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January 2016

Dear Participant:

This restated booklet known as a Summary Plan Description (“SPD”) is both the Summary and the
actual Plan document for the San Mateo Electrical Workers Health Care Plan (“Plan”). This booklet
contains an explanation of the eligibility provisions and benefits for both active (including apprentices)
and retired Participants and their dependents (as defined by the Plan). Additional information on the
Plan, including a variety of forms, can be obtained from the Trust Fund’s website, which is
www.ibew61 7benefits.com. We urge you to familiarize yourself with the provisions and benefit
structure of your Plan. Please direct any questions you have to the Plan Office at (408) 288-4400.

The Board of Trustees has the discretionary authority to decide all questions about the Plan, including
questions about your eligibility for benefits, the amount of any benefits payable to you, and the
interpretation of the Plan. No Individual Trustee, Employer, or Union Representative has authority to
interpret this Plan on behalf of the Board of Trustees or to act as an agent of the Board of Trustees. The
Board of Trustees also has discretion to make any factual determinations concerning your claim.

Open Enrollment is held each year, from April 16™ through May 15%, you may elect to change your
benefit plan options selection by completing a new enrollment card through the Plan Office. Your
change, which must be received by the Plan Office by May 15™ will be effective June 1* of that year.
Insurance Provider benefit booklets (also known as the Evidence of Coverage) are available at the Plan
Office or at the Local Union Office.

The Board of Trustees has authorized the Plan Office to respond in writing to your written questions.
As a courtesy to you, the Plan Office may respond informally to oral questions; however, oral
information and answers are not binding upon the Board of Trustees or the Plan and cannot be relied
on in any dispute concerning your benefits. If you have an important question about your benefits, you
should write to the Plan Office at:

United Administrative Services
P.O. Box 5057
San Jose, CA 95150-5057
Phone: (408) 288-4400

Plan rules and benefits may change from time to time. Your benefits under the Plan are NOT vested.
The Board of Trustees may reduce, eliminate or change any benefit provided under the Plan or any
insurance policy, HMO or other entity at any time. The Plan will provide you with a summary of
important material changes. You may also receive replacement pages for this booklet. Please be sure
to read all Plan communications and keep your booklet up to date by adding replacement pages as soon
as you receive them.

Sincerely,

The Board of Trustees
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FUTURE PLAN AMENDMENTS

Future amendments to the Plan may be made to comply with new laws passed by Congress, rulings by
federal agencies or courts, and other changes deemed necessary or prudent by the Trustees. You will be
notified if there are important amendments to the Plan through written notification. Before you decide to
retire, you may want to contact the Plan Office to determine if there have been Plan amendments or other
developments that may affect your retirement plan options.

LIMITATION UPON RELIANCE ON BOOKLET AND STATEMENTS

This booklet provides a brief, general summary of the Plan rules and is also the Plan document. You should
review the Plan to fully determine your rights. You are not entitled to rely upon oral statements of
Employees of the Plan Office, a Trustee, an Employer, any Union representative, or any other person
or entity.

As a courtesy to you, the Plan Office may respond orally to questions; however, oral information and
answers are not binding upon the Plan and cannot be relied upon in any dispute concerning your benefits. If
you would like an interpretation of the Plan, you should address your request in writing to the Board of
Trustees at the Plan Office. To make their decision, the Trustees must be provided with full and accurate
information concerning your situation. You should also ensure that you provide accurate facts in all forms
and documents submitted to ensure you are not held liable for coverage of ineligible Dependents and/or
claims.

You should further understand that, from time to time, there may be an error in a payment or on other matters
which may be corrected upon audit or review. The Board of Trustees reserves the right to make

corrections whenever any error or overpayment is discovered.

NO GUARANTEE OF PROVIDER

The continued participation of any one physician, hospital, or other provider cannot be guaranteed. The fact
that a physician or provider may perform, prescribe, order, recommend or approve a service, supply or
hospitalization does not, in itself, make it medically necessary or guarantee that it is a covered service.

NO VESTED RIGHTS

Benefits under this Plan are NOT vested. The Board of Trustees may amend, reduce, eliminate or
otherwise change the Plan at any time and may change, reduce, or discontinue any Plan benefits, in whole or
in part, at any time. Moreover, the Board of Trustees may require new or greater co-payments at any time.
The Board of Trustees may change the eligibility requirements and any other Plan rules at any time.

ALERT: ONE YEAR PERIOD TO FILE A LAWSUIT

If an appeal has been denied or there has been a different form of adverse action taken, such person
(Participant, Beneficiary or any other person or entity) has one year from the date of such denied appeal or
adverse action to file a lawsuit against the Plan, an individual Trustee, the Board of Trustees and/or any other
person or entity involved with the denied appeal or adverse action. If the person fails to do so, no lawsuit is
permitted. This one-year limitation period covers any and all claims for benefits referenced in this Plan and is
intended to supersede any language in this Plan document to the contrary.
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I. GENERAL - RESTATED PLAN

A. ESTABLISHMENT OF PLAN.

1. Restatement of Plan: The Board of Trustees restates the San Mateo Electrical Workers Health Care
Benefits Plan as of January 1, 2016. The Plan's medical benefits are offered through a self-funded portion of
the Plan, using a network of providers through Blue Cross of California (hereafter “Blue Cross™) or through a
health maintenance organization, which is Kaiser Permanente (HMO) (hereafter "Kaiser"). Other benefits
are provided as listed in section 6 on the next page of this booklet. The provisions of this Plan are effective
as of January 1, 2015, although certain provisions have different effective dates as noted.

The Plan is intended to be maintained for the exclusive benefit of Participants and their eligible Dependents.
It is also intended that this Plan Document shall conform to the requirements of the Employee Retirement
Income Security Act of 1974, as amended (ERISA), as that Act applies to multiemployer health and welfare
employee benefit plans such as the Plan.

2. Election of Health Maintenance Organization (HMO) Benefit Option: The Board of Trustees
provides the option to elect enrollment by the eligible Participant and his or her eligible Dependents in one or
more Health Maintenance Organizations (HMO). Currently, the Plan offers HMO and PPO benefits through
Blue Cross and HMO benefits through Kaiser.

An HMO uses a group of doctors and other health care professionals who emphasize preventive care and
early intervention. HMO services are prepaid and a designated premium covers services. You share some
costs, however, by paying a fee called a co-payment for some services and products.

To be eligible to enroll in an HMO, you must live within the HMO's service area. Moreover, services may
not be covered unless preauthorized by your Primary Care Physician (PCP). For medical services to be
covered you must follow the HMO procedures and you must use an HMO network provider. You are
required to include a residence address (rather than a P.O. Box) when you complete your Enrollment Form.
If you move out of the geographic area of the HMO, you may be required to change your coverage under the
Plan. You and your family members are required to have the same coverage selection (for example, one
family member cannot select Kaiser and the other Blue Cross). The times and the geographic areas in which
such enrollment may be open to Plan Participants will be determined by mutual agreement between the
Board of Trustees and the HMO.

3. Preferred Provider Organization (PPO) Benefit Option: Currently, the Plan also offers PPO

benefits through the Blue Cross Plan. The PPO option allows you to receive care from any of the doctors,
other health care professionals, and hospitals within the plan’s network, as well as outside of the network for
covered services. Unlike the HMO option, the advantage of choosing the PPO option includes the flexibility
of seeking care with an out-of-network provider (subject to higher deductible and/or coinsurance) and the
ability to visit any specialist without obtaining a referral from your primary physician.

To illustrate how the PPO option works, you pay a co-payment (e.g., $20) at the time of your office visit.
You will also have a yearly deductible (e.g., $100 individual) to meet before the Plan starts paying your
medical costs. After that, some services you receive may be 100% covered or you may have to pay a
coinsurance (e.g., 10%) which is your share of costs calculated as a percentage of the allowed amount for
your covered service.




4. Incorporation of HMO as Part of Plan: At any time or times that the Board of Trustees enter into a
new or different contract and/or renewal contract with an HMO, such contract(s) is incorporated in this Plan
effective as of the date of such contract, provided same has been executed by the Board of Trustees or a duly
authorized representative of the Board of Trustees.

5. Consequences of Election of HMO Plan by Participant:

a. Benefits Not Part of HMO. Benefits payable to an Employee, Participant and/or eligible
Dependent(s) who has elected enrollment in an HMO shall be determined solely in accordance with the
contract between the Trustees and the HMO except for Life Insurance and Accidental Death and
Dismemberment (through an Insurance Company) (Actives only).

b. HMO Rules Apply. All rules and/or regulations set forth herein regarding claims review
and/or appeals, shall be governed by the rules and regulations of the HMO without regard to similar rules and
regulations that may be otherwise set forth in this Plan.

6. Additional Benefits: The Plan provides the following types of additional benefits subject to certain
eligibility provisions and exclusions to eligible Participants and their Dependent(s):

Life Insurance and Death Benefit (through ING Life Insurance Company) (Actives only);
Dental Care (through Delta Dental) (Active, Retirees and Apprentices);

Orthodontic (through Delta Dental) (Actives, Retirees and Apprentices);

Vision Care (through VSP) (Actives, Retirees and Apprentices);

Hearing Aid Benefits (self-funded);

Residential Treatment Benefit for Chemical Dependency (through HMO or Self- Funded).

e an o

HMO and Carrier Rules Apply. All rules and/or regulations set forth herein regarding claims review
and/or appeals, shall be governed by the rules and regulations of the HMO and Carrier without regard to
similar rules and regulations that may be otherwise set forth in this Plan.

B. PLAN MAY BE CHANGED.

The Board of Trustees of the Plan expressly reserves the right to amend, modify, revoke or terminate the
Plan, in whole or in part, at any time. Benefits provided under this Plan are NOT vested. The Board of
Trustees expressly reserves the right, in its sole discretion, to:

1. Terminate or amend either the amount or condition with respect to any benefit, even though such
termination or amendment affects claims which have already accrued; and

Alter or postpone the method of payment of any benefit; and

Amend, terminate or rescind any provision of the Plan; and

Merge the Plan with other plans, including the transfer of assets; and

Terminate any HMO or insurance company; and

Restrict coverage to those living only in certain geographic areas.

AN

The authority to make any changes to the Plan rests solely with the Board of Trustees.




C. PLAN AND OPERATION.

1. Board of Trustees Responsibilities: The Plan is administered by a Board of Trustees comprised of
up to ten Trustees. One-half of the Trustees, called "Employer Trustees," are selected by the Employer
Associations signatory to Collective Bargaining Agreements with IBEW Local 617 and one-half of the
Trustees, called "Union Trustees," are selected IBEW Local 617. The current Trustees are listed on page vi
of this booklet.

The Trustees have many powers and functions including investing the Plan's assets, interpreting Plan
provisions, amending the Plan, answering policy questions, and contracting with advisors and consultants,
such as an auditor, legal counsel, and investment manager.

Only the Board of Trustees and its authorized representatives are authorized to interpret the Plan’s benefits
described in this booklet. No one else can interpret this Plan or act as an agent for the Board of Trustees --
this includes Employers, Employer Associations, the Union and their representatives. The Board of Trustees
(and persons or entities appointed or so designated by the Board of Trustees) has the full discretionary
authority to determine eligibility for benefits and to construe the terms of the Plan (and other documents
pertaining to the Plan and Trust) and any rules adopted by the Board of Trustees.

The Board of Trustees of the Plan is the named fiduciary with the authority to control and manage the
operation and Plan of the Plan. The Board shall make such rules, interpretations and computations and take
such other actions to administer the Plan as the Board, in its sole discretion, may deem appropriate. The
rules, interpretations, computations and actions of the Board are binding and conclusive on all persons.

2. Standards of Interpretation: The Board of Trustees, and/or persons appointed by the Board, shall
have the full discretionary authority to determine eligibility for benefits and to construe the terms of this Plan
and any regulations and rules adopted by the Board. Only the Fund Manager and/or the Board of Trustees
acting upon appeals properly before the Trustees shall have the authority to bind the Trustees to an
interpretation of the provisions of this Plan. Nonetheless, claims and appeals for matters relating to an HMO
are subject to that HMO's rules and procedures.

3. Delegation of Duties and Responsibilities: The Board of Trustees may engage such employees,
accountants, actuaries, consultants, investment managers, attorneys and other professionals or other persons
to render advice and/or to perform services with regard to any of its responsibilities under the Plan, as it shall
determine to be necessary or appropriate.

4. Employer Contributions: Employer contributions are made to the Plan pursuant to the terms of
Collective Bargaining Agreements with IBEW Local 617. Contribution rates for each hour of your Covered
Employment are set, from time to time, by the parties to the Collective Bargaining Agreements. Your
Employer is required to contribute only for such hours of work that are required by the Collective Bargaining
Agreement. Such amounts may change at any time if agreed to by the bargaining parties.

Your Employer is required to make monthly contributions for your Covered Employment and mail such
payments to the bank depository by the 15™ day of the month following the month in which your work was
performed. For example: January hours generate employer contributions paid in February which are posted
on the Plan's books when received but are not credited to Participants until on or about March 1¥. Each
monthly payment made by your Employer is accompanied by a transmittal form that contains the names,
Social Security numbers, and hours of work performed by each Covered Employee together with a payment
to the Plan. The Employer Contributions to the Plan are not subject to withholding for Federal Insurance
Contributions Act (FICA), Federal Unemployment Tax (FUTA), or state or federal taxes.




The Plan Office checks the Employer's transmittal report for mathematical accuracy and notifies the
Employer if there is any error in the Employer's computations which requires correction.

IMPORTANT NOTICE:

Notify the Union and the Plan Office immediately if you believe that your Employer has not contributed
and/or is not contributing the full amount on your behalf required under your Collective Bargaining
Agreement. Please refer to your dispatch as a reference.

The amount of Employer Contributions made to the Plan for non-bargaining unit employees (such as
employees of the Union, the JATC, the Plan Office and others not working under a collective bargaining
agreement) will be governed by individual Subscription Agreements entered into with the Plan and any rules
adopted by the Board of Trustees.

S. Loss of Eligibility if no Contributions: You may lose eligibility with the Plan if Employer
Contributions are not timely received by the due date for Employer contributions by the Plan Office.

6. Availability of Fund Resources: Benefits provided through the Plan Office can be paid only to the
extent that the Plan has adequate resources for such payments. No Contributing Employer has any liability,
directly or indirectly, to provide the benefits established hereunder, beyond the obligation to make
contributions as provided in the Collective Bargaining Agreement. In the event that at any time the Plan does
not have sufficient assets to permit continued payments hereunder, nothing contained in this Plan shall be
construed as obligating any Contributing Employer to make benefit payments or contributions (other than the
contributions for which the Contributing Employer may be obligated by the Collective Bargaining
Agreement) in order to provide for the benefits established hereunder. There shall be no liability upon the
Board of Trustees, individually or collectively, or upon any Employer, the Union, Signatory Associations or
other person or entity to provide benefits established hereunder if the Plan does not have sufficient assets to
make such benefit payments.

7. Funding Methods and Benefits: The Board of Trustees may provide benefits either by insurance or
HMO or by any other lawful means or methods upon which they may determine. The coverage to be
provided shall be determined in the sole discretion of the Board of Trustees and limited to such benefits as
can be purchased with the funds available.

8. Special Exclusion for Fraud/Reimbursement or Offset for Overpayment: No benefits will be
paid for fraudulent claims of services or supplies made by a Participant, eligible Dependent, or any other
person. If a fraudulent claim has been paid on behalf of any person, both the Participant and any person on
whose behalf a fraudulent claim was submitted will be liable to the Plan for repayment. This includes for
any other reasons (including, but not limited to enrolling an ineligible dependent under the Plan, failing to
notify the Plan that a previously eligible dependent no longer qualifies as a dependent, or failure to timely
enroll in Medicare). The Participant and person on whose behalf a fraudulent claim was submitted will also
be responsible for any attorney’s fees and costs incurred by the Plan as a result of the fraudulent acts.

If a Participant or any eligible Dependent of the Participant has any outstanding liability due to fraudulently
paid claims, neither the Participant nor any eligible Dependents may assign any rights to benefits to a
provider of service until all fraudulently paid benefits have been repaid in full. If fraudulently paid benefits
are not repaid in full, any purported assignment of benefits by a Participant or eligible Dependent may be
disregarded by the Plan. However, if any payment of benefits is made by the Plan under a purported
assignment, this would not be a waiver of the right of the Plan to refuse to acknowledge other purported
assignments.




If any fraudulent claims have not been repaid when a Participant or eligible Dependent incurs covered
charges, the Participant or eligible Dependent shall pay all charges directly and file a claim for credit in lieu
of benefits, until the entire amount of the fraudulent claims have been credited. The Plan may offset any
amounts owed against any benefits that may be payable under the Plan for a Participant and/or his
Dependents

In addition, any Participant or eligible Dependent who owes money to the Plan may be required to sign a
written agreement before a notary agreeing to have any owed amounts deducted, offset, or paid from any
death benefit, benefits payable from a life insurance company with which the Plan has a contract, or payment
from any distribution from the Retirement Plan.

9. Plan Year: The Plan Year commences June 1st of each year and ends on May 31st of the following
year.

10. Grandfathered Plan: The Board of Trustees believes this Plan is a “Grandfathered health plan”
under the federal law known as the Patient Protection and Affordable Care Act (“ACA”). As permitted by
the ACA, a Grandfathered health plan can preserve certain basic health coverage that was already in effect
when that law was enacted. Being a Grandfathered health plan means that the Plan may not include certain
consumer protections of the Act that apply to other plans, for example, requiring the provision of preventive
health services without any cost sharing. However, Grandfathered health plans must comply with certain
other consumer protections in the ACA, such as the elimination of annual and lifetime limits on the Plan’s
essential health benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health
plan and what might cause a plan to change from grandfathered health plan status can be directed to the Fund
Manager at the number listed on page v. You may also contact the Employee Benefits Security
Administration, U.S. Department of Labor (DOL) at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.
This website has a table summarizing which protections do and do not apply to grandfathered health plans.
Implementation of the Act’s provisions began with the July 1, 2011 Plan Year.

D. YOUR RESPONSIBILITIES.

1. Your Mailing Address: It is your responsibility to keep the Plan Office advised of changes to your
address so that you may continue to receive notices of important Plan changes that may affect your coverage
or continue to receive Plan information. Changes must be made in writing by completing the appropriate
Enrollment Form or Change of Address Form, both of which are available on the Plan’s web page for the
Plan at https://www.ibew617benefits.com. Please note: neither Kaiser nor Blue Cross will accept a PO Box
address as a mailing address or place of residence. All Plan Participants must provide a street address to
enroll in either health plan.

2. Enrollment Form: Full completion and return of the Enrollment Form is mandatory for all Plan
Participants for enrollment, changes and upon request by the Plan Office. You are required to complete a
new Enrollment Form and submit to the Plan required proof when you have a change in life circumstances
(such as a marriage, separation, divorce, birth of child, Dependent status changes, Medicare eligibility or
QMCSO). In addition, neither Kaiser nor Blue Cross will accept a PO Box address as a mailing address or
place of residence. All Plan Participants must provide a street address to enroll in either Health Plan.
Generally, any changes will be effective the first day of the following month after your updated Enrollment
Form is received.




3. Change in Dependent Status: Keep your enrollment form updated by adding a new Spouse or
Child with any required proof, such as a marriage or Domestic Partner registration certificate, birth certificate
or legal adoption papers. You must also notify the Plan Office if a Dependent ceases to quality as a
Dependent, for example, due to divorce, death or the attainment of age 26.

4. Beneficiary Form: You should complete a Beneficiary Form at the time of initial enrollment. If
you decide to change your Beneficiary, you must complete a new Beneficiary Form.

5. Protected Health Information (PHI): There are Privacy Rules to protect you based on the federal
legislation known as the Health Insurance Portability Accountability Act of 1996 ("HIPAA"). If you wish to
authorize someone other than yourself to access information from the Plan Office on your behalf, you must
complete the Protected Health Information Authorization Form (available at the Plan Office) and return it to
the Plan Office. The Plan's Notice of Privacy Practices is attached as Appendix 1.

6. Identification (ID) Cards: ID cards provide information but are not a guarantee of eligibility or
benefits. Eligibility and benefits are verified on a month to month basis. Depending on the Health Plan
selection elected on your Enrollment Form, you will be sent either a Kaiser ID card or Blue Cross ID card to
access your Medical and Prescription Drug benefits. The ID card issued by the Plan Office covers Dental,
Hearing Aid, Vision and Orthodontic (Active only) Benefits. When you submit claims or correspondence to
the Plan Office, you should include the last four digits of the Plan Participant’s Social Security number.
Please note: Vision claims should be submitted to Vision Service Plan (VSP).

