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January 1, 2007
To All Eligible Participants: 


We are pleased to present you with this revised booklet which describes the medical and dental benefits offered through the NECA-IBEW Local 480 Health and Welfare Plan. These benefits for you and your eligible Dependents are designed to provide some protection against the high cost of serious illnesses. 
Read this booklet carefully to learn how you become eligible for benefits, what your benefits are and how to file claims for benefits. Be sure to share this booklet with your family and then keep it in a safe place for future reference. 
This booklet is a summary of the benefits available to you and is not a substitute for the official Plan Document or insurance policies. If there is a difference between this summary and the Plan Document or insurance policies, the official documents will rule. The Trustees also have the right by law to make decisions about the Plan and the benefits it provides.
Your questions concerning this Plan are always welcome at the Plan Office or the Claim Administrator’s Office. 
Sincerely,

BOARD OF TRUSTEES 
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SCHEDULE OF BASIC MEDICAL BENEFITS

For Employee and their Eligible Dependents

Effective January 1, 2007

All Eligible Expenses are determined in accordance with Plan Limitations and Exclusions.

Not Subject to Calendar Year Deductible

	PPO PRIMARY CARE PHYSICIAN OFFICE VISIT
	PLAN PAYS PER VISIT

	Examination or Office Visit Fee
	100% after $30 co-pay

	Minor Surgical Fee
	80% 



	DIAGNOSTIC /PREVENTATIVE SERVICES:

X Ray, Lab, Pap Smear, PSA, Immunization, when billed by PPO Primary Care Physician’s Office


	80%



	ADDITIONAL WELLNESS SERVICES:

Referrals by Physician for Mammography Exam billed by

separate PPO Facility


	80% after $30 co-pay



	Well Baby Care, including childhood immunizations, when billed by PPO Primary Care Physician’s Office.

Provided to age 6.
	80% after $30 co-pay

	Routine Physical Exam when billed by PPO Primary Care Physician’s office
	80% after $30 co-pay


This benefit does not apply to Non-PPO Physician visits.
A maximum of one co-pay is required per visit.  Maximum Eligible Expenses for all fees and services per visit is $300.  Some expenses in excess of the $300 maximum per visit may be considered under the Major Medical Benefit.  Eligible Expenses less than $300 per visit are not considered under Major Medical and do not accrue toward Major Medical Maximums or Calendar Year/Family Deductibles or Eligible Expenses in excess of $7,000 per Calendar Year.

This provision includes Physician’s examination or surgical fee, x ray, laboratory, and immunizations billed by the Physician’s office.  A Mammogram exam is covered (one per Calendar Year) in a separate PPO Facility when referred by the Physician’s office.  Office Visits include treatment for illness, injury and Well Care.  Routine Physical Exam (one per Calendar Year), is allowed.  Well Baby Care includes initial exam and routine nursery care of a newborn and is provided to age 6.
PPO Primary Care Physician means a PPO General Practitioner, Internist, Pediatrician or OB/GYN including their Nurse Practitioner.

SCHEDULE OF MAJOR MEDICAL BENEFITS

For Employee and their Eligible Dependents

Effective January 1, 2007

Payable After Basic Medical Benefits*

All Eligible Expenses are determined in accordance
with Plan Limitations and Exclusions.
	BENEFIT
	

	Major Medical Benefits

  Maximum Lifetime Benefit Per Person
  Maximum Calendar Year Benefit Per Person
	$1,000,000

$   100,000

	Calendar Year Deductibles (CYD)

  Maximum Calendar Year Deductible Per Person

  Per Family

  Hospital Admission Deductible
  Outpatient Surgical Facility Deductible
  Emergency Room Deductible – Per     Visit
	$           500

$        1,500

$           100

$           100

$           200


Co-Insurance Payable After Satisfaction of Applicable Deductibles

Eligible Expense Subject to Utilization Review:

	BENEFIT
	PPO-NETWORK
	OUT OF NETWORK

	Hospital Room and Board (up to the average

semi-private rate for confining Hospital)
	Plan pays 80% after CYD
	Plan pays 50% after CYD

	Hospital Miscellaneous Eligible Expenses
	Plan pays 80% after CYD
	Plan pays 50% after CYD

	Inpatient and Outpatient Surgical Eligible Expenses
	Plan pays 80% after CYD
	Plan pays 50% after CYD

	All Other Eligible Expenses
	Plan pays 80% after CYD
	Plan pays 50% after CYD


SCHEDULE OF MAJOR MEDICAL BENEFITS (Cont.)

For Employee and their Eligible Dependents

Co-Insurance Payable After Satisfaction of Applicable Deductibles

Eligible Expense Subject to Utilization Review:

	BENEFIT 
	PPO-NETWORK 
	OUT OF NETWORK 

	Percentage Payable for remedial reading, recreational, speech, visual, occupational therapy and pain rehabilitation up to a combined limit for all services of $1,000 per person per Calendar Year and $10,000 per person Lifetime Maximum Services (must be a result of an illness or injury or congenital deformity)
	Plan pays 80% after CYD
	Plan pays 50% after CYD

	Percentage Payable for outpatient treatment of structural imbalance, distortion of or in the vertebral column up to a maximum limit of $500 per Calendar Year
	Plan pays 80% after CYD
	Plan pays 50% after CYD

	Eligible Expenses in excess of $7,000 per Calendar Year
	Plan pays 100% after CYD
	Plan pays 50% after CYD

	Reduction in benefits payable for failure to have a hospital admission reviewed, to obtain a required second surgical opinion or for a Hospital stay longer than the number of days certified
	$500
	$500

	Mental and Nervous Disorders

  Percentage Payable for Inpatient Treatment

(limited to 10 days during any Cal. Year)

  Percentage Payable for Outpatient     Treatment (limited to 20 visits per Cal. Year)
	Plan pays 80% after CYD

Plan pays 50% after CYD
	Plan pays 50% after CYD
Plan pays 50% after CYD


*Note:  Major Medical benefits are payable after any Eligible Expenses above the $300 per visit Maximum considered for Basic Medical benefits.  Only Excess Eligible Expenses above Basic Benefit Maximums may be applied toward Calendar Year Deductible, Calendar Year and Lifetime Maximum including $7,000 Maximum Out-of-Pocket for treatment of illness or injury.  All Eligible Expenses are subject to Utilization Review.

Out of Network or Non-PPO Network Hospitals, Physicians and Other Service Providers – Major Medical Benefit Only
If an Employee or a Dependent uses an Out of Network Hospital, Physician or other Service Provider, the Plan will reimburse the Employee 30 percentage points less than the coinsurance for In-Network Service.

However, if an Employee or a Dependent lives and receives treatment outside a thirty-five (35) mile radius of the Network (PPO) Hospitals, Physicians or other Service Providers, or requires immediate limb or life threatening emergency care, the Plan will reimburse at a 70% coinsurance rate except for mental and nervous Outpatient treatment which remains at 50%.

Expenses in excess of any maximum Eligible Charges under the Plan and ineligible expenses, and any penalties incurred for failure to pre-certify a Hospital admission, to obtain a second surgical opinion when required by the Plan or for a Hospital admission which exceeds the approved length of stay shall not apply towards determining Eligible Expenses.

SCHEDULE OF DENTAL CARE BENEFITS 

Effective January 1, 2007

BENEFITS PAYABLE: (The following percentages of Eligible Expenses which exceed the Calendar Year Deductible.)

TYPE A:
100%UC 

TYPE B:
80% UC 

TYPE C:
50% UC 

TYPE D:
N/A 

MAXIMUM BENEFITS PAYABLE: (per Eligible Individual) 

Types A, B & C combined per Calendar Year 
$1,000 

Type D per Lifetime 
N/A 

DEDUCTIBLE: (per Eligible Individual) 
Type A, B & C per Calendar Year
$50 

Maximum Deductibles per Family Coverage per Calendar Year
Three (3)

NOTE: If the course of dental treatment is expected to exceed $200, a request for a Pre-treatment Review must be filed by the Dentist with the Plan to determine the benefits which will be payable under the Dental Plan. Failure to comply with the Pre-treatment Review requirement will result in the denial of all expenses related to such treatment.
IMPORTANT INFORMATION FOR ALL PARTICIPANTS TO READ

Your Responsibility Prior to a Hospital Admission

YOU MUST CALL HUGHES & ASSOCIATES TO PRECERTIFY ALL HOSPITAL ADMISSIONS

Before you or any of your eligible Dependents enter the Hospital, call Hughes & Associates for a pre-admission review. If you enter the Hospital on an emergency basis, contact Hughes & Associates within one business day following the admission.

HUGHES & ASSOCIATES

(800) 748-8773 

(601) 366-3669 


Your Responsibilities as a Plan Participant in General
The primary purpose of this Plan is to provide benefits to all of those who are entitled to coverage.  However, in order for the Trustees and the Plan Office staff to achieve this objective, your cooperation is needed.

There are certain responsibilities which you, as a Participant, must assume.  Failure to carry out these responsibilities could adversely affect your eligibility, the extent of coverage, or the amount of benefit payment.

Please read this section carefully for the benefit of yourself and your family.

1.
YOU MUST CALL THE UTILIZATION REVIEW CONTRACTOR TO PRE-CERTIFY ALL HOSPITAL ADMISSIONS.
Before you or any of your eligible Dependents enter the Hospital, call the Utilization Review Contractor for preadmission review. If you enter the Hospital on an emergency basis, contact the Utilization Review Contractor within one business day following the admission.

2. YOU SHOULD TAKE TIME TO READ THIS BOOKLET. 
This contains the information you need to know about how to qualify for benefits, what benefits are available, and how to file a claim for benefits. Although this booklet should be read in its entirety over a period of time, some sections will no doubt be of greater interest to you than others. Read those first. Then proceed to the other sections. 
If you have any questions about the benefit program that are not answered by the booklet, be sure to contact the Plan Office or Benmark, Inc. 
3.
PROVIDE THE PLAN OFFICE WITH A COMPLETED ENROLLMENT CARD. 

It is important that the Plan Office has a completed enrollment card for you in the files. You must complete an enrollment card before claims can be processed. If you have not completed an enrollment card, please contact the Fund Office at: 4767 1-55 South, Jackson, MS 39212-5532, tel. (601) 373-9424 or toll free at 1 (800) 424-8434.
You should send complete a new enrollment card in the event that: 
1. You change your mailing address. 
2. You wish to change your Beneficiary. 
3. There is any change in your family status by reason of marriage, Child reentering school, birth of a Child, death or divorce. 
4. 
NOTIFY THE PLAN OFFICE PROMPTLY REGARDING ANY CHANGE IN YOUR BENEFICIARY OR DEPENDENTS.

If your marital status changes or if, for some reason, you wish to change the name of your Beneficiary, do not forget to put the change in writing to the Plan Office. Unless you do, the latest Beneficiary you have on file will generally determine who receives any death benefit to which you are entitled. Failure to change the Beneficiary, even when you want to is often just an oversight. But such an oversight could be costly to your survivors. 
If there is a change in your Dependents, the Plan Office should be notified regarding the name and age of the new Dependent(s). If you have a Dependent child who becomes a full-time student at an accredited high school, college or university after age 19, the Plan Office must be notified of the date of enrollment. The Plan Office should also be notified as of the date the Child is no longer a full- time student. Since this Plan does provide certain benefits for Dependents, the Plan Office must know who your Dependents are. 
5.
USE THE CORRECT CLAIM FORMS AND PROVIDE ALL REQUESTED DATA TO AVOID DELAYS IN CLAIMS PROCESSING. 
Experience indicates that one of the major reasons for a delay in processing of claims is failure on the part of Participants to provide all the information requested on the claim form. 
Before you file any claim, make sure you obtain the correct claim form from the Plan Office. Take time to review the form carefully before you mail it to Benmark to make sure that every question you are asked to answer is answered. Equally important, attach the appropriate bills or receipts to support your claim. 
If your claim is related to an accident, certain information pertaining to the accident is required on the claim form. 

Filing a claim is not complicated.  However, it does require that you follow specific procedures and provide all the data requested on the claim form. This will save you time and will assure prompt processing of your claim. 
If you need any assistance in completing your claim form, do not hesitate to call the Plan Office. 
6. 
FILE ALL CLAIMS FOR REIMBURSEMENT WITH THE CLAIMS ADMINISTRATOR WITHIN ONE YEAR AFTER THE DATE YOU INCUR THE EXPENSE. ANY CLAIM THAT IS SUBMITTED FOR PAYMENT MORE THAN TWELVE MONTHS AFTER THE DATE THE EXPENSES WERE INCURRED WILL BE DENIED. 
7. 
BE SURE TO MAKE YOUR SELF PAYMENTS ON TIME AND IN THE CORRECT AMOUNT. 
Benefits paid by this Plan are financed primarily by Employer contributions based on the number of hours worked. 
The Plan also provides that if you do not work enough hours to maintain your eligibility, you may self pay in order to retain coverage under certain circumstances as described in this booklet.
8. BE SURE TO ENROLL FOR MEDICARE. 
If you are approaching age 65, you are not automatically 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. 
If you have any questions concerning Medicare enrollment, please contact the Plan Office. 

DEFINITIONS

Accident or Accidental Bodily Injury
The term “Accident” or “Accidental Bodily Injury” means a non-occupational accidental bodily injury which requires treatment by a Physician. It must result in loss, while eligible under the Plan, independently of Sickness and other causes. 
Active Work 
The term “Active Work” and “Actively at Work” means the actual expenditure of time and energy by the Employee, performing each and every duty pertaining to his job in the place where and the manner in which such job is normally performed.
Beneficiary 
The term “Beneficiary” means a person designated by a Participant, or by the terms of the Health and Welfare Plan who is or may become entitled to a benefit thereunder.
Benefit Month(s)
The term “Benefit Month(s)” means the period of the Employee’s eligibility for benefits not the period in which the Employee works to become or remain eligible.
Calendar Year 
The term “Calendar Year” means the twelve (12) month period beginning January 1 and ending December 31. 
Child/ren 
The term “Child” or “Children” means the unmarried: 
1. 
Natural Child/ren born to the Employee and his Spouse, 
2. 
Child/ren legally adopted by the Employee (irrespective of whether the adoption has or does become final) or a Child/ren placed for adoption. 
a.
 “Adopted Child/ren” means, in connection with any adoption, or placement for adoption, of the Child/ren, and the individual who has attained age 19, or age 23 if a Full Time Student, as of the date of such adoption or placement for adoption. 
b.
 “Placement” or being “placed” for adoption, in connection with any placement for adoption of a Child with any person, means the assumption and retention by such person of a legal obligation for total or partial support of such Child in anticipation of adoption of such Child. The Child’s placement with such person terminates upon the termination of such legal obligation. 
3. 
Stepchild/ren who is living in the Employee’s residence and is chiefly dependent on the Employee for support. 
4. 
Child/ren over whom the Employee has legal custody; is raising as his own; living in the Employee’s residence; chiefly dependent on the Employee for support and for whom the Employee has full parental responsibility and control and is approved by the Plan in writing as a Child/ren. 

However, this does not included a Child including a grandchild living temporarily in the Employee’s residence; a child placed with the Employee by a Social Service Agency which retains control of the child, or whose natural or adoptive parents are in a position to exercise or share parental responsibility and control. 
The Employee is responsible for providing the Administrative Manager proof acceptable to the Board of Trustees that any Child/ren meets or continues to meet any of the above categories.

Covered Employment 
 “Covered Employment” means employment of an Employee for which an Employer is obligated to make contributions to the Health and Welfare Plan.
Custodial Care 
The term “Custodial Care” means the care which consists of services and supplies, including room and board and other institutional services, furnished to an individual primarily to assist him in activities of daily living, whether or not he is disabled. These services and supplies are Custodial Care regardless of the practitioner or provider who prescribed, recommended or performed them. 
Dentist 
The term “Dentist” means an individual duly licensed to practice dentistry in the state where the dental service is performed and operating within the scope of his license. 

Dependent 
The term “Dependent” means: 

1. 
An Employee’s legal Spouse, provided they are not legally separated, 

2. 
An Employee’s unmarried Child/ren from birth to 19 years of age (Limiting Age), 
3. 
An Employee’s unmarried Child/ren from age 19 to age 23 (Limiting Age) who are Full Time Students; i.e., regularly attending an accredited school, vocational or technical school, junior college, college or university, school of nursing, not including a home school,
4. 
An Employee’s Child/ren who are considered Incapacitated Child/ren as defined by the Plan, 
5. 
Child/ren whom the Plan is required to cover pursuant to a Court or Administrative Order including Qualified Child Support Medical Order (QCSMO), whose age is less than the Limiting Age, and
6.
A person enrolled as a Dependent of only one Employee.
Disabled
A person who is “Disabled” means, because of Sickness or injury: 
a. 
the Employee is temporarily, completely and continuously unable to perform the material and substantial duties of the job for which he is qualified; or 
b. 
The Dependent is temporarily, completely and continuously unable to perform the normal activities of a person of the same age and sex. 

Elective Abortion

The term “Elective Abortion” means any abortion other than one where the mother’s life would be endangered if the fetus were carried to term. 

