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B2 = IMPORTANT CONTACT INFORMATION & &

Benefit Office
¥ NECA/IBEW Family Medical Care Plan & 1-877-937-9602 or 1-706-937-9600
5837 Highway 41 North 1-706-937-9601 (FAX)

Ringgold, GA 30736

D The Benefit Office handles medical claims, disability/life/AD&D claims, and eligibility.

D call the Benefit Office if you need a medical I.D. card.

D Send all self-payments to the Benefit Office.

D Contact the Benefit Office if you or a dependent moves, if your family/dependent status changes, if anyone in
your family acquires other coverage, or if you retire or enter active military service.

Blue Card (Through BCBSGA)—Medical PPO Network

www.anthem.com to find PPO providers 2 1-800-676-BLUE (2583) eligibility/benefits
& 1-800-810-BLUE (2583) to find PPO providers (for providers)

D If you use a Blue Card PPO provider, covered services will be paid at the higher in-network benefit level.
D Providers should file claims through their local Blue Cross affiliate.
D Your group identification number is on your I.D. card.

Med-Care Management—Utilization Review

2 1-800-367-1934 for pre-certification

D Pre-certify inpatient hospitalizations, home health care and durable medical equipment.
D A $250 benefit reduction applies to each inpatient hospitalization that is not pre-certified.

MetLife—Dental Claims and Dental PPO Network

g MetLife Dental Claims & 1-800-942-0854 for customer service or to
P.0.Box 981282 find a PPO provider
El Paso, TX 79998-1282 www.metlife.com/mybenefits

D MetLife handles all dental claims. Your group account number is 304133.

VSP—Vision Benefit Program

g VSP @ 1-800-877-7195 for customer service &
P.0.Box 997105 to find providers
Sacramento, CA 95899-7105 WWW.VSp.com

D Do NOT send vision claims to the Benefit Office or BCBS.

Sav-Rx—Prescription Drug Program

2 1-866-233-IBEW (4239) for customer service
WWW.Savrx.com

D call Sav-Rx if you need a prescription drug card or have questions about your prescription drug program.



LETTER TO NEW PARTICIPANTS

Notice About Your COBRA Rights - This letter is intended to inform you, in a summary fashion, of your rights and
obligations under the COBRA coverage provisions of the law. More information about COBRA coverage is on
pages 22-27.

Failure to continue your group health coverage by electing COBRA coverage will affect your future rights under
federal law. First, you can lose the right to avoid having preexisting condition exclusions applied to you by other
group health plans if you have more than a 63-day gap in health coverage, and COBRA coverage may help you
avoid such a gap. Second, you will lose the guaranteed right to purchase individual health insurance policies that
do not impose such preexisting condition exclusions if you do not get continuation coverage for the maximum time
available to you. Finally, you should take into account that you have special enrollment rights under federal law.
You have the right to request special enrollment in another group health plan for which you are otherwise eligible
(such as a plan sponsored by your spouse’s employer) within 30 days after your group health coverage ends
because of the qualifying event that is causing your loss of coverage under this Plan. You will also have the same
special enrollment right at the end of your COBRA coverage period if you get COBRA coverage for the maximum
time available to you.

Qualifying Events and Maximum Coverage Periods - You (the employee) and your eligible dependents are enti-
tled to elect COBRA coverage and to make self-payments for the coverage for up to 18 months after coverage
would otherwise terminate due to one of the following events (called “qualifying events”): 1) a reduction in your
hours; or 2) termination of your employment.

If you or an eligible dependent are disabled (as defined by the Social Security Administration for the purpose of
Social Security disability payments) on the date of one of the qualifying events listed above, or if you or a depen-
dent become so disabled within 60 days after an 18-month COBRA coverage period starts, the maximum coverage
period will be 29 months for all members of your family who were covered under this Plan on the date of that qual-
ifving event. This 11-month extension rule does not apply to dependents during a 36-month maximum coverage
period.

Your dependents (spouse or children) are entitled to elect COBRA coverage and to make self-payments for the cov-
erage for up to 36 months after coverage would otherwise terminate due to one of the following events (called
“qualifying events”): 1) a divorce from your spouse; 2) a dependent no longer meets the Plan's definition of a
dependent child; or 3) your death.

If your dependents are covered under an 18-month COBRA coverage period and a second qualifying event (one of
the events listed in the paragraph above) occurs, their COBRA coverage maximum coverage period may be
extended up to a maximum of 36 months minus the number of months of COBRA coverage already received under
the 18-month continuation. The maximum period of time that a dependent can have COBRA coverage is 36
months, even if one or more new qualifying events occur to the person while he is covered under COBRA coverage.

COBRA coverage may not be elected by anyone who was not covered under this Plan on the day before the occur-
rence of a qualifying event except that, if a child is born to you, adopted by you, or placed for adoption with you
after you become covered under an 18-month COBRA period, the child will have the same election rights as your
other dependents who were covered on the day before the first qualifying event if a second qualifying event occurs.

Notification Responsibilities - You, your spouse, or child, as applicable, must provide written notification to the
Benefit Office if you get divorced or if a child loses dependent status. Notification must be provided within 60 days
of the event or within 60 days of the date coverage for the affected person(s) would terminate, whichever date is
later. If the Benefit Office is not notified within 60 days, the dependent will lose the right to COBRA coverage. If
your dependents are covered under an 18-month maximum COBRA period and then a second qualifying event
occurs, it is the affected dependent s responsibility to notify the Benefit Office within 60 days after the second qual-



ifving event occurs. If the Benefit Office is not notified within 60 days, the dependent will lose the right to
extend COBRA coverage beyond the original 18-month period.

In order to qualify for the 11-month disability extension, the Benefit Office must be notified within 60 days
of the disability determination by Social Security and before the end of the initial 18-month period. They
must also be notified within 30 days of the date Social Security determines that you or the dependent are no
longer disabled.

In order to protect your family s rights, you should keep the Benefit Office informed of any changes in the
addresses of family members.

Additional Rules Governing COBRA Coverage - Each member of your family who would lose coverage
because of a qualifying event is entitled to make a separate election of COBRA coverage. If you elect
COBRA coverage for yourself and your dependents, your election is binding on your dependents. A person
does not have to show that he is insurable to elect COBRA coverage. If coverage is going to terminate due
to termination of your employment or a reduction in your hours and you don't elect COBRA coverage for
your dependents when they are entitled to the coverage, your dependent spouse has the right to elect
COBRA coverage for up to 18 months for herself and any children within the time period that you could
have elected COBRA coverage.

Electing COBRA Coverage - If you don't have sufficient employer contributions to continue coverage, or
when the Benefit Office is notified of any other qualifying event, you and/or your dependents will be sent
an election notice that explains when coverage will terminate. It will also explain your right to elect
COBRA coverage, the due dates, and the amount of the self-payments. An election form will be sent along
with the election notice. Complete the election form and return to the Benefit Office if you want to elect
COBRA. A person has 60 days after he is sent the election notice or 60 days after his coverage would ter-
minate, whichever is later, to return the completed election form. A COBRA election is considered to be
made on the date of the postmark on the returned election form. If the election form is not returned within
the allowable time period, you and/or your dependents will not be entitled to elect COBRA.

COBRA Coverage Self-Payment Rules - COBRA self-payments must be made monthly. The amount of the
monthly COBRA self-payment is determined by the Trustees and is subject to change, but not usually more
often than once a year. The amount due will be shown on the election notice. A person has 45 days after the
date of the election to make the initial self-payment. Your first COBRA self-payment will be applied to your
first month of COBRA coverage—not the month in which you make the payment.

Termination of COBRA Coverage - COBRA coverage for a covered person will end sooner than the end
of the applicable maximum coverage period when the first of the following events occurs: 1) a correct and
on-time payment is not made to the Fund; 2) the Fund is terminated and no longer provides group health
coverage to any employees; 3) if a person is receiving extended coverage for up to 29 months due to his or
another family member s disability, Social Security determines that he or the family member is no longer
disabled; 4) after electing COBRA coverage, the person becomes entitled to Medicare benefits; or 5) after
electing COBRA coverage, the person becomes covered under another group health plan that does not
have a preexisting condition exclusion.

Sincerely,

Board of Trustees
NECA/IBEW Family Medical Care Plan
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INTRODUCTORY INFORMATION

About This Booklet

This booklet outlines the health care benefits provided to participants in
Plan 15 provided by the NECA/IBEW Family Medical Care Plan (referred
to as “the Plan” in this booklet).

If you are a Plan 15 participant who meets the Plan’s eligibility requirements
(the rules in this booklet), you and your family members who meet the
Plan’s definition of a dependent (on page 81 of this booklet) will be eligible
for the benefits described herein.

Other Benefit Plans Provided by the Fund

The NECA/IBEW Family Medical Care Trust Fund (referred to as the
“Fund” in this booklet) provides benefit plans that differ from the benefit
plan described in this booklet. Because the benefits differ, those plans are
described in separate booklets. (The plan of benefits that applies to a spe-
cific Plan participant is determined by the participant’s employer’s agree-
ment with the Trustees of this Plan.)

Be Sure to Carry and Use Your I.D. Cards

You and your spouse should both carry a Blue Cross Blue Shield (BCBS)
L.D. card. Show your card whenever you or a family member receives medi-
cal care at a hospital, doctor’s office or other medical facility. Call the Bene-
fit Office if you need another medical 1.D. card.

Use your prescription drug card for short-term prescription drug purchases
at participating pharmacies. Call the Sav-Rx customer service line if you
need prescription cards.

Does the Benefit Office Have Your Current Address?

Be sure to inform the
Benefit Office if you or any
of your eligible
dependents have a
change of address.

When the Benefit Office is informed that your or a dependent’s coverage is
going to terminate, it is required by law to send you information about your
right to make self-payments. Therefore, the Benefit Office should always
have the current mailing address for you and all your eligible dependents so
that you can be sent this information as well as other important notices
which are mailed to Fund participants from time to time.

Pronouns Used in this Booklet

Wherever the term “you”
or “your” is used in this
booklet, it means an
eligible employee or,
where applicable, an
eligible retiree.

Wherever the term “you” or “your” is used in this booklet, it means an eligi-
ble employee or, where applicable, an eligible retiree. And, to avoid awk-
ward wording, male personal pronouns are used to refer to employees and
retirees. Feminine pronouns are used when referring to spouses. Whenever a
personal pronoun is used in the masculine gender, it shall be deemed to
include the feminine also, unless the context clearly indicates the contrary.
Similarly, feminine pronouns will include the masculine.

INTRODUCTORY INFORMATION
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SPECIAL PLAN FEATURES

YOUR BLUE CARD PPO NETWORK

Most hospitals and Your preferred provider (PPO) network is the national Blue Card PPO net-
physicians participate in work through Blue Cross Blue Shield of Georgia (your “home plan™), an
the national Blue Card : : . ‘o
Setwork independent licensee of the Blue Cross and Blue Shield Association. The
erwork. Blue Card network links individual Blue Cross Blue Shield (BCBS) PPO
networks to provide you with access to the largest health care network in
America.

If you use BCBS PPO network providers, you will receive the PPO (in-net-
work) benefits shown on the Schedule of Benefits.

Your Blue Cross L.D. Card

Your BCBS L.D. card gives you access to BCBS network providers through-
out the United States. The PPO-in-a-suitcase logo tells providers that you
are part of the Blue Card PPO program. The three-letter alpha prefix that
precedes your subscriber number on your I.D. card identifies Blue Cross and
Blue Shield of Georgia (BCBSGA) as your home plan.

Preferred and Participating Providers

Call 1-800-810-BLUE There are two types of health care professionals in the Blue Card program:
(2583) or go to
www.anthem.com to * Preferred Providers (PPO Providers) are part of the regular PPO net-

locate a PPO provider. work. They file claims for you, and your benefits are generally higher
when you use their facilities and services.

* Participating Providers are non-PPO providers who have agreed to per-
form services at discounted rates for Blue Card PPO members. Typically,
you would go to a participating provider if there are no PPO health care
professionals in your area who can provide the medical care you need.
Participating providers will also file your claims for you.

To Locate a PPO Provider

Call BCBS Network Access at 1-800-810-BLUE (2583) or visit the website
www.anthem.com. This information also appears on the back of your I.D.
card.

PRE-CERTIFICATION REQUIREMENTS

Call 1-800-367-1934 You and your dependents are required to pre-certify each inpatient hospital-
for pre-certification. ization by calling Med-Care Management, Inc. prior to admission. A $250

Thisnumberisalso benefit reduction will apply to each hospitalization that is not pre-certified.
on your |.D. card.

You should also call for pre-certification prior to receiving home health care
or durable medical equipment.

SPECIAL PLAN FEATURES Pre-Certification Requirements
ede



Pre-certification does NOT
guarantee payment.

NECA/IBEW Family Medical Care Plan - For Plan 15 Participants

Pre-certification is NOT a guarantee of payment. Services are approved only
when the appropriateness of the inpatient setting can be substantiated.
Actual payment is dependent upon that person meeting the Plan’s eligibility
rules. See page 44 for more information about the Review Program.

