuromusculoskeletal conditions:

The Plan will consider eligible charges incurred only for active therapeutic treatment for an
acute or chronic condition which is directed towards the correction of the condition within an

anticipated reasonable and predictable period of time.

Diagnostic tests and/or therapeutic treatments must be considered to be scientifically valid and
clinically accepted in accordance with established medical review mechanisms and standards.

Treatments using manipulation or adjustment which are performed by hand only shall be
considered as an Eligible Expense under the Plan.

X-ray expenses will be considered for payment under the Plan providing they are considered to
be medically necessary. Full spine x-rays will not be considered for payment under the Plan.
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Manipulation, mobilization, adjustment, massage and/or physical therapy charges which are
incurred by a Dependent child who is under the age of ten will not be considered for payment.

Treatment will be limited to a maximum number of twelve (12) visits per calendar year.
No coverage will be provided for the following:
Maintenance, preventative, reconstructive and rehabilitative treatment.

Experimental drugs and medicines which are not commercially available and approved for
general use by the United States Food & Drug Administration as effective for the treatment or
diagnosis of the injury or illness.

Services and procedures which are not considered effective for the treatment or diagnosis of
the injury or illness at the time they are performed or provided.

Home Health Care Benefits

Home health care benefits are provided to an Eligible Person for non-occupational injury or
non-occupational disease following a period of hospital confinement.  Home health care
benefits are payable when each of the following qualifications is met:

Certification is received from a physician or surgeon that continued hospitalization would have
been required if the home health care was not provided;

Home health care commences within seven days following discharge from a covered hospital
and where such confinement was also covered under the Plan;

Home Health care is provided by a state-licensed or certified Home Health Agency and shall
include the following services: (a) part-time or intermittent nursing care of a registered nurse
or a licensed practical nurse, other than a member of the Eligible Person’s family; (b) part-time
or intermittent home health aide services, consisting primarily of patient care of a medical or
therapeutic nature; (c) physical, occupational or speech therapy services; and (d) medical
supplies, drugs, medicines and laboratory services prescribed by a licensed physician to the
extent that such charges would have been covered under the Plan had the Eligible Person
received those same services while confined to a hospital.

Skilled Nursing Facility Benefits

Following a hospital stay of at least three days, your coverage includes inpatient and medical
care services in a Medicare-approved Skilled Nursing Facility. Admission to a Medicare-
approved Skilled Nursing Facility must occur within 30 days of the prior hospital stay and
must be for Medicare-approved treatment of the same injury or illness (other than mental
illness, alcoholism or drug addiction). No benefits are payable once a patient can no longer
improve from the treatment for the current condition, nor are benefits payable for custodial
care at any time. Benefits are payable for up to 100 days during a benefit period.
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Hospice Care Benefits

Hospice care expenses will be payable if it is certified by a physician that the individual has a
life expectancy of six months or less. The individual must submit a statement electing Hospice
care in lieu of all other Plan benefits. However, expenses for any illness or injury which is not
related to the terminal illness will be considered under the Plan’s regular schedule of benefits.
A plan of care must be developed and submitted for approval by the individual’s physician and
the provider of the Hospice care services. All covered services must be provided by a licensed
Hospice organization or a Hospice program sponsored by a hospital or home health care
agency.

The Plan will pay for the following services, up to the amount of the allowance permitted for
Hospice care:

A. Confinement room charges, up to 150% of the average semi-private daily room rate in
the area;

B. Professional services of a registered or licensed practical nurse;
C. Treatment by physical means, occupational therapy and speech therapy;
D. Medical and surgical supplies;

E. Oxygen and its administration;

F.  Medical social services, such as counseling of patient;
G. Acute inpatient Hospice care;

H. Respite care;

I.  Dietary guidance;

J.  Durable medical equipment; and
K. Home health aide visits;

Bereavement counseling for family members, limited to two visits (Family members shall
include spouse, parents and children.)

Exclusions under this benefit include, but are not limited to: spiritual counseling; homemaker
services; food or home-delivered meals; chemotherapy or radiation therapy, if other than to
relieve symptoms of a condition; and custodial care, rest care or care which is only for another
individual’s convenience.
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Physical Therapy Benefit

Physical therapy benefits are payable as specified in the Plan’s Schedule of Benefits.

Other Covered Services:

A.

B.

C.
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Charges of a physician or clinical psychologist for professional services;
Physicians’ office visits;

Routine pap/mammogram exams, prostatic specific antigen (PSA) exams, including
corresponding office visit and other accompanying expenses;

Drugs and medicines requiring a physician’s prescription;

Pre-natal vitamins;

Blood transfusions and cost of blood not donated or replaced;

Oxygen and other gases and their administration;

Crutches, braces and artificial limbs; prosthetic appliances;

Colostomy and ileostomy bags;

Private duty nursing services by a registered nurse or a licensed practical nurse;
Rental, up to the purchase price, of durable medical equipment;

Well-child examinations and related expenses for dependent children, up to age 26;
Influenza and pneumonia immunizations;

Vitamin B-12 shots, if necessary for treatment of an illness;

Oral contraceptives;

Contraceptive patches;

Intrauterine devices;

Charges relating to impotency, if relating to medical diagnosis;

Allergy testing and injections; and

Ambulance services by a licensed professional ambulance service;
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PLAN EXCLUSIONS/LIMITATIONS:

In addition to exclusions and limitations which are noted in other sections of this Plan, no
benefits will be provided under the Plan for the following expenses:

A.

@
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Hospitalization, medical or surgical treatment and/or supplies provided by the United
States Government or any instrumentality therefore; except as required by law;

Any loss caused by war or act of war, whether or not declared;

Any loss incurred while engaged in services with the military, naval or air forces;
Any loss incurred in the commission of a felony;

Any services for which Workers” Compensation benefits are available;

Services which are rendered by the Eligible Person’s immediate family members;
Services or supplies for which you have no legal obligation to pay;

Charges for telephone consultations, missed appointments or fees charged for the
completion of a claim form;

Personal services and supplies (including telephone rentals, convenience items, etc.);

Custodial care, such as sitters, homemaker services or care in a place which serves you
primarily as a residence when you do not require skilled nursing care;

Cosmetic surgery, including breast augmentation and face-lifting, except for the repair of
accidental injuries sustained while covered under this Plan or for the reconstruction of the
breast on which a mastectomy has been performed, surgery and reconstruction of the
other breast to produce a symmetrical appearance and prostheses required due to such
mastectomy, including lymphedemas;

Charges incurred as a result of a pre-existing condition, as defined and where limited
under the Office & Salaried Program;

Non-prescription items, including vitamins, nutritional supplements and other non-
prescription items, except where specifically included herein;

Travel, whether or not recommended by a physician, except for local ambulance service;
Routine foot care;

Pregnancy-related charges for a Dependent child;
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BB.

CC.

DD.

EE.

FF.

GG.

HH.

Abortions which are not medically necessary as a life-sustaining measure for the mother,
or which are not the result of a criminal act;

Reverse sterilization;

Charges relating to infertility studies or charges relating to restoration or enhancement of
fertility or the ability to conceive by artificial means, including but not limited to in-vitro
fertilization or embryo transfer;

Charges relating to the treatment of infertility (except for initial diagnostic evaluation);
Transsexual surgery;

Treatment of obesity, including any care which is primarily for dieting or exercise for
weight loss. However, necessary medical and surgical care required for the treatment of
morbid obesity will be covered. (Morbid obesity is defined to mean: a condition in which
the individual’s body mass index is 40 or greater (approximately 100 pounds over ideal
body weight), as defined by the Comprehensive Weight Management Program, Ohio
State University Hospital);

Marital counseling;

Hospitalization for environmental change;

Services or supplies primarily for educational, vocational or training purposes;

Orthopedic shoes, corrective shoes, arch supports;

. Temporomandibular joint dysfunction (TMJ), except if specifically provided;

Massotherapy;

Evaluation and treatment at sleep disorder centers, unless at a hospital;

Charges for air conditioners, purifiers, humidifiers, dehumidifiers, heating pads;
Hearing aids, including fittings and examinations;

Services not recommended or prescribed by a physician or other provider while acting
within the scope of their license;

Speech therapy, except for purposes of rehabilitative treatment, prescribed by a
physician;

Acupuncture;
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II.  Charges which are in excess of Usual, Customary and Reasonable (UCR) fees;

JJ. Charges which exceed the annual and lifetime maximum benefit provisions established
under the Plan;

KK. Charges incurred after the termination date of coverage under the Plan.
COORDINATION OF BENEFITS PROVISIONS

This Plan contains a provision coordinating it with other plans under which an Eligible
Participant or Dependent is covered so that total available benefits will not exceed 100% of the
allowable expense for services. The Coordination of Benefits (COB) may limit benefits when
an Eligible Participant or Dependent is covered for benefits under more than one plan. The
benefits payable under this Plan may be reduced in accordance with the following rules in
order that an Eligible Person will not receive payment for more than 100% of Covered Charges
from all plans.

The order of benefit determination rules govern the order in which each plan will pay a claim
for benefits. The plan that pays first is called the primary plan. The primary plan must pay
benefits in accordance with its policy terms without regard to the possibility that another plan
may cover some expenses. The plan that pays after the primary plan is the secondary plan.
The secondary plan (be it this Plan or some other plan) may reduce the benefits that it pays so
that payments from all plans to not exceed 100% of the total allowable expense.

Definition - The term “plan” shall be considered separately for each plan and also between
that part of any plan which applies to anti-duplication provisions and that part which does not.