Employee 

The term “Employee” means:

a. 
Employee represented by one of the Local Unions and working for an Employer as defined herein, and with respect to whose employment an Employer is required to make contributions into the Trust Fund, under Collective Bargaining Agreement or other Agreement between an Association or Employer, and the Union, and who has satisfied the requirements established by the Trustees. 
b. 
Officer or salaried Employees of the Union or the Joint Apprenticeship and Training Plan of a Union or an Employer who shall have been proposed for benefits agrees in writing to contribute to the Trust Fund for at least forty hours per week at the rate fixed for contributions by the Collective Bargaining Agreement. 
c. 
Employee, if any, of this Trust Fund who is not employed by an Employer as defined in this section, but who shall be proposed and accepted for such benefits by the Trustees. For such Employees of the Trust Fund, the Trustees shall be deemed to be an Employer and shall contribute to the Trust Fund for at least forty hours per week at the rate fixed for contribution by the Collective Bargaining Agreement. 
d. 
Person, represented by or under the jurisdiction of the Union, who shall be employed by a governmental unit or agency, and on whose behalf payment of contributions shall be made at the times and at the rate of payment equal to that paid by an Employer in accordance with a written agreement, ordinance or resolution, or a person who had been so employed and who is temporarily making self-payments under rules established by the Trustees. 
e. 
Person, who qualifies as an Employee, and whose spouse likewise qualifies as an Employee under this section, shall be considered an Employee under this Plan.
f. 
Person who is employed by an Employer and for whose benefit an Employer makes contributions at the times and rate of payment equal to the amount paid according to a written agreement for non-collectively bargained Employees and is accepted for participation by the Trustees. 
Employer 
The term “Employer” means an or a: 

a.
 Employer who is a member of, or is represented in collective bargaining by an Association and who is bound by a Collective Bargaining Agreement with the Local Union providing for the making of payments to the N.E.C.A.-I.B.E.W. Local 480 Health & Welfare Plan with respect to Employees represented by the Union. 

b.
Union, which, for the purpose of making the required contributions into the Trust Fund, shall be considered as the Employer of the salaried officers and/or Employees of the Union or Joint Apprenticeship and Training Program of the Unions who contribute to the Trust Fund. 
c. 
Employer who, while not generally recognizing the Union as the representative of its Employees, is bound to make contributions on behalf of certain of its Employees. 
d. 
Association of one or more Employers which have Collective Bargaining Agreements with at least one of the Electrical Workers Local Unions having jurisdiction over the Employer’s work. 
e. 
The Board of Trustees of the N.E.C.A.-I.B.E.W. Local 480 Health & Welfare Plan, who, with the consent and approval of the Trustees, shall make like payments or contributions to the Trust Fund on behalf of the Employees of the Trust Fund. 
f. 
Employers who are original parties to this Agreement Declaration, or as described in this Section, shall, by the making of payments to the Trust Fund pursuant to such collective bargaining or other written agreements, be deemed to have accepted and be bound by the Trust Agreement. 
Expense Incurred or Eligible Charges 
An expense will be considered to be incurred at the time the service or the supply is provided for services and supplies.  Eligible Charges are those provided by this Plan and the lesser of the Usual and Customary Charges or the PPO Negotiated Charges. 
Employer Contributions
The term “Contribution” means payments required of any Employer by a Collective Bargaining Agreement or other such agreement to this Plan. 
ERISA 
The Employee Retirement Income Security Act of 1974, as amended. 
Family and Medical Leave Act (FMLA) 
 “Family and Medical Leave” or “Family Leave” means a family, or medical leave of absence, intermittent leave or leave on a reduced schedule, taken under the Family and Medical Leave Act of 1993 (“FMLA”). A FMLA Leave cannot exceed 12 work weeks in a 12-month period and must be certified by an Employer as a FMLA Leave in accordance with the FMLA and the Plan’s policies and procedures. 
Health and Welfare Plan or Plan 
The term “Health and Welfare Plan” or “Plan” means the Rules and Regulations governing the eligibility of Employees for the benefits to be provided, as the Plan may from time to time be amended. 

HIPAA
“HIPAA” means the Health Insurance Portability and Accountability Act of 1996, as amended. 
Hospital 
The term “Hospital” means an institution which meets all of the following tests: 

a. 
It is primarily engaged in providing on an Inpatient basis diagnostic and therapeutic facilities for surgical and medical diagnosis, treatment, and care of injured and sick persons by or under the supervision of a Physician; 
b. 
It has a laboratory, X-ray equipment, and an operating room where major surgical operations may be performed; 
c.
It continuously provides 24 hour a day nursing service by Registered Graduate Nurses; and 
d. 
It is not, other than incidentally, a rest home, a place for the aged, a place for drug addicts, a place for alcoholics, a nursing home, a hotel or the like. 
Hospice 
The term “Hospice” means a licensed facility or program whose primary purpose is to provide counseling, medical services and sometimes room and board to terminally ill persons who have less than six (6) months to live. It must provide 24-hour service, be supervised by a Physician and have a registered nurse on staff. It must provide counseling by a licensed social worker and a licensed pastoral counselor. 
Incapacitated Children 
Benefits are provided for Dependent Children under the Plan and such Dependent benefits will terminate in accordance with the provisions of the Plan. If, however, an unmarried Child, on such Child’s termination date, is and continues to be both; 
a. 
incapable of self-sustaining employment by reason of mental or physical handicap as determined by the Office of Rehabilitation Services in the State Department of Education, and 
b.
chiefly dependent on the Employee for support and maintenance, and further provided such incapacity commenced prior to the limiting age stated in the Plan, 
The Plan will continue the health benefits for such Child so long as the Employee’s benefits remain in force and such incapacity continues, provided proof of such incapacity is submitted to the Plan within 31 days of the date such Dependent’s benefits would otherwise terminate and, subsequently, as may be required, but not more frequently than annually after the two-year period following such child’s attainment of limiting age. 

Individual 
An “Individual” means the Employee and/or his Dependents. 
Inpatient or Bed Patient 
The term “Inpatient” or “Bed Patient” means a person who is a resident patient using and being charged for the Room and Board facilities of a Hospital for a full day. 
Joint Apprenticeship and Training Committee 
The term “Joint Apprenticeship and Training Committee” means an apprenticeship or training program sponsored by an Employer and Union participating in the Plan. 
Medically Necessary 
The term “Medically Necessary” means that the service received is required to identify or treat the illness or injury which a Physician has diagnosed or reasonably suspects. The service must be: 

a. 
consistent with the diagnosis and treatment of the condition, 
b. 
in accordance with standards of good medical practice, 
c. 
required for reasons other than the Employee’s convenience or his Physician’s, and 
d. performed in the least costly setting required by the condition. 
The fact that a service is prescribed by a Physician does not necessarily mean that such service is Medically Necessary. 
Mental and Nervous Disorder 
The terms “Mental and Nervous Disorder”, “Mental Illness”, and “Nervous Disorder” means all conditions symptomatic of or which necessitate treatment for the diagnostic categories of disorders listed in the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-III), Third Edition, and any subsequent supplements and Editions thereto. 
N.E.C.A. 
N.E.C.A., means the National Electrical Contractors Association, Central Mississippi Chapter. 
Network (PPO)
The term “Network” means a Preferred Provider Organization (PPO), Health Maintenance Organization (HMO), or similar organization providing Health Care Services to the Plan and its Participants. 

Nurses 
The term “Registered Graduate Nurse” means a professional nurse who has the right to use the title “Registered Nurse” and the abbreviation of “R.N.”. The term “Licensed Practical Nurse” as used herein means a professional nurse who has the right to use the title “Licensed Practical Nurse” and the abbreviation “L.P.N.” The term “Licensed Vocational Nurse shall mean a professional nurse who has the right to use the title “Licensed Vocational Nurse and the abbreviation of “L.V.N.” 
Outpatient 
The term “Outpatient” means a person receiving services or treatment for care of sickness or injury in a Hospital who is not defined as an Inpatient. Outpatient Hospital or Ambulatory Surgical Facility.  A facility which is part of a Hospital or a separate independent surgical facility which provides surgical procedures for Participants as Outpatients. 
Participant 
The term ‘Participant” means any Employee or former Employee of an Employer who is or may become eligible to receive a benefit under this Plan. The term “Participant” shall not include any Employee or former Employee who has not been credited with the required number of hours of Covered Employment in a specified period, under the eligibility rules established by the Trustees. 
Physician 
The term “Physician” or “Doctor” means an individual who is operating within the scope of his license and is licensed to prescribe and administer drugs or to perform surgery. Not withstanding the foregoing, licensed chiropractors, licensed optometrists, licensed ophthalmologists, licensed nurse-midwives (with respect to maternity care), Nurse Practitioners and Physician Assistants are included in the definition of a Physician.   

PPO 
“PPO” refers to any Preferred Provider Organization or similar organization providing Health Care Services to the Plan and its Participants.  
Primary Care Physician 
“Primary Care Physician” means a General Practitioner, Internist, Pediatrician, or OB/GYN. 
Qualified Medical Child Support Order (QMCSO) 
A court order or decree issued by a court of competent jurisdiction, that falls within the meaning under federal law that names a Child/ren as an “Alternate Recipient” of benefits under the Plan. 

Room and Board 
The term “Room and Board” includes all of the charges commonly made by a Hospital on its own behalf for room and meals and for all general services and activities essential to the care of Bed Patients. 
Sickness 
The term “Sickness” or “Illness” means a non-occupational disease, disorder or condition which requires treatment by a Physician. It includes both childbirth and pregnancy. 

Totally and Permanently Disabled 
A person who is Totally and Permanently Disabled means because of Sickness or Injury:
a.
the Employee is completely and continuously unable to perform the material and substantial duties of any job for which he is qualified; or 
b.
the Dependent is completely and continuously unable to perform the normal activities of a person of the same age and sex. 
Trust Agreement 
The term “Trust Agreement” means the Declaration of Trust entered into as of February 20, 1995 restating prior Trust Agreements establishing the N.E.C.A.-I.B.E.W. Health and Welfare Plan and as may be amended from time to time. 
Trustees
The term “Trustees” means the Trustees designated in the Trust Agreement, together with their successors, designated and appointed in accordance with the terms of the Trust Agreement. 

Trust Fund
The term “Trust”, “Trust Fund” and “Fund” means the entire trust estate of the N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan as it may, from time to time be constituted, including, but not limited to all funds received in the form of contributions, together with all contracts (including dividends, interest, refunds, and other sums payable to the Trustees on account of such contracts), all investments made and held by the Trustees, all income, increments, earnings and profits there from, all policies of insurance, and any and all other property of funds received and held by the Trustees by reason of their acceptance of the Agreement and Declaration of Trust, for the uses and purposes of the Trust. 
Union or Local Union 
The term “Union” or “Local Union” means the International Brotherhood of Electrical Workers Locals 480 and 917. The term may also include such other unions which have a Collective Bargaining Agreement with an Employer, or Association, where the Union and Employer may from time to time be accepted to participate and become party to this Trust Agreement under such terms and conditions as may be required by the Trustees. 
Urgent Care 
A claim involving Urgent Care is any claim for medical care or treatment which could seriously jeopardize the Employee’s life or health or their ability to regain maximum function or in the opinion of a Physician with knowledge of the Employee’s medical condition, would subject the Employee to severe pain that cannot be adequately managed without the care or treatment that is the subject of the claim. 
USERRA 
“USERRA” means the Uniformed Services Employment and Re-Employment Act of 1994, as amended. 
Usual and Customary Charges (UC) 
Charges made for services or supplies Medically Necessary to the Employee’s care will be considered “Usual and Customary” if they do not exceed the average charges made for those services or supplies in the locality where the services or supplies are received, with due consideration given for the nature and severity of the condition being treated. A charge is considered Usual and Customary if it is within a range of fees charged for the same service by other providers in the same geographic area. If you incur a charge for a medical service or supply that is in excess of what the Plan considers to be Usual and Customary, you will have to pay the excess amount. 
ELIGIBILITY RULES FOR CONSTRUCTION EMPLOYEES
General Provisions 
All Employees working in a job classification for which Participating Employers are required, under the terms of the current Collective Bargaining Agreements, to make contributions to the N.E.C.A.-I.B.E.W Local 480 Health and Welfare Plan will become and remain eligible upon satisfaction of the Initial Eligibility and Continuing Eligibility provisions set forth below. 
Initial and Continuing Eligibility 
An Employee shall become eligible on the first day of the third calendar month after he reached at least four hundred (400) hours worked in a three (3) consecutive month period or less or eight hundred (800) hours worked in a six (6) consecutive month period or less for which contributions have been made in his name, as set forth in the schedule below. 

Termination of Eligibility 
The Employee benefit will terminate on the earliest of the following dates: 
· The last day in the Benefit Month your eligibility ends; 
· The last day of the month for which you make timely self-payment under the partial self-pay rules; 
· The date the Plan is terminated or is amended to terminate coverage for the class of Employees to which you belong; 
· The date you enter the Armed Forces of the United States on an active duty basis; 
· The date your Employer and/or Bargaining Unit withdraws from the Plan; or 
· The date you start work for a Non-Contributing Employer in the Electrical Industry. 

Hours Required to Qualify for Benefits in Applicable Month Table

	400 Hours in the Qualifying Period 
	800 Hours in the Qualifying Period 
	Qualifies the Employee for the Benefit Month 

	Aug, Sep, Oct 
	May-Oct 
	Jan 

	Sep, Oct, Nov 
	Jun-Nov 
	Feb 

	Oct, Nov, Dec 
	Jul-Dec 
	Mar 

	Nov, Dec, Jan 
	Aug-Jan 
	Apr 

	Dec, Jan, Feb 
	Sep-Feb 
	May 

	Jan, Feb, Mar 
	Oct-Mar 
	Jun 

	Feb, Mar, Apr 
	Nov-Apr 
	Jul 

	Mar, Apr, May 
	Dec-May 
	Aug 

	Apr, May, Jun 
	Jan-Jun 
	Sep 

	May, Jun, Jul 
	Feb-Jul 
	Oct 

	Jun, Jul, Aug 
	Mar-Aug 
	Nov 

	Jul, Aug, Sep 
	Apr-Sep 
	Dec 


Pre-Existing Condition

A pre-existing condition for a Covered Person other than a Construction Employee or their Dependent refers to a condition for which medical advice, diagnosis, care or treatment was recommended or received within the six-month period prior to the enrollment date. Enrollment date means the enrollment date as prescribed by HIPAA, which is the beginning of any applicable waiting period for initially eligible Covered Persons (date of hire for person enrolling at Initial Eligibility), or, for a late or special enrollee, the effective date of coverage. 
Pregnancy or pregnancy related conditions are not considered as Pre-Existing Conditions and no Pre-Existing exclusion shall apply. 
Newborns, Children adopted or placed for adoption, enrolled within 30 days of birth, adoption or placement, shall have no Pre-Existing Condition exclusion. 
Claims incurred after the effective date of coverage which resulted from a Pre-Existing Condition, as herein defined, are excluded from coverage under this Plan until the time period from the enrollment date exceeds the Pre-Existing Condition Exclusion Period specified in the Schedule of Benefits. 
Rights to Show Prior Creditable Coverage 
An Individual becoming covered under this Plan has the right to show the existence of prior creditable coverage in order to reduce the Pre-Existing Condition Exclusion Period. If an Individual has been covered under another medical plan and does not possess a Certificate of Creditable Coverage from previous medical coverage, such individual should attempt to obtain a Certificate. If an Individual cannot obtain the Certificate, then other information or documentation may be used to prove the existence of prior coverage. This Plan will reduce an Individual’s Pre-Existing Condition Exclusion Period by the number of days of an Individual’s prior Creditable Coverage. 
If no proof of coverage is obtained, the Individual will be subject to the full Pre-Existing Condition Exclusion Period. If an Individual has had continuous previous coverage in excess of the Pre-Existing Condition Exclusion Period (no break in coverage of 63 days, excluding the waiting period), then such Individual shall have no Pre-Existing Condition Exclusion. 

ELIGIBILITY RULES FOR EMPLOYEES COVERED UNDER THE MAINTENANCE AGREEMENT WITH THE PACKARD DIVISION OF GENERAL MOTORS 
When Do You First Become Eligible for Coverage? 
If you are covered under the Maintenance Agreement with the Packard Division of General Motors, you and your Dependents will be eligible for benefits the first day of the calendar month following 30 days of full-time employment. 
How Does Eligibility Continue? 
Once you are covered under the Plan, your continued eligibility for benefits will be based on the number of hours you worked in the prior month. You must work at least 158 hours a month, except in the month of February when you must work 150 hours, in order to be eligible for coverage the forthcoming month. 
When Do Your Dependents Become Eligible for Coverage? 
Your Dependents will become eligible for coverage in accordance with the Dependent Eligibility Rules. 
Pre-existing Medical Condition Exclusion 
You and your eligible Dependents will not be covered for any pre-existing medical conditions for the first six months of coverage following attainment of Initial Eligibility. A pre-existing medical condition is a Sickness or injury for which you or your eligible Dependent received treatment or services, including prescription drugs, during the six calendar month period before becoming covered under the Plan.
 Pregnancy or pregnancy related conditions are not considered as Pre-Existing Conditions and no Pre-Existing exclusion shall apply. Newborns, Children adopted or placed for adoption, enrolled within 30 days of birth, adoption or placement, shall have no Pre-Existing Condition exclusion. 
Claims incurred after the effective date of coverage which resulted from a Pre-Existing Condition, as herein defined, are excluded from coverage under this Plan until the time period from the enrollment date exceeds the Pre-Existing Condition Exclusion Period specified in the Schedule of Benefits. 
Rights to Show Prior Creditable Coverage 
An Individual becoming covered under this Plan has the right to show the existence of prior creditable coverage in order to reduce the Pre-Existing Condition Exclusion Period. If an Individual has been covered under another medical plan and does not possess a Certificate of Creditable Coverage from previous medical coverage, such Individual should attempt to obtain a Certificate. If an Individual cannot obtain the Certificate, then other information or documentation may be used to prove the existence of prior coverage. This Plan will reduce an Individual’s Pre-Existing Condition Exclusion Period by the number of days of an Individual’s prior Creditable Coverage.

If no proof of coverage is obtained, the Individual will be subject to the full Pre-Existing Condition Exclusion Period. If an Individual has had continuous previous coverage in excess of the Pre-Existing Condition Exclusion Period (no break in coverage of 63 days, excluding the waiting period), then such Individual shall have no Pre-Existing Condition Exclusion. 
When Does Your Coverage Stop? 
Your eligibility for benefits will stop on the earliest of the following dates: 
• 
The last day of the month in which you did not work enough hours to establish your eligibility for the next month; 
• 
The last day of the month following the month in which you cease full-time employment if you have worked the number of hours required to establish your eligibility for that month; 
• 
The last day of the month for which you make timely self-payment under the partial self-pay rules; 
• 
The date the Plan is terminated or amended to terminate coverage for the class of Employees to which you belong; or
• 
The date you enter the Armed Forces of the United States on an active duty basis. 
Thereafter you may be eligible to continue coverage through self-payment under COBRA. 
ELIGIBILITY RULES FOR NONBARGAINED

EMPLOYEES OF EMPLOYER CONTRACTORS 
Initial Eligibility 
If you are a nonbargained Employee and work full-time for an Employer contractor whose participation in the Fund on behalf of its nonbargained Employees has been approved by the Board of Trustees, you may be eligible for coverage under this Plan. A full-time Employee is one who normally works 30 hours or more a week. Coverage will begin on the first day of the calendar month following 30 days of full-time employment. If you and your spouse are both full-time Employees of an Employer, you must both be covered as Employees. 
How Does Eligibility Continue? 
Once you are covered under the Plan, you will continue to be eligible provided you remain a full-time Employee of your Employer. 
When Do Your Dependents Become Eligible for Coverage? 
Your Dependents will become eligible for coverage on the same day you do in accordance with the Dependent eligibility rules. 
Pre-existing Medical Condition Exclusion 
You and your eligible Dependents will not be covered for any pre-existing medical condition for the first six months of coverage following attainment of Initial Eligibility. A pre-existing medical condition is a Sickness or injury for which you or your eligible Dependent received treatment or services, including prescription drugs, during the six calendar month period before becoming covered under the Plan. 
Pregnancy or pregnancy related conditions are not considered as Pre-Existing Conditions and no Pre-Existing exclusion shall apply. Newborns, Children adopted or placed for adoption, enrolled within 30 days of birth, adoption or placement, shall have no Pre-Existing Condition exclusion. 
Claims incurred after the effective date of coverage which resulted from a Pre-Existing Condition, as herein defined, are excluded from coverage under this Plan until the time period from the enrollment date exceeds the Pre-Existing Condition Exclusion Period specified in the Schedule of Benefits.
Rights to Show Prior Creditable Coverage 
An Individual becoming covered under this Plan has the right to show the existence of prior creditable coverage in order to reduce the Pre-Existing Condition Exclusion Period. If an Individual has been covered under another medical plan and does not possess a Certificate of Creditable Coverage from previous medical coverage, such Individual should attempt to obtain a Certificate. If an Individual cannot obtain the Certificate, then other information or documentation may be used to prove the existence of prior coverage. This Plan will reduce an Individual’s Pre-Existing Condition Exclusion Period by the number of days of an Individual’s prior Creditable Coverage.

