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[. ELIGIBILITY RULES FOR ACTIVE PARTICIPANTS

INITIAL AND CONTINUING EMPLOYEE ELIGIBILITY
For Active Employees

If you are an active employee working for a Participating Employer covered under the terms of a
Collective Bargaining Agreement with the Union or a patrticipation agreement with the Trust, you
will be eligible to participate in this Plan as an active Participant on the first day of the month
following the month in which any contributions are due, provided contributions are received from
your employer before that date. If contributions are not received prior to that date, you will be
given retroactive eligibility to the date you should have been eligible as soon as the
contributions are received. Contributions from your Employer are due in the month following the
month in which hours are worked. For example:

e If hours are worked in January with contributions due and received in February, you will
be eligible on the first day of March

e If hours are worked in January with contributions received in March or later you will
receive retroactive eligibility to the first day of March as soon as the contributions are
received.

Your initial eligibility as described above will be granted regardless of the number of hours
worked in the first month in which you perform covered work. Thereafter, contributions for at
least 100 hours per month must be reported and paid to this Plan to maintain continuous
eligibility without reliance on an hour bank as described below.

An hour bank will not be established for the first six months of your eligibility. After six months of
eligibility, an hour bank will begin to accumulate for all hours reported and paid to this Plan in
excess of the 100 hours per month, subject to a maximum hour bank limitation of 600 hours.
ELIGIBILITY AND COVERAGE RULES FOR ORGANIZATIONAL EMPLOYEES

The standard eligibility and coverage rules described above also apply to employees classified

as —organizationall employees, as determined

by

t

Ingeneral, —organizationall empl oyee NonsCoveredeAmp!| oy e e

Conditioning _and Refrigeration Service and who are now working or going to work as
journeymen, apprentices, apprentice trainees, or MES (mechanical equipment servicemen) for a
signatory employer.

ELIGIBLE DEPENDENTS

Your lawful spouse (as defined by federal law) is eligible as a Dependent. Your unmarried
natural or legally adopted children, or children placed for adoption, stepchildren or dependents
under a formal guardianship are also eligible as Dependents provided they

(a) are less than 19 years of age;



(b) are dependent upon you for support and maintenance (i.e., you provide over one-half
of their support each year), and,;

(c) either:
(i) reside with you for more than one-half of the year, or;

(i) in the case of children who do not reside with you for more than one-half of

t he year , ar e not considered t he —

—Qual i fdyli nggemcehrid! 'y means an indivi d-u
sibling or descendant of such sibling who reside with the individual, who are
under 19 (or age 25 in the case of a full-time student), and who do not provide
over one-half of their own support.

Children born out of wedlock who meet the above requirements will be considered eligible
Dependents if the eligible Participant can show satisfactory proof of parentage, i.e., a certified
birth certificate.

Children will be covered up to their 25" birthday, provided they:

(a) are full-time students in an accredited institution of learning;

(b) are dependent upon you for support and maintenance (i.e., you provide over one-half
of their support each year), and;

(c) in the case of children who are under age 25 and do not reside with you for more
than one-h al f of the vyear, ar e not consi de
individual.

You are responsible for providing the Trust Fund Office with proof of full-time student status.
If your child is eligible for coverage under the Trust on the basis of his or her full-time enroliment
in an accredited institution of learning, but he or she takes a medically necessary leave of
absence from a post-secondary educational institution and loses his or her full-time enroliment
status as a result, your child may continue to be covered under the Trust until the earlier of:

(@ one year from the start of the medically necessary leave of absence, or;

(ii) the date on which such coverage would otherwise be terminated under the terms
of the Trust.

This extension of coverage will only be provided if:
@ the Trust Fund Office receives a written certification from the child's treating
physician stating that the child is suffering from a serious illness or injury, and the

leave of absence from the postsecondary institution is medically necessary, and;

(ii) the loss of full-time student status causes a loss of health coverage under the
terms of the Trust.
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If your lawful spouse is also an active Participant under this Trust, your spouse will be eligible
both as an active Participant and as a Depe
subject to the Coordination of Benefits provision.

If your Dependent child is also eligible as an active Participant under this Trust, your Dependent
child wildl be eligible both as an active Pa
benefits will be payable subject to the Coordination of Benefits provisions.

Benefits for your Dependents begin on the later of:

1. the date you become eligible;

2. for your lawful spouse, the date of your marriage;

3. for your natural children,thec hi | d” s date of birth

4. for adopted children, the date of adoption or placement for adoption with you,
whichever is earliest;

5. for stepchildren, the date of your mar

6. for children under a formal guardianship, the date you are appointed by the court as

legal guardian.

IN ORDER FOR YOUR DEPENDENTS TO BE ELIGIBLE, PROOF OF THEIR
DEPENDENCY, SUCH AS A CERTIFIED MARRIAGE CERTIFICATE OR BIRTH
CERTIFICATE, MUST BE ON FILE WITH THE TRUST FUND OFFICE.

If you decline enrollment for your Dependents because of other group health insurance
coverage, and your Dependents then lose that other coverage (or if the employer stops
contributing toward your Dependents’ other

right to Special Enroll in this Plan. In order to do so, you must request enroliment from the Trust
Fund Office within 30 days after the other coverage ends (or after the employer stops
contributing towards the other coverage), provided that the Participant has maintained eligibility
or is on COBRA continuation coverage under the Plan upon the loss of that other coverage. If
you acquire a new Dependent as a result of marriage, birth, adoption, or placement for
adoption, your Dependent will have a right to Special Enroll in the Plan provided that you
request Special Enrollment with the Trust Fund Office within 30 days after the marriage, birth,
adoption, or placement for adoption. If you timely request to Special Enroll in the Plan due to
birth, adoption or placement for adoption of a dependent child, the coverage will become

ndent .

rticip

riage

cover a

effective as of t he ordimatheecase ¢f adoption, the datel oladaptiotor r t h ,

placement for adoption, whichever is earliest. If a timely Special Enrollment request is made
due to marriage, coverage under the Plan will become effective as of the first day of the month
after the month in which the Special Enrollment was made.

If you and/ or your dependent ' s Medi cai d or
coverage (—CHI PI) i s sstofeeligibilityy artifeyou amdioreyout aeperdent

become eligible for a premium assistance subsidy under Medicaid or CHIP, then you may have

the right to Special Enroll in the Plan during the Plan year, within 60 days after such event.

Extension of Coverage for Incapacitated Children

If your Dependent child is incapable of self-support because of being permanently physically or
mentally incapacitated on the date the chil
age, coverage will be continued so long as:

0] you continue to provide overone-hal f of the child’s su
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(i) you submit to the Trust Fund Office
within 31 days;

(iii) the incapacity can be expected to result in death, or has lasted or can be
expected to last for at least 12 months.

The Plan may subsequently require proof of his or her continued incapacity. If proof is required
more often than annually, the Plan will pay the expense of obtaining such proof.

ELIGIBILITY FOR CHILDREN OF DIVORCED PARTICIPANTS

If you are divorced, your natural or adopted children of that marriage are eligible dependents if
they meet all other requirements for eligibility. The divorced spouse of a Participant may also
provide for eligibility of the natural or adopted children of that marriage by obtaining a Qualified
Medical Child Support Order (QMCSO).

A Qualified Medical Child Support Order (QMCSO) is a judgment, decree or order
issued either by a court of competent jurisdiction or through an administrative process
established under state law which has the force and effect of law in that state. It directs
the Plan to cover the participant's child for benefits under the medical, dental, and/or
vision plans, if available. Federal law provides that a Medical Child Support Order must
meet certain form and content requirements in order to be a QMCSO. When an order is
received, each affected participant and each child (or the child's representative) covered
by the order will be given notice of the receipt of the order. Coverage under the plan
pursuant to a QMCSO won't become effective until the Plan determines that the order is
a QMCSO. You may request a copy of ({rhse
Fund Office.

CONDITIONS UNDER WHICH PARTICIPANT ELIGIBILITY ENDS

1. After the second month of eligibility and before an hour bank is established, your
eligibility will terminate if contributions for at least 100 hours per month are not reported
and paid by your employer to this Plan.

2. After establishing an hour bank, your eligibility will terminate on the first day of the month
in which the hours in your hour bank total less than 100.

NOTE: all hours in your hour bank will be forfeited if the balance stays below 100
hours for 24 consecutive months.

3. Eligibility for you and your Dependents will cease on the day you start performing work in
Non-Covered Air Conditioning and Refrigeration Service as defined on page 66. Your
hour bank will be suspended and reinstated only if a signatory employer reports and
pays contributions for 1,000 hours or more within twelve consecutive calendar months
following the date on which the prohibited work in Non-Covered Air Conditioning and
Refrigeration Service ceases. If your coverage is suspended as set forth above, you will
be treated in all respects as having no hours accumulated in an hour bank and neither
you nor your Dependents will have any right to COBRA continuation coverage.

You must notify the Trust Fund Office promptly whenever you engage in such prohibited
work. In the event the Trust receives information that you are not entitled to an hour

4
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bank because of such work, all hours in your hour bank and all eligibility under the Trust
Fund will be suspended immediately and you will be given written notice of the grounds
for the action taken.

The suspension will be final and binding on all persons affected by the decision, subject
to the provisions for appeal as set forth in this Plan.

If you have an ownership interest of five percent (5%) or more in the employer
contributing on your behal f, your el i gi
will be suspended if the employer is delinquent in payment of any contributions due
pursuant to the Collective Bargaining Agreement requiring contributions to this Trust.
The suspension will remain in effect until such time as the delinquency is paid in full,
including any amounts assessed pursuant to the Delinguency Procedures approved by
the Board of Trustees. If your coverage is suspended as set forth above, you will be
treated in all respects as having no hours accumulated in an hour bank and neither you
nor your Dependents will have any right to COBRA continuation coverage.

If you continue working for an employer that is delinquent in payment of any
contributions due pursuant to the Collective Bargaining Agreement requiring
contributions to this or any related Trust, and the Local Union has notified you in writing
that you are to discontinue working for your employer because of its delinquency, your
eligibility and your Dependent s’
employer has paid all delinquencies in full, including any amounts assessed pursuant to
the Delinquency Procedures approved by the Board of Trustees, or until you are notified
in writing that you may resume your employment by the Local Union, whichever first
occurs.

TIONS UNDER WHICH DEPENDENT ELIGIBILITY ENDS

Eligibility for your Dependents will terminate on the first day of the month following any of these

events:

1.
2.
3.

the date of entrance into full-time active duty with the Armed Forces of the United States;
the date your eligibility terminates;
the date they no | onger DbDependentt he Pl an’s

When your Dependents lose coverage under the Plan, they may be entitled to elect to continue
coverage for up to 36 months under the COBRA option (see page 49.)

IMPORTANT: CHANGES IN DEPENDENT STATUS

|t
immedi

NousrwdhE

i s t he Participant' s and/ or Dependent
ately when Dependent status changes. This includes:

divorce/final dissolution of marriage of the employee/spouse

legal separation of the employee/spouse

death of the Participant or Dependent

a dependent child over 19 who is no longer enrolled as a full-time student

a dependent is providing more than one half of his/her own support

a dependent being employed with his/her own health coverage

any other event which would make your Dependent not eligible for further coverage.

5
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Notice of a change in Dependent status must be made in writing, signed by the Participant.
Changing your designated beneficiary for death benefits is not an acceptable notification of
divorce or other change in Dependent status.

NOTE: Even if a divorce decree requires that you maintain your former spouse as
a Dependent under your health plan, your former spouse is not eligible as a
Dependent under this Plan unless he/she is eligible for and elects to purchase
COBRA continuation coverage.

A spouse who is legally separated from a Participant is no longer an eligible Dependent and will
have no further coverage under the Plan. A legal separation means that you have a court
ordered decree of legal separation.

If any claim or premium is paid on behalf of any dependent spouse or child and it is later found

that the dependent was not eligible, you and/or the dependent will be responsible for

rei mbursing the Plan for al l amounts paid, i ncl
litigation if a lawsuit is filed to recover the money.

NOTE: In addition to any other recovery rights it may have, the Plan shall have the right
to recoup the overpayment from any future benefits payable to you or your
dependent(s).

In the event of your death as an Active Participant, coverage for your eligible Dependents will be
continued for the number of months of credit remaining in your hour bank, unless they no longer
gualify as a Dependent due to age or military service. In the case of your spouse, coverage will
terminate upon remarriage, if earlier than the termination of the hour bank.

RESTORATION OF COVERAGE

If your coverage has been previously terminated because of lack of sufficient hours in your hour
bank, your coverage will be restored on the first day of the first month following the calendar
month in which your hour bank totals 100 hours or more, provided those hours are accumulated
within 24 consecutive months after your benefits were terminated.

HOW TO CONTINUE YOUR COVERAGE IF YOU LOSE ELIGIBILITY

When loss of eligibility occurs because you have failed to work sufficient hours or because you

are disabled and are no longer eligible under the extension of coverage for disabled active
Participants (see —Credit for Disability Hours fo
to pay to continue coverage for yourself and your Dependents through COBRA Continuation

Coverage. Please see the COBRA section on page 49 for more information.

PARTICIPANTS IN THE ARMED FORCES

On the date you enter full-time active duty with the Armed Forces of the United States, your
eligibility for benefits will terminate. If you have an Hour Bank, eligibility for your family will
continue for one month after the date you enter full-time active duty. Your Dependent s
eligibility for benefits will also terminate on the date he or she enters full-time active duty with
the Armed Forces of the United States. If you return to work with a Participating Employer
within 90 days after your date of discharge, you will be reinstated for benefits on the first day of

6



your re-employment and will be credited with any hours held in your Hour Bank at the time of
entrance into active duty.

Active Participants who enter into full-time active duty with the Armed Forces of the United
States, and their eligible Dependents, may also elect to continue coverage by submitting to the
Trust Fund Office, within 60 days after the Participant entered the Armed Forces, a written
election to continue coverage. The maximum period of coverage for the Participant and his or
her eligible Dependents is the lesser of:

1. A24 monthperiodbegi nning on the date the Participan
with a Participating Employer begins

2. If the Participant does not return to work within 90 days after discharge, the day after the
expiration of the 90-day period.

Participants (and their Dependents) who elect to continue coverage must pay for such coverage
in the same amount and in the same manner as provided for under COBRA continuation
coverage. For more information, see the COBRA Continuation Coverage section of this booklet,
or call the Trust Fund Office.

FAMILY AND MEDICAL LEAVE ACT OF 1993

If your Participating Employer approves of your leave under the Family and Medical Leave Act

of 1993, (—FMLAI), you and your eligible Dependen
provided you were eligible when FMLA leave began. Coverage will be continued while you are

absent from work on an FMLA leave as if there were no interruption of active employment and

as if you were continuing to work the number of hours required for coverage, provided your

Employer contributes 100 hours per month on your behalf during your FMLA leave. It is not the

role of the Plan or Trust Fund Office to determine whether or not an employee is entitled to

FMLA leave. Your Employer must report FMLA leave to the Trust Fund Office in order for your

benefits to continue. Any disputes regarding entitlement to FMLA leave with continuing

coverage must be resolved with your Employer.

If you are reported by your Employer to be on an approved FMLA leave of absence, coverage
will continue until the earlier of the expiration of the FMLA leave or the date you give notice to
your Employer that you do not intend to return to work at the end of the leave. If you do not
return to work after an FMLA-approved leave of absence, your Employer may require you to
reimburse the Employer for the contributions it paid during your FMLA leave to the extent
allowed by law.

CREDIT FOR DISABILITY HOURS FOR ACTIVE PARTICIPANTS

If you become Totally Disabled (see definition on page 67) due to an illness or injury while

eligible, benefits for you and your eligible dependents will be continued without monthly

deduction from your hour bank for the period o f —Tot al Di sabilituyl but n
months.

At the end of the 12-month period, if you are still Totally Disabled, you may continue your
eligibility on the basis of hours remaining in your hour bank. If less than 100 hours remain in
your hour bank, those residual hours will be frozen and used to re-establish eligibility when you
are no longer disabled.



II. ELIGIBILITY RULES FOR RETIRED PARTICIPANTS

You are eligible to continue to receive benefits from the Health and Welfare Trust Fund if you
are receiving a pension benefit from the Air Conditioning and Refrigeration Industry Retirement
Trust Fund (including Disability, Service, or Early Retirement pension), and you make the
required monthly self-payments, subject to all of the following:

1. You have at least fifteen (15) years accredited service with Participating Employers (as
determined under the Retirement Trust Fund)
2. You were eligible as an active Participant immediately before the date of your retirement,
except as set forth below
Exception: If you leave covered employment after accruing 25 years or more
of Pension Credit without retiring under the Airconditioning and Refrigeration
Industry Retirement Trust Fund, and thereafter work continuously until retirement
from the Airconditioning and Refrigeration Industry Retirement Trust Fund in a
position not covered by the Collective Bargaining Agreement for an employer
contributing to this Trust Fund, you will be eligible to receive retiree Health and
Welfare benefits at the time of retirement.

If you fail to elect coverage at the time of your retirement, or later discontinue coverage at any
time, you will not be allowed to reenroll in retiree coverage thereafter.

When Retiree Coverage Terminates

If, as a retiree of the Airconditioning and Refrigeration Industry Retirement Trust Fund, you
begin working in Non-Covered Employment the eligibility of yourself and all Dependents will
immediately be terminated and any hours remaining in your hour bank will be forfeited. In
addition, you will not be able to regain eligibility until you return to covered employment and
have contributions made on your behalf for the same length of time as you were in Non-
Covered Employment.

How Much Are The Monthly Retiree Self-Payments?