Allowable Expenses — “Allowable Expenses” are any necessary, reasonable and customary
expenses at least a portion of which are covered by one of the plans covering the Eligible
Participant or Dependent for whom a claim is made. When a plan provides benefits in the
form of services rather than cash payments, the reasonable cash value of each service rendered
shall be considered both an allowable expense and a benefit paid. An expense that is not
covered by any plan covering the person is not an allowable expense. In addition, any expense
that a provider by law or in accordance with a contractual agreement is prohibited from
charging an Eligible Participant or Dependent is not an allowable expense.

The following are examples of expenses that are not allowable expenses:

A. The difference between the cost of a semi-private hospital room and a private hospital
room is not an allowable expense, unless one of the plans provides coverage for private
hospital room expenses.

B. If a person is covered by two (2) or more plans that compute their benefit payments on
the basis of usual and customary fees or relative value schedule reimbursement
methodology or other similar reimbursement methodology, any amount in excess of the
highest reimbursement amount for a specific benefit is not an allowable expense.
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If a person is covered by two (2) or more plans that provide benefits or services on the
basis of negotiated fees, an amount in excess of the highest of the negotiated fees is not
an allowable expense.

If a person is covered by one (1) plan that calculates its benefits or services on the basis
of usual and customary fees or relative value schedule reimbursement methodology or
other similar reimbursement methodology and another plan that provides its benefits or
services on the basis of negotiated fees, the primary plan’s payment arrangement shall be
the allowable expense for all plans. However, if the provider has contracted with the
secondary plan to provide the benefit or service for a specific negotiated fee or payment
amount that is different than the primary plan’s payment arrangement and if the
provider’s contract permits, the negotiated fee or a payment shall be the allowable
expense used by the secondary plan to determine the benefits.

The amount of any benefit reduction by the primary plan because an Eligible Participant
or Dependent has failed to comply with the plan provisions is not an allowable expense.
Examples of these types of plan provisions include second surgical opinions,
precertification of admissions, and preferred provider arrangements.

The following is a list of plans with which this Fund coordinates its benefits or services for
medical or dental care or treatment. The following is a non-exclusive list of plans that the Plan
coordinates with:

A.

Group, nongroup, blanket, or franchise insurance contracts, health insuring corporation
(“HIC”) contracts, closed panel plans or other forms of group or group-type coverage
(whether insurance or uninsured); medical care components of long-term care contracts,
such as skilled nursing care; medical benefits under group or individual automobile
contracts (uninsured/underinsured, no-fault, medical payment and similar policies or
coverage); group practices and other group pre-payment coverage; and Medicare
(inclusive of Parts A and/or B) or any other federal governmental plan, as permitted by
law (as set forth more fully below);

Group Blue Shield and other pre-payment coverage provided on a group basis;

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

School sponsored insurance and casualty and liability insurance;

Any other plan which has a Coordination of Benefits (COB) provision within that plan;

Any other plan which provides coverage arising out of any claim or cause of action
which might accrue because of the alleged negligent conduct of a third party;
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Any governmental plan or program created by federal or state statute or regulations for the
purpose of providing some or all of the benefits as set forth in this Plan, including but not
limited to Medicare, whether enrolled in or applied for;

G. Individual no-fault auto insurance, by whatever name called.
Effect on benefits: Primary v. Secondary Plans

The order of benefit determination rules determine whether this Plan is a primary plan or a
secondary plan with the person has health insurance coverage under more than one (1) plan.
When a claim is made, the primary plan plays its benefits without regard to any other plan.
Vehicle insurance coverage including, uninsured/underinsured, medical payment coverage, no-
fault, and similar policies or coverage as well as casualty and liability insurance coverage are
always primary. The secondary plan adjusts its benefits so that the total benefits available will
not exceed the allowable expense. No plan pays more than it would without the coordinating
provision.

Order of Benefit Determination

When an Eligible Participant or Dependent is covered by two (2) or more plans, the rules for
determining the order of benefit payments are as follows:

Any plan that does not have Coordination of Benefits provisions is always the primary plan
and always pays first.

If all plans have a Coordination of Benefits provision then the order of benefits shall be
determined as follows (*Please note that special rules, as set forth below, may apply in cases
where the Eligible Person or Dependent is a Medicare beneficiary):

A. The Plan that covers the Eligible Person as a Dependent (as opposed to direct coverage as
an employee, member, policyholder, subscriber, or retiree) will be considered the
secondary plan and pay after any other plan.

B. If an Eligible Participant is covered as an Eligible Participant (direct coverage as an
employee, member, policyholder, subscriber, or retiree) under another plan, this Plan will
pay initially one-half of the allowable expense. After the other plan has paid a share
equal to this Plan’s initial payment, this Plan shall then pay remaining allowable
expenses, if any.

C. If a Dependent of an Eligible Participant is covered as an Eligible Participant (directly
covered as an employee, member, policyholder, subscriber, or retiree) under another plan,
this Plan will not pay any benefits towards the Dependent’s claim until that person’s
benefits under the other plan are exhausted. Then, if there are additional expenses
payable towards that claim, this Plan will pay any remaining allowable expenses, if any.
If the Dependent, as a Participant in the other plan, fails to comply with the requirements
of the other plan, or fails to utilize a Health Maintenance Organization (HMO) that has
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D.

E.

been selected by that person under the other plan that would have been the primary payer,
this Plan will not pay any portion of the allowable expenses incurred by that person.

For Dependent Children

1.

If a Dependent Child is covered under both parents’ plans, the plan
covering the parent whose birthday, excluding the year of birth, occurs
earlier in the calendar year shall be the primary plan, and the plan covering
the parent whose birthday is later in the calendar year shall be the
secondary plan. (The word “birthday” refers to only the month and day in
a calendar year, not the year in which the person was born).

If both parents have the same birthday, plan covering the parent longest
will be primary and the plan covering the parent for the shorter period of
time will be secondary.

If the other plan does not have the “Birthday Rule” described above, but
instead has a rule based on the gender of the parent; and if, as a result, the
plans do not agree on the order of benefits, the rule based on the birthday
of the parent will determine the order of benefits.

If a claim is made for a Dependent Child whose parents are separated or
divorced, the following order of benefit determination will apply:

° when the Dependent Child’s parents are separated or divorced and
the custodial parent has not remarried, the benefits of a plan that
covers the Dependent Child as the custodial parent’s dependent
will be primary over the benefits of a plan that covers the
Dependent Child as a dependent of the non-custodial parent;

° when the Dependent Child’s parents are separated or divorced and
the custodial parent has remarried, the plan that covers the
Dependent Child as a dependent of the custodial parent will be
primary over a plan that covers the Dependent Child as a
dependent of the step-parent, and a plan that covers the Dependent
Child as a dependent of the step-parent will be primary over a plan
that covers the Dependent Child of the non-custodial parent.

° if there is a court decree that establishes financial responsibility for
the health care, vision care, and dental care expenses with respect
to the Dependent Child, the plan that covers the child as a
Dependent of the parent with such financial responsibility will be
considered primary over any other plan and in accordance with any
Qualified Medical Child Support Order (QMCSO).

Plans that provide benefits for a Retired Participant will pay as the secondary plan.
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Coordination With Governmental Programs And Programs Required By Statute

Benefits payable under this Plan for allowable expenses incurred during a claims determination
period will be paid from the Plan, subject to the following limitations and in accordance with
federal and state mandates:

Medicare: This Plan will pay its benefits before Medicare ONLY for:
A. An actively employed Eligible Participant who is age sixty-five (65) or older;

B. A disabled Eligible Participant who is under age sixty-five (65) and who has a
relationship with an employer indicative of an employee status, or the actively employed
Eligible Participant’s disabled Spouse or Dependent who is under age sixty-five (65) and
who is eligible for benefits under Medicare; and

C. The first thirty (30) months of treatment for end-stage renal disease received by any
covered person;

When the rules above do not apply, the Plan will pay its benefits only after Medicare has paid
its benefits.

IMPORTANT: Medicare benefits will be taken into account for any individual while he
is eligible for Medicare (inclusive of Medicare Parts A and/or B) whether or not he is
enrolled in Medicare.

Other Governmental Programs. For all other Eligible Participants, Eligible Retired
Participants or Eligible Dependents who are eligible for benefits under a governmental
program or eligible for benefits as a result of any state or federal statute or regulation (other
than Medicare), this Plan will pay its benefits in accordance with the requirements of any
relevant regulatory requirements.

Liability of the Fund

In the event benefits are reduced as provided above, each benefit otherwise payable shall be
reduced proportionately, and only the reduced amount shall be charged against any applicable
benefit limit under this Plan. If benefits have been paid under any other plan that should have
been reduced in accordance with an anti-duplication provision, this Plan may pay at its option,
to such other plan to the extent required to offset the deduction required by the existence of this
Plan. Such payment shall reduce the liability of this Plan to the extent of such payment. If
payment has been made by this Plan in excess of that permitted by this provision, this Plan
shall have the right to recover such excess from any party acquiring same.
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Right to Receive

Certain facts about health care coverage and services are needed to apply these COB rules and
to determine benefits payable under this Plan and other plans. This Plan and or its service
providers may get the facts needed from other organizations or persons (or give such facts to
other organizations or persons) for the purpose of applying these rules and determining benefits
payable under this Plan and other plans covering the persons claiming benefits. This Plan and
its service providers need not tell, or to get consent of, any person to do this. Each person
claiming benefits under this Plan must give the Plan and/or its service providers any facts
needed to apply these COB rules and determine benefits payable.