If no proof of coverage is obtained, the Individual will be subject to the full Pre-Existing Condition Exclusion Period. If an Individual has had continuous previous coverage in excess of the Pre-Existing Condition Exclusion Period (no break in coverage of 63 days, excluding the waiting period), then such Individual shall have no Pre-Existing Condition Exclusion. 
When Does Your Coverage Stop? 
Your eligibility for benefits will stop on the earliest of the following dates. 
• 
The last day of the month in which you are no longer a full-time Employee; 
• 
The last day of the month for which you make timely self-payment under the partial self-pay rules; 
• 
The date your Employer terminates his obligation to contribute to the Plan on your behalf, on behalf of all nonbargained Employees, or on behalf of his collectively bargained Employees; 
• 
The last day of the month for which your Employer has made timely contributions to the Plan on your behalf; 
• 
The date the Plan is terminated or amended to terminate coverage for the class of Employees to which you belong; or 
• 
The date you enter the Armed Forces of the United States on an active duty basis. 
Thereafter you may be eligible to continue coverage through self-payment under COBRA. 
ELIGIBILITY RULES FOR EMPLOYEES OF THE UNION, THE CENTRAL MISSISSIPPI CHAPTER OF NECA, OR RELATED APPRENTICESHIP FUNDS 
When Do You First Become Eligible for Benefits? 
If you are a full-time Employee of IBEW Local Unions 480 or 917; the NECA-IBEW Local 480 or 917 Joint Apprenticeship Committee and Trust Fund, or the Central Mississippi Chapter of NECA (in either Jackson or Meridian) you are eligible for coverage under this Plan. A full-time Employee is one who normally works 30 hours or more a week. You will become eligible for coverage on the first day of the calendar month following 30 days of full-time employment. 
If you are already eligible for coverage as of the date you initially qualify for benefits based on the rule in the above paragraph (because you previously worked as a construction Employee) and you have accumulated months of future eligibility then any unused months of accumulated eligibility will be placed in your Credit Bank. The number of months of unused accumulated eligibility may be used at a future date to extend your eligibility for benefits at the time your coverage as an active Employee would otherwise end. Such unused accumulated eligibility must be used before you may opt to make self payments of any kind. 
How Does Eligibility Continue? 
Once you are covered under the Plan, your continued eligibility for benefits will be based on the number of hours you worked in the prior month. You must work at least 173.3 hours a month, in order to be eligible for coverage in the following month. 
When Do Your Dependents Become Eligible for Coverage? 
Your Dependents become eligible for coverage on the same day you do in accordance with the Dependent eligibility rules. 
Pre-Existing Medical Condition Exclusion 
You and your eligible Dependents will not be covered for any pre-existing medical conditions for the first six months of coverage following attainment of initial eligibility. A pre-existing medical condition is a Sickness or injury for which you or your eligible Dependent received treatment or services, including prescription drugs, during the six calendar month period before becoming covered under the Plan. 
Pregnancy or pregnancy related conditions are not considered as Pre-Existing Conditions and no Pre-Existing exclusion shall apply. Newborns, Children adopted or placed for adoption, enrolled within 30 days of birth, adoption or placement, shall have no Pre-Existing Condition exclusion. 
Claims incurred after the effective date of coverage which resulted from a Pre-Existing Condition, as herein defined, are excluded from coverage under this Plan until the time period from the enrollment date exceeds the Pre-Existing Condition Exclusion Period specified in the Schedule of Benefits.

Rights to Show Prior Creditable Coverage

An Individual becoming covered under this Plan has the right to show the existence of prior creditable coverage in order to reduce the Pre-Existing Condition Exclusion Period. If an Individual has been covered under another medical plan and does not possess a Certificate of Creditable Coverage from previous medical coverage, such Individual should attempt to obtain a Certificate. If an Individual cannot obtain the Certificate, then other information or documentation may be used to prove the existence of prior coverage. This Plan will reduce an Individual’s Pre-Existing Condition Exclusion Period by the number of days of an Individual’s prior Creditable Coverage. If no proof of coverage is obtained, the Individual will be subject to the full Pre-Existing Condition Exclusion Period. If an Individual has had continuous previous coverage in excess of the Pre-Existing Condition Exclusion Period (no break in coverage of 63 days, excluding the waiting period), then such Individual shall have no Pre-Existing Condition Exclusion. 
When Does Your Coverage Stop? 
Your eligibility for benefits will stop on the earliest of the following dates: 
•
 The last day of the month following the month in which your full-time employment ends; 
•
 The last day of the month in which all accumulated eligibility is exhausted, if you have any accumulated months in a Credit Bank. 
•
 The last day of the month for which you make timely self-payment under the partial self-pay rules. 
• 
The date the Plan is terminated or amended to terminate coverage for the class of Employees to which you belong; or 
• 
The date you enter the Armed Forces of the United States on an active duty basis.
Thereafter, you maybe eligible to continue coverage under the partial self-pay privilege and through self-payment under COBRA. 
ELIGIBILITY RULES APPLICABLE TO ALL EMPLOYEES

How Can Coverage be Continued During Disability? 
After you become eligible, if you are unable to work because of a certified disability, you will be credited with 30 disability hours for each full week in order to maintain your eligibility. In no event will more than 390 disability hours be credited during a twelve consecutive month period. 
A certified disability is one for which you submit satisfactory evidence of total disability, verified by a Physician or is a disability for which you receive Workers’ Compensation benefits as a result of a disability incurred on a job for which contributions are paid on your behalf to the Plan.
 You must present certified evidence of your disability in order to qualify for any disability hours. The Trustees for the Plan reserve the right to require you to submit to one or more physical examinations by a Physician or Physicians of their choice in order to certify the nature or extent of your disability. 
If you cease to be eligible for coverage during a period of disability, you may continue coverage through self-payment under COBRA. 
Leave Under The Family and Medical Leave Act of 1993 (FMLA Leave) 
If your Employer has employed at least 50 Employees during 20 weeks or more of the current or preceding Calendar Year, you may be eligible to take FMLA Leave. However, if you are employed at a work site within a 75 mile radius of which your Employer does not employ at least 50 Employees, you will not qualify for leave even though the Employer’s total work force is more than 50. To qualify for leave you must have been employed by the same contributing Employer for a minimum of 1,250 hours within the 12 months immediately preceding the commencement of your FMLA Leave. If you qualify for such leave, you may take up to a total of 12 work weeks of FMLA Leave during any 12-month period. 
During your FMLA Leave, your Employer is required to contribute to the Fund in order to provide you medical coverage during the term of your FMLA Leave just as if you are actively at work. However, if your Employer’s required contribution is insufficient to cover the full premium, you may elect either to make partial self payments or to waive coverage entirely. Please refer to the Partial Self-Pay Privileges section of this booklet for more information. 
Under What Circumstances Can You Take FMLA Leave? 

You may take FMLA Leave for any of the following reasons: 
1. 
the birth and care of a newborn Child; 
2. 
for the placement of a newly adopted Child or foster Child; 
3.
for the care of your spouse, son, daughter or parent with a “serious health condition”; or 
4. 
for your “serious health condition” that makes you unable to perform your job. 

Generally, a serious “health condition”, as defined under FMLA, is an illness, injury, impairment or physical or mental condition that involves any period of incapacity or treatment in connection with Inpatient care in a Hospital, Hospice or residential medical care facility; or any period of incapacity of more than three (3) calendar days that involves the continuing treatment by a health care provider or continuing treatment by a health care provider for a chronic or long-term health condition that is incurable or so serious that if untreated will result in a period of incapacity of more than three (3) calendar days. 
How Can You Take FMLA Leave? 
If you are eligible for FMLA Leave, you and your Employer must file the following documents with the Plan Office: 
1. 
The Employer for whom you are working must certify to the Plan, in accordance with the Plan’s Policies and Administrative Procedures, that it is subject to FMLA and that you are eligible for FMLA Leave. 
2. 
Your Employer must timely notify the Plan, in accordance with the Plan’s Policies and Administrative Procedures, of the type and duration of your FMLA Leave requested and must timely furnish the necessary information to support your FMLA Leave. Pursuant to the Plan’s Policies and Administrative Procedures, your Employer must generally notify the Plan at least 30 days before your foreseeable FMLA Leave. If unforeseen circumstances require you to take FMLA Leave, i.e. a medical emergency, your Employer must notify the Plan Office as soon as reasonably practicable.
3. 
You must timely notify the Plan, in accordance with the Plan’s Policies and Administrative Procedures, of the type and duration of your FMLA Leave requested and timely furnish the necessary information to support your eligibility of FMLA Leave. Pursuant to the Plan’s Policies arid Administrative Procedures, you must generally notify the Plan at least 30 days before your foreseeable FMLA Leave. If unforeseen circumstances require you to take FMLA Leave, i.e. a medical emergency, your Employer must notify the Plan Office as soon as reasonably practicable. 
If you are considering taking FMLA Leave, you and your Employer should contact the Fund Office to receive a copy of the Fund’s Policies and Administrative Procedures and the necessary forms to assure that you receive continued health coverage during your FMLA Leave. 
Can You Take Your 12 Weeks of FMLA Leave Intermittently or on a Reduced Leave Schedule? 
If your FMLA Leave is granted by your Employer for the birth of your Child, placement of a Child for adoption or foster care, you may take your FMLA Leave intermittently or on a reduced leave schedule provided your Employer agrees to such arrangement. If your FMLA Leave is granted by your Employer for a sick family member or for your own serious health condition, you may take your leave intermittently or on a reduced leave schedule when Medically Necessary. You should consult with your Employer concerning the required rules and the increments of time available for intermittent leave or a reduced leave schedule. 

To What Benefits Are You Entitled During Your FMLA Leave? 
You and your eligible Dependents are eligible for continued medical coverage during your FMLA Leave. In addition you, but not your Dependents, will be eligible for life insurance benefits and Accidental Death and Dismemberment coverage. 
What Happens When Your FMLA Leave Ends and You Return to Active Employment? 
When you return to work after your FMLA Leave ends, you will be eligible for the same benefits that were available to you when your FMLA Leave started. You will not be required to requalify for any benefit you previously enjoyed when your FMLA Leave began. 
Please contact the Plan Office to notify them of your anticipated date of your return to active employment from your FMLA Leave. 
What Happens if You Enter Military Service? 
If you enter the Armed Forces of the United States, your coverage under the Plan will end the day you are inducted for active duty. 
You must notify the Plan Office in writing when you enter the Armed Forces so that your accumulated eligibility will be available when you return to work and you are again available to work for a contributing Employer, to the extent required by Federal Veteran’s Reemployment Rights Statutes. 
What Happens if You Work in an Area Covered by Another Electrical Worker’s Welfare Plan? 
The Trustees reserve the right to create reciprocity and exchange of contributions with other Electrical Workers Welfare Funds so that if you are working in an area covered by another Plan, you may still have contributions made on your behalf to this Fund. These arrangements adopted pursuant to the Electrical Industry Health & Welfare Reciprocal Agreement, also allow electrical workers covered by another Plan who are working in this Plan’s jurisdiction to have their contributions transferred back to their Home Fund. However, this Fund does not transfer to other Funds any contributions made to this Fund to cover substance abuse testing. The rules for reciprocity and exchange of contributions are determined by the Trustees.
In the event you work in Covered Employment and the rate of contributions transferred on your behalf to this Fund is higher or lower than the highest rate effective in this Plan, hours will be credited towards your eligibility as follows: 
Amount of Reciprocal

Hours of work to be credited towards

Contributions Transferred    = 
your eligibility in this Plan, 
This Plan’s Highest Hourly
rounded to the nearest whole number
Contribution Rate
Partial Self-Pay 
If you are covered as an active Employee by the Plan, but you do not work enough hours to maintain your eligibility, you may elect to self-pay the difference between the monthly Employer contributions payable on your behalf and the monthly self-pay premium rate. 

The partial self-pay option is available for a maximum of three consecutive months following the month in which your coverage as an active Employee would otherwise end. Partial premium payments are due on or before the last day of the month for which you are self-paying to continue coverage. 
However, if you are a construction Employee, there is a special rule. Construction Employees must partially self-pay on a monthly basis the difference between the Employer contributions payable on their behalf for the applicable three or eight month benefit period, divided by three or eight, respectively. 
After you have partially self-paid for three months, you will not be permitted to submit any premium payments to supplement those which may be made by an Employer, but you may elect to continue coverage through self-payments under COBRA.
Continuation Coverage through COBRA 
Under the Consolidated Omnibus Budget Reconciliation Act (COBRA), you may continue health coverage for you and your eligible Dependents past the date coverage would normally end. Neither life insurance benefits nor AD&D coverage are available for your Dependents. The life, AD&D and health care benefits will be identical to the benefits the Plan provides to you at the time your coverage terminated. You and your Dependent(s) will be required to pay the full cost of the coverage plus an administrative charge in order to continue coverage.  Circumstances under which health coverage can be continued and the duration of continuation coverage are outlined in the following table: 

Continuation of Coverage Table

	Coverage may

continue for:
	If:
	Maximum duration

Of coverage:



	You and your eligible Dependents
	You lose your eligibility in the Plan due to termination of your employment for any reason except gross misconduct, or because your hours of employment are reduced.
	18 months*

	Your eligible Dependents
	You die
	36 months

	Your eligible Dependents
	You become eligible for Medicare

Or

You are divorced or legally separated from your lawful spouse
	36 months

	Your eligible Dependent Child/ren
	Your eligible Dependent Child/ren cease to be qualified as eligible Dependents, 

for example, your child reaches age 23 or reaches age 19 and is not a full-time student.
	36 months


*If you or one of your eligible Dependents are disabled, COBRA coverage may continue for that person only for up to 29 months. Timely proof of eligibility for Social Security disability benefits is required for continuation of the additional 11 months of coverage, during which additional period an increased premium is charged. 
If one of these situations has occurred, the Plan Office will give you and your eligible Dependents full information regarding continuation coverage, including the cost. It is your responsibility, however, to inform the Plan Office of a divorce, the death of a Dependent, or of a Child losing eligible Dependent status under the Plan. If you do not do so within 60 days of the event, you will lose the right to elect continuation coverage. 
Once the Plan Office has furnished you with the necessary information, you have 60 days to respond and to elect coverage. You then have 45 days from the date of your election within which to pay the applicable premiums then owed for the months intervening since the date you would have otherwise lost coverage. If you reject this coverage, your lawful spouse and eligible Dependents may elect coverage independently from you. 
The Plan Office will notify you of the cost of continuation coverage when it notifies you of your right to this coverage. You will not receive a monthly bill. Instead, you must automatically send your check or money order to the Plan Office before the first day of each calendar month. 
Continued coverage is not available to anyone who was not covered under the Plan before coverage ended. However, you may add newly acquired eligible Dependents while covered under COBRA by notifying the Plan Office within 30 days after acquiring the new eligible Dependent. 
Continuation coverage ends on the earliest of the following dates: 
• 
the date the Plan no longer provides group health care coverage for any Active Employees or eligible Dependents; 
• 
the first day of the month for which the required premiums are not paid on a timely basis; 
• 
the date a covered person becomes entitled to coverage under any other group health care plan or program which does not contain any exclusions or limitations for pre-existing medical conditions; or 
• 
the date a covered person becomes entitled to Medicare. 
If you have any questions about Continuation Coverage and your right to self-pay, please contact the Plan Office. 
DEPENDENT ELIGIBILITY RULES FOR ALL EMPLOYEES

When Does Coverage Begin for Your Dependents? 
Coverage for your eligible Dependents begins on the same day that your coverage begins or, if later, on the date you first acquire the Dependent.

When Does Coverage for Your Dependent Stop? 

Coverage for your eligible Dependents will stop on the earliest of the following dates: 
• 
The date your coverage ends; 

• 
The date the person no longer qualifies as a Dependent under the rules of the Plan, (for example, your child reaches age 19 or age 23 in the case of a full-time student, or you and your spouse become legally separated or divorced); 

• 
The date the Plan is terminated or the date the Plan is amended to terminate coverage for Dependents; 
• 
The date specified in a QMCSO. 
How Long Will Coverage Continue for Your Eligible Dependents in the Event You Die While Covered as an Active Employee? 
If you die while covered as an active Employee, coverage will continue for your surviving spouse and eligible Dependent Children until the last day of the calendar month for which you would have been eligible for coverage based on contributions made on your behalf for work you performed up until the date of your death. 
If you are an Employee covered under the eligibility rules for non-bargained Employees or for the Union, NECA or Apprenticeship Fund Employees, coverage for your Dependents will continue through the last day of the month following the month in which you die. 
Thereafter, coverage for your surviving Dependents may be continued through self- payment under COBRA.

EXTENDED SELF-PAY RULES FOR
CERTAIN RETIRED OR DISABLED EMPLOYEES 
For Employees Who Retire With an Early or Normal Pension: 
If you retire you will be eligible to self-pay for yourself and your eligible Dependents beyond the eighteen month COBRA period provided that: 
• 
You have attained age 60 and have been awarded an early or normal retirement pension from the IBEW Local 480 Pension Plan or the National Electrical Benefit Pension Fund (NEBF), or you are receiving Social Security benefits; and 
• 
On the annuity starting date of your pension (as defined by the applicable pension plan) or the effective date of your social security benefits you are covered under this Plan and have been so covered for a period of at least 20 consecutive eligibility quarters. 
For Disability Retirees: 
If you retire due to a disability, you will be eligible to self-pay for yourself and your eligible Dependents beyond the eighteen month COBRA period provided that: 
• 
You have been awarded a disability pension from the IBEW Local 480 Pension Plan or the National Electrical Benefit Pension Fund (NEBF), or you are receiving Social Security benefits; and 
• 
On the annuity starting date of your disability pension (as defined by the applicable pension plan) or the effective date of your Social Security Award if you are covered under the Plan and have been so covered for a period of at least eight (8) consecutive eligibility quarters; and 
• 
You are Totally and Permanently Disabled to the extent you are unable to perform the normal activities of your occupation, or any other gainful employment. 
The Board of Trustees reserves the right to require you to submit to an examination by a Physician of their choice and additionally may require you to submit to reexamination periodically in order to determine your continued eligibility to self-pay in accordance with this provision of the Plan. You will not be eligible to self-pay as a disabled Employee if you are gainfully employed in any manner. 
As an early, normal or disabled retiree, you may continue to self-pay on yourself and your eligible Dependents until the earliest of the following dates: 
• 
The first day of the calendar month for which you fail to pay the required premiums. Monthly premium payments must be received by the Plan Office by the first working day of the month. There is no 30 day grace period for payment of premiums; or 
• 
The date you and your spouse become eligible for Medicare or for coverage under another group health plan, at which time all coverage provided under this Plan for you, your spouse and any other eligible Dependents will cease.