YOUR DENTAL PPO NETWORK

For customer service
call MetLife at
1-800-942-0854
(refer to group account
number 304133).

To find a participating
dentist, go to
www.metlife.com/dental
or call the number above.

MetLife® administers the Plan’s dental benefits. In addition to handling
your dental claims, MetLife has a network of dentists—called the MetLife
Preferred Dentist Program (PDP)—who have agreed to accept MetLife’s
Maximum Allowed Charge as payment in full. However, you do NOT have
to use MetLife dentists to receive dental benefits. The same benefit levels
will be provided for both in-network and out-of-network dental services.
But you will save money using PDP dentists because of lower fees.

You do not need any authorization from MetLife or the Benefit Office to
choose a dentist.

See page 60 for more information about your dental PPO network.

YOUR VISION PLAN AND VSP PREFERRED PROVIDER NETWORK

Vision Service Plan (VSP) administers the Plan’s vision benefits and pro-
vides a network of VSP doctors who will provide basic vision services to
you at no charge and with no claims to file.

See the Vision Benefits section starting on page 65 for more information.

YOUR SAV-RX PRESCRIPTION DRUG PROGRAM

You can contact Sav-Rx for
customerserviceat
1-866-IBEW (4239),

or at www.savrx.com.

Wal-Mart and Sam’s Club
are NOT part of your
network, and the Plan will
not cover drugs purchased
from their pharmacies.

The Plan provides its prescription drug benefits through a program adminis-
tered by Sav-Rx. You can use your Sav-Rx card to purchase short-term or
acute prescription drugs (such as antibiotics or pain relievers) from any par-
ticipating retail pharmacy. There is also a mail-order feature allowing you to
save even more money on your long-term and maintenance prescription
drugs.

See pages 57-59 for more information about your Prescription Drug Pro-
gram.

Note: If your spouse has coverage under another health plan, she must fol-
low the rules of her prescription drug plan first and then file a claim with
Sav-Rx for consideration of the remaining charge. The same applies to pre-
scription drugs for any children for whom your spouse’s plan pays primary
benefits.

SPECIAL PLAN FEATURES Your Sav-Rx Prescription Drug Program
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THE WORKING SPOUSE RULE

Basic Rule

If your spouse works and is eligible for coverage through her employer, then
she is required to enroll in her employer’s health plan. If your spouse fails to
enroll in her employer’s plan, this Plan will only pay 20% of her covered
medical and prescription drug expenses.

If your spouse has already declined her employer’s plan at the time you
become eligible, the penalty reduction will not apply to her claims as long as
she opts into her employer’s plan during the next open enrollment period

Hardship Exemption

The working spouse rule will NOT apply if your spouse:
1. Has gross annual wages of less than $20,000; or

2. Has gross annual wages greater than or equal to $20,000 but less than
$30,000 and must pay more than $150 per month toward the cost of the
least expensive health plan offered by her employer.

You are responsible for demonstrating your entitlement to a hardship
exemption by submitting a letter attesting to wages and cost of coverage
from the employer on company letterhead. The Benefit Office will deter-
mine whether a spouse with variable wages qualifies for the hardship
exemption by looking at the spouse’s average wages over the past 12
months.

Additional Provisions and Exceptions to the 20% Plan Payment Rule

The Working Spouse Rule
does not apply to Plan
participants whose
employers make
multi-tiered contributions
to this Fund.

1. The Working Spouse Rule does not apply to Plan participants whose
employers make multi-tiered contributions to this Fund.

2. The working spouse rule only applies to your spouse’s claims, not to
claims incurred by your children.

3. The rule only applies to medical and drug expenses. Enrollment in the
employer’s dental and/or vision plan is not required. (However, if your
spouse does enroll in the employer’s dental and/or vision programs, this
Plan will coordinate benefits and pay secondary to the employer’s plan).

4. The working spouse rule applies EVEN IF any of the following apply:

* The working spouse’s employer’s plan does not have a single-only
coverage option.

* Medical coverage is an option under a cafeteria plan.
* The working spouse’s employer’s plan is an HMO.
*  Your spouse works part-time.

*  You are a retiree, but your spouse is still actively employed.

SPECIAL PLAN FEATURES The Working Spouse Rule
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* The employer offers an incentive to induce employees not to enroll.

5. The working spouse rule will NOT apply in any of the following situa-
tions:

*  Your spouse’s employer does not offer medical or prescription drug
coverage.

*  Your spouse’s employer requires your spouse to pay the full cost of
the healthcare coverage.

*  Your spouse’s only other option for group insurance is retiree cover-
age.

*  Your spouse’s only other option for group insurance is COBRA cov-
erage.

*  Your spouse’s only other coverage option is an HMO and your resi-
dence is more than 25 miles outside the HMO service area.

* Your spouse’s claim would have been denied under the working
spouse’s employer’s plan (for example, if the claim was for a preex-
isting condition incurred during the preexisting waiting period).

6. If this Plan pays 20% of your spouse’s claims because of this rule, her
coinsurance shares will not apply to the Plan’s out-of-pocket limits, nor
will the claim be paid at 100% if her out-of-pocket limit was previously
met by other charges.

7. You are required to provide accurate and timely information to the Fund
about your spouse’s employment status and benefit entitlement, and the
Benefit Office may require verification of this information from your
spouse’s employer.

Dual Coverage Saves You Money

When your spouse is covered by her employer’s plan and this Plan at the
same time, the two plans together will usually pay 100% of her covered
claims under the coordination of benefits rules. If your spouse requires a
hospitalization or surgery, you will generally come out ahead financially
from the dual coverage, even after her premiums are taken into account.

SPECIAL PLAN FEATURES The Working Spouse Rule
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HOW TO FILE CLAIMS

Medical Claims

Hospitals and doctors
will usually file your
claimforyou.

Ifyou need to submit
a claim yourself,
send it to YOUR LOCAL
BCBS PLAN. You can get
the address of your local
BCBS plan by calling
1-866-304-1881
(BCBSGA customer
service), or go to
www.anthem.com.

Blue Cross PPO providers throughout the country will file your claims for
you. When visiting a Blue Cross PPO provider, all you need to do is show
your .D. card. When your provider submits your claim to the local BCBS
plan, it is important that the alpha prefix from your .D. card is included.
This prefix is the key to timely and accurate claims processing.

If you need to submit a claim yourself, send itemized bills to your local
BCBS plan (the BCBS plan in the provider’s state). For example, if you
received medical services in Florida, you must submit your claim to Blue
Cross Blue Shield of Florida. Your local BCBS plan will transmit the claim
to this Plan’s home plan (BCBSGA). Be sure to include your BCBS alpha
prefix, and your group and individual identification numbers.

The Blue Cross affiliate who receives the claim will forward it electronically
to CompuSys, the Plan’s claims administrator. CompuSys will pay the
Plan’s portion of the claim and mail you an Explanation of Benefits (EOB).
You will be responsible for any deductible or coinsurance amounts, in addi-
tion to any services that are not covered by the Fund.

You may be required to complete claim forms in certain situations, including
claims for injuries. CompuSys will send you a claim form and return enve-
lope whenever you submit medical expenses for which a claim form is
needed. Claim forms will also be available on the website.

Prescription Drugs

Co-pays are your
responsibility. Do not
submit claims for co-pays.

There are no claims to file when you use the Plan’s prescription drug pro-
gram (unless another group plan is the primary payor for the person’s
claims). You pay your co-pay shares directly to the participating retail or
mail-order pharmacy.

Dental Claims

Claims should be submitted to MetLife—the dentist will usually file the
claim electronically. If you need to file a claim yourself, send it to:

MetLife Dental Claims
P.O.Box 981282
El Paso, TX 79998-1282

Be sure to include your Social Security number and your group account
number (304133).

You will receive your benefit payment explanations directly from MetLife,
and any questions you have about your claim should be directed to MetLife.

HOW TO FILE CLAIMS
e8e



NECA/IBEW Family Medical Care Plan - For Plan 15 Participants

Vision Claims
Vision Service Plan (VSP) handles claims for vision care.
You do not have to file a claim when you use a VSP doctor.
When you use an out-of-network provider:

* Pay the bill in full. Get a paid receipt and itemized bill showing the ser-
vices performed and supplies provided. The bill must be itemized, espe-
cially with regard to showing the type of lenses prescribed, i.e., single
vision, bifocal, trifocal or contacts.

* Be sure the bill includes your name, address and Social Security number
(if the patient is a dependent, the dependent’s name and birth date should

also be on the bill).
Please do not send vision Send the itemized paid bill, along with the benefit form, to VSP at the
bills to the Benefit Office. address shown below. Vision claims should be filed within six months after

the services or supplies are received.

Send out-of-network vision claims to:

Vision Service Plan
P.O. Box 997105
Sacramento, CA 95899-7105

Other Claims

Submit Life Insurance, AD&D and Weekly Disability claims to the Benefit
Office at the following address:

NECA/IBEW Family Medical Care Plan
5837 Highway 41 North
Ringgold, GA 30736

HOW TO FILE CLAIMS
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PLAN 15 SCHEDULE OF BENEFITS

You will only be entitled to a benefit shown on this schedule if it is included
in your employer’s contract with the Plan.

LIFE/DISMEMBERMENT INSURANCE
Employee Life INSUranCe .........ccecveveveerieieieenieieeeesesiee e $10,000
Retiree Life INSUTATICE ...veeeveeeeeeeeeeeeeeeeeeeeeeee e eeeeeeee e $7,500

Accidental Death & Dismemberment (AD&D) Insurance -
principal sum (employees Only) .......ccooceevierienieniiniesieeeieeeeiene $10,000

WEEKLY DISABILITY BENEFIT (Employees Only)

Weekly benefit amount:
Non-occupational disability.........ccceeveerieriieiinieiiieieeree e $250
Occupational diSability ..........cceverereeiririerieieieecee e $125
Maximum period payable per disability .........c.ccccoveveviircieincieenneens 26 weeks

Benefits start on the following day of disability:
* Accident - 1st day
* Illness - 8th day

o If a disability due to sickness lasts more than 8
weeks, benefits will be retroactively paid for the first
7 days of disability.

MAJOR MEDICAL BENEFIT

Benefits are payable only for covered expenses. Covered
expenses do not include amounts in excess of allowable
charges, or charges for treatment that is not medically nec-
essary. All benefits are subject to the maximum benefits and
limitations stated below and to all Plan conditions and
exclusions. All benefits and limitations shown are per cov-
ered person unless specifically stated otherwise.

Limitations apply to Maximum benefit payable per calendar year:
certain types of benefits—

see Special Benefits Calendar year 2012 ........ccoovevieieiirieieieieieeee e $1,250,000
and Limitations Calendar year 2013 .......ocooivieinireireeceee e $2,000,000

i 11. ..
starting on page Calendar year 2014 and after...........cccceeeveeceencncncnecnens no dollar limit

Calendar year deductibles:
PET PEISOM ..ottt ettt sb e sbe e s $350
Per family (g@regate) .....c.ooivvierieiiecieeieeteeeeeieete e $1,050

PLAN 15 SCHEDULE OF BENEFITS
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Emergency room deductible (per occurrence), waived if
visit results in an inpatient admission, applies to emergency
room facility fees and emergency room physician fees......................

Your spouse is required to Benefit reduction for failure to pre-certify an inpatient

enroll in her employer’s hospitalization

health plan. See The
Working Spouse Rule Coinsurance (payment percentages) per calendar year

starting on page 6 for

more information.

after satisfaction of the calendar year deductible:

BCBS PPO EXPENSES ..cuvveeniiieiiieiiieniieeeiiee ettt et

Emergency room treatment at an out-of-network hos-
pital for an emergency medical condition, including
professional fEeS ........ccueeviiiiiiiiiiicie e

Professional charges by an out-of-network radiologist,
pathologist or anesthesiologist for services provided
at a BCBS PPO hospital ........ccccooieiieiieiiiieceeeeeeeeeee

Out-of-network expenses (except as stated above) ..........ccceenene

PPO out-of-pocket limits per calendar year:
Per PEISON ...t e

Per family (agEregate) ...cveevvieriieieeiieeieeee et

There is no out-of-pocket Once a person’s PPO out-of-pocket limit is met, most cov-
limit for out-of-network ered BCBS PPO expenses are paid at 100% during the

charges.

remainder of the year. Your deductible does not count
toward your out-of-pocket limit. Your coinsurance percent-
age for treatment of substance abuse and mental/nervous
disorders do not apply to your out-of-pocket limit, and will
not be paid at 100%. There is no out-of-pocket limit for
non-PPO expenses.

Special Benefits and Limitations

Normal deductible and coinsurance percentages apply
unless otherwise stated.

Non-PPO ambulatory surgical centers................ccccoeevvenreennnns excluded

Preventive care provided by PPO providers................... payable at 100%
no deductible applies

No benefits are provided for preventive services provided by
non-PPO providers.

