AMENDMENT TO THE
AIRCONDITIONING AND REFRIGERATION INDUSTRY
HEALTH AND WELFARE TRUST FUND

SUMMARY PLAN DESCRIPTION

The Summary Plan Description (SPD) is amended effective May 16, 2006, as follows:
1. Section XVIHI is amended to read as follows:
XVIII. CLAIMS AND APPEALS PROCEDURES

The following rules apply to the Fee-For-Service Medical and Dental Plans. For PacifiCare,
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.

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

The Trust, at 1ts 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.
(2) The employee must complete, sign and date the employee’s portion of the claim form.
(3) Have your physician/dentist complete their portion of the claim form in detail.

{4) Upon completion of the claim form, attach itemized bills and send your claim to the Trust
Fund Office at:

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

{5y For claims assistance. write or telephone the Trust Fund Oftice at (714) 917-6100.



(6) All 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.

(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 an Affiliated Health Funds, ppoNEXT or
Interplan provider, benefits will be paid directly to that provider.

TYPES OF CLAIMS

When a Claim for specific Health Plan benefits (a “Claim,” as defined on page 23) is submitted
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 Claim is a pre-service Claim for medical care or treatment that, if normal “pre-
service” Claim standards are applied, could seriously jeopardize the life or health of the claimant
or the ability of the claimant to regain maximum function, or, in the opinion of a physician with
knowledge of the claimant’s medical condition, would subject the claimant to severe pain that
cannot be adequately managed without the care or treatment that is the subject of the claim.

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.

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.

INITIAL BENEFIT DETERMINATION

Claims are processed according to the Plan’s rules. The initial determination of your Claim,
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.

Urgent Care Claims. The Trust Fund Otfice 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
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48 hours or until the information is received.

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

carlier.

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 procedures and applicable time lLimits,
including a statement of your right to bring a civil action under Section 302(a) of ERISA
following completion of the Plan’s appeals procedures. Also. if an internal rule, guideline or
protocol or other similar criteria was relied upon in deciding your Claim, vou 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.

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 claimant’s position. Additional written documentation may also
be submitted. The claimant may also request that the claimant and/or the claimant’s authorized
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 302(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 expernimental 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 vour appeal, or a statement that it is available
upon request at no charge.

The explanation of the Appeals Committee’s decision will be provided to vou within the
following time frames:
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Urgent Care Claims: Within 72 hours after receipt of the appeal.
Pre-Service Claims: Within 30 days after receipt of the appeal.

Concurrent Care Claims: Same as Initial Benefit Determination (see Concurrent
Care Claims, above.)

Post-Service Claims: The Appeals Commitiee 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
Plan’s appeals procedures must be exhausted before the claimant can avail himself of any
procedure outside of the rules and regulations of the Plan itself.

2. Section XXIII is amended by deleting Section 15, and renumbering all subsequent Sections
accordingly.

CERTIFICATE OF ADOPTION OF AMENDMENT

The undersigned Chairman and Secretary of the Board of Trustees of the Airconditioning and
Refrigeration Industry Health and Welfare Trust Fund do hereby certify that the foregoing
Amendment to the Summary Plan Description was duly adopted by the Board of Trustees at a
meeting duly cglled and held on May 16, 2006.

%‘}M _/WWW ;@U/M.W
\) C}(j’man " Secretary