The retiree self-payi s determined by multiplying theelfeurrent
Pay Percentagell . The cost of coverage depends heFee-whet her
For-Service Plan or in an HMO (Blue Shield of California or Kaiser), and on whether the retiree

is eligible for Medicare. If either you or your spouse have other insurance resulting in the Trust

being secondary to the other insurance, your self pay, if you are enrolled in the Fee-for-Service

Plan, will be determined as if you and/or your spouse were Medicare eligible.

The Trust Fund Office will notify you annually of the current costs of coverage. Adjustments to
the costs of coverage will be effective September 1 each year.

To determine your Self-Pay Per cent age first start with the —Ba
Basic Percentage will be adjusted according to the following rules:

1. If you retired before 2003, subtract 1% from the Basic Percentage for each year of
retirement before 2003 (up to a maximum of 10 years or 10%).

2. If you have more than 25 years of accredited service, subtract 2% from the Basic
Percentage for each additional year of accredited service over 25 years.



3. If you have less than 25 years of accredited service, add 2% to the Basic Percentage for
each year below 25 years. (This adjustment will not apply if you are receiving a Disability
Pension as set forth below)

4. If you were under age 55 at the time you retired, add 1% to the Basic Percentage for
each year of age under 55. (This adjustment will not apply if you are receiving a
Disability Pension.)

If you are married, the Self-Pay Percentage will also apply to the cost of coverage for your
spouse.

Calculation of Self-Pay Percentage for Disabled Retirees: The Self-Pay Percentage for a
retiree that is receiving a Disability Pension will be calculated as set forth above, then modified
as follows:

1. If the disabled retiree has no spouse or Dependent children, the Self-Pay Percentage
will be one half (1/2) of the percentage determined above;

2. If the disabled retiree has a spouse but no Dependent children, the Self-Pay Percentage
will be two thirds (2/3) of the percentage determined above;

3. If the disabled retiree has a spouse and Dependent children, the Self-Pay Percentage
will be three fourths (3/4) of the percentage determined above;

The appropriate Self-Pay amount will be deducted from your monthly pension check. The
Trustees reserve the right to change the amount of the required self-pay at any time and in any
manner.

Are My Dependents Eligible?

For Those Receiving a Disability Pension

Your lawful spouse is eligible as a Dependent provided you have been married for at least one
year and are not legally separated.

Your unmarried natural or legally adopted children, or children placed for adoption, stepchildren,
or children under a formal guardianship are eligible as Dependents if they meet all the eligibility
requirements as set forth above.

For Retirees Not Receiving a Disability Pension

Your lawful spouse is eligible as a Dependent provided you have been married for at least one
year and are not legally separated.

Your unmarried natural children, legally adopted children or children placed for adoption,
stepchildren, or children under a formal guardianship that are incapable of self-support because
of being permanently physically or mentally incapacitated are eligible so long as they meet all
the eligibility requirements as set forth on page 1 above.

When Does My Eligibility End?

Your eligibility for Health and Welfare benefits as a retired Participant will terminate on the
earliest of the following dates:



1. The last day of the month preceding the month in which no pension benefit under the

Airconditioning and Refrigeration Industry Retirement Trust Fund is payable;

The date on which this Plan is terminated by the Trustees;

The first day of the month for which a required self-payment has not been received by

the Trust Fund Office; or

4. The first day of the month in which you work in Non-Covered Air Conditioning and
Refrigeration Service.

wnN

What Happens If | Return to Covered Employment or other Approved Employment within
the Air Conditioning and Refrigeration Industry?

When you retire, the hourbank you earned as an active employee
return to work as an active employee with a participating employer, your hour bank will be
—unfrozenl and wil | rofdoutsgou weretctedited svithratethe time raftyeur

retirement. If the number of hours in your hour bank amounts to 100 or more, you will be eligible

as an active employee immediately. However, if the number of hours in your hour bank amounts

to less than 100, you must work the additional number of hours necessary to bring your hour

bank balance to 100 in order to be eligible. Once you have an hour bank balance of at least 100

hours, you will be eligible as an active employee on the first day of the following month.

NOTE: All work must have the approval of the Board of Trustees prior to the
starting of work.

When Wil | My Dependentods Eligibility End?

The rules for ending the eligibility for Dependents of retirees are the same as those for active
Participants.

What Happens To My Spouse If | Pass Away?

If you and your spouse are covered under the Plan and you pass away, your spouse will be
eligible to continue to receive health and welfare benefits so long as he/she receives a Pension
from the Airconditioning and Refrigeration Retirement Trust.

How Much Will My Spouse Have To Pay To Continue Benefits After My Death?

The amount of the monthly Self-pay required by your spouse to continue benefits after your
death will be determined according to the same Self-pay schedule as set forth on page 8.
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lIl. MEDICAL AND DENTAL PLAN CHOICES

MEDICAL PLAN CHOICES
Three medical benefit plan options are currently available to you and your eligible Dependents:

1. Two prepaid (HMO) health plans are currently provided through either Blue Shield
of California or Kaiser. You must l'ive within the service
providers in order to enroll in one of the HMO'’s. If you enroll in one of these options, you
and your eligible Dependents will be covered under that HMO for all hospital and
medical services, prescriptions and supplies. However, the Fee-For-Service Plan will
continue to provide you with Vision, Hearing Aid, and Chiropractic benefits. The Hearing
Aid and Chiropractic benefits will be paid at Non-PPO Provider rates.

2. A Fee-For-Service Plan provided directly by the Trust Fund. If you are enrolled in
this option, you and your eligible Dependents will be covered under the Fee-For-Service
Plan for all medical and prescription benefits. It is recommended that you go to a
Preferred Provider Organization (PPO) facility. Doing so will reduce your out-of-pocket
expenses, as explained below.

DENTAL PLAN CHOICES
Two dental plan options are currently available to you and your eligible Dependents:

1. A prepaid dental plan is currently provided through United Concordia. If you are
enrolled in this option, you and your eligible Dependents will be covered under the
United Concordia Dental Plan for dental services and supplies. You must use only
dentists that are contracted with United Concordia.

2. A Fee-For-Service Plan provided directly by the Trust Fund. If you are enrolled in
this option, you and your eligible Dependents will be covered under the Fee-For-Service
Plan for dental services. The Trust Fund has contracted with Delta Dental for claim
processing and administration services.

When to Make Your Health Plan Selections

You are given the opportunity to make your plan selections when you first become eligible for
benefits. Eligible retirees are given the opportunity to make plan selections when they first
become eligible for pension benefits from the Retirement Trust Fund. Once enrolled in the
plans you have selected, you may change your selections once during any 12 consecutive
month period.

If you and/or your eligible Dependents have a Special Enrollment Right while you are eligible for
benefits as an Active Participant or are on COBRA continuation coverage under the Plan, you
and your Dependents may have the right to Special Enroll in any benefit plan option for which
you are eligible under the Plan. (For example, if you are enrolled in the Fee-For-Service
Medical Plan and subsequently obtain a new Dependent, you have the option of enrolling your
Dependent in the Fee-For-Service Medical Plan with you, or enrolling you and your eligible
Dependent in one of the HMO options, provided that you are otherwise eligible to enroll in an
HMO option).
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Summary of Options

If you select medical coverage under one of the HMOs, you do not have to select dental
coverage under the prepaid dental plan, and vice versa. Your medical and dental choices are
completely independent of each other. For example, you may select one of the following
combinations of coverages with the current providers:

Blue Shield of California HMO and United Concordia Dental Plan

Kaiser and United Concordia Dental Plan

Blue Shield of California HMO and Delta Dental Fee for Service Dental Plan
Kaiser and Delta Dental Fee for Service Dental Plan

Fee for Service Medical Plan and United Concordia Dental Plan

Fee for Service Medical Plan and Delta Dental Fee for Service Dental Plan

A complete description of the various medical and dental benefits provided by the Fee for
Service Plans is contained in this Booklet.

Brochures are available from the Trust Fund Office that will provide you with a description of the
benefits offered by Blue Shield of California, Kaiser, and United Concordia. Complete listings of
their providers are also available.

In addition, you may also obtain information on the various plans by visiting www.acrtrust.org.
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IV. FEE FOR SERVICE MEDICAL BENEFITS

The medical benefits provided for you and your eligible Dependents are explained on the
following pages. The cost for all of the following services and supplies will be reimbursed based

on Allowable Charges. Pl ease refer t Alowable eChameslf an rpage 640 n

Additionally, all services and supplies must be medically necessary for the care and treatment of
injury or illness (unless otherwise stated) in order for benefits to be payable.

Lifetime Maximum Benefit

The lifetime maximum benefit is $2,000,000 per person. This means that no more than
$2,000,000 will be paid in medical benefits for a covered Participant or eligible Dependent. |If
your lifetime maximum benefit is reached while you are eligible for benefits as an Active
Participant or are on COBRA continuation coverage, you may have a right to Special Enroll in
one of the HMO options, provided that you are otherwise eligible to enroll in an HMO option.
However, if benefits have been paid during a calendar year, up to $20,000 of the amount paid
will be automatically reinstated each January 1.

Calendar Year Deductible and Out-of-Pocket Maximum

A deductible of $150 applies separately to all family members until at least three members of
the family incur $150 in covered expenses during each calendar year. Therefore, at least three
people in the family must meet the deductible prior to the waiver of any remaining individual
deductibles. Covered expenses incurred in the last three months of a calendar year, which are
applied towards the deductible, will also be credited toward the deductible for the next calendar
year. This deductible also applies to chiropractic and hearing aid benefits used by HMO
Participants. Charges by Non-PPO providers apply toward the calendar year deductible.

Once the calendar year deductible is satisfied, your Fee-For-Service Medical Benefit Plan pays
the percentage specified in the Summary of Benefits until an individual has paid $2,000 of out-
of-pocket Allowable Charges by a PPO contracted provider, including their deductible.
Thereafter, the Plan pays 100% of Allowable Charges incurred by the individual during the
remainder of the calendar year, up to the lifetime maximum benefit. Remember, charges by
Non-PPO providers do not apply towards the out-of-pocket maximum.

Services Received Outside United States

If you are enrolled in the Fee for Service Plan and you or your eligible Dependent receive medical
services outside the United States, you must pay the provider directly then submit the claim to the
Trust Office for reimbursement. The claim must be itemized and translated into English. If the claim
would have been covered had the services been rendered in the United States, the Plan will
reimburse you an amount in United States dollars equivalent to 90% of the Allowable Charges by a
PPO contracted provider, and 60% of Allowable Charges by a Non-PPO contracted provider.

Use of PPO Providers

If you or any of your eligible Dependents obtain services from a hospital, physician, or other

of

provider <contracted wRrdvider Orgparizatibm (RO) thes perBentagk efr r e d

covered expenses payable by the Plan will be higher, and your out-of-pocket expenses will be
lower.

13



The contracted PPO network within California is Blue Shield of California. Outside of California
t he T PRON¢tWwok is the Blue Cross / Blue Shield network.

What are PPO Networks?
PPO networks are a group of hospitals, physicians, and other providers that have
agreed to reduce the cost of medical care for this and other large trust funds. These
organizations help save you and the Plan money.
How do | Select a PPO Provider?
There are several ways you can choose a PPO contracted provider.

e Simply ask the provider at the time you make an appointment if they are a Blue

Shield provider;

e Search for providers by visiting www.blueshieldca.com/findaprovider;
e Contact the Trust Office for a Blue Shield of California provider directory.

If you are referred to a specialist or hospital, be sure to remind your doctor that you want
to use a provider contracted with the Trust' s

Why Use PPO Physicians and Hospitals?

e The Plan will pay 90% of Allowable Charges if you use a PPO provider. You pay
only the remaining 10% of the Allowable Charges.

e If you use a Non-PPO provider, the Plan will pay only 60% of Allowable Charges.
In_addition, charges for Non-PPO providers do not count toward your out-of-
pocket maximum.

e PPO providers cannot charge you more for a covered service than the Allowable
Charges, but Non-PPO providers can charge any amount they wish. This is
important to remember because the Plan will only pay 60% of the Allowable
Charges for the services by a Non-PPO provider. That means you will have to
pay the entire balance of the amount billed. For example, if a Non-PPO provider
charges $1,000 for a procedure that the Plan shows has an Allowable Charge of
only $800, the Plan will pay 60% of the $800 Allowable Charge ($480), and you
must pay the entire balance of $520. If you had used a PPO provider, the Plan
would have paid 90% of the $800 Allowable Charge ($720) and you would have
to pay only $80. A savings to you of $440.

IMPORTANT Not all providers treating patients in a PPO hospital are PPO
providers. Some services and supplies may be provided by non-hospital employees or
organi zations that are not contracted with the

Claims of Non-PPO providers will be paid at 60% of the Allowable Charges unless the
member and/or patient had no control over the selection of the Non-PPO provider. If so,
the Trust will pay 90% of the allowable charges. Examples of the inability to control the
selection of a Non-PPO provider are:

e An emergency room physician in a qualified emergency;
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¢ The selection of an assistant surgeon or physician assistant by a surgeon;
¢ A physician ordering tests be done by a Non-PPO lab.

NOTE: This exception does not apply if the member and/or patient could
have controlled the selection of the Non-PPO provider by proper planning.

Covered Services and Supplies

Hospital Services

The Plan will pay for the following hospital services at 90% of Allowable Charges for
PPO hospitals and 60% of Allowable Charges for Non-PPO hospitals. The hospital
benefits described below do not apply to psychiatric care or treatment of alcoholism,
drug addiction or drug abuse. Separate benefits are provided for these conditions.

Room and Board

When you or any of your eligible Dependents are admitted to a hospital, you will be

reimbursed forthe hospital’'s charges for care in a r oc
semi-private room) at 90% of Allowable Charges if you use a PPO hospital and 60% of

Allowable Charges if you use a Non-PPO hospital.

If you or any of your eligible Dependents are admitted to an intensive care or coronary
care unit of a hospital, the Plan will pay the Allowable Charges in accordance with the
previous paragraph. Please remember that if you use a PPO hospital, your out-of-pocket
expenses will be less than if you do not use a PPO hospital.

PPO contracted Convalescent hospital room and board charges are paid at 90% of
Allowable Charges. Convalescent services other than hospital room and board are paid
at 60% of Allowable Charges. Coverage is limited to a maximum of 365 days per
lifetime.

Miscellaneous Inpatient Hospital Services and Supplies

Inpatient hospital charges for medically necessary services and supplies (other than
room and board) will be payable at 90% of Allowable Charges if you use a PPO hospital,
and 60% of Allowable Charges if you use a Non-PPO hospital.

IMPORTANT REMINDER: Not all providers treating patients in a PPO
hospital are PPO providers. Some services and supplies may be provided by non-
hospital employees or organizations which are not contracted with the PPO
network. It is your responsibility to ask for PPO providers, or you (and the Plan)
may end up paying more.

Emergency Care

I f you have a —Qualified B4yé¢he Blam wilk pay berefasfor def i ne
covered charges in excess of any applicable deductible at 90% of Allowable Charges for
PPO providers, and 90% of Allowable Charges for Non-PP O pr ovi der s. I f it i
Emer g e n c yhate of yhe charges will count toward the calendar year out-of-pocket
maximum. However, amounts billed by a Non-PPO provider in excess of the Allowable
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Charge will not count toward the out-of-pocket maximum.

After the calendar year out-of-pocket maximum has been reached, the Plan will pay 100%
of the applicable Allowable Charge for covered charges regardless of whether or not the
hospital is contracted with the PPO network.

I f you haQueala f4+MNadn Emer gency b5 (g ,sacodeeetl persend on p e
seeks treat ment on an e@aabehcgdbEmesgéomcyld) ,—
pay benefits for covered charges in excess of any applicable deductible at 90% of

Allowable Charges for PPO providers, and 60% of Allowable Charges for Non-PPO

providers, and your share of the Non-PPO charges will not count toward the calendar year

out-of-pocket maximum.

Outpatient Hospital Care

Charges for medically necessary services and supplies will be payable at 90% of
Allowable Charges if you use a PPO provider, and 60% of Allowable Charges if
you use a Non-PPO provider.

If you or your eligible Dependent are not admitted to the hospital, but incur
hospital charges in the outpatient department of a hospital or surgical center, the
Plan will cover Allowable Charges for the following covered medical services and
supplies:

1. Treatment of bodily injuries sustained in an accident within 24 hours of
the accident will be payable at 100% of Allowable Charges subject to the
calendar year deductible;
2. Emergency medi cal care that normally ca
office or laboratory (a medical emergency is the sudden onset of a
condition requiring immediate treatment such as a heart attack,
poisoning, loss of consciousness or convulsions); and
3. Services and supplies in connection with a surgical operation.

Surgical Services
Charges for medically necessary services and supplies will be payable at 90% of
Allowable Charges if you use a PPO provider. If you use a Non-PPO provider
benefits will be paid at 60% of Allowable charges or $4,000, whichever is less.
Anesthesia Benefits
The fees of an anesthesiologist are covered at 90% of Allowable Charges if:
1. The surgeon and hospital are both PPO providers, or
2. The member had no control over the selection of the anesthesiologist

(see page 14).

The fees of an anesthesiologist will be covered at 60% of Allowable Charges if
neither of the above two situations are met.
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Ancillary Providers

The Plan will also reimburse you for the Allowable Charges of an Assistant
Surgeon, a Registered Nurse as First Assistant, and a Physician Assistant, if
medically necessary. The maximum Allowable Charge for an Assistant Surgeon
is 20% of the Allowable Charge for the primary Surgeon. The maximum
Allowable Charge for a Registered Nurse as First Assistant is 10% of the
Allowable Charge for the primary Surgeon. The services of a Physician Assistant
(P.A.) will be covered up to 65% of what would normally be paid to an Assistant
Surgeon.