Chiropractic care - maximum allowable visits per calen-
QAT FRAT ..cutiiiiiieiie ettt ettt e e e be e e te e et e e ebeeenbaeentaeesaeas

Hearing aids - maximum allowable hearing aids ....................... one per ear
per lifetime

PLAN 15 SCHEDULE OF BENEFITS
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Outpatient rehabilitative therapy - maximum allowable
visits per calendar year for all physical, occupational and
cardiovascular rehabilitation therapy combined (excludes

inpatient therapy and speech therapy).........ccoccevevininiineninesenenceee, 25
Speech therapy for Speech therapy - maximum allowable visits per calendar
developmental delays and year for speech therapy to restore speech abilities lost due
learning disorders is not 0 STrOKE OF trAUIMA ..ottt 25

covered.
Mental or nervous disorders:
Maximum allowable inpatient days per calendar year ........................ 30

A day of partial inpatient (PHP) or intensive outpatient
(IOP) treatment counts as one-half inpatient day.

Maximum allowable outpatient/office visits per calendar

Substance abuse:
Inpatient - maximum allowable days:
Per calendar Year........ccoocuvvieiieiienieeeeee e 30
Per Tetime ..o 60

A day of partial inpatient (PHP) or intensive outpa-
tient (IOP) treatment counts as one-half inpatient day.

Outpatient/Office - maximum visits:

Per calendar Year.........ccecvvveeiieeciieeie e 30
Per LfEtime ......ocveiiiiiieeeee e 60
Skilled nursing facility - maximum allowable days per calen-
QAT FRAT ..ttt ettt et et e et e st e e et e e etee e tee e taeestae e sbeessseessseesaseesssaens 30
Home health care - maximum allowable visits per calendar year .......... 120

PRESCRIPTION DRUG PROGRAM (Through Sav-Rx)

Sav-Rx administers You pay the following co-pays directly to the participating retail or mail-
the Plan’s Prescription order pharmacy:
Drug Program.
(€151 1<) 4 (o1 PRSP 0%
Formulary brands.........cccoeoeiiiiiiiiiiiiiiicceee 20%
Non-formulary brands ..........cccceeveriiniininiieeeee 30%
minimum $40 retail,
$80 mail
After co-pay out-of-pocket limit of $1,000 per
calendar year per person has been met .............cccceeuneee. 0%
Wal-Mart and Sam’s Club If you decline a generic substitution, you must pay the cost difference
are NOT in your network. between the brand and generic. The difference does not apply to your out-of-

pocket limit and must be paid even if your out-of-pocket limit has been met.

“Generic drugs” are those with multiple manufacturers. You will have to pay
the 20% or 30% co-pay for a generic drug sold by only one or two companies.

PLAN 15 SCHEDULE OF BENEFITS
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DENTAL BENEFIT (Through MetLife)

MetLife administers the Dental Benefits are provided for active employees and their eligible depen-
Plan’s Dental Benefits. dents only. These benefits are not provided for retirees or dependents of
retirees.
Maximum payable per person per calendar year ............ccccoveeeenenee. $1,000

Maximum does not apply to children under age 19.

Payment percentage of covered charges:

No deductible applies to Preventive and DASIC CATE ......coovvviiiieieeeeeeeeeeeeeeeeeee e eeeees 80%

the Dental Benefit. X . .
Major restorative care (crowns and prosthetics)........cccceecvevvennnnee. 50%

VISION BENEFIT (Through Vision Service Plan)

The Plan’s Vision Benefit Vision Benefits are provided for active employees and their eligible depen-

is administered by Vision dents only. These benefits are not provided for retirees or dependents of
Service Plan (VSP). retirees

Vision Care Services Non-
(one per calendar year) VSP Doctor Network
Provider
Vision exam Provided in full $35
Lenses (per pair):
Single Provided in full $30
Lined bifocal Provided in full $40
Lined trifocal Provided in full $55
Lined lenticular Provided in full $55
Contacts (elective) Provided up to $120 allowance $120
Frame Provided up to $115 allowance $35
Safety Glasses*
Frame Provided up to $65 allowance $25
Lenses (per pair):
Single vision Provided in full $30
Bifocal Provided in full $35
Trifocal Provided in full $45
Lenticular Provided in full $60

* The safety glass benefit is for employees only. One pair is provided per
calendar year in addition to regular eyeglasses.

PLAN 15 SCHEDULE OF BENEFITS Vision Benefit (Through Vision Service Plan)
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ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES

This section describes the eligibility rules that apply to active bargaining unit employees. The
eligibility rules for non-bargaining unit employees are on page 30. The retiree eligibility section
starts on page 31. The rules governing COBRA coverage start on page 22.

DEFINITIONS APPLICABLE TO ELIGIBILITY

Benefit Month

Eligibility (Work)
Month

Credited Hour

A period of one calendar month during which a person is eligible for Plan
benefits because he has met the applicable eligibility requirements during
the corresponding eligibility (work) month.

A period of one calendar month during which a person meets the applicable
eligibility requirements necessary to provide benefit coverage during the
corresponding benefit month.

Any hour: 1) worked by an employee for which an employer contribution is
made to the Fund under the terms of a written plan of benefits; 2) worked by
a non-bargaining unit employee for which an employer contribution is made
under the terms of the employer’s participation agreement with the Trustees;
3) credited under the Plan’s eligibility during disability provisions; or
4) received or due from another welfare fund having a reciprocity agreement
with this Fund.

INITIAL ELIGIBILITY REQUIREMENTS

Initial Eligibility Date

You will become initially eligible on the first day of the benefit month corre-
sponding to the eligibility (work) month in which you first accumulate at
least 140 credited hours of employment for which an employer is required to
make a contribution to the Fund on your behalf. The date on which you
become initially eligible is called your initial eligibility date.

Additional Initial Eligibility Rule for New Employees - Individuals who
were never covered under the Plan in the past can earn initial eligibility if
they have 200 hours during a two-consecutive month period. The lag month
still applies. For example, 100 hours in January and 100 hours in February
earn initial eligibility effective April 1. The normal 140-hour rule described
in the paragraph above also applies—new employees will become initially
eligible by satisfying either rule.

When Benefits Start (Effective Date of Benefits)

Your benefit coverage will start on your initial eligibility date. For example,
if your employer makes contributions for you for at least 140 credited hours
for work performed in January, your coverage will start on March 1.

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Initial Eligibility Requirements
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NECA/IBEW Family Medical Care Plan - For Plan 15 Participants

If you have dependents on the date your coverage starts, their coverage will
start on that same date. If you later acquire a dependent while you are eligi-
ble, coverage will start on the date the person became your dependent. Your
dependents’ eligibility is contingent upon your eligibility.

Legal documentation (such as an original registered marriage certificate,
certified government-issued birth certificate or divorce decree) is required
by the Benefit Office before any benefits can be paid.

CONTINUING ELIGIBILITY

Once you become eligible, you and your dependents will continue to be cov-
ered during each benefit month if you meet the continuing eligibility rules
during the corresponding eligibility (work) month. The minimum credited
hour requirement for continuing eligibility is 140 hours per eligibility
month. The table below shows how eligibility months correspond to benefit
months.

Eligibility (Work) Eligibility (Work)

Month P Benefit Month Month P Benefit Month
November January May July
December February June August
January March July September
February April August October
March May September November
April June October December

YOUR HOUR BANK

After you have satisfied the initial eligibility rules, your credited hours in
excess of 140 in an eligibility (work) month will be credited to your hour
bank.

The maximum you can accumulate in your hour bank is 840 hours (140
hours times six months = 840 hours).

If you fail to have 140 credited hours in an eligibility month, the number of
credited hours necessary to make up the difference will be deducted from
your hour bank.

If your combined hours from work and your hour bank are less than 140,
you may make a self-payment for the hours you are short (see the following
section for more information). If you don’t make the self-payment but return
to work within six (6) months, the hours remaining in your hour bank can be
used to help you re-establish eligibility. If you do not return to work within
the 6-month window, any remaining amounts in your hour bank will be for-
feited.

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Your Hour Bank
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Your hour bank is not a vested benefit. The hours in your hour bank may, at
any time, be limited, changed or extinguished through Trustee action. Your
hour bank also has no monetary value.

SELF-PAYMENTS FOR SHORT HOURS

If you do not have 140 credited hours in an eligibility (work) month even
with your banked hours, you can make up to six (6) consecutive monthly
self-payments to cover the difference between your credited hours and the
number of hours needed to satisfy the 140-hour rule.

An additional 6-month self-pay period will be allowed if you return to cov-
ered employment and have at least 100 credited hours during an eligibility
(work) month that corresponds with, or immediately follows, a benefit
month during which you were eligible because of a self-payment for short
hours. Additional 6-month self-pay periods will be allowed without limit as
long as you continue to meet the 100-hour requirement.

You are only entitled to a self-pay period if you are an active employee who
is already covered under the Plan when your hours shortage occurs.

Self-payment amounts will be determined by multiplying the hours you are
short of 140 times the current hourly contribution rate. The due date for
short hours self-payments is the last day of the benefit month for which the
payment is being made.

ELIGIBILITY DURING DISABILITY

You are NOT entitled to
eligibility protection
during disability if you are
a COBRA continuee or
retiree.

If you become totally disabled, your eligibility will continue for up to twelve
(12) months under the following rules, provided that you meet ALL three of
the following requirements:

1. You must be an eligible active employee on the date your disability
starts; AND

2. You must be eligible for the benefit month which next follows the benefit
month in which you became disabled; AND

3. You must have worked enough hours and have been credited with suffi-
cient disability hours in the eligibility (work) month in which you
became disabled to satisfy the Plan’s continuing eligibility rules. This
means that the number of any disability hours to which you might be
entitled, together with your regular credited hours, must equal or exceed
140 (160 for non-bargaining unit employees who qualify for disability
hours) in the month your disability starts.

If you meet the above qualifications, you will be credited with eight disabil-
ity hours each day of the work week, Monday through Friday, during your
period of disability.

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Eligibility During Disability

eloe



NECA/IBEW Family Medical Care Plan - For Plan 15 Participants

Additional Rules Governing Eligibility During Disability

L.

You can receive disability 2.

hours for non-work-related
disabilities and work-

related disabilities. 3

4.

5

6

7.

If you do not qualify for eligibility during disability as explained above,
no credit for disability hours will be granted to you for future use.

You cannot receive disability hours if you are retired or making COBRA
self-payments.

. You can receive disability hours for non-work-related disabilities and

work-related disabilities. To receive disability hours for an occupational
disability you must have become disabled on the job while you were
working for an employer who was making contributions to the Fund on
your behalf under a collective bargaining agreement or participation
agreement. If you became disabled on the job while working for an
employer who was not signatory to a collective bargaining agreement or
participation agreement, you will NOT be eligible for disability hours.

The maximum period that your eligibility will be continued is 12 benefit
months. However, if your eligibility is continued under this provision
and you return to employment for a contributing employer before the
expiration of 12 benefit months, your eligibility will be continued for the
rest of the benefit month in which you return to work on a continuous
full-time basis and for the next two succeeding benefit months. This per-
mits your eligibility to be continued without interruption while you are
working to earn future eligibility.

. If you qualify for disability hours and you recover in the same month in

which your total disability began, you will be eligible in the benefit
month related to the eligibility month in which you were totally disabled,
provided you would have been eligible if you had worked full-time for a
contributing employer during your period of total disability.

. If you are covered under this provision for the allowed 12 months and are

still disabled and unable to go back to work, or if you recover from your
total disability but there is no work available in your jurisdiction, you
may be entitled to continue coverage by making COBRA self-payments.

If you recover after receiving disability hours and you do not go to work
for an employer contributing to the Fund, your coverage will terminate
on the date you are no longer disabled or the date your coverage termi-
nates under the Plan’s continuing eligibility rules unless you make cor-
rect and on-time COBRA self-payments.

If you die while you are covered under this provision and you have not accu-
mulated any further eligibility, your dependents will be covered for three (3)
more months starting with the first day of the month following the month in
which you die. After the 3-month period, your dependents may be entitled to
continue coverage by making COBRA self-payments.

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Eligibility During Disability
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SPECIAL CIRCUMSTANCES

Reciprocity

The Fund is signatory to the Electrical Industry Health and Welfare Recipro-
cal Agreement. The purpose of the reciprocity agreement is to permit you to
retain eligibility when contributions are made for you to another IBEW wel-
fare fund.

If you want this Fund to be your home fund when you travel outside of its
jurisdiction, you should register with the Electronic Reciprocal Transfer
System (ERTS) at any IBEW Local Union office.

Family Medical Leave Act (FMLA)

The Family Medical Leave Act (FMLA) requires certain employers (but not
all) to grant unpaid leave for specific reasons, such as the birth of a child or
a serious family illness. Eligibility for this unpaid leave is determined by the
employer, not by the Trustees of this Fund.

If you are granted a FMLA leave, you are entitled to a continuation of the
Plan’s health care benefits if your employer makes the required contribu-
tions to the Fund on your behalf. Failure of your employer to submit contri-
butions on a timely basis will result in loss of coverage under this Plan.