II. ELIGIBILITY RULES

A. ELIGIBILITY REQUIREMENTS.

1. Initial Eligibilitv — Active Participant: Active Employees performing work covered by the
Collective Bargaining Agreement between IBEW Local 617 and the San Mateo Chapter, NECA, or
individual Employers who have Collective Bargaining Agreements with IBEW Local 617, and which are
required to make Employer contributions to this Health and Welfare Fund, are eligible for benefits under the
conditions authorized by the Board of Trustees as set forth in this document.

(a) Non-Bargaining Unit Employees. Non-bargaining unit Employees, such as Employees of IBEW
Local 617 and other Employers approved by the Board of Trustees, are also eligible to participate in this Plan
pursuant to eligibility rules and applicable Subscription Agreements.

(b) Bargaining Unit Employees. Each bargaining unit Employee performing bargaining unit work
becomes eligible for coverage under this Plan on the first day of the second month after the month in which
such person has accumulated to his or her credit, a minimum of 600 hours of Covered Employment with
Participating Employers for which Employer contributions are actually received.

EXAMPLE: You work in January, February, and March for a total of 600 hours. April is the lag month.
Your coverage would begin May 1%

Your eligibility for benefits depends on the continued and timely payment of Employer contributions on your
behalf. In accordance with Plan rules, if your Employer fails to make a contribution when it is due, your
eligibility may terminate (depending on the available hours in your Reserve Hour Bank). Eligibility for prior
periods may be reinstated when your Employer makes the required contribution on your behalf.




Please remember that the hours you work in any given month determine your eligibility in the second
calendar month following your hours worked. In addition, Employers may not always report on a full
calendar month due to their specific payroll cut off. Thus, hours reported are based on ONLY those hours
reported by your Employer and not necessarily all hours worked in a given calendar month. The number of
hours required to maintain eligibility each month could increase in the future, at the discretion of the
Board of Trustees.

SPECIAL RETURN TO WORK RULE AFTER TAKING DISTRIBUTION FROM THE SAN
MATEO ELECTRICAL CONSTRUCTION INDUSTRY RETIREMENT PLAN
(Only 40 hours a Month of Hours of Covered employment Credited for Retiree Eligibility)

If you retire and take a partial or full distribution from your Individual Account balance with the San Mateo
Electrical Construction Industry Retirement Plan, and then you return to work in Covered Employment, you
will still be considered a retiree, requiring self-payment amounts for coverage (unless you have hours in your
hour bank or you elect to pay COBRA). But, if you return to Covered Employment, only a maximum of
40 hours a month of the Employer contributions being made on your behalf will be credited for your
retiree health and welfare coverage under the Plan. By way of example, the current employer
contribution rate of $12.11 would be multiplied by 40 hours, which equals $484.40. If you have no
additional hours in your hour bank, you will then have to pay the difference, if any, in the Retiree Self-Pay
rate between the $484.40 rate and the cost of the monthly premium for the Plan’s coverage that you have
(which varies, depending upon whether you are enrolled in Kaiser, PPO or the Blue Shield Medical Plan),
whether you have a spouse, your spouse’s age, and other factors). You may refer to the Retiree Rate Sheet
available from United Administrative Services for the different Retiree contribution rates. (The 40 hour
maximum does not apply to the additional 95 cents being contributed to your Health Reimbursement
Account on your behalf for each hour of Covered Employment.)

2. ecial Apprentice Rule hange in rule as of January 1. 2014): An apprentice who entered the
Apprenticeship Proper before January 2014 becomes eligible for coverage under this Plan on the month in
which he or she has accumulated a minimum of 300 hours of Covered Employment with Participating
Employers (known as “Covered Employment”). The Apprentice remains eligible for this coverage as long as
he or she remains in the Apprentice Program whether working or not.

ALERT — NEW APPRENTICE RULE AS OF JANUARY 1, 2014

For any Apprentice entering the Apprentice Program on or after January 1, 2014, after
meeting the minimum 300 hours of Covered Employment, the Apprentice will continue
eligibility under the Plan under the same Hour Bank system that applies to a Journeyman
and above categories as set forth in number 3 below.

An apprentice who entered the Apprenticeship Proper before January 2014 becomes eligible for coverage
under this Plan on the month in which he or she has accumulated a minimum of 300 hours of Covered
Employment with Participating Employers (known as “Covered Employment”).

3. Reserve Bank Accounts:

A. Reserve Account (Hour Bank) (120 Hours a Month).
A separate reserve account, also known as an hour bank, will be maintained for each Covered Employee
showing an accumulation of hours worked for Contributing Employers. Once an Employee is eligible to

participate, the Participant must work 120 hours per month in Covered Employment to continue his or her
eligibility. The number of hours required to maintain eligibility each month could increase in the




future, at the Board of Trustees discretion. In addition, Employers may not always report on a full
calendar month due to their specific payroll cut offs and therefore hours reported are based on ONLY those
hours reported by your Employer and not necessarily all hours worked in a given calendar month.

This charge is made against your accumulated reserve hours when sufficient hours remain in reserve. If you
work more than 120 hours during a month, the excess hours will be banked in your reserve account. Hours
worked in one month shall not apply toward coverage the next month, but in the second following month.
For example, hours earned in March will provide coverage in May.

After 12 months of no activity, a member’s reserve account is removed, and upon return to work in the local
union, the member must re-qualify for eligibility.

B. Maximum Reserve (10 Months Reserve).

You may accumulate a reserve not to exceed 1200 hours, to be used in the future to supplement insufficient
hours and shall have no credit for hours reported in reserve exceeding 1200 hours.

C. Limits and Rules Regarding Reserve Hours—No Vested Right.

Coverage for Employees is based on the accrual of hours at the current contribution rate, determined by the
Board of Trustees, for the accumulation of hours in a Participant’s Reserve Hour Bank. Hours are credited
for actual work hours in a particular month. Thus, hours reported late because of late contributions,
reciprocity or because of insufficient payments discovered through a payroll audit may not increase your
Reserve Hour Bank.

You do not have a vested right to your Reserve Hour bank. The Board could reduce and/or cancel these
hours at any time. In addition, Employers do not always report on a full calendar month due to their specific
payroll cut offs and therefore hours reported are based on ONLY those hours reported by your Employer and
not necessarily all hours worked in a given calendar month.

If you have not had coverage for a period of twelve consecutive months or more, any residual hours in your
Reserve Account are forfeited; and thereafter, should you again perform work covered by the Collective
Bargaining Agreement, or through the National Reciprocity plan as applicable, you are required to
reestablish eligibility under the “INITIAL ELIGIBILITY” provision above.

D. Adjustment for Nonstandard Contribution Rate.

If your Employer’s contribution rate is different from the Collective Bargaining Agreement contribution rate,
the credit to your Hour Bank may be multiplied by a percentage that results from dividing your Employer’s
contribution rate by the Collective Bargaining Agreement contribution rate, and then adjusted further for
differences in work week or benefit level.

4. Reciprocity/Authorization to Transfers Funds (ERTS):  When you, as an IBEW Local 617

member, work outside the IBEW Local 617 area, you may request that your Health and Welfare Employer
contributions be transferred to this Plan. The Plan participates in the Electronic Reciprocal Transfer System,
known as ERTS. If you work outside the jurisdiction of IBEW Local 617 and wish to have your benefits
sent back to this Trust Fund, you must register with ERTS before beginning work on that job. The effective
date of the transfer is the first day of the month in which you have properly registered on ERTS and met the
Home Plan eligibility requirements described in subsection (h). The Reciprocal Agreement provides that,
upon approval of your application, contributions will be transferred to the Plan to the extent of the lesser of
(1) the amount provided in the current Collective Bargaining Agreement or (ii) the amount provided in the




current collective bargaining agreement of the Participating Fund. If the Collective Bargaining Agreement’s
contribution rate is greater than the contribution rate in the Participating Fund’s collective bargaining
agreement, your credit will be adjusted. ALERT: A delay in signing the form will delay and/or prohibit
the transfer of contributions to this Plan.

Individual participants (traveling employees) must initially register on ERTS in person (with photo
identification) at an assisting Local Union Office. At that time they must sign the Participant Verification
Page thereby agreeing to both the approved Authorization and Release(s) regarding reciprocal transfers under
the Agreement(s) and the legally binding effect of utilization of an electronic signature on ERTS. Once they
have completed their initial registration, Participants will receive their user ID and password in the mail at
the address provided when they register with ERTS. After that they will be able to logon via the internet
from any location using their user ID and password.

5. Covered Dependents: Spouse and Children:

(a) Lawful Dependent Spouse. Your lawful spouse (husband or wife including a same sex spouse) is an
eligible Dependent under the Plan. In the event of marriage, coverage is effective the date of marriage,
provided that you have submitted an Enrollment Form and copy of your certified marriage certificate within
30 days of the date of marriage. If proper documentation and your Enrollment Form is not received within
30 days of the date of marriage, enrollment of your Spouse will not be effective until the first of the month
following receipt of the required documents. California law and this plan do not recognize common law
marriage; however, you and your partner may qualify as Domestic Partners. Please Refer to
Subsection 6 below for additional information regarding Domestic Partner eligibility and benefits.

(b) Dependent Children. Your eligible Dependent Child(ren) are your (i) natural children, (ii) legally
adopted children, (iii) stepchildren, and (iv) Child(ren) for whom the Participant has Court-Appointed Legal
Guardianship. Your children are eligible for coverage through age 25 (up to the end of the month in which
the child attains age 26). When you have eligible Dependent Children, each Dependent must be enrolled in
accordance with the Plan’s procedures (outlined below). Upon enrollment, a Dependent Child will be
eligible when a Participant’s eligibility is effective and/or when he or she qualifies as an eligible dependent.

(c) Termination of Dependent Coverage. A dependent’s eligibility will terminate when the Participant’s
coverage terminates, or when the individual ceases to be an eligible Dependent. You must immediately
notify the Plan Office when an eligible Dependent ceases to meet the definition of an eligible Dependent.

(d) When completing an Enrollment Form you are indicating that the Dependents listed meet all
requirements listed above. If you acquire a Spouse through marriage, have a child or adopt a child, and wish
to enroll your new Spouse or child(ren) in your elected medical Plan, you must do so no later than 30 days
after the marriage, birth, adoption or placement for adoption. Failure to notify the Plan Office within 30 days
of a dependent’s change in eligibility status may be considered fraud and could result in a request for
reimbursement of any overpayments; and/or loss of certain extensions of coverage (i.e., COBRA) for the
ineligible Dependent. The Participant and ineligible Dependent may also be responsible for attorney fees or
other associated costs incurred by the Plan as a result of maintaining an ineligible Dependent.

The Plan reserves the right to periodically request supporting documentation or written verification that an
enrolled Dependent continues to meet Plan Dependent requirements (i.e. written confirmation and/or
documentation that a spouse still resides with you etc.).




CHANGES IN DEPENDENT STATUS — NOTIFY THE PLAN

It is the Participant’s and/or dependent’s responsibility to notify the Plan Office immediately when a
Dependent’s status changes. This includes a Spouse or other Dependent no longer residing with the
Participant, divorce/final dissolution of marriage, legal separation, a Dependent child over 25 and any other
events which would no longer make your dependent eligible for coverage. If claims are paid for, or
premiums are paid on behalf of, any Dependent spouse or child and it is later found that the dependent was
not eligible, you and the Dependent will be responsible for reimbursing the Plan for the actual amount
paid out in benefits by the Trust plus interest and any costs and attorney’s fees.

An apprentice is eligible to participate in the Plan as of the first day of the month following completion of
300 on the job hours. An apprentice is only eligible for coverage under the self-funded Blue Cross Prudent
Buyer PPO Plan. An apprentice is eligible for dental benefits after completion of 200 hours of on the job
training.

IMPORTANT NOTICE:
WARNING ABOUT FRAUD AGAINST PLAN

It is both the Participant’s and Dependent’s responsibility to notify the Plan Office immediately when
the status of a Spouse, Child or other Dependent changes. This includes divorce/final dissolution of
marriage, legal separation, death, a child attaining age 26 and any other events which would make
your dependent not eligible for future coverage. If claims are paid for, or premiums are paid on
behalf of any Spouse (or former spouse), child or other Dependent and it is later found that the
individual was not eligible, you and the Dependent will be responsible for reimbursing the Plan for the
amounts paid plus interest and any costs and attorney’s fees incurred to recover the money.

6. Domestic Partners: An eligible and covered Participant’s Domestic Partner will be covered provided
the domestic partnership meets all of the following criteria:

1. Both persons must file a Declaration of the Domestic Partnership with the Secretary of the State
of California and provide a copy to the Plan Office;'

2. Both persons must have a common residence;

3. Neither person may be married to someone else or be a member of another domestic partnership
with someone else that has not been terminated, dissolved or adjudged a nullity;

4. The two persons must not be related by blood in any way that would prevent them from being
married to each other;

5. Both persons are at least 18 years old,

6. Both persons must be members of the same sex, or, if opposite sex, one or more persons must be
over age 62; and

! For those Participants who do not live in the State of California and are, therefore, not eligible to file a Declaration of Domestic
Partnership with the Secretary of State’s Office, the Fund will accept a properly completed Affidavit of Domestic Partnership as
proof of the domestic partnership so long as the criteria set forth in 2-7 above is met. The Plan Office will provide Participants
with the Affidavit upon request.




7. Both persons must be capable of consenting to the domestic partnership.

For Non-California Domestic Partnerships, you will be required to register such Domestic Partnership with
the State of California and must meet the requirements above in order to be eligible for coverage under the
Plan.

Domestic Partner No Longer Qualifies. In addition to the above requirements, both the Covered Participant
and the Domestic Partner agree to inform the Plan Office of the termination of their domestic partnership as a
result of a change in one or more of the above requirements or the death of the domestic partner. It is the
Participant’s responsibility to notify the Fund Office once a Domestic Partner no longer meets the Plan’s
Domestic Partner eligibility requirements. A Participant who fails to notify the Fund Office within 30 days of
the date that a Domestic Partner has a change in eligibility status will be legally responsible for any payments
or premiums made by the Plan from the date the Domestic Partner became ineligible for coverage. Eligibility
of a Domestic Partner shall terminate on the date the Domestic Partner no longer meets the Plan’s eligibility
requirements including lack of timely payment of the imputed income taxes.

Imputed Income. The election by a Covered Participant to add a domestic partner may have certain Federal
income tax implications. Under Federal tax law, the fair market value of health coverage provided to a
domestic partner is a taxable benefit to the Participant. (Please note that domestic partner benefits are not
taxable under California law.) Each year the Fund will calculate the fair market value of the domestic
partner coverage and this information will be sent to participating employers. The Participant’s employer is
then responsible for including the imputed income on the Participant’s wages and withholding any FICA,
FUTA, Medicare and Federal income taxes as applicable.

Proof of Continuing Eligibility. The Plan may require evidence of continued domestic partnership status at
any time.

7.  Automatic Coverage for a Newborn Child- If Plan Notified Within 31 Days: A newborn or newly
adopted child will automatically be covered for the first 30 days of medical benefits on the date the child

becomes a Dependent. However, you are required to apply for Dependent coverage for that child within 30
days of the child’s birth or of the adopted child’s placement in your home in order to continue that child’s
coverage beyond the first 30 days. You are urged, however, to enroll the new child immediately. If you fail
to do so, there is no coverage, and you MUST WAIT UNTIL THE NEXT ANNUAL OPEN
ENROLLMENT PERIOD TO ENROLL THE CHILD.

If you are required to contribute toward the cost of insurance and if the child’s coverage terminates because
you fail to apply (or pay the required contribution) within the 31-day period, no benefits will be payable. The
Individual Purchase Rights and the extended Benefits (after termination of coverage) will not apply to the
child.

The Participant must timely provide the Plan Office with a copy of any court order that establishes the
Participant’s legal obligation to maintain coverage on a Dependent Child (known as an “alternate recipient”).
The Plan will recognize a Qualified Medical Child Support Order (“QMCSQO”), including a properly
completed National Medical Support Notice (“NMSN”) that meets the requirements of the Employee
Retirement Income Security Act (“ERISA”). In general, a QMCSO recognizes an eligible child’s right to
receive Plan benefits as a beneficiary of an eligible Plan Participant. The child, to be covered for benefits by
this Plan, must meet Plan requirements for an eligible Dependent child including age requirements (under
Age 26).




The steps that the Plan office will follow to establish and determine whether a court order would qualify as a
QMCSO are:

1. The Participant must provide the Plan Office with a copy of the court order and/or QMCSO and/or
NMSN.

2. Within thirty (30) days after receipt of the QMCSO and/or NMSN, the Plan Office or the Plan's
legal counsel will notify the Participant in writing if the court order and/or QMCSO and/or NMSN is
acceptable to the Plan.

3. If the Plan determines that the court order and/or QMCSO and/or NMSN is not acceptable, or if
additional information is required, the Participant will be notified in writing by the Plan or the Plan’s
legal counsel.

a) If a QMCSO and/or NMSN is denied. The notice will describe the reasons for denial. There is a
right to appeal a denial. A summary of the Plan’s appeal procedures will be included in the notice of
denial. In most instances however, you will simply be asked to revise the order in such a way that it
is a proper QMCSO and/or qualified NMSN.

b) If additional information is required. The notice will describe what is needed. There will be sixty
(60) days to respond. If you do not respond within the sixty (60) days, the request for the QMCSO
will be deemed canceled.

The Plan requires that the Participant and all of his eligible Dependents be enrolled under only one Health
Plan option. Therefore, a Participant must select and enroll in a Health Plan option that would be available to
the Participant, the child(ren) covered under the QMCSO and./or NMSN and to the Participant’s other
eligible Dependents. If a Participant enrolls in a Plan that would not be available to the child(ren) covered
under the QMCSO and/or NMSN because they reside outside of the Plan’s service area, the Participant will
be required to enroll in another Health Plan option that would cover the child(ren). The Plan will follow the
requirements of the QMCSO and/or NMSN even if it requires that the Participant be forced to enroll in a
different Plan option.

Please be aware that if a child covered under a QMCSO and/or NMSN was enrolled independent of the
Participant neither the Participant nor any other Dependents would be considered enrolled in the Plan until
such time as the Participant has completed all Enrollment Procedures. In addition, the Participant and any
other eligible Dependents would then be limited to enrollment into only that Health Plan option that the child
covered under the QMCSO and/or NMSN has been enrolled in.

9. Family Medical L.eave Act (FML.A) Continuation of Health Coverage: If your Employer has at
least 50 Employees, your Employer may be required to continue to pay for your health coverage on the same
terms as if you had continued work, during any approved leave under the Federal Family and Medical Leave
Act of 1993 (FMLA). In general, you may qualify for up to 12 weeks of unpaid FMLA leave per year if:

(1) You worked for the Employer for at least 12 months and for a total of at least 1,250 hours
during the most recent 12 months; and

(2) You require leave for one of the following reasons:
(1) Birth of a child and to care for the newborn child within one year of birth;

(1))  Placement of a child for adoption of foster care and to care for the newly placed child
within one year of placement;




(i1) Care for your child, spouse or parent with a serious medical condition;

(iii))  Your own serious health condition that makes you unable to perform the essential
functions of your job;

(iv)  Military Caregiver Leave (up to twenty-six (26) weeks during a 12-month period).
Care for your spouse, son, daughter, parent, or next of kin who is a member of the
Armed Forces (including the National Guard or Reserves), and undergoing medical
treatment, recuperation, or therapy for a serious injury or illness; or

(V) Any other purpose provided for by the FMLA.

Coverage will not be continued beyond the earlier of:

e Date contributions are not timely made;
e Date your Employer determines your approved FMLA leave is terminated; or
e Date your coverage involved discontinues as to your eligible class.

Details concerning FMLA leave are available from your Employer. If your Employer grants you an
approved FMLA leave in accordance with FMLA, you may continue health coverage for you and your
eligible dependents provided your Employer maintains the required contributions to the Plan on your behalf
or you make any required contributions to the Plan. Requests for FMLA leave must be directed to your
Employer. The Plan Office cannot determine whether or not you qualify.

If your coverage terminates because your approved FMLA leave is deemed terminated by your Employer or
you fail to return to work after exhausting your FMLA leave, you may, on the date of such termination, be
eligible for COBRA continuation coverage under Federal law, on the same terms as though your
employment terminated, other than for gross misconduct, on such date. If a dispute arises between you and
your Employer concerning your eligibility for FMLA leave, you may continue your health coverage by
making COBRA self-payments. If the dispute is resolved in your favor, and your Employer makes the
required contributions, the Plan may refund the corresponding COBRA payments to you.

NOTE: If your Employer continues your coverage during an FMLA leave and you fail to return to work, you
may be required to repay the Employer for all contributions paid to the Plan for your coverage during the
leave.