Hospice Benefits

Hospice Care is a program designed to provide palliative care for terminally ill
patients who have a prognosis of less than six months to live. Services may be
received in a Hospice Care Facility, in the home, or in a designated part of a
Hospital, but will be limited to the average Hospital daily charges in the area
where treatment is received and will not be payable for more than six
consecutive months.

Charges for medically necessary services and supplies will be payable at 90% of
Allowable Charges if you use a PPO provider, and 60% of Allowable Charges if
you use a Non-PPO provider, up to a lifetime maximum of $10,000.

Skilled Nursing Facilities (Convalescent Hospitals)
Charges for skilled nursing facilities will be payable at 90% of Allowable Charges
if you use a PPO provider, and 60% of Allowable Charges if you use a Non-PPO
provider. Payment of claims at the rates above is limited to a lifetime maximum of

365 days. Thereafter, charges will be paid at 10% of the Allowable Charges
regardless of whether or not you use a PPO or Non-PPO provider.

Mental Health Benefits
Charges for medically necessary services and supplies will be payable at 90% of
Allowable Charges if you use a PPO provider, and 60% of Allowable Charges if
you use a Non-PPO provider.

Alcohol and Drug Abuse Benefits
Charges for medically necessary services and supplies will be payable at 90% of
Allowable Charges if you use a PPO provider, and 60% of Allowable Charges if

you use a Non-PPO provider.

Covered medical expenses will not include charges for outpatient care received
in a social rehabilitation unit.

Acupuncture Benefit

If you or your eligible Dependent receives acupuncture treatment performed in or
outside a hospital, the Plan will pay 90% of Allowable Charges if you use a PPO
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provider, and 60% of Allowable Charges if you use a Non-PPO provider up to a
maximum of 26 visits per calendar year. For the remainder of the calendar year
the Trust will pay 10% of the Allowable Charges, but only if you use a PPO
provider. No additional benefits will be provided beyond the 26 visits per
calendar year if you use a Non-PPO provider.

Chiropractic Benefit

If you or your eligible Dependent receives chiropractic treatment performed in or
outside a hospital by a Chiropractor, the Plan will pay 90% of Allowable Charges
if you use a PPO provider, and 60% of Allowable Charges if you use a Non-PPO
provider up to a maximum of 26 visits per calendar year. For the remainder of
the calendar year the Trust will pay 10% of the Allowable Charges, but only if you
use a PPO provider. No additional benefits will be provided beyond the 26 visits
per calendar year if you use a Non-PPO provider. The Plan deductibles apply to
the Chiropractic benefit for both Fee-For-Service and HMO Participants.

Hearing Aid Benefit

If you or any of your eligible Dependents incur expenses for a hearing aid upon
authorization by a physician, benefits will be payable at 100% of the Allowable
Charges for a PPO provider, or 100% of billed charges for a Non-PPO provider
for such expense up to a maximum payment of $2,000 during any three-year
period. The hearing exam and fitting exam will be paid at 90% of Allowable
Charges if you use a PPO provider, and 60% of Allowable Charges if you use a
Non-PPO provider. The exam expenses are not included in the $2,000
maximum. The Plan deductibles apply to the hearing aid benefit for both Fee-
For-Service and HMO Participants.

Excluded Expenses The Hearing Aid benefit does not include
expenses incurred for:

1. Cleaning, repair, or maintenance of a hearing aid.

2. Batteries.

3. Replacement of lost, stolen or broken hearing aids for which
payment is made under this benefit.

Physical Therapy

If you or your eligible Dependent receives physical therapy treatment in a PPO
outpatient facility, the Plan will pay 90% of the Allowable Charges for the first 26
visits per calendar year provided you use a PPO provider. For the remainder of
the calendar year the Trust will pay 10% of the Allowable Charges of a PPO
provider.

If you use a Non-PPO provider, the charges will be paid at 60% (up to a

maximum of $75 per visit) of allowable charges for a maximum of 26 visits per
calendar year and nothing for more than 26 visits.
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Speech Therapy

If you or your eligible Dependent receives speech therapy treatment in an
outpatient facility, the Plan will pay 90% of the Allowable Charges for the first 26
visits per calendar year provided you use a PPO provider. For the remainder of
the calendar year the Trust will pay 10% of the Allowable Charges of a PPO
provider.

If you use a Non-PPO provider, the charges will be paid at 60% of Allowable
Charges for a maximum of 26 visits per calendar year and nothing for more than
26 visits.

Pain Management
For pain management services, the Plan will pay 90% of Allowable Charges for

PPO facilities, and 60% of Allowable Charges for Non-PPO facilities, up to the
following maximums:

e Hospital maximum benefit: $900
e Surgery center maximum benefit: $800
e Physi ci an’ swnoberfefitc e ma %700
e Lifetime maximum: $10,000

Sleep Apnea

For the diagnosis of sleep apnea, the Plan will pay 90% of Allowable Charges for
PPO facilities, and 60% of Allowable Charges for Non-PPO facilities, up to the
following maximums:

¢ Facility maximum benefit: $1,000
e Physician maximum benefit: $1,000
o Lifetime maximum: $2,000

MRI and CAT Scans

If you or your eligible Dependent use a PPO facility the Plan will pay 90% of
Allowable Charges. If you or your eligible Dependent use a Non-PPO facility the
Plan will pay 60% of Allowable Charges.

Vision Therapy

Should you or your eligible Dependents have amblyopia, strabismus and other
eye coordination problems, a special benefit is available to you. The treatment
plan must be approved in advance. Your physician has the forms to submit for
approval. Benefits will be payable at 90% for PPO providers and 60% for Non-
PPO providers up to a lifetime maximum payment of $500.
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Certified Nurse-Midwives

Allowable Charges for the services of a certified Nurse-Midwife will be payable at
60%, up to a maximum payment of $600 per delivery.

Birthing Centers

Allowable Charges made by a birthing center are payable at 60%, up to a
maximum of $1,200 per delivery. A birthing center is a facility established to
manage low risk, normal, uncomplicated pregnancy, with delivery within 24 hours
of admission to the center. Birthing centers may be free-standing, hospital-based
or hospital-associated. In all cases, the birthing center must be licensed and
operated under the direction of an M.D. or D.O. specializing in obstetrics and
gynecology. It must provide skilled nursing services under the direction of an
R.N. or certified Nurse-Midwife in the delivery and recovery rooms and have a
written agreement with an area hospital for immediate transfer in case of an
emergency.

The length of allowed hospital stay in connection with childbirth for newborn
children and their mothers is at least 48 hours following a vaginal delivery, and at
least 96 hours following a Cesarean section. However, federal law and this Plan
generally do not prohibit the mothe
consulting with the mother, from discharging the mother or her newborn earlier
than 48 (or 96) hours. In any case the Plan may not, under federal law, require
that a provider obtain authorization from the Plan for prescribing a length of stay
not in excess of 48 (or 96) hours.

Maternity Benefits

Benefits are provided for pregnancy on the same basis as any other illness. Care
for pregnancy of a Dependent child is not covered.

The length of allowed hospital stay in connection with childbirth for newborn
children and their mothers is at least 48 hours following a vaginal delivery, and at
least 96 hours following a Cesarean section. However, federal law and this Plan
generally do not prohibit the mothe
consulting with the mother, from discharging the mother or her newborn earlier
than 48 (or 96) hours. In any case the Plan may not, under federal law, require
that a provider obtain authorization from the Plan for prescribing a length of stay
not in excess of 48 (or 96) hours.

Organ Transplant Provision
Charges for medically necessary services and supplies will be payable at 90% of
Allowable Charges. However, you must first obtain pre authorization from

Blue Shield of California. You should contact the Trust Office for assistance in
obtaining pre authorization.
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Annual Routine Physical Examination Benefit
While you are eligible, the Plan will pay 100% of physician charges and x-ray and
laboratory tests for you or your Dependent spouse in connection with an annual
routine physical examination. However, benefits will be limited to a maximum
payment of $300 per calendar year for you and $300 per calendar year for your
Dependent spouse. This benefit is not subject to a deductible.
The physical examination can be performed by the physician of your choice
Wellness Benefit

For You and Your Spouse

While you are eligible, the Trust will pay 100% of Allowable Charges for the
following:

e Immunizations and/or flu shots. The office visit is not covered.

e For women, pap smears when performed as a part of a well-woman
examination, including the examination, test and interpretation.

¢ For women, screening mammograms including the examination, test and
interpretation. The following age limitations and intervals apply:

Age
35-39 once during this age
40 and older once a year

e For men over 50 years of age, prostate screening, including the
examination, test and interpretation. Rectal examinations and PSA blood
screening tests are limited to one per calendar year.

For Your Dependent Children

While you are eligible, the Trust will pay 100% for well baby visits up to age 3.
Note: Wellness Benefits are not subject to the annual deductible.
All Other Covered Expenses

Charges for any of the services or supplies listed below, when certified as
necessary by the attending physician, will be payable at 90% of Allowable
Charges if you use a PPO provider and 60% of Allowable Charges if you use a
Non-PPO provider:

1. Services of an organization or agency which meets the requirements for
participation as a Home Health Agency under Medicare for treatment
which is certified as necessary by a doctor and administered within 90
days from the date of disability.

2. Initial artificial limbs or eyes (required to replace natural limbs or eyes lost
while covered under this Plan), casts, splints, trusses, braces or crutches.
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3. Rental of a wheel chair, hospital-type bed, or other durable medical
equipment used exclusively for treatment of injury or sickness, not to
exceed the reasonable purchase price.
4. Blood, blood plasma and blood processing fees.
5. Physician’'s fees for medical services (
Visits).
Diagnostic x-ray and laboratory services, including Pap smears.
Services of a Registered Nurse, as well as a certified Nurse-Midwife,
provided the services rendered require the skill or training of a Registered
Nurse.
8. Services of a registered Physiotherapist for short-term therapy. Services
must be ordered by a physician under an individual treatment plan and
must be certified by the physician as medically necessary for the
i mprovement of the pati demmcare. condi ti on |
9. Use of x-ray, radium and other radioactive substances.
10. Oxygen and rental of equipment for administration of oxygen.
11. Professional ambulance service to the nearest hospital where treatment
of the ailment can be given.
12. Services of a Podiatrist.
13. Injectable drugs, when prescribed by a physician. This treatment must be
certified by the physician as medically necessary for the improvement or
stabilization of tHeallowaace foranjecttdble drugo ndi t i o
is limited to the average wholesale price.
14. The Plan will pay 90% of the cost of a One-Touch Diabetic Tester, up to a
maximum benefit of $100. The patient must have a receipt with a
description of the supply.
15. Contraceptives t h a't mu st be administered in the
as an 1.U.D., will be covered as any other medical service.

No
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V. PRESCRIPTION DRUG BENEFITS

While you and your Dependents are eligible under the Fee-For-Service Medical Plan provided
by the Airconditioning and Refrigeration Industry Health and Welfare Trust Fund, you are also
eligible for the benefits of the Prescription Drug Plan. Your walk-in benefits and your mail order

benefits are pr ovi ded by the Trust' s P r ¥ svluch iispcuriediyn  Dr u g

Express Scripts.

The Plan allows two means for obtaining your medications. The mandatory mail-service

program offers t he convenience of home-tercthel i very

prescription drug needs, while the national network of retail pharmacies, which contract with

Express Scriptsganlprsevivde eswdlok meet your i mmedi a

therapy. Both walk-in and mail order prescription drugs are subject to the copayment described
below.

Your Copayments

Mail Order Prescription Drugs (90-day supply for maintenance drugs)

e $16 for generic drugs;
e  $40 for formulary (preferred) brand name drugs;
e $80 for non-formulary brand name drugs

NOTE: When you use the mail order program, you save because of the
lower copayment. The Plan also saves because the cost of the drugs are
generally lower.

Walk-in Prescription Drugs (30-day supply)

e 10% of cost for generic drugs with a minimum of $8 and a maximum of $20
20% for formulary (preferred) brand name drugs with a $20 minimum and a
maximum of $50

e 40% for non-formulary brand name drugs with a $40 minimum

NOTE: If you purchase a brand name drug, and there is a generic
equivalent available, you will have to pay the brand name copayment plus the
difference in_cost between the brand name and generic _drug, even if your
physician prescribes .fDi spense as Written

You may obtain a list of formulary drugs by visiting www.acrtrust.org.

Generic Prescription Drugs

When your physician writes a prescription for you or your eligible Dependent, he or she can
prescribe the brand name drug or the —genericl
costs less to manufacture and sell, and reduces costs to the Plan. They also save you money

because of the lower copayment.

Generic drugs are drugs that are identified by their chemical name, not a brand name. For

exampl e, St . Joseph’s and Bayer are brand names
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name. Generic drugs must meet the same federal standards as their brand name equivalents.
Generic medications are widely accepted by physicians, pharmacists and health plan providers.
The availability of generic drugs is constantly expanding. Brand name drugs are significantly
more expensive than generic drugs, due to the drug manufacturers spending large sums of
money on research, development, marketing and advertising of brand name drugs. It is
important to remember that generic medications are just as safe and effective as the more
expensive brand name drugs.

Reminder:  Tell your doctor that you would like a prescription for a generic drug
and save money.

Walk-In Pharmacy Program

If you need a supply of 30 days orlessforanon-mai nt enance or —acutel there
prescription along with your Express Scripts I.D. card to one of the many conveniently located
participating pharmacies. You must pay your copayment to the dispensing pharmacy.

NOTE: If you take a prescription for a Maintenance drug to a retail walk-in pharmacy, the
pharmacy will dispense a 30 day supply and you will only be allowed 1 refill. You must
use the mandatory mail order program described below to obtain additional refills.

For more information, you may call Express Scripts at (800) 347-8777.

Express Scripts Mandatory Mail Order Pharmacy Program

The Express Scripts mail order program is mandatory if you or your eligible Dependent take
prescription drugs on an ongoing basis; that is, you regularly require a supply of prescription
drugs for more than 60 days. These drugs are typically called maintenance drugs. For example,
if you take a drug daily for high blood pressure, it is a maintenance medication. On the other
hand, Penicillin for an infection would not be a maintenance medication.

You may obtain your initial maintenance drug prescription from a walk-in pharmacy. However
the prescription will only be for a 30 day supply. You may also obtain one refill for a 30 day
supply. After the refill, you must use the mandatory mail order program.

You may receive up to a 90-day supply of needed maintenance prescription drugs through this
program. Your doctor also has the option of prescribing up to three (3) refills which will entitle
you to a maximum of a 12-month supply, resulting in considerable savings in both time and
money.

Once your prescription is received by Express Scripts, it will be filled by a pharmacist and
checked by a different pharmacist to insure that it was filled correctly. A shipper will then check
it before shipping it to you. Express Scripts generally ships your prescription within 24 hours of
receipt, but you should allow at least 10 days from receipt of the prescription by Express Scripts
until delivery of your medication. Express Scripts provides a toll-free phone number to answer
any of your questions or concerns regarding your prescription. The toll-free phone number is
(800) 347-87717.
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Using the Mandatory Mail Order Pharmacy

The steps for obtaining a mail order prescription and refills are:

1. Obtain prescription forms and self-addressed postage envelopes for the mail
order program by calling Express Scripts at (800) 347-8777.

2. Complete the Mail Order Patient Profile. It is only necessary to include the form
with your first order. If more space is needed for Dependents, please list on a
separate sheet.

3. Ask your doctor to prescribe your medication, plus refills. Your doctor should
prescribe the number of pills required for a 90-day period, plus three refills. For
example, if you are required to take 3 pills a day of a certain medicine, then a 90-
day supply would be 270 pills.

4, Send the completed profile, your prescription(s), and your copayment(s) in the
pre-addressed, postage-paid envelope to:

Express Scripts
PO Box 866
Bensalem, PA 19020-0866

Refills

At the appropriate time noted on your refill notice, send the refill notice, your copayment,
and your prescription request to Express Scripts in the postage-paid envelope provided.
Before mailing, please make certain you have refills remaining, and check the expiration
date on your refill notice. You should receive your refill within 14 days of this mailing.
You may also call the toll-free number for Express Scripts, 1-800-347-8777, to order
refills over the telephone.

What Drugs are Covered?

1. Drugs that, under Federal or State of California Law, require the written or oral
prescription of a licensed physician or dentist.

2. In addition, the following items when they are prescribed in writing by a doctor:

a. Insulin and Diabetic Supplies, including: Insulin Syringe, Needles, Disposable
Needles , Sugar Test Tape, Acetone Test
Equivalent.

b. Colostomy supplies.

c. Vitamins that require a prescription.

d. Birth control pills and other physician-prescribed contraceptive devices.
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e. Retin-A, for medical, not cosmetic reasons. Prescriptions for Retin-A must be
submitted with a letter from your physician describing the diagnosis for which
it is being used, and requires pre-authorization from the Trust Fund Office.

3. Smoking deterrents, but only through the mail order program on a one-time basis.

4. New drugs are approved by the FDA and may be considered for coverage under this
plan. As the drugs become available, the Plan will consider the drugs and whether
they should be covered under t he Bt tha , inoi
advice of a third party

What Drugs Are Not Covered?

1. Drugs or medications not requiring a physici

2. Certain injectable drugs (except insulin), blood and blood plasma, immunization
agents.

3. Multiple and non-therapeutic vitamins, cosmetics, dietary supplements, health and
beauty aids.

4. Non-drug items such as appliances, prosthetics, bandages, heat lamps, etc.

5. Any drugs or medicine taken in accordance
exceed a 90-day period without the necessity of a refill unless prior written
agreement has been reached with the Trust.