Military Leave

If you are called to active military duty in the uniformed services of the
United States for 3/ days or more, this Plan allows you to choose between
an eligibility freeze and making self-payments.

* Under a freeze, coverage for you and your dependents will stop during
your duty period, but the eligibility you accumulated before the call-up
will be reinstated if you return to covered employment under circum-
stances entitling you to re-employment under federal law. For example,
if, at the time of your call-up, you would have remained eligible for two
months, those two months will be held in reserve for your use immedi-
ately after you return to covered employment.

* Instead of the freeze described above, you can run out your accumulated
eligibility and then make self-payments to keep your coverage in force
while you are on military leave. You will not need health coverage for
yourself during a period of military call-up, but you may want to make
self-payments to continue coverage for your dependents. The maximum
self-payment period during a military call-up is 24 months. When you
return, you will need to continue making self-payments until you re-
establish eligibility under the regular rules (assuming you haven’t previ-
ously reached the 24-month limit). You cannot have a freeze and make
self-payments at the same time.

The eligibility freeze is the automatic (default) option. You must specifically
request a waiver of the freeze if you want to elect the self-pay option.

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Special Circumstances
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If you are covered under the Plan and are actively employed, but are absent
from covered employment for duty in the U.S. military for 30 days or less,
the Plan will credit contributions to the Plan on your behalf for the hours of
employment which you missed, provided you return to covered employment
in conformity with governing federal law.

The provisions described above are merely a summary, and other rules may
apply depending on your circumstances. If you are called to active military
duty, you should call the Benefit Office as soon as possible so that they can
explain these options to you in more detail. The eligibility freeze will auto-
matically go into effect unless you tell the Benefit Office that you would like
to make self-payments instead.

If you would like more information about your rights during a military call-
up, contact VETS at 1-866-4-USA-DOL or visit the government’s website
at www.dol.gov.vets.

In the Event of Your Death

If you die while you are an eligible employee (who is not making COBRA
self-payments), Plan coverage for your surviving dependents may be contin-
ued according to the rules explained below.

1. Your surviving dependents may be entitled to an automatic continuation
of coverage as follows:

a. If you were covered under the eligibility during disability provisions
at the time of your death, your dependents will continue to be covered
for three months starting with the first day of the month following the
month in which you die; or

b. If you were NOT covered under the eligibility during disability
provisions at the time of your death, your dependents will continue to
be covered through the end of the benefit month for which you had
earned eligibility before your death.

2. After that, your dependents can continue their coverage by making
COBRA self-payments, or by making survivor self-payments. If your
spouse chooses to make COBRA self-payments, the rules governing
COBRA coverage will apply. Note that if she elects COBRA, she will
not be entitled to make survivor self-payments at any future date. Simi-
larly, if she chooses the survivor self-payment option, she will lose the
right to elect COBRA coverage at any future date.

Rules Governing Survivor Self-Payments

If your surviving spouse is under age 62, she can make self-payments to
continue coverage for herself and any of your surviving dependent children
in accordance with the following rules:

1. The amount of the monthly self-payment is determined by the Trustees
and may be changed at any time. By making the self-payments, your

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Special Circumstances
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spouse will remain eligible for the same benefits she was eligible for
when you died.

2. Your spouse must make her first self-payment on or before the date on
which a self-payment to maintain continuous coverage is due. There
must be no lapse in coverage.

3. Each subsequent payment must be postmarked no later than the 15th day
of the month preceding the benefit month for which she is paying. Pay-
ments postmarked after the 15th will not be accepted.

4. If your spouse fails to make a self-payment on or before the date it is due,
her eligibility and the eligibility of any of your surviving dependent chil-
dren will terminate at the end of the benefit month for which she had
already paid. She will not be allowed to make any future self-payments.

5. Once a self-payment has been accepted by the Benefit Office, it will not
be returned.

6. Your spouse can continue to make self-payments until she remarries or
until one of the other events specified in No. 8-c on page 22 occurs.

7. If your spouse doesn’t elect to make survivor self-payments when she is
first entitled to do so, she will not be permitted to make self-payments at
any future date.

8. When your spouse becomes age 62, her coverage as a dependent of an
active employee will terminate and she will then be able to make self-
payments for the Plan’s Retiree Benefits.

Coverage for your surviving dependent children will terminate if your sur-
viving spouse’s coverage under this provision terminates for any reason. It
will also terminate the day the child no longer meets the Plan’s definition of
a dependent (for example, when the child hits the Plan’s limiting age).

TERMINATION OF ELIGIBILITY

Termination of Employee Benefits

You will cease to be eligible for benefit coverage under the Plan on the earli-
est of the following dates unless you are entitled to COBRA coverage and a
correct and on-time COBRA election and self-payment is made by you or on
your behalf:

1. The date the Trustees terminate the benefits provided by this Plan;

2. The date you enter the armed forces of any country on a full-time basis,
unless you make correct and on-time self-payments to continue your
coverage;

3. If you fail to meet the continuing eligibility requirements, at the end of
the last day of the benefit month corresponding to the last eligibility
(work) month for which you did meet the requirements, unless you are

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Termination of Eligibility
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6.

terminated or retire and make correct and on-time self-payments for
COBRA coverage or Retiree Benefits;

. If your coverage is being continued under the eligibility during disability

provisions, on the date you fail to meet the applicable requirements;

. If you are making COBRA self-payments, at the end of the last day of

the applicable maximum coverage period to which you were entitled and
for which correct and on-time self-payments have been made or, on the
date of occurrence of any of the events stated in Termination of COBRA
Coverage on page page 27, whichever occurs first; or

The date of your death.

Termination of Dependent Benefits

A dependent of yours will cease to be eligible for benefits from this Plan on
the earliest of the following dates unless the dependent is entitled to
COBRA coverage and a correct and on-time COBRA election and self-pay-
ment is made by or on behalf of the dependent:

L.

The date the Trustees terminate dependent benefits (or all benefits) under
the Plan;

The date the dependent enters the armed forces of any country on a full-
time basis;

. The date the dependent becomes eligible for Plan benefits as an

employee;

The date you cease to be eligible for benefit coverage for reasons other
than your death;

. For your spouse, the date of your divorce;

For a child who fails to meet this Plan’s definition of a dependent child,
on the date of loss of dependent status;

If COBRA self-payments are being made by or on behalf of the depen-
dent, at the end of the last day of the applicable maximum coverage
period to which the dependent is entitled and for which correct and on-
time self-payments have been made, or on the date of occurrence of any
of the events stated in Termination of COBRA Coverage on page 27,
whichever occurs first; or

. In the event of your death:

a. At the end of the last day of the last benefit month for which you had
earned eligibility before your death; or

b. If your eligibility was being maintained under the eligibility during
disability provisions, at the end of the last day of the third benefit
month following the month in which your death occurred; or

ELIGIBILITY FOR HOURLY BARGAINING UNIT EMPLOYEES Termination of Eligibility
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c. If your surviving spouse is making survivor self-payments to
continue coverage for herself and any of your surviving dependent
children, on the first of the following dates:

» The date any of the events in No. 1, 2 or 3 above occurs;

* The last day of the last benefit month for which a correct and on-
time self-payment was made by or on behalf of your surviving
spouse;

* The first day of the month following the month in which your
surviving spouse attains age 62 (however, she will then be offered
the opportunity to make self-payments for Retiree Benefits);

» The date your surviving spouse becomes covered under another
health care plan;

» For a surviving dependent child, the date the child ceases to meet
this Plan’s definition of a dependent child; or

» The date your surviving spouse remarries.

TERMINATION UPON EMPLOYER WITHDRAWAL

The following rules apply if an employer withdraws from the NECA/IBEW
Family Medical Care Trust Fund. A withdrawal occurs when an employer’s
collective bargaining agreement ceases to require contributions to the Plan
for active employees. The Trustees in their sole discretion may also deem
that a withdrawal has occurred if an employer ceases to make required con-
tributions to the Plan for two consecutive months. A withdrawal can also
occur when a local union negotiates health benefit coverage for a substantial
number of its members under a plan other than this Plan.

When a withdrawal occurs, persons having Plan coverage because of current
or past employment with the employer that has withdrawn will cease to be
eligible for coverage under this Plan on the date the employer withdraws
from the Plan. This includes active employees, employees (and dependents)
making self-payments, individuals on COBRA coverage (unless federal law
requires the Plan to continue the person’s COBRA coverage), individuals
maintaining coverage due to reciprocity, non-bargaining unit employees of
the affected employers, and dependents. Termination of eligibility also can-
cels all of an employee’s credited hours. Therefore, no extended eligibility
otherwise available under the Plan because of credited hours will be avail-
able. The Plan has no responsibility for claims incurred after the date of
withdrawal from the Plan.

COBRA COVERAGE

Federal law, the Consolidated Omnibus Budget Reconciliation Act
(COBRA), gives you (the employee) and your eligible dependents the right
to be offered an opportunity to make self-payments for continued health care
coverage if coverage is lost for certain reasons. This continued coverage is
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called “continuation coverage,” “COBRA continuation coverage,” or
“COBRA coverage.” Below is an outline of the rules governing COBRA
coverage. If you have any questions about COBRA, call the Benefit Office.

Failure to continue your group health coverage by electing COBRA cover-
age will affect your future rights under federal law. First, you can lose the
right to avoid having preexisting condition exclusions applied to you by
other group health plans if you have more than a 63-day gap in health cover-
age, and COBRA coverage may help you avoid such a gap. Second, you will
lose the guaranteed right to purchase individual health insurance policies
that do not impose such preexisting condition exclusions if you do not get
continuation coverage for the maximum time available to you. Finally, you
should take into account that you have special enrollment rights under fed-
eral law. You have the right to request special enrollment in another group
health plan for which you are otherwise eligible (such as a plan sponsored
by your spouse’s employer) within 30 days after your group health coverage
ends because of the qualifying event that is causing your loss of coverage
under this Plan. You will also have the same special enrollment right at the
end of your COBRA coverage period if you get COBRA coverage for the
maximum time available to you.

Qualifying Events/Maximum Coverage Periods

Refer to page 18 for
information aboutyour
self-payment rights when
you leave covered
employment for active
duty in the U.S. military.

1. 18-Month Maximum Coverage Period - You and/or your eligible
dependents are entitled to elect COBRA coverage and to make self-pay-
ments for the coverage for a maximum period of up to 18 months after
coverage would otherwise terminate due to one of the following events
(called “qualifying events™):

* A reduction in your hours.

* Termination of your employment (which includes retirement).

2. 29-Month Maximum Coverage Period - If you or an eligible depen-
dent is disabled (as defined by the Social Security Administration for the
purpose of Social Security disability benefits) on the date of one of the
qualifying events listed above, or if you or an eligible dependent
becomes so disabled within 60 days after an 18-month COBRA period
starts, the maximum coverage period will be 29 months for all members
of your family who were covered under the Plan on the day before that
qualifying event. The COBRA self-payment may be higher for the extra
eleven (11) months of coverage for the family. Also, you must notify the
Benefit Office within 60 days of such a determination by the Social
Security Administration and within the initial 18-month period, and
within 30 days of the date Social Security determines that the person is
no longer disabled.

3. 36-Month Maximum Coverage Period - Your dependents (spouse or
children) are entitled to elect COBRA coverage and to make self-pay-
ments for the coverage for up to 36 months after coverage would other-
wise terminate due to one of the following qualifying events:
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* Your divorce from your spouse.
* A dependent child’s loss of dependent status.
*  Your death.

Special Medicare Entitlement Rule - A special rule provides that if you
(the covered employee) become entitled to Medicare benefits (either
Part A or Part B) before experiencing a qualifying event that is a termi-
nation of employment or a reduction of hours, the period of coverage for
your spouse and dependent children will be 36 months measured from
the date of your Medicare entitlement, or 18 months from the date you
lose coverage because of a reduction in hours or termination of employ-
ment, whichever is longer.

4. Multiple Qualifying Events - If your dependents are covered under
COBRA coverage under an 18-month maximum coverage period due to
termination of your employment or a reduction in your hours and then a
second qualifying event occurs, their COBRA coverage may be extended
as follows:

» Ifyou die, or if you are divorced, or if a child loses dependent status
while your dependents are covered under an 18-month COBRA cov-
erage period, your dependent(s) who are affected by the second quali-
fying event are entitled to COBRA coverage for up to a maximum of
36 months minus the number of months of COBRA coverage already
received under the 18-month continuation.

* Only a person (spouse or child) who was your dependent on the day
before the occurrence of the first qualifying event (termination of
your employment or a reduction in your hours) is entitled to make an
election for this extended coverage when a second qualifying event
occurs. Exception: If a child is born to you (the employee), or adopted
by you, or placed with you for adoption during the first 18-month
COBRA period, that child will have the same election rights when a
second qualifying event occurs as your other dependents who were
eligible dependents on the day before the first qualifying event.