However, if you become eligible for Medicare, but not your spouse, then your spouse and any of your other then eligible Dependents not covered under another group health plan or Medicare may continue coverage on a basis until your spouse becomes eligible for Medicare or under another group health plan, after which all coverage provided under this Plan for your spouse and any Dependents will cease; or 
•
 If your spouse becomes eligible for Medicare or under another group health plan, but you do not, then you may continue coverage on a self-pay basis for yourself and anyone other than eligible Dependents not covered under another group health plan or Medicare until you yourself become eligible for Medicare or under another group health plan, after which all coverage provided under this Plan for you and any Dependents will cease; or 
• 
Sixty (60) months from the date your eligibility would have otherwise terminated under this Plan in the absence of COBRA continuation and the special self-pay rules for retirees. This 60 month period includes any months for which you may have self-paid for COBRA coverage prior to retirement. After the 60 month period is exhausted, neither you or any of your Dependents will be eligible to continue coverage by self-paying. 
In the event you die while self-paying as a retiree or disabled Employee, then your surviving spouse and any of your other eligible Dependents may self-pay until the earliest of the following dates: 
• 
The last day of the calendar month for which your surviving spouse makes timely self-payments. Monthly payments must be received by the Plan Office by the first working day of the month. There is no 30 day grace period for payment of contributions; or 
• 
The date your surviving spouse becomes eligible for Medicare or covered under another group health plan; or 
• 
Sixty (60) months from the date your eligibility would have otherwise terminated under this Plan, had you survived, in the absence of COBRA continuation and the special self-pay rules for retirees. This 60 month period includes any months for which you may have self-paid for COBRA coverage prior to your retirement. 
Surviving Dependent Children are eligible for continued coverage only if your surviving spouse remains eligible and covered under the Plan. 

In order to elect this special extended period of self pay, your surviving spouse must make written application to the Plan Administrator no later than five days prior to the date your Dependents’ self-pay coverage would otherwise end. 
The monthly self-payment amount will be determined by the Board of Trustees, but will not exceed the actual cost of the group health coverage plus any additional administrative costs. 

YOUR HEALTH CARE BENEFITS

What the Plan Pays For 
This Plan pays Basic Health Care Benefits and Major Health Care Benefits, subject to the exclusions and limitations described in this section and in the Schedule of Benefits, and all other rules of the Plan. 
A.
Basic Health Care Benefits
Basic Medical Benefits are the Eligible Charges that are the lesser of the Usual and Customary Charges or PPO negotiated charges incurred by a Participant for services, supplies or treatment when included in the Plan's Basic Medical Schedule of Benefits.  No Calendar Year Deductible is required.
B.
Major Medical Care Benefits
Major Medical Benefit are the Eligible Charges that are lesser of the Usual and Customary Charges or PPO negotiated charges incurred by a Participant for Medically Necessary services, supplies or treatment when included in the Plan's Major Medical Schedule of Benefits.
Calendar Year Deductible 
Before this Plan begins to pay benefits for Major Medical expenses, you will have to pay a portion of any such charges that may be incurred. This payment is known as a deductible.  No payments for Basic Health Care Benefits will be applied toward the Calendar Year Deductible or Eligible Expense in excess of $7,000.
The Calendar Year Deductible, as shown in the Schedule of Benefits applies to you and to each of your eligible Dependents, with a maximum of three deductibles per family per Calendar Year. If your coverage terminates during the same Calendar Year, you and any covered Dependents must satisfy a new deductible(s). 
So that your medical expenses will not be subject to a deductible late in one Calendar Year and again the next year, any expenses applied towards the deductible during the last three months of a Calendar Year which were not used to satisfy that year’s deductible, will be carried over to reduce the deductible the following year. 
Common Accident Deductible Limit 
Only one deductible will be applied to the covered medical expenses incurred when two or more members of your family, who are eligible for coverage, are injured in the same accident. 
Percentage Payable 
After you have satisfied any applicable deductible (Calendar Year and emergency room), the Plan will pay the percentage of eligible expenses outlined in the Schedule of Benefits. After the out-of-pocket amount stated in the Schedule of Benefits is met, the Plan will pay additional eligible expenses in accordance with the Benefit Schedule. Any expenses in excess of any maximum allowable charge under the Plan, any ineligible expenses, any penalties incurred for failure to pre-certify a Hospital admission, to obtain a second surgical opinion when required by the Plan or for a Hospital admission which exceeds the approved length of stay, will not apply towards the out-of-pocket limit as outlined in the Schedule of Benefits. 
Coverage for Mental and Nervous Disorders 
The Plan covers both Inpatient (subject to Utilization Review) and Outpatient treatment of Mental and Nervous Disorders up to the Lifetime Maximum Benefit for all illnesses and injuries. 
Benefits for Inpatient treatment of Mental and Nervous Disorders shall be paid on the same basis as any other hospital confinement with internal limits as specified in the Schedule of Benefits. 
Benefits for Eligible Expenses incurred for Outpatient treatment of Mental and Nervous Disorders shall be reimbursed at the coinsurance percentage as well as the number of visits per Calendar Year as specified in the Schedule of Benefits. 

USERRA

You must notify the Plan Office prior to entering military service and again when you are discharged so that the Plan Office may assist you with your rights under the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA) and any COBRA benefits that may be available to you and/or your Dependents.
If you are inducted into the Armed Forces of the United States, or if you enlist in the military service, your benefits and the benefits of your Dependents (if any) will cease immediately. Upon your discharge from the Armed Forces, your eligibility and all accumulated hours toward continuation of eligibility will be reinstated on the day you return to work with a Contributing Employer, provided such return to work is within 90 days from the date of your discharge (or 90 days after recovering from a disability continuing after such discharge), and provided you present written proof of your term of service and your honorable discharge. 
If you do not return to work with a Contributing Employer within 90 days from the date of your discharge (or 90 days after recovering from a disability continuing after such discharge), you will be considered as a new Employee and required to satisfy the requirements in “Initial Eligibility”. 
Maximum Lifetime Benefit 
The total lifetime maximum benefit payable by the Plan for each covered person is stated in the Schedule of Benefits. 
Newborns’ and Mother’s Health Protection Act 
This Plan will not restrict benefits for any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However, the Plan may pay for a shorter stay if the attending provider (e.g., your Physician, Nurse, midwife, or physician assistant), after consultation with the mother, discharges the mother or newborn earlier. 
Also, under federal law, this Plan may not set the level of benefits or out-of-pocket costs so that any later portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or newborn than any earlier portion of the stay.  In addition, the Plan may not, under federal law, require that a Physician or other health provider obtain authorization for prescribing a length of stay of up to 48-hours (or 96-hours). 
Women’s Health and Cancer Rights Act 
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer Rights Act of 1998 (WHCRA).  For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined in consultation with the attending physician and the patient, for:

1. 
All stages of reconstruction of the breast on which the mastectomy was performed; 
2. 
Surgery and reconstruction of the other breast to produce a symmetrical appearance; 

3.
Prostheses: and

3. Treatment of physical complications the mastectomy, including lymphedema. 
These benefits will be provided subject to the same annual deductibles and coinsurance provisions applicable to the other Medical and Surgical benefits under this Plan.  If you would like more information on WHCRA benefits, call your Plan Administrator at (601) 373-9424 or toll free at 1 (800) 424-8434.

Human Organ Transplant Coverage 
To be eligible to receive coverage for a human organ transplant procedure you must receive an opinion from two different board certified Physicians who are specialized in the field of surgery and who confirm in writing to the Plan that no other treatment would be effective. The transplant procedure must be performed by a surgeon who is board certified in the appropriate medical specialty and performed at a medical center which is duly certified or licensed in the state of its situs and has a governmental approved transplant program. Also, you must follow the Plan’s utilization review procedures and have your hospital admission pre-certified by the utilization review contractor. 
Benefits are available under the Plan for the following human organ transplant procedures: cornea, heart, kidney, pancreas/kidney, lung, heart/lung, bone marrow and liver. The lifetime maximum benefit payable per covered person for all eligible expenses incurred for all organ transplant procedures is limited to the amount indicated in the Schedule of Benefits and is further limited to the overall lifetime maximum benefit for all illnesses or injuries as indicated in the Schedule of Benefits. 
Eligible expenses for human organ transplants include: 
•
Costs directly related to the donation of an organ used in the transplant procedure, such as the surgical procedure necessary to procure the organ, storage expenses and transportation costs. Any expenses incurred by the donor will be considered as an expense of the recipient, provided the recipient is covered under this Plan. If the recipient is not covered under this Plan, any expenses related to the removal of the organ incurred by a donor who is covered under this Plan will be covered as if the surgery were being performed to treat a disease, but only if the recipient’s plan does not cover the donor’s expenses. 
•
Transportation of the covered person and one companion to an approved transplant center, if the covered person lives more than 100 miles from the transplant center. Itemized receipts must be submitted for reasonable and necessary expenses. Daily lodging and meals not to exceed $150 per day. The maximum payment for all transportation, lodging and meal cost not to exceed $5,000. 
•
All other Medically Necessary Hospital, Medical and Surgical expenses, subject to the Plan’s Deductibles, Coinsurance, Lifetime Maximum benefits and Exclusions and Limitations. 
No coverage will be provided for any type of transplant procedures other than the ones specifically listed above, for artificial or animal organ transplants, for organ procurement or transplantation outside of the continental United States or for procedures for which the cost is covered or funded by governmental sources (except Medicare and Medicaid or as otherwise provided by law), foundations or charitable grants. 
Utilization Review Required for All Hospital Admissions
Before you or a covered Dependent enters a Hospital (except on an emergency) you or a member of your family must notify the Plan’s utilization review contractor to have your admission pre-certified. You should call the utilization review contractor as soon as possible, but at least three (3) days in advance of any non-emergency admission. In the case of an emergency admission, you or a family member should call the utilization review contractor within one business day following the date of your admission. 
You should have the following information ready when you call:
•
The covered Employee’s name (you must state that the Employee is covered under the NECA-IBEW Local 480 Welfare Plan); 

•
The name, address and telephone number of the patient; 

• 
Your Doctor’s name and phone number; 

• 
The Hospital’s name and phone number; 

•
The date of the admission; and 

•
The reason for the admission as you understand it. 

The utilization review contractor will then call your Doctor for more information and will determine if the procedure is Medically Necessary, if hospitalization is needed or if treatment can be performed on an Outpatient basis. The utilization review contractor will also estimate the length of your stay. 
The utilization review contractor may require you to get a second surgical opinion when there is a question about the appropriateness of a particular non-emergency procedure. If you are required to get a second opinion, the Fund will pay for 100% of the associated medical costs. It is your decision on how you wish to proceed with the surgery after you obtain a required second opinion. 
If the utilization review contractor is not notified of your Hospital admission on a timely basis, if you are required to get a second surgical opinion but fail to do so, if you stay in the Hospital longer than the approved number of days, or if you incur Hospital charges not certified by the utilization review contractor as Medically Necessary, benefits otherwise payable for the Hospital admission will be reduced by the amount stated in the Schedule of Benefits. Of course, the Plan pays only claims covered by the Plan, irrespective of the Utilization Review procedures described in this section. 
It is important for you to understand that the utilization review contractor does not determine how you should be treated; that is a decision to be reached between you and your Doctor. Neither does the utilization review contractor determine your eligibility for benefits. You, your Doctor, or the Hospital should contact the Plan Office to find out if the Plan covers a specific procedure or if you are eligible for coverage at a particular time. 

Large Case Management (LCM) 
Large Case Management is aimed at identifying and evaluating potentially costly illnesses and injuries and providing cost effective treatment alternatives. Examples of some diagnoses which may be eligible for case management include, but are not limited to, brain injury, spinal cord injury, severe burns, cancer and hepatitis. Only cases identified by the Fund’s utilization review contractor will be eligible for LCM. 
Once it has been determined that you or one of your insured Dependents has an illness or injury which is eligible for case management, a Case Management Coordinator will contact the attending Physician and the covered person or his representative to determine whether an alternative treatment plan may be appropriate. If so, the utilization review contractor will formulate and recommend an alternative treatment plan which will be consistent with generally accepted medical practice. 
The decision to accept an alternative treatment plan recommended is entirely yours and should only be made after consultation with an approval by your Physician. There are no penalties or reductions in benefits otherwise payable under this Plan if recommended treatment alternative is not adopted. 
An alternative treatment plan may be recommended with services not normally covered by the Plan, but if you and your Physician agree to them, they will nevertheless be considered and paid by the Plan as eligible expenses, provided the Illness, accident or injury at issue is covered independently of this section. Of course, all Plan claims payments are subject to the Plan’s usual rules governing deductibles, co-payments, out- of-pocket maximums, and maximum lifetime and annual benefit limitations, etc. 
Eligible Expense 
Eligible Expenses are the lesser of PPO Charges or Usual and Customary Charges incurred for any of the following Medically Necessary services, supplies or treatment which are prescribed by the attending Physician for injury, Illness, or maternity care: 
1. 
A daily allowance for Hospital room and board up to the average semi-private room rate of the confining Hospital will be considered an eligible expense. 
2. 
Ancillary charges of Hospitals and Surgi-centers for the following: 
a.
use of operating room, delivery room, treatment room, recovery room, and emergency room; 

b. 
anesthesia materials; 

c. 
laboratory and x-ray examinations;

d. 
oxygen and its administration; 

e. 
medical and surgical supplies; 

f. 
all drugs and medicines, sera, biological and pharmaceutical preparations used during hospitalization which are listed in the Hospital’s formulary at the time of hospitalization, including “take home” drugs, which are approved by the Food and Drug Administration or its successor; blood plasma, blood derivatives, and blood processing; 
g. 
electrocardiograms; 

h
x-ray, nuclear medicine, sonography, and computerized tomography in Plan approved units; 
i. 
physical therapy; 

j.
 administration of anesthesia by licensed personnel; 

k. 
intravenous injections and solutions; 

l. 
transfusion fee and equipment; 

m.
electroencephalograms; 

n. 
electroshock therapy (subject to the limitations in coverage for mental and nervous disorders); 
o.
traction while Hospital confined;
p.
use of intensive care unit, a cardiac unit, or a burn unit approved by the Plan; 
q. 
heart laboratory, cardiovascular laboratory, or vascular laboratory; 
r. 
chemotherapy and radioisotope therapy, including use of materials; such as nitrogen mustard, radioactive gold, or radioactive iodine; 
s. 
radiation therapy and high intensity x-ray therapy, including electrically produced therapy as well as radioactive materials, such as cobalt; 
t. 
radium and radium implant; 
u. 
hemodialysis, to include only expenses related to laboratory tests and consumable and expendable supplies, such as dialysis membrane, dialysis solution, tubing and drugs required during dialysis; 
v. 
psychological testing when ordered by the attending Physician and performed by a full-time Employee of the Hospital (subject to the limitations for coverage of Mental and Nervous Disorders); and 
w. 
Breast reconstruction in connection with a mastectomy: (1) reconstruction of the breast on which the mastectomy has been performed; (2) surgery and reconstruction of the other breast to produce symmetrical appearance; and (3) coverage for prostheses and physical complications of all stages of mastectomy, including lymphedemas; in a manner determined in consultation with the attending Physician and the patient. 
3. 
Blood (if not replaced), blood plasma, plasma expanders, blood derivatives, blood processing and handling charges, equipment and supplies. 

4. 
Services rendered by a Physician or Dentist, for the correction of accidental damage to sound natural teeth provided that: 
a. 
the patient was covered under the Plan at the time of the accident; 
b. 
treatment commences within 90 days from the date of the accident and is completed within 24 months from the date of the accident; and 
c.
Coverage remains continuously in effect during the course of treatment. 
5.
Services of a Physician except for those specifically excluded. 
6. 
Structural Imbalance, Distortion, etc., where treatment is rendered on an Outpatient basis, in connection with the detection or correction by manual or mechanical means of structural imbalance, distortion or subluxation in the human body for purposes of removing nerve interference when such interference is a result of or related to distortion, misalignment, or sublaxation of or in the vertebral column. 
7. 
Services of a qualified licensed professional physical therapist who holds, or is eligible for, membership in the American Physical Therapy Association, and who is not related to you or your Dependent by blood, marriage, or adoption. 
8. 
Private duty nursing prescribed by a Physician provided by a Registered Nurse or Licensed Practical Nurse who is not related to you or your Dependent by blood, marriage, or adoption. 
9. 
Durable medical equipment when required for treatment of an Illness or injury when certified in writing to the Plan by the Physician as to the medical necessity for the equipment and the anticipated length of time the equipment will be required for therapeutic use. The Plan will pay for either the purchase or rental of the equipment, not to exceed the cost of the equipment. Equipment that has been lost or damaged due to neglect or use not recommended by the manufacturer will not be replaced. Periodic recertifications may be required by the Plan to determine its continued medical necessity. Such equipment includes wheelchairs, hospital-type beds, durable mechanical or surgical equipment, iron lungs or other respiratory paralysis equipment, pacemakers, trusses, braces hemodialysis machines (including laboratory tests and expendable supplies such as a dialysis membrane, solutions, tubing, and drugs during dialysis). 
10. Prosthetic appliances for treatment of conditions caused by an accidental injury or an illness occurring while the patient is eligible for coverage under the Plan, including the purchase of an initial implanted lens, contact lens, or corrective lens, when being used to replace the natural lens removed as a result of injury or disease. Hearing aids, contact lenses and/or corrective lenses, for any purpose other than those stated, are excluded. 

11. Professional ambulance service in a vehicle licensed for highway use, to or from the nearest Hospital with facilities to treat an injury or illness, when certified Medically Necessary by a Physician, except in connection with Outpatient care of non-accidental Illness. 
12. Outpatient diagnostic x-ray and laboratory tests. 
13. Remedial reading, recreational, speech, visual, occupational therapy and pain rehabilitation, when ordered by a Physician because of an illness or accidental injury sustained while covered under this Plan. 
14. Human organ transplant procedures.