6. Rogaine (minoxidil) solution.

7. Progesterone suppositories.

8. Drugs or medications taken by or prescribed for a patient in a hospital, sanitarium or
rest home.

9. Drugs for whi ch rei mbur sement i s provided unde
occupational disease laws.

10. Any drugs or medications not reasonably necessary for the care or treatment of
bodily injuries or sicknesses.

11.Drugs di spensed in the physician’'s office.
12. Drugs prescribed in connection with weight reduction.

13. Drugs prescribed in connection with the treatment of infertility or to enhance fertility.

NOTE: The general exclusions described in Section X also apply to drug benefits.
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VI. DENTAL BENEFITS

While you and your spouse and/or Dependent children are eligible for the medical and hospital
benefits provided by the Airconditioning and Refrigeration Industry Health and Welfare Trust
Fund, you are also eligible for the benefits of the Dental Plan.

Two dental plan options are available to you and your eligible Dependents:

1. United Concordia Dental Plan. United Concordia is a pre-paid dental plan similar to
an HMO. If you elect this Plan, you and your eligible Dependents will be covered
under the United Concordia Dental Plan for all covered dental services and supplies.
Benefits of the Plan are only available from the dentists listed in the provider
directory. Specialist services are covered when you are referred by your chosen
provider. There is no deductible or yearly maximum, and no charge for basic and
preventive care, root canals, crowns and bridges. If you are enrolled in the United
Concordia Dental Plan, please refer to the Summary of Benefits provided by them for
the benefits that apply to you. Call United Concordia at (866) 357-3304 or visit
www.unitedconcordia.com for more information.

Orthodontic services are provided as part of the dental benefits provided by United
Concordia, subject to the following provisions:

* There is a fee of $1,500 for adolescents, and a fee of $2,000 for adults. In
addition, t her e i s a —r ec or daysl mofledse
treatment plan, etc.

* You must remain on the United Concordia Plan during the period of time you
or your eligible Dependent is undergoing orthodontic treatment. Any early
termination will result in pro-rata charges for all unfinished work.

2. Fee-For-Service Dental Plan. Delta Dental is the administrator for the Trust Fund
Fee-For-Service Dental Plan. Under the Fee-For-Service Dental Plan, benefits will
be processed by Delta Dental. If you elect this Plan, you and your eligible
Dependents will be covered under the Fee-For-Service Dental Plan for all covered
dental services and supplies. You may use any licensed dentist in the United States
for necessary dental care. The Fee-For-Service Dental Plan is described below.

Fee-For-Service Dental Plan

The Plan will reimburse you for Covered Dental Expenses as listed below, at the lesser of 100%

of the Schedule of Dental Procedures, the Delta Dental PPO contracted rate, or the Delta
Dental Premier contracted rate, b u t not mor e t han lusul%usworharyyardu r
reasonable fees. The maximum aggregate amount payable for Covered Dental Expense for you

or your eligible Dependent in any calendar year or portion thereof is $1,750 per person.

Delta Dental has contracted with over 92% of the dentists in California to participate in their
Premier network. These dentists have agreed to accept as payment in full, the allowances that
have been spelled out in their contract with Delta Dental. Similarly, many of these dentists have
also agreed to participat e i n Delta Dental’'s PPO Dent al
lower fees as payment in full for dental procedures.

27

of $

dent

net we


http://www.unitedconcordia.com/

You have the option of going to any licensed dentist in the United States; however, if you use a
Delta PPO or Delta Premier dentist, your out-of-pocket expenses for the service could be less.

COVERED DENTAL SERVICES

Diagnostic Provides all the necessary procedures to assist the dentist in
evaluating the existing condition to determine the required dental
treatment, including office visits and consultations, clinical
examinations, biopsies, study models, vitality tests and x-rays.

Preventive Prophylaxis, topical application of fluoride solutions, and space
maintainers.
Oral Surgery Provides operative procedures in and about the oral cavity and jaws

including pre- and post-operative care, e.g., extractions.

General Anesthesia When administered for a covered oral surgery procedure performed
by a dentist.
Restorative Dentistry Provides for the restoration of decayed, diseased or damaged

natural teeth to a satisfactory state of health, function and
aesthetics. This includes the use of amalgam, synthetic porcelain
and plastic. The use of gold restorations, crowns and jackets are
provided when teeth cannot be restored with the above materials.

Endodontics Provides necessary procedures for the treatment of diseases of the
pulp chamber and pulp canals.

Periodontics Provides necessary procedures for the treatment of diseases of the
tissues supporting the teeth.

Prosthodontics Provides for artificial replacement of missing natural teeth with
bridges, dental implants or partial complete dentures.

Orthodontics Procedures associated with straightening and realignment of the
teeth and orthodontics are covered with a lifetime maximum of
$2,400.

EXTENSION OF BENEFITS

1. Dental benefits will be extended for 30 days after loss of eligibility to cover any services
rendered or supplies furnished in connection with a dental procedure that commenced
prior to the date of loss of eligibility. For purposes of this provision, examinations, x-rays,
prophylaxis (cleaning) treatment and orthodontics will not be deemed to commence a
dental procedure.

2. If you or your eligible Dependents are Totally Disabled as a result of an accident on the
date of loss of eligibility, dental benefits will be extended for expenses incurred within three
(3) months of the date of the accident for repair of, or alleviation of damage to natural teeth
caused by the accident. You or your Dependent must remain continuously disabled during
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the three-month period and the accident must have occurred while the Dental Expense
Benefits were in effect.

A schedule of dental procedures allowed under the Fee-For-Service
Dental Plan is available at www.acrtrust.org.

EXCLUSIONS AND LIMITATIONS

Covered Dental Expenses do not include expenses incurred for:

1. Any dental procedure performed for cosmetic reasons.

2. Charges for replacement of a prosthesis (dentures, crowns, bridges, partials, etc.), if
such replacement occurs within five years from the date expense was incurred, unless;

a) Such replacement is made necessary by the initial placement of an opposing full
denture or the extraction of natural teeth;

b) The prosthesis is temporary and is being replaced by a permanent prosthesis; or

c) The prosthesis, while in the oral cavity, has been damaged beyond repair as a
result of injury while covered.

3. Any procedure which began before the date you or your Dependent became covered
under this Dental Plan, or any supplies furnished in connection with such procedure.
For purposes of this provision, x-rays and prophylaxis (cleaning) treatment will not be
deemed to begin a dental procedure.

4. Any treatment that is payable under any other benefit of the Plan.

5. Orthognathic procedures and myofunctional therapy and procedures associated
therewith.

6. Combined charges for orthodontia and treatment of temporomandibular joint syndrome
that exceed $2,400 per lifetime.

NOTE: The general exclusions described in Section X also apply to dental
benefits.

The following limitations apply to Covered Dental Expenses:

1. Full mouth x-rays are limited to every two years.
2. Bite-wing x-rays are limited to every six months.
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VII. VISION CARE BENEFITS

Vision Care Benefits for You and Your Eligible Dependents

You and your eligible Dependents are also eligible for vision care benefits through Vision
Service Plan (VSP) regardless of whether you are enrolled in the Fee for Service or HMO
medical plan. Although you do not have to use a VSP provider, your savings will be greater if
you do, as outlined below.

The vision care plan provided by Vision Service Plan (VSP) is composed of a panel of over
22,000 doctors to provide professional vision care for you and your eligible Dependents.

What are the Benefits?

1. Routine Eye Examination A complete analysis of the eyes and related
structures to determine the presence of vision problems or other abnormalities.

NOTE: If you choose contact lenses, there is an additional exam that will need to
be performed. The additional exam is not covered by the Plan, but VSP providers
will give you a 15% discount on the cost of the additional exam.

2. Lenses The VSP Panel Doctor will order the proper lenses (only if needed). The
program provides the finest quality lenses fabricated to exacting standards. The
doctor also verifies the accuracy of the finished lenses. This benefit also includes
contact lenses.

3. Frames The Plan offers a wide selection of frames. However, if you select a frame
which costs more than the amount allowed by the Trust, (or a large frame that
requires oversized lenses) there will be an additional charge.

NOTE: You will not be able to have both contact lenses and frames in the same
12 month period.

4. Benefit Amount for Active Participants The Plan will pay the following for
Active Participants and their eligible Dependents:

Benefit Freguency VSP Provider Non-VSP Provider
Eye Exam Every 12 months 100% after $20 copay Up to $45

Single Vision Lenses Every 12 months 100% Up to $45

Lined Bifocal Lenses Every 12 months 100% Up to $65

Lined Trifocal Lenses Every 12 months 100% Up to $85

Tints Every 12 months 100% $5

Frames Every 12 months Up to $120 Up to $47

Contact Lenses Every 12 months Up to $120 Up to $105
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5. Benefit Amount for Retired Participants The Plan will pay the following for
Retired Participants and their eligible Dependents:

Benefit Frequency VSP Provider Non-VSP Provider
Eye Exam Every 12 months  100% after $30 copay = Up to $45

Single Vision Lenses Every 12 months 100% Up to $45

Lined Bifocal Lenses Every 12 months 100% Up to $65

Lined Trifocal Lenses Every 12 months 100% Up to $85

Frames Every 24 months  Up to $120 Up to $47
Contact Lenses Every 12 months  Up to $120 Up to $105

How Do | Use The Vision Plan?

1. Contact a VSP participating doctor to make an appointment. Make sure you identify
yourself as a VSP member; provide your identification number and group name
(Airconditioning and Refrigeration Industry Health and Welfare Trust Fund). The
doctor will verify eligibility and benefits. If you need to locate a VSP participating
doctor, call VSP at (800) 877-7195, or visit their website at www.vsp.com.

2. VSP will pay the doctor directly. You are responsible for any applicable copayment
and any additional costs for items not covered.

3. Using a doctor from the VSP list assures direct payment to the doctor and
guarantees quality and cost control. However, if you decide to use the services of a
doctor who is not a VSP Panel Me mber ,
in full. You will be reimbursed by VSP in accordance with the reimbursement
schedule on page 30. However, there is no assurance that the schedule will be
sufficient to pay for the examination or the glasses. Reimbursement benefits are not
assignable. You must send your itemized statement of charges and receipts along
with your benefit form to the VSP address listed on the back of your benefit form.

Limitations

Extra Cost

This Plan is designed to cover your visual needs rather than cosmetic materials. If you
select any of the following and your doctor does not receive prior authorization, there will
be an extra charge:

A frame that requires oversized lenses;

Coated lenses;

Contact lenses;

Blended or progressive multi-focal lenses;

Photochromic or tinted lenses other than Pink 1 or 2 (not a covered benefit for
Retired Participants and their eligible Dependents);

A frame that costs more than the plan allowance; or

Two pairs of glasses in lieu of bifocals.

arwbdE
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What Benefits Are Not Covered?

There are no benefits for professional services or materials connected with:

NOTE:

1.

Orthoptics or vision training, subnormal vision aids, aniseikonia lenses, Plano
(non-prescription) lenses, or glasses obtained when there is no prescription
change.

Lenses and frames furnished under this program which are lost or broken. They
will not be replaced except at the normal intervals when services are otherwise
available.

Medical or surgical treatment of the eyes; such treatment may be covered under
the medical provisions of the Plan.

Services or materials provided as a result
similar legislation, or obtained through or required by any government agency or
program whether Federal, State or any subdivision thereof.

Any eye examination required by an employer as a condition of employment; or
any service or material provided by any other vision care plan, or group benefit
plan containing benefits for vision care.

The general exclusions described in Section X also apply to vision
benefits.
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VIIl. ACCIDENT AND SICKNESS WEEKLY BENEFITS FOR ACTIVE
PARTICIPANTS

This Benefit is available to Active Participants Only.

If you become Totally Disabled as a result of an injury or an iliness, you will be entitled to an
Accident and Sickness Weekly Benefit as follows:

Non-Occupational—Weekly Benefit Amount: $150 (net after taxes)
Accident Benefits commence with the: 1st day
Sickness Benefits commence with the: 8th day

Occupational—Weekly Benefit Amount: $150 (net after taxes)
Benefits commence with the: 1st day

Maximum Period of Payment During any Disability: 26 weeks

Total Disability resulting from the pregnancy of a female Participant will be considered an
illness, with benefits beginning on the eighth day of Total Disability.

Your benefits will be paid for a maximum number of 26 weeks for any one period of disability
whether due to one or more causes. For purposes of the Accident and Sickness Weekly Benefit
only, successive periods of Total Disability, separated by less than two weeks of full-time active
employment or availability for work, will be considered one period of disability.

For each day during partial weeks of disability, you will be paid one-fifth of the weekly benefit.

In order to collect the Accident and Sickness Weekly Benefit, you must be under the care of a
medical doctor. To receive this benefit, you must obtain an application form from the Trust Fund
Office and it must be completed and returned within 12 months from the initial date of the
disability.

NOTE: This benefit does not apply to COBRA or Retired Participants
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IX. DEATH AND DISMEMBERMENT BENEFITS

Death and dismemberment benefits for all Eligible Active and Retired Participants and their
eligible Dependents are as follows:

Death of an Active Participant
¢ Resulting from natural causes $35,000
¢ Resulting from accidental cause $45,000

Death of a Dependent of an Active Participant
e Spouse $1,000
e Child $1,000

Dismemberment Benefits for the Active Participant
e Loss of 1 hand, foot or eye $5,000
e Loss of 2 hands, feet, eyes or combination thereof $10,000

Death of a Retired Participant
¢ Resulting from natural or accidental causes $10,000

Dismemberment Benefits for the Retiree
e Loss of 1 hand, foot or eye $5,000
e Loss of 2 hands, feet, eyes or combination thereof $10,000

NOTE: The Dismemberment Benefit is payable subject to the following provisions:

a) Loss of a hand or foot means the dismemberment by severance through or above the
wrist or ankle joint respectively.

b) Loss of an eye means the entire and irrecoverable loss of sight of the eye.

c) This benefit does not apply to sickness or disease, or medical or surgical treatment
therefore, except pyogenic infection that occurs through an accidental cut or wound.

Payment of Benefits

Benefits for the death of a dependent or spouse will be paid to the Participant. Benefits for
dismemberment will also be paid to the Participant. Benefits for the death of a Participant will be
paidtothePar t i cDepignated Beneficiary as described below.

Designated Beneficiary

A Participant may designhate one or more per sons oOfr entities (—Design:
receive benefits payable under the Trust as a result of the his or her death. Such designation

must be made in writing on a form provided by Trust, and shall be subject to any spousal

consent requirements contained herein. The last such designation shall supersede all prior

designations.
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If the Participant has not designated a beneficiary as described above, the benefit shall be paid
as follows:

a) To the decedHBmhel s spouse
b) To the decedent.ifeonggr obat e estat e

¢c) To the decedent’'s heirs in accordance with th
where the decedent was domiciled at the time of death.

A beneficiary form will be supplied by the Trust Fund Office and you may change your
beneficiary at any time.

Extension of Death Benefit If Disabled

If, on the date your coverage terminates, you are Totally Disabled, your Death Benefit will be
paid if:

1. Your death occurs within twelve months of the date your coverage terminated.

2. You were Totally Disabled from the date of termination of coverage continuously to the
date of death.

3. Sufficient proof that these conditions have been met is submitted to the Trust Fund
Office within one year of the date of death.

Exclusions and Limitations

1. With respect to the benefit payable upon the death of a Dependent, if both you and your
spouse are Participants, only one of you will be eligible for a benefit upon the death of a
Dependent child. There is no benefit upon the death of a Dependent for Retired
Participants.

2. You will not be eligible for any benefit under this section with respect to any loss caused
or contributed to by sickness or injuries sustained while in military service.

3. The Death and Dismemberment Benefit is not be payable for any intentionally self-
inflicted injury, dismemberment, or death.

NOTE: The general exclusions described in Section X also apply to Death and
Dismemberment benefits.
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X. GENERAL EXCLUSIONS

In addition to the exclusions listed under specific benefits in this Booklet, the Plan will not
provide benefits for:

1. Any condition arising out of occupational injuries or ilinesses, even though you fail to
claim your right to such benefits, or for which benefits of any nature are recovered or
found to be recoverable, whether by adjudication or settlement, under any Wor ke
Compensation or occupational disease law.

2. Treatment, services or supplies that are not a covered expense under this Plan;
however, the Plan reserves the right to waive certain Plan benefit limitations in order
to cover more cost-effective care that would otherwise not be considered an eligible
expense.

3. Any treatments, supplies or services:

a. That are not medically necessary except for preventive care as provided for
in this Plan;

Performed by a practitioner not acting within the scope of his or her license;
Incurred by you or your Dependent when ineligible under the Plan;

For which no charge is made;

For which the eligible individual is not required to pay in the absence of this
Plan;

That are provided without cost by any municipal, county or other political
subdivision; or

g. Provided in connection with court-ordered care.

cooo
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4. Any services, procedures or supplies which are, in the sole and absolute discretion
of the Board of Trustees, considered experimental or investigational in nature or are
not within the standards of generally accepted medical or dental practice. The term
—experimental/investigationall includes any
treatment or procedure and any medication which is determined by the Plan to meet
any one of the following criteria:

a. ltis not generally accepted by the medical or dental community as proven
and effective for their treatment of the diagnosis in question;

b. The scientific assessment of the treatment, procedure or medication or its
application for a particular diagnosis has not been completed,;

c. Any required governmental approval of the treatment, procedure, device
or medication for the diagnosis in question has not been granted at the
time the services are rendered or the medication prescribed,

d. The treatment, procedure or medication or its application for a particular
diagnosis has been granted approval only for use in connection with an
experimental study; or

e. With respect to medications, the medication has not been approved by
the Food and Drug Administration for the specific diagnosis.

In applying the foregoing definition, the Plan will rely on literature contained in
established medical or dental texts and journals, the opinions of medical or dental
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10.