It is the affected dependent’s responsibility to notify the Benefit Office
within 60 days after a second qualifying event occurs. If the Benefit
Office is not notified within 60 days, the dependent will lose the right to
extend COBRA coverage beyond the original 18-month period.

Benefits Provided Under COBRA Coverage

When you or a dependent elect and make self-payments for COBRA cover-
age, you will be eligible for the same medical, prescription drug, dental and
vision coverage you had when your qualifying event occurred. COBRA
coverage does not include Life and AD&D Insurance, or Weekly Disability
Benefits.
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Notification Responsibilities

1. If you get divorced, or if your child loses dependent status, you, your
spouse or child must notify the Benefit Office and request a COBRA
election notice. The Benefit Office must be notified within 60 days of the
date of the qualifying event or within 60 days of the date coverage for the
affected person(s) would terminate, whichever date is later.

2. For purposes of extending an 18-month maximum coverage period to
29 months, the Benefit Office must be notified of the person’s determina-
tion of eligibility for Social Security disability benefits within 60 days of
the Social Security notice of such determination and before the end of the
initial 18-month period. The Benefit Office must also be notified within
30 days of the date Social Security determines that the person is no lon-
ger disabled.

3. It is your employer’s responsibility to notify the Benefit Office of any
other qualifying events that could cause loss of coverage. However, to
make sure that you are sent notification of your election rights as soon as
possible, you or a dependent should also notify the Benefit Office and
request a COBRA election notice any time any type of qualifying event
occurs.

In order to protect your family’s rights, you should keep the Benefit Office
informed of any changes in the addresses of family members. You should
also keep a copy, for your records, of any notices you send to the Benefit
Office or that the Benefit Office sends to you.

Electing COBRA Coverage

1. When the Benefit Office is notified of a qualifying event, and you
request notification about your COBRA rights, an election notice will be
sent to you and/or your dependent(s) who would lose coverage due to the
event. The election notice tells you about your right to elect COBRA
coverage, the due dates, the amount of the self-payments, and other perti-
nent information.

2. An election form will be sent along with the election notice. This is the
form you or a dependent fill in and return to the Benefit Office if you
want to elect COBRA coverage.

3. The person electing COBRA coverage has 60 days after he is sent the
election notice or 60 days after his coverage would terminate, whichever
is later, to return the completed election form. An election of COBRA
coverage is considered to be made on the date the election form is per-
sonally delivered or mailed back to the Benefit Office (the postmark date
will govern the date of mailing).

4. If the election form is not returned to the Benefit Office within the allow-
able period, you and/or your dependents will be considered to have
waived your right to COBRA coverage.
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COBRA Self-Payment Rules

1. COBRA coverage self-payments must be made monthly and must be
received by the Benefit Office in a timely manner. Your self-payment
will be considered on time if it is personally delivered or mailed by the
due date. (Postmarks affixed by the U.S. Postal Service will be consid-
ered proof of date of mailing. Postage meter imprints or any other evi-
dence of mailing date, including date imprints by overnight courier
services such as UPS or Airborne, will not be considered proof of date of
mailing unless payment is actually delivered to the Benefit Office no
later than the first business day immediately following the mailing date
shown.)

2. Self-payment amounts are determined by the Trustees based on federal
regulations. The amounts are subject to change, but not more often than
once a year unless substantial changes are made in the benefits.

3. A person electing COBRA coverage has 45 days after the signed election
form is returned to the Benefit Office to make the initial (first) self-pay-
ment for coverage provided between the date coverage would have ter-
minated and the date of the payment. (If a person waits 45 days to make
the initial payment, the next monthly payment may also fall due within
that period and must also be paid at that time.)

4. The due date for each following monthly self-payment is the first day of
the month for which payment is made. A monthly self-payment will be
accepted if it is received by the Benefit Office within a 30-day grace
period after the due date. Your self-payment will be considered on time if
it is personally delivered or mailed by the due date.

5. If a self-payment is not made within the time allowed, COBRA coverage
for all affected family members will terminate. You may not make up the
payment or reinstate coverage by making future payments.

Additional COBRA Coverage Rules

1. COBRA coverage may not be elected by anyone who was not eligible for
Plan benefits on the day before the occurrence of a qualifying event.

2. Each member of your family who would lose coverage because of a
qualifying event is entitled to make a separate election of COBRA cover-
age.

3. If you elect COBRA coverage for yourself and your dependents, your
election is binding on your dependents.

4. If coverage is going to terminate due to your termination of employment
or reduction in hours and you don’t elect COBRA coverage for your
dependents when they are entitled to the coverage, your dependent
spouse has the right to elect COBRA for up to 18 months for herself and
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any children within the time period that you could have elected COBRA
coverage.

. A person who is already covered by another group health plan or Medi-

care may elect COBRA coverage. However, if a person becomes covered
under another group health plan or Medicare after the date of the
COBRA election, his COBRA coverage will terminate (unless he has a
preexisting condition that would cause the other plan to limit or exclude
benefits).

. You do not have to show proof that you and/or your dependents are

insurable in order to be entitled to COBRA coverage.

Termination of COBRA Coverage

Normally, COBRA coverage for a person will terminate at the end of the last
month of the maximum period to which the person was entitled and for
which correct and timely payments were made. However, COBRA coverage
for a covered person will terminate before the end of the maximum period
when the first of the following events occurs:

1.

2.

A correct and timely payment is not made to the Fund.

After an election of COBRA coverage, the person becomes entitled to
Medicare benefits.

. After an election of COBRA coverage, the person becomes covered

under another group health care plan. Exception: This termination rule
will not apply if the person has a preexisting medical condition that
would cause benefits to be excluded or limited under the other plan.

This Plan no longer provides group health coverage to any employees.

. The person was receiving extended coverage for up to 29 months due to

his or another family member’s disability, and Social Security deter-
mines that he or the other family member is no longer disabled.
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ELIGIBILITY FOR MONTHLY BARGAINING UNIT EMPLOYEES

A “monthly bargaining unit employee” is a person who works for an
employer whose collective bargaining agreement with the Trustees requires
the employer to make contributions to the Fund for a specified amount per
employee per month. Some employers make multi-tiered contributions to
the Fund, meaning that they pay different rates for employee-only compared
to family coverage. The terms and amount of the required contributions are
established by the Trustees and set forth in the employer’s collective bar-
gaining agreement.

Employee Coverage

If you are a monthly bargaining unit employee, your initial and continuing
eligibility will be determined by the terms of the collective bargaining
agreement.

When you are eligible for benefits in accordance with that agreement, the
benefits that you will be able to receive are the same medical and prescrip-
tion drug Plan benefits provided for hourly bargaining unit participants.
Your employer’s contract with the Plan may also include one or more of the
Plan’s supplemental benefits, such as dental and vision coverage.

You will be able to make COBRA self-payments if your coverage termi-
nates due to a COBRA qualifying event. (Your employer’s failure to make a
timely and correct contribution to the Fund is not in itself a qualifying
event.)

When you retire, you may participate in the Retiree Benefits program under
the same terms and conditions as hourly bargaining unit participants.

If you die while eligible under the Plan, coverage for your surviving depen-
dents will be provided under the provisions that apply to hourly bargaining
unit participants.

The hour bank provisions, short-hours self-payment rules, and the eligibility
during disability provisions do NOT apply to you.

Dependent Coverage

Coverage for monthly bargaining unit employees generally includes depen-
dent coverage. However, an employer making multi-tiered contributions
must make the required payments to the Fund for your dependents.

If your employer is making multi-tiered contributions, and you initially
decline dependent coverage because your dependent is covered under
another group health plan either as an employee or a dependent, or under a
private health insurance policy, then you can add that family member to
your coverage later. You may also postpone enrollment of a dependent who
is covered under Medicaid or a State Children’s Health Insurance Plan
(CHIP). To add your dependent after the other coverage terminates, you

ELIGIBILITY FOR MONTHLY BARGAINING UNIT EMPLOYEES
eo28e@



NECA/IBEW Family Medical Care Plan - For Plan 15 Participants

must make application within 30 days of the date the other coverage ends
(60 days if the other coverage was Medicaid or CHIP). You must include
written documentation from the other employer or health plan showing the
effective date and termination date of the other coverage. In addition, if you
initially decline dependent coverage, you may enroll your dependent later if
the dependent becomes eligible for premium assistance through a state Med-
icaid or CHIP program. You must request enrollment, and provide written
proof of the dependent’s Medicaid or CHIP eligibility, within 60 days of the
date the other coverage starts.
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ELIGIBILITY FOR NON-BARGAINING UNIT EMPLOYEES

Contributions for non-bargaining unit participants must be made to the Plan
in accordance with the provisions of the employer’s participation agreement
with the Trustees. Some agreements require the employer to contribute
based on a certain number of hours and others require a specified contribu-
tion amount per month.

If this applies to you, your initial and continuing eligibility will be deter-
mined by the terms of the participation agreement. The benefits you and
your covered dependents will be able to receive are also determined by the
terms of this agreement.

If your employer is contributing based on hours (this applies to industry-
related staff employees of IBEW Unions, or their related funds and credit
unions), you may not make short-hours self-payments to continue coverage,
but if the participation agreement so provides, the hour bank provisions will
apply if your employment terminates, and the eligibility during disability
provisions will apply if you become totally disabled.

If your employer is contributing on a monthly basis (this applies to all other
non-bargained-for employees, including contractors and employees of con-
tractors, and employees of NECA chapters), the hour bank provisions, short-
hours self-payment rules, and the eligibility during disability provisions do
not apply to you.

Whether your employer contributes based on hours or specified monthly
amounts, you will be able to make COBRA self-payments if your coverage
terminates due to a COBRA qualifying event. (Your employer’s failure to
make a timely and correct contribution to the Fund is not in itself a qualify-
ing event.)

In addition, you may participate in the Retiree Benefits program under the
same terms and conditions as hourly bargaining unit participants, and if you
die while eligible under the Plan, coverage for your surviving dependents
will be provided under the provisions that apply to hourly bargaining unit
participants.
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RETIREE ELIGIBILITY

You will only be entitled
to Retiree Benefits if and
to the extent they are
included in your
employer’s contract
with the Plan.

You may have a choice of two types of continued Plan coverage for yourself
and your dependents when you retire:

1. COBRA Coverage - You may be entitled to make COBRA self-pay-
ments for up to 18 months; OR

2. Retiree Benefits - You can make self-payments for Retiree Benefits as
long as you meet the eligibility requirements and make on-time self-pay-
ments.

COBRA COVERAGE FOR RETIREES

For more information see
“COBRA Coverage”
starting on page 22.

Retirement is a qualifying event under COBRA coverage. When you retire,
you may be entitled to make self-payments for up to 18 months for contin-
ued coverage under the COBRA coverage rules. If you are receiving pension
benefits and elect COBRA coverage, you CANNOT get into the Retiree Ben-
efits plan later, regardless of the length of your COBRA coverage period.

Medicare entitlement is a terminating event under COBRA coverage. A per-
son who is not eligible for Medicare when the election of COBRA coverage
is made but who later becomes eligible for Medicare will lose the right to
make any additional self-payments for COBRA coverage.

RETIREE BENEFITS

The privilege of making self-payments by either you or your spouse to
maintain eligibility for Retiree Benefits is not an “accrued benefit.” The
right to change, reduce or eliminate any and all aspects of benefits provided
for retirees and their dependents, including the right to increase the retiree
self-payment rate, is a right specifically reserved to the Trustees.

When You Retire

When you retire, if you qualify for Retiree Benefits, your bank hours will be
used to maintain your eligibility as an active employee until your hours are
exhausted. When your bank hours have been exhausted, your coverage
under the Retiree Benefits plan will start. Thereafter, if your employer con-
tributed into the Special Fund, your Special Fund Account may be used to
make your self-payments for Retiree Benefits (see page 69 of this booklet
for a description of the Special Fund program). You need not use your Spe-
cial Fund account for this purpose, but you may hold it in reserve to cover
eligible medical expenses not covered by the regular plan (see “What Your
Account Can Be Used for” starting on page 69).

Remember, only bargaining unit participants, which includes business man-
agers, are entitled to bank hours or Special Fund Accounts. Non-bargained
participants in the Plan, such as office employees, unless they are organized
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or work under a collective bargaining agreement, as well as NECA repre-
sentatives or employees, are non-bargained participants in the Plan.

Eligibility Requirements for Retiree Benefits

To be eligible to make self-payments for Retiree Benefits, you must meet
the following requirements:

Early and Normal Retirements
1. You must be at least age 55; AND

2. You must be retired from any and all employment in the electrical indus-
try or any organization affiliated with the electrical industry; AND

3. You must be receiving retirement benefits either from an industry plan or
Social Security; AND

4. You must be eligible for benefits from this Plan on the day immediately
preceding the effective date of your Retiree Benefits; AND

5. You must have been eligible for coverage under this Plan or a predeces-
sor plan for 48 of the 60 months preceding the effective date of your
Retiree Benefits (the 48 coverage months do not have to be consecutive).

Disability Retirements

1. You must be receiving disability retirement benefits either from an indus-
try plan or Social Security; AND

2. You must be eligible for coverage under this Plan on the day immediately
preceding the date your disability pension becomes effective.