Facility of Payment

Whenever payments, which should have been made under this Plan in accordance with this
provision, have been made under any other plan, this Plan will have the right, exercisable alone
and at its sole discretion, to pay any organizations making such other payments, any amounts it
determines to be warranted in order to satisfy the intent of this provision, and amounts so paid
will be determined to be benefits paid under this Plan and to the extent of such payment for
covered services, this Plan will be fully discharged from liability.

Right of Recovery

If this Plan pays for more covered services than this provision requires, this Plan has the right
to recover the excess from anyone to or for whom the payment was made, or from any other
person or organization that may have been responsible for the benefits or services provided for
the covered person. The amount of the payments made includes the reasonable cash value of
any benefits provided in the form of the payments made. You agree to do whatever necessary
to secure this Plan’s right to recover excess payment.
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RIGHT OF SUBROGATION AND RECOVERY

The Fund's right of subrogation and recovery arises and will be exercised when any benefits,
including short-term disability, hospital, surgical and/or medical benefits, are paid to or on behalf
of a Participant Retiree or Dependent (hereinafter referred to as the "Covered Person") due to a
loss, injury or illness for which another person or entity is our may be legally responsible. This
would include but not be limited to a loss, injury or illness compensable under the workers'
compensation system, and/or due to medical malpractice, negligence, tortious and/or criminal
conduct of a third party, or any other situation. In consideration for the Fund's advancement of
benefits in this context, the Covered Person agrees to the terms set forth herein.

The Fund shall be fully reimbursed when recovery occurs or is available from any source,
including but not limited to the person or entity that is or may be responsible for such loss, injury
or illness, the insurer of such person or entity, the Covered Person's insurer including coverage
for medical payments, underinsured and/or uninsured motorists coverage, at fault or no-fault
insurance, casualty or liability insurance the workers' compensation system, or any other source
(each of the aforementioned hereinafter collectively referred to as "Responsible Person(s)").
Such recovery includes but is not limited to court judgments, administrative or agency orders,
private settlements, any and all monies however characterized, or any other payments. No
settlement shall be made or release given for claims arising out of the Covered Person's loss,
injury or illness without prior written consent of the Fund. In consideration for the Fund's
advancement of benefits in this context, the Responsible Person(s) agrees to the terms set forth
herein.

In connection with the above paragraphs, the Fund shall be reimbursed in the full gross amount
of any and all benefits, of whatever type, paid or otherwise provided by the Fund. The Fund shall
receive full and complete reimbursement first, and prior to any other disbursements including
disbursement to the Covered Person, payment of attorneys’ fees and/or expenses. The Fund's
right to full reimbursement shall not be subject to reduction for reasons including but not limited
to the Covered Person's failure to recover the perceived full or actual value of his or her claim for
whatever reason, attorneys fees, expenses or other costs, and/or the Fund's failure to actively
participate in the claim and/or recovery. Further, the Fund expressly rejects, disclaims and
otherwise prohibits application of the "make-whole" doctrine or any similar doctrine or common
law rule with respect to its subrogation, recovery and reimbursement rights. Additionally, the
Fund expressly rejects, disclaims and otherwise prohibits application of the “common fund”
doctrine or any similar doctrine or common law rule with respect to its subrogation, recovery and
reimbursement rights.

The Covered Person shall complete all paperwork deemed necessary by the Fund to protect its
subrogation interests, including the signing of the Fund's subrogation and reimbursement
agreement; failure to do so entitles the Fund to deny coverage for the subject loss, injury or
illness. The Covered Person will do nothing to impair or negate the Fund's right of subrogation
and will fully cooperate with the Fund. If the Covered Person performs any act or fails to act, or
otherwise compromises the Fund's rights, the Fund may immediately seek recovery of all benefit
amounts paid by any available means, including legal action. The Fund shall also have the right
to offset any future benefit payments that would otherwise be payable to or on behalf of the
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Covered Person, to the extent of its lien. These offset benefits shall be permanently forfeited by
the Covered Person and the Covered Person shall be legally responsible for any unpaid amounts.

The Covered Person assigns to the Fund any and all claims, demands and contractual rights the
Covered Person has or may have against Responsible Person(s) arising from or related in any
way to the Covered Person's loss, injury or illness, and agrees that the Fund is substituted in the
place of the Covered Person against such Responsible Person(s) to the extent of the amount paid
by the Fund as a result of such loss, injury or illness. This entitles the Fund to make claim or file
suit in the name of the Covered Person. The Covered Person agrees that the Fund shall hold a
lien against any amounts the Covered Person receives, will receive or has available from any
source as a result of the loss, injury or illness to the extent of benefits paid by the Fund. The
Covered Person agrees that the Fund may at any time notify or otherwise communicate with the
Responsible Person(s) and the Covered Person's attorney and release information relative to the
loss, injury or illness. The Covered Person agrees to promptly make claims against the
Responsible Person(s), and, if necessary, to commence and prosecute a lawsuit against such
Responsible Person(s) with all due diligence. Any recipient of settlement proceeds or assets
collected from judgments are subject to the imposition of a constructive trust.

CONSTRUCTIVE TRUST

A Covered Person or his attorney who receives any recovery (whether by judgment, settlement,
compromise, or otherwise) has an absolute obligation to immediately tender the recovery to the
Plan under the terms of this provision and otherwise make restitution to the Plan. A Participant
or his attorney who receives any such recovery and does not immediately tender the recovery to
the Plan will be deemed to hold the recovery in constructive trust for the Plan, because the
Participant or his attorney is not the rightful owner of the recovery and should not be in
possession of the recovery until the Plan has received restitution.

RECOUPMENT

If the Plan should provide any form of benefit under the Plan to you and/or your dependent(s)
and, for whatever reason, such benefit was not required under the terms of the Plan or otherwise
mistakenly paid, the Plan shall have the right to offset future benefits to the extent of the
overpayment. This provision does not limit the Plan's right to recover such amount by any other
lawful means.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS

A Qualified Medical Child Support Order (QMCSO) is a judgment, decree or order made
pursuant to a state domestic relations law (including community property law) that relates to the
provision of support for a child of a Participant (Alternate Recipient) and which:

A. Creates or recognizes the existence of an Alternate Recipient’s right to, or assigns to an

Alternate Recipient the right to receive benefits for which a Participant or beneficiary is
eligible under this Plan; and
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B. Specifies (a) the name and last known mailing address (if any) of the Participant and each
Alternate Recipient covered by the Order, and (b) a reasonable description of the type of
coverage to be provided by the Plan or the manner in which the coverage is to be
determined; and

C. Does not require the Plan to:

1. Provide any type or form of benefit, or any option, not otherwise provided
under the Plan, except to the extent necessary to meet the requirements of
any law relating to medical child support, as described in Section 1908 of
the Social Security Act.

2. Upon receipt of any judgment, decree or order (including approval of a
property settlement agreement) relating to the provision of payment by the
Plan to an Alternate Recipient pursuant to a state domestic relations law,
the Trustees shall promptly notify the affected Participant and any
Alternate Recipient of the receipt of such judgment, decree or order and
shall notify the affected Participant and Alternate Recipient of the
Trustees’ procedures for determining whether or notthe judgment, decree
or order is a Qualified Medical Child Support Order (QMCSO).

3. The Trustees shall establish procedures to determine the status of
judgment, decree or order as a QMCSO and to administer Plan benefits in
accordance with Qualified Medical Child Support Orders.  Such
procedures shall be in writing, shall include a provision specifying the
notification requirements enumerated in the preceding paragraph, shall
permit an Alternate Recipient to designate a representative for receipt of
communications from the Trustees and shall include such other provisions
as the Trustees shall determine, including provisions required under
regulations promulgated by the Secretary of the Treasury. A Participant or
Alternate Recipient, and/or representatives of either or both parties may
obtain a copy of the QMCSO procedures established by the Trustees, upon
written request made to the Fund Office. A Participant or Alternate
Recipient may sue the Fund with respect to the enforcement of a QMCSO.

STATEMENT OF YOUR RIGHTS UNDER ERISA
As a participant in the Plan you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974, as amended (ERISA). ERISA provides that all plan
participants shall be entitled to:

Receive Information About Your Plan and Benefits

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, including insurance
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contracts and collective bargaining agreements, and a copy of the latest annual report (Form
5000 Series) filed by the plan with the U.S. Department of Labor and available at the Public
Disclosure Room of the Pension and Welfare Benefit Administration.

Obtain, upon written request to the plan administrator, copies of documents governing the
operation of the plan, including insurance contracts and collective bargaining agreements, and
copies of the latest annual report (Form 5000 Series) and updated summary plan description.
The 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

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

Reduction or elimination of exclusionary periods of coverage for preexisting conditions under
your group health plan, if you have creditable coverage from another plan. You should be
provided a certificate of creditable coverage, free of charge, from your group health plan or
health insurance issuer when you lose coverage under the Plan, when you become entitled to
elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you
request it before losing coverage, or if you request it up to 24 months after losing coverage.
Without evidence of creditable coverage, you may be subject to a preexisting condition
exclusion for 12 months (18 months for late enrollees) after your enrollment date in your
coverage.

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 benefit or exercising your rights under ERISA.

Enforce Your Rights
If your claim for benefits is denied or ignored, in whole or in part, you have a right to know
why this was done, to obtain copies of documents relative to the decision without charge, and

to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you
request a copy of plan documents or the latest annual report from the plan and do not receive
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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
administrator. If you have a claim for benefits which is denied or ignored, in whole or in part,
you may file suit in a state or Federal court. In addition, if you disagree with the plan’s
decision or lack thereof concerning the qualified status of a domestic relations order or a
medical child support order, you may file suit in Federal court. If it should happen that plan
fiduciaries misuse the plan’s money, or if you are discriminated against for asserting your
rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a
Federal court. The court will decide who should pay court costs and legal fees. If you are
successful the court may order the person you have sued to pay these costs and fees. If you
lose, the court may order you to pay these costs and fees, for example, if it finds your claim is
frivolous.