11.

12.

13.

14.

15.

professionals, and where appropriate, the opinions of specialists in the medical or
dental field in question. It should be understood that this is an area in which differing
opinions are common.

IT IS STRONGLY ADVISED THAT YOU SEEK PRE-CERTIFICATION FROM THE
PLAN BEFORE PROCEEDING WITH A COURSE OF TREATMENT THAT COULD
POSSIBLY BE CONSIDERED EXPERIMENTAL. PLEASE REFER TO THE
SECTION OF THIS BOOKLET REGARDING CLAIMS AND APPEALS
PROCEDURES WHICH DISCUSSES THE PROCEDURES FOR SUBMITTING
PRE-SERVICE CLAIMS.

Some services and/or procedures are excluded from coverage because they are not
rendered in accordance with the generally accepted professional standards for the
diagnosis or treatment of the illness or injury in question.

The Plan may, on occasion, request that a patient have an independent medical or
dental evaluation to determine the reasonableness and necessity of the services
being provided.

The treatment of varicose veins except when there is a medical condition which is
substantiated with documentation by the attending physician and prior authorization
is obtained.

Intentionally self-inflicted injuries or sicknesses.

Conditions caused by or arising out of an act of war, declared or undeclared, armed
invasion or aggression.

Charges for injuries incurred duwfaicing, ot he cov

for care or treatment while incarcerated in any penal institution, jail facility or jail
ward.

Any bodily injury or sickness for which you are not under the care of a physician.

Charges for services performed by your spouse, or a child, brother, sister or a parent
of you or your spouse.

Charges for any service not specifically covered by the Plan.

Any charges over the Plan’s maxi mum Al

Services or supplies in connection with organ transplants that are not covered by the
Plan.

Fees to complete claim forms.
Charges by a provider who has performed unnecessary services, billed in an
inappropriate manner, or has engaged in any questionable, unethical or fraudulent

billing practices as determined in the sole and absolute discretion of the Board of
Trustees. The Board of Trustees reserves the right to determine that a provider is an
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ineligible provider and that no Plan benefits will be payable for services or supplies
provided by that provider on this basis.

16. Medical Expense Benefits will not be payable for:

a.

~ov

Medical examinations, services or supplies, including the duplication of
diagnostic testing, which is not necessary for the treatment of an injury or
sickness, except as specifically provided.
Inpatient diagnostic testing, unless medically necessary.
Any operation or treatment in connection with the fitting or wearing of
dentures or treatment of the teeth or gums except:
I. where such operation or treatment is necessary as a result of
tumors and
ii. expenses for treatment of accidental injury to natural teeth
(including their replacement), if the treatment is incurred within two
years after an accident which occurred while covered under the
Plan.
Charges in connection with the pregnancy of a Dependent child.
Temporomandibular joint syndrome and myofunctional therapy and
procedures associated therewith.
Stand-by personnel in connection with Cesarean sections.
Expenses incurred in connection with prognathism, retrognathism or
micrognathism.
Cosmetic surgery, except operations necessary to repair disfigurement
due to a congenital abnormality, or an accident or medical condition
which occurred while covered under this Plan. Only cosmetic surgery
performed within two years of an accident which occurred while covered
under the Plan will be considered a covered expense unless the surgery
cannot be performed within two years due to medical complications.
Expenses in connection with the reversal of sterilizations.
Rest cures and custodial care.
Expenses incurred in connection with radial keratotomy, radial
keratoplasty, or any other procedure performed only to improve visual
acuity.
Eye refractions, eye glasses, the fitting of eye glasses.

. Charges for any hospital care, medical, vision or dental services or

supplies paid for under any other benefits provided under this Plan.

Drugs dispensed by a physician in his office.

Expenses incurred in connection with weight reduction, or complications
from any procedures performed in connection with weight reduction.
Charges related to treatment of infertility.

Charges for treatment of impotency or erectile dysfunction.

Routine Well Baby Care wvisits on
birthday.
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Xl. RECOVERY INCENTIVE PROGRAM

The Recovery Incentive Program is designed to encourage you to carefully review and audit
your medical and dental bills. The Trust will pay you a cash incentive if you discover and
arrange for recovery or reversal of overcharges made on your medical or dental bills, which in
turn result in savings for the Plan. The program rules are as follows:

1.

2.

The cash incentive you will receive will be based on the amount of the overcharge
that is reversed of what the Plan recovers from the provider.

When an overcharge of $25 or more is recovered, the Plan will pay 25% of the
overcharge but not more than $500 (25% of $2,000). Any overcharges in excess of
$2,000 will be reviewed by the Board of Trustees who may authorize additional
compensation.

All overcharge reimbursements will be on a per family per calendar year basis to a
maximum reimbursement per family of $500 per calendar year except by Board
approval.

For purposes of the cash incentive, only hospital expenses which the Plan covers
(not telephone bhills, television rental, newspapers, etc.) shall be considered in
determining the amount of a hospital overcharge.

Proof of eligibility for a cash incentive must be submitted to the Trust Fund Office in
the form of a copy of the initial itemized bill with the overcharges circled, and a copy
of the adjusted bill showing that the provider corrected the discrepancy. Such proof
should be submitted to the Trust Fund Office within 45 days following the date of the
service. Within 30 days after receipt of proof and verification that the overcharge has
been recovered or reversed, the Trust Fund Office will mail you a check in the
amount of the cash incentive. It should be noted that such reimbursements are
considered income and you should consult with the I.R.S. or a tax accountant about
the method to use to report this.

The Trustees and the Trust Fund Office will not get involved in resolving any
differences between you and the provider with respect to disputed charges. You are
solely responsible for handling such disputes.

The following sets forth specific suggestions for a careful and complete review of a hospital bill:

1.

Before leaving the hospital, make sure the hospital either provides or arranges to
send an itemized bill;

List everything that happens while in the hospital by reconstructing events, either
daily or immediately upon discharge

Match your list from 2 above against bills to detect any discrepancies;

Check the bill carefully for charges that represent any treatments, services, or
supplies that were not received;

Circle any overcharges. Report the overcharges to the hospital billing department
and request a corrected bill. If the patient properly identifies the specific
discrepancies in the hospital bill, hospitals must eliminate unsubstantiated charges
unless there is evidence in the medical file to the contrary. A copy of the adjusted bill
will be used as proof that the hospital corrected the discrepancies; and

Earn a recovery reward by sending the Trust Fund Office a copy of the initial bill with
the overcharges circled and a copy of the corrected bill.
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XIl. CLAIMS AND APPEALS PROCEDURES

The following rules apply to the Fee-For-Service Medical and Dental Plans, except that if you go
to a Delta PPO or Delta Premier dentist, you do not need to file a Claim since your dentist will
seek payment directly from the Trust through Delta Dental. For Blue Shield of California HMO,
Kaiser and United Concordia Dental Plan, refer to the claims and appeals procedures in the
benefits booklets issued by these organizations.

Proof of Claim must be given to the Trust Fund Office within 90 days after the occurrence or
commencement of any loss, or as soon thereafter as is reasonably possible, not to exceed one
year. Proof of Claim for the Fee-for-Service Dental program must be submitted to Delta Dental
within 90 days after the occurrence or commencement of any loss, or as soon thereafter as is
reasonably possible, not to exceed one year.

For death claims, a certified copy of the death certificate must also be submitted to the Trust
Fund Office.

The Trust, at its own expense, shall have the right and opportunity to arrange for the
examination of any individual whose injury or sickness is the basis of a Claim to determine the
extent of loss.

HOW TO FILE A CLAIM

1. Obtain a claim form from the Trust Fund Office. There is a separate Delta Dental claim form
for dental services provided under the Fee-For-Service Dental Plan, and the medical
services provided under the Fee-For-Service Medical Plan.

The empl oyee must complete, sign and date
Have your physician/dentist complete their portion of the claim form in detail.

Upon completion of the claim form, attach itemized bills and send your claim form as follows:

a. If your Claim is for medical services, send your claim form to the Trust Fund
Office at:

PpwnN

Airconditioning & Refrigeration
Industry Health & Welfare Trust Fund
1380 S. Sanderson Avenue
Anaheim, CA 92806
(714) 917-6100

b. If your Claim is for dental services, send your claim form to the Delta Dental
Office at:

Delta Dental
P.O. Box 997330
Sacramento, CA 95899-7330
(800) 765-6003

5. For medical claims assistance, write or telephone the Trust Fund Office at the

address/telephone number listed above. For dental claims assistance, write or telephone
Delta Dental at the address/telephone number listed above.
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6. All Medical Claims must be filed with the Trust within 90 days of the date they are incurred,
or as soon thereafter as is reasonably possible, but not more than one year from the date
the expense was incurred. All Dental Claims must be filed with Delta Dental within 90 days
of the date they are incurred or as soon thereafter as is reasonably possible, but hot more
than one year from the date the expense was incurred.

7. All benefits will be payable to you unless you have signed the authorization on the claim
form to pay the provider directly. If you use a PPO provider, benefits will be paid directly to
that provider. If you use a Delta Dental PPO or Premier provider, benefits will be paid
directly to the provider. If you use a non-Delta provider all benefits will be paid directly to
you.

TYPES OF CLAIMS

When a Claim for specific Health Pl 84hisdulemitedf i t s ( a
to the Trust Fund Office, it is identified as a Pre-Service Claim, an Urgent Care Claim, a Post-
Service Claim, or a Concurrent Care Claim.

A Pre-Service Claim is a Claim for a benefit for which the Plan requires approval before medical
care is obtained. An example would be a request for prior approval of an organ transplant.

An Urgent Care Clamisapresser vi ce Claim for medical cate or t
servicel Claim standards are applied, could serio
or the ability of the claimant to regain maximum function, or, in the opinion of a physician with

knowl edge of the claimant’'s medi cal condition, W C
cannot be adequately managed without the care or treatment that is the subject of the claim.

A Post-Service Claim is a Claim for benefits that is not a Pre-Service Claim, an Urgent Care
Claim, or a Concurrent Care Claim. An example would be a Claim for benefits for physician
services already provided.

A Concurrent Care Claim is a Claim to continue a previously approved ongoing course of
treatment. Examples would be (i) a claim to reinstate a previously approved five-day inpatient
hospital stay after the Trust Fund Office determined, upon review of the claim, that it was
appropriate to reduce the hospital stay to three days; or (ii) a claim to extend to eight days an
inpatient hospital stay originally approved for five days.

INITIAL BENEFIT DETERMINATION

Claims are processed according to the Plan’'s rul
made by the Trust Fund Office, will be provided in writing. As described below, in the case of
Urgent Care Claims, notification may initially be provided orally and then confirmed in writing.
The initial determination will be provided to you according to the following time frames and will

include detailed information concerning the basis for the decision and your appeal rights.

Pre-Service Claims. The Trust Fund Office will notify a claimant of an initial determination
regarding a Pre-Service Claim within 15 calendar days after receipt of the Claim (30 days if the
Trust Fund Office notifies the claimant prior to the end of the initial 15-day period that additional
information is needed). If additional information is needed from the claimant, the claimant will
have 45 days to provide such information. If the Trust Fund Office requests additional
information from the claimant, the claimant will be notified of the decision within 15 days after

41



the additional information is received or the end of the 45-day response period, whichever is
earlier.

Urgent Care Claims. The Trust Fund Office will notify a claimant of an initial determination
regarding an Urgent Care Claim within 72 hours after receipt of the Claim. If notification is
provided orally, the claimant will be provided with written confirmation within 3 days after oral
notification. If the Trust Fund Office notifies the claimant within 24 hours of receipt of the Claim
that additional information is needed to make a determination on the Claim, the claimant will
have 48 hours to respond. The deadline for the initial determination will then be suspended for
48 hours or until the information is received.

Post-Service Claims. The Trust Fund Office will notify a claimant of an initial determination
regarding a Post-Service Claim within 30 calendar days from receipt of the Claim (45 days if the
Trust Fund Office notifies the claimant prior to the end of the initial 30-day period that additional
information is needed). If additional information is needed from the claimant, the claimant will
have 45 days to provide such information. If the Trust Fund Office requests additional
information from the claimant, the claimant will be notified of the decision within 15 days after
the additional information is received or the end of the 45-day response period, whichever is
earlier.

Concurrent Care Claims. In the event of a decision to reduce or terminate a previously
approved ongoing course of treatment, the Trust Fund Office will notify the claimant early
enough to allow the claimant to have an appeal of such decision decided before the benefit is
reduced or terminated. If a request is made to extend a course of treatment beyond the period
of time or number of treatments previously approved, and the treatment does not involve urgent
care, the request will be treated as a new benefit claim and decided within the time frames
applicable to Pre-Service Claims or Post-Service Claims. If a request is made to extend a
course of treatment that does involve urgent care, the request will be acted upon by the Trust
Fund Office within 24 hours of receipt of the claim, provided the Claim is received at least 24
hours prior to the expiration of the approved treatment. If the request to extend a course of
treatment involving urgent care is not received at least 24 hours prior to the expiration of the
approved treatment, the request will be treated as an Urgent Care Claim and will be processed
in accordance within the time frames applicable to such claims.

You will be advised in writing of the decision of the Trust Fund Office. This will include a written
explanation giving detailed reasons for any denial, specific reference to the Plan provisions on
which the denial is based, a description of any additional material or information necessary for
you to perfect the Claim and an explanation of why such material or information is necessary,
and a description of the Plan’'s review pr
statement of your right to bring a civil action under Section 502(a) of ERISA following
compl etion of Ispraceditdsa Alsosif araiptgrralaule, guideline or protocol or
other similar criteria was relied upon in deciding your Claim, you will receive either a copy of the
rule, guideline, protocol or other similar criteria, or a statement that it is available upon request
at no charge, and if the determination was based on the absence of medical necessity, or
because the treatment was experimental or investigational, or other similar exclusion, you will
receive an explanation of the scientific or clinical judgment for the determination, applying the
terms of the Plan to your Claim, or a statement that it is available upon request at no charge.
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APPEAL OF ADVERSE BENEFIT DETERMINATION

If you receive from the Trust Fund Office an answer to a Claim with which you disagree, you or
a duly authorized representative of your choice may request an appeal of the decision. The
appeal will be reviewed by the Appeals Committee, which is a Committee of the Board of
Trustees of the Plan whose members are appointed by the Board. The request for review must
be in writing and submitted to the Trust Fund Office (with the exception of urgent care appeals,
which may be oral). The request for review must be received by the Trust Fund Office within
180 days from the date of your receipt of the answer with which you disagree. Late requests
may be rejected as untimely. You may submit any additional evidence or argument to support
your position. You may also be provided, upon request and free of charge, reasonable access
to and copies of all documents, records and other information relevant to your Claim for
benefits.

The request for appeal must contain an outline of the matter involved along with any issues,
comments or explanations of the c¢l ai aienmay akso
be submitted. The c¢cl ai mant may al so request
representative be present at the Appeals Committee meeting. A notification of the meeting date
and time will then be sent to the claimant who asks for an appearance. Additional evidence can
be presented at the Appeals Committee meeting.

The Appeals Committee will independently consider all comments, documents, records and
other information submitted by you or your authorized representative relating to the claim,
without regard to whether such information was submitted or considered in the initial benefit
determination. In addition, if the initial benefit determination was based in whole or in part on a
medical judgment, the Appeals Committee will consult with an independent health care
professional who was not consulted for the initial benefit determination. The name and address
of any medical or vocational expert consulted in connection with your denied claim will be
provided to you upon request.

You will be advised in writing of the decision of the Appeals Committee. This will include a
written explanation giving detailed reasons for any denial; specific reference to pertinent Plan
provisions or documents on which the decision is based; a statement of your right to receive,
upon request and free of charge, reasonable access to, and copies of, all documents, records
and other information relevant to your claim; and a statement of your right to bring a civil action
under Section 502(a) of ERISA. In addition, if an internal rule, guideline, protocol or similar
criterion was relied upon by the Plan, you will receive either a copy of the rule or a statement
that it is available upon request at no charge, and if the determination was based on medical
necessity, or because the treatment was experimental or investigational, or other similar
exclusion, you will receive an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your appeal, or a statement that it is available
upon request at no charge.

The explanation of the Appeals Committee’ s
time frames:

Urgent Care Claims: Within 72 hours after receipt of the appeal.

Pre-Service Claims: Within 30 days after receipt of the appeal.
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Concurrent Care Claims: Same as Initial Benefit Determination (see Concurrent Care
Claims, above.)

Post-Service Claims: The Appeals Committee holds a regularly scheduled meeting at
least quarterly. The Appeals Committee will make a determination regarding a request
for review no later than the date of the first such meeting which occurs at least thirty (30)
days following receipt of the request for review; but if special circumstances require an
extension of time for processing, the benefit determination shall be rendered not later
than the third meeting following receipt of the request. The claimant shall be notified of
the benefit determination as soon as possible, but not later than five (5) days after the
benefit determination is made.

The decision of the Appeals Committee is final and binding upon the claimant.
This appeals procedure shall be the sole and exclusive procedure available to an individual who
is dissatisfied with a Claim or eligibility decision of any kind relating to a covered Claim. The

Pl an'"s appeals procedures must be exhausted befo
procedure outside of the rules and regulations of the Plan itself.
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XlII. COORDINATION OF BENEFITS

This Plan has been designed to help you meet the cost of disease or injury, and one way to
ensure you receive the maximum amount of
benefits. I | f BRepandeot haveygoouprcoverdgé ajhertinarethe benefits payable
under this Plan, such information should be provided on the claim form when submitted for
payment by the provider. —Coordinationll means that this
plan under which you may have coverage, enabling you to receive the full amount of benefits to
which you are entitled wunder both plans. I
Plan with the benefits of another plan, you may receive full payment of your medical expenses
(but not more than 100% of Allowable Charges) rather than partial payment.