Exclusions Not Covered by the Plan 
No benefits will be provided for charges in connection with: 
1. 
Except as otherwise provided in the Plan’s subrogation, and reimbursement described under “Other Important Information,” any injury and/or Sickness which is subject, in whole or in part, to reimbursement or recovery under any other applicable law, insurance, or contract, in the event that total medical expenses associated therewith exceed $300 per Illness and/or injury: 
a. 
Any claim or cause of action which may accrue because of the alleged negligent conduct of any third party and/or his insurers, including any claim against the Employee’s or Dependent’s own insurer arising under the Uninsured Motorists Coverage provisions of a Policy of Insurance or a Homeowner’s Policy issued to the Employee or Dependent; and 

b. 
Any claim or cause of action which may accrue because of an event giving rise to a claim under the Workers’ Compensation or liability laws of any state or of the United States; 

c. 
Any claim or cause of action which may accrue because of an event giving rise to a claim under the Products Liability laws of any state. 
2. 
Hospitalization or medical or surgical treatment provided, either directly or through insurance; by: 
a.
The U. S. Government (including Medicare, except as provided in the section on Coordination with Medicare), or 
b.
Any state or political subdivision thereof, except under a state Medicaid Program, or as otherwise provided by law. 
3. 
Any supplies or services for bodily injury or disease provided for the insured while not under the regular care or supervision of a licensed Physician, not ordered by a licensed Physician, or for which charges were not made or required to be paid. 
4. 
Maternity expenses for other than a female Employee or the Dependent spouse of a male Employee. 

5. 
Disease or injuries as a result of War, or any Act of War, whether declared or undeclared. 
6. 
Dental care; i.e., dental x-rays, dental surgery, appliances, treatment, etc., except as provided in item 4 of Eligible Expenses. 
7. 
Cosmetic surgery, services, and supplies, except the repair of accidental traumatic injuries sustained while eligible under the Plan or the correction of defects due to disease occurring while eligible under the Plan. 
8. 
Travel expense, whether or not recommended by a Physician, except where covered in connection with an eligible transplant procedure. 
9. 
Convalescent, custodial, sanitarium, old-age, or domiciliary care or rest cures, including room and board, with or without routine nursing care, training in personal hygiene and other forms of self-care or supervisory care by a Doctor for you or your Dependent who is mentally or physically disabled as a result of retarded development or body infirmity, or who is not under specific medical, surgical, or psychiatric treatment to reduce his disability to the extent necessary to enable him to live outside an institution providing care. 
10. Services payable by a prepaid franchise, group or insurance carrier, except as provided in the Coordination of Benefits. 
11. Services of interns, residents, fellows, or other in a residency training program. 


12. Hearing aids, detachable portable monitors or stimulators, or the examination for fitting or adjustment of same. 
13. Obesity, whether or not associated with or as a result of metabolic, vascular, endocrine, or any other medical condition, including by way of illustration and not limitation, any service of a Physician, Registered Nurse, Licensed Practical Nurse, bariatrics clinic, health club, diet foods or drugs, in connection with obesity, surgery for excess fat in any area of the body, or resection of excess skin or fat following weight loss or pregnancy. 
14. Completing forms or furnishing medical documents, or other forms of letters, where a fee is charged to the Patient by a provider of service. 
15. Abortions, except therapeutic abortions (those recommended by a Doctor because of a dangerous health condition). 
16. Drug addiction or alcoholism. 
17. Charges for remedial reading, recreational, speech, visual and occupational therapy, and pain rehabilitation, except when due to an illness or accidental injury sustained while covered under this Plan, or congenital deformity of a Dependent who was born while covered under this Plan. 

18. Admit kits, bedside kits, and any personal comfort items. 

19. Equipment, supplies, or the installation of the same, which are not broadly accepted professionally as essential to the treatment of disease or injury, including without limitation and by way of illustration: air conditioners, dehumidifiers, Jacuzzi or whirlpool baths, first-aid supplies, air purifiers, arch supports, corrective devices placed in shoes, corrective or orthopedic shoes, heating pads, hot water bottles, home enema equipment, rubber gloves, deluxe equipment, electrical power, water supply, sanitary waste disposal systems, the installation and operation of eligible equipment, and professional medical testing equipment such as thermometers, stethoscopes, sphygmomanometers, etc. with the exception of diabetic supplies for insulin dependent diabetics. 
20.
Services, surgery or supplies in connection with or related to: gender dysphoria, reverse sterilization; any diagnostic or treatment measures not recognized as orthodox and widely accepted by organized medicine; diastatis recti, Laetrile; checmoendarterectomy; rhinoplasty, induced abortions. 
21. Services of Physician for routine physical examinations, immunizations, the fitting or prescription of eyeglasses or hearing aids, medical screening, in- hospital charges for well newborns and subsequent routine well-baby care, services of a resident or intern, and treatment of teeth other than that included in item 4 of Eligible Expenses. 
22. Treatment which is not incidental to, nor necessary for treatment of injury or illness. 
23. 
Treatment for congenital deformities, except those of an eligible Dependent born to you and your spouse or placed with you for adoption while you or your spouse is covered under the Plan.
24.
Services rendered by a Physician not practicing within the scope of his license. 
25. Podiatry services, supplies or treatments not constituting, or not in association with, “surgery”, within the generally accepted meaning of that term by the medical profession; noncovered services include, but are not limited to, the following: treatment of sublaxations of the foot and routine foot care, such as cutting or removal of corns or calluses, the trimming of nails, routine hygiene care and the like. 
26. Hospital charges or Inpatient Doctor charges for any period prior to 24 hours before surgery or other medical procedure unless an earlier admission is medically necessary. 
27. That portion of any charge which the Plan determines to be in excess of the Usual and Customary charge. 
28. A charge for or in connection with: 
a. 
Exams to determine the need for (or changes to) eyeglasses, lenses or hearing aids of any type. 

b. 
Eyeglasses or lenses of any type except initial replacements for loss of the natural lens. 

c. 
Eye surgery such as radial keratotomy, when the primary purpose is to correct myopia (nearsightedness), hyperopia (farsightedness) or astigmatism (blurring). 
29. Services or supplies, including test and check-up exams, that are (1) educational or experimental in nature, (for purpose of this Plan investigation procedures are considered experimental), (2) furnished mainly for the purpose of medical or other research or (3) that are allocable to the scholastic education or vocational training of the patient. 
30. Charges for artificial insemination or in-vitro fertilization which involves either a covered person or a surrogate as a donor or a recipient. 
31.
A charge for Physician’s service or x-ray exams involving one or more teeth, the tissue or structure around them, the alveolar process or the gums except as provided under the Eligible Expenses. This applies even if a condition requiring any of these services involves a part of the body other than the mouth such as the treatment of Temporomandibular Joint Disorders (TMJD) or malocculusion involving joints or muscles by methods including but not limited to, crowning, wiring or repositioning teeth. This exclusion does not apply to charges made for treatment or removal of a malignant tumor. 
32. Any services, supplies or treatment which are not Medically Necessary. 
33.
 A charge for any illness or injury suffered by the claimant while the claimant is in course of committing a felony as described under any applicable law. 
34. Charges for treatment of infertility which are a result of a prior voluntary sterilization procedure. 
35. Fertility drugs including but not limited to clomid, HCG or personal, or any drugs prescribed for treatment of infertility resulting from a prior voluntary sterilization procedure. 
In general, services or supplies not specifically listed as eligible expenses under the terms of the Plan are excluded. However, with continued advances in medical science, should any new type of service or equipment not listed in the section on eligible expenses be presented for consideration, the Trustees have the authority to amend the Plan to include it as an eligible expense. The Trustees also have complete authority and discretion to decide whether a particular procedure or Illness is covered by the Plan or not. 
Coordination of Benefits (COB) 
You may be entitled to receive benefits under both this Plan and another group health insurance plan - for example, if your spouse is also covered by a group health insurance plan. However, you are not entitled to receive duplicate payments for the same claim. 

If you or your Dependent is eligible for coverage in two such plans, the two plans will coordinate their benefits payments so that the combined payments of both plans will not be more than your actual expenses. One plan (the primary plan) will pay claims first according to its coverage. The other plan (the secondary plan) will then consider for payment any expenses that are not completely covered by the primary plan’s benefit coverage, up to the maximum amount that it would pay if the COB provision were not in force. 

The order of payments is determined as follows: 

1. 
If one plan does not have the COB provision, it will be primary. 
2. 
The plan covering the patient as an Employee is the primary plan. 

3. 
If your Dependent Child is covered under the plans of both parents, the plan of the parent whose birthday occurs earlier in the year will be primary, except when the parents are divorced or separated.
 4. 
If you are covered in one Plan as an active Employee and are also covered as a retired or laid-off Employee in another plan, the plan covering you as an active Employee is primary. 
5. 
The plan covering the Dependent pursuant to a QMCSO is primary. 
6. 
If none of the above apply, the plan under which the covered person has been enrolled longer is primary. 
If the parents are divorced or separated, your Dependents’ coverage is provided as follows: 
1. 
When a court decree has established which parent has financial responsibility, for the Child’s health care expenses, that parent’s plan will be primary. 
2.
 When financial responsibility has not been established, the plan of the parent with custody is primary, if that parent has not remarried. 
3.
If the parent with custody has remarried and the child is covered as a Dependent under the plan of the step-parent, the order of payment is as follows: 
1st  - the plan of the parent with custody 
2nd  - the plan of the step-parent 
3rd  - the plan of the parent without custody 
4th  -   If none of the above provisions applies to coverage of your Dependents whose parents are divorced or separated, then the Plan under which the parent or step parent has been enrolled longer is primary. 

Coordination with Medicare
If you are an active Employee and you or any of your covered Dependents are eligible for Medicare, this Plan is primary and will pay benefits first. Afterwards, you should submit the balance of any expenses to Medicare for payment. 
If you are self paying for continuation coverage, benefits for you or any of your covered Dependents who are eligible for Medicare will be paid first by Medicare and the balance remaining unpaid can then be submitted to this Plan for payment. 
Coordination with Medicaid 
If you are covered under this Plan and you or any of your covered Dependents are eligible for Medicaid, this Plan is primary and will pay benefits first. Afterwards, you should submit the balance of any expenses to Medicaid for payment. 
PRESCRIPTION DRUG CARD SERVICE PROGRAM 
The Prescription Drug Card Service Program will provide you and your Dependents with a card to purchase covered prescription drugs at a Participating Pharmacy. 
Most major chains and many local pharmacies participate in the program. Check with the Plan Office if you have a question about a particular pharmacy’s participation. 
Covered drugs are outlined in the agreement between NECA-IBEW Local 480 Health and Welfare Plan and the Pharmacy Benefit Manager are incorporated herein by reference.

Prescription Drug claims are independent of Plan maximums. 

LOCAL PHARMACY PRESCRIPTIONS
There is a $100 combined Calendar Year deductible for local pharmacy and mail order prescriptions that has to be satisfied in order to participate in the prescription drug benefit.  When purchasing a prescription, you or your Dependent will be required to co-pay $10 for Generic drugs; $20 for Preferred Brand Drugs; and $35 for Non-Preferred Brand Drugs directly to the Participating Pharmacy. 
MAIL ORDER PRESCRIPTIONS
There is a $100 combined Calendar Year deductible for local pharmacy and mail order prescriptions. When purchasing eligible mail order prescriptions, you or your Dependent will be required to co-pay $25 for Generic drugs; $50 for Preferred Brand Drugs; and $85 for Non-Preferred Brand Drugs.

SUBSTANCE ABUSE TESTING BENEFIT 
 (For Employee and Employee Applicants Only)
Who is eligible to receive substance abuse testing? 
If you are covered under this Plan as an Employee or if you have signed the Union’s out of work list and requested a job referral as an electrical worker, have applied for employment through the Union’s hiring hall as an apprentice and are currently enrolled in the NECA-IBEW Apprenticeship Program, or have applied for a job with an Employer who would be required to contribute to this Plan on your behalf if you were hired, then you are eligible to receive the Substance Abuse Testing Benefit. Only Employees and Employee applicants are eligible for the Substance Abuse Testing Benefit. Your spouse and Dependent children are not eligible for this benefit.
What benefits are paid by the Plan? 
The Plan will pay 100% of the cost incurred for you to obtain a random or nonrandom substance abuse test if you are required to obtain one by either, the Union, a Contributing Employer or the Joint Apprenticeship and Training Committee. The applicant is not required to pay any deductible, nor is there any limitation on the number of tests covered. 
When is a substance abuse test covered? 
To be covered the substance abuse test must be performed by an approved testing agency which has been selected by the Trustees. The purpose of the test is to determine if you are under the influence of alcohol, drugs and other controlled substances whether through a prescription or not. The results of the test will be reported to your Employer or to an Employer to whom you have applied for a job. 
Do I have to file a claim form? 
No, there are no claim forms to file. The company which performs the substance abuse tests bills the Fund directly, and the Plan will pay benefits directly to the provider, pursuant to your written assignment of benefits. 
What expenses are not covered? 
No benefits will be paid for charges incurred in connection with: 
A. 
Substance abuse tests to refute test results, unless otherwise requested by the Employer, Union, or Joint Apprenticeship and Training Committee. 
B. 
Substance abuse tests incurred after an Employee or Employee applicant refuses to submit to a test after being requested to do so by the Employer, Union, or Joint Apprenticeship and Training Committee. 
C. 
Substance abuse tests required for an Employee’s employment to be reinstated following termination, probation or suspension. 
D. 
Substance abuse tests which the Employee is not requested to obtain by the Employer, Union or Joint Apprenticeship and Training Committee. 
E. 
Any type of rehabilitation treatment or therapy.

F. 
Substance abuse tests that are performed by a testing agency that has not been selected by the Trustees. 
G. Loss of income due to termination, probation or suspension of employment.

DENTAL BENEFITS

DENTAL DEFINITIONS
Dentist

The term Dentist means an Individual who is duly licensed to practice dentistry or perform oral surgery in the state where the dental service is performed and who is operating within the scope of his license. For the purpose of this definition a Physician will be considered a Dentist when he performs any of the dental services described in the Schedule of Dental Services, and is operating within the scope of his license. 

Pre-Treatment Review

The term pre-treatment review means review by Medical Plans, Inc., of a Dentist’s statement, including diagnostic x-ray’s, describing his planned treatment and expected charges. 

Reasonable and Necessary Charges

A charge made for a dental service will be considered Reasonable and Necessary if it is the amount normally charged by the provider for a similar dental service and does not exceed the amount ordinarily charged by most providers of comparable dental services in the locality where the services are received. In determining whether a charge is Reasonable and Necessary, due consideration will be given to the nature and severity of the condition being treated and any medical complications or unusual circumstances which require additional time, skill or experience. 

BENEFITS PAYABLE FOR YOU AND YOUR FAMILY MEMBERS 
If you or your family members, while covered for Dental Expense Benefits, incur Covered Dental Expenses and if the Deductible Amount shown in the Schedule of Benefits has been satisfied, payment will be made for each dental service up to the Maximum Payment determined from the Schedule of Benefits. 
LIMITED BENEFIT FOR CERTAIN SERVICES 
No payment will be made for Covered Dental Expenses incurred for replacement of teeth missing on the date the individual becomes insured for Dental Expense Benefits. 
Payment will be made for the replacement of a full or partial denture when the replacement is required as a result of structural change within the mouth provided: 
1. 
The replacement is made more than five years after the date of the initial installation of such denture, and 
2. 
Any such replacement will in no event be made less than twelve months after the initial effective date of coverage of the patient under the Plan. 
YOUR DENTAL BENEFITS  
This schedule lists only a few of the services covered. Covered Dental Expenses will not include any dental service not provided for in the schedule shown, unless Benmark reviews the services and accepts the expenses as Covered Dental Expenses. The Covered Dental Expense for such dental service will be determined by Benmark and will be consistent with those listed in the Schedule. 
Expenses incurred for precision or semi-precision attachments, surgical implants of any type including any prosthetic device attached to them; instruction for plaque control or oral hygiene, bite registrations, splinting or dental services which do not have uniform professional endorsement will not be accepted by Benmark as Covered Dental Expenses. 
A temporary dental service will be considered an integral part of the final dental service rather than a separate service. 
TYPE A SERVICES - PREVENTIVE AND DIAGNOSTIC 
Periodic oral examinations (no more than one in any six consecutive month period) 
Intra-oral x-rays — complete series with or without bitewings (only one series in a 36 consecutive month period) 
Bitewing x-rays — (no more than one charge in any six consecutive month period) 
single film 
two films

Prophylaxis with or without oral examination — (no more than one dental prophylaxes in any six consecutive month period) 
Periodontal prophylaxis included 
Topical application of stannous fluoride for individuals under age 14 (no more than one in any 12 consecutive month period) 
Space maintainers — limited to individuals under age 19 and limited to initial applicants only (allowance includes all adjustments in the first six months of installation) 
Fixed, unilateral, band or stainless steel crown type 
Fixed, unilateral, cast type 
Removable, bilateral type 
TYPE B SERVICES - BASIC RESTORATIVE, ENDODONTICS, 
PERIODONTICS, MAINTENANCE OF PROSTHODONTICS 
AND ORAL SURGERY 

General anesthesia (only when necessary and in connection with oral surgery and when the anesthetic agent produces a state of unconsciousness with absence of pain over entire body) 
Amalgam fillings — deciduous teeth, one surface 
Amalgam fillings — permanent teeth, one surface 
Silicate cement, per filling 
Acrylic or plastic filling 
Composite acrylic resin filling — one surface 


Root canal therapy (including treatment plan and follow-up care) one canal 
Not in conjunction with apicoectomy 
In conjunction with apicoectomy 


Apicoectomy (considered a separate service if performed with root canal therapy) 


Gingivectomy or gingivoplasty, per quadrant 


Osseous surgery, per quadrant 
If more than one periodontal surgical service is performed per quadrant, only the most inclusive surgical service performed will be considered a Dental Service provided for in this Schedule. Flap entry and closure is considered part of the dental service for osseous surgery and osseous graft. 