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 Pension and Welfare Benefits Administration, U.S. Department of Labor, listed in
your telephone directory or the Division of Technical Assistance and Inquiries, Pension and
Welfare Benefits Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W.,
Washington, D.C. 20210. You may also obtain certain publications about your rights and
responsibilities under ERISA by calling the publications hotline of the Pension and Welfare
Benefits Administration.

ERISA requires that certain information be furnished to each participant in an Employee
Benefit Plan. This book is the Plan document and Summary Plan Description for purposes of
ERISA.

ADDITIONAL INFORMATION REQUIRED BY ERISA

1. Name of Plan:
Plumbers & Pipefitters Local 219 Health & Welfare Plan
2. Plan Established and Maintained by:

Board of Trustees

Plumbers & Pipefitters Local 219 Health & Welfare Fund
c/o Timothy Meyers, Administrator

33 Fitch Boulevard

Austintown, Ohio 44515

(330) 270-0453

(800) 435-2388

(330) 270-0912 (facsimile)
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Participating Employers:

Upon written request to the Fund Office, you may receive information as to whether a
particular employer is a sponsor of the Plan. If he is, the Fund Office will furnish his
address.

Employer Identification Number (EIN):
34-1374275

Plan Number: 501

Type of Plan:

This Plan is maintained for the purpose of providing dismemberment, disability,
hospitalization, surgical, medical, dental, vision and other related benefits.

Type of Administration of the Welfare Plan:

Although this plan technically is administered and maintained by the joint Board of
Trustees of the Plumbers & Pipefitters Local 219 Health & Welfare Fund, the Trustees
have delegated certain claims administration functions to a professional benefits
administrator: Timothy Meyers, Administrator, Compensation Programs of Ohio, Inc.
(CPI) Address all communications with the Board of Trustees to:

Board of Trustees

Plumbers & Pipefitters Local 219 Health & Welfare Fund
c/o Timothy Meyers, Administrator

33 Fitch Boulevard

Austintown, Ohio 44515

(330) 270-0453

(800) 435-2388

(330) 270-0912 (facsimile)

Hospital, surgical, medical, dental, vision, life, accidental dismemberment and weekly
accident and sickness benefits are self-funded and administered by the Plumbers &
Pipefitters Local 219 Health & Welfare Fund, through Timothy Meyers, Administrator,
Compensation Programs of Ohio, Inc. (CPI), 33 Fitch Boulevard, Austintown, Ohio
44515.

Prescription drug benefits are provided through Caremark, Inc., 2211 Sanders Road,
Northbrook, Illinois 60062.

The Hospital (facility), Medical and Surgical benefits are self-insured through a provider

network operated by Anthem, The provider lists are furnished automatically, without
charge, as a separate document.
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10.

1.

Stop Loss coverage is insured through Amalgamated Life Insurance Company, 333
Westchester Avenue, White Plains, New York 10604.

Agent for Service of Legal Process:

The Board of Trustees serves as the agent for service of legal process. Service of legal
process may also be made upon any individual Trustee.

Name, Title and Address of Principal Place of Business of each Trustee:

Management Union

Aaron R. Hall Boyd Crossland

MCA of Akron Plumbers & Pipefitters Local Union No. 219
2181 Akron Peninsula Rd. 644 E. Tallmadge Ave.

Akron, OH 44313 Akron, Ohio 4310

Melinda Shew Brett Bozak

S.A. Comunale, Co., Inc. Plumbers & Pipefitters Local Union No. 219
2900 Newpark Drive 644 E. Tallmadge Ave.

Barberton, Ohio 44203 Akron, Ohio 4310

Beth Will Timothy R. Stem

Bassak Bros., Inc. Plumbers & Pipefitters Local Union No. 219
123 Vernon Odom Blvd. 644 E. Tallmadge Ave.

Akron, OH 44307 Akron, Ohio 4310

Collective Bargaining Agreements:

This plan is maintained pursuant to a collective bargaining agreement between Plumbers
& Pipefitters Local Union No. 219 and the various participating employers. You may
obtain a copy of the collective bargaining agreements by writing to the Plan
Administrator, or you may examine it at the Fund Office.

Sources of Contributions:
The Plan is funded through contributions by the employers on behalf of their employees
under the terms of a collective bargaining agreement, and by investment income earned

on a portion of the Fund’s assets.

The Plan is subject to periodic actuarial review to assure the relationship between income
and benefit costs meets the funding standards.
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12.

13.

14.

15.

16.

Funding Medium for the Accumulation of Plan Assets:

Assets are accumulated and benefits are provided by the Trust Fund. Some Plan assets
are invested.

Date of the Plan’s Fiscal Year End:  December 31.
Maternity Or Newborn Infant Coverage:

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 the newborn child to less than forty-eight (48) hours following a vaginal
delivery, or less than ninety-six (96) hours following a cesarean section. However,
Federal law generally does not prohibit the mother’s or the newborn’s attending provider,
after consulting with the mother, from discharging the mother or her newborn earlier than
forty-eight (48) (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 issuer for
prescribing length of stay not in excess of forty-eight (48) hours (or 96 hours).

Women’s Health and Cancer Rights Act:

This Plan, when providing medical and surgical benefits with respect to a mastectomy
will provide, in the case of a Participant or Eligible Dependent who is receiving benefits
in connection with a mastectomy and who elects breast reconstruction in connection with
such mastectomy, coverage for reconstruction of the breast on which the mastectomy was
performed, surgery and reconstruction on the other breast to give a symmetrical
appearance, and coverage for prostheses and physical complications at all stages of the
mastectomy, including lymphedemas. Such coverage is subject to this Plan’s annual
deductibles and coinsurance provisions.

Grandfathered Health Plan — Notice

The Board of Trustees believes that this group health plan is a “grandfathered health
plan” under the Patient Protection and Affordable Care Act (Affordable Care Act). As
permitted by the Affordable Care Act, a grandfathered health plan can preserve certain
basic health coverage that was already in effect when that law was enacted. Being a
grandfathered health plan means that this Plan may not include certain consumer
protections of the Affordable Care Act that apply to other plans, for example, the
requirement for the provisions of preventative health services without any cost sharing.
However, grandfathered health plans must comply with certain other consumer
protections in the Affordable Care Act, for example, the elimination of lifetime limits on
benefits.

Questions regarding which protections apply and which protections do not apply to a

grandfathered health plan and what might cause a plan to change from grandfathered
health plan status can be directed to the Fund Office at 1.800.435.2388. You may also
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17.

18.

19.

20.

contact the Employee Benefits Security Administration, U.S. Department of Labor at
1.866.444.3272 or www.dol.gov/ebsa/healthreform. This website has a table
summarizing which protections do and do not apply to grandfathered health plans.

Mental Health Parity and Addiction Equity Act of 2008

To the extent the applicable medical plan provides mental health and substance abuse
benefits, it will not place financial requirements, such as co-pays and deductibles, and
treatment limitations, such as visit limits, on mental health or substance use disorder
benefits that are more restrictive than the predominant requirements or limitations applied
to substantially all medical and/or surgical benefits. Such coverage shall be subject to
any applicable deductibles and coinsurance, as well as any limits on the number of
covered hospital days and/or outpatient visits.

Genetic Information Nondiscrimination Act of 2008

The Fund shall not request or require an individual Participant or family member to
undergo a genetic test provided, however this prohibition shall not limit the Plan from
adjusting the employer’s contributions based on the manifested disease of an individual
covered under the policy. However, the Plan will not use the manifested disease to
further increase the employer’s contributions since, it also constitutes genetic information
about family members covered under the Plan.

The Plan shall not request or require a Participant or family member to undergo a genetic
test. Provided that such prohibition does not: (1) limit the authority of a health care
professional to request an individual to undergo a genetic test; or (2) preclude the Plan
from obtaining or using the results of a genetic test to make a determination regarding
payment. The Plan shall request only the minimum amount of information necessary to
accomplish the intended purpose.

Your Financial Responsibilities

Your financial responsibilities include the deductible amounts specified in the schedule
of benefits. Coinsurance charges are also your responsibility. You are responsible for
paying non-covered charges, billed charges for all services and supplies after benefit
maximums have been reached, and for services and supplies rendered by non-contracting
and non-participating providers, as well as for excess charges.

Rescission of Benefits

In accordance with the Affordable Care Act, this Plan will only “rescind,” or cancel, or
discontinue coverage retroactively in cases where a participant or the participant’s
eligible dependent (or a person seeking coverage on behalf of such individual) has
performed an act, practice, or omission that constitutes fraud, or in cases where such an
individual makes an intentional misrepresentation of a material fact, as prohibited by the
terms of this Plan. If this Plan seeks to rescind benefits on such grounds, it will provide
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the individual with thirty (30) calendar days advance written notice prior to rescission,
along with information about appeal rights. Please note that a retroactive termination of
coverage due to a covered person’s failure to pay premiums is not a rescission.

HIPAA - PROTECTED HEALTH INFORMATION

Neither the Plan nor any of the providers of benefit programs covered under HIPAA discriminate
against any participant or Dependent on the basis of health related status which refers to medical
condition, claims experience, receipt of health care, genetic information or disability. By
discriminate the Plan means exclusion from coverage, eligibility rules, or higher premiums but
does not mean setting limitation on amount level, or nature of benefits or coverage nor limitation
on amount of premium that may be charged nor preexisting condition exclusions in conformity
with HIPAA. The Plan and the carriers it retains to provide benefits coverage either do not have
preexisting condition exclusions or if such exclusions exist they comply with the terms of
HIPAA.