It is the responsibility of your Employer (not the Plan) to notify you of your rights under FMLA and
to approve your request for FMLA leave. It will be your responsibility to notify your Employer that
FMLA leave is being taken.

B. SPECIAL ENROLLMENT RIGHTS.

Other than during Open Enrollment, the Plan is required to provide Special Enrollment Rights to you and
your eligible Dependents upon the following events:

1. Loss of Other Coverage: If you did not enroll yourself and/or your eligible Dependents because you
and/or your Dependents had other group health coverage or other health insurance, including COBRA
continuation coverage, and showed the Plan Office evidence of such other coverage, you and/or your eligible
Dependents may enroll in this Plan during a Special Enrollment period. This Special Enrollment period is a
30-day period which begins when you lose the other coverage. To take advantage of this Special Enrollment
Right, you and/or your Dependents must enroll in the Plan within 30 days of exhausting COBRA
continuation coverage or the termination of such other coverage as a result of a loss of eligibility for
coverage (such as a divorce, legal separation, death, termination of employment, reduction in the number of




hours, ceasing to reside, live or work in the HMO service area if no other coverage is available under the
other plan, or dependent ceasing to qualify as a dependent under the other plan).

2. Acquire New Dependents: Newly acquired eligible Dependents, including your legal spouse, newborn,
adopted child(ren) or step child(ren), will be covered from the time of birth, adoption, placement for
adoption, or marriage provided you complete and submit an Enrollment Form and appropriate documentation
to the Plan Office within 30 days of the birth, adoption, placement for adoption, or marriage.

3. Special Enrollment Allowed Under The Children’s Health Insurance Program Reauthorization

Act of 2009 (CHIP):The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIP)
created a special enrollment period that applies to group health plans, similar to those currently in effect for
the loss of eligibility for other group coverage or qualifying life status changes. Under this Act, group health
plans must permit yourself and/or your eligible dependents with group health plan coverage to enroll in the
Plan if they:

e Lose eligibility for Medicaid or CHIP coverage; or
e Become eligible to participate in a premium assistance program under Medicaid or CHIP

In both cases you and/or your eligible dependent must request special enrollment within 60 days (of the loss
of Medicaid/CHIP or gaining eligibility for premium assistance under Medicaid or CHIP, as applicable.
More information is available at www.coveredca.net or www.dhcs.ca.gov/services/medi-cal.

III. RETIREE ELIGIBILITY

The Board of Trustees established retiree medical benefits on the basis that Employer contributions for
Active Participants will, if continued, partially maintain benefits for retirees. You will be required to pay a
portion or all of the cost of coverage for retiree benefits. Retirees eligible for retiree coverage are required to
pay a monthly premium to the Plan based on the Medicare status of the retiree and other eligible enrolled
Dependents. The due date for your self-payment is the 20" of the month PRIOR TO THE MONTH OF
COVERAGE. Retirees are billed quarterly.

It is recognized that the benefits provided by this Plan can be paid to the extent that the Plan has available
adequate resources for those payments. You should contact the Trust Fund Office for current rates. The
Board of Trustees may change the rates at any time. Benefits under this Plan are not vested and can
be changed or eliminated at any time. Monthly premium payments for Retirees are likely to increase.

A. ELIGIBILITY RULE.

1. Eligibility Rules — Retirees. Participants and their eligible dependents who are or have been eligible
under the Plan for 10 of the last 15 years and 2 of the last 5 years immediately preceding age 55 or older
(date of retirement) and has coverage at their retirement date, are eligible for the Retiree Plan health and
welfare benefits then in effect, if any. There currently is a charge for the Retiree benefits.

An eligible Retiree’s effective date is the 1** day of the month following the date he or she meets the above
requirements, and remits the premium contribution for the applicable coverage. The cost to the Retiree for
health and welfare benefits will depend upon the amount of future Employer contributions made on their
behalf and the Plan’s earnings, expenses and asset appreciation or depreciation. Disability Income,
Hearing, Life and AD&D coverage cease as of the date retiree health benefits begin.




2. Totally and Permanently Disabled. A Participant who otherwise qualifies for early or regular
retirement (except for reaching age 55), who becomes or is Totally and Permanently Disabled as determined
by the Social Security Administration at any age, shall be eligible for retiree medical benefits under the Plan
upon paying the required premium established by the Board of Trustees.

3. Return to Covered Employment. A Participant who has attained age fifty five (55) or older and has
retired under the San Mateo Electrical Construction Industry Retirement Plan and begun participation in the
Retiree portion of the Health Plan will remain a Participant in the Retiree portion of the Plan (and pay the
designated premium) even if such retiree returns to part or full-time covered employment; If such a
Participant works in covered Employment up to 40 hours during a calendar month, the Employer
contributions made on his or her behalf for the hours worked will be used to offset the required retiree
premium, with any remainder to be paid by the Participant. If the hours reported for such a Participant (who
had previously retired) exceed the hour requirement for retired Participants per calendar month (more than 40
hours), the excess Employer contributions made on the Participant’s behalf shall be retained by the Plan.

B. RETIREE HOUR BANK CONVERSION.

An eligible Retiree’s Hour Bank and funds will be transferred from the San Mateo Electrical Workers Health
Care Benefits Plan (Active Plan) to the Retired San Mateo Electrical Workers Health Care Benefits Plan
(Retiree Plan) on the effective date of retirement. (Although described as a separate Plan, there is only one
Plan.) This money will be held in account and can be used by the Retiree to pay monthly contributions to the
Retiree Plan.

The dollar amount to be transferred will be the equivalent of the current cost of (Active Plan) monthly
benefits, multiplied by the number of full months (Hour Bank balance divided by 120) in the Retiree’s Hour
Bank. As an example: If the Retiree has 720 hours in his or her Hour Bank at retirement, and the current
monthly cost for coverage is $700, then the Retiree would receive (720 hours/120 = 6 months x $700) $4,200
in his or her account.

C. MEDICARE COORDINATION--YOU ARE REQUIRED TO ENROLL.

1. Summary of Medicare. Medicare is our country's federal health insurance program for people who
worked at least 10 years in Medicare Covered employment who are age 65 or older, for people under age 65
with certain disabilities, and for people of any age who have End-Stage Renal Disease (permanent kidney
failure requiring dialysis or a kidney transplant). If you are receiving Social Security Disability Income
(SSDI) benefits, you generally become eligible for Medicare coverage 24 months after your SSDI benefits
begin. If you are not a citizen or permanent U.S. resident, you may not qualify for Medicare. If you or your
Spouse becomes eligible for Medicare, you should carefully read this section. It will tell you what your
obligations are concerning enrolling in Medicare Part A and B, how the Plan pays when you are
eligible for Medicare, and other important information you need to know.

Medicare has four parts:

e Medicare Part Hospital Insurance. Part A covers inpatient care and certain skilled nursing facilities.
Generally, there is no monthly premium, but there are annual deductibles and co-insurance/co-payments
after certain lengths of stay.

e Medicare Part B — Medical Insurance. Part B covers medical and doctor services, outpatient hospital
care and other services. Part B requires payment of a monthly premium, as well as deductibles and co-
insurance/co-payments. The member pays an annual deductible and 20% coinsurance. Members
continue to pay the Part B premium monthly out of their Social Security check.

You should enroll in Part B when first eligible to avoid a financial penalty and a potential delay in your
enrollment.




e Medicare Part C — Medicare Advantage Plans. Health plan options approved by Medicare and
administered by private companies.

e Medicare Part D — Prescription Drug Coverage. Provided through plans run by insurance companies
or other private companies approved by Medicare. There are monthly premiums, deductibles and co-
insurance/co-payments.

If a person declines Part B when first eligible, the cost of enrolling in Part B at a later date may be increased
by 10% for each full 12-month period that they should have had Part B. The Part B penalty can be waived if
a person is still actively employed or their spouse is actively employed and the person has health insurance
coverage under an employer/union group health care plan (the employer must have more than 20 employees)

Medicare Part A is financed by payroll taxes, and, if you are eligible to receive it based on your own or your
spouse's employment, you do not pay a premium. Medicare Part B is partly financed by monthly premiums
paid by individuals enrolled for Part B coverage. Most people are entitled to Part A when they turn age 65
and pay no premium because they or a spouse paid Medicare taxes while working.

The Plan coordinates benefits with Medicare as if you are covered under both Medicare Part A (hospital
benefits) such as hospital inpatient care and skilled nursing facilities (but not custodial or long term care) and
Part B (medical benefits such as medical and doctor services, outpatient hospital care and other services).
This means you must enroll in both Medicare Part A and Part B, as soon as you are eligible for Medicare.
If you do not enroll in Medicare (Part A and Part B), the Plan will not make up for the portion of expenses
that Medicare would have paid and you will be required to pay an additional Retiree Health and Welfare
Premium.

IMPORTANT NOTICE: ENROLL IN MEDICARE

To be eligible for Retiree Health and Welfare benefits under this Plan you and/or your eligible
Dependent(s) are required to enroll in both Medicare Parts A and B and pay the required premium
(for part B) as soon as you and/or your eligible Dependent(s) are entitled to coverage. Note: Because
Medicare benefits are assigned to your medical plan, you and/or your eligible Dependents can only enroll
in one HMO Medicare Plan.

It is important that you enroll in Medicare Part B when you first become eligible. If you do not, Medicare
generally imposes penalties which will significantly increase your Part B premium once you do enroll. The
cost of Medicare Part B premium will go up 10% for each full 12-month period an individual was eligible for
Medicare Part B during the initial enrollment period but did not enroll. If you did not enroll when first eligible,
and later choose to enroll, you must wait until the next Medicare Part B open enrollment period, which is
January 1 through March 31 of each year. Your Medicare Part B will be effective on July 1 of the year you
enroll. For enrollment and eligibility information, you should call Social Security at (800) 772-1213.
You can also find Medicare information on the Internet at www.medicare.gov.

To avoid loss of protection, you (or your Dependents) must enroll for Parts A and B of the Federal program
during the three months before the month in which you (or your Dependents) will become eligible for
Medicare. Social Security will automatically enroll you in Medicare Parts A and B. If you have not received
your Medicare Card within 2 months of your Medicare eligibility, you should contact the Social Security
Administration. Please remember that if you and/or your Dependent are under age 65 but eligible for
Medicare, you and/or your Dependent must also enroll for Parts A and B.

EXAMPLE: Below is an example of why it is important for Medicare-eligible individuals to enroll
in Medicare Part B coverage.




Assume Bob, a Medicare-eligible Retiree, requires a medical services and most physicians charge
8150.00 for it. Assume that Medicare’s allowed amount for the services is $100.00, that Medicare
would pay 80% of the allowed amount and that the Plan would pay the 20% co-insurance. If Bob is
enrolled in Medicare Part B, and has satisfied the Part B deductible, the Plan would pay $20.00
because Medicare would have paid $80.00, and the claim would be considered paid in full.
However, if Bob is eligible for but not enrolled in Medicare Part B, then the Plan will still pay
$20.00 and Medicare will pay nothing. Consequently, Bob is responsible for $130.00 ($150.00
minus $20.00 paid by the Plan,).

To avoid loss of protection, you (or your Dependents) must enroll for Parts A and B of the Federal program
during the three months before the month in which you (or your Dependents) will become eligible for
Medicare. If you have not received your Medicare Card within 2 months of your Medicare eligibility, you
should contact the Social Security Administration. Please remember that if you and/or your Dependent are
under age 65 but eligible for Medicare, you and/or your Dependent must also enroll for Parts A and B.

Effective January 1, 2006, Medicare eligible individuals were given the option of enrolling in the Medicare
Part D prescription drug program. Prescription drug coverage in the Plan is not affected by the Medicare Part
D prescription drug program and it is not necessary for you to enroll in Medicare Part D. The
prescription drug benefits you currently receive under this Plan provide better coverage, at less cost to you,
than the new drug program under Medicare Part D. As long as you are eligible for a prescription drug plan
that has coverage that is equal to or better than what is offered under Medicare Part D, you are considered to
have "Creditable Coverage"; therefore, if at some later date you choose to enroll in Medicare Part D, you will
not be charged a late penalty for delayed enrollment.

2. Kaiser Permanente Senior Advantage and Blue Cross Medicare Options. The Kaiser
Permanente Senior Advantage (KPSA) and Blue Cross plans are available to retired Participants and their
eligible Dependents who are enrolled in Medicare Part A and Part B and who reside in a Northern California
Kaiser or Blue Cross service area. Retirees with Medicare who enroll in Kaiser or the Blue Cross HMO plans
MUST assign their Medicare benefits to Kaiser or Blue Cross (whichever is applicable). The Plan Office
will send you a Medicare authorization form when you become eligible for Medicare. Please be aware that
the Participant and all eligible Dependents can only be enrolled in one Health Plan option; therefore, a
Dependent’s eligibility to enroll in these Plans would depend on the Health Plan option selected by the
Participant.

If you have any questions regarding the Kaiser Permanente Senior Advantage Program, or require additional
information, please call a Kaiser Customer Services Representative at (800) 464-4000.

If you have any questions regarding the Blue Cross Plan or require any additional information, please call
Blue Cross at (800) 688-3828.

D. COST FOR RETIREES. (Contact the Plan for the rates in future years.)

In-State Medicare Retirees. Retirees who reside in the Retiree Plan’s approved California Medicare
Supplement or Medicare HMO Plan service area are eligible for a Medicare Supplement or Medicare HMO
Plan, Prescription Drug, Dental and Vision coverage. The cost to the retiree will vary depending on whether
you are single, whether you are a couple with a spouse under age 65 or you are a couple with a spouse over
age 65.

Out-of-State Medicare Retirees. Effective September 1, 2016, Retirees who reside outside of the Retiree
Plan’s approved California Medicare Supplement or Medicare HMO Plan service area are eligible to
purchase coverage under the Retiree Plan’s approved Medicare Supplemental Plan, for out-of-state retirees,
up to the same rate as in-state Medicare Retirees. This benefit may be changed at any time.




Please refer to the Benefits Website or contact the Trust Fund office for the retiree rates, which usually
changes each year.

THESE AMOUNTS WILL INCREASE IN MOST IF NOT ALL YEARS.

E. WIDOWS/WIDOWERS OF RETIREES-MEDICARE.

Widows/widowers (age 65 or older) of Retirees must be covered by the Plan at the time of the Retiree’s
death to be eligible for coverage.

1. Age 65 or Older

a. Widows/Widowers of Retirees residing in the Retiree Plan’s approved California Medicare
Supplement of Medicare HMO Plan service area, are eligible for Medicare Supplement or Medicare HMO
plan, Prescription Drug, Dental and Vision coverage. To obtain the amount of the premium, please refer to
the rate sheet posted on the Benefits Website or contact the Trust Fund office.

b. Effective September 1, 2016, Widows/Widowers of Retirees residing outside the Retiree
Plan’s approved California Medicare Supplement or Medicare HMO Plan service are entitled to the Retiree
Plan’s approved Medicare Supplemental Plan up to the same rate as in-state Medicare Retirees and rates will
vary depending on the age of the Widow/Widower.

c. Widows/Widowers-Medicare who re-marries, may elect to continue coverage for themselves
only and must self-pay the full premium for Medicare Supplement or Medicare HMO plan, Prescription

Drug, Dental and Vision Plans.

2. Divorced Spouses of Retirees-Medicare

a. Divorced spouses (under age 65) will cease to be eligible for coverage under the Plan effective the
1** day of the month following the date of the divorce in final. The divorced spouse may elect to continue
coverage through COBRA for thirty six months, or extended COBRA, if eligible. It is the member’s
responsibility to notify the Trust Fund Office of the divorce.

b. Divorce spouses (age 65 or older) who are covered by the California Medicare Supplement or
Medicare HMO Plan, will cease to be eligible for Medical, Prescription Drug, Dental and Vision coverage
under the Plan effective the 1% day of the month following the date the divorce in final. The divorced spouse
may elect to continue the Medicare Supplement or Medicare HMO coverage only, by paying the full
premium. It is the member’s responsibility to notify the Trust Fund Office of the divorce.

F. OPTING OUT OF THE RETIREE HEALTH AND WELFARE PLAN.

If you are eligible and have enrolled in Retiree Health and Welfare Plan but subsequently wish to opt out
(dis-enroll) from this Plan, you must submit a written request to the Plan Office. Please be aware that opting
out of the Retiree Health and Welfare Plan benefits terminates all Retiree benefits including Medical,
Prescription Drug, Dental and Vision.

If you are not currently eligible for Medicare Benefits, you will be dis-enrolled the first of the following
month after your request has been received and processed by the Plan Office. If you are eligible for Medicare
benefits and are currently enrolled in the Kaiser or Blue Shield Medicare HMO programs, you will be dis-
enrolled as described below:




Kaiser (Senior Advantage) In addition to your written request, you must sign a Kaiser Disenrollment Form.
Provided that your request is submitted in a timely manner, you will be dis-enrolled the first of the following
month after you sign and submit the Disenrollment Form.

Blue Shield. In addition to your written request, you must sign a Blue Shield Disenrollment Form. Provided
your request is submitted in a timely manner, you will be dis-enrolled the first of the following month after
you sign and submit the Disenrollment Form.

PLEASE NOTE: Because Medicare requires time to process your disenrollment request, failure to dis-
enroll on a timely basis may result in a lapse in utilizing your Medicare Benefits. Please contact the
Plan Office if you need assistance.

Please be aware that if you opt out of the Retiree Health and Welfare benefits, you will not be permitted to
opt back into the Plan except under the following conditions:

(1) In accordance with Plan rules, you may delay/opt out of your Retiree Health and Welfare benefits for
yourself and/or your Dependent spouse until you/or your spouse becomes Medicare eligible, provided
that you notify the Plan Office in writing within 30 days of the date that you/or your spouse become
Medicare eligible. Please be aware that if you delay/opt out of Retiree Health and Welfare benefits,
you will not be permitted back into the Plan until you become Medicare eligible. Also, please be
aware that in order for a spouse to be eligible to opt back into the Plan based on Medicare
entitlement, at the time of the spouse’s Medicare eligibility the Retiree would have to already be
eligible for and enrolled in Retiree Health and Welfare benefits.

(2) Plan rules also provide that if you and/or your Dependent(s) are eligible for coverage under another
plan, you may also delay/opt of out of your Retiree Health and Welfare Benefits for yourself and/or
eligible Dependents until your/their coverage under the other plan terminates, provided that you
notify the Plan Office in writing within 30 days of the date the other coverage terminates and subject
to proof of such termination of prior coverage (such as a copy of a HIPAA notification). Please be
aware that in order for Dependents to be eligible to opt back into the Plan, the Retiree would have to
be eligible for and enrolled in Retiree Health and Welfare Benefits.

G. RETIREE AND SURVIVING SPOUSE DISENROLLMENT PROCEDURES DUE TO
CHANGE IN HEALTH PLANS.

If you are planning to move, you should contact the Plan Office in advance to obtain information regarding
how your new address may affect your Retiree Health and Welfare Benefits. You will be required to submit
a new Enrollment Form.

1. Non-Medicare Eligible Participants: If you are not currently eligible for Medicare Benefits, you
will be dis-enrolled the first of the following month after your request has been received and processed by the
Plan Office.

2. Medicare Eligible Participants: If you are eligible for Medicare Benefits and are currently enrolled
in the Kaiser or Blue Shield Medicare HMO program and you move out of the Kaiser or Blue Shield
Medicare Service Area, or you wish to switch from the Kaiser Medicare Plan to the Blue Shield Medicare
Plan, or vice versa, you need to be dis-enrolled as described below:

Kaiser (Senior Advantage). In addition to your written request, you must sign a Kaiser Disenrollment Form.
Provided that your request is submitted in a timely manner, you will be dis-enrolled the first of the following
month after you sign and submit the Disenrollment Form.




Blue Shield. In addition to your written request, you must sign a Blue Shield Disenrollment Form. Provided
your request is submitted in a timely manner, you will be dis-enrolled the first of the following month after
you sign and submit the Disenrollment Form.

PLEASE NOTE: Because Medicare requires time to process your request for disenrollment, failure to
dis-enroll on a timely basis may result in a lapse in utilizing your Medicare Benefits. Please contact
the Plan Office if you need assistance.