Periodontal scaling — 12 or more teeth 
Simple extractions — first tooth 


Simple extractions — each additional tooth 
Surgical Extractions — impacted:

Soft tissue 
Bone — partial 
Bone — complete 


Emergency palliative treatment 

TYPE C SERVICES - MAJOR RESTORATIVE, AND INSTALLATION OF PROSTHODONTICS  (NON-ORTHODONTIC) 
Gold inlay fillings — two surfaces 


Gold inlay — three surfaces 


Single crown restorations: 


Crowns — porcelain 
Crowns — cast gold, full 
Crowns — cast gold, three fourths 


Repairs and adjustments of dentures — not covered if performed within six months of installations of denture: 


Adjustments to dentures, partial denture 
Replace broken tooth in complete or partial denture, not in conjunction with other repairs 
Replacement bridge 


Fixed or removable prosthetic appliances: 


Complete dentures, upper or lower 
Partial dentures 
Lower, with two clasps and gold lingual bar 
Upper, with two clasps and gold palatal bar 


Bridge pontics — cast gold 


Bridge pontics — porcelain fused to gold 


Bridge pontics — plastic processed to gold 


Abutment crowns — porcelain 


Abutment crowns — porcelain fused to gold 


Abutment crowns — full, cast gold 


Type D Services (orthodontic services), are not covered under the Plan.
DENTAL EXPENSE BENEFITS

DEDUCTIBLE 
The Deductible Amount shown in the Schedule of Benefits will be applied to each individual’s Covered Dental Expenses once during a Calendar Year. 
When three or more individuals in a family incur Covered Dental Expenses during the same Calendar Year, and the total expenses used toward satisfying their individual Deductible Amount shown in the Schedule of Benefits have been met, no further Deductible Amounts are required for the remainder of the Calendar Year. 
MAXIMUM BENEFIT 
The maximum amount payable for each individual for Type A, B, and C Dental Services during a Calendar Year is shown in the Schedule of Benefits. 
COVERED DENTAL EXPENSES 
Covered Dental Expenses are the expenses incurred by you or any of your family members for charges made by a Dentist for any dental service provided for in the Schedule of Dental Services, if the dental service is performed by or under the direction of a Dentist, is essential for the necessary care of the teeth, and begins while you or any of your family members are insured for Dental Expense Benefits. 
If the dental service is performed on a date other than the date the service was recommended or considered necessary, the dental service will be considered to begin on the date the actual performance of the service begins.
Covered Dental Expenses will not include (a) any expenses incurred for a dental service completed more than three months after the Individual’s Dental Expense Benefits are terminated or (b) any charges which exceed the reasonable and customary charge for a dental service. 

DENTAL PRE-TREATMENT REVIEW 

Pretreatment Review is a system designed to give you and your Dentist a better understanding of the Covered Expenses payable under this Plan before services are provided. When charges for a proposed dental service or a series of dental services are expected to exceed $200, your Dentist should submit a claim to Benmark showing the treatment plan and fees. Benmark will then use this Pretreatment Review to determine the benefits which will be payable for each dental service according to the terms of this dental plan and notify your Dentist accordingly. When the treatment plan is finished, your Dentist will resubmit the claim for payment showing the date each service was performed. 
If this Pretreatment Review process is not followed, payment will be denied on any expenses which exceed $200.
DENTAL EXPENSE EXCLUSIONS

EXPENSES NOT COVERED 
Covered Dental Expenses will not include and no payment will be made for expenses incurred: 
1. 
for services performed solely for cosmetic reasons; 
2. 
for replacement of a lost or stolen appliance;

3. 
for replacement of a bridge or denture within five years following the date of its original installation unless (a) such replacement is made necessary by the placement of an original opposing full denture or the extraction of natural teeth or (b) the bridge or denture, while in the oral cavity, has been damaged beyond repair as result of any injury received while you or your family member is insured for Dental Expense Benefits; 
4. 
for replacement at any time of a bridge or denture which meets or can be made to meet commonly held dental standards of functional acceptability; 
5. 
or appliances or restorations, other than full dentures, whose primary purpose is to alter vertical dimension, stabilize periodontally involved teeth or restore occlusion; 
6. 
for veneers or similar properties of crowns and pontics placed on, or replacing teeth other than the ten upper and lower anterior teeth; 
7.  for which benefits are not payable under the section entitled “General Limitations” 
8. 
for Orthodontic treatment — “the movement of one or more teeth by the use of active appliances”, including (a) diagnostic services; (b) the treatment plan; (c) the fitting, making and placement of an active appliance; and (d) all related office visits, including post treatment stabilization. 
If you receive payment for a dental procedure under a medical expense benefits plan also sponsored by the policyholder, the benefits provided under this dental coverage for the same procedure will be reduced so that you will not receive more than the actual charge made for that dental service. 
GENERAL DENTAL LIMITATIONS

No benefits will be paid for expenses incurred: 
•
for occupational accidents; or for Sickness covered by Worker’s Compensation; 
•
to the extent those expenses are in any way reimbursable through any public program including Medicare. Anyone eligible for both Part A and Part B of Medicare will be considered to be covered under both Part A and Part B of Medicare. Anyone eligible for Part B only will be considered to be covered under Part B only; 
• 
for confinement, or treatment received from, a Hospital owned or operated by the United States government; 
• 
for charges which you or your family members are not legally required to pay; 
• 
for charges which would not have been made had benefit coverage not existed; 
• 
in excess of the lesser of what is reasonably Usual and Customary or the PPO charges for the locality in which they are incurred; 
• 
for unnecessary care or treatment; 
• 
to the extent that payment under the Plan is prohibited by any law to which you or your family member is subject to at the time expenses are incurred; 
•
to the extent that they are otherwise payable as fully described under Coordination of Benefits; 
•
to the extent those expenses are in any way reimbursable through “no-fault” automobile insurance; and 

• 
for temporomandibular joint dysfunction (TMJ Syndrome). 
HOW TO FILE YOUR DENTAL CLAIM 
Your Group program is designed to help process your claim as quickly as possible. Once dental work has been completed for you or a family member, benefit payments will be paid to you unless you have indicated on the claim form that you wish the Plan Administrator to pay the Dentist directly. Your promptness in submitting the required claim forms (which should be fully completed by you and your Dentist) will result in speedy payment of your claim. You may get these forms from your Employer. All completed forms and bills should be submitted directly to the Claims Administrator. 

YOU MUST FOLLOW THE PRETREATMENT REVIEW PROCEDURE WHEN IT IS NECESSARY. PROMPT SUBMISSION OF REQUIRED CLAIM FORM RESULTS IN FASTER PAYMENT.

CLAIMS REVIEW & APPEAL PROCEDURES

How to File Your Medical Claim 

Once you become eligible, this Plan has the responsibility for assuring that you receive all the benefits to which you are entitled. In order to receive these benefits as quickly as possible, you must also assume some responsibility. 

Claims for benefit payments payable by the Plan shall be filed on a claim form provided by the Trustees. Claim forms may be obtained from the Plan Office and must be completed and filed for processing and payment with the Trustees or the third party claims processor. 

Written proof of loss under the coverage upon which the claim is based shall be furnished to the Plan Office within ninety (90) days after the date of loss. However, failure to furnish such proof within the required time shall not invalidate or reduce the claim in the event the Trustees determine it was not reasonably possible to furnish proof of loss within that time, provided such proof was furnished as soon as reasonably possible thereafter. In no event, however, shall the Trustees accept proof of loss nor shall a claim be payable after the passage of one (1) year from the date the claim was incurred. 

In the event you knowingly make false statements on any document which is the basis for the Plan’s payment of claims, the Trustees shall have the authority to deny payment of the claim and/or to secure reimbursement from you, or from any other third party to whom payment was made on your behalf, of any overpayment of erroneous payment previously made. In addition, the Trustees shall have the authority to declare you ineligible for coverage under the Plan for a period not to exceed four (4) consecutive quarters. 

If you have any questions about any claim payment, contact the Plan Administrator for an explanation as to how your claim was processed. However, you may wish to follow the Claims Appeal Procedure outlined in the following section. 

Deadline for Filing Claims 

Within 90 days after the date you incur any eligible expenses you should get a claim form from the Fund Office or the Plan Administrator and submit it, along with required proof, for payment. In no event will benefits be payable if a claim form is submitted after 12 months from the date on which the expenses were incurred. 

Claims Appeal Procedure 

It is important for you to know the Plan Office personnel are always available to assist you with matters concerning your eligibility or the way in which your claim was handled. You are invited to contact them to discuss your problem.

Pursuant to federal law, the Plan recognizes four basic types of health care claims: 

1.
Urgent Care - An urgent care claim is a claim for medical care or treatment that if non-urgent care determination time periods were applied, (a) could seriously jeopardize the life or health of the Patient or the ability to regain maximum function or (b) in the opinion of a Physician with knowledge of the patient’s condition, would subject the patient to severe pain that cannot be adequately managed without the care or treatment for which approval is sought. 

2. 
Pre-Service - A pre-service claim is a claim for any benefit under this Plan which requires whole or in part an approval of benefits before obtaining medical care. 
3. 
Post-Service - A post-service claim is any claim for Plan benefits that is not an Urgent or Pre-Service claim. When you file a post-service claim, you have already received the service. 
4. Concurrent - A concurrent care claim is a claim that is reconsidered after it is initially approved (such as recertification of the number of days for a Hospital confinement) and the reconsideration results in, (a) reduced benefits; or (b) a termination of benefits. 
ERISA requires that the following formal claims appeal procedures be set forth herein for your reference in the event you wish to employ this type of procedure. 

1.
If a claim is denied or partly denied, you will be notified in writing within a reasonable period of time after receipt of the claim by the Trustees, and given an opportunity for a review. You may also request a written statement explaining any other action of the Trustees about which you feel aggrieved, such as denial of eligibility, and may request clarification of any benefit to which you believe you may be entitled. 

2. The written denial will give: (a) specific reason(s) for denial or other action, (b) a reference to the specific Plan provision(s) on which the denial or other action is based, (c) a description of any additional material or information necessary to perfect the claim or other request and the reason why such material or information is needed, (d) a copy of the Plan’s appeal procedures, (e) a statement of the claimant’s right to bring a civil action under ERISA Section 502(a) following an adverse determination on review, (f) with regard to disability benefits if an internal rule, guideline, protocol or similar criterion was relied upon in making the determination, either the specific rule, guideline, protocol or criterion, or a statement that it was relied upon and that a copy will be provided free of charge upon request, (g) with regard to disability benefits if the determination is based on Medical Necessity or experimental treatment or a similar exclusion or limit, either an explanation of the scientific or clinical judgment applying the Plan to the claimant’s medical circumstances, or a statement confirming that such statement will be provided free of charge upon request. 

3.
If your claim or other grievance is not acted on within the time period described in the Review Procedure below, from the date it is received by the Administrator (or within the additional days permitted, if you are notified in writing before the first time period expires that special, stated circumstances require extra time), you may proceed to the review stage described below, as if the claim or other request had been denied. 

4. 
Review procedure: The Plan shall notify you of the Plan’s benefit determination as soon as possible, taking into account the medical exigencies, but not later than 72 hours of the Plan’s receipt of the claim for Urgent Care claims, 15 days for Pre-Service claims, 30 days for Post-Service claims and 45 days for Disability Claims, unless you fail to provide sufficient information to determine whether, or to what extent, benefits are covered or payable under the Plan. In the case of such a failure, the Plan shall notify you as soon as possible, but not later than twenty-four (24) hours for Urgent Care claims, 15 days for Pre-Service claims, 30 days for Post-Service claims, and 45 days for Disability Claims after the Plan’s receipt of the claim, of the specific information necessary to complete the claim. You will be afforded a reasonable amount of time, taking into account the circumstances, but not less than forty-eight (48) hours for Urgent Care claims, 45 days for Pre-Service, Post-Service and Disability claims, to provide the specified information. The Plan shall notify you of the Plan’s benefit determination as soon as possible, but in no case later than the end of the period afforded to you to provide the specified additional information. By law the Plan must give you written notice within specific time frames if an extension of time is needed to process any claim. 

Where there has been an adverse benefit determination, you may appeal the determination in accordance with this procedure and have a review. 

Within 180 days after receipt of the determination, you or your representative may make a written request for a review to the Board of Trustees, N.E.C.A - I.B.E.W. Local 480 Health and Welfare Plan. If you fail to make a timely request for review, the initial decision on the claim shall be final. If a timely request for review is made, you may submit written comments, documents, records and other information relating to the claim. You may also obtain, upon request and free of charge, reasonable access to, and copies of, all documents, records and other information “relevant” to your claim, and, for disability benefits, identification of any medical or vocational experts whose advice was obtained by the Plan. A document, record or other information is “relevant” to the claim if: 

 (i) 
it was either relied upon in making the determination or it was submitted, considered or generated in the course of making the determination; or 

 (ii) it relates to administrative processes and safeguards used to ensure and verify that claim determinations are consistent with the Plan and consistently applied with respect to similarly situated claimants; or 

 (iii) in the case of disability benefits it is a statement of Plan policy or guidance concerning the denied benefit without regard to whether it was relied upon. 

In the case of a failure by you or your authorized representative to follow the Plan’s procedures for filing a Pre-Service claim, you or your representative shall be notified of the failure and the proper procedures to be followed in filing the claim for benefits. This notification shall be provided to you or your authorized representative, as appropriate, as soon as possible, but not later than 5 days (24-hours in the case of a failure to file a claim involving urgent care) following the failure. Notification may be oral, unless written notification is requested by you or your representative. This paragraph shall only apply to communications by you or your representative that is received by a person or organizational unit customarily responsible for handling benefit matters and is a communication that names you specifically, a specific medical condition or symptom, and a specific treatment, service or product for which approval is requested. 

With regard to a claim for disability benefits, no deference shall be given to the initial determination. If the initial determination is based in whole or part on a medical judgment, the individual deciding the appeal shall consult with a health care professional, with appropriate medical training and experience, who was not consulted in connection with the initial determination and who is not a subordinate of any individual who was consulted. 

A decision on appeal shall be made promptly and no later than 60 days, or 45 days with respect to a claim for disability benefits, after the request for appeal is received. The decision on review shall be in writing and shall set forth the following information; 

 (i) 

the specific reasons for the decision on review;

(ii) a reference to the specific Plan provisions on which the determination is based; 

(iii) a statement that the claimant is entitled to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records and other information “relevant” to the claim and a statement of the claimant’s right to bring an action under ERISA Section 5029(a); and 

(iv) for disability benefits, any internal rule, guideline, protocol, or other similar criterion that was relied upon in making the determination or a statement that it was relied upon and that a copy will be provided free of charge upon request. 

Arbitration 
If a claim is denied on appeal, you have the option to have the matter settled by arbitration in accordance with Employee Benefit Plan Claims Arbitration Rules of the American Arbitration Association. Your request for arbitration must be submitted within ninety (90) days after receipt of written notice that the appeal was denied. You or your representative shall make a written request for arbitration to the Board of Trustees, N.E.C.A.-I.B.E.W. Local 480 Health and Welfare Plan at the Fund Office address on the inside front cover of this book. The arbitrator may grant the appeal, in whole or in part, only if the arbitrator determines that the appeal is justified because there was an error on an issue of law, the Plan acted arbitrarily and capriciously in denying the claim, or the Plan’s finding of facts was not supported by the evidence. The decision of the arbitrator shall be final and binding on all parties, and judgment of the arbitrator’s award may be entered in any court of competent jurisdiction. 
Miscellaneous 
Savings Clause — Should any provision of this Plan be held to be unlawful, or unlawful as to any person or instance, such legal finding shall not adversely affect the other provisions herein contained or the application of said provisions to any other person or instance, unless such illegality shall make impossible the functioning of this Plan. 

Construction — All questions of interpretation of this Plan shall be decided by the Trustees under the express authority granted to them by the Restated Agreement and Declaration of Trust as may be amended from time to time. The Trustees shall be the sole arbiter of all questions arising under or out of this Plan, including those of Plan interpretation, eligibility, and the amounts of benefits. This Plan is intended to comply with the terms and conditions of the Agreement and Declaration of Trust as may be amended from time to time. The Trustees reserve the right to amend this Plan as they deem necessary. 

Gender — Except as the context may specifically require otherwise, use of masculine (feminine) gender shall be understood to include both masculine and feminine genders. 

Qualified Medical Child Support Orders — Benefits shall be paid in accordance with a Qualified Medical Child Support Order as defined in Section 609 of the Employee Retirement Income Security Act of 1974 as amended (ERISA), and with written procedures adopted by the Trustees in connection with such Orders, which shall be binding on all other Participants, Beneficiaries and other parties. In no event shall the existence or enforcement with respect to a Participant which requires the Plan to provide any type or form of benefit, or any option, not otherwise provided under the Plan, except to the extent necessary to meet the requirements of a law relating to the medical child support including the exclusion of any pre-existing provision. This law is described in Section 1908 of the Social Security Act (as added by Section 13823 of the Omnibus Budget Reconciliation Act of 1993). 

Effect of Medicaid Coverage 
1. 
Payment for benefits with respect to a Participant under the Plan will be made in accordance with any assignment of rights made by or on behalf of such Participant or Beneficiary of the Participant as required by a State plan for medical assistance approved under Title XIX of the Social Security Act pursuant to section 1912 (a)(1)(A) of such Act, as in effect of August 10, 1993. 

2.
 In enrolling an Individual as a Participant or Beneficiary or in determining or making any payments for benefits of an Individual as a Participant or Beneficiary, the fact that the Individual is eligible for or is provided medical assistance under a State plan for medical assistance approved under Title XIX of the Social Security Act will not be taken into account. 

3. To the extent payment has been made under a State plan for medical assistance approved under Title XIX of the Social Security Act in any case in which the Plan has a legal liability to make payments for items or services constituting such assistance, payment for benefits under the Plan will be made in accordance with any State law which provides that the State has acquired the rights with respect to a Participant to such payment for such items or services.
COORDINATION OF BENEFITS
If you or your family members are eligible to receive benefits under another Group plan, benefits from this Plan will be coordinated with the benefits from any of your other Group plans so that up to 100% of the “allowable expenses” incurred during the Calendar Year will be paid by the plans. 
An “allowable expense” is any Reasonable and Necessary item of expense covered in full or in part under any one of the Group plans involved. 
A “plan” is considered to be any Group insurance coverage or other arrangement of coverage for Individuals in a group which provides medical or dental benefits or services on an insured or an uninsured basis. 
Benmark reserves the right to obtain and exchange benefit information from any other company, organization or individual to determine the applicability of the Coordination of Benefits provisions. When an overpayment has been made, Benmark has the right to recover the excess payment from the individual, insurance company or organizations to whom payment has been made.
In order to obtain all of the benefits available, you and your family member should file claims under each plan. 
TERMINATION OF COVERAGE

Your coverage will terminate on the earliest of the following: 

1. 
When you are no longer a member of an eligible class of Employees; 
2. 
When the contributions, required to be made by the contributing Employer, are not made in a timely manner for Employee coverage; 
3. 
On the last day of the month for which you make timely self-payment under the partial self-pay rules. 
4. 
When the group Plan terminates or is amended to terminate coverage for the class of Employees to which you belong; or
5. 
On the date you enter the Armed Forces of the United States on an active duty basis. 
Thereafter, you may be eligible to continue coverage under the partial self-pay privilege through self-payment under COBRA. 