NEW FEDERAL REGULATIONS REQUIRE YOUR HEALTH PLAN TO FOLLOW NEW PROCEDURES TO
PROTECT YOUR PRIVACY — SPECIFICALLY, THE PRIVACY OF YOUR HEALTH INFORMATION
WITHIN THE CONTROL OF THE PLAN.

When you read the notice that the Plan is required to send to you under the new rules, please pay
close attention to the following points:

e The rules allow the Plan to use and disclose your health information:
» To pay claims; and
» To administer the Plan.
» Unless you object, the rules allow the Plan to communicate orally, electronically and by

other means about the status of your claims and your eligibility for benefits with your
spouse if you are married.

For example:

The Fund Office may discuss:

» Your claims electronically, over the telephone or in person with your spouse.
» Your spouse’s claims electronically, over the telephone or in person with you.

As parents or guardians, you and your spouse will generally have continuing access to
information regarding your minor children.

The Fund will assume the person contacting them is involved with an individual’s care if the
person can identify the provider name and date of service.

If you do not wish to have the Fund Office discuss your protected health information with
your spouse, you must complete the form on the next page and send it to the Fund Office.
The form will take effect when the Fund Office receives it.
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Privacy Request

To:  Plumbers & Pipefitters Local 219 Health & Welfare Fund
Compensation Programs of Ohio, Inc. (CPI)
33 Fitch Boulevard
Austintown, Ohio 44515

The Fund Office does not have my permission to discuss my protected health information,
including eligibility and claims status, with the person checked below unless I specifically
authorized such a discussion in writing:

[] My Spouse

Name: Social Security Number:

Signature: Date:

79



Privacy Notice

Section 1: Purpose of This Notice and Effective Date

This Notice Describes:
1.
2.

Please review this information carefully.

How medical information about you may be used and disclosed; and

How you may obtain access to this information.

Effective date. The effective date of this updated Notice is September 23, 2013.

This Notice is required by law. The Plan is required by law to take reasonable steps to ensure the
privacy of your personally identifiable health information and to inform you about:

1.

2.

The Plan’s uses and disclosures of Protected Health Information (PHI),
Your rights to privacy with respect to your PHI,
The Plan’s duties with respect to your PHI,

Your right to file a complaint with the Plan and with the Secretary of the U.S.
Department of Health and Human Services, and

The person or office you should contact for further information about the Plan’s privacy
practices.

Section 2: Your Protected Health Information

Protected Health Information (PHI) Defined

The term “Protected Health Information” (PHI) includes all

information related to your past, present or future physical or | PHI refers to your health
mental health condition or to payment for health care. PHI | information held by the Plan.
includes information maintained by the Plan in oral, written or

electronic form.

When the Plan May Disclose Your PHI

Under the law, the Plan may disclose your PHI without your consent or authorization or the
opportunity to object in the following cases:

® At your request. If you request it, the Plan is required to give you access to certain
PHI in order to allow you to inspect it and/or copy it.

e To the Plan’s Trustees. The Plan will disclose PHI to the Plan Sponsor for purposes

related to treatment, payment and health care operations. The Plan Sponsor is the
Board of Trustees. The Plan Sponsor has amended its Plan Documents to protect your
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PHI as required by Federal law. For example, the Plan may disclose information to
the Board of Trustees to allow them to decide an appeal or review a subrogation

claim.

As required by an agency of the government. The
Secretary of the Department of Health and Human
Services may require the disclosure of your PHI to
investigate or determine the Plan’s compliance
with the privacy regulations.

For treatment, payment or health care
operations. The Plan and its business associates
will use PHI without your consent, authorization
or opportunity to agree or object in order to carry
out:

The Plan does not need your
consent or authorization to release
your PHI when:

® yourequest it,

e a government agency requires
it,

e Trustees are required to review
it, or

o the Plan uses it for treatment,
payment or health care

» Treatment,

» Payment, or

operations.

> Health care operations.

Definitions of Treatment, Payment or Health Care Operations

Treatment is health
care.

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

For example: The Plan discloses to a treating orthodontist the name of your
treating dentist so that the orthodontist may ask for your dental X-rays from the
treating dentist.

Payment is paying
claims for health care
and related activities.

Payment includes but is not limited to making coverage determinations and
payment. These actions include billing, claims management, subrogation, Plan
reimbursement, reviews for medical necessity and appropriateness of care,
utilization review and preauthorization.

For example: The Plan tells your doctor whether you are eligible for coverage or
what percentage of the bill will be paid by the Plan.

Health Care
Operations keep the
Plan operating
soundly.

Health care operations include but are not limited to quality assessment and
improvement, reviewing competence or qualifications of health care professionals,
underwriting, premium rating and other insurance activities relating to creating or
renewing insurance contracts. It also includes disease management, case
management, conducting or arranging for medical review, legal services and
auditing functions including fraud and abuse compliance programs, business
planning and development, business management and general administrative
activities.

For example: The Plan uses information about your medical claims to refer you to
a disease management program, to project future benefit costs or to audit the

accuracy of its claims processing functions.
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When the Disclosure of Your PHI Requires Your Written
Authorization

The Plan must generally obtain your written authorization before

Psychotherapy notes are separately
filed notes about your conversations
with your mental health professional
during a counseling session. They do
not include summary information about

the Plan will use or disclose psychotherapy notes about you from
your psychotherapist. However, the Plan may use and disclose
such notes when needed by the Plan to defend itself against

your mental health treatment.

litigation filed by you.

Use or Disclosure of Your PHI That Requires You Be Given an Opportunity to Agree or
Disagree Before the Use or Release

Disclosure of your PHI to family members, other relatives and your close personal friends is
allowed under federal law if:

The information is directly relevant to the family or friend’s involvement with
your care or payment for that care, and

You have either agreed to the disclosure or have been given an opportunity to
object and have not objected.

Use or Disclosure of Your PHI For Which Consent, Authorization or Opportunity to
Object Is Not Required

The Plan is allowed under federal law to use and disclose your PHI without your consent,
authorization or request under the following circumstances:

1.

2.

When required by law.

In general, the Plan does not need
. ] ] your consent to release your PHI if
Public health purposes. To an authorized public | required by law or for public health

health official if required by law or for public | and safety purposes.

health and safety purposes. PHI may also be used
or disclosed if you have been exposed to a communicable disease or are at risk of
spreading a disease or condition, if authorized by law.

Domestic violence or abuse situations. When authorized by law to report
information about abuse, neglect or domestic violence to public authorities if a
reasonable belief exists that you may be a victim of abuse, neglect or domestic
violence. In such case, the Plan will promptly inform you that such a disclosure
has been or will be made unless that notice would cause a risk of serious harm.

Oversight activities. To a public health oversight agency for oversight activities
authorized by law. These activities include civil, administrative or criminal
investigations, inspections, licensure or disciplinary actions (for example, to
investigate complaints against providers) and other activities necessary for
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10.

11.

12.

13.

appropriate oversight of government benefit programs (for example, to the
Department of Labor).

Legal proceedings. When required for judicial or administrative proceedings. For
example, your PHI may be disclosed in response to a subpoena or discovery

request that is accompanied by a court order.

Law enforcement health purposes. When required for law enforcement purposes
(for example, to report certain types of wounds).

Law enforcement emergency purposes. For certain law enforcement purposes,

including:

a. identifying or locating a suspect, fugitive, material witness or missing
person, and

b. disclosing information about an individual who is or is suspected to be a

victim of a crime, but only if the individual agrees to the disclosure or the
covered entity is unable to obtain the individual’s agreement because of
emergency circumstances.

Determining cause of death and organ donation. When required to be given to a
coroner or medical examiner to identify a deceased person, determine a cause of
death or other authorized duties. The Plan may also disclose PHI for cadaveric
organ, eye or tissue donation purposes.

Funeral purposes. When required to be given to funeral directors to carry out
their duties with respect to the decedent.

Research. For research, subject to certain conditions.

Health or safety threats. When, consistent with applicable law and standards of
ethical conduct, the Plan in good faith believes the use or disclosure is necessary
to prevent or lessen a serious and imminent threat to the health or safety of a
person or the public and the disclosure is to a person reasonably able to prevent or
lessen the threat, including the target of the threat.

Workers’ compensation programs. When authorized by and to the extent
necessary to comply with workers’ compensation or other similar programs
established by law.

Specialized Government Functions. When required, to military authorities under
certain circumstances, or to authorized federal officials for lawful intelligence,
counter intelligence and other national security activities.

Except as otherwise indicated in this Notice, uses and disclosures will be made only with your
written authorization subject to your right to revoke your authorization. Any revocation of any
authorization must be in writing. The authorization form that you would use describes how to
revoke an authorization. A revocation is not effective unless it is received by the Privacy

Official.
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Other Uses or Disclosures
The Plan may contact you to provide you information about treatment alternatives or other
health-related benefits and services that may be of interest to you.

The Plan may disclose protected health information to the sponsor of the plan for reviewing your
appeal of a benefit claims or for other reasons regarding the administration of this Plan. The

“plan sponsor” of this Plan is the Board of Trustees.

SECTION 3: YOUR INDIVIDUAL PRIVACY RIGHTS

You May Request Restrictions on PHI Uses and Disclosures and Receipt of PHI

You may request the Plan to:

1. Restrict the uses and disclosures of your PHI to carry out treatment, payment or
health care operations, or

2. Restrict uses and disclosures to family members, relatives, friends or other
persons identified by you who are involved in your care.