The following information explains how benefits are determined when the Coordination of
Benefits provision is applied.

One of the two or more plans involved is the Primary Plan and the other plans are Secondary
Plans. If this Plan is the Primary Plan, it pays benefits first and without consideration of the other
plans. If this Plan is the Secondary Plan, the primary plan will pay first. This Plan will then pay
the remaining benefits as though it was primary, not to exceed 100% of the Allowable Charges
incurred when the amount paid by this Plan is added to the amount paid by the other plan. No
plan will pay more than it would have paid without this special provision. (If one plan has no
Coordination of Benefits provision, it is automatically primary.)

For purposes of this Coordi nati on of Benefits provision,
payable under the Airconditioning and Refrigeration Industry Health and Welfare Trust Fund and
any other plan (excluding individual policies or contracts other than franchise coverage)
providing benefits or services for, or by reason of, medical or dental care or treatment under an
insurance policy; any governmental programs or coverage required or provided by any statute;
or any coverage (1) provided under hospital, medical or dental service plans, union welfare
plans, employer organization plans or employee benefit organization plans; or (2) sponsored by,
or provided through, a school or other educational institution.

In order to determine which plan is the Primary Plan and which plan is the Secondary Plan, the
following rules have been established:

1. The plan which covers the claimant, but does not contain a Coordination of
Benefits provision shall determine its benefits before the benefits of a plan which
has a Coordination of Benefits provision.

2. The benefits of a plan which covers the claimant as an active employee will be
determined before the benefits of a plan which covers such person as a laid-off
or retired employee or as a Dependent.

3. The benefits of a plan which covers the claimant as a Dependent of an active
employee will be determined before the benefits of a plan which covers such
person as a Dependent of a laid-off or retired employee.

4. When both plans cover the claimant as a Dependent child of an active employee,

or when both plans cover the claimant as a Dependent child of a laid-off or
retired employee, the benefits of the plan which covers the parent whose birthday
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(month and day only) occurs first during a calendar year will be determined
before the benefits of the plan which covers the parent whose birthday (month
and day only) occurs later in the year, except that in the event a father and
mother are legally separated or divorced, the following rules will apply:

a. The benefits of a plan which covers the claimant as a Dependent child of
the parent with financi al responsi bil
virtue of a court decree will be determined first;

b. If there is no court decree, the benefits of a plan which covers the
claimant as a Dependent child of the parent with legal custody will be
determined first;

C. If there is no court decree and the parent with legal custody has
remarried, the order of benefit determination will be as follows:

i.The plan which covers the parent with legal custody;

ii. The plan which covers the step-parent with legal custody if step-children
are covered by that plan; and

iii. The plan which covers the parent without legal custody.

When these rules do not establish an order of benefit determination, the benefits
of a plan which has covered the claimant for the longer period of time will be
determined before the benefits of a plan which has covered such person the
shorter period of time.

When this Coordination of Benefits provision operates to reduce the total amount
of benefits otherwise payable to a person covered under this Plan, each benefit
that would be payable in the absence of this provision will be reduced
proportionately, and such reduced amount will be charged against any applicable
benefit limit of this Plan.

Special rules apply to persons who are eligible for or enrolled in Medicare. See
the —Medicare and Béloawn Benefitsll section
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XIV. MEDICARE AND PLAN BENEFITS

The term —Medicarell means the program esyAxtbl i shed

Medicare provides a broad program of health insurance for people 65 or older, people who have
been totally disabled continuously for two years, even if under age 65, and people with end-
stage renal disease undergoing dialysis or kidney transplant.

The relevant sections of Medicare are: Part A which covers hospitalization and certain follow up
services; Part B which helps pay doctor bills and other medical bills; and Part D which provides
for prescription drug benefits.

Which sections of Medicare you must enroll in depends on whether you are an active
Participant or retired. It also depends on whether you choose the Fee for Service Plan or one of
the HMO Plans as follows. Below is a guide as to the parts in which you must enroll:

Active Participants in the Fee for Service Plan:

You should enroll in Part A only. It is important that you not enroll in Part D because you will
receive your prescription drug benefit from the Trust and that benefit is equal to or better than
the benefit under Medicare.

Active Participants in an HMO Plan:

You will need to contact your HMO provider for directions on the parts in which you must enroll.
Retired Participants in the Fee for Service Plan:

You should enroll in Parts A and B. If you fail to do so, your out-of-pocket costs will increase. It
is also important that you not enroll in Part D because you will receive your prescription drug
benefit from the Trust and that benefit is equal to or better than the benefit under Medicare.
Retired Participants in an HMO Plan:

You must enrol | in Parts A and supplementalvpmdrdm. Yo
will also need to contact your HMO provider for directions on whether or not you must enroll in

Part D.

NOTE: THE PLAN WILL NOT PAY WHAT MEDICARE WOULD HAVE PAID
HAD YOU BEEN ENROLLED AS STATED ABOVE. B.

How to Enroll in Medicare

If you are approaching age 65, you will not automatically be enrolled in Medicare unless you
have filed an application and established eligibility for a monthly Social Security benefit. If you
have not applied for Social Security benefits, you must file a Medicare application during the
three month period prior to the month in which you become age 65 in order for coverage to
begin at the start of the month in which you reach age 65. Call or write your nearest Social
Security Office 90 days prior to your 65th birthday and ask for an application.
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Medicare and Plan Benefits
1. Active Participants Age 65 and Over:
The Plan will provide full Plan benefits for active Participants age 65 and over

and eligible Dependent spouses age 65 and over. Medicare may provide back-up
coverage for some care if the Plan does not pay the full cost. In technical terms,

t he Pl an i s —primaryl for your covered
prescriptondr ug, and Medicare is —secondary./l

terminated solely because you enroll in Medicare under this paragraph.

2. Retired Participants Age 65 and Over:

Y

The Plan generally wild.l be the —sendetndaryl

spouses who are over age 65 and Medicare eligible.

3. Other Participants Eligible for Medicare:

This Plan generally wil!@l be the —secondaryl

spouses who are under age 65 and Medicare-eligible because of disability. For
individuals who are Medicare-eligible because of end-stage renal disease
(ESRD) , the Plan wild.l pay —pri maryl
Medicare eligibility, in accordance with current law.

If you are eligible for Medicare, but have not enrolled as stated above, Plan benefits will be
coordinated as if you have Medicare coverage. This means that you will be required to pay what
Medicare would have paid.

If you are enrolled in the Fee for Service Plan, your provider must submit the claim and a copy
of the Medicare Explanation of Benefits to Blue Shield of California so that we may coordinate
payments with Medicare.

Medicare + Choice Plans

If a Participant enrolls individually in a Medicare + Choice plan not provided by this Trust Fund,
and is enrolled in the Fee-For-Service Plan through the Trust Fund, no payments will be made
for covered services under this Plan that would have been covered under the Medicare +
Choice plan if the Participant had used the plan correctly. In this case, the Plan will only pay
20% of the Allowable Charges.
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XV. COBRA CONTINUATION COVERAGE

The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requires most

employers sponsoring group health plans to offer employees and their families the opportunity

for a temporary extension of health coverage (cal
rates in certain instances (called —qualifying e
otherwise end.

You do not have to show that you are insurable to choose continuation coverage. However,
continuation coverage under COBRA is provided subject to your eligibility for coverage as set
forth in Sections | and II.

You and/or your eligible Dependents will be required to pay for COBRA continuation coverage
on a monthly basis. However, you may pay for more than one month at a time. The monthly
premiums must be paid directly to the Trust Fund Office. You may request information
concerning premium amounts and payment deadlines from the Trust Fund Office.

Rights of Active Participants

If you are an active Participant covered by the Plan, you may have the right to choose
continuation coverage if you lose coverage because of a reduction in hours or termination of
employment (for reasons other than your gross misconduct). However, if you are working or
have worked in Non-Covered Air Conditioning and Refrigeration Service in violation of the rules
of the Plan (see page 4) you and your Dependents will not be eligible for COBRA coverage.

Rights of a Dependent Spouse

If you are the spouse of an active or retired Participant covered by the Plan, you may have the
right to choose continuation coverage for yourself if you lose group health coverage under the
Plan for any of the following reasons:

1. The death of your spouse;

2 The voluntary resignation or the termination o
gross misconduct), or a reduction in hours resulting in loss of eligibility in accordance
with the eligibility rules of the Plan;

3. Divorce or legal separation from your spouse;

4. Your spouse’.s retirement

Rights of Dependent Children

In the case of a Dependent child of an active or retired Participant covered by the Plan, he or
she may have the right to continuation coverage if group health coverage under the Plan is lost
for any of the following reasons:

1. The death of the Participant or retiree parent;

2 The voluntary resignation or the termination
(other than for gross misconduct), or a reduction in hours resulting in loss of eligibility in
accordance with the eligibility rules of the Plan;

3. The child ceases to qualify as an eligible Dependent as defined by the Plan;

4. Your parents divorce or legally separate;
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5. The retirement of the Participant parent.

For pur poses of this rul e, a —Dependentl means a
immediately before the Participant had a COBRA qualifying event, or a child who would have

gualified as an eligible Dependent but was born to or adopted by the Participant while the

Participant was covered under COBRA (provided proper documentation is submitted and the

applicable self-payment is made within 31 days from the date dependent status was met).

Notice Obligations

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Trust
Fund Office has been notified that a qualifying event has occurred.

e When the qualifying event is the end of employment or reduction of hours of
employment, or the death of the participant, the participating employer must notify the
Trust Fund Office of the qualifying event within 30 days of any of these events.

e For the other gqualifying events (divorce, legal separation of the participant and
spouseoradependent childbés | osing eligibility for
you must notify the Trust Fund Office in writing. The Plan requires you to notify the
Trust Fund Office within 60 days after the qualifying event occurs.

When the Trust Fund Office is notified that a qualifying event has occurred, the Trust Fund
Office will notify you that you have the right to choose continuation coverage, and send a
COBRA Continuation Coverage Election Form. Under the law, you have at least 60 days from
the later of (1) the date you would lose coverage because of a qualifying event or (2) the date
you receive your COBRA Election Form to inform the Trust Fund Office by completing and
submitting the Election Form that you want continuation coverage. Your continuation coverage
will be effective as of the date you would otherwise have lost coverage under the Plan. If you
first waive continuation coverage and later revoke that waiver, within your 60-day-election
period, your continuation coverage will be effective on the date you revoke your waiver. If you
do not choose continuation coverage, your group health coverage will end.

Please call or write to:

Trust Fund Office

Attn: Eligibility Department

Airconditioning and Refrigeration Industry Health and Welfare Trust Fund
1380 S. Sanderson Avenue, Suite 201, Anaheim, CA 92806

(714) 917-6100

Payment Obligations
Payment for the required COBRA premium must be made on the following basis:

1. Al payments must be made by check, cashier’
2. The initial COBRA payment should be received by the Trust Fund Office no later
than the 20" day of the month prior to the month for which you desire coverage.
However, this initial payment will be accept
election date.
3. The initial payment must cover the number of months from the date coverage would
otherwise have terminated, including the month in which the initial payment is made.
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4. After the initial COBRA payment is made, payments must be made each month to
continue coverage. Monthly payments must be postmarked by the 20" day of the
month preceding each coverage month. Failure to make a monthly payment within
30 days of the beginning of the coverage month will result in automatic termination of
coverage as of the end of the period for which payment has been made with no
further notice from the Trust Fund Office.

The Trust Fund Office will not send monthly bills or warning notices. It is the
responsibility of the qualified Participant to submit payments when due. Once
terminated, COBRA coverage cannot be reinstated.

Limitations and Termination of COBRA Continuation Coverage

If you choose continuation coverage, the Plan is required to offer you group health coverage
which is identical to the group health coverage provided under the Plan to similarly situated
employees or family members. However, you will not be provided continuation coverage for life
insurance, accidental death and dismemberment (AD&D), or disability benefits.

You may select only one of the following coverages:

1. Medical coverage only
2. Medical, dental, and vision coverage.
e You cannot select dental and vision coverage without also selecting medical
coverage.

The law requires that you be afforded the opportunity to maintain continuation coverage for
thirty-six (36) months unless you lost coverage due to a termination of employment or a
reduction in work hours resulting in a loss of eligibility in accordance with the eligibility rules of
this Plan. If you lose coverage due to termination of employment or reduction in work hours, the
required continuation coverage period for you and your eligible Dependents is up to eighteen
(18) months unless:

1.  You (or one of your Dependents) are totally disabled at the time you lose coverage
or within 60 days of continuation coverage, and by the end of the initial eighteen
(18) months of continuation coverage you (or your disabled Dependent) qualify for
Social Security disability benefits. In this instance the required continuation
coverage period is twenty-nine (29) months if you report your Social Security
disability determination to the Trust Fund Office before the initial eighteen (18)
months of continuation coverage expires and within sixty (60) days after the date of
the Social Security determination; or

2. The Participant was entitled to Medicare at the time of loss of coverage. In this
i nstance, t he required continuati on
Dependents is the longer of eighteen (18) months from the date coverage was lost
or thirty-six (36) months from the date the Participant became entitled to Medicare.
For the Participant, the required continuation coverage period remains eighteen
(18) months in this instance.

If a second qualifying event occurs during the COBRA continuation coverage period, the
coverage may be extended for up to thirty six (36) months from the date of the first qualifying
event. This extension is available to the spouse and Dependent children who are enrolled in
continuation coverage if the Participant dies, enrolls in Medicare, or is divorced or legally
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separated during the initial 18-month period. The extension is also available to a Dependent
child when that child stops being eligible under the Plan as a Dependent child. In all of these
cases, you must make sure that the Plan is notified of the second qualifying event within sixty
(60) days of the second qualifying event.

Your continuation coverage will terminate earlier than described above in the event any of the
following events occur prior to the expiration of the COBRA continuation coverage period:

1. The Plan no longer provides group health coverage;

2. The premium for your continuation coverage is not paid on time;

3 After your COBRA election, you become covered under another group health plan
(unless you have a pre-existing health condition for which the new plan excludes or
limits coverage);

4.  After your COBRA election, you become entitled to Medicare;

5.  With respect to a disabled person under the 11-month extension (total of 29 months),
Social Security determines that you are no longer disabled. If this occurs, COBRA
coverage will terminate for the individual and any eligible Dependents the first day of
the month following the month in which the determination was made;

6. The COBRA Participant (former Participant or Dependent) performs work in Non-
Covered Air Conditioning and Refrigeration Service.

If you have any questions regarding COBRA continuation coverage, please contact the Trust
Fund Office.

More Information

In considering whether to elect continuation coverage, you should take into account that a
failure to continue your group health coverage may affect your future rights under federal law.
First, if you reject COBRA and do not have other health coverage for more than 63-days, any
new coverage you obtain may apply certain pre-existing conditions limitations or exclusions to
your coverage, Election of continuation coverage may help you avoid such a gap in coverage.
Second, you will lose the guaranteed right to purchase individual health insurance policies that
do not impose such pre-existing condition limitations or exclusions if you do not maintain
continuation coverage for the maximum time available to you. Finally, you should take into
account that you have special enrollment rights under federal law. You have the right to request
special enrollment in another group health plan for which you are otherwise eligible (such as a
pl an sponsored by your spouse’s empl oyer)
coverage ends because of one of the qualifying event listed above in the COBRA continuation
coverage section. You will also have the same special enrollment right at the end of COBRA
continuation coverage if you maintain continuation coverage for the maximum time available to
you.

Under the Plan, you have the right, when your group health coverage ends, to enroll in an
individual health insurance policy, without providing proof of insurability. The benefits provided
under such an individual conversion policy may not be identical to those provided under the
Plan. You may exercise this right in lieu of electing continuation coverage, or you may exercise
this right after you have received the maximum continuation coverage available to you. You
should note that if you enroll in an individual conversion policy you lose your right under federal
law to purchase individual health insurance that does not impose any pre-existing condition
limitations when your conversion policy coverage ends.
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For more information about your rights under ERISA, including COBRA, the Health Insurance

Portability and Accountability Act (HIPAA), and other laws affecting group health plans, contact

the U. S. Department of Labor’s Employee Benefits
or visit the EBSA website at www.dol.gov/ebsa.

Keep Your Plan Informed of Address Changes or Changes in Family or Individual
Status

I n order to protect your f aTustlFynd ©ffice infgrindd ®f,anyy ou s h «
changes in the addresses of family members.

In addition, if there are any changes to your marital status, or the dependent status of any of

your children under the Plan, please notify the Trust Fund Office immediately.

You should keep a copy, for your records, of any notices you send to the Trust
Fund Office.

California COBRA

If you are an HMO participant under the Plan living in California, you may be eligible for

additional COBRA-l i ke coverage under California state | aw
booklet or contact your HMO for more information on your rights and how you may be eligible to

elect post-COBRA extended coverage under California law. This coverage is not provided by

the Trust Fund.
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XVI. MISCELLANEOUS

Medical Examination

No medical examination is required for coverage. If you are an eligible active or retired
Participant, you and your eligible Dependents will be covered regardless of physical condition.

Acts of Third Parties

No benefits are paid or are payable under the terms of the Plan for healthcare expenses
incurred by you or your Dependent(s) for an injury or illness which was in any way caused by
the act of a third party who may be legally liable or responsible for the injury or illness. However,
the Plan will advance payment for benefits in connection with such injury or illness caused by a
third party so long as you do all of the following:

1.