H. NOTICE TO THOSE ELIGIBLE FOR MEDICARE PART D.

Effective January 1, 2006, the Federal Medicare Prescription Drug, Improvement and Modernization Act
created a new prescription drug benefit referred to as Medicare Part D Prescription Drug Coverage (Medicare
Part D coverage or coverage). The coverage is available to all Medicare eligible employees and/or
dependents that are age 65 or older or are disabled and are receiving Social Security disability benefits, and
those with end stage renal disease. The enrollment period for Medicare Part D is November 150 through
December 31,

A Notice (titled “Notice of Medicare Part D Creditable Coverage”) containing general information about
Medicare Part D coverage and this Plan is required to be provided to you (a Medicare eligible individual) by
the Plan prior to each annual Medicare Part D enrollment period beginning November 15, 2005. The Notice
must also be provided to you prior to your initial enrollment period for Medicare Part D coverage, prior to
the effective date of your enrollment in this Plan, whenever the Plan’s prescription drug coverage ends or
changes so that it is no longer considered “Creditable Coverage”, and upon your request. “Prior to” means
within 12 months before the event in question. “Creditable Coverage” means that the prescription drug plan
offered by the Plan Sponsor is as generous as or more generous than the standard coverage under Medicare
Part D prescription drug benefit. In other words, the expected value of claims paid under the plan is as much
as the value of claims that would be paid under the standard Medicare Part D benefit.

The Board of Trustees of this Plan intends to continue to provide a prescription drug benefit that is
equivalent on a gross basis to Medicare Part D coverage, in other words Creditable Coverage. Therefore,
there is no requirement that you enroll in Medicare Part D when you become eligible. The Plan will notify
you if this changes.

IV. SELF-PAYMENTS (Prior to COBRA)

To maintain continuous coverage, a Participant whose coverage has terminated or has insufficient hours for
coverage, may elect to pay for continued coverage under one of the following two options:

A. OPTION ONE: Subsidized Self Payment Option — Up to 12 Months.

You may elect to continue the total benefit package (Life, AD&D, Medical and Dental coverage) for up to
twelve consecutive months, at a cost equal to 50% of the full amount of the cost of the benefits as determined
by the Board of Trustees or a Participant may elect to continue the total package if actively seeking
employment and is available for dispatch, has been dispatched, or is working in the jurisdiction of Local
Union 617, at a cost to be determined periodically by the Board of Trustees.

If this option is selected, the twelve consecutive months of coverage provided shall run concurrently with the
first twelve months of coverage under Option Two COBRA as if you or your eligible dependents were
covered under Option Two initially. Should a dependent’s coverage terminate under Option One (e.g., due
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to divorce or a dependent child losing eligibility because of age), that dependent may continue coverage
under Option Two up to a maximum of thirty-six months of coverage under Option One and Option Two
combined.

B. OPTION TWO: COBRA Option.
You may elect COBRA continuation coverage. For details, see the COBRA Article XXI on page 52.
C. EMPLOYEE STATED REQUIRED CALIFORNIA COVERAGE - If Labor Dispute.

Arrangements may be made to continue your coverage if you cease Active Work because of a labor dispute.
You may continue your coverage up to six months, but only if certain conditions of the Insured arrangements
are met. See your Participating Employer to make arrangements for continuing your coverage. Your
coverage will be terminated unless you make arrangements within 31 days after you cease Active Work due
to a labor dispute.

D. OPEN ENROLLMENT PERIOD.

The open enrollment period is usually in May of each year with the effective date of the change to be June 1.
The dates could change in some years.

E. MILITARY SERVICE.

Any eligible person who enters the military service or military training under the laws of the United States
may elect to have coverage suspended by freezing reserve hours. This request must be made in writing to the
Board of Trustees and will be effective the first day of the month following receipt of the request. You
should notify the Plan in writing, as soon as you are aware that you will resume active work by sending a
letter to the Plan Office.

F. UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT
(USERRA).

Under the Uniform Services Employment and Re-employment Rights Act (“USERRA”), your Employer
must offer to continue coverage for you and your Dependents up to 24 months while you are on military
leave of 31 days or more. Thus, if you enter full-time military service for a period in excess of 30 days, your
coverage will terminate immediately. You may then purchase continuation coverage for you and your
dependents under the rules included in the COBRA section described on page 31. You should notify the
Plan Office if you enter military service for more than 30 days. However, you may elect to waive your rights
under federal law. The months of coverage so applied would no longer be available to provide coverage
upon your return to covered employment.

The following procedures are to be followed for a Participant who is a military reservist once called to active
duty:

1. Upon notification that a Participant has been called to active duty, a Participant’s hours will be frozen
from the first day of the month following the date the employee begins active duty. Exception: If the
Participant begins active duty on the first of any month, the Participant’s hours will be frozen as of
the first of that month.

2. The Plan Office will notify the Participant of the option to elect continuation of Medical, Dental,
Disability, AD&D, Vision, and Life coverage by self-paying the premium to the Plan Office.
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Coverage may be continued for a period that is the lesser of 18 months, or a period that ends on the
day the individual fails to apply for, or return to a position as an active Participant of the Plan.

To qualify for re-employment rights under USERRA, including continued health benefits, your leave must be
for the purpose of entering a "uniformed service”, which includes the Army, Navy, Air Force, Marine
Corps, Coast Guard, National Guard (full time duty), Commissioned Corps of Public Health Service and
anyone else designated as Covered by the President of the United States during time of war or National
Emergency. In addition, you must return to your same Employer or Another Employer that contributes to
the Plan, within a specified period of time, depending upon the length of time you are absent for military
service, as follows:

e If your service lasts less than 31 days, you must be available for covered employment on the next
calendar day (so long as you had at least 8 hours rest after returning home by normal transportation)
following the end of your service.

e If your service lasts for 31 days or more but less than 181 days, you must be available for covered
employment no later than 14 days after the end of your service.

e If your service lasts for more than 180 days, you must be available for covered employment no later
than 90 days following the end of your service.

If you are absent from covered employment as a result of military service for less than 31 days, you may elect
to continue your coverage at no expense, for the first month.

If you are absent from covered employment as a result of military service for 31 days or more, you may elect
to purchase COBRA-like coverage for up to 24 months (the first month of which is free). Typical rights under
COBRA are for 18 months, rather than the longer 24 month period. USERRA continuation coverage is
similar but not identical to COBRA requirements. Any continuation coverage taken pursuant to USERRA
will be counted concurrently with your maximum COBRA continuation coverage period.

NOTE: Participants and their dependents may be eligible for coverage under CHAMPUS, a federal health
care plan. The Participants should review these coverage’s before making a decision to self-pay.

Participants must notify the Plan Office of their return from active duty. The Plan Office will restore the
Participant’s frozen hours, and the Participant will once again be eligible for all benefits that he/she would
normally have been eligible for had he/she not been called to active duty.

However, you may elect to waive your rights under federal law. In that case, your Reserve Account may be
applied to provide coverage for your dependents at the applicable rate for active members. The months of
coverage so applied would no longer be available to provide coverage upon your return to covered
employment.

G. HMO ENROLLEES.

If you or your spouse or dependent have USERRA continuation coverage through the Trust’s HMO
programs and you are terminated from the program because you move out of the HMO’s service area before
the applicable USERRA period expires and the Trust does not have a contract with your HMO in that area,
you or your spouse or dependent will be allowed to enroll in the Group Medical Plan until the expiration of
the applicable USERRA period, so long as payment of USERRA premiums are continuous and timely and
the other USERRA requirements are met for the continuation of health coverage. Please call the Plan Office
for additional details.
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V. TERMINATION OF COVERAGE

Except as provided under the Self Payments provision, an employee and his/her dependents that has been
eligible for the benefits of this Plan shall cease to be eligible for the benefits on the earliest date of:

A. EMPLOYEE.
Employee coverage will terminate on the earlier of:

1. The date the person is no longer eligible under the Plan because he or she has less than 120 hours in
his or her reserve account.

2. The date of termination of the Plan or, if any benefit of the Plan is terminated, on the date of
termination of such benefit.

B. DEPENDENT.
Your Dependent coverage will terminate on the earlier of:

1. The date the person ceases to be a dependent as defined in the Plan.

2. The date that the Participant who has Covered Dependents ceases to be eligible under the Plan.

3. The date of termination of the Plan, or if any dependent’s benefit of the Plan is terminated, the date of
termination of such dependent’s benefits.

Under certain conditions, your Dependent’s Medical expense coverage may be continued after the date it
would terminate. See the Continuation of Coverage provisions described on page 31 under COBRA
provisions.

NOTE: When both Federally and State-required continuation is available to you and/or your Dependents, a
choice must be made. Thus, the advantages and disadvantages of Federal vs. State continuation should be
carefully weighed before either is chosen.

C. LEAVING COVERED EMPLOYMENT/ REINSTATEMENT OF ELIGIBILITY.

Upon leaving Covered Employment a person having reserve hours to his or her credit in the Plan will have
the following options:

1. Running out his or her reserve hours, or

2. Serving notice to the plan Office within 30 days of leaving Covered Employment of his or her desire
to freeze his or her reserve hours for a period not to exceed one (1) year.

3. The freezing of reserve hours will be effective on the first day of the calendar month beginning
subsequent to the date of serving said notice, provided said notice is received by the Administrator
prior to the 15th of the month; if received after the 15th of the month, the freezing will become
effective on the first day of the second (2nd) following calendar month.

Upon re-entry into Covered Employment within the one-year period from the date of serving above notice, a
person shall be allowed 30 days within which to file notice of their intention to use their reserve hours. The
notice should be in writing and sent to the Plan Office.
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VI. MEDICAL BENEFITS—ANTHEM BLUE CROSS NETWORK

A. OPEN ENROLLMENT PROCESS.

There is an annual open enrollment period, usually during May for new coverage as of June (but the
dates may vary each year). The Plan provides two medical care options and allows an eligible
participant to change his/her health plan selection during open enrollment.

e The first is a Self-Funded PPO Medical Plan. Anthem/Blue Cross provides the PPO Network.
The Group Number is 277955M002. The phone number is 408.288.4400. Blue Cross can be reached
at 800-688-3828.

e The second option is the Kaiser HMO Medical Plan. Please refer to Article VII of this Plan
booklet for more information on enrolling in the Kaiser HMO option. If you are interested in Kaiser

Health Plan coverage and wish to receive a Kaiser packet please contact the Plan office at 408-288-
4433 or 877-827-4239.
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B. SUMMARY OF ANTHEM/BLUE CROSS PPO MEDICAL PLAN BENEFITS.

ACTIVE PPO MEDICAL PLAN

LEVEL ONE LEVEL TWO

PPO PROVIDERS OUT OF NETWORK
Deductible Individual None $250
Deductible Family None $500

Annual Out-of-Pocket

The out of pocket maximum is $1,250 per

The out of pocket maximum is $2,000 per individual and

Maximum individual and $2,500 per family $4,000 per family
Deductible and office visits copayments do not Deductible and office visits copayments do not apply to
apply to the out of pocket maximum. * the out of pocket maximum. *
LIFETIME MAXIMUM There is no lifetime maximum There is no Lifetime maximum
ANNUAL MAXIMUM There is no Annual maximum There is no Annual maximum

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Physician Services

Office visits $15 COPAYMENT $15 COPAYMENT

Hospital/Skilled Nursing 90% 60% after deductible
visits

Specialists $15 COPAYMENT $15 COPAYMENT

Surgeon/Asst. Surgeon 90% 60% after deductible

Anesthesiologist 90% 60% after deductible

Diagnostic X-ray & Labs 90% 60% after deductible

Preventive Care

Routine Physical Exam

100% (Effective 6/1/2016)

60% after deductible

Well Baby Care

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Immunizations

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Hospital/Surgical Services

Inpatient 90% 60% after deductible

Outpatient 90% 60% after deductible
Emergency Services

Ambulance 90% 90% after deductible

Emergency Room

90% after $50 copay, waived if admitted

60% after $50 copay, copay & deduc. waived if admitted

Maternity Services

Hospital Benefits — Delivery 90% 60% after deductible

Outpatient Physician 90% 60% after deductible
Services

Surgical Services 90% 60% after deductible

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Prescription Drugs
Generic or Brand
Retail Purchase

Prescription Drugs are provided by SAV Rx-
Care
$5 Generic/$15 Preferred Brand/
$25 Non-Preferred Brand

Prescription Drugs are provided by SAV Rx-Care
100% less reimbursement to network pharmacy
30 day supply

30 day supply
Mail Order $10 Generic & $30 Preferred Brand/ 100% less reimbursement to network pharmacy
Generic or Brand $50 No Preferred Brand 90 day supply
90 day supply
Chiropractic Services 90% ** 60% after deductible **
Continued Care Services
Home Health Care 90% 60% after deductible**
Skilled Nursing Facility Following discharge from an acute care facility, Following discharge from an acute care facility, plan
plan pays 90% pays 60%
Physical Therapy 90% ** (30 visit limit) 60% after deductible ** (30 visit limit)
Speech Therapy 90% ** 60% after deductible **
Nutritional Counseling 90% ** 60% after deductible **

** Note: There is a 30 visit per calendar year limit for services. (90% or 60% cost-sharing is what the Plan Pays.)
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RETIREE PPO MEDICAL PLAN

LEVEL ONE LEVEL TWO

PPO PROVIDERS OUT OF NETWORK
Deductible Individual None $250
Deductible Family None $500
Other Deductible $100 for retail prescription drug expenses $100 for retail prescription drug expenses

Annual Out-of-Pocket The out of pocket maximum is $1,500 per The out of pocket maximum is $4,500 per individual
Maximum individual and $3,000 per family and $9,000 per family
Deductible and office visits copayments do not Deductible and office visits copayments do not apply to
apply to the out of pocket maximum. * the out of pocket maximum. *

LIFETIME MAXIMUM There is no lifetime maximum There is no Lifetime maximum
ANNUAL MAXIMUM There is no Annual maximum There is no Annual maximum

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Physician Services

Office visits $15 COPAYMENT $15 COPAYMENT
Hospital/Skilled Nursing visits 80% 60% after deductible
Specialists $15 COPAYMENT $15 COPAYMENT
Surgeon/Asst. Surgeon 80% 60% after deductible
Anesthesiologist 80% 60% after deductible
Diagnostic X-ray & Labs 80% 60% after deductible

Preventive Care

Routine Physical Exam

100% (Effective 6/1/2016)

60% after deductible

Well Baby Care

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Immunizations

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Hospital/Surgical Services

Inpatient 80% 60% after deductible

Outpatient 80% 60% after deductible
Emergency Services

Ambulance 80% 60% after deductible

Emergency Room

80% after $50 copay, waived if admitted

60% after $50 copay, copay & deduc. waived if
admitted

Maternity Services

Hospital Benefits — Delivery 80% 60% after deductible
Outpatient Physician Services 80% 60% after deductible
Surgical Services 80% 60% after deductible

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Prescription Drugs
Generic or Brand

Prescription Drugs are provided by SAV Rx-
Care

Prescription Drugs are provided by SAV Rx-Care
% less reimbursement to network pharmacy

Retail Purchase $5 Generic/$15 Preferred Brand/ 30 day supply
$25 Non-Preferred Brand
30 day supply
Mail Order $10 Generic & $30 Preferred Brand/ 100% less reimbursement to network pharmacy
Generic or Brand $50 No Preferred Brand 90 day supply
90 day supply
Chiropractic Services 80% ** 60% after deductible **
Continued Care Services
Home Health Care 80% ** 60% after deductible**
Skilled Nursing Facility Following discharge from an acute care facility, Following discharge from an acute care facility, plan
plan pays 80% pays 60%
Physical Therapy 80% ** 60% after deductible **
Speech Therapy 80% ** 60% after deductible **
Nutritional Counseling 80% ** 60% after deductible **

** Note: There is a 20 visit per calendar year limit for services. (80% or 60% cost-sharing is what the Plan Pays.)
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APPRENTICE PPO MEDICAL PLAN

LEVEL ONE LEVEL TWO

PPO PROVIDERS OUT OF NETWORK
Deductible Individual None $500
Deductible Family None $1,000

Annual Out-of-Pocket

The out of pocket maximum is $1,250 per

The out of pocket maximum is $4,500 per individual and

Maximum individual and $2,500 per family $9,000 per family
Deductible and office visits copayments do not Deductible and office visits copayments do not apply to
apply to the out of pocket maximum. * the out of pocket maximum. *
LIFETIME MAXIMUM There is no lifetime maximum There is no Lifetime maximum
ANNUAL MAXIMUM There is no Annual maximum There is no Annual maximum

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Physician Services

Office visits $20 COPAYMENT $20 COPAYMENT

Hospital/Skilled Nursing 90% 60% after deductible
visits

Specialists $20 COPAYMENT $20 COPAYMENT

Surgeon/Asst. Surgeon 90% 60% after deductible

Anesthesiologist 90% 60% after deductible

Diagnostic X-ray & Labs 90% 60% after deductible

Preventive Care

Routine Physical Exam

100% (Effective 6/1/2016)

60% after deductible

Well Baby Care

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Immunizations

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Hospital/Surgical Services

Inpatient 90% 60% after deductible

Outpatient 90% 60% after deductible
Emergency Services

Ambulance 90% 90% after deductible

Emergency Room

90% after $50 copay, waived if admitted

60% after $50 copay, copay & deduc. waived if admitted

Maternity Services

Hospital Benefits — Delivery 90% 60% after deductible

Outpatient Physician 90% 60% after deductible
Services

Surgical Services 90% 60% after deductible

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Prescription Drugs
Generic or Brand
Retail Purchase

Prescription Drugs are provided by SAV Rx-
Care
$10 Generic/$25 Preferred Brand/
$40 Non-Preferred Brand

Prescription Drugs are provided by SAV Rx-Care
100% less reimbursement to network pharmacy
30 day supply

30 day supply
Mail Order $20 Generic & $50 Preferred Brand/ 100% less reimbursement to network pharmacy
Generic or Brand $80 No Preferred Brand 90 day supply
90 day supply
Chiropractic Services 90% ** 60% after deductible **
Continued Care Services
Home Health Care 90% 60% after deductible**
Skilled Nursing Facility Following discharge from an acute care facility, Following discharge from an acute care facility, plan
plan pays 90% pays 60%
Physical Therapy 90% ** 60% after deductible **
Speech Therapy 90% ** 60% after deductible **
Nutritional Counseling 90% ** 60% after deductible **

* Note: There is a 30 visit per calendar year limit for services. (90% or 60% cost-sharing is what the Plan Pays.)
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PRE-APPRENTICE PPO MEDICAL PLAN

LEVEL ONE LEVEL TWO

PPO PROVIDERS OUT OF NETWORK
Deductible Individual $250 $500
Deductible Family $750 $1,000

Annual Out-of-Pocket

The out of pocket maximum is $1,250 per

The out of pocket maximum is $4,500 per individual

Maximum individual and $2,500 per family and $9,000 per family
Deductible and office visits copayments do not Deductible and office visits copayments do not apply to
apply to the out of pocket maximum. * the out of pocket maximum. *
LIFETIME MAXIMUM There is no lifetime maximum There is no Lifetime maximum
ANNUAL MAXIMUM There is no Annual maximum There is no Annual maximum

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Physician Services

Office visits $20 COPAYMENT $20 COPAYMENT
Hospital/Skilled Nursing visits 85% 60% after deductible
Specialists $20 COPAYMENT $20 COPAYMENT
Surgeon/Asst. Surgeon 85% 60% after deductible
Anesthesiologist 85% 60% after deductible
Diagnostic X-ray & Labs 85% 60% after deductible

Preventive Care

Routine Physical Exam

100% (Effective 6/1/2016)

60% after deductible

Well Baby Care

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Immunizations

Covered from birth to age 3

60% after deductible Covered from birth to age 3

Hospital/Surgical Services

Inpatient 85% 60% after deductible

Outpatient 85% 60% after deductible
Emergency Services

Ambulance 85% 90% after deductible

Emergency Room

85% after $100 copay, waived if admitted

60% after $100 copay, copay & deduc. waived if
admitted

Maternity Services

Hospital Benefits — Delivery 85% 60% after deductible
Outpatient Physician Services 85% 60% after deductible
Surgical Services 85% 60% after deductible

BENEFITS FOR COVERED SERVICES

BENEFITS FOR COVERED SERVICES

Prescription Drugs
Generic or Brand

Prescription Drugs are provided by SAV Rx-
Care

Prescription Drugs are provided by SAV Rx-Care
100% less reimbursement to network pharmacy

Retail Purchase $20 Generic/$40 Preferred Brand/ 30 day supply
$80 Non-Preferred Brand
30 day supply
Mail Order $40 Generic & $80 Preferred Brand/ 100% less reimbursement to network pharmacy
Generic or Brand $160 No Preferred Brand 90 day supply
90 day supply
Chiropractic Services 85% ** 60% after deductible **
Continued Care Services
Home Health Care 85%** 60% after deductible**
Skilled Nursing Facility Following discharge from an acute care facility, Following discharge from an acute care facility, plan
plan pays 85% pays 60%
Physical Therapy 85% ** 60% after deductible **
Speech Therapy 85% ** 60% after deductible **
Nutritional Counseling 85%** 60% after deductible **

** Note: There is a 20 visit per calendar year limit for services. (85% or 60% cost-sharing is what the Plan Pays.)
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C. A SELF-FUNDED PLAN.