The coverage for a family member terminates on the earliest of the following events: 

1. 
When your coverage terminates; 
2.
 When the required contributions are not made for family coverage; 
3. 
When the family member is no longer eligible; 
4. 
On the date the Plan is terminated or amended to terminate coverage for Dependents; or
5. 
On the date specified in a Qualified Medical Child Support Order. 
Thereafter, coverage for your Dependents may be continued through self-payment under COBRA. 
OTHER IMPORTANT INFORMATION
Amendment and Termination 
In order that the Plan may carry out its obligation to maintain, within the limits of its resources, a program dedicated to providing the maximum possible benefits for all Participants, the Board of Trustees expressly reserves the right, in its sole discretion, at any time and from time to time on a non-discriminatory basis: 
A.
 to terminate or amend either the amount or condition with respect to any benefits even though such termination or amendment affects claims which have already accrued; 
B. 
to alter or postpone the method of payment of any benefit; and 
C. 
to amend or rescind any other provisions of the Plan’s Rules and Regulations and Summary Plan Description. 
Circumstances under which the Plan may be terminated include, but are not limited to: 
A. 
When there are no longer sufficient assets to continue the benefits of the Plan. In this regard, the Board of Trustees will first attempt to amend the Plan’s benefits, alter or postpone the method of paying benefits or take other actions consistent with its obligation to maintain the maximum possible benefits within the limits of the Plan’s resources;
B. 
When there are no longer any Employers who are required to make contributions under the appropriate Collective Bargaining Agreement or other written agreement;
C. 
When the last surviving Participant or Beneficiary entitled to receive benefits has died; 
D. 
With respect to a particular Employer, when that Employer ceases to be a contributing Employer according to the Plan’s Trust Agreement; or 
E. 
With respect to a particular Employee, when that Employee ceases to be an eligible Employee according to the Plan’s Rules and Regulations. 
If the Plan were to terminate, the Board of Trustees shall, within the limits of the Plan’s resources, implement procedures to discharge all outstanding obligations and to provide that all remaining Plan assets be used in a manner which best carries out the basic purpose for which the plan was established. 
Subrogation 
If you and/or your Dependent accrue a cause of action against a third party that would otherwise be noncovered under Exclusion (1) of the “Exclusions Not Covered by the Plan” section, and the third party disclaims liability for payment of your claim, the Plan will not apply the Exclusion, if, to the extent of the Plan’s payment, you and/or your Dependent agree to reimburse the Plan in the event you recover from the third party for any of the following claims, if the total amount of medical expenses incurred exceeds $300 per illness and/or injury: 

1. 
Any claim or cause or action which may accrue because of the alleged negligent conduct of any third party and/or his insurers, including any claim against you or your Dependent’s own insurer arising under the Uninsured Motorists Coverage provisions of a Policy of Insurance; 
2. 
or a Homeowner’s Policy issued to you or your Dependent;

3. 
Any claim or cause of action which may accrue because of an event giving rise to a claim under the Workers’ Compensation or liability laws of any state or of the United States; and

4. 
Any claim or cause of action which may accrue because of an event giving rise to a claim under the Products Liability laws of any state. 
The Plan will make payment of any such claims only if you and/or your Dependent certify that you have not yet received payment from any other source, that you or your Dependent’s Workers’ Compensation claim or any other claim assertable against a third party is being disputed, that the Employer or other tortfeasor and/or his insurer are withholding payment pending resolution of that dispute, and only if you and your Dependent sign a written Subrogation, Assignment & Reimbursement Agreement, along with your attorney, providing the following:
1. 
To reimburse the Fund out of the proceeds of any recovery received from any third party, including you or your Dependent’s own Uninsured Motorist Insurer, whether by way of litigation, settlement or otherwise; 
2. 
To reimburse the Fund from any gross amount recovered by you or your Dependent, before any payment of attorneys’ fees and costs by you or your Dependent; 
3. 
To provide to the Fund all information and documents necessary and reasonable, in the Trustees’ sole discretion, and to otherwise assist the Trustees in recovering all amounts paid out by the Fund that are subject to the Agreement; 
4. 
To execute and deliver all necessary instruments as the Fund may require to facilitate the enforcement of its rights; 
5. 
To recognize that the Fund has no obligation to pay to you, your Dependent or your attorneys any amounts expended by you in attorneys’ fees and costs of litigation in pursuing their claims against others, including their own Insurers; 
6. 
To reimburse the Fund and otherwise make the Fund whole for any and all attorneys’ fees and costs expended by the Trustees and/or the Fund and Plan in pursuing litigation or other actions, in whatever forum, to enforce the terms of the Plan and/or the Subrogation, Reimbursement and Assignment Agreement executed by the claimant;
 7. 
That no settlement of the claim will be made with nor release granted to any third party or insurer without the written consent of the Trustees; and 

8. 
To protect the Fund’s right to recovery under the Subrogation, Reimbursement and Assignment Agreement and to do nothing that would in any way prejudice these rights. 
Physical Examinations 
The Fund has the right and opportunity, at its own expense, to examine the person or any Individual who is the subject of any claim at all reasonable times while that claim is pending, and to make an autopsy in case of a death claim, where not forbidden by law. 
Recovery of Benefits After Payment 
The Fund has the right to recover any amounts it has paid out as benefits, including any overpayment, whether the payment was made in error or on any other basis, from any person to or for or with respect to whom such payments were made. 
False or Erroneous Claims 
The Trustees may withhold or deny payment of any claim which they reasonably believe may be based on erroneous or misstated facts or representations by any claimant or supplier of covered services or supplies, and shall have the right to recover any payments made on the basis of such false or erroneous representation. 
Authority of Trustees 
The Board of Trustees has full and exclusive authority and discretion to determine all questions of eligibility and coverage under the Plan and its associated documents, including the Plan document, Trust Agreement and any Rules and Regulations adopted by the Trustees. They also have the power to construe any disputed, doubtful or ambiguous provisions contained in these documents and to determine how and which benefits are to be offered. The Trustees’ determinations, interpretations and constructions are conclusive and binding upon the Fund’s contributing Employers, its Participants, Employees and Beneficiaries.  The Trustees have the exclusive authority, freedom and discretion to discontinue the Plan either as to all Participants or a particular class of Employees, to refuse or terminate participation of an individual Employer or Employee, if their participation may adversely impact the Fund, to change the benefits offered at any time and amend or limit the Plan, even though claims may have already accrued, and to limit benefit coverage for a particular illness or procedure in the event the Trustees determine a failure to take such action may affect the Plan’s financial viability. 
Law Applicable
This Plan is created and accepted in, and this Plan and its related Trust are domiciled in the State of Mississippi, and all questions pertaining to the validity or construction of the Plan and of the acts and transactions of the parties hereto shall be determined in accordance with the laws of the State of Mississippi, except as to matters governed by Federal law. 
Legal Actions
No legal action may be commenced or maintained against the Plan for the Fund, or to recover any benefits under the Plan, unless the Participant (or his legal representative, if any) has first fully complied with and timely exhausted all of the application of benefits, claims review and appeal procedures under the Plan, and in no event may any such action be brought later than 120 days following the Trustees’ final decision on review or, if 120 days is not reasonable under the circumstances, such extended time that is reasonable not to exceed, in any event, one (1) year following the Trustees’ final decision on review. 
This booklet is a summary of the main features of the NECA-IBEW Local 480 Health and Welfare Plan. The benefits offered are described fully in the Plan itself. If anything has accidentally been misstated or left out of this booklet, the Plan document will govern. If you have any question about the terms of the Plan or about proper payment of benefits, please contact the Fund Office for more information. The Fund hopes to continue this Plan indefinitely but, as with all group plans, the Plan may be changed or discontinued. 
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices ("Notice") is made in compliance with the Standards for Privacy of Individually Identifiable Health Information (the "Privacy Standards") set forth by the U.S. Department of Health and Human Services ("HHS") pursuant to the Health Insurance Portability and Accountability Act of 1996, as amended ("HIPAA").  The N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan (the "Plan") is required by law to take reasonable steps to ensure the privacy of your Protected Health Information ("PHI"), as defined below, and to inform you about:

1. the Plan's uses and disclosures of PHI;

2. your privacy rights with respect to your PHI;

3. the Plan's duties with respect to your PHI;

4. your right to file a complaint with the Plan and with the Secretary of HHS; and

5. the person or office to contact for further information about the Plan's privacy practices.

The term "Protected Health Information" (PHI) includes all "Individually Identifiable Health Information" transmitted or maintained by the Plan, regardless of form (oral, written or electronic).

The term "Individually Identifiable Health Information" means information that:

· Is created or received by a health care provider, health plan, employer or health care clearinghouse;

· Relates to the past, present or future physical or mental health or condition of an individual; the provision of health care to an individual; or the past, present or future payment for the provision of health care to an individual; and

· Identifies the individual, or with respect to which there is a reasonable basis to believe the information can be used to identify the individual.

Notice of PHI Uses and Disclosures

Required PHI Disclosures

Upon your request, the Plan is required to give you access to certain PHI to inspect and copy it and to provide you with an accounting of disclosures of PHI made by the Plan.  For further information pertaining to your rights, see the section “Rights of Individuals.”
The Plan must disclose your PHI when required by the Secretary of HHS to investigate or determine the Plan's compliance with the Privacy Standards.

Permitted uses and disclosures to carry out treatment, payment and health care operations

The Plan, its business associates, and their agents/subcontractors, if any, will use or disclose PHI without your consent, authorization or opportunity to agree or object, to carry out treatment, payment and health care operations.  The Plan will disclose PHI to a business associate only if the Plan receives satisfactory assurance that the business associate will appropriately safeguard the information.  

In addition, the Plan may contact you to provide information about treatment alternatives or other health-related benefits and services that may be of interest to you.  The Plan will disclose PHI to the N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan ("Plan Sponsor") for purposes related to treatment, payment and health care operations.  The Plan Sponsor has amended its plan documents to protect your PHI as required by the Privacy Standards.  The Plan Sponsor will obtain an authorization from you if it intends to use or disclose your PHI for purposes unrelated to treatment, payment and health care operations.  

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

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

Payment means activities undertaken by the Plan to obtain premiums or to determine or fulfill its responsibility for coverage and provision of benefits under the Plan, or to obtain or provide reimbursement for the provision of health care.  Payment includes, but is not limited to, actions to make eligibility or coverage determinations, billing, claims management, collection activities, subrogation, reviews for medical necessity and appropriateness of care, utilization review and pre-authorizations.

For example, the Plan may tell a doctor whether you are eligible for coverage or what percentage of the bill might be paid by the Plan.

Health care operations means conducting quality assessment and improvement activities, population-based activities relating to improving health or reducing health care costs, contacting health care providers and patients with information about treatment alternatives, reviewing the competence or qualifications of health care professionals, evaluating health plan performance, underwriting, premium rating and other insurance activities relating to creating, renewing or replacing health insurance contracts or health benefits.  It also includes disease management, case management, conducting or arranging for medical review, legal services and auditing functions including fraud and abuse detection and compliance programs, business planning and development, business management and general administrative activities.

For example, the Plan may use information about your claims to refer you to a disease management program, project future benefit costs or audit the accuracy of its claims processing functions.

Uses and disclosures that require your written authorization

Your written authorization generally will be obtained before the Plan will use or disclose psychotherapy notes about you from your psychotherapist.  Psychotherapy notes are separately filed notes about your conversations with your mental health professional during a counseling session.  They do not include summary information about your mental health treatment.  The Plan may use and disclose such notes without authorization when needed by the Plan to defend against litigation filed by you.

Disclosures that require that you be given an opportunity to agree or disagree prior to the disclosure

The Plan may disclose to a family member, other relative, close personal friend of yours or any other person identified by you PHI directly relevant to such person's involvement with your care or payment for your health care when you are present for, or otherwise available prior to, a disclosure and you are able to make health care decisions, if:

· The Plan obtains your agreement;

· The Plan provides you with the opportunity to object to the disclosure and you fail to do so; or 

· The Plan infers from the circumstances, based upon professional judgment, that you do not object to the disclosure.  

The Plan may obtain your oral agreement or disagreement to a disclosure.

However, if you are not present, or the opportunity to agree or object to the disclosure cannot practicably be provided because of your incapacity or an emergency circumstance, the Plan may, in the exercise of professional judgment, determine whether the disclosure is in your best interests, and, if so, disclose only PHI that is directly relevant to the person's involvement with your health care.  
Uses and disclosures for which authorization or opportunity to agree or object is not required

Use and disclosure of your PHI is allowed without your authorization or opportunity to agree or object under the following circumstances:

(a) When required by law, provided that the use or disclosure complies with and is limited to the relevant requirements of such law.

(b) When permitted for purposes of public health activities, including disclosures to (i) a public health authority or other appropriate government authority authorized by law to receive reports of child abuse or neglect and (ii) a person subject to the jurisdiction of the Food and Drug Administration (FDA) regarding an FDA-regulated product or activity for the purpose of activities related to the quality, safety or effectiveness of such FDA-regulated product or activity, including to report product defects, to permit product recalls and to conduct post-marketing surveillance.  PHI also may be disclosed to a person who may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading a disease or condition, if authorized by law.

(c) Except for reports of child abuse or neglect permitted by part (b) above, when required or authorized by law, or with your agreement, the Plan may disclose PHI about you to a government authority, including a social service or protective services agency, if the Plan reasonably believes you to be a victim of abuse, neglect, or domestic violence.  In such case, the Plan will promptly inform you that such a disclosure has been or will be made unless (i) the Plan believes that informing you would place you at risk of serious harm or (ii) the Plan would be informing your personal representative, and the Plan believes that your personal representative is responsible for the abuse, neglect or other injury, and that informing such person would not be in your best interests.  For the purposes of reporting child abuse or neglect, it is not necessary to inform the minor that such a disclosure has been or will be made.  Disclosure generally may be made to the minor's parents or other representatives although there may be circumstances under federal or state law when the parents or other representatives may not be given access to the minor's PHI.

(d) The Plan may disclose your PHI to a health oversight agency for oversight activities authorized by law.  This includes civil, administrative or criminal investigations; inspections; licensure or disciplinary actions (for example, to investigate complaints against providers); and other activities necessary for appropriate oversight of: (i) the health care system, (ii) government benefit programs for which health information is relevant to beneficiary eligibility, (iii) entities subject to government regulatory programs for which health information is needed to determine compliance with program standards, or (iv) entities subject to civil rights laws for which health information is needed to determine compliance.

(e) The Plan may disclose your PHI in the course of a judicial or administrative proceeding in response to an order of a court or administrative tribunal, provided that the Plan discloses only the PHI expressly authorized by such order, or in response to a subpoena, discovery request, or other lawful process, that is not accompanied by an order of a court of administrative tribunal if certain conditions are met.  One of those conditions is that satisfactory assurances must be given to the Plan that the requesting party has made a good faith attempt to provide written notice to you, and the notice provided sufficient information about the proceeding to permit you to raise an objection, and the time to object has expired and either no objections were raised or any objections were resolved in favor of disclosure by the court or tribunal.

(f) The Plan may disclose your PHI to a law enforcement official when required for law enforcement purposes.  The Plan may disclose PHI as required by law, including laws that require the reporting of certain types of wounds.  Also, the Plan may disclose PHI in compliance with (i) a court order, court-ordered warrant, or a subpoena or summons issued by a judicial officer, (ii) a grand jury subpoena, or (iii) an administrative request, including an administrative subpoena or summons, a civil or authorized investigative demand, provided certain conditions are satisfied.  PHI may be disclosed for law enforcement purposes, including for the purpose of identifying or locating a suspect, fugitive, material witness or missing person.  Under certain circumstances, the Plan may disclose your PHI in response to a law enforcement official's request if you are, or are suspected to be, a victim of a crime.  Further, the Plan may disclose your PHI if it believes in good faith that the PHI constitutes evidence of criminal conduct that occurred on the Plan's premises.

(g) The Plan may disclose PHI to a coroner or medical examiner for the purpose of identifying a deceased person, determining a cause of death or other duties as authorized by law.  Also, disclosure is permitted to funeral directors, consistent with applicable law, as necessary to carry out their duties with respect to the decedent.

(h) The Plan may use or disclose PHI for research, subject to certain conditions.

(i) When consistent with applicable law and standards of ethical conduct, the Plan may use or disclose PHI if the Plan, in good faith, believes the use or disclosure: (i) is necessary to prevent or lessen a serious and imminent threat to health or safety of a person or the public and is to person(s) able to prevent or lessen the threat, including the target of the threat, or (ii) is needed for law enforcement authorities to identify or apprehend an individual, provided certain requirements are met.

(j) When authorized by and to the extent necessary to comply with workers' compensation or other similar programs established by law.

Except as otherwise indicated in this Notice, uses and disclosures will be made only with your written authorization, subject to your right to revoke such authorization.  You may revoke an authorization at any time, provided your revocation is done in writing, except to the extent that the Plan has taken action in reliance upon the authorization, or if the authorization was obtained as a condition of obtaining insurance coverage, other law provides the insurer with the right to contest a claim under the policy or the policy itself.

Rights of Individuals

Right to Request Restrictions on PHI Uses and Disclosures
You may request the Plan to restrict uses and disclosures of your PHI to carry out treatment, payment or health care operations, or to restrict disclosures to family members, relatives, friends or other persons identified by you who are involved in your care or payment for your care.  However, the Plan is not required to agree to your requested restriction. 

If the Plan agrees to a requested restriction, the Plan may not use or disclose PHI in violation of such restriction, except that, if you requested a restriction and later are in need of emergency treatment and the restricted PHI is needed to provide the emergency treatment, the Plan may use the restricted PHI, or it may disclose such information to a health care provider, to provide such treatment to you.  If restricted PHI is disclosed to a health care provider for emergency treatment, the Plan must request that such health care provider not further use or disclose the information.  

A restriction agreed to by the Plan is not effective to prevent uses or disclosures when required by the Secretary of HHS to investigate or determine the Plan's compliance with the Privacy Standards or uses or disclosures that are otherwise required by law.

The Plan may terminate its agreement to a restriction, if:

· You agree to or request the termination in writing;

· You orally agree to the termination and the oral agreement is documented; or 

· The Plan informs you that it is terminating its agreement to a restriction, except that such termination is only effective with respect to PHI created or received after the Plan has informed you of the termination.

If the Plan agrees to a restriction, it will document the restriction by maintaining a written or electronic record of the restriction.  The record of the restriction will be retained for six years from the date of its creation or the date when it last was in effect, whichever is later. 

You or your personal representative will be required to request restrictions on uses and disclosures of your PHI in writing.  Such requests should be addressed to the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.
Right to Request Confidential Communications of PHI

You may request to receive communications of PHI from the Plan by alternative means or at alternative locations if you clearly state that the disclosure of all or part of the information to which the request pertains could endanger you.  The Plan will accommodate all such reasonable requests.  However, the Plan may condition the provision of a reasonable accommodation on:

· When appropriate, information as to how payment, if any, will be handled; and 

· Specification by you of an alternative address or other method of contact.

You or your personal representative will be required to request confidential communications of your PHI in writing.  Such requests should be addressed to the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.
Right to Inspect and Copy PHI

You have a right to inspect and obtain a copy of your PHI contained in a "designated record set," for as long as the Plan maintains PHI in the designated record set.  

 "Designated Record Set" means a group of records maintained by or for a health plan that is enrollment, payment, claims adjudication and case or medical management record systems maintained by or for a health plan; or used in whole or in part by or for the health plan to make decisions about individuals.  Information used for quality control or peer review analyses and not used to make decisions about individuals is not in the designated record set.