The Plan, however, is not required to agree to your request if the Plan Administrator or Privacy
Official determines it to be unreasonable.

In addition, the Plan will accommodate an individual’s reasonable request to receive
communications of PHI by alternative means or at alternative locations where the request
includes a statement that disclosure could endanger the individual.

You or your personal representative will be required to complete a form to request restrictions
on uses and disclosures of your PHI or to receive communications of PHI by alternative
means or at alternative locations. Make such requests to:

Plumbers & Pipefitters Local 2.19 Health & Welfare Fund Protected Health Information (PHI):

Compensation Programs of Ohio, Inc. (CPI) includes all individually identifiable

33 Fitch Boulevard health  information transmitted or

Austintown, Ohio 44515 maintained by the Plan, regardless of the
form of the PHI.
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You May Inspect and Copy PHI

You have a right to inspect and obtain a copy of your PHI contained in a “designated record set,”

for as long as the Plan maintains the PHL

The Plan must provide the requested information within 30
days if the information is maintained on site or within 60 days
if the information is maintained offsite. A single 30-day
extension is allowed if the Plan is unable to comply with the
deadline.

You or your personal representative will be required to
complete a form to request access to the PHI in your designated
record set. Requests for access to PHI should be made to the
following officer:

Plumbers & Pipefitters Local 219 Health & Welfare Fund
Compensation Programs of Ohio, Inc. (CPI)

33 Fitch Boulevard

Austintown, Ohio 44515

Designated Record Set: includes your
medical records and billing records that are
maintained by or for a covered health care
provider. Records include enrollment,
payment, billing, claims adjudication and
case or medical management record
systems maintained by or for a health plan
or other information used in whole or in
part by or for the covered entity to make
decisions about you. Information used for
quality control or peer review analyses and
not used to make decisions about you is not
included.

If access is denied, you or your personal representative will be provided with a written denial
setting forth the basis for the denial, a description of how you may exercise your review rights
and a description of how you may complain to Plan and the Secretary of the U.S. Department of

Health and Human Services.

You Have the Right to Amend Your PHI

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

to certain exceptions.

The Plan has 60 days after receiving your request to act on
it. The Plan is allowed a single 30-day extension if the Plan

is unable to comply with the 60-day deadline. If the Plan
denied your request in whole or part, the Plan must provide
you with a written denial that explains the basis for the
decision. You or your personal representative may then
submit a written statement disagreeing with the denial and
have that statement included with any future disclosures of
that PHIL.

If you disagree with the record of
your PHI, you may amend it.

If the Plan denies your request to
amend your PHI, you still have the
right to have your written statement
disagreeing with that denial
included in your PHI.

Forms are available for these
purposes.

85




You should make your written request to amend PHI to the following officer:

Plumbers & Pipefitters Local 219 Health & Welfare Fund
Compensation Programs of Ohio, Inc. (CPI)

33 Fitch Boulevard

Austintown, Ohio 44515

You or your personal representative will be required to complete a form to request amendment of
the PHIL.

You Have the Right to Receive an Accounting of the Plan’s PHI Disclosures

At your request, the Plan will also provide you with an accounting of disclosures by the Plan of
your PHI. The Plan does not have to provide you with an accounting of disclosures related to
treatment, payment or health care operations or disclosures made to you or authorized by you in
writing.

The Plan has 60 days to provide the accounting. The Plan is allowed an additional 30 days if the
Plan gives you a written statement of the reasons for the delay and the date by which the
accounting will be provided.

If you request more than one accounting within a 12-month period, the Plan will charge a
reasonable, cost-based fee for each subsequent accounting.

You Have the Right to Receive a Paper Copy of This Notice Upon Request

To obtain an additional paper copy of this Notice, contact the following officer:

Plumbers & Pipefitters Local 219 Health & Welfare Fund
Compensation Programs of Ohio, Inc. (CPI)

33 Fitch Boulevard

Austintown, Ohio 44515

Your Personal Representative

You may exercise your rights through a personal representative. Your personal representative
will be required to produce evidence of authority to act on your behalf before the personal
representative will be given access to your PHI or be allowed to take any action for you. Proof of
such authority will be a completed, signed and approved Appointment of Personal
Representative form. You may obtain this form by calling the Fund

Office.

You may designate a personal

The Plan retains discretion to deny access to your PHI to a personal | fepresentative by completing a
form that is available from the

representative to provide protection to those vulnerable people who | g -4 Office

depend on others to exercise their rights under these rules and who
may be subject to abuse or neglect.

86



The Plan will recognize certain individuals as personal representatives without you having to
complete an Appointment of Personal Representative form. For example, the Plan will
automatically consider a spouse to be the personal representative of an individual covered by the
plan. In addition, the Fund will consider a parent or guardian as the personal representative of an
unemancipated minor unless applicable law requires otherwise. A spouse or a parent recognized
as a personal representative may act on an individual’s behalf, including requesting access to
their PHI. Spouses and unemancipated minors may, however, request that the Plan restrict
information that goes to family members as described above at the beginning of Section 3 of this
Notice.

Section 4: The Plan’s Duties

This notice is written to inform you
of the Plan’s obligation to maintain
the privacy of your PHI.

Maintaining Your Privacy
The Plan is required by law to maintain the privacy of your PHI

and to provide you and your eligible dependents with notice of
its legal duties and privacy practices.

This revised Notice is effective beginning on September 23, 2013 and the Plan is required to
comply with the terms of this notice. However, the Plan reserves the right to change its privacy
practices and to apply the changes to any PHI received or maintained by the Plan prior to that
date. If a privacy practice is changed, a revised version of this notice will be provided to you and
to all past and present participants and beneficiaries for whom the Plan still maintains PHI.

Any revised version of this notice will be distributed within 60 days of the effective date of any
material change to:

o The uses or disclosures of PHI,

®  Your individual rights,

e The duties of the Plan, or

e Other privacy practices stated in this notice.
Disclosing Only the Minimum Necessary Protected Health Information

When using or disclosing PHI or when requesting PHI from another

covered entity, the Plan will make reasonable efforts not to use,
disclose or request more than the minimum amount of PHI
necessary to accomplish the intended purpose of the use, disclosure
or request, taking into consideration practical and technological
limitations.

The Plan must limit its uses and
disclosures of PHI or requests for
PHI to the minimum necessary
amount to accomplish its purposes.

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

¢ Disclosures to or requests by a health care provider for treatment,

e Uses or disclosures made to you,

e Uses or disclosures made pursuant to your written authorization,
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¢ Disclosures made to the Secretary of the U.S. Department of Health and Human
Services, pursuant to its enforcement activities under HIPAA,

e Uses or disclosures required by law, and

e Uses or disclosures required for the Plan’s compliance with legal regulations.

This notice does not apply to information that has been de-identified. De-identified information
is information that:

¢ Does not identify you, and

e With respect to which there is no reasonable basis to believe that the information can
be used to identify you.

In addition, the Plan may use or disclose “summary health information” to the Plan Sponsor for
obtaining premium bids or modifying, amending or terminating the group health Plan. Summary
information summarizes the claims history, claims expenses or type of claims experienced by
individuals for whom a Plan Sponsor has provided health benefits under a group health plan.
Identifying information will be deleted from summary health information, in accordance with
HIPAA.

Section 5: Final HIPAA Rule

Final modifications to the HIPAA Privacy, Security, and Enforcement Rules mandated by the
Health Information Technology for Economic and Clinical Health (HITECH) Act generally
referred to as the HIPAA Final Rule, are as follows:

®* You have the right to be notified of a data breach relating to your unsecured health
information.

® You have the right to ask for a copy of your electronic medical record in an electronic
form provided the information already exists in that form.

® To the extent the Plan performs any underwriting the Plan cannot disclose or use any
genetic information for such purposes.

¢ The Plan may not use your PHI for marketing purposes or sell such information without
your written authorization.

Section 6: 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 privacy officer:

Plumbers & Pipefitters Local 219 Health & Welfare Fund You have the right to file a

Compensation Programs of Ohio, Inc. (CPI) complaint if you feel your privacy
33 Fitch Boulevard rights have been violated.
Austintown, Ohio 44515 The Plan may not retaliate against

you for filing a complaint.
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You may also file a complaint with:

Secretary of the U.S. Department of Health and Human Services
Hubert H. Humphrey Building

200 Independence Avenue S.W.

Washington, D.C. 20201

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

Section 7: If You Need More Information

If you have any questions regarding this notice or the subjects addressed in it, you may contact
the privacy officer at the Fund Office:

Plumbers & Pipefitters Local 219 Health & Welfare Fund
Compensation Programs of Ohio, Inc. (CPI)

33 Fitch Boulevard

Austintown, Ohio 44515

Section 8: Conclusion

PHI use and disclosure by the Plan is regulated by the federal Health Insurance Portability and
Accountability Act, known as HIPAA. You may find these rules at 45 Code of Federal
Regulations Parts 160 and 164. This notice attempts to summarize the regulations. The
regulations will supersede this notice if there is any discrepancy between the information in this
notice and the regulations.
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CLAIMS AND APPEALS PROCEDURES

The procedures which you need to follow in order to properly file a claim are constantly
changing in order to ensure more efficient and timely processing of your benefits. The changes
provided in this new Procedure apply to all claims filed. You will be provided with any future
changes to the procedures in a separate document. Please make sure you review all
correspondence about your Fund and keep these additional procedures with your Summary Plan
Description.