Retiree Benefits Coverage

Retirees are eligible Retiree Benefits are identical to Plan 15 medical benefits, including pre-
for medicaland scription drug coverage. A $7,500 Life Insurance benefit is also provided for
prescription drug benefits, covered retirees. Dental Benefits, Vision Benefits, AD&D Insurance and

and a $7,500 Life . . . .
Insurance benefit. Weekly Disability Benefits are NOT provided for retirees or their depen-

Retiree Benefits do NOT dents.

include Dental, Vision, . - « » :
Weekly Disability Benefits, Note: Your medical benefits do not “start over” when you retire. Any

or AD&D Insurance. amounts previously applied to any annual, lifetime or per-cause limits and
maximums will carry over and count against those same benefit caps under
your Retiree Benefits. (This applies to your dependents also.)

Any family member who was an eligible dependent of yours on your retire-
ment date will also be eligible for Retiree Benefits. You can drop dependent
coverage when you retire but if you do your dependent’s coverage cannot be
reinstated at a later date.

You cannot add a dependent after your Retiree Benefits start.
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If your spouse is an eligible dependent on the date of your death, your
spouse may continue making self-payments to continue her coverage (see
“Benefits for Surviving Dependents of Retirees” on page 35.)

Living Well Health Management Program

The Plan provides a program called the Living Well Health Management
Program to help retirees under age 65 and their spouses with diabetes, car-
diovascular disease or obesity to improve their quality of life. This program,
which is administered by Med-Care Management, Inc., is explained in a
separate brochure available from the Benefit Office. If you would like to
enroll in the Living Well Health Management Program, call 1-866-844-4222
and a nurse will enroll you. There is no cost to you, and all information you
share with the nurses is confidential.

Postponement due to Spousal Coverage

* You can postpone Retiree Benefits coverage for your spouse if your
spouse has employer-provided group health coverage. You can also sus-
pend Retiree Benefits coverage for your spouse if, after you retire and
elect spousal coverage, your spouse becomes eligible under another
employer-provided plan. During the time your spouse has the other cov-
erage, you will only need to pay the single rate for Retiree Benefits for
yourself, provided you have no other eligible dependents. Then, when
your spouse’s coverage terminates (for example, when your spouse
retires), you can start paying the higher rate for both you and your spouse.

» To postpone or suspend coverage for your spouse, you must provide
proof of your spouse’s other coverage to the Benefit Office. To reinstate
spousal coverage, you must submit proof that the other coverage has
ended. Proof must be submitted within one month after the other cover-
age terminates. There cannot be a coverage gap of more than one month.

* Your spouse’s Retiree Benefits coverage cannot be reinstated unless and
until her other coverage terminates.

This rule does not apply to retirees—it is only for spouses. However, if a
retiree has a dependent child who is also covered by the spouse’s plan,
Retiree Benefits coverage for that child can be postponed or suspended, and
later reinstated, along with the spouse’s.

Coordination of Benefits with Medicare Parts A and B

It is important that you
and your spouse enroll in
Medicare Part AAND
Part B when you are first
eligible to do so.

If you and/or your spouse are eligible to participate in Medicare, this Plan’s
benefits will be calculated as though benefits under Medicare Part A AND
Part B have been paid, whether or not you are actually enrolled in both
Parts. You and your spouse should enroll in both Medicare Part A AND Part
B when eligible to do so.
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Medicare Part D Prescription Drug Plans

Medicare prescription drug coverage is available to everyone with Medi-
care. This coverage is provided through private plans approved by Medicare
(often referred to as “Medicare Part D plans”), and you must pay a monthly
premium for Part D coverage.

Medicare-eligible retirees (and Medicare-eligible spouses of retirees) have
the option of dropping this Plan’s prescription drug coverage and switching
to a Medicare Part D plan.

*  You cannot choose dual coverage.

*  Your self-payment amount to this Fund will not go down if you elect to
pay premiums for a Part D plan.

* This Fund will not pay your Part D plan premiums.
* You and your spouse can be covered under different drug plans.

* You must inform the Benefit Office if you or your spouse chooses Part D
coverage. If you do not provide timely notification, and if the Plan con-
tinues to pay your drug expenses, you will have to repay the Fund for the
amount it paid. Your double coverage could also cause problems and
overpayment situations with your Part D plan.

» Ifyou elect a Medicare Part D plan, you will still be eligible to receive all
of your medical (hospital and physician) benefits from this Plan.

* You can get back into this Plan’s prescription drug program later, but
only after you drop your Part D plan.

Please note that this Plan’s prescription drug coverage for retirees is at least
as good or better than the coverage provided under a standard Part D plan.
Because of this you can keep this coverage and not have to pay an extra late
enrollment penalty if you later decide to enroll in Medicare Part D coverage.
However, the Medicare Part D late enrollment penalties will apply if there is
a gap of 63 days or more between your termination date under this Plan and
the start of your Part D plan.

SELF-PAYMENT RULES FOR RETIREE BENEFITS

1. You must make your first self-payment on or before the date on which a
self-payment to maintain continuous coverage is due. There must be no
lapse in coverage between active employee coverage and your Retiree
Benefits coverage.

2. The amount of the monthly self-payment is determined by the Trustees
and may be changed at any time. Self-payment amounts for retirees are
based on the retiree’s dependent status and whether or not the retiree and/
or his dependents are eligible for Medicare.
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3. You must mail your self-payments to the Benefit Office. Each payment
must be postmarked no later than the 15th day of the month preceding
the benefit month for which you are paying in order to be accepted by the
Benefit Office. For example, to be covered during the March benefit
month, your self-payment must be postmarked no later than February
15th.

4. Ifyou fail to make a self-payment on or before the date it is due, your eli-
gibility for Retiree Benefits will terminate at the end of the benefit month
for which you have already paid. You will not be allowed to make any
future self-payments.

5. Once a self-payment has been accepted by the Benefit Office, it will not
be returned.

6. If you die while making self-payments for Retiree Benefits, your surviv-
ing spouse can continue coverage for herself and any dependent children
by making self-payments as explained in the next section.

If You Return to Work

If you return to active employment and have sufficient credited hours to
reestablish your eligibility, you will become covered as an active employee
and your Retiree Benefits will be suspended. You will not have to make self-
payments as long as your active coverage remains in effect. You can resume
making retiree self-payments when you return to retired status.

If you do not have enough credited hours to reestablish eligibility, your
hours will not be used to offset your self-payments for Retiree Benefits, nor
can you make self-payments to make up the shortage.

BENEFITS FOR SURVIVING DEPENDENTS OF RETIREES

If your death occurs while you are making self-payments for Retiree Bene-
fits, your surviving spouse can continue to make retiree self-payments for
herself and any dependent children, subject to the following rules:

1. The self-payments must be made according to the same provisions that
applied to the self-payments made by you.

2. Your surviving spouse can continue to make self-payments until the ear-
lier of the date on which she remarries or dies unless coverage terminates
earlier according to the termination rules stated in the next section.

3. If there is no surviving spouse, or if your spouse dies while making self-
payments for continued Retiree Benefits, your surviving dependent chil-
dren or a legal guardian can make self-payments for continued Retiree
Benefits on behalf of the children, subject to the following rules:

a. Self-payments may be made on behalf of the children for up to a
maximum of 36 months, minus any self-payments made by you
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TERMINATION

Retirees

before your death and/or any self-payments made by your surviving
spouse before her death. If you and/or your spouse have already made
a total of 36 self-payments for Retiree Benefits, no self-payments
may be made by or on behalf of the children.

b. The self-payments must be made according to the provisions of Self-
Payment Rules for Retiree Benefits as though the self-payments were
being made by you.

c. Benefits for a surviving dependent child will terminate at the earlier
of the end of the allowable maximum coverage period or the date the
child fails to meet the Plan’s definition of a dependent, unless
coverage terminates earlier in accordance with the following
termination rules.

OF RETIREE BENEFITS

You will cease to be eligible for the applicable benefits provided by the Plan
for retirees on the first to occur of the following dates:

1

2.

. The date the Trustees terminate Plan benefits;
The date the Trustees terminate Plan benefits for retirees;

. The last day of the benefit month preceding the benefit month for which
you fail to make a correct and on-time self-payment;

. If you go to work for an employer in the electrical industry who is not
required to make contributions on your behalf to an IBEW-NECA-spon-
sored health and welfare fund, on the last day of the month that precedes
the month that your electrical industry employment begins; or

. The date of your death.

Dependents of Retirees

A dependent of yours will cease to be eligible for Plan coverage on the first
to occur of the following dates:

1.

The date your eligibility for Plan coverage terminates for any reason
other than your death;

The date the Trustees terminate Plan coverage for dependents of retirees;

The date the dependent enters the armed forces of any country on a full-
time basis;

The date on which the dependent ceases to meet this Plan’s definition of
a dependent unless the dependent is entitled to COBRA coverage and a

RETIREE ELIGIBILITY Termination of Retiree Benefits
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correct and on-time election and self-payment is made by or on behalf of
the dependent according to the rules governing COBRA coverage;

5. In the event of your death while you are making self-payments for
Retiree Benefits:

a. At the end of the last day of the last benefit month for which you had
made a self-payment before your death unless self-payments are
made by or on behalf of the dependent according to the rules
governing benefits for surviving dependents of retirees; or

b. If your surviving spouse is making self-payments to continue Retiree
Benefits for herself and any dependent children:

If a correct and on-time self-payment fails to be made by or on
behalf of the dependent, at the end of the last day of the last bene-
fit month for which a correct and on-time self-payment was made
by or on behalf of the dependent;

The date the dependent fails to meet the definition of a dependent;

With respect to the surviving spouse, the date on which she remar-
ries or dies, whichever occurs first; or

With respect to a dependent child in the event of the surviving
spouse’s death, at the end of the last day of the benefit month in
which the spouse’s death occurs unless self-payments are made by
or on behalf of the child;

c. If Retiree Benefits for a dependent child are being continued by self-
payments by or on behalf of a dependent child because there is no
surviving spouse or because of the surviving spouse’s death:

If a correct and on-time self-payment fails to be made by or on
behalf of the child, at the end of the last day of the last benefit
month for which a correct and on-time self-payment was made by
or on behalf of the child;

The date the child fails to meet the definition of a dependent; or

At the end of the last day of the last month of the allowable maxi-
mum coverage period to which the child was entitled and for
which correct and timely self-payments have been made according
to the rules governing benefits for surviving dependents of retir-
ees.

RETIREE ELIGIBILITY Termination of Retiree Benefits
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EMPLOYEE AND RETIREE LIFE INSURANCE

You will only be entitled
to this benefit if it is
included in your
employer’s contract
with the Plan.

Life Insurance is provided under a group term life insurance policy issued
by a life insurance company selected by the Trustees. Life Insurance benefit
payments are governed by the terms of the insurance policy. If there is an
inconsistency or question of interpretation between the policy and this book-
let, the terms of the policy will prevail.

$10,000 in employee Life Insurance is provided for active eligible employ-
ees. $7,500 in Life Insurance is provided for eligible retirees.

If you die while eligible for Life Insurance, your death benefit will be pay-
able to the person you have named as your beneficiary regardless of the
cause of your death.

A certified copy of your death certificate must be submitted to the Benefit
Office within twelve months after the date of your death in order for your
beneficiary to receive the benefit.

YOUR BENEFICIARY

It is your responsibility to see that the person you want to receive your Life
Insurance has been named as your beneficiary and is on file in the Benefit
Office. You can obtain a beneficiary designation form from the Benefit
Office.

If you name more than one beneficiary and you don’t identify how much
each is to get, or if you don’t identify “contingent” beneficiaries, the named
beneficiaries will share equally. If you haven’t named a beneficiary (or if
your beneficiary dies before you do), your Life Insurance benefit will be
paid to your first survivor in the following successive classes: your spouse,
children, parents, brothers and sisters or your estate. If there is more than
one survivor in the class payment is made to, the survivors in that class will
share equally.

CONTINUATION OF LIFE INSURANCE DURING TOTAL DISABILITY

Your Life Insurance may be continued at no cost to you if you become
totally and permanently disabled while you are eligible for Plan benefits.
The amount of your continued Life Insurance is the amount you were eligi-
ble for on the date you became disabled. The conditions for receiving this
continuation are as follows:

1. Your total disability must start before your 60th birthday.

2. You must be totally and completely unable to perform any and all work
in any occupation or business for wage, compensation, or profit.

EMPLOYEE AND RETIREE LIFE INSURANCE
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3. Your total disability must last for at least nine (9) months (or up to the
date of your death if death occurs within 9 months from the date you
become disabled).

4. You must provide the Trustees with acceptable medical proof that your
disability has lasted for at least 9 months. The proof must be furnished
after you have been disabled for at least 9 months and before your dis-
ability has lasted for twelve months. If the Trustees so request, you must
agree to be examined periodically (but not more often than is reasonable)
by a doctor chosen by the Trustees.