The Plan will act on a request for access no later than 30 days after receipt of the request.  However, if the request for access is for PHI that is not maintained or accessible to the Plan on-site, the Plan must take action no later than 60 days from the receipt of such request.  The Plan must take action as follows:  if the Plan grants the request, in whole or in part, the Plan must inform you of the acceptance and provide the access requested.  However, if the Plan denies the request, in whole or in part, the Plan must provide you with a written denial.  If the Plan cannot take action within the required time, the Plan may extend the time for such action by no more than 30 days if the Plan, within the applicable time limit, provides you with a written statement of the reasons for the delay and the date by which it will complete its action on the request.  

If the Plan provides access to PHI, it will provide the access requested, including inspection or obtaining a copy, or both, of your PHI in a designated record set.  The Plan will provide you with access to the PHI in the form or format requested if it is readily producible in such form or format; or, if it is not, in a readable hard copy form or such other form or format as agreed to between you and the Plan.  The Plan may provide you with a summary of the PHI requested, in lieu of providing access to the PHI or may provide an explanation of the PHI to which access has been provided in certain circumstances.  The Plan will arrange with you for a convenient time and place to inspect or obtain a copy of the PHI, or mail a copy of the PHI at your request.  If you request a copy of PHI or agree to a summary or explanation of PHI, the Plan may impose a reasonable, cost-based fee.  

If the Plan denies access to PHI in whole or in part, the Plan will, to the extent possible, give you access to any other PHI requested, after excluding PHI as to which the Plan has grounds to deny access.  If access is denied, you or your personal representative will be provided with a written denial setting forth the basis for the denial, if applicable, a statement of your review rights, including a description of how you may exercise those review rights and a description of how you may complain to the Plan or to the Secretary of the HHS.  If you request review of a decision to deny access, the Plan will refer the request to a designated licensed health care professional for review.  The reviewing official will determine, within a reasonable period of time, whether to deny the access requested.  The Plan will promptly provide you with written notice of that determination.  If the Plan does not maintain the PHI that is the subject of your request for access, and the Plan knows where the requested information is maintained, the Plan will inform you where to direct the request for access.  You or your personal representative will be required to request access to your PHI in writing.  Such requests should be addressed to the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.
Right to Amend PHI
You have the right to request the Plan to amend your PHI or a record about you in a designated record set for as long as the PHI is maintained in the designated record set. 

The Plan may deny your request for amendment if it determines that the PHI or record that is the subject of the request:

· Was not created by the Plan, unless you provide a reasonable basis to believe that the originator of PHI is no longer available to act on the requested amendment;

· Is not part of the designated record set;

· Would not be available for your inspection under the Privacy Standards; or 

· Is accurate and complete.

The Plan has 60 days after the request is made to act on the request.  A single 30-day extension is allowed if the Plan is unable to comply within that deadline provided that the Plan, within the original 60-day time period, gives you a written statement of the reasons for the delay and the date by which it will complete its action on the request.  If the Plan accepts the requested amendment, the Plan will make the appropriate amendment to the PHI or record that is the subject of the request by, at a minimum, identifying the records in the designated record set that are affected by the amendment and appending or otherwise providing a link to the location of the amendment.  The Plan will timely inform you that the amendment is accepted and obtain your identification of and agreement to have the Plan notify the relevant persons with which the amendment needs to be shared as provided in the Privacy Standards.  

If the request is denied in whole or part, the Plan must provide you with a written denial that (i) explains the basis for the denial, (ii) sets forth your right to submit a written statement disagreeing with the denial and how to file such a statement, (iii) states that, if you do not submit a statement of disagreement, you may request that the Plan provide your request for amendment and the denial with any future disclosures of the PHI that is the subject of the amendment, and (iv) includes a description of how you may complain to the Plan or to the Secretary of HHS.  The Plan may reasonably limit the length of a statement of disagreement.  Further, the Plan may prepare a written rebuttal to a statement of disagreement, which will be provided to you.  The Plan must, as appropriate, identify the record or PHI in the designated record set that is the subject of the disputed amendment and append or otherwise link your request for an amendment, the Plan's denial of the request, your statement of disagreement, if any, and the Plan's rebuttal, if any, to the designated record set.  If a statement of disagreement has been submitted, the Plan will include the above-referenced material, or, at the Plan's election, an accurate summary of such information, with any subsequent disclosure of the PHI to which the disagreement relates.  If you do not submit a written statement of disagreement, the Plan must include your request for amendment and its denial, or an accurate summary of such information with any subsequent disclosure of the PHI only if requested by you.

You or your personal representative will be required to request amendment to your PHI in a designated record set in writing.  Such requests should be addressed to the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.  All requests for amendment of PHI must include a reason to support the requested amendment.  

Right to Receive an Accounting of PHI Disclosures

At your request, the Plan will provide you with an accounting of disclosures by the Plan of your PHI during the six years prior to the date on which the accounting is requested.  However, such accounting need not include PHI disclosures made: (a) to carry out treatment, payment or health care operations; (b) to individuals about their own PHI; (c) incident to a use or disclosure otherwise permitted or required by the Privacy Standards; (d) pursuant to an authorization; (e) to certain persons involved in your care or payment for your care; (f) to notify certain persons of your location, general condition or death; (g) as part of a "Limited Data Set" (as defined in the Privacy Standards), which largely relates to research purposes; or (h) prior to the compliance date of April 14, 2003.  You may request an accounting of disclosures for a period of time less than six years from the date of the request.  

The accounting will include disclosures of PHI that occurred during the six years (or such shorter time period, if applicable) prior to the date of the request for an accounting, including disclosures to or by business associates of the Plan.  Except as otherwise provided below, for each disclosure, the accounting will include:

· The date of the disclosure;

· The name of the entity or person who received the PHI and, if known, the address of such entity or person; 

· A brief description of the PHI disclosed; and 

· A brief statement of the purpose of the disclosure that reasonably informs you of the basis for the disclosure, or, in lieu of such statement, a copy of a written request for disclosure.

If during the period covered by the accounting, the Plan has made multiple disclosures of PHI to the same person or entity for a single purpose, the accounting may, with respect to such multiple disclosures, provide the above-referenced information for the first disclosure; the frequency, periodicity or number of the disclosures made during the accounting period; and the date of the last disclosure.

If during the period covered by the accounting, the Plan has made disclosures of PHI for a particular research purpose for 50 or more individuals, the accounting may, with respect to such disclosures for which your PHI may have been included, provide certain information as permitted by the Privacy Standards.  If the Plan provides an accounting for such research disclosures, and if it is reasonably likely that your PHI was disclosed for such research activity, the Plan shall, at your request, assist in contacting the entity that sponsored the research and the researcher. 

If the accounting cannot be provided within 60 days after receipt of the request, an additional 30 days is allowed if the individual is given a written statement of the reasons for the delay and the date by which the accounting will be provided.

If you request more than one accounting within a 12-month period, the Plan will charge a reasonable, cost-based fee for each subsequent accounting unless you withdraw or modify the request for a subsequent accounting to avoid or reduce the fee.

You or your personal representative will be required to request an accounting of your PHI disclosures in writing.  Such requests should be addressed to the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.
The Right To Receive a Paper Copy of This Notice Upon Request
You have a right to obtain a paper copy of this Notice upon request.  To request a paper copy of this Notice, contact the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.
A Note About Personal Representatives

You may exercise your rights through a personal representative.  Your personal representative will be required to produce evidence of his/her authority to act on your behalf before that person will be given access to your PHI or allowed to take any action for you.  Proof of such authority may include, but is not limited to, the following:

a) a power of attorney for health care purposes, notarized by a notary public;

b) a court order of appointment of the person as the conservator or guardian of the individual; or

c) an individual who is the parent of a minor child.

The Plan retains discretion to deny access to your PHI to a personal representative to provide protection to those vulnerable people who depend on others to exercise their rights under these rules and who may be subject to abuse or neglect.  This also applies to personal representatives of minors.

The Plan's Duties
Notice

The Plan is required by law to maintain the privacy of PHI and to provide individuals (participants and beneficiaries) with notice of its legal duties and privacy practices with respect to PHI.  

This Notice is effective beginning on the effective date set forth in this Notice, and the Plan is required to comply with the terms of this Notice.  However, the Plan reserves the right to change the terms of this Notice and to make the new revised notice provisions effective for all PHI that it maintains, including any PHI created, received or maintained by the Plan prior to the date of the revised notice.  If a privacy practice is changed, a revised version of this Notice will be provided to all individuals then covered by the Plan.  If agreed upon between the Plan and you, the Plan will provide you with a revised Notice electronically.  Otherwise, the Plan will mail a paper copy of the revised Notice to your home address.  In addition, the revised Notice will be maintained on any web site maintained by the Plan to provide information about its benefits.

Any revised version of this Notice will be distributed within 60 days of any material change to the uses or disclosures, the individual's rights, the duties of the Plan or other privacy practices stated in this Notice.  Except when required by law, a material change to any term of this Notice may not be implemented prior to the effective date of the revised notice in which such material change is reflected. 
Minimum Necessary Standard
When using or disclosing PHI or when requesting PHI from another covered entity, the Plan will make reasonable efforts not to use, disclose or request more than the minimum amount of PHI necessary to accomplish the intended purpose of the use, disclosure or request, taking into consideration practical and technological limitations. 

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

a) disclosures to or requests by a health care provider for treatment;

b) uses or disclosures made to the individual;

c) disclosures made to the Secretary of HHS.

d) uses or disclosures that are required by law; 

e) uses or disclosures that are required for the Plan's compliance with the Privacy Standards; and 

f) uses or disclosures made pursuant to an authorization.

This Notice does not apply to information that has been de-identified.  De-identified information is health information that does not identify an individual and with respect to which there is no reasonable basis to believe that the information can be used to identify an individual.  It is not individually identifiable health information.

In addition, the Plan may use or disclose "summary health information" to the Plan Sponsor for obtaining premium bids or modifying, amending or terminating the group health plan.  Summary health information summarizes the claims history, claims expenses or type of claims experienced by individuals for whom a plan sponsor has provided health benefits under a group health plan, and from which identifying information has been deleted in accordance with the Privacy Standards.
Your Right to File a Complaint With the Plan or the HHS Secretary

If you believe that your privacy rights have been violated, you may complain to the Plan.  Any complaint must be in writing and addressed to the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.
You also may file a complaint with the Secretary of the U.S. Department of Health and Human Services, by writing to him at the following address: The Hubert H. Humphrey Building, 200 Independence Avenue, S.W., Washington, D.C. 20201.  The Plan will not retaliate against you for filing a complaint.

Security Standards for the Protection of Electronic Protected Health Information

Effective April 20, 2006, in the event that electronic Protected Health Information (PHI) is used or disclosed by the Plan, the Plan must:

(a)
Reasonably and appropriately safeguard electronic PHI created, received, maintained, or transmitted to or by the Plan Sponsor, on behalf of the Plan,

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

(c)
Ensure that any agents, including a subcontractor, to whom the Plan Sponsor provides electronic PHI received from the Plan agrees to implement reasonable and appropriate security measures to protect the electronic PHI,

(d)
Report to the Plan any security incident, defined as the attempted or successful unauthorized access, use, disclosure, modification, or destruction of information or interference with system operations in an information system, of which the Plan Sponsor becomes aware, and

(e)
Ensure the adequate separation between the Plan Sponsor and the Plan, which is supported by reasonable and appropriate security measures, by:

(1)
Limiting disclosure of electronic PHI to the Fund Administrator, and the Fund office staff designated by the Fund Administrator, as the Plan Sponsor, 

(2)
Accessing and using electronic PHI only for Plan administrative functions that the Plan Sponsor performs, and 

(3)
Providing an effective mechanism for resolving issues of noncompliance, including disciplinary sanctions, in the event individuals described in this section do not comply with the specified requirements.

Whom to Contact at the Plan for More Information

If you have any questions regarding this Notice or the subjects addressed in it, you may contact the following individual:  R. Joel Hill, N.E.C.A. - I.B.E.W. Local 480 Health and Welfare Plan Fund Office, P.O. Box 6467, Jackson, Mississippi, 39282-6467.
Conclusion
PHI use and disclosure by the Plan is regulated by a federal law known as HIPAA.  You may find these rules at 45 Code of Federal Regulations Parts 160 and 164.  This Notice attempts to summarize the Privacy Standards.  The Privacy Standards will supersede any discrepancy between the information in this Notice and the Privacy Standards.
STATEMENT OF RIGHTS UNDER ERISA

As a participant in the N.E.C.A.-I.B.E.W. Local 480 Health and Welfare Plan, you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA).  ERISA provides that all Plan Participants shall be entitled to:

Receive Information About Your Plan and Benefits
Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as work-sites and union halls, all documents governing the Plan, including insurance contracts and Collective Bargaining Agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration.

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

Receive a summary of the Plan’s annual financial report.  The Plan administrator is required by law to furnish each participant with a copy of this Summary Annual Report.

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

Reduction or elimination of exclusionary periods of coverage for pre-existing conditions under your group health plan, if you have creditable coverage from another plan.  You should be provided a certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage under the plan, when you become entitled to elect COBRA continuation coverage, when your COBRA continuation coverage ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage.  Without evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 months for late enrollees) after your enrollment date in your coverage.
Prudent Action by Plan Fiduciaries
In addition to creating rights for plan participants ERISA imposes duties upon the people who are responsible for the operation of the employee benefit plan.  The people who operate your plan, called “fiduciaries” of the plan, have a duty to do so prudently and in the interest of you and other plan participants and beneficiaries.  No one, including your employer, your union, or any other person, may fire you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.  
Enforce Your Rights
If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time schedules.  Under ERISA, there are steps you can take to enforce the above rights.  For instance, if you request a copy of plan documents or the latest annual report from the plan and do not receive them within 30 days, you may file suit in a Federal Court.  In such case, the court may require the plan administrator to provide the materials and pay you up to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the control of the administrator.  If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state of Federal court.  In addition, if you disagree with the plan’s decision or lack thereof concerning the qualified status of a domestic relations order or a medical child support order, you may file suit in Federal court.  If it should happen that plan fiduciaries misuse the plan’s money, or if you are discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in a Federal court.  The court will decide who should pay court costs and legal fees.  If you are successful the court may order the person you have sued to pay these costs and fees.  If you lose, the court may order you to pay theses costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions
If you have any questions about your plan, you should contact the Plan Administrator.  If you have any questions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents from the plan administrator, you should contact the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical Assistance and Inquires, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210.  You may also obtain publications about your rights under ERISA by calling the publications hotline of the Employee Benefits Security Administration.
Additional Information Required by ERISA

1. 
The Plan is administered and maintained by the joint Board of Trustees at the following address: 

NECA-IBEW Local 480 Health arid Welfare Plan 
P.O. Box 6467 
4767 1-55 South 
Jackson, Mississippi 39282-6467 
Phone (601) 373-9424

2. 
The Employer Identification Number (EIN) issued to the Board of Trustees by the Internal Revenue Service is 51-0204433. The Plan Number is 501. 
3. 
These persons designated as Agents for service of legal process are: 
The Board of Trustees or any one individual Trustee 
NECA-IBEW Local 480 Health and Welfare Plan 
P.O. Box 6467 
4767 1-55 South 
Jackson, Mississippi 39282-6467 
Phone (601) 373-9424

4. 
The date of the end of the year for financial experience is December 31. 

5. 
The names and addresses of the Trustees are listed below: 


EMPLOYEE TRUSTEES
John H. Smith, Jr. , Co-Chairman

P.O. Box 6467, Jackson, MS 39282 
W. G. Eady

603 Pine Ridge Rd., Florence, MS 39073 
Arthur Joe Hennington

1060 Sims Lane, Terry, MS 39170
Mark D. Johnson

146 Pinehollow Rd., Magee, MS 39111 
Mel D. Olsen

6540 North Hills St., Meridian, MS 39307
EMPLOYER TRUSTEES

Anton Klingler (Chairman)

P.O. Box 7402, Jackson, MS 39282 
D. G. Fountain

P.O. Box 10506, Jackson, MS 39209 
Donald Jordan
5280 Greenway Dr. Extension, Jackson, MS 39204 
L.J. Luft
1662 Ranger Rd., Raymond, MS 39154
Steven Webster

P.O. Box 8129, Meridian, MS 39303

6.
The Administrative Manager and the Claims Administrator may be contacted at the following addresses: 

ADMINISTRATIVE MANAGER
Robert J. Hill
NECA-IBEW Local 480 Health arid Welfare Plan

P.O. Box 6467, Jackson, Mississippi 39282-6467 or
4767 1-55 South, Jackson, Mississippi 39212-5532
Phone (601) 373-9424 or (800) 424-8434
CLAIMS ADMINISTRATOR

BENMARK, Inc.
P.O. Box 16767

Jackson, MS 39236-6767

Phone (601) 366-0596

7. 
Your Plan is funded by Collective Bargaining Agreements which provide that those Employers who are parties to the agreement will make monthly contributions to the Health and Welfare Fund receives those contributions, they are credited toward your eligibility requirements for the Welfare Plan. 
8. 
The NECA-IBEW Local 480 Health and Welfare Trust became effective on December 23, 1974. It authorized a welfare plan providing benefits in the event of illness or death. 
Your Plan was established and is administered by a Board of Trustees composed of an equal number of Trustees representing contributing Employers and the Union. 
The Fund and Plan are governed in accordance with the Fund’s Agreement and Declaration of Trust as amended from time to time and in accordance with applicable federal and state laws. The Trust Agreement provides that Fund assets may be used only to provide death and medical benefits to eligible Participants and their families and administrative costs as defined in the Trust Agreement and Plan. 
9. 
The Fund’s assets and reserves are invested by the Trustees. 
10. You may obtain a complete list of the Employers and Employee organizations sponsoring your Plan by submitting a written request to the Trustees. You may examine the list at your Fund Office or Local Union office upon ten days’ advance written notice. ERISA allows your Trustees to impose a reasonable charge to cover the cost of furnishing these lists. You may want to ask the amount of the charges before requesting copies. 
It is IMPORTANT that you notify the Plan Office whenever: 
1.
You change your home address. 
2.
You wish to change your Beneficiary. (A new Beneficiary card must be turned into the Plan Office.) 
3.
New Dependents are to be covered. 
4.
You enter or are discharged from the Armed Forces. 
5.
You are receiving Worker’s Compensation benefits. 
6.
You change your marital status or change your name. 
7.
An injury resulting in a total and permanent disability is suffered. 
8.
You are injured due to an accident for which someone else is responsible. 
9.
You intend to take a leave of absence from work which may qualify under the Family and Medical Leave Act. 
10.
You are moving from or to another Health Plan. 
11.
You have qualified for COBRA. 
PAGE  
99