This Section highlights the benefits including coverage requirements provided under your Self-Funded PPO
Medical Plan. The purpose is to give you quick access to the information you will most often want to
review.

The Plan allows the option of obtaining treatment from a Prudent Buyer Network Provider (PPO) or a
provider who does not participate in the Prudent Buyer Network. All claims, payments, and questions
are handled by United Administrative Services (UAS), the claims administrator.

The Plan allows you to seek care from any doctor, medical group, or hospital, but the benefits you
receive will be considerably lower if you do not use a Prudent Network Buyer Provider, which
means that yvour out-of-pocket expense will be higher. You may access coverage under any one of
two levels of coverage, in-network and out-of-network. The applicable deductibles and out-of-pocket
amounts will be applied depending which provider you utilize.

You may obtain treatment from any Prudent Buyer Network Provider, participating doctor, or
hospital anywhere in California. To you, this means that these doctors and hospitals have agreed to accept
the Prudent Network Buyer allowances as full payment for covered services.

D. COVERAGE.

The PPO Medical Plan includes comprehensive coverage for hospitalization, outpatient treatment, diagnostic
laboratory and x-ray services, and prescription medication, as explained in this Summary Plan Description.
You have the option of obtaining treatment from a PPO provider or out-of-network (Non PPO) Provider.

1. Level One — In-Network PPO Provider: The plan pays an amount equal to the Prudent Buyer
allowance depending upon which the provider is utilized for medical treatment received, subject to the
deductible and co-payments. Refer to the Schedule of Benefits for deductible, co-payment and maximums.
The Prudent Buyer allowance is the dollar amount paid for each particular type of medical service set by the
Prudent Buyer Network. Prudent Buyer Providers have agreed to accept the PPO allowance as full payment
for covered services for Prudent Buyer members, although they will often list a higher fee.

2. Level Two - Out-of-Network. Non PPO Provider: This level allows you to seek medical
coverage from any medical provider outside of the Prudent Buyer Network, but the benefits you
will receive are considerably lower. The amount allowed for Non PPO Providers is based on the Usual,
Customary and Reasonable (UCR) Charge. (Please see Definitions in Section II, G) The out of network
provider will be reimbursed at 60% of UCR. You will be responsible for any amount the provider
charges which is in excess of UCR.

Any additional limits on the number of visits or days covered are stated under the specific benefit.
E. CHOICE OF PROVIDERS.

The Plan covers treatment provided by a physician or surgeon, licensed to prescribe and administer all drugs
and to perform all surgery deemed necessary by a licensed physician or surgeon. As a Prudent Buyer
member, you will enjoy significant savings by using a Prudent Buyer Network PPO provider. These
providers have agreed to accept the Prudent Buyer allowance as payment in full. In utilizing non-Prudent
Buyer providers, you will be responsible for any additional charges in excess of the Prudent Buyer
allowance.
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Before using a network doctor or hospital, you should always inquire if the Network provider is a
Prudent Buyer member. To verify if your doctor is a Prudent Buyer member, you may contact United
Administrative  Services at 408-288-4400, or Blue Cross at 1-800-688-3828 or on-line at

www.anthem.com/ca/

If your physician refers you to a specialist, you should request a referral to a Prudent Buyer member.
This is particularly important for anesthesiologists, radiologists, and for any diagnostic testing.

F. AVOID PHYSICIAN OVER-CHARGES FROM PRUDENT BUYER PROVIDERS.

Upon visiting a Prudent Buyer Network Provider, the doctor's office will bill for all expenses and
payment will be sent directly to the doctor. You will receive an Explanation of Benefits (EOB) form
for each claim. This form will show the amount of the claim(s) and how much will be paid to the doctor
under the Prudent Buyer Network allowance. The EOB form will tell you how much you pay to the doctor.

Should you receive a bill from a Prudent Buyer Network Provider for more than the Prudent Buyer Network
allowance shown on the EOB, you should send the doctor a photocopy of the statement showing the
maximum allowance, with a note reminding the doctor he/she is a Prudent Buyer Network member. You
are not required to pay any balance exceeding the Prudent Buyer Network allowance when treated by a
member PPO doctor. For questions regarding a claim, or bills you receive from a provider that are in
excess of the Prudent Buyer Network Fee, call United Administrative Services at (408) 288-4400.

G. SUMMARY OF BENEFIT LEVELS.

When you receive care from a Prudent Buyer Network Provider, you assure yourself of the highest possible
benefit. You also save the plan money and help keep medical premiums down, thereby enabling the Trust
Fund to maintain a high level of employee health benefits.

1. Level One - In-Network: The deductible and the out-of-pocket maximum is the lowest for this
level of coverage. If you choose a Prudent Buyer Network Provider to receive services, you will receive the
highest level of benefits. Prudent Buyer Network Providers offer a substantial discount, which provides the
greatest benefits. The deductible is $250 per individual or $500 per family per calendar year and the
plan pays 90% of covered expenses until the out of pocket amount reaches $1,000 for an individual and
$2,000 per family and then 100% thereafter each calendar year. Physician charges for an office visit require
a co-pay amount for each office visit. The office visit co-pay amount does not apply to the annual
deductible or the out-of-pocket maximum.

2. Level Two - Out-of-Network: This level allows you to seek medical coverage from any
medical provider outside of the Prudent Buyer Network, but the benefits you will receive are
considerably lower. Your out-of-pocket expense is considerably increased if you choose Level Two
benefits. The deductible is $250 per individual or $500 per family per calendar year and the plan
pays 60% of covered expenses at the UCR eligible fee until the out of pocket amount reaches $2,000 for
an individual and $4,000 per family and then 100% thereafter each calendar year. Physician charges for an
office visit require a co-pay amount for each office visit. The office visit co-pay amount does not apply to
the annual deductible or the out-of-pocket maximum.
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H. MEDICALLY NECESSARY STANDARDS.

The PPO Medical Plan provides that treatment or service must be medically necessary and be covered by
your program. United Administrative Services has responsibility for determining whether claims are
payable. A practicing physician-consultant retained by the claims administrator must agree if the denial is
based on lack of medical necessity. To be considered medically necessary the treatment must be one
that cannot be avoided without adversely affecting the patient’s condition. The mere fact that your doctor
orders the treatment does not mean that it is medically necessary.

Medical Necessity also applies to the type of facility in which you receive care. The Plan does not consider
hospitalization medically necessary if the care could be adequately provided in a less expensive facility such
as skilled nursing facility or outpatient clinic.

No benefits are payable for care, treatment, services and supplies to the extent that they are not reasonably

necessary for treatment of an injury or disease or to the extent that the charges for care, treatment, services
or supplies are unreasonable.

I USUAL CUSTOMARY AND REASONABLE (UCR) MEANS.

1. For providers who are Participants in the Plan’s Preferred Provider Organization (“PPO”), UCR
means the agreed Prudent Buyer Allowance for the service or supply.

2. For other non-PPO providers, UCR means the table of covered fees provided by Ingenix in effect at
the time of the claim, but in no event shall any amount be paid unless:

a. It is within the range of fees which are usually charged and received for the given treatment
by doctors of similar training within the appropriate geographic Area;
b. It is customarily charged by the provider for the services or supplies rendered, or if higher

than the customary fee, it is justifiable due to a level of treatment which is superior to that
customarily provided; and

3. It is reasonable in light of all circumstances.

J. COVERED EXPENSES.

1. Hospital. Charges of a hospital for services and supplies rendered during confinement except that
charges for room and board shall not exceed the hospital's semi-private room rate; charges of a
hospital for confinement in an intensive care unit, contagion ward, isolation or private
accommodation, when such confinement is certified by the attending physician as being medically
necessary by reason of the severity of the insured person's condition.

2. Certain_Costs Associated with Hospital Care. Other Inpatient Hospital Care, subject to any
limitations specified in the Schedule of Benefits, benefits include the use of operating rooms, delivery
rooms, nurseries, recovery rooms, equipment therein and also the following:

A. Oxygen and carbon dioxide, including equipment and administration thereof.
B. Intravenous injection and solutions, such as glucose and serum.

C. Prescription drugs and biologicals.
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D. Whole blood and blood derivatives, and administration and processing of same by the
hospital, but not including blood procurement charges or charges for maintenance of a blood

bank.
E. Dressings, splints, and casts, but not including special braces.
F. Diagnostic services; the following procedures to diagnose a condition, in response to specific

symptoms, ordered or performed by a physician or other Licensed Health Care Professional
licensed to render the services:

1. Radiology, ultrasound and nuclear medicine services.

2. Laboratory and pathology services.

3. Electrocardiogram, electroencephalogram, ultrasound and other diagnostic procedures.
G. Anesthesia, including continuous epidural anesthesia when used for control of chronic,

intractable pain due to terminal cancer or when used for control of acute post-operative pain
following select procedures. Anesthesia services are not available in connection with care
which is not a Benefit.

Emergency Services. Means, surgical procedure, accidental injuries and medical emergencies
(shock, acute poisoning, hemorrhaging, etc.) with respect to an emergency medical condition: (a) a
medical screening examination as required under section 1867 of the Social Security Act, 42 U.S.C.
1395dd, that is within the capability of the emergency department of a hospital, including ancillary
services routinely available to the emergency department to evaluate such emergency medical
condition, and (b) such further medical examination and treatment, to the extent they are within the
capabilities of the staff and facilities available at the hospital, as are required under section 1867 of
the Social Security Act to stabilize the patient. Emergency room treatment that is not considered a
medical emergency will require a $50.00 co-payment. The co-pay will be waived if the treatment is
considered a medical emergency and the patient is admitted to the hospital.

Ambulatory Surgical Center.

Radiation therapy, chemotherapy and hemodialysis treatment.

Skilled Nursing Facility or Rehabilitation Facility Treatment.

A. For confinement in a skilled nursing or rehabilitation facility which immediately follows at
least three days of hospital confinement includes ambulance service for transfer from
hospital. Charges of a hospital for services and supplies rendered during confinement except
that charges for room and board shall not exceed the hospital's semi-private room rate.

B. The services must be consistent with the illness, injury, degree of disability and medical
needs of the patient. Benefits are only provided for the number of days required to treat the
member's illness or injury. Services must be those which are regularly provided and billed by
a Skilled Nursing Facility.

C. The patient must remain under the active medical supervision of a Physician. The
Physician must be treating the illness or injury for which the patient is confined in the

Skilled Nursing Facility.

Surgeon's Charges by a Physician for the performance of surgical procedures.
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10.

11.

12.

Anesthesia Charges and its administration when these are not covered as Hospital charges.

Physician's Charges for medical care and treatment including:

A. Emergency room visits at hospital or clinics.

B. Inpatient hospital visits during a covered inpatient stay (except those relating to surgery),
limited to one a day unless additional visits are needed due to the member's medical
condition.

C. Extra time spent when the physician is detained to treat a member in critical condition that

requires constant care.
D. Services of a physician at his office or in your home for treatment of illness or disease.

Nursing, Physiotherapy, and Occupational Therapy Charges for:

A. Private duty nursing care by a Nurse;
B. Treatment by a licensed physiotherapist; and
C. Treatment by a licensed occupational therapist.

The person providing the care must not live with or be related to the Insured Person or to his or her
spouse.

Radiological and Laboratory Charges for diagnostic purposes and preventive screening tests
that the physician determines to be medically necessary based on family medical history:

A. X-rays;

w

Radiological treatment;

C. Diagnostic laboratory tests;

D. Low-dose mammography screening;

E. Annual cervical cancer screening test (Pap smear); and
F. Endoscopy, arthroscopy and colonoscopy.

Cosmetic Surgery and related charges is covered only:

A. As a result of an injury sustained while insured under this plan;

B. For replacement of diseased tissue surgically removed;

C. For the initial reconstruction of a breast after a mastectomy; and

D. Repair of bodily damage covered by disease and/or radiation treatment.
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13.

14.

15.

16.

17.

Women’s Health and Cancer Rights Act of 1998:

The Plan covers medical and surgical benefits for mastectomies. This coverage includes:

A. reconstruction of the breast on which the mastectomy was performed;
B. surgery and reconstruction of the other breast to produce symmetrical appearance;
C. prosthesis and physical complications of all stages of mastectomy, including lymphedemas.

The coverage is subject to the Plan’s annual deductibles and coinsurance provisions.

Ambulance and Air Ambulance are allowed at the prevailing usual, customary and reasonable
charges and subject to the following:

A. Professional ambulance service when used to transport the insured person directly from the
place where he/she is injured or becomes ill to the hospital(s) where treatment is given.

B. Professional ambulance service when also used to transport insured member from general
hospital or emergency room to hospitals of specialty treatment, or to home hospital area.

C. Transportation by air ambulance from one hospital to another will be allowed when certified
by the attending physician as being medically necessary by reason of the severity of the
insured person’s condition. This also includes transportation to the United States from a
foreign country.

D. Services must be provided by an air ambulance, a licensed ambulance company, by
professional non-air ambulance or on a regularly scheduled flight on a commercial airline
when:

1. Special and unique Covered Hospital Services are required which are not provided by
a local Hospital;

2. Transportation is medically necessary as deemed by the Administrator; and

3. Transportation is to the nearest Hospital equipped to furnish the services.

E. Base charge, mileage and non-reusable supplies of a licensed ambulance or ambulance
company.

F. Monitoring, electrocardiograms (EKG’S or ECG’S), cardiac defibrillation, cardio-
pulmonary resuscitation (CPR) and administration of oxygen and intravenous (IV) solutions
in connection with ambulance service. An appropriately licensed person must render the
services.

Home Health Care by approved home health care agency as recommended by physicians does
not include custodial care.

Physical therapy.

Allergy testing, treatments and allergy injections.
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18.

19.

20.

21.

Dental benefit: inpatient hospital benefits are provided for up to three days during each period
of hospital confinement for:

A. Dental surgery or extraction when required under general anesthesia;

B. Treatment to the teeth, gums or their dependent tissues when certified by the attending
physician as being medically necessary, because the conditions under treatment are of such
nature as to endanger the life of the insured person; and

C. Dental care in accident cases - payment will be made for services incident to the treatment of
injuries to the natural teeth, jaws and their dependent tissues customarily performed by
dentists and oral surgeons. The services do not include the cost of or services for restoration
of function or appearance (dentures, braces, etc.). These are covered by Delta Dental under
the Dental plans.

Pregnancy and Maternity Care.

Covered expenses for pregnancy and maternity care, including termination of pregnancy for medical
reasons are eligible. Elective termination of pregnancy is not covered.

Covered expense for hospital benefits for routine nursery care of a newborn Child, if the Child's
natural mother is enrolled under this Agreement and eligible for pregnancy and maternity coverage.

Effective February 1, 2016, charges for pregnancy and related conditions covered under the Plan is
extended to eligible Dependent Children.

Organ and Tissue Transplants.

Expenses for an organ transplant with such procedures limited to those transplants that are medically
necessary and to the extent that they are not deemed experimental or investigative.

Experimental procedures are all procedures not generally provided as treatment by the organized
medical community in California, and those that are mainly limited to laboratory and/or animal
research.

Investigative procedures are experimental procedures that have progressed to limited use on humans,
but which are not widely accepted as proven and effective procedures within the organized medical
community in California.

Hospice care benefits: provided for a terminally ill person with a six-month or less life
expectancy upon certification of a physician. The following services are covered:

A. Nursing services by or under supervision of a registered nurse;
B. Necessary medical equipment including oxygen;
C. Home health aide; and

D. Counseling.
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22.

23.

24.

25.

26.

27.

Artificial limbs or eyes. This includes services of an orthotist and prosthetist in connection with
evaluation or the fitting of an orthotic or prosthetic device when those services are billed as
part of the charge of the artificial limbs or eyes.

Provided that benefits shall cover artificial limbs or eyes, only when such devices are:

A. Affixed to the body externally;

B. Required to replace all or any part of any limb or eye;

C. Required to support or correct a defect or form or function of a permanently inoperative or
malfunctioning limb or eye.

And further provided benefits do not extend to the repair or replacement of prosthetic devices
occasioned by misuse or loss.

Rental or purchase of dialysis equipment, dialysis supplies and rental or purchase of other medical
equipment and supplies, which are:

A. Ordered by a physician;

B. Of no further use when medical need ends;
C. Usable only by the patient;
D. Not primarily for the Member's comfort or hygiene;

E. Not for environmental control;

F. Not for exercise;

G. Manufactured specifically for medical use;

H. Approved as effective, and considered the usual and customary treatment of a condition
as determined by the Plan; and

L. Not for prevention purposes.

Rental charges that exceed the reasonable purchase price of the equipment are not covered, as
determined by the Administrator.

Prescription Drugs: Please refer to Section III, Prescription Coverage.

Chiropractic Care except for vitamin supplements, lumbar supports or pillows or massage therapy
or maintenance therapy. Please see limitations on the schedule of benefits.

Routine physical exams are covered.

Charges for oxygen and the rental of equipment for the giving of oxygen.

36




28.

Cancer Clinical Trials. The plan will reimburse Covered Expenses, for Routine Patient Care Costs
in connection with participation in Cancer Clinical Trials as defined below.

A. Cancer Clinical Trials - Definition
Phase 1, Phase II, Phase III and phase IV cancer clinical trials, if all the following conditions are met:
The treatment provided in a clinical trial must either:
1. Involve a drug that is exempt under federal regulations from a new drug application, or
2. Beapproved by:
a) One of the National Institutes of Health;
b)  The Federal Food and Drug Administration in the form of an investigational new drug
application;
c) The United States Department of Defense

B. Routine Patient Care Costs — Definition

The costs associated with the provision of services, including drugs, items, devices and services
which would otherwise be covered under the Plan, including health care services which are:

1. Typically provided if a clinical trial were not involved.
2. Required solely for the provision of the investigational drug, item, and device of service.
3. Clinically appropriate monitoring the investigational item of service.

4. Used to prevent complications arising from the provision of the investigational drug, item, device
or service.

5. Are considered to be reasonable and necessary care arising from the provision of the
investigational drug, item, device or service, including the diagnosis or treatment of the
complications.

C. Routine Patient Care Costs do not include any of the following:

1. Drugs or devices not approved by the federal Food and Drug Administration that are associated
with the Cancer Clinical Trial.

2. Services other than health care services, such as travel, housing, companion expenses and other
non-clinical expenses that you may require as a result of the treatment provided for the
purposes of the clinical trial.

3. Any item or service provided solely to satisfy data collection and analysis needs not used in the
clinical management of the patient.

4. Health care services that, except for the fact they are provided in a clinical trial, are otherwise
specifically excluded from the Plan.
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5. Health care services customarily provided by the research sponsors free of charge to patients
enrolled in the trial.

Additional Provisions

1. The covered Person must be diagnosed with cancer for Routine Patient Care Costs to be eligible
for this benefit.

2. Participation in Cancer Clinical trials must be recommended by the physician of the Covered
Person after determining the Covered Person’s participation has a meaningful potential to benefit
the Covered Person.

3. The Cancer Clinical Trial must have a therapeutic intent.

4. Cancer Clinical Trials just to test toxicity are not eligible.

29. [Essential Health Benefits. Essential Health Benefits means benefits that fall within the categories

below as determined by the Plan and Claims Administrator in its sole discretion and subject to the
requirements of the Affordable Care Act:

Ambulatory patient services.

Emergency services.

Hospitalization.

Maternity and newborn care.

Mental Health and Substance Abuse Disorder services, including behavioral health treatment.

Prescription drugs.

Rehabilitative and habilitative services and devices.

Laboratory services.

Preventive and wellness services and chronic disease management.
Pediatric services, including oral and vision care.

FmmomEUOwE

30. Nutritional Counseling. Medically necessary nutritional/diet counseling for participants and
dependents at a higher risk for chronic disease, including but not limited to participants and dependents who
are overweight or obese and have additional cardiovascular disease risk factors, when prescribed by a
provider or other qualified licensed health professional recognized under the Plan.

31. Preventive Care Benefits. Effective June 1, 2016, the Plan shall provide in-network preventive care
benefits for routine medical examinations (including but not limited to office visits, immunizations and
screenings) consistent with the recommendations and guidelines set by the federal government pursuant to
the Affordable Care Act, as amended. Benefits will be provided at no charge to participants and dependents,
if preventive care services are received within in-network only. There is no change to the Plan’s payment for
out-of-network preventive care benefits (see the applicable Benefit Comparisons). The Board of Trustees
shall interpret this provision consistent with guidance issued by the Department of Health and Human
Services and/or the Department of Labor. In general, the Plan will cover all of the preventive services listed in
the federal government’s recommendations and guidelines (for the latest list of federal government guidelines,
see https://www healthcare.gov/coverage/preventive-care-benefits/) and as follows:

A. Evidence-based items or services that have in effect a rating of A or B in the current
recommendations of the United States Preventive Services Task Force with respect to the
individual involved;

38




32.