5. Annually thereafter, if requested by the Trustees, you must provide proof
that you remain disabled.

Your Life Insurance will be continued as long as you are disabled. When
your disability ends, or if you retire, or if you fail to comply with the above
proof requirements, your Life Insurance will no longer be continued.

CONVERSION PRIVILEGE

If your Life Insurance is going to terminate because your eligibility termi-
nates, because of retirement, or because the group insurance policy termi-
nates, you can convert all or a portion of your life insurance benefit to an
individual policy without having to submit proof of good health.

The amount of insurance you can convert varies, and is based on the provi-
sions in the Fund’s contract with the insurance company. The premium rates
for the conversion policy will be the insurance company’s premium rates in
effect for the amount and type of policy elected, and will be further based on
your age and class of risk.

If you wish to apply for an individual policy under this provision, you must
submit a written application and make your first premium payment within
31 days from the date your Plan coverage terminates. Please contact the
Benefit Office for more information about how to complete the application
process.

EMPLOYEE AND RETIREE LIFE INSURANCE
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AD&D INSURANCE

You will only be entitled
to this benefit if it is
included in your
employer’s contract
with the Plan.

Accidental Death and Dismemberment (AD&D) Insurance is provided for
active eligible employees only.

AD&D Insurance benefits are payable if you suffer any of the losses listed
on the Table of Losses below while you are eligible for AD&D Insurance.
The loss must have resulted from an accident that occurred while you were
eligible for AD&D Insurance, and the loss must have been suffered within
365 days of the accident.

AMOUNT OF AD&D BENEFIT

The principal sum of your AD&D Benefit is $10,000. The total amount pay-
able for all losses resulting from any one accident cannot exceed this amount.
If you suffer any combination of the losses on the Table of Losses as the
result of one accident, only one amount (the largest) is payable for all losses.
The amount paid for accidental death is in addition to your Life Insurance.

TABLE OF LOSSES

Amount Payable

Loss of Life Principal Sum (Paid to your beneficiary)

Loss of Limb(s)

Two hands, two feet, or sight of two eyes | 100% of Principal Sum

One foot and sight of one eye; or
One hand and sight of one eye; or 100% of Principal Sum
One hand and one foot

One hand, one foot, or sight of one eye 50% of Principal Sum

One thumb or index finger 50% of Principal Sum
Paralysis

Quadriplegia 100% of Principal Sum
Paraplegia or hemiplegia 50% of Principal Sum
Uniplegia 25% of Principal Sum

Loss of a hand or foot means complete severance through or above the wrist
or ankle joint.

Loss of sight means the total, permanent loss of all vision in one eye which
is irrecoverable by natural, surgical or artificial means.

Loss of a thumb and index finger of the same hand or four fingers of the
same hand means complete severance through or above the metacarpopha-
langeal joints of the same hand (the joints between the fingers and the hand).

Paralysis or paralyzed means total loss of use of a limb. A physician must
determine the loss of use to be complete and irreversible.

AD&D INSURANCE
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Quadriplegia means total paralysis of both upper and both lower limbs.

Paraplegia means total paralysis of both lower limbs or both upper limbs.
Hemiplegia means total paralysis of the upper and lower limbs on one side
of the body.

Severance means the complete and permanent separation and dismember-
ment of the part from the body.

Your beneficiary for loss of life under this benefit is the same as for your
Life Insurance. If you change your beneficiary for your Life Insurance, you
automatically change your beneficiary for this benefit.

AD&D EXCLUSIONS AND LIMITATIONS (LOSSES NOT COVERED)

No AD&D Insurance will be paid for any loss that occurs more than 365
days after the date of the accident causing the loss; or that is caused directly
or indirectly or contributed to by any of the following:

1. Suicide, attempted suicide or intentionally self-inflicted injury, while
sane or insane (except in Missouri where this applies only while sane).

2. Sickness, disease or bodily infirmity; medical or surgical treatment; or
bacterial or viral infection, no matter how contracted. (This does not
include bacterial infection that is the natural and foreseeable result of an
accidental bodily injury or accidental food poisoning.)

3. An accident occurring while you are on full-time active duty for more
than 30 days in the armed forces. Reserve or national guard active duty
or training are not excluded unless it extends beyond 31 days.

4. Commission of a felony.

5. Voluntary self-administration of any drug or chemical substance not pre-
scribed by, and taken according to the directions of a doctor. This
includes use of alcohol, non-prescriptive drugs or controlled substances,
such as PCP (also known as “angel dust”), LSD or any other haullucino-
gens, cocaine, heroin or any other narcotics, amphetamines or other stim-
ulants, barbiturates or other sedatives or tranquilizers, or any
combination of one or more of these substances. (Accidental ingestion of
a poisonous substance is not excluded.)

6. War or an act of war, whether or not declared.

7. Travel or flight in, or getting in or out of: an aircraft being used for test or
experiment; an aircraft you are flying, are learning to fly, or if you are
part of the crew of; a military aircraft, other than transport aircraft flown
by the U.S. Air Mobility Command (AMC) or a similar air transport ser-
vice of another country; an aircraft owned or leased by or for a contribut-
ing employer, its subsidiaries or affiliates, or if you are a member of his
or her household; an aircraft that does not have a valid FAA normal or
transport type certificate of airworthiness; or an aircraft that is not flown
by a pilot with a valid license.

AD&D INSURANCE
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WEEKLY DISABILITY BENEFITS

You will only be entitled
to this benefit if it is
included in your
employer’s contract
with the Plan.

Weekly Disability Benefits are designed to help replace lost wages when
you are totally disabled and unable to work. No Weekly Disability Benefits
are payable for any period of time during which you are able to work or
while you are a COBRA continuee. Weekly Disability Benefits are NOT
provided for retirees or dependents.

ELIGIBILITY FOR WEEKLY DISABILITY BENEFITS

To be eligible for Weekly Disability Benefits, you must meet the following
requirements:

1. You must be totally disabled as a result of an accidental bodily injury or
sickness and be completely unable to perform each and every duty of
your occupation or employment;

2. You must be covered under the Plan on the date your disability begins;
and

3. Your must be continuously under the care of a physician.

AMOUNT OF BENEFIT

The amount of your weekly benefit is $250 per week for non-occupational
disabilities and $125 per week for occupational disabilities. The weekly
benefit will be paid on the basis of a regular five-day work week, Monday
through Friday. No benefits are paid for Saturdays and Sundays. If benefits
are payable for a partial week, you will receive one-fifth of the weekly ben-
efit for each day of disability.

In accordance with federal law, the Fund will withhold FICA taxes from
each weekly payment, and you must include your weekly benefits in your
gross income for federal income tax purposes. If you have a question about
this, or about exclusions in the law, you should check with a competent tax
advisor or attorney.

PERIOD OF PAYMENT/WHEN BENEFITS START

Weekly benefits are payable for up to 26 weeks during any one continuous
period of disability.

Weekly benefits will begin:
1. On the first day of disability due to an accidental injury; or

2. On the eighth day of disability due to illness. However, if your disability
due to illness lasts eight weeks or more, benefits will be paid retroac-
tively for the first seven days of your disabilities.

WEEKLY DISABILITY BENEFITS
of2e



NECA/IBEW Family Medical Care Plan - For Plan 15 Participants

If your first visit to a physician is more than three days after your disability
starts, benefits will not be paid for the period before you are first examined
and determined by the physician to be totally disabled.

If a female employee is disabled due to maternity or a pregnancy-related
condition, the disability will be treated as a disability due to illness.

Successive Periods of Disability

Two or more periods of disability due to the same or related causes will be
considered one period of disability unless you return to full-time work for a
continuous period of at least two weeks between the periods of disability.
Successive periods of disability separated by less than two weeks of active
full-time work will be considered one period of disability unless the second
disability is entirely unrelated to the causes of the first disability and begins
after you return to full-time work for at least one full day.

If you have successive periods of disability due to one accident, only the
first period of disability will be considered as caused by an accident. All
other periods of disability due to that accident will be considered as due to a
sickness.

EXCLUSIONS AND LIMITATIONS
No Weekly Disability Benefits will be paid for:

1. Any disability which results from a sickness or injury for which you are
not under the direct care of a doctor.

2. Any period of disability after 26 weeks of benefits have been paid.
3. Any period after you reach age 65 or have retired.

4. Any period for which you are eligible to receive Social Security retire-
ment or disability benefits.

5. A disability caused by an act of war.

6. Any disability or days of disability caused by substance abuse:
a. Ifyou are not undergoing a covered course of treatment;
b. Beyond the date the covered course of treatment is completed; or

c. For which Major Medical Benefits are not payable by the Plan,
including a course of treatment that is terminated before it is
completed.

WEEKLY DISABILITY BENEFITS
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MAJOR MEDICAL BENEFIT

REVIEW PROGRAM

Med-Care Management, Inc. administers the Plan’s Review Program.

Inpatient Hospitalizations

Med-Care’s toll-free
telephone numberis
1-800-367-1934.

You and your dependents are required to pre-certify each inpatient hospital-
ization by calling Med-Care Management, Inc. prior to admission. The hos-
pital or physician will usually make the call for you, but it is your
responsibility to see that the call is made. In case of an emergency admis-
sion, Med-Care should be contacted within 48 hours of the admission. The
pre-certification requirement and Med-Care’s telephone number are on your
medical [.D. card.

A $250 benefit reduction will apply to hospitalizations that are not pre-certi-
fied.

Pre-certification is a requirement for both in-network and out-of-network
hospitalization benefits. Pre-certification is NOT a guarantee of payment.
Admissions are approved only when the appropriateness of the inpatient set-
ting can be substantiated. Actual payment is dependent upon the person’s
meeting the Plan’s eligibility rules.

Home Health Care and Durable Medical Equipment

You or your doctor should also call Med-Care prior to your receiving home
health care or durable medical equipment. Med-Care will pre-certify the
medical necessity of the treatment and will often be able to negotiate better
rates for the services, equipment and supplies. Pre-certification is NOT a
guarantee of payment.

DEDUCTIBLES AND BENEFIT REDUCTIONS

Calendar Year Deductibles

3350 Individual Deductible

Each calendar year you must pay the first $350 of your covered medical
expenses out of your own pocket before benefits are payable for your
remaining expenses. This deductible is based on an accumulation period of a
calendar year, and you must satisfy a new deductible each year. Only cov-
ered medical expenses can be used to satisfy a deductible. Prescription drug
co-pays do not apply to Major Medical deductibles.

$1,050 Family Deductible

After three or more persons in your family have had amounts applied to
their $350 deductibles that together equal $1,050 for a particular calendar

MAJOR MEDICAL BENEFIT Deductibles and Benefit Reductions
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year, your family deductible will have been satisfied for that year, and no
further individual deductibles will be required of you or your eligible depen-
dents for the rest of that calendar year. No one family member can meet
more than $350 of the family deductible.

Emergency Room Deductible

A $100 deductible applies to each occurrence of hospital emergency room
treatment, whether the treatment is for an accident or illness, and whether
the hospital is a PPO or non-PPO hospital. Emergency room deductibles
apply to the facility fees and the emergency room physician’s fees. No
deductible will apply if the patient is admitted to the hospital as an inpatient
directly from the emergency room. These deductibles are in addition to the
regular calendar year deductible and do not apply to the out-of-pocket limit.

Benefit Reduction for Failure to Pre-Certify

A $250 benefit reduction will apply to each inpatient hospitalization you or
any of your dependents incur that has not been pre-certified in accordance
with the Review Program requirements. If a reduction applies, $250 will be
subtracted from the covered expenses incurred during the hospitalization
before any other applicable deductible or coinsurance is taken. $250 benefit
reductions are in addition to the calendar year deductible and do not apply to
your out-of-pocket limit.

COINSURANCE (PLAN PAYMENT PERCENTAGES)

The Plan pays the following percentages for covered medical expenses after
satisfaction of any applicable deductible:

PPO EXPENSES ..cevevieiieiienieeieeieeie et 85%
Out-of-network (non-PPO) expenses:

Emergency room treatment at an out-of-
network hospital for an emergency medical
condition, including professional fees.............. 85%

Professional charges by a radiologist,
pathologist or anesthesiologist for ser-
vices provided at a BCBS PPO hospital .......... 85%

Other out-of-network expenses ....................... 75%
The coinsurance percentages described above do not apply to prescription

drugs; refer to the Prescription Drug Program section for information about
prescription drug benefits.

PPO Out-of Pocket Limit

If your annual combined 15% coinsurance amounts for covered PPO medi-
cal expenses total $1,500, the Plan payment percentage will be 100% for the
covered PPO expenses you incur during the remainder of the calendar year.

MAJOR MEDICAL BENEFIT Coinsurance (Plan Payment Percentages)
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If the combined 15% coinsurance amounts of two or more of your eligible
family members total $3,000 in a calendar year, all covered PPO expenses
incurred by your eligible family members will be paid at 100% during the
remainder of that year.