FILING CLAIMS FOR MEDICAL BENEFITS

When you receive health care services:

A.  Show your identification card to the service provider; and

B.  Ask the provider to file a claim for you
If your provider of the medical service is a Participating Provider in the Anthem network, he/she
will submit all necessary claim information on your behalf to Anthem. (“Anthem”). Anthem will
forward the claims to the Fund's Administrative Office to be reviewed and paid. If you do not
use a provider that is part of Anthem network, the Fund's Administrative Office will provide
reimbursement from the Fund to the provider directly.
If you do not use a provider who is part of the Anthem, you may have to submit a claim for
benefits directly to the Fund. If you must submit a claim for health care services received, you
should:

A. Obtain an itemized bill from the hospital, doctor, medical facility or other provider;

B. Obtain a claim form from the Fund's Administrative Office;

C. Complete the claim form and attach the itemized bill to the form;

D. Send the claim form and bill to the address on the claim form

An itemized bill generally includes all of the following:

A. Participant's name and address;

B. Patient's name and address, if different;
C. Date of Service;

D. Type of Service and diagnosis;

E. Itemized charges;
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F.  Provider's complete name, address and tax identification number

Payment for eligible benefits will be made to the health care provider unless your claim includes
a paid receipt. If a receipt is submitted with your claim, payment will be sent to you.

A claim is not filed until it is received by Anthem. The Fund's Administrative Office will process
your claim within thirty (30) days of the date it is filed unless special circumstances require
additional processing time. If additional information is needed to process your claim, the Fund
may request additional information from you or the provider. You and/or your physician will
have at least forty-five (45) days to submit the additional information.

When certain expenses are not eligible for payment under the Fund, you will be notified by the
Fund's Administrative Office that the claim is denied in whole or in part with an explanation of
the reasons for the denial. This notification which is called a Notice of the Adverse Benefit
Determination shall be in writing and will contain the following:

A. The specific reasons for the adverse benefit determination;

B.  The specific reference to the Plan and/or Summary Plan Description provisions on which
the adverse benefit determination was based;

C. A description of any additional materials or information necessary for you to perfect your
claim and an explanation of why such materials or information is necessary;

D. The notice of any internal guidelines or protocols used in making the decision, if
applicable, and your right to receive a copy;

E. A notice of your right to a written explanation of any exclusion which affects your claim;
and

F. A description of this Fund's Appeals Procedure set forth below.
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NOTIFICATION OF PLAN’S BENEFIT DETERMINATION

Except as otherwise provided below, if a claim is wholly or partially denied, the Claimant shall
be notified of such adverse benefit determination within a reasonable period of time, but not later
than 90 days after receipt of the claim, unless it is determined that special circumstances require
an extension of time for processing the claim. If it is determined that an extension of time for
processing is required, written notice of the extension shall be furnished to the Claimant prior to
the termination of the initial 90-day period. In no event shall such extension exceed a period of
90 days from the end of such initial period. The extension notice shall indicate the special
circumstances requiring an extension of time and the date by which to expect the benefit
determination.

Urgent Care Claims.

In the case of a claim involving urgent care, the Claimant will be notified of the benefit
determination (whether adverse or not) as soon as possible, taking into account the medical
exigencies, but not later than 72 hours after receipt of the claim, unless the Claimant fails to
provide sufficient information to determine whether, or to what extent, benefits are covered or
payable under the Plan. In the case of such a failure, the Claimant shall be notified as soon as
possible, but not later than 24 hours after receipt of the claim, of the specific information
necessary to complete the claim. The Claimant shall be afforded a reasonable amount of time,
taking into account the circumstances, but not less than 48 hours, to provide the specified
information. Notification of any adverse benefit determination pursuant to this paragraph shall
be made in accordance with these procedures. The Claimant shall be notified of the benefit
determination as soon as possible, but in no case later than 48 hours after the earlier of:

A. The receipt of the specified information; or

B. The end of the period afforded the Claimant to provide the specified additional
information.

Concurrent Care Decisions.

If we have approved an ongoing course of treatment to be provided over a period of time or
number of treatments:

A.  Any reduction or termination of such course of treatment (other than by Plan amendment
or termination) before the end of such period of time or number of treatments shall
constitute an adverse benefit determination. The Claimant shall be notified, in accordance
with these procedures, of the adverse benefit determination at a time sufficiently in
advance of the reduction or termination to allow the Claimant to appeal and obtain a
determination on review of that adverse benefit determination before the benefit is
reduced or terminated.

B. Any request by a Claimant to extend the course of treatment beyond the period of time or
number of treatments that is a claim involving urgent care shall be decided as soon as
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possible, taking into account the medical exigencies, and the Claimant shall be notified of
the benefit determination, whether adverse or not, within 24 hours after receipt of the
claim, provided that any such claim is made at least 24 hours prior to the expiration of the
prescribed period of time or number of treatments. Notification of any adverse benefit
determination concerning a request to extend the course of treatment, whether involving
urgent care or not, shall be made in accordance with these procedures, and appeal shall be
governed by these procedures, as appropriate.

Other Claims.

In the case of a claim not described above, the Claimant shall be notified of the benefit
determination in accordance with the following provisions, as appropriate.

A.

Pre-Service Claims. In the case of a pre-service claim, the Claimant shall be notified of
the benefit determination (whether adverse or not) within a reasonable period of time
appropriate to the medical circumstances, but not later than the period required by law
after receipt of the claim. This period may be extended one time for up to 15 days,
provided that it is determined that such an extension is necessary due to matters beyond
control and the Claimant is notified, prior to the expiration of the initial 15-day period, of
the circumstances requiring the extension of time and the date by which to expect a
decision. If such an extension is necessary due to a failure of the Claimant to submit the
information necessary to decide the claim, the notice of extension shall specifically
describe the required information, and the Claimant shall be afforded at least 45 days
from receipt of the notice within which to provide the specified information. Notification
of any adverse benefit determination pursuant to this paragraph shall be made in
accordance with these procedures.

Post-Service Claims. In the case of a post-service claim, the Claimant shall be notified,
in accordance with these procedures, of the adverse benefit determination within a
reasonable period of time, but not later than 30 days after receipt of the claim. This period
may be extended one time for up to 15 days, provided that it is determined that such an
extension is necessary due to matters beyond control and the Claimant is notified, prior to
the expiration of the initial 30-day period, of the circumstances requiring the extension of
time and the date by which to expect a decision. If such an extension is necessary due to a
failure of the Claimant to submit the information necessary to decide the claim, the notice
of extension shall specifically describe the required information, and the Claimant shall
be afforded at least 45 days from receipt of the notice within which to provide the
specified information.

Disability Claims. In the case of a claim for disability benefits, the Claimant shall be
notified, in accordance with these procedures, of the adverse benefit determination within
a reasonable period of time, but not later than 45 days after receipt of the claim. This
period may be extended for up to 30 days, provided that it is determined that such an
extension is necessary due to matters beyond control and Claimant is notified, prior to the
expiration of the initial 45-day period, of the circumstances requiring the extension of
time and the date by which to expect a decision. If, prior to the end of the first 30-day
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extension period, it is determined that, due to matters beyond control, a decision cannot
be rendered within that extension period, the period for making the determination may be
extended for up to an additional 30 days, provided that the Claimant is notified, prior to
the expiration of the first 30-day extension period, of the circumstances requiring the
extension and the date as of which to expect a decision. In the case of any extension
under this paragraph, the notice of extension shall specifically explain the standards on
which entitlement to a benefit is based, the unresolved issues that prevent a decision on
the claim, and the additional information needed to resolve those issues, and the Claimant
shall be afforded at least 45 days within which to provide the specified information.

Calculating Time Periods.

The period of time within which a benefit determination is required to be made shall
begin at the time a claim is filed in accordance with these procedures, without regard to
whether all the information necessary to make a benefit determination accompanies the
filing. In the event that a period of time is extended as permitted by these procedures due
to a Claimant's failure to submit information necessary to decide a claim, the period for
making the benefit determination shall be tolled from the date on which the notification
of the extension is sent to the Claimant until the date on which the Claimant responds to
the request for additional information.

PRESCRIPTION CLAIMS UNDER CAREMARK PROGRAM

You will receive a personalized Caremark Prescription Benefits Identification Card with eligible
dependents issued on the card once you become eligible in this Fund. You must present your
Prescription Benefits Identification Card along with your Doctor's prescription to any
participating Caremark pharmacy.

FILING A CLAIM FOR WEEKLY INDEMNITY BENEFITS

Claims must be submitted to the Fund's Administrative Office as soon_as possible; do not
delay in filing any claims. Claims submitted must be accompanied by any information or proof
requested and reasonably required to process such claims. You must obtain a claim form from
the Fund's Administrative Office to be completed by you and your treating physician. This
documentation should be completed as soon as possible in order to begin receiving your weekly
benefits after you complete the waiting period.

The Fund's Administrative Office will make a decision on the claim and notify you of the
decision within forty-five (45) days. If the Fund requires an extension of time due to matters
beyond its control, you will be notified of the reason for the delay and when the decision will be
made. This notification will occur before the expiration of the forty-five (45) day period. A
decision will be made within thirty (30) days of the time the Fund's Administrative Office
notifies you of the delay.

If the Fund's Administrative Office needs additional information from you to make its decision,
you will be notified as to what information must be submitted. You will have at least forty-five
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(45) days to submit the additional information. Once the Fund's Administrative Office receives
the information from you, you will be notified of the decision on the claims within thirty (30)
days.