B. Immunizations for routine use in children, adolescents, and adults that have in effect a
recommendation from the Advisory Committee on Immunization Practices of the Center for
Disease Control and Prevention with respect to the individual involved (for this purpose, a
recommendation from the Advisory Committee on Immunization Practices of the Centers for
Disease Control and Prevention is considered in effect after it has been adopted by the Director of
the Centers for Disease Control and Prevention, and a recommendation is considered to be for
routine use if it is listed on the Immunization Schedules of the Centers for Disease Control and
Prevention);

C. With respect to infants, children, and adolescents, evidence-informed preventive care and
screenings provided for in comprehensive guidelines supported by the Health Resources and
Services Administration; and

D. With respect to women, evidence-informed preventive care and screenings provided for in binding
comprehensive health plan coverage guidelines supported by the Health Resources and Services
Administration, in accordance with 45 C.F.R. 147.131(a).

Transgender Services. Effective January 1, 2017, procedures or treatments, including but not

limited to breast augmentation, tracheal shave, facial feminization surgery, lipoplasty of the waist,
rhinoplasty, face lifts, blepharoplasty, voice modification therapy and surgery, hormonal therapy, for
transgender services determined to be medically necessary by a licensed physician will be covered under the

Plan.

K.

EXCLUSIONS AND LIMITATIONS.

Benefits are NOT provided or LIMITED for the following:

1.

Not Medically Necessary. Services or supplies that are not Medically Necessary as defined in
Definitions and Experimental or Investigative procedures as defined in Definitions.

Outside Dates of Coverage. Services received before the Member's Effective Date or during an
inpatient stay that began before the Member's Effective Date. Services received after the Member’s
coverage ends except as specifically stated under Extension of Benefits.

Excess of UCR. Any amounts in excess of the Usual, Customary and Reasonable allowance for
professional services of non- Prudent Buyer Network providers.

Services Not Listed. Services not specifically listed as covered services.

No Legal Obligation to Pay. Services for which the Member is not legally obligated to pay and
Services for which no charge is made to the Member. Services for which no charge is made to the
Member in the absence of insurance coverage, except services received at a non-governmental
charitable research Hospital. Such a Hospital must meet the following guidelines:

A. It must be internationally known as being devoted mainly to medical research;

B. At least ten percent of its yearly annual expenditure must be spent on research not directly
related to patient care;

C. At least one-third of its gross income must come from donations or grants other than gifts or
payments for patient care;
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

D. It must accept patients who are unable to pay; and
E. Two-thirds of its patients must have conditions directly related to the Hospital's research.
Work-Related. Work-related conditions if benefits are recovered or can be recovered, either by

adjudication, settlement or otherwise, under any workers' compensation, employer's liability law or
occupational disease law, even if the Member does not claim those benefits.

Active War. Conditions caused by an act of war.

Governmental Services. Any service provided by a local, state or federal government agency,
including a Veteran’s Administration Hospital.

Entitled to Medicare. Any services to the extent that the Member is entitled to receive Medicare
benefits for those services, whether or not Medicare benefits are actually paid. Any services for

which payment may be obtained from any other local, state or federal government agency (except
Medi-Cal).

Related or Live Together with Provider. Professional services received from a person who
lives in the Member's home or who is related to the Member by blood or marriage.

Custodial Care and Related Changes. Inpatient room and board charges in connection with a
hospital stay primarily for environmental change, physical therapy or treatment of chronic pain.
Custodial care or rest cures. Services provided by a rest home, a home for the aged, a nursing home
or any similar facility. Services provided by a Skilled Nursing Facility, except as specifically stated
in Skilled Nursing Facility under Covered Expenses.

Could Have Been Performed on Outpatient Basis. Inpatient room and board charges in
connection with a hospital stay primarily for diagnostic tests which could have been performed safely
on an outpatient basis.

Learning Disabilities and Related Problems. Treatment for hyperkinetic syndromes, learning
disabilities, behavioral problems, mental retardation or autistic disease of childhood.

Orthodontic/Braces. Braces, other orthodontic appliances or orthodontic services.

Dental. Dental plates, bridges, crowns, caps or other dental prostheses, dental services, extraction of
teeth, or treatment to the teeth or gums, except as specifically stated under Covered Expenses.
Cosmetic dental surgery or other services for beautification.

Routine Hearing Testing. Routine hearing tests, except as provided in the Hearing Benefit in the
next section.

Optometric. Optometric services, eye exercises including orthotics, routine eye exams and routine
eye refractions. Eyeglasses or contact lenses, except as specifically stated under Covered Expenses.

Certain Occupational Therapy. Outpatient occupational therapy, except following surgery, injury,
or non-congenital organic disease.

Certain_Speech Therapy. Outpatient speech therapy, except following surgery, injury or non-
congenital organic disease.
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20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Cosmetic. Charges in connection with Cosmetic Surgery are covered only if

A. Within 12 months after and as the result of an injury sustained while insured under this plan;
B. For replacement of diseased tissue surgically removed while insured under the plan;
C. For the initial reconstruction of a breast after a mastectomy for which benefits are paid under

this plan; and

D. Repair of bodily damage covered by disease and/or radiation treatment while insured under
this plan.

Obesity. Services primarily for weight reduction or treatment of obesity. This exclusion will not
apply to surgical treatment of obesity if:

A. Surgical treatment of obesity is necessary to treat another life-threatening condition involving
obesity; and

B. It has been documented that non-surgical treatments of obesity have failed.
Transgender Procedures. Effective January 1, 2017 procedures or treatments to change

characteristics of the body to those of the opposite sex unless determined to be medically necessary
by a licensed physician.

Sterilization Reversal/Infertility/Artificial Insemination. Sterilization reversal, treatment of
infertility, artificial insemination and in vitro fertilization, including implantation of fertilized egg
embryo or gamete transfer procedures and related care.

Orthopedic Shoes. Orthopedic shoes (except when joined to braces) or shoe inserts, air purifiers, air
conditioners, humidifiers, exercise equipment and supplies for comfort, hygiene or beautification.
Educational services, nutritional counseling or food supplements and Telephone consultations.

Eye Surgery. Any eye surgery solely for the purpose of correcting refractive defects of the eye such
as near sightedness (myopia) and astigmatism.

Mental and Nervous. Mental and Nervous as defined in Section II, G. Definitions is limited as
noted in the Schedule of Benefits, Definitions and Covered Charges.

Acupuncture. Acupuncture treatment is limited as listed in the schedule of benefits.

After 12 Months. There is a 12 month filing limit on the submission or claims. Charges for
otherwise covered claims submitted more than twelve (12) months after the services or supplies were
rendered that are the basis of the claim.

Outside US (For More Than 60 Days). Services rendered outside the United States to an eligible
individual during an absence from the United States for a period of more than sixty (60) days.

Commission of a Crime. Charges which result from an injury which arose in the commission of a
crime or participation in a riot or insurrection. Whether or not injuries arose on the commission
of a crime will be determined by the Board of Trustees in its sole discretion, and may include
circumstances in which no criminal charges have been brought.
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31.  Miscellaneous Procedures. Any charges associated with the following procedures or services:

Radial Keratomy

Lasik Surgery

Elective Abortions

Biofeedback and Hypnotherapy

Myofunctional therapy (facial exercises)

Behavioral training used for hyperactive children, weight counseling, and similar programs aimed
at change behavior

e Holistic medicine, therapeutic injections, chelation treatments

Note: There is no exclusion for pre-existing conditions under this plan.

VII. KAISER PLAN

The second option available is through Kaiser Permanente a health maintenance organization. If you reside in
a Northern California Kaiser Service Area, you have the option to enroll yourself and your eligible
Dependents in the Kaiser Permanente Health Plan option “Kaiser”. Kaiser does not provide benefits for
Participants residing outside of the Northern California Kaiser Service area. Kaiser members must receive all
covered care from Providers at Northern California Kaiser Plan Facilities, except in emergency situations.
Kaiser's medical care program provides access to services such as routine care with your own personal Plan
Physician, hospital care, laboratory, pharmacy services, and many other benefits described in the Kaiser
Disclosure Form and Plan booklet. At most Northern California Kaiser Plan Facilities, you can usually
receive all of the covered services you may need, including specialty care, pharmacy, and lab work.

Office visits and many of the services you receive at Kaiser are subject to a co-payment, which is due at the
time of service.

A separate Kaiser booklet is available at the Plan Office which describes this coverage. If you are interested
in Kaiser Health Plan coverage and wish to receive a Kaiser packet please contact our office at 408-288-4433
or 1/877/827-4239. If you currently have the Kaiser Plan and wish to enroll in the PPO Medical Plan, please
complete the enclosed Open Enrollment Election form.

A. PRINCIPAL BENEFITS FOR KAISER PERMANENTE TRADITIONAL PLAN.

The Services described below are covered only if all of the following conditions are satisfied:
e The Services are Medically Necessary
e The Services are provided, prescribed, authorized, or directed by a Plan Physician and you receive the
services from Plan Providers inside our Northern California Region Service area (your Home
Region), except where specifically noted to the contrary in the Evidence of Coverage (EOC) for
authorized referrals, hospice care, Emergency Services, Post-Stabilization Care, Out-of-Area Urgent
Care, and emergency ambulance Services.

The Board of Trustees believes this coverage is a “grandfathered health plan” under the Patient Protection
and affordable Care Act. If you have questions about grandfathered health plans, please call Kaiser’s

Member service Call Center.

B. ANNUAL OUT-OF-POCKET MAXIMUM FOR CERTAIN SERVICES.
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For services subject to the maximum, you will not pay any more Cost Sharing during a calendar year if the
Co-payments and Co-insurance you pay for those Services add up to one of the following amounts:

$1,500 per calendar year
$1,500 per calendar year
$3,000 per calendar year

For self-only enrollment (a Family of one Member)
For any one Member in a Family of two or more Members
For an entire Family of two or more Members

1. Deductible NONE

2. Lifetime Maximum NONE

3. Professional Services (Plan Provider office visits) You Pay Retiree
Most primary and specialty care consultations, exams & treatment ~ $15 per visit ~ $10 per visit
Routine physical maintenance exams, including well-woman exams No Charge
Well-child preventive exams (through age 23 months) No Charge
Family planning counseling No Charge
Scheduled prenatal care exams

and first postpartum follow-up consultation and exam No Charge

Eye exams $10 per visit
Hearing exams $10 per visit
Urgent care consultations, exams and treatment $15 per visit  $10 per visit
Physical, occupational, and speech therapy $15 per visit ~ $10 per visit

4. QOutpatient Services You Pay Retiree
Outpatient surgery and certain other outpatient procedures $15 per visit ~ $10 per visit

Allergy injections (including allergy serum) $3 per visit

Most immunizations (including the vaccine) No Charge
Most X-rays and laboratory tests No Charge
Health education:
Covered individual health education counseling No Charge
Covered health education programs No Charge
5. Hospitalization Services You Pay
Room and board, surgery, anesthesia, X-rays,
laboratory tests & drugs $100 per visit ~ $35 per visit
6. Emergency Health Coverage You Pay
Emergency Department visits $50 per trip

Note: This Cost Sharing does not apply if admitted directly to the hospital as an inpatient for covered
Services (see “Hospitalization Services” for inpatient Cost Sharing).

7. Ambulance Service You Pay
Ambulance Services $50 per trip
8. Prescription Drug Coverage You Pay

Most covered outpatient items in accord with our drug formulary Co-payment up to a 100-day supply
guidelines at Plan Pharmacies or through our mail-order service

9. Mental Health Services
Inpatient psychiatric hospitalization
Individual outpatient mental health evaluation and treatment

You Pay
$100 per admission
$15 per visit ~ $10 per visit
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Group outpatient mental health treatment 7 per visit $ 5 per visit

10. Chemical Dependency Services You Pay
Inpatient detoxification $100 per admission
Individual outpatient chemical dependency evaluation $15 per visit $10 per visit
Group outpatient chemical dependency treatment $5 per visit
11. Home Health Services You Pay
Home health care (up to 100 visits per calendar year) No charge
12. Other You Pay
Eyewear purchased at Plan Medical Offices or plan optical sales
Offices every 24 months Amount in excess of $175 allowance

Skilled nursing facility care (up to 100 days per benefit period) No charge
Covered external prosthetic devices, orthotic devices, and

Urological supplies No charge
Hospice care No charge

This is a summary of the most frequently asked about benefits. This chart does not explain benefits, Cost
Sharing, out-of-pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Sharing.
For a complete explanation, please refer to the EOC. Please note that we provide all benefits required by law
(for example, diabetes testing supplies).

For details on your benefit coverage, please refer to Kaiser Permanente’s Evidence of Coverage
Booklet. The Evidence of Coverage Booklet is the binding document between the Kaiser Plan and its
participants.

VIII. HEARING BENEFIT (A SELF-FUNDED PLAN)

A. HEARING BENEFIT RULES.

The Trust will pay a Hearing Benefit, regardless of which medical plan a Participant is enrolled in, for the
covered hearing benefit charges a Covered Person incurs while otherwise eligible under the Plan. A Covered
Person is an Active employee only. Dependents are not eligible for this benefit.

1. Percentage Payable: 80% of Usual, Customary and Reasonable charges, known as UCR. The
percentage is applied to the covered hearing benefit charges.

2. Hearing Benefit Maximum: $500 per ear.

3. Although this benefit is not subject to an annual deductible, you will be responsible for the
20% not covered under this benefit and all charges in excess of the Hearing Benefit Maximum
of $500.

4. Covered Hearing Charge: A “covered hearing charge” is a charge that meets all of the tests

listed below:

a. It is made by a physician or a certified or licensed audiologist for a service or supply
that is listed in the Covered Charges List and is furnished to a covered person.

b. It is incurred by a person while covered for the Hearing Benefit. A charge is incurred
at the time the service is rendered or the supply is furnished for which the charge is
made.
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B.

Covered Charge Limits: The “covered charge limits” that apply to each service or supply are
(a) the usual charge for the service or supply; and (b) the customary charge for the service or

supply.

Covered Charges List:

The charge for an otologic examination made by a physician, but not for more than one
examination during any five-year period.

The charge for an audio logic examination made by a certified or licensed audiologist, and the
charge for one follow-up visit.

The charges incurred in connection with the purchase of a hearing aid device (monaural or
binaural) prescribed as a result of examinations, but only if the examining physician or
audiologist certifies that he covered person has hearing loss that may be lessened by the use of
a hearing aid device. The charges include the charges for:

The actual hearing aid device;

Ear mold(s);

The initial batteries, cords, and other necessary ancillary equipment;

A warranty; and

A follow-up visit within 30 days after the delivery of the hearing aid device.

o ae o

EXCLUSIONS.

No Hearing Benefit will be paid for the following:

1.
2.

3.

A hearing aid device that exceeds the specifications of the prescription;

Batteries or other ancillary equipment, except those purchased with the Service or supply that
is not necessary or that does not meet professionally recognized standards; and

Service or supply that is otherwise covered by the medical plan the participant is enrolled in.
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IX. DENTAL BENEFITS (Delta Dental)

The Plan provides dental care through an insured arrangement with Delta Dental. The Group Number is
2776-001 (Actives), 002 (apprentices) and 003) retirees. A separate booklet, which has been provided for
you, is available at the Plan Office which describes this coverage. The Delta phone number is: 800-765-

6003.

Below is a summary of your dental benefits. For complete details on your dental benefit coverage, please
refer to Delta Dental’s Evidence of Coverage Booklet. The Evidence of Coverage Booklet is the binding
document between the Dental Plan and its Participants.

Delta Dental PPO Dentists

Non-Delta Dental PPO Dentists

(Plan pays) (Plan pays)
Diagnostic & Preventive Services 100% 100%
(exams, cleanings, x-rays)
Basic Services 90% 75%
(filings, simple tooth extractions,
sealants)
Oral Surgery 90% 75%

(covered under basic services)

Major Services
(crowns, inlays, onlays, and cast
restorations)

(Actives & Retirees) 90%
(Apprentices) 50%

(Actives & Retirees) 75%
(Apprentices) 50%

Prosthodontics
(bridges, dentures, and implants)

(Actives & Retirees) 90%
(Apprentices) 50%

(Actives & Retirees) 75%
(Apprentices) 50%

Endodontics 90% 75%
(root canals)

Periodontics 90% 75%
(gum treatments)

Orthodontic Benefits 90% 75%

(Adults & Dependent children)

Deductibles

$50 per person/$100 per family each calendar year
Note: The current deductible applies to all benefits except preventive and

diagnostic treatment.

Dental Maximums

Actives & Retirees: $3,000 per person/calendar year
Apprentices: $1,500 per person/calendar year

Orthodontic Maximums

$2,500 Lifetime Maximum

Dependent Children

Covered until end of the month dependent turns age 26

Waiting Periods

None for basic benefits, major benefits, prosthodontics & orthodontics.
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X. VISION CARE BENEFITS

The Plan provides vision care benefits through Vision Service Plan www.vsp.com. The Group Number is
12059939-004. The phone number is 800-877-7195. A separate booklet, which you should have is,
available at the Plan Office with complete benefit coverage, limitations, and exclusions.

Vision Services Plan (VSP)
One Market Plaza, Suite 2625, Steuart Street Tower
San Francisco, CA 94105

Member Services:  http://www.vsp.com
(800) 877-7195
(800) 428-4833 (toll-free TTY for the hearing/speech impaired)

The Vision Service Plan (VSP) covers each eligible Participant and Dependent for a regular examination and
lenses and frames when necessary for proper visual function or correction.

1. To obtain services: To obtain services of a Panel Doctor, an eligible Participant and/or Dependent
is requested to contact a VSP participating doctor to make an appointment. Make sure you identify yourself
as a VSP member; give your Social Security Number and the group name. The doctor's office will verify
eligibility and benefits. If you need to locate a VSP participating doctor, call VSP at (800) 877-7195, or find

one at Www.vsp.com.

VSP will pay the doctor directly. Except as otherwise provided in this section, you are responsible only for
the applicable co-payment and any additional costs for items only partially covered or not covered. No
co-payment applies for contacts.

If you use a doctor from the VSP network, this assures direct payment to the doctor and guarantees quality
and cost control; however, if you decide to use the services of a doctor who is not a VSP Panel Member, you
should pay the doctor his or her fee. You will later be reimbursed in accordance with the VSP
reimbursement schedule by VSP.

2. Services and Materials:

a. One Vision Examination per 12 month period. The Plan provides for a comprehensive
examination of your visual functions once every 12 months, including the prescription of corrective eyewear
where indicated.

b. Lenses and Frames. If the vision examination indicates that new lenses or frames or both are
necessary for the proper visual health of a covered person, the Plan provides:

(1) Lenses - Actives: available once each 12 months if a prescription change is warranted, Single
vision, lined bifocal and lined trifocal lenses are covered.
Retirees: available once each 12 months if a prescription change is warranted, Single
vision, lined bifocal and lined trifocal lenses are covered.

(2) Frames - Actives: available once each 12 months if replacement is necessary; frames of your
choice are covered up to $120.00 plus 20% off any out-of-pocket expenses.
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Retirees: available once each 24 months if replacement is necessary; frames of your
choice are covered up to $120.00 plus 20% off any out-of-pocket cost if replacement is
necessary.

3. Contact Lenses Care: When you choose contacts instead of glasses, your $120.00 allowance applies
to the cost of your contacts and the contact lens exam (fitting and evaluation). This exam is in addition to
your VISION exam to ensure proper fit of contacts. Current soft contact lens wearers may qualify for a
special contact lens program that includes a contact lens evaluation and initial supply of replacement lenses.
Learn more from your doctor or vsp.com.

4. Extra Discounts and Savings:

a. Prescription Glasses. Up to 20% savings on lens extras such as scratch resistant and anti-
reflective coating and progressives. There is also a 20% discount off additional prescription glasses and
sunglasses.

b. Contacts. 15% off cost of contact lens exam (fitting and evaluation) available from the same
VSP doctor who provided your eye exam within the last 12 months.

S. Your Co-Pays (subject to change):
Exam and Prescription Glasses $ 25
Contacts No co-pay applies
6. Out-of-Network (Non-VSP): If you choose to receive vision care services and materials from a

doctor who is not a panel member of VSP or from a dispensing optician, you will be reimbursed in
accordance with the following schedule:

(1) Professional Fees
Vision Examination $ 50

(2) Materials

Single Vision Lens, up to $ 50
Lined Bifocal Lenses, up to $ 75
Lined Trifocal Lenses, up to $100
Frames, up to $ 70
(3)  Contact Lenses up to $105

These amounts may change at any time. Please call VSP for vision care request forms at (800) 877-7195
prior to visiting your provider or at Www.vsp.com.