Only in-network covered medical expenses count toward your PPO out-of-
pocket limit. Out-of-network coinsurance amounts, deductibles, benefit
reductions and any charges that are not payable due to the Plan’s coverage
limitations or exclusions do not apply toward meeting these limits. Also,
your coinsurance percentages for treatment of substance abuse or mental/
nervous disorders do not apply to your out-of-pocket limit, and will not be
paid at 100% if your out-of-pocket limit was previously satisfied.

There is no individual or family out-of-pocket limit for out-of-network
expenses.

MAXIMUM BENEFITS

A maximum benefit is the most the Plan will pay for a person for a particu-
lar type of treatment. Maximums apply to each eligible family member sep-
arately, and do not start over if the person’s eligibility is interrupted, or if his
status changes—for example, when an employee becomes a retiree.

The Plan’s maximums and limitations are shown on the Schedule of Bene-
fits. Any amounts paid toward the maximum for a specific benefit also apply
to your calendar year Major Medical maximum.

COVERED MEDICAL EXPENSES

Covered medical expenses are the actual charges incurred for the following
types of services and supplies which are medically necessary. Except where
specifically stated otherwise, the services and supplies must be required in
connection with the treatment of a person’s injury or sickness. The amount
payable is subject to the maximum benefits and limitations shown on the
Schedule of Benefits and to all other limitations and exclusions that apply.
Only the amount of a charge that is considered an allowable charge is con-
sidered a covered medical expense.

1. Hospital services and supplies

a. Daily room and board, if semi-private or ward accommodations are
used, and general duty nursing care, excluding professional ser-
vices of doctors, private duty nurses or any individual nursing care,
regardless of what it is called. Charges for intensive care or cardiac
care units are also covered. If you are admitted to a hospital that
has only private rooms, covered charges are based on the hospital’s
most prevalent room rate.

MAJOR MEDICAL BENEFIT Covered Medical Expenses
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b. Other hospital services and supplies furnished to a person which
are medically necessary and required for treatment of the person’s
medical condition.

PPO ambulatory surgical center services and supplies furnished as a
result of outpatient surgery.

Other freestanding medical facilities - services provided by licensed
urgent care centers, immediate care facilities and clinics.

Surgery by a physician. A surgical assistant’s fees will also be cov-
ered when medically necessary.

Anesthetics and their administration by a physician.

Doctors’ professional services rendered either in or out of a hospital
for medical care and treatment.

Chiropractic care in accordance with the following provisions:

a. Covered chiropractic expenses include the medically necessary ser-
vices and supplies provided by a chiropractor for treatment of a
non-occupational injury or sickness, including diagnostic x-rays,
laboratory tests and imaging services.

b. Up to 15 chiropractic care visits are allowable every calendar year.

Professional services by other covered providers - professional
medical services provided by the following types of licensed providers
when the services are within the Plan’s normal covered expense provi-
sions and are rendered within the scope of each such individual’s
license and specialty, and if payment would have been made under this
Plan to a doctor for the same services:

a. An advanced practice nurse (a registered nurse) with a Master’s or
better degree who is licensed to practice in a clinical setting, for
example, an N.P., L.N.P.,, C.N.P, C.N.S., or C.R.N.A.);

b. For mental/nervous disorders and substance abuse treatment: a
licensed clinical psychologist, a licensed Masters-level clinical
social worker, a licensed Masters-level professional counselor, a
licensed psychoanalyst, or a clinical specialist psychiatric nurse;

A physician’s assistant (P.A.);

e o

A surgical assistant;

A registered nurse first assistant;

A licensed midwife (for pregnancy-related services only);
A doctor of dentistry (D.D.S.);

A podiatrist (D.P.M.); and

A doctor of optometry (O.D.).

=@ oo
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10.

11.

13.

14.

15.
16.

X-ray, laboratory examinations, and diagnostic imaging and tracing
services (such as EKGs, MRIs, computerized scans, sonograms, mam-
mograms, etc.), including services of radiologists and pathologists.

Chemotherapy and radiation, radioisotope and nuclear medicine
therapy.

Rehabilitative therapy (other than speech therapy) provided on an
outpatient basis for the following:

a. Physical therapy rendered by a registered physical therapist, or a
licensed physical therapy assistant working under the supervision
of the physical therapist on an inpatient or outpatient basis, pro-
vided the therapy is recommended by the attending doctor.

b. Occupational therapy prescribed by a physician and performed by
an accredited occupational therapist, or licensed occupational ther-
apy assistant working under the supervision of the occupational
therapist. The therapy must provide task-oriented therapeutic activ-
ities designed to significantly improve or restore physical functions
lost or impaired as a result of a disease, or injury; or to relearn daily
living or performance skills or compensatory techniques in order to
improve the level of independence. Driver training is not covered,
nor are any services related to learning disabilities, developmental
delays, mental retardation, brain damage not caused by accidental
injury or illness, minimal brain dysfunction, or dyslexia.

c. Cardiovascular rehabilitation therapy that is rendered through a
supervised medical cardiac rehabilitation program prescribed by a
physician within six months after an acute cardiovascular incident
for a patient with modifiable coronary risk factors or poor exercise
tolerance.

The Plan allows up to 25 visits for all covered rehabilitative therapy
combined per calendar year.

Speech therapy to restore speech abilities lost due to stroke or trauma.
Benefits are limited to 25 visits per person per calendar year.

Preventive care - The Plan covers a wide variety of preventive ser-
vices and supplies provided by PPO providers. The complete list is in
a separate document provided to all participants.

Breast reconstructive surgery on the breast on which a mastectomy
was performed, surgery and reconstruction of the other breast to pro-
duce a symmetrical appearance, and prostheses and treatment of phys-
ical complications, including lymphedemas.

Dialysis treatment.

Diabetic treatment - equipment, supplies, pharmacological agents,
and outpatient self-management training and education, including

MAJOR MEDICAL BENEFIT Covered Medical Expenses
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17.

18.

19.

20.

nutritional counseling for individuals with insulin-dependent diabetes,
insulin-using diabetes, gestational diabetes, and non-insulin-using dia-
betes as prescribed by the physician.

Ambulance - local service to a hospital in connection with care for a
medical emergency or if otherwise medically necessary. The Plan also
covers your transfer from one hospital to another, and air ambulance,
if medically necessary.

Mental or nervous disorders treatment as follows:

a. Hospital inpatient treatment - When treatment is rendered as an
inpatient, covered expenses include the hospital’s daily room and
miscellaneous charges, including diagnostic x-rays and laboratory
work. Benefits are payable for up to 30 days of inpatient treatment
a calendar year.

b. Partial inpatient/intensive outpatient treatment - The Plan covers
partial inpatient and intensive outpatient treatment, which is
defined as treatment provided at a facility for at least three hours
but less than twelve hours per day. Two days of such treatment
count toward the 30-day limit as one inpatient day.

c. Outpatient or office treatment - When individual treatment is ren-
dered to a patient who is not hospital confined, covered expenses
include up to ten outpatient or office visits per calendar year.

Prescription drugs for mental/nervous disorders are payable under the
Prescription Drug Program.

Substance abuse treatment at an approved substance abuse treatment
facility as follows:

a. Inpatient treatment - up to 30 days of inpatient treatment during a
calendar year and up to 60 days during the person’s lifetime.

b. Partial inpatient/intensive outpatient treatment - The Plan covers
partial inpatient and intensive outpatient treatment, which is
defined as treatment provided at a facility for at least three hours
but less than twelve hours per day. Two days of such treatment
count toward the 30-day limit as one inpatient day.

c. Outpatient or office treatment - up to 30 visits during a calendar
year and up to 60 visits during the person’s lifetime.

Prescription drugs for substance abuse treatment disorders are payable
under the Prescription Drug Program.

Dental treatment, limited to:

a. Treatment of accidental injury to sound natural teeth, including the
initial replacement of such teeth and any necessary dental x-rays,
provided the first treatment is received within twelve months of the
accident causing the injury.

MAJOR MEDICAL BENEFIT Covered Medical Expenses
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21.

22.

23.

24.

b. General anesthesia and associated hospital or ambulatory surgical
facility charges are covered in conjunction with dental care pro-
vided to the following:

* A patient who is age 7 or younger;

* An individual for whom a successful result cannot be expected
by local anesthesia due to neurological disorder; or

¢ An individual who has sustained extensive facial or dental
trauma (other than for a work-related injury).

The services listed above are the only dental-related procedures
covered under the Major Medical Benefit. The only other benefits
payable by the Plan for dental procedures, including oral surgery and
removal of impacted teeth, are provided under the provisions of the
Dental Benefit.

Maternity expenses for prenatal care and delivery in a hospital, and
medically necessary services and supplies provided in connection with
delivery in a birthing center or at home. Routine well-newborn nursery
care and pediatric visits during the initial confinement are also cov-
ered. The Plan covers pregnancy-related expenses for employees and
their dependent spouses only.

Note About Length of Maternity Confinements: An eligible female,
and her newborn infant, are entitled to at least 48 hours of inpatient
hospital care following a normal delivery and at least 96 hours of
inpatient hospital care following a Caesarean section. (The attending
provider may, however, after consulting with the mother, discharge the
mother and newborn earlier than 48 hours following a vaginal delivery
or 96 hours following a Cesarean section.) Benefits are payable for the
covered medical expenses incurred by an eligible female during the
prescribed time periods, subject to the applicable deductibles,
coinsurance and maximum benefits shown on the Schedule of
Benefits.

Vasectomies and other sterilization procedures for employees and
dependent spouses.

Certain infertility-related services - diagnostic testing to determine
the cause of a person’s infertility, and surgical or medical treatment to
treat the underlying medical cause of the infertility. Services to pro-
mote conception, including but not limited to the following, are NOT
covered: 1) hormone therapy; 2) artificial intrauterine insemination; or
3) the implanting of a fertilized egg, gamete or zygote by any means,
including but not limited to in vitro fertilization, gamete intrafallopian
transfer, or zygote intrafallopian transfer.

Obstructive sleep apnea treatment. (Treatment of snoring without
sleep apnea is not covered.)

MAJOR MEDICAL BENEFIT Covered Medical Expenses
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The Plan covers one
hearing aid per ear during
a person’s lifetime.

Up to 120 home health
care visits are covered per
calendar year.

Home health care
requires pre-certification.
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25.

26.

27.

28.

Hearing aids, including their fitting by a licensed professional - one
hearing aid per ear during the person’s lifetime.

Cochlear implants when medically necessary and appropriate for a
person with severe-to-profound sensorineural hearing impairment who
can obtain limited benefit from a conventional hearing aid, up to one
per person per lifetime.

Organ/tissue/bone marrow transplants as described in the Benefits
for Transplants section starting on page 53.

Home health care - up to 120 visits per calendar year (a visit consists
of up to four hours of care), for part-time or intermittent nursing care
provided by a home health agency, subject to the following require-
ments:

a. The services and supplies must be provided by or through a home
health agency as defined in the Definitions section;

b. A program of home nursing care must be established and approved
in writing by the patient’s doctor within seven days after an inpa-
tient hospital stay;

c. The doctor must certify that the home nursing care is for the same
or related condition for which the patient was hospitalized and that
proper and medically necessary treatment of the patient’s condition
would require hospital confinement in the absence of the services
and supplies provided as part of the program of home nursing care;
and

d. The home health care program must be pre-certified.

Covered home health care services - The following services are
covered by the Plan:
a. Visits by an R.N. or L.P.N.

b. Visits by a qualified physiotherapist or speech therapist and by an
inhalation therapist certified by the National Board of Respiratory
Therapy.

c. Visits to render services and/or supplies of a licensed medical
social services worker when medically necessary to enable the
patient to understand the emotional, social, and environmental fac-
tors resulting from or affecting the patient’s illness.

d. Visits by a home health nursing aide when rendered under the
direct supervision of an R.N.

e. Nutritional guidance when medically necessary.
f. Administration of prescribed drugs.

g. Oxygen and its administration.

MAJOR MEDICAL BENEFIT Covered Medical Expenses
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The Plan pays up to 30
days per calendar year for
covered skilled nursing
facility care.

Durable medical
equipment requires pre-
certification.

NECA/IBEW Family Medical Care Plan - For Plan 15 Participants
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30.

31.

32.

Inpatient skilled nursing facility care, including room and board and
medically necessary services and supplies for up to 30 days per person
per calendar year, subject to all the following requirements:

a. A doctor must certify that the confinement and nursing care are
necessary for the patient’s recuperation from an injury or sickness.

b. The patient must require continuous 24-hour-a-day nursing care.

c. The confinement must be provided in a facility which meets the
Plan’s definition of a skilled nursing facility.

TMJ treatment and treatment for other jaw disorders, including hos-
pital and doctors’ services, and other medically necessary services and
supplies provided for or in connection the treatment.

Durable medical equipment - rental charge up to the purchase price
of the equipment. The equipment must be used to improve the func-
tions of a malformed part of the body or to prevent or slow further
decline of the patient’s medical condition.

The equipment must meet all the following criteria:

a. Itis related to the patient’s physical disorder.

b. Itis appropriate for in-home use.