Provide the Plan with a written notice of any claim at the time the claim is made
against any third party for damages resulting from an injury or an illness;

Before the Plan will advance any benefit, you must agree in writing to reimburse
the Plan from the Recovery (as defined below) up to the amount of any benefits
advanced by the Plan when the Recovery is obtained from the third party or from
an insurer of any third party;

Agree to pay interest on any amount advanced but not reimbursed from the
Recovery at the rate then in effect from the date of the Recovery until you fully
reimburse the Plan;

Execute a lien on the Recovery in favor of the Plan, on a form provided by the
Plan, for the full amount of benefits advanced by the Plan in connection with the
injury or iliness resulting from the acts of a third party;

Keep any Recovery whether in your possession or control or in the possession or
control of your attorneys or other representatives received from a third party or
from any insurer of a third party, segregated and not commingled with any other
funds until paid to the Plan;

Agree in writing that the portion of the Recovery required to satisfy the lien of the
Plan shall be held in trust for the sole benefit of the Plan until such time as it is
paid to the Plan;

Direct any legal counsel retained by you or any other person acting on your or
your Dependent’'s behalf to hol dthé Planis
entitled in trust for the sole benefit of the Plan, to comply with the terms of the
Plan, and to facilitate the reimbursement to the Plan of the amount of benefits
advanced by the Plan;

To supply the Plan with all requested information about any claim, legal action or
administrative proceeding, and respond to periodic requests for information from
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the Plan or the Plan’s representative rega
any third party;

9. Notify the Plan, in writing, within ten (10) days after any Recovery has been
obtained; and

10. Reimburse the Plan from any Recovery for the full amount of benefits advanced
by the Plan.

Unless you and/or your Dependent(s) comply with each of the conditions listed above, no
benefits will be paid or are payable by the Plan with respect to the injury or illness. If benefits
have already been advanced by the Plan, and the Plan determines any of these conditions have
not been met, the Plan shall be entitled to recoup the full amount of benefits advanced in error
directly from you or your Dependent(s).

The Plan shall have a first right of recovery. You are required to reimburse an amount equal to
the benefits actually advanced by the Plan in connection with the injury or iliness up to but not
exceeding the Recovery. If the full amount owed to the Plan is not reimbursed from the
Recovery then you and your Dependent(s) shall continue to owe the Plan the full amount of
benefits advanced, together with interest until paid. This provision shall also be binding upon
your and your Dependent’s heirs, beneficiaries, p

If you or your Dependent(s) fail to reimburse the Plan, the amount of benefits advanced by the
Plan, together with interest accruing from the date of your Recovery may be deducted from
future benefits payable to you, or your Dependent(s), or on behalf of you or your Dependent(s),
until such time as the full amount owed to the Plan is reimbursed.

Requiring that you reimburse the Plan out of the monies you receive from the third party helps
contain the cost of benefits for all Participants and reduces the amount of benefits applied to
you or your Dependent’'s | ifetime maximum benefit

Recovery -The term —Recoveryl for pur poyanmsunto f t hi
awarded or received pursuant to or by way of court judgment, arbitration award, formal

or informal settlement proceedings, mediation or negotiations or any other arrangement,

from any third party or a third party insurer, or from your own uninsured or underinsured

motorist coverage in anyway related to or based upon the illness or injury sustained by

you or your Dependent(s), without reduction for attorneys fees paid or owed by you or on

your behalf, and without regard to whether you or your Dependent(s) have been made

whole by the Recovery.

Your Recovery includes all monies received either directly by you or by your
Dependent(s) as well as any monies held in an account or trust on your or your
Dependent’ s behal fsclierd tust hccoard, orastructuaed setilemerd. y
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You or your Dependent’s acceptance of payment of
made, shall constitute acceptance of all the terms and conditions of the Plan, including the

agreement to reimburse the Plan for all benefits paid up to the full amount of the Recovery Your

acceptance shall further act as a waiver of any defense to full reimbursement of the Plan from

the Recovery, including any defense that you or your Dependent(s) have not been made whole

by the Recovery, or that the amount payable by the Plan must be reduced by the amount of

attorneys fees and costs which you are required to pay, or that the Plan should pay a pro-rata

share of your attorneys fees and costs.

In the event the Plan is required to pursue recovery of unreimbursed benefits advanced to you

or your Dependent (s), or enforce its |lien on you
be entitled to recover in addition to the full amount of benefits advanced and accrued interest, all

attorneys fees and costs incurred.

The Board of Trustees shall have full discretion and authority to interpret and apply these
provisions relating to reimbursement of benefits advanced where an injury or illness results from
the act of a third party.

Fraudulent Claims/Non-Cooperation

If the Trustees in good faith determines that you or a dependent negligently or intentionally
made a false factual statement to induce payment of Plan benefits that otherwise would not be
payable, or if you or any of your Dependents assist, cooperate, or permit anyone else to do so,
your and your dependents’ coverage wil/ cease as
will not be entitled to a return of any contributions you have paid or agreed to pay, you and your
dependents will never thereafter be eligible for the Plan, and the Trustees and the Plan shall
retain any other additional remedies and rights they may have for dealing with the false claim.
The same also will be true if you, any dependent, or anyone acting with or for you or your
dependent, such as an attorney, fails to take any action the Trustees or their attorneys or agents
request to help the Plan recover a benefit overpayment or to enforce its subrogation or related
rights (such as by refusing to reimburse the Plan for benefits it paid in connection with injuries in
an automobile accident that you later recover from a third party as damages), with the first such
failure being treated as if it were a false factual claim for purpose of applying the preceding
sentence. The same will be true, and no benefits will thereafter be payable, if you or your
dependent seeks a jury trial of a Plan-related claim.

Disclaimer
The Fee-For-Service benefits described in this Booklet are not insured by any contract of
insurance, and there is no liability on the Board of Trustees or any individual or entity to provide

payment over and beyond the amounts in the Trust collected and available for such purposes.

The only source of authorized information is the Plan Booklet, Trust Agreement, the Trust Fund
Office, and the contracts from the prepaid provider organizations.

I f you are eligible for the Plan’'s benefits, your
with Vision Service Plan, Express Scripts, Kaiser, Blue Shield of California, or United Concordia
Dent al Services, and the Plan’s Bookl et relating

benefits provided directly by the Plan.
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Participants and their Dependents have no accrued or vested rights to benefits under this Plan.
In the event this Plan is terminated by the Board of Trustees, the rights of all Participants
covered under the Plan with respect to any benefits available subsequent to termination, will be
determined by the Board of Trustees.

In order that the Plan may carry out its obligation to maintain, within the limits of its resources, a
program dedicated to providing the most equitable possible benefits for all Participants, the
Board of Trustees reserves the right at any time and from time to time, in its sole and absolute
discretion:

1. To terminate or amend the eligibility conditions with respect to any benefit, to
terminate or change any benefit, or to add or modify any self-payment, even though
such changes may affect claims which have already been incurred,;

2. To terminate this Plan even though such termination affects claims which have
already been incurred.

3. To alter or postpone the method of payment of any benefit; or

4. To amend or rescind any other provisions of the Plan.

No lawsuit or action of any kind may be brought against the Trust based upon a denial of
a claim for benefits hereunder without first exhausting the Claims and Appeals
Procedures described in this Booklet in Section XlI.

Alternative Treatment

The Board of Trustees expressly reserves the right, in its sole and absolute discretion in
accordance with procedures specified in the Trust Agreement, to provide Plan coverage for
services and supplies which are not ordinarily covered under the terms of the Plan if the
Trustees determine that such services or supplies may be provided in lieu of services or
supplies ordinarily covered under the terms of the Plan, and that providing Plan coverage for
such services and supplies is in the best interests of the Plan.

Certificate of Former Group Health Plan Coverage

The certificate of former group health plan coverage provides evidence of your health coverage
under the Airconditioning and Refrigeration Industry Health and Welfare Trust Fund. If you
become covered under a new group health plan that excludes coverage for certain pre-existing
medical conditions, you may need to furnish the certificate to the new plan administrator. You
may also need this certificate to buy, for yourself or your family, an insurance policy that does
not exclude coverage for medical conditions that are present before you enroll.

As required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA), if you or
your Dependent(s) lose coverage under the Plan, you will be furnished with a certificate of
former plan coverage. You may need the certificate if your new plan excludes coverage for pre-
existing conditions. If you are eligible for COBRA coverage, the certificate will be mailed when a
notice for a qualifying event under COBRA is required, and after COBRA coverage stops.

You may request a certificate while you are covered under the Plan or within 24 months after
losing coverage. This request also can be made by another individual on behalf of you or your
Dependents. For example, an individual who was previously covered under the Plan may
authorize a subsequent health plan in which the individual is enrolled to request a certificate of
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the individual's creditable cover ageto feceivgema t he
certificate upon request even if the plan has previously issued a certificate to that individual.

A request for a certificate of former plan coverage should be addressed to the Trust Fund
Office, Attn: Eligibility Department, Airconditioning and Refrigeration Industry Health and
Welfare Trust Fund, 1380 S. Sanderson Avenue, Anaheim, CA 92806, (714) 917-6100.
Telephone requests will be accepted only if the coverage certificate is mailed to the address that
the Plan has on file for the individual for whom the certificate is requested. Other requests must
be made in writing.

e All requests must include:

o The name of the individual for whom the coverage certificate is requested;

e The last date that the individual was covered under the Plan;

¢ The name of the participant that enrolled the individual in the Plan; and

¢ A telephone number where the individual requesting the coverage certificate may be
reached.

Requests that are required to be made in writing must also include:

e The name of the person makingt he request and evidence of
to request and receive the coverage certificate on behalf of the individual;

e The address to which the coverage certificate should be mailed;

e And the requester’s signature.

After receiving a request that meets these requirements, the Plan will provide a coverage
certificate within a reasonable time.

Womenébés Health and Cancer Rights Act

Reconstructive breast surgery expenses incurred by a covered person as the result of a
mastectomy on one or both breasts, and in a manner determined in consultation between the
attending physician and the patient, are covered as shown below.

e Reconstruction of the breast on which the mastectomy has been performed.

e Surgery on and reconstruction of the non-diseased breast to produce symmetry
between the breasts.

e Prostheses and treatment of physical complications, including lymphedemas, at all
stages of mastectomy.

Any exclusion of benefits for cosmetic surgery does not apply to this benefit. This coverage is

subjecttothePl an’ s annual d énduvance prdvisiens. and co

If you would like more information on this benefit, contact the Trust Fund Office at
the address and telephone number listed in this book.
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XVIl. USE AND DISCLOSURE OF PROTECTED HEALTH
INFORMATION

ThePl an wi | | use and disclose Protected Health I nf
in accordance with the Health Insurance Portability and Accountability Act of 1996, and

regulations issued thereunder, including, without limitation, those regulations at 45 C.F.R. Parts

160 through 164 (—HI PAAI) . Specifically, the Pl a
to health care treatment, payment for health care, and health care operations.

Subject to obtaining written certification as required below, the Plan may disclose PHI to the
Pl an"s Board of Trustees (the —Plan Sponsorl), p
disclose such PHI except:

e To perform administrative functions which the Plan Sponsor performs for the Plan

e To obtain premium bids from insurance companies, HMOs or other health plans for
providing group insurance coverage under the Plan;

¢ To modify, amend, or terminate the Plan; or
e As permitted by the Plan, or as required by law.

In no event shall the Plan Sponsor be permitted to use or disclose PHI in a manner that is
inconsistent with 45 CFR 8164.504(f). The Plan shall not disclose PHI to the Plan Sponsor
unless the Plan Sponsor agrees to:

e Not use or further disclose the PHI other than as permitted by the Plan, or as required
by law.

e Ensure that any agent (including a subcontractor) who receives PHI from the Plan
agrees in advance to the same restrictions and conditions that apply to the Plan
Sponsor with respect to the PHI.

e Not use or disclose the PHI for employment-related actions and decisions or in
connection with any other benefit or employee benefit plan of the Plan Sponsor.

e Report to the Plan any use or disclosure of the information that is inconsistent with
the uses or disclosures permitted herein.

¢ Make available to a Participant, his or her PHI in accordance with 45 CFR §164.524.

o Make available to a Participant who requests an amendment to his or her PHI, and
incorporate any amendments to his or her PHI in accordance with 45 CFR §164.526.

o Make available to a Participant who requests an accounting of disclosures of his or

her PHI, the information required to provide an accounting of disclosures in
accordance with 45 CFR §164.528.
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o Make its internal practices, books, and records relating to the use and disclosure of
PHI received from the Plan available to the Secretary of Health and Human Services
for purposes of determining compliance by the Plan with 45 CFR 8164.504(f).

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

e Ensure that the adequate separation required by 45 CFR 8§164.504(f)(2)(iii) between
the Plan and the Plan Sponsor exists.

The Plan shall disclose PHI to the Plan Sponsor only upon the receipt of a Certification by the
Plan Sponsor that the Plan has been amended to incorporate the provisions of 45 CFR
8164.504(f)(s)(ii), and that the Plan Sponsor agrees to the conditions of disclosure described
above.

Notwithstanding any other provision herein, the Plan may disclose Summary Health Information
to the Plan Sponsor, provided such Summary Health Information is only used by the Plan
Sponsor for the purpose of:

e Obtaining premium bids from health plan providers for providing health insurance
coverage under the Plan; or

¢ Modifying, amending, or terminating the Plan.

The Plan may disclose enrollment and disenrollment information and information on whether
individuals are participating in the Plan to the Plan Sponsor, provided such enroliment and
disenrollment information is only used by the Plan Sponsor for the purpose of performing
administrative functions that the Plan Sponsor performs for the Plan.

The Plan Sponsor shall only allow access to PHI to the Privacy Officer, the Administrator,
empl oyees on the Admifhand accoarttingrstafs withh egpansikility $or

st a

supporting and performing administrative functior

Board of Trustees. Such persons shall only have access to and use such PHI to the extent
necessary to perform the appropriate supporting and administrative functions that the Plan
Sponsor performs for the Plan. In the event that any such person does not comply with the
provisions of this Section, the Plan Sponsor shall take appropriate action for resolving the non-
compliance, including disciplinary action, if appropriate.

For purposes of this Amendment, the following terms shall have the meaning described below
unless otherwise provided by the Plan:

e —Protected Health I nformationl meiectly the
Plan and relates to the past, present, or future physical or mental health or condition
of a member; the provision of health care to a member; or the past, present, or future
payment for the provision of health care to a member, and that identifies the member
or for which there is a reasonable basis to believe the information can be used to
identify the member. Protected Health Information includes information of persons
living or deceased.
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e —Summary Health | nfor mat i aynbkindivieually deniifiabfeo r mat i
health information, and: (i) that summarizes the claims history, claims expenses, or
type of claims experienced by individuals for whom a plan sponsor has provided
health benefits under a group health plan; and (i) from which the information
described at 42 CFR § 164.514(b)(2)(i) has been deleted, except that the geographic
i nformation need only be aggregated to the | e

The Plan Sponsor will reasonably and appropriately safeguard electronic Protected Health
I nformation (—ePHIIl) created, received, mai ntai ne
behalf of the Plan. Accordingly, the Plan Sponsor will:

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

o Ensure that the adequate separation required by 8164.504(f)(2)(iii)) is supported by
reasonable and appropriate security measures;

o Ensure that any agent, including a subcontractor, to whom the Plan Sponsor provides
such ePHI agrees to implement reasonable and appropriate security measures to
protect the information; and

o Report to the Plan any security incident (as such term is defined in §164.304) of
which the Plan Sponsor becomes aware.
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XVIII.VACATION AND HOLIDAY BENEFITS

For each active participant, each participating employer shall pay to the Health and Welfare
Trust Fund a monthly Vacation and Holiday contribution as provided in the Master Service
Collective Bargaining Agreement. Such payments shall be held in separate accounts (Vacation
and Holiday Accounts) for the benefit of each participant.

Participating Employers shall treat payments for the Vacation and Holiday Benefit as wages and
shall make all legal payroll withholdings for State and Federal income tax, Social Security,
unemployment insurance, etc., f r om t he Pvages beforie pramsmitting the full amount
of the Vacation and Holiday contribution each month.

Choice of Distribution Methods

Participants may choose either monthly direct deposits to their bank account or bi-annual
distributions by check.

Monthly Direct Deposits: In order to be eligible for monthly direct deposits, Participants
must provide the Trust Office a voided check or deposit slip for the account to which the deposit
is to be made. The Participant must be the owner or a co-owner of the account. The voided
check or deposit slip must be received by the Trust Office by the 20" day of the month in order
for a direct deposit to be made for the following monthly distribution.

The Trust Office will initiate a direct deposit to the account on or about the third business day of
each month. The amount deposited wil!] be the bal a
Account, less administrative fees and authorized PAC donations.

IMPORTANT: The account must be open and capable of receiving deposits at the
time of the direct deposit. If not, the funds will be returned to the Trust and unavailable
to the Participant until the earlier of:

1. The next bi-annual distribution as described below, or

2. The third business day of the month following the receipt by the Trust Office of a
voided check or deposit slip for a valid account.

Bi-Annual Distributions by Check: Those Participants that fail to provide a voided check or
deposit slip for direct deposits will receive bi-annual distributions by check. The checks will be
mailed on or before the third business day of April and December of each year.

Checks wi || be for t he bal ance of t he Participe
administrative fees and authorized PAC donations.

NOTE: Emergency withdrawals are not allowed.
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Changing Distribution Methods

Participants may change their distribution method at any time. You may choose the direct
deposit method simply by providing the Trust Office a voided check or deposit slip by the 20™ of
the month. If so, you will receive a direct deposit with the following monthly distribution.

Participants can change from the monthly direct deposits to the bi-annual check method by
notifying the Trust Office in writing. There is no limit on the number of times a Participant can
change distribution methods.