7. VSP Grievance Procedures: If a Participant has a complaint/grievance (hereafter ‘grievance’)
regarding VSP service or claim payment, the Participant may communicate the grievance to VSP by using
the form which is available by calling VSP Customer Service Department’s toll free number (800) 877-7195
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Monday through Friday 6:00 a.m. to 6:00 p.m. Pacific Standard Time. Grievances may be filed in writing
within 180 days with VSP at 3333 Quality Drive, Rancho Cordova, CA 95670.

If you are dissatisfied with the results after exhausting VSP’s grievance procedures, you may file a written
appeal with the Plan’s Board of Trustees, as provided in the Claims and Appeals Procedures described in
section B, page 82.

The California Department of Managed Health Care (“Department”) is responsible for regulating health care
service plans and receiving complaints regarding VSP (and similar programs). If you need the Department’s
help with a complaint involving an emergency grievance or with a grievance that has not been satisfactorily
resolved by VSP, you may call the Department’s help center toll-free at 888-466-2219. The hearing and
speech impaired may use the California Relay Service’s toll-free telephone number 1-877-688-9891 (TDD)
to contact the Department.

Plan complaint forms and instructions are available online at the Department’s website,
http://www.dmhc.ca.gov/dmhc_consumer/pc/pc_complaint.aspx.

NOTE: VSP’s grievance process and the Department’s complaint review process are in addition to any
other dispute resolution procedures that may be available to you, and your failure to use these processes does
not preclude your use of any other remedy provided by law. For details on your benefit coverage, please
refer to Vision Service Plan’s Evidence of Coverage Booklet. The Evidence of Coverage Booklet is the
binding document between the Vision Plan and its participants.

XI. LIFE INSURANCE BENEFIT (ING Insurance Company)

The Life Insurance benefit for active Participants has been increased from a $10,000 benefit to a $100,000
benefit. This benefit is payable on account of the death of an active IBEW Local 617 member who dies on or
after January 1, 2015. The benefit increase applies to the basic Life Insurance Benefit and the Accidental
Death and Dismemberment benefit. As with the prior policy, there are certain exclusions to the benefit.
Those did not change. The life insurance benefits are provided through ING Insurance Company. A
separate Evidence of Coverage booklet is available at the Plan office which describes this coverage. For
details on your benefit coverage, please refer to ING’s Evidence of Coverage Booklet. The Evidence of
Coverage Booklet is the binding document between the Life Insurance Plan and its participants.

XII. PRESCRIPTION DRUGS

A. SAV-Rx IS PHARMACY BENEFIT MANAGEMENT COMPANY.

Effective September 1, 2015, the Board of Trustees replaced US-Rx Care with Sav-Rx, a nationally
recognized Pharmacy Benefit Management Company, to administer the Trust's prescription drug program.
The current prescription drug plan design, including co-payments and general program provisions, did not
change with Sav-Rx. Sav-Rx is one of the larger fully integrated independent pharmacy benefit management
(PBM) providers in the United States. Their retail network and mail service pharmacies are integrated through
their on-line real-time system, providing you a complete pharmacy history when needed.
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Sav-Rx is endorsed by the International Brotherhood of Electrical Workers (the IBEW International) as the
PBM of choice in their Pharmacy Coalition. By participating in the National IBEW Pharmacy Coalition, the
San Mateo Electrical Workers Health Care Plan benefits from greater prescription discounts resulting in
lower program cost to the Plan.

Sav-Rx is Pharmacy Benefit Manager if you have questions regarding prescription drug coverage or network
pharmacies, we encourage you to call Sav-Rx Customer Service directly at 866-233-IBEW (4239). If you
have general questions or experience any difficulties, contact United Administrative Services (UAS) at (408)
288-4433 or (877) 827-4239. There are two primary components to your prescription drug program:

1) Retail Network Pharmacy for short-term medications, and
2) Sav-Rx Mail Service Pharmacy for long-term medications.

Through the retail pharmacy you can obtain up to a 34-day supply. Through the mail order pharmacy, you
can obtain up to a 90-day supply. For specialty medications, you can get up to a dO-day supply at either a
retail or mail order pharmacy.

Retail Service. For short-term medications, such as antibiotics, it is important that you use a participating
Sav-Rx Pharmacy in order to get the best price and the greatest savings. Sav-Rx has a network of more than
64,000 pharmacies providing prescription services at convenient locations across the country. To locate a
network pharmacy near you, call Sav-Rx or you may visit wwew.savrx.com.

Mail Service. For long-term medications, the Sav-Rx Mail Service Pharmacy is a cost effective and
convenient choice for your long-term needs (usually saving you money). Regular orders are processed
within 24 hours of receipt and mailed First-Class for convenient home delivery. When you need a refill
simply call Sav-Rx for help with your order. Your co-payment is required at the time of your order, which
will require your Sav-Rx identification number (with each prescription).  Additional mail order forms are
available at www.savrx.com. Sav-Rx will contact your physician or pharmacy to obtain your prescription for
you.

This is how much you will pay (at this stage) for your prescriptions.

GENERIC FORMULARY NON FORMULARY
RETAIL $5.00 $15.00 $25.00
MAIL $10.00 $30.00 $50.00
SPECIALTY $25.00 $25.00 $25.00
]
GENERIC FORMULARY NON FORMULARY
RETAIL $10.00 $15.00 $30.00
MAIL $20.00 $30.00 $60.00
SPECIALTY $30.00 $30.00 $30.00
-]
GENERIC FORMULARY NON FORMULARY
RETAIL $10.00 $25.00 $40.00
MAIL $20.00 $50.00 $80.00
SPECIALTY $40.00 $40.00 $40.00

Note: Through the retail pharmacy you can get up to a 34 day supply. Through the mail order pharmacy you
can get up to 90 day supply. For specialty medications you can get up to a 30 day supply at either a retail or
mail order pharmacy.

B. COVERED DRUGS.
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Most maintenance medications are covered by your Plan. These include but are not limited to: insulin, diabetic
supplies, blood pressure, cholesterol and more. Certain classes are excluded from coverage such as
experimental, fertility and weight loss.

The following are covered benefits unless listed as an exclusion below.

(1) Federal Legend Drugs

(2) State Restricted Drugs

(3) Compounded Medications
(4) Insulin on Prescription Only
(5) Needles and Syringes

(6) OTC Diabetic Supplies

You will receive generic substitutes whenever possible, unless your physician will not allow a generic substitute
of your specify otherwise.

C. EXCLUSIONS.

The following are excluded from coverage unless specifically listed as a benefit under “Covered Drugs”.

(1) Contraceptive medications or devices (including without limitation oral, patches, rings)
) Anorexiants

3) Retin-A

4) Growth Hormones

(5) Fertility Medications also known as Fertility Agents

(6) Smoking Deterrents

(7 Non-Federal Legend Drugs

(8) Therapeutic devices or appliances

9) Drugs whose sole purpose is to promote or stimulate hair growth

(10) Drugs labeled “Caution-limited by Federal Law to investigational use,” or experimental drugs, even
though a charge is made to the individual.

(11) Medication for which the cost if recoverable under any Workers’ Compensation or Occupational
Disease Law or any State or Governmental Agency, or medication furnished by any other Drug or
Medical Service for which no charge is made to the member.

(12) Medication which is to be taken by or administered to an individual, in whole or in part, while he or she
is a patient in a licensed hospital, rest home, sanitarium, extended care facility, skilled nursing facility,
convalescent hospital, nursing home or similar institution which operates on its premises or allows to be
operated on its premises, a facility for dispensing pharmaceuticals.

(13) Any prescription refilled in excess of the number of refills specified by the physician, or any refill
dispensed after one year from the physician’s original order.

(14)  Drugs or devices prescribed solely for the treatment of sexual dysfunction.

(15)  Anti-Obesity

(16)  Vitamins (including prenatal)

(17)  Anti-anxiety agents

(18)  Anti-acne agents.

There is a $100 per year deductible for retirees.

D. GENERIC VS. BRAND.
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Generic drugs have been approved by the Food and Drug Administration (“FDA”) as safe and effective.
Generic drugs contain the same active ingredients in the same amounts as the brand name product. The
generic version works like the brand name drug in dosage, strength, performance and use. Generics may
differ in color, shape, size or flavor from the brand product; however, the differences do not affect the
performance, safety or effectiveness of the generic drug. Generic drugs are often substantially cheaper than
the brand name version, but have not been compromised in quality and effectiveness. The FDA requires that
generic drugs be as safe and effective as brand-name drugs.

1. If they are the same in quality and effectiveness. why are Generic drugs cheaper
than Brand drugs?

Generic drugs are only cheaper because manufacturers have not had the expenses of developing and
marketing a new drug. When a new drug enters the market, a patent is granted that gives the company that
initially developed the drug an exclusive right to sell the drug for a particular length of time. Once the patent
expires, then generics can enter the market after FDA approval.

2. There is No Difference.

a. A generic drug has been FDA approved and has the same quality and effectiveness as a brand drug,
but usually costs less.

b. A Preferred brand name drug, or formulary drug has been FDA and clinically approved by Sav-Rx
but does not have a generic alternative.

c. A Non-Preferred brand name drug, or non-formulary drug has been FDA and clinically approved
by Sav-Rx Care, but has a lower cost alternative that has also been clinically and FDA approved.

E. RETAIL PHARMACY.

You may present your Sav-$Rx card at any of over 64,000 retail network pharmacies nationwide to purchase
your prescription medication. Your pharmacist may call Sav-Rx with any questions (1-866-233-4239). To
verify local pharmacy participation in the plan net- work, you can search on-line at www.savrx.com or call
member services at 1-866-233-4239. For medications you take routinely, it is recommended that you
utilize the Mail Order Service for convenience and lower cost.

F. REFILLS (INCLUDING INTERNET ORDERS).

Refills may be called in 24 hours a day, 7 days a week to 1-866-233-4239. You also may request a refill
online at www.savrx.com

G. REFILL REQUESTS BY MAIL.

As noted above, to reduce your costs, you are recommended to order your prescription medication from the
Sav-Rx Mail Order Pharmacy. The mail order should be used for your long-term maintenance medications.
Using the Sav-Rx mail order may offer cost savings to you (and to the Plan). Regular orders are processed
within 24 hours of receipt and mailed First-Class for convenient home delivery.

Your doctor may E-scribe new prescriptions to Sav-Rx or call in a new prescription to Sav-Rx at 1-866-233-
IBEW (4239). You may also mail your prescription to Sav-Rx, PO Box 8, Fremont, NE 68026. Note that
your copayment is required with every order, and be sure to reference your Sav-Rx identification number
with each prescription. Additional mail order forms are available at www.savrx.com.

H. COMMON QUESTIONS.
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You may Sav-Rx to find out more about your prescription copays, netw3ork locations and clinical programs.
A Sav-Rx agent will be ready to provide you with assistance 24/7. Phone: 1-866-233-4239.

1. What do I do if I lost mv prescription benefits card?
Phone Sav-Rx at 1-866-23-4239 to request a new card by mail.

2. How do I use my prescription benefits card for a family member?
Your prescription benefits card is active for you and any other eligible, enrolled family = members
for as long as your benefits/ eligibility is active. To obtain prescription benefits for an enrolled
family member, the fulfilling pharmacy just needs the member’s name and your benefits information.
The Sav-Rx Care pharmacy system takes care of the rest.

3. I received a call from a Sav-Rx Care staff member. Why would they call me?
You may be contacted by Sav-Rx Care if there is concern about drug interactions or other safety
issues related to medications you are taking. In addition, our staff also looks for ways to help you
save out-of-pocket costs. If we believe that a lower cost, but equally safe and effective medication
may be an option for you, we will let you and/or your doctor know. This is a free service offered to
all members.

4. Who can I call to ask questions about the medications or a family member is taking?
Your physician is the best source of information regarding medications taken, since they have your
full medical history to reference and have direct responsibility for your care. Your pharmacist
can also answer general questions concerning dosing, side effects, or how best to take a particular

medicine.

a. Medication furnished by any other drug or medical service for which no charge is made to the
member.

b. Any prescription refilled in excess of the number of refills specified by the physician, or any

refill dispensed after one year from the physician's original order.

XIII. ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT

The Plan provides Accidental Death and Dismemberment benefits through ING. A separate Evidence of
Coverage booklet is available at the Plan office which describes this coverage. For details on your benefit
coverage, please refer to ING’s Evidence of Coverage Booklet. The Evidence of Coverage Booklet is the
binding document between the AD&D Plan and its participants.

When, within ninety (90) days after and as a direct result of an accidental injury, you sustain one of the
losses listed below, a dismemberment benefit or the accidental death benefit is paid to you or your
beneficiary. This Plan is incurred by ING.

$100,000 will be paid if you are an active Participant under age 70 for loss of:

Life

Both Hand or Both Feet
Sight of Both Eyes

One Hand and One Foot
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e One Hand and Sight of One Eye

$50, 000 will paid if you are an active Participant age 70 or older
One-half the benefits shown above are paid for loss of:

e One Foot and Sight of One Eye
¢ One Hand and One Foot
e Sight of One Eye

Only one benefit is payable as a result of all losses sustained in any one accident, that is the one for which the
greatest benefit is payable.

Loss means, with respect to hands and feet, the actual severance at or above the wrist or ankle joints; with
respect to eyes, the entire and irrecoverable loss of sight. Limitations: the benefit does not cover loss caused
by: war or any act of war (whether or not declared); disease or infection (except infection of an accidental
wound); suicide, intentional self-inflicted injury, or attempt at suicide while sane or insane.

For details on your benefit coverage, please refer to ING’s Evidence of Coverage Booklet. The Evidence of
Coverage Booklet is the binding document between the Plan and its Participants.

For details on your benefit coverage, please refer to your Evidence of Coverage Booklet. The Evidence of
Coverage Booklet is the binding document between the Hearing Plan and its participants.

XIV. EMPLOYEE ASSISTANCE PROGRAM

A. TREATMENT. IBEW Local 617 has teamed up with Beat It! an Employee Assistance Program to
help you and your dependents with issues such as substance abuse, marital difficulties, financial or legal
issues, and many others. All services are provided confidentially. Beat It! has an extensive network of
carefully selected providers and resources that are knowledgeable, effective and experienced in addressing
situations. A full range of treatment facilities, program, counselors and professionals are available to meet
your needs.

All services must be pre-authorized through the Beat It! Employee Assistance Program. Beat It! is available
to members who have selected the PPO Plan. If you have Kaiser, your chemical dependency benefits are
provided through Kaiser.

B. SERVICES AVAILABLE. Beat It! network of providers include:

Acute Facilities

Residential Facilities

Intensive Outpatient Programs (IOP)
Individual Counselors & Therapists
Specialized Professionals

C. APPROVED RECOVERY FACILITIES AND BENEFIT. If you or your eligible spouse uses a
Beat It! approved recovery facility, the Trust will pay up to $6,000 of eligible charges. The total available
for both you and your spouse is $6,000 ($2,000 outpatient). Note: you are personally responsible for your
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share of the cost. You should make your financial arrangements with the recovery facility at the time of your
admittance.

If you do not use a Beat It approved recovery facility, there is no benefit available under the plan.

WARNING
You will be responsible for costs in excess of $6,000. By way of example, some facilities charge
approximately $6,200 for residential treatment. You would have to self-pay $200.

D. BENEFIT LIMITATIONS.

e [f a residential treatment is not completed, either by your choice or by expulsion by the facility for
cause, no further payment for another residential or non-residential service will be available until 90
days have elapsed from the date treatment was discontinued.

e [f you participate in a covered non-residential program and change to another covered non-residential
program, the 90-day waiting period will not apply.

Call 1-800-828-3939 or visit them on the Web at www.beatiteap.com to get started.

XV. DISABILITY BENEFIT

A. ELIGIBILITY.

The prior Plan provision required that to be entitled to the Disability benefit provided by the Health Care
Plan, you had to have worked a sufficient number of months and meet other rules. The Board of Trustees
recently simplified the rules by requiring that the IBEW Local 617 member be a Participant in the Plan and
eligible for medical benefits at the time the disability is incurred. The benefit will be provided for up to
twelve months for each disability. There is, however, an exception if you have worked for a non-signatory
electrical contractor as no disability benefit is paid in that situation. Any Participant in the Plan under the
prior Disability rules will be grandfathered under the rule in effect when his or her disability commenced.

The definition of disability does not change. A person will be considered “disabled” during the 12 months of
disability if he or she is unable, solely because of disease or injury, to work as an electrician as determined
by the Board of Trustees. To be considered disabled, a person must be under the care of a licensed
physician, have presented sufficient proof of the disability and cannot be registered on the IBEW Local 617
out-of-work list (or any other IBEW Local out-of-work list). There is a one month waiting period during
which you have the disability before the 12-month benefit commences.

Proof that a person continues to be disabled may be required at reasonable intervals by the Trust. If a person
fails to furnish proof and/or refuses to be examined by a physician if so requested (designated and paid for by
the Trust), you will no longer be considered disabled. Disability benefits under the Plan will be suspended
for lack of cooperation.

There is no change to the Plan’s current exclusions as certain disabilities are excluded from coverage. A
person will not receive benefits for disability arising from any of the following causes:

e The commission of, or participation in a crime (and no actual conviction is required);
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e An act of war, (whether declared or not), insurrection, rebellion or participation in a riot or civil
commotion;

e Where such bodily injury or disease is due to such person’s willful engagement in any illegal activity
or occupation or the self-inflection of such, or any other injury resulting from chronic alcoholism, use
of alcohol, or the use of narcotics, unless the same were administered pursuant to the orders of a
licensed physician.

The benefit provided if you qualify for the Disability under this Plan is coverage under the Plan (with no self-
payment required) for up to the one year period, as well as a $1,000 monthly payment to you as a result of
your disability (and such payment is taxable). The Plan issues a 1099 showing receipt of the payments during

the year.

** The term “electrical construction industry” shall include any public or private employment in a unit
represented by I.B.E.W. Local 617 for which contributions are paid or required to be paid to this Trustee for
the Disability Plan including work covered as noted in A through D above.

B. AMOUNT OF DISABILITY BENEFIT - $1,000 Monthly Benefit.

Effective September 1, 2016 the Disability Benefit consists of a maximum monthly amount of $1,000.
Benefits will commence on the last day of the month in which the completion of the elimination period
below occurs. Benefit payments shall be pro-rated on a daily basis for the month benefits commence and for
the month benefits cease. This amount may be changed in the future.

C. ELIMINATION PERIOD - 30 Day Period Prior to Benefits Paid.

A person must be continuously and totally disabled for a period of thirty (30) days before being eligible for
paid benefits. Total disability will be deemed to have commenced as of the first visit with a licensed
physician or hospital for such disability.

D. DURATION OF BENEFIT PAYMENTS.

For disabilities, which occur up to age 63, benefits shall cease for the months following attainment of age 65,
upon recovery, death, or as provided as the following paragraph below, whichever shall occur first:

a) After 12 months of benefits payment, or

b) Upon recovery, or

c) Upon death.

Disability payments will be made to persons meeting the qualifications for a period commencing with the
last day of the month in which the completion of the elimination period occurs, after commencement of a
certified disability and ending upon the date of recovery or as otherwise provided. Benefits will stop with the
month that any beneficiary accepts a benefit payment from any electrical industry Retirement Plan (e.g.,
NEBF, IBEW or the San Mateo County Electrical Industry Retirement Trust). Benefit payments will stop
with the first month that a beneficiary starts to receive regular Social Security benefits (not Social Security
Disability benefits). In no event shall benefit payments, in the aggregate, exceed 24 months for any one
related disability.

Effective as of December 1, 2015, a Participant who is eligible for Short-Term Disability benefit provided in
this Article shall continue to be considered eligible for the life insurance benefits and medical coverage under
the Plan (even after the disability period ends — either 12 months or a grandfathered 24 month period) if there
is sufficient documentation from a medical provider that the Participant is terminally ill. The Board of
Trustees has the total and absolute discretion in determining whether sufficient documentation has been

56




presented and may designate a medical provider to evaluate a Participant (at any time). This extension does
not apply to the monthly disability benefit being paid.

E. DEFINITION OF DISABILITY.

A person will be considered “disabled” during the 24 months of disability if unable, solely because of disease
or injury, to work as an electrician as determined by the Board of Trustees.

To be considered disabled, a person must be under the care of a licensed physician and cannot be registered
on the IBEW Local 617 out-of-work list. Proof that a person continues to be disabled may be required at
reasonable intervals by the Trust. If a person fails to furnish proof or refuses to be examined by a physician
(designated and paid for by the Trust), such person will no longer be considered disabled. Disability benefits
under the Plan will be suspended for lack of cooperation.