In the event that your claim for benefits is denied in whole or in part, the Fund's Administrative
Office will provide you with a Notice of Adverse Benefit Determination in writing which
contains the following:

A. The specific reasons for the adverse benefit determination;

B. The specific reference to the Plan and/or Summary Plan Description provision on which
the adverse benefit determination was based;

C. A description of any additional materials or information necessary for you to perfect your
claim and an explanation if why such materials or information is necessary;

D. The notice of any internal guidelines or protocol used in making this decision, if
applicable, and your right to receive a copy;

E. A notice of your right to a written explanation of any exclusion which affects your claim,
if applicable; and

F. A description of this Fund's Appeals Procedure set forth below.

FILING CLAIMS FOR LIFE INSURANCE AND ACCIDENTAL DISMEMBERMENT
BENEFITS AS A RESULT OF AN ACCIDENT

Claims should be submitted to the Fund's Administrative Office as soon_as possible; do not
delay in filing any claims. Claims for Life Insurance, and Accidental Dismemberment benefits
will be provided through the Fund's administrative office. Claims submitted must be
accompanied by any information or proof requested and reasonably required to process such
claims. This will generally include a death certificate and documentation to establish the death
or dismemberment is the result of an accident.

Generally, the Fund's Administrative Office will notify you or your beneficiary of the decision
on the claim for benefits within ninety (90) days. In the event that the Fund's Administrative
Office needs additional time to review the claim for benefits or needs additional information,
he/she will be provided with the information on the status prior to the expiration of the initial
ninety (90) day period.
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When the claim for life insurance benefits falls within the Fund's exclusions, your beneficiary
will be notified by the Fund's Administrative Office that the claim is denied with an explanation
of the reasons for the denial. He/she will receive a Notice of Adverse Benefit Determination in
writing which contains the following:

A. The specific reasons for the adverse benefit determination;

B. The sections of the Plan and/or Summary Plan Description upon which the adverse
benefit determination was based;

C. A description of any additional materials or information necessary for him/her to perfect
the claim and an explanation of why such materials or information is necessary;

D. The notice of any internal guidelines or protocols used in making the decision, if
applicable, and his/her right to receive a copy;

E. A notice of his/her right to a written explanation of any exclusion which affects his/her
claim, if applicable; and

F. A description of the Fund's Appeals Procedures set forth below.

PROOEFS OF CLAIM

Written proofs of claim for payment of Covered Services must be furnished as soon as you have
incurred covered expenses. Itemized copies of your bills should be sent with the claim form. All
claims must be submitted by you or the Provider no later than ninety (90) days from the date
on which the services were incurred. Failure to furnish the claim within that time will neither
invalidate nor reduce any claim if it is shown that it was not reasonably possible to furnish
written proof of the claim within that time period and that written proof was provided as soon as
reasonably possible. However, all claims must be filed within one (1) year from the date the
claim was incurred and if they are not submitted, they will be denied as untimely.

No action at law or in equity shall be brought to recover on your claim prior to the exhaustion of
the reasonable claims and appeals procedures set forth in this Section. Additionally, no action
shall be brought at all unless brought within three (3) years from the expiration of the time which
the proof of claim is required.

PHYSICAL EXAMINATION

The Fund at its own expense shall have the right and opportunity to examine an individual for
whom benefits are being claimed under this Fund when and so often as the Trustees may
reasonably require while a claim is pending. The Trustees have the right to ask for an autopsy in
the case of death, provided this is not forbidden by law.
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REVIEW PROCEDURE FOR CLAIMS UNDER THE FUND

You or your authorized representative may appeal the decision by the Fund's Administrative
Office to deny any claim for medical, weekly disability or life insurance/accidental
dismemberment benefits in whole or part. Additionally, any point of service purchase of
prescription benefits which is not covered at the pharmacy can be appealed through this Review
Procedure. If you are not handling your own claim, then an "authorized representative" must be
designated in writing to act on your behalf and the extent of the person's authority must be
clearly indicated in the authorization.

FIRST LEVEL REVIEW

You may file a written notice of appeal to the Administrative Manager for the Board of Trustees
at any time within one hundred eighty (180) days after the mailing of the Notice of Adverse
Benefit Determination. The written notice only needs to state your name, address, social security
number, phone number and the fact that you are appealing from the decision of the Fund's
Administrative Office, giving the date of the Notice. The Appeal should be addressed as
follows:

Administrative Manager
Plumbers and Pipefitters Local 219 Health and Welfare Fund
33 Fitch Boulevard
Austintown, OH 44515

During the appeals process, you will also be afforded access to all relevant information related to
your claim for benefits and its denial and may submit written issues and comments pertinent to
the appeal. Additionally, you or your representative may submit additional information prior to
any determination on your appeal.

If an appeal requires medical judgment, the Administrative Manager shall consult an appropriate
health professional and will disclose the identity of such individual to you upon request.

The Administrative Manager will consider your appeal of a claim for payment of services which
you already obtained, called a "post-service claim", as soon as possible after receipt of our
request. You will be notified of the decision of the Administrative Manager within thirty (30)
days of the date the request for a First Level review is received.

In the event the denial is upheld, you will receive a written Notice which includes the following:

A. The specific reason for the denial;

B. The sections of the Plan and/or Summary Plan Description upon which the denial was
based;

C. A statement advising you of any internal guidelines or protocol used in making the
decision, if applicable, and your right to receive a copy;
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D. A notice of your right to a written explanation of any exclusion which affects your claim,
if applicable; and

E. A notice of our right to file a second level appeal to the Board of Trustees.

SECOND LEVEL REVIEW

You may file a written notice of appeal to the Board of Trustees at any time within sixty (60)
days after the mailing of the Notice of Denial of the First Level Review. The written notice only
needs to state your name, address, phone number, social security number and the fact that you
are appealing from the decision of the Fund's Administrative Manager, giving the date of the
notice. The Appeal should be addressed as follows:

Board of Trustees
Plumbers and Pipefitters Local 219
Health and Welfare Fund
33 Fitch Boulevard
Austintown, OH 44515

During the appeals process, you will also be afforded access to all relevant information related to
your claim for benefits and its denial and may submit written issues and comments pertinent to
the appeal. Additionally, you or your representative may submit additional information prior to
any determination on your appeal.

If an appeal requires medical judgment, the Board of Trustees shall consult the appropriate
health professional and will disclose the identity of such individual to you upon request.

In those appeals to the Board of Trustees, the Board of Trustees shall make a benefit
determination no later than the date of the regularly scheduled Board of Trustees’ meeting that
immediately follows the Fund’s receipt of a request for review, unless the request for review is
filed within 30 days preceding the date of such meeting. In such case, a benefit determination
may be made by no later than the date of the second meeting following the Fund’s receipt of the
request for review. If special circumstances require a further extension of time for processing, a
benefit determination shall be rendered not later than the third meeting of the Board of Trustees
following the Fund’s receipt of the request for review. If such an extension of time for review is
required because of special circumstances, the Fund shall provide the Claimant with written
notice of the extension, describing the special circumstances and the date as of which the benefit
determination will be made, prior to the commencement of the extension. The Fund shall notify
the Claimant, in accordance with these procedures of the benefit determination as soon as
possible, but not later than five (5) days after the benefit determination is made. The Board of
Trustees shall have full and complete authority and discretion to make any determinations or
findings of fact regarding any claims and appeals of any benefit determination.
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In the event that the denial is upheld, you will receive a written Notice which includes the
following information:

A.

B.

E.

The specific reason for the denial;

The sections of the Plan and/or Summary Plan Description upon which the denial was
based;

A statement advising you of any internal guidelines or protocol used in making the
decision, if applicable and your right to receive a copy;

A notice of your right to a written explanation of any exclusion which affects your claim,
if applicable; and

A notice of your right to file a lawsuit under ERISA Section 502(a).

The decision of the Administrative Manager and/or the Board of Trustees, as applicable, is final
and binding and conclusive and will be afforded the maximum deference permitted by law unless
found by a court of competent jurisdiction to be arbitrary and capricious. The mandatory levels
of appeal must be exhausted before any legal action is brought. Any legal action for
benefits must be commenced within one (1) calendar year after these claims’ review
procedures have been exhausted.

DEFINITIONS:

The term “urgent care claim” is any claim for medical care or treatment with respect to
which the application of the time periods for making non-urgent care determinations
could seriously jeopardize the life or health of the Claimant or the ability of the Claimant
to regain maximum function, or in the opinion of a physician with knowledge of the
Claimant’s medical condition, would subject the Claimant to severe pain that cannot be
adequately managed without the care or treatment that is the subject of the claim.

The term “pre-service claim” means any claim for a benefit under the Plan with respect
to which the terms of the Plan condition receipt of the benefit, in whole or in part, on
approval of the benefit in advance of obtaining medical care.

The term “post-service claim” means any claim for a benefit under the Plan that is not a
pre-service claim or urgent care claim.

The term “adverse benefit determination” means any of the following: a denial,
reduction, or termination of, or a failure to provide or make payment (in whole or in part)
for, a benefit, including any such denial, reduction, termination, or failure to provide or
make payment that is based on a determination of a Participant's or Beneficiary's
eligibility to participate in a Plan, and including, a denial, reduction, or termination of, or
a failure to provide or make payment (in whole or in part) for, a benefit resulting from the
application of any utilization review, as well as a failure to cover an item or service for
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which benefits are otherwise provided because it is determined to be experimental or
investigational or not medically necessary or appropriate.

Ohio Fraud Warning Notice

Any person who knowingly and with intent to defraud any insurance company or other person,
files a statement of claim containing any materially false information, or conceals for the purpose
of misleading information concerning any fact material thereto, commits a fraudulent insurance
act, which is a crime.

Approval And Effective Date

The Trustees have duly adopted and approved this summary plan description and plan document,
effective January 1, 2014, at their regularly scheduled meeting held on June 26, 2014.
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