When no transactions have taken place in a Participant's account for three (3) years, the
monies in such Vacation and Holiday Account shall be used to pay necessary administrative
expenses.

When a Participant dies,anymoni es in the Participant’s Vacation
paid as follows:

a) To the Participant’s spouse. I f none;

b) To the Participant’'s probate estate. I f none;

c) To the Participant’ s h etesta®e successi@andawoof theastaiee wi t h
where the decedent was domiciled at the time of death.

The Vacation and Holiday Benefit is covered under the Airconditioning and Refrigeration
Industry Health and Welfare Trust Fund.
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XIX. DEFINITIONS

The definitions listed below define some of the terms used in this Booklet and are given to help
you better understand the benefit program:

ALLOWABLE CHARGES: For PPO providers, Allowable Charges means the service
provider’s cont rP®RO tProvidas; AllowableoOQhargésonmans the Maximum
Covered Charge as established and amended in the sole and absolute discretion of the Board
of Trustees.

CLAIM: Cl aim means a request for a Plan benefi
authorized representative) in accordance with the Plan’s c¢l ai ms
40 and claims and appeals procedures described on page 43. To be considered a Claim, the
following elements must exist:

1.  Written or electronically submitted communication to the Trust Fund Office or Delta
Dental (oral communication is acceptable for urgent care claims);

2. The communication must name a specific claimant;

3. The communication must name a specific medical condition or symptom;

4. The communication must name a specific treatment, service or product for which
approval or payment is requested,;

5.  The communication must specify the cost for a treatment, service or product; and

6. The communication must name the provider of the treatment, service or product.

CONVALESCENT HOSPITAL: Any institution that meets all of these requirements:

1. Provides skilled nursing care under 24-hour supervision of a Physician or graduate
Registered Nurse;

2. Has available at all times the services of a Physician who is a staff member of a
general hospital;

3. Provides 24-hour-a-day nursing service by a graduate Registered Nurse, Licensed
Vocational Nurse or Skilled Practical Nurse and has a graduate Registered Nurse on
duty at least 8 hours per day; and

4. Is not a place for rest, for custodial care, for the aged, for alcohol or drug
rehabilitation; nor is it a hotel or any institution similar to those listed.

DELINQUENCY PROCEDURE: See separate policy maintained at the Trust Office.

DENTIST: A Dentist licensed to practice dentistry in the State in which the treatment is
rendered, as long as the treatment is within the scope of his or her license.

DEPENDENT: A spouse or child of a Participant who meets all the eligibility requirement of the
Plan. For a complete description, refer to page 1.

EMERGENCY: A Qualified Emergencyl i s defined by the Pl an

of a medical condition which, if not treated immediately, may result in permanent health
problems, serious medical complications, serious impairment of bodily functions or serious or
permanent dysfunction of a bodily organ or part. Examples of medical conditions that would
constitute a —Qualified Emergencyl are:

» Severe chest pain

» Severe burns

» Uncontrolled bleeding
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A Nen-Qualified Emergencyll i s defined as any medi cal condi

Broken bones

Loss of consciousness

Poisoning

Severe shortness of breath

Sudden onset of paralysis and/or slurred speech

sole and absolute discretion determined in accordance with procedures specified in the Trust
Agreement, constitute a —Qualified Emergencyl

HOSPICE: Hospice Care is a program designed to provide palliative care for terminally ill
patients who have a prognosis of less than six months to live.

HOSPITAL: Any institution which meets all of these requirements:

Maintains permanent and full time facilities for bed care of five or more resident
patients;

Has a Physician in regular attendance;

Continuously provides 24-hour-a-day nursing service by Registered Nurses;

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, place for the aged, or a place for alcohol or drug
rehabilitation;

Is operating lawfully in the jurisdiction where it is located.

MEDICALLY NECESSARY: Medically Necessary means any treatment, procedure, service,
supply, drug, medicine or equipment that the Fund determines to be:

appropriate for the symptoms, diagnosis or treatment of a medical condition, and
provided for the diagnosis or the direct care and treatment of the medical condition, and
within the standards of good medical practice within the organized medical community
of the United States of America, and

not primarily for the convenience of the patient, the treating Physician or other provider
of care, and

the most appropriate procedure, supply, equipment or level of service that can be
safely provided and that satisfies the following requirements:

1.
2.
3.

4.

There must be valid scientific evidence demonstrating that the expected health
benefits from the procedure, service, supply, drug, medicine or equipment are
clinically significant. The evidence also must demonstrate that there is a greater
likelihood of benefit, without a disproportionately greater risk of harm or
complications, for the patient with the particular medical condition being treated
than possible alternatives; and

Generally accepted forms of treatment that are less invasive have been tried
and found to be ineffective or are otherwise unsuitable; and

For Hospital stays, acute care as an inpatient is necessary due to the kind of
service the patient is receiving, the severity of the medical condition, and that
safe and adequate care cannot be received as an outpatient or in a less
intensified medical setting.

MEDICARE PLAN: The basic hospital portion and voluntary supplemental medical portion of
U.S. Public Law 89-97, including any future amendments.
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NON-COVERED AIR CONDITIONING AND REFRIGERATION SERVICE: Non-Covered Air
Conditioning and Refrigeration Service means work in the same industry, the same trade or
craft and in the same geographic area covered by the Plan for a Non-Participating Employer.

PARTICIPANT: An individual who meets all eligibility requirements of the Plan. For a complete
description, refer to page 1.

PARTICIPATING EMPLOYER: An employer required by a Collective Bargaining Agreement or
Participation Agreement with the Union, or applicable law to make contributions to the Plan.
—Partici pat ialsogneaBsrgn enapioyer tiiat has agreed to contribute to the Plan on
the same basis as any Participating Employer and that has been approved by the Board of
Trustees to participate in the Plan.

PHYSICIAN: A licensed doctor of medicine or doctor of osteopathy. To the extent that benefits
are provided, physician will include a person licensed to practice as an acupuncturist,
chiropractor, dentist, optometrist, podiatrist, psychiatrist or psychologist certified to practice in
the State of California or in any state or other jurisdiction which has a board of examiners for the
certification of psychologists. This term will also include other professionals acceptable to the
Trustees. Physician will not include the active Participant or his Dependents, or any person who
is the spouse, parent, child, brother or sister of such active Participant or his Dependents.

PLAN: This benefit program as adopted and thereafter amended by the Board of Trustees.
PREFERRED PROVIDER ORGANIZATION (PPO): See page 13.

PROVIDER: Provider includes the following professionals acting within the scope of their

license and who do not ordinarily reside in the

Participant or his Dependents, or the spouse, parent, child, brother or sister of such active
Participant or his Dependents:
* A Medical Doctor (M.D.)
A Doctor of Osteopathy (D.O.)
A Chiropractic Doctor (under limited conditions.)
A Doctor of Medical Dentistry (D.M.D.)
A Doctor of Dental Surgery (D.D.S.)
A Doctor of Podiatry (D.P.M.)
A Physical Therapist.
A Psychologist (Ph.D.)
A Master of Social Work (L.C.S.W., M.S.W., and M.F.C.C.)
An Ophthalmologist (M.D.) or an Optometrist (O.D.)
An Acupuncturist.
A certified Nurse-Midwife.
An Occupational Therapist (O.T.)
A Registered Nurse as First Assistant (R.N.F.A.)
A Physician Assistant (P.A.) (under limited conditions.)
* A Nurse Practitioner.
e A certified Nurse Anesthetist.
* A Home Health Agency.

SPECIAL ENROLL, SPECIAL ENROLLMENT OR SPECIAL ENROLLMENT RIGHT:
The right you and/or your eligible Dependents have to enroll in the Plan outside the
Open Enrollment Period upon the occurrence of certain events.
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TOTAL DISABILITY OR TOTALLY DISABLED: A condition in which you, or your Dependent, are
wholly and continuously prevented by bodily injuries or sickness from performing every duty
pertaining to your or ndcostomaryDeypationdent ' s, regul ar a

UNION: The Southern California Pipe Trades District Council #16.
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XX. GENERAL INFORMATION

1. Name of Plan.

This Plan is known as the Airconditioning and Refrigeration Industry Health and Welfare

Trust Fund.

2. Plan Administrator and Sponsors.

The Board of Trustees is the Plan Administrator. This means that the Board of Trustees is
responsible for seeing that information regarding the Plan is reported to government
agencies and disclosed to Plan Participants and beneficiaries in accordance with the
requirements of the Employee Retirement Income Security Act of 1974.

The Plan Sponsors are:

Airconditioning and Refrigeration Contractors
Association of Southern California and
Other Signatory Employers
3602 Inland Empire Boulevard, Suite B-206
Ontario, California 91764
Telephone: (909) 477-4515

Airconditioning and Refrigeration Fitters
Division, Local #250, United Association
18355 South Figueroa Street
Gardena, California 90248
Telephone: (310) 660-0045

3. Names, Titles and Addresses of the Board of Trustees.

The Board of Trustees consists of an equal number of employer and union
representatives, selected by the employers and unions, in accordance with the Agreement
and Declaration of Trust which relates to this Plan. As of January 1, 2010, the Trustees of

this Plan are:

Labor Trustees

Peter Barrera

United Association Local 250
18355 S. Figueroa Street
Gardena, CA 90248-4219

Jack Ferrara

United Association Local 250
18355 S. Figueroa Street
Gardena, CA 90248-4219
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Management Trustees

Peter Bordas

Western Allied Corporation

12046 Florence Ave.

Santa Fe Springs, CA 90670-5902

Robert H. Carder

Air-Ex Conditioning

157 Gentry St.

Pomona, CA 91767-2184



Fred Larkin

United Association Local 250
18355 S. Figueroa St.
Gardena, CA 90248-4219

Ray Mortorff

United Association Local 250
18355 S. Figueroa St.
Gardena, Ca 90248-4219

Donald Tanaka

So Calif. Pipe/Dist Council 16
501 Shatto PI. #400

Los Angeles, CA 90020-1748

George Vasquez

United Association Local 250
18355 S. Figueroa St.
Gardena, CA 90248-4219

Robert A. Lake
Emcor Service

5 Vanderbilt

Irvine, CA 92618-2011

Richard J. Sawhill
ARCA/MCA

3602 Inland Empire Blvd.
Ontario, CA 91764-4900

Steven J. Smith

Acco Engineered Systems
6265 San Fernando Rd.
Glendale, CA 91201-2214

Michael Tobin

Western Mechanical, Inc.
26883 Ruether Ave.
Santa Clarita, CA 91351

4. |IRS Identification Numbers.

The number assigned to the Trust Fund by the Internal Revenue Service is 95-6041105.
The plan number is 501.

5. Agent for Service of Legal Process.
The name and address of the agent designated for the service of legal process is:

Jack R. Wilkerson, Administrator

Airconditioning and Refrigeration Industry Health and Welfare Trust Fund
1380 S. Sanderson Avenue

Anaheim, CA 92806

Telephone: (714) 917-6100

Legal process may also be served on a Plan Trustee.

6. Collective Bargaining Agreement.

Contributions to this Plan are made on behalf of each employee in accordance with
Collective Bargaining Agreements between the Airconditioning and Refrigeration
Contractors Association of Southern California and District Council 16 of the United
Association, and Participation Agreements.

The Trust Fund Office will provide you, upon written request, a copy of the Collective
Bargaining Agreement. The Collective Bargaining Agreement is available for examination
at the Trust Fund Office.
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7. Source of Contributions.

The benefits described in this section are provided through employer contributions to this
Plan. The amount of employer contributions to this Plan is determined by the provisions of
the Collective Bargaining Agreements with employer representatives. The Collective
Bargaining Agreements require contributions to this Plan at a fixed rate per hour worked.

The Trust Fund Office will provide you, upon written request, information as to whether a
particular employer is contributing to this Plan on behalf of Participants under a Collective
Bargaining Agreement or Participation Agreement, and if so,theempl oyer ' s addr ess.

8. Type of Plan.

This Plan is a welfare benefit plan under ERISA, maintained for the purpose of providing
Medical, Prescription Drug, Dental, Accidental Death and Dismemberment, Weekly
Accident and Sickness, and Vision Care benefits for Active Journeymen, Apprentices,
Apprentice Trainees, Retirees, and their covered Dependents and beneficiaries.

9. Type of Administration.

The Trustees have engaged a full-t i me st aff (the —Trust Fund
routine administration of the Plan. The Administrator of the Trust Fund Office is:

Jack R. Wilkerson

Airconditioning and Refrigeration Industry
Health and Welfare Trust Fund

1380 S. Sanderson Avenue

Anaheim, CA 92806

Telephone: (714) 917-6100

You may also use this address and phone number if you wish to contact the Board of
Trustees.

10. Funding Medium.

The Plan’s assets and reserves are deeiteth in t
number 3) of the Airconditioning and Refrigeration Industry Health and Welfare Trust

Fund, and are invested in various bank savings accounts and short-term bank
investments, government and corporate bonds and certain other investments approved by

the Trustees.

11. Identity of Provider of Benefits.

All benefits described in this Booklet are provided directly by the Plan itself, or through
providers with which the Plan has contracted. The Plan has administrative service
agreements with Express Scripts, VSP, Blue Shield of California, and Delta Dental.
Optional medical programs are provided by Blue Shield of California and Kaiser, and an
optional dental program is provided by United Concordia Dental Plan. Blue Shield of
California, Kaiser and United Concordia pay claims and handle claims appeals related to
their programs of benefits.

Blue Shield of California, Kaiser and United Concordia will supply you, upon request,
written materials concerning the nature of services provided, conditions pertaining to
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eligibility to receive such services (other than general conditions pertaining to eligibility for
participation in the Plan) and circumstances under which such services may be denied,
the procedures to be followed in obtaining such services, and the procedures available for
the review of claims for services which are denied in whole or in part. Requests for such
materials may be addressed to the Trust Fund Office at 1380 S. Sanderson Avenue,
Anaheim, CA 92806.

12. Termination and Amendment of the Plan.

The Board of Trustees reserves the right to amend or terminate this Fund, or any part of it,
at any time. Amendments may be made in writing by the Board of Trustees and become
effective on such date as specified in the document amending the Fund.

13. Statement of Trust Fund Rights.

The Trust Fund makes no representation that coverage under the Fund is guaranteed for
any period of time.

The Board of Trustees, as Plan Sponsor, intends that the terms of this Fund described in
this document, including those relating to coverage and benefits, are legally enforceable,
and that each plan is maintained for the exclusive benefit of Participants, as defined by
law.

Any written or oral statement, other than a written statement provided by the Board of
Trustees, that is contrary to the provisions of this book is invalid, and no prospective,
active or former employee should rely on any such statement.

14. Discretionary Authority of the Board of Trustees and Other Fiduciaries.

In carrying out their respective responsibilities under the Fund, the Board of Trustees,
other Fund fiduciaries and individuals to whom responsibility for the administration of the
Fund has been delegated, have discretionary authority to interpret the terms of the Fund
and to determine eligibility and entitlement to Fund Benefits in accordance with the terms
of the Fund. Any interpretation or determination under such discretionary authority will be
given full force and effect, unless it can be shown that the interpretation or determination
was arbitrary and capricious.

15. Plan Year.
This Plan is maintained on a calendar year basis (January 1 — December 31)

16. Statement of ERISA Rights.
As a Participant in the Airconditioning and Refrigeration Industry Health and Welfare Trust
Fund, 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

e Examine, without charge, at the Trust Fund Office and at other specified locations,
such as worksites and union halls, all documents governing the Trust, including
insurance contracts and Collective Bargaining Agreements, and a copy of the latest
Annual Report (Form 5500 Series) filed by the Fund with the U.S. Department of
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Labor and available at the Public Disclosure Room of the Employee Benefits
Security Administration. If you wish to examine any of the Plan documents outside
the Trust Fund’'s office, you must subm

Administrator

Airconditioning and Refrigeration Industry

Health and Welfare Trust Fund

1380 S. Sanderson Avenue

Anaheim, CA 92806

You will be sent a copy of the Plan documents you request.

e Obtain, upon written request to the Trust Fund Office, copies of all documents
governing the Trust, including insurance contracts and Collective Bargaining
Agreements, and a copy of the latest Annual Report (Form 5500 Series) and
updated Summary of Plan Description. The Plan Administrator may make a
reasonable charge for the copies.

e Receive a summary of the Tr uslan’Adminastratorusa
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 or your Dependents if there is a loss of
coverage under the Fund 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.

Prudent Actions by 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 Pl an, call ed —fiduci aremtlgandin
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 plan benefit or exercising your rights under
ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right
to know why this was done, to obtain copies of documents relating to the decision without
charge, and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if
you request a copy of plan documents or the latest annual report from the Trust and do not
receive them within 30 days, you may file suit in federal court. In such a case, the court
may require the Plan Administrator to provide the materials and pay you up to $110 a day
until you receive the materials, unless the materials were not sent because of reasons
beyond the control of the Plan Administrator. If you have a claim for benefits that is denied
or ignored, in whole or in part, you may file suit in a state or federal court. In addition, if
you disagree with the Plan’s decilfedsiatus a a
domestic relations order or a medical child support order, you may file suit in federal court.
| f it shoul d happen t hat Pl an fiduciar.i
discriminated against for asserting your rights, you may seek assistance from the U.S.
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Department of Labor, or you may file suit in 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 a fee if, for example, it finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about this Plan, you should contact the Plan Administrator. |If
you have any guestions about this statement or about your rights under ERISA, or if you
need assistance in obtaining documents from the Plan Administrator, you should contact
the nearest office of the Employee Benefits Security Administration, U.S. Department of
Labor, listed in your telephone directory or the Division of Technical Assistance and
Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue NW, Washington, D.C. 20210. You also may obtain certain
publications about your rights and responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration.
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