F.  BENEFITS IMPROPERLY PAID.

Any benefit paid to a person not entitled thereto shall be repaid to the Trust. Notwithstanding any other
provisions of this Plan, if such improper payments are not repaid to the plan, overpayments shall be deducted
from future benefits payable to the recipient.

G. PERIODS OF DISABILITY.
Periods of disability are defined as follows:

a) Participant shall receive a lifetime maximum of a 24 monthly benefit for each related period of
disability.

b) A disability for an unrelated cause shall be payable only if separated by 12 months after returning to
active service and the qualifying requirements stated under the eligibility section.

c) Only one elimination period will be required with respect to successive periods of disability, which
are considered as one period of disability.

d) Under the Plan, pregnancy shall be considered as a related disability

H. LIFE, AD&D, MEDICAL AND DENTAL BENEFIT CONTINUATION.

This Plan shall pay the total cost of the Plan’s Life, AD&D, Medical and Dental coverage’s. For a person
receiving disability benefits from the Plan for more than 50% of the month, but not to exceed 24 months for
any one eligible disability.

I. EXCLUSIONS.

Certain disabilities are beyond the scope of this Disability Benefit Plan. Therefore, a person will not receive
benefits for disability arising from any of the following causes:
¢ Intentional self-inflected injuries, alcoholism or drug abuse;
e The commission of, or participation in a crime (and no actual conviction is required);
e An act of war, (whether declared or not), insurrection, rebellion or participation in a riot or civil
commotion;
e Where such bodily injury or disease is due to such person’s willful engagement in any illegal activity
or occupation or the self-inflection of such, or any other injury resulting from chronic alcoholism, use
of alcohol, or the use of narcotics, unless the same were administered pursuant to the orders of a
licensed physician.
J. THIRD PARTY RESPONSIBILITY.
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If an eligible person’s disability is caused by an act or omission of a third party, the disabled participant is
required to assign his or her claim for reimbursement, indemnification, damages or other redress to the Plan
up to the amount of disability benefits paid or payable to the disabled person. As a condition for receipt of
benefits under the Plan, any such disabled participant agrees to reimburse the Plan for any recovery from a
third party and/or agrees to permit the Plan to intervene or otherwise participate in any lawsuit, arbitration or
other proceeding.

XVI. COBRA CONTINUATION COVERAGE

A.  ELIGIBILITY FOR COBRA.

A federal law known as the Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”), requires
that group health plans offer covered Employees and their Dependents the opportunity to elect to pay a
temporary extension of health coverage (called “Cobra Continuation Coverage” or “COBRA”) in certain
instances (called “qualifying events”) where coverage under the Plan would otherwise end. To receive this
continuation coverage the Employee, spouse and/or Dependent(s) must make timely monthly payments
(including the stub payment form) directly to the Plan (or, the Bank Depository if so designated by the Plan
Office).

When you no longer have sufficient hours in your Reserve Hour Bank, your COBRA coverage will run
concurrently with any continuation of coverage described in section B on page 40. In other words, your
COBRA extension period is reduced by the number of months under the Active Subsidized Self-Pay
coverage.

Even if you do not elect COBRA continuation coverage, your spouse and each of your eligible dependents
have a separate right to elect it. You, your spouse and your eligible Dependents should read this section of
your benefit booklet.

A qualifying event is any of the following:

The death of the Participant;

The Participant’s termination of employment (except for gross misconduct);
A reduction in the Participant’s hours;

The divorce or legal separation of the Participant and his or her spouse; or
A child no longer meets the definition of a Dependent.

The Participant becomes entitled to Medicare.

S

To receive this COBRA coverage, a Participant end/or his eligible Dependents must file a timely application
following the qualifying event and make monthly self-payments in an amount determined by the Board of
Trustees directly to the Bank Depository (designated by the Plan Office), including the payment stub.

B. COBRA RULES.
1. COBRA Continuation Coverage: Upon payment of the required monthly premium (which is

usually set at 102% of the applicable cost of medical coverage), you and/or your dependent(s) may elect
COBRA continuation coverage as follows.
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a. Termination of Employment or Reduction in Hours. A Participant or dependent may elect COBRA
for medical benefits and prescription drug coverage only (cOer), or medical, prescription drug, dental and
vision coverage (core and nonOcore benefits) for a period of up to 18 months if you lose your health coverage
because of termination of your Covered Employment or a reduction in hours (including having used all hours
in your Reserve Hour Bank), unless such termination is due to your Gross Misconduct. This 18 month
period is reduced by the number of months of Active Subsidized Self-Pay.

By electing COBRA continuation coverage, you will be electing to maintain benefits on behalf of your
eligible Dependents. If you do not elect COBRA continuation coverage, your spouse may independently
elect such coverage on behalf of himself or herself and eligible Dependents if applicable and pay the required
premium.

b. Disability-Extended Coverage for 29 Months. For an additional premium and subject to certain
notice provision, an Employee or other eligible Dependent may elect continuation coverage for an additional
11 months if the Employee or eligible Dependent is determined by the Social Security Administration to be
totally disabled and permanently disabled as of the date of the Employee’s termination or employment or
reduction in hours (i.e., the qualifying event which invoked COBRA coverage) or within sixty days of the
COBRA coverage. You pay 150% of the applicable premium for the additional 11 months of coverage. To
qualify for this special extended COBRA eligibility. You must report the Social Security disability
determination to the Plan Office before the initial 18 months of COBRA coverage expires and within 60 days
after receipt of the Social Security determination). +This disability extension ends immediately if the
disabled individual recovers.

2. Thirty-Six Month COBRA Coverage for Dependents: A Dependent spouse or child who would
otherwise lose health coverage is eligible for continuation coverage for up to 36 months because of the
following qualifying events:

(1) The death of the Employee;
(2) Divorce or legal separation of the Employee and spouse; or
(3) A child ceases to meet the Plan’s definition of Dependent.

3. Multiple Qualifying Events: An 18 month period of COBRA continuation coverage may be
extended for up to 36 months for your spouse or Dependent child if a second qualifying event occurs (such as
if you die, divorce, or your child no longer qualifies for coverage) within the first 18 month period. In no
event, however, will such coverage extend beyond 36 months from the date coverage was first lost due to the
initial qualifying event.

EXAMPLE: A Participant’s Spouse is on COBRA continuation coverage due to the
Employee’s termination of employment. The Participant passes away after 12 months of
coverage during the 18 month period. His or her death is a second “qualifying event” and
entitles the spouse to the remaining balance of 24 months (36 month maximum minus the
12 months that has already been covered).

The period of coverage under this section is reduced by any period in which the Employee or dependent was

provided coverage by the Plan at lower cost than coverage under this section pursuant to the subsidized self-
pay provisions of the Plan.

C. ELECTION OF COBRA COVERAGE.
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Within 60 days after the Plan Office is informed in writing of an event entitling you and/or your Spouse or
Dependent child(ren) to COBRA coverage, the Plan Office will provide you with information concerning the
coverage available and its cost. You and/or your dependent(s) must elect COBRA coverage within 60 days
after your coverage under the Plan ends or the date you receive the election form, whichever is later. Anyone
electing COBRA coverage must pay for it retroactive to the date he or she lost coverage under the Plan.
Payment for this retroactive coverage is due within 45 days after the date COBRA coverage is first elected.
After this first premium, there is a 30 day grace period for making future COBRA payments. No benefit
claim will be honored unless the required payment has been received for the period in which the claim was
incurred.

If you elect COBRA, you will be entitled to the same health coverage that is provided to active
employees or family members in the Plan. Therefore, if there are any changes to the Plan for active
employees, your benefits will also change.

You have the option of electing one of the following COBRA Plans and paying the designated premiums:

1. CORE COVERAGE- Provides coverage for medical and prescription drugs only.
2. CORE AND NON-CORE COVERAGE — Provides coverage for medical, prescription drugs,
dental, orthodontia, vision and hearing aid.

The premium for COBRA will increase each year. You have the option of changing Medical Plans at the
time you elect COBRA subject to residing in the HMO’s service area. COBRA premiums are based on your
Plan election.

D. YOUR OBLIGATION TO NOTIFY THE PLAN OFFICE.

You are required to notify the Plan Office if you become divorced or legally separated or if there are any
other changes in life circumstances that may affect your eligibility for benefits or those of a Dependent.

Plan Participants are also required to immediately notify the Plan Office if your spouse or other enrolled
Dependent no longer resides with you. Once a Dependent (including a spouse) no longer resides in your
home, that Dependent would no longer meet the definition of an eligible dependent. Consequently, that
Dependent would not qualify for coverage under the Plan. A spouse who does not reside with you, is no
longer entitled to coverage under the Plan. Please be aware that a spouse no longer residing in the
Participant’s home, without a legal separation or divorce, is not a qualifying event under COBRA. However,
provided the Plan Office is notified within 30 days of the date of a separation (legal or by joint decision) or a
spouse who no longer resides in your home will be allowed the opportunity to purchase coverage at an
unsubsidized rate, determined by the Board of Trustees, for up to six months after the date of separation. If
within the 6 month period you are able to obtain a legal separation or a final divorce decree, coverage may be
extended for a total period not to exceed 36 months (including the first six months of purchased coverage).

E. TERMINATION OF COBRA COVERAGE.

COBRA continuation coverage will end before the 18-, 29- or 36 month continuation coverage period
expires if:

1. Failure to Timely Pay Premium: You and/or your Dependent(s) fail to pay the required
contribution on time;

2. Coverage Under Other Plan: You or your dependent(s) become covered by another group health
plan after your COBRA election (except a plan that excludes or limits benefits for a pre-existing condition
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affecting you or your Dependent and such exclusion or limitation is enforceable under the Health Insurance
Portability and Accountability act (HIPAA);

3. Medicare Entitlement: You and/or your Dependent(s) become entitled to Medicare after having
elected COBRA;
4. No Longer Disabled: You or your Dependent(s) qualified for 29-month maximum continuation

period based on disability, but are no longer disabled;

5. Employer No Longer Contributes: Your Employer who contributed on your behalf ceases to be
contributing employer; or

6. No Active Plan: The Plan and your employer cease to maintain any health plan for active employees
or retirees.

F. CALIFORNIA CONTINUATION BENEFITS REPLACEMENT ACT (Cal-COBRA).

Under the California Continuation Benefits Replacement Act (“Cal-COBRA”), Small Employers with 2 to
19 employees are required to offer terminated Employees and their Dependents the opportunity to continue
health insurance coverage. Cal-COBRA is the California program that is similar to Federal COBRA. If
applicable, once you have exhausted Federal COBRA Continuation Coverage which generally lasts for up to 18
months, Cal-COBRA may extend continuation coverage for an additional 18 months, up to a combined total of 36
months. However, Employers with over 20 or more employees are subject to Federal COBRA. Please contact
Kaiser for Cal-COBRA eligibility questions.

XVII. SURVIVING SPOUSE CONTINUATION COVERAGE

A. SURVIVING SPOUSE OF DECEASED ACTIVE PARTICIPANT.

Upon the death of a covered active participant, a surviving spouse and Dependent child(ren), if any, shall
continue to be eligible for benefits until the participant’s reserve hours are exhausted for fully subsidized
continued coverage under the Plan. After the reserve hours are exhausted, the Surviving Spouse may elect to
continue coverage for another 6 months at no cost and an additional 18 months at a 50% subsidized rate. In
addition, in order to be eligible for surviving spouse continued coverage, the surviving spouse and any
eligible dependent child(ren) must have been covered by the Plan at the time of the active participant’s death.

For widows continuation coverage rules of deceased retirees, please refer to Article I1I, Section E.
B. TERMINATION OF CONTINUATION COVERAGE.
Surviving spouse continuation coverage shall terminate upon the occurrence of the following events:
1. Surviving spouse will cease to be eligible for coverage under the Plan effective the date of re-
marriage of a surviving spouse; or
2. Dependent child(ren) is no longer an eligible dependent under the Plan rules; or

3. Surviving spouse or Dependent child(ren) becomes eligible for coverage under any other
group health plan.
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XVIII. FEDERAL NOTICES

A. NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT OF 1996.

Pursuant to the Newborns’ and Mothers’ Health Protection Act of 1996, insurers and group health plans may
not restrict benefits for any hospital length of stay for the mother or newborn child to less than 48 hours
following normal delivery or less than 96 hours following a cesarean section delivery.

In accordance with Federal Law, plans and insurers may not require that a provider obtain preauthorization
from the plan or insurer for prescribing either of the foregoing lengths of stay. However, Federal Law
generally does not prohibit the mother’s or newborn’s attending provider, after consulting with the mother,
from discharging the mother and/or her newborn earlier than 48 hours or 96 hours as applicable. Also, you
may be required to obtain precertification for any days of confinement that exceed 48 hours (or 96 hours).
Furthermore, plans and insurers may not set levels of benefit or out-of-pocket costs so that any portion of the
48 hour (or 96 hour as applicable) stay is treated in a manner that is less favorable to the mother or newborn
than any earlier portion of the stay.

B. WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998.

Your Plan covers medical and surgical benefits for mastectomies. This coverage will be provided in a
manner determined in consultation with the attending physician and the patient, for:

1. All states of reconstruction of the breast on which the mastectomy was performed (including
coverage for nipple and areola reconstruction, nipple and areola repigmentation to restore the physical
appearance of the breast, as a required stage of reconstruction);

2. Surgery and reconstruction of the other breast to produce a symmetrical appearance; or
3. Prosthesis and physical complications of all stages of mastectomy, including lymphedemas.

The coverage is subject to the Plan’s annual deductibles and coinsurance provisions. For more information
please call either Kaiser at 800-464-4000, if you are enrolled under the Kaiser HMO plan) or the Plan Office
at 408-288-4400, if you are enrolled under the self-funded PPO plan.

C. PRIVACY OF PROTECTED HEALTH INFORMATION UNDER HIPAA.

This Plan will use and disclose protected health information (“PHI”) in accordance with the uses and
disclosures permitted by the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”™).

PHI is defined as individually identifiable health information that is maintained or transmitted by this Plan in
any form or medium (oral, written, or electronic). Individually identifiable health information is health
information, including demographic information, that is created or received by a health care provider,
employer, health care clearinghouse or this Plan and relates to the past, present or future physical or mental
health condition of you and/or your eligible dependents, including payment information for the provision of
health care. When held by this Plan, it also means information that either identifies you and/or your eligible
dependents directly or indirectly, in that one has a reasonable belief that you or your eligible dependents can
be identified using the information. For example, your name, address, birth date, marital status, Social
Security Number, and choice of health plan would be considered PHI. Other examples are the amount of
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contributions paid by your employer for your coverage, or whether you are an active employee, retiree, or
Medicare enrollee.

THE FOLLOWING USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION (PHI)
AND CORRESPONDING RIGHTS AND DUTIES APPLY TO YOU AND YOUR ELIGIBLE
DEPENDENTS:

1. Permitted Uses and Disclosures of PHI: This Plan and its Business Associates (and subcontractors or
agents that perform certain administrative services for the Plan) may use and disclose PHI without your
authorization for purposes of treatment, payment and health care operations, but only the minimum amount
of PHI necessary to accomplish these activities. Treatment includes but is not limited to the provision,
coordination or management of health care among health care providers or the referral of a patient from one
health care provider to another. Payment includes but is not limited to actions concerning eligibility,
coverage determinations, coordination of benefits, and adjudication of health benefit clams (including
appeals), determinations of cost-sharing amounts, utilization reviews, medical necessity reviews,
preauthorization reviews, and billing and collection activities. Health care operations include but are not
limited to performing quality assessment reviews, implementing disease management programs, reviewing
the competence or qualifications of health care professionals, underwriting, premium rating and other
insurance activities relating to creating or renewing insurance contracts. It also includes legal services and
auditing functions for the purpose of creating and maintaining fraud and abuse programs, compliance
programs, business planning programs, and other related administrative activities.

2. Required Uses and Disclosures of PHI: This Plan must disclose PHI to you upon request to access your
own PHI, with limited exceptions, or to request an accounting of PHI disclosures. Use and disclosure of PHI
may be required by the Secretary of U.S. Department of Health and Human Services (“HHS”) and its Office
of Civil Rights (“OCR”) or other authorized government organizations to investigate or determine this Plan’s
compliance with the Privacy Rule or when required by a court order. Use and disclosure of PHI may also be
required when the Plan believes in good faith that such disclosure is necessary to reduce or prevent a serious
threat to your health and safety or the health and safety of another individual or the public.

3. Agreed to Uses and Disclosures of PHI by You After an Opportunity to Agree or Disagree to the
Disclosure: This Plan will disclose PHI to family members, other relatives or close personal friends if the
information is directly relevant to the family or friend’s involvement with your health care or payment for
such care and you have either agreed to the disclosure or been given an opportunity to object and have not
objected. However, PHI of persons who are deceased for more than fifty (50) years is not protected under the
HIPAA privacy and security rules.

4. Allowed Uses and Disclosures of PHI For Which Authorization or Opportunity to Object is Not
Required: This Plan will use or disclose PHI without your authorization or opportunity to object when
required by law, or to law enforcement officials, public health agencies, research facilities, coroners, funeral
directors and organ procurement organizations, judicial and administrative agencies, military and national
security agencies, worker’s compensation programs and correctional facilities.

This Plan may disclose de-identified health information. Health information is considered de-identified if it
does not identify you and there is no reasonable basis to believe the information can be used to identify you,
such as your name and Social Security Number.

This Plan may disclose summary health information to the Board of Trustees or a Business Associate.
Summary health information is PHI, which includes claims history and claims experience, and from which
identifying information has been deleted in accordance with the Privacy Rule.
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These uses and disclosures are more fully described in this Plan’s Privacy Policy Statement and Notice of
Privacy Practices For Protected Health Information. Additional copies of these documents may be obtained
from the Plan Office.

5. Your Individual Rights: HIPAA and the Privacy Rule afford you the following rights:

e Right to Request Restrictions. You (or your personal representative) have the right to request
restrictions on how this Plan will use and/or disclose PHI for treatment, payment or health care
operations, or to restrict uses and disclosures to family members, relatives, friends or other persons
identified who are involved in your health care or payment for such care. However, this Plan is not
required to agree to such a request. If this Plan agrees, it is bound by the restriction except when
otherwise required by law, in emergencies, or when the restricted information is necessary for
treatment. You will be required to complete a form requesting any restriction. If you wish to make a
request for restrictions, please make your request in writing to the Plan’s Privacy Officer at the
address noted below.

e Right to Request Confidential Communications. You (or your personal representative) have the
right to request to receive communications of PHI from this Plan either by alternative means or at
alternative locations. This Plan may agree to accommodate any such request if it is reasonable. This
Plan, however, must accommodate such a request if you clearly state that the disclosure of all or a
part of the PHI could endanger you. You will be required to complete a request form to receive
communications of PHI by alternative means or at alternative locations.

e Right to Inspect and obtain electronic and hard copies of your PHI. You (or your personal
representative) have the right to request access to your PHI contained in a Designated Record Set, for
inspection and copying, for as long as this Plan maintains the PHI. A Designated Record Set includes
the medical billing records about you maintained by or for a covered health care provider, enrollment,
payment, billing, claims adjudication, and case or medical management record systems maintained by
or for this Plan or other information used in whole or in part by or for this Plan to make decisions
about you. Information used for quality control or peer review analyses and not used to make
decisions about you are not in the Designated Record Set and therefore not subject to access. The
right to access does not apply to psychotherapy notes or information compiled in anticipation of
litigation. You must complete a request form to access PHI in a Designated Record Set. If access to
inspect and copy PHI is granted, the requested information will be provided within 30 days if the
information is maintained onsite or within 60 days if the information is maintained offsite. A single
30-day extension is allowed if this Plan is unable to comply with the deadline. This Plan may charge
a reasonable fee for the costs of copying. If access to inspect and copy your PHI is denied, a written
denial will be provided setting forth the basis for the denial, a description of how you may have the
denial reviewed, if applicable, and a description of how you may file a complaint with this Plan or the
HHS or its OCR.

e Right to Amend your PHI. You (or your personal representative) have the right to request an
amendment to your PHI in a Designated Record Set for as long as the PHI is maintained in a
Designated Record Set. You will be required to complete a request form to amend PHI in a
Designated Record Set. This Plan has 60 days after the request is made to act on the request. A
single 30-day extension is allowed if this Plan is unable to comply with the deadline. If the request is
denied in whole or in part, the Plan must provide a written denial that explains the basis for the
denial. You may then submit a written statement disagreeing with the denial and have that statement
included with any future disclosures of your PHI.
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e Right to Accounting of Disclosures. You (or your personal representative) have the right to request
an accounting of disclosures of PHI by this Plan. This Plan will provide such an accounting only for
the six-year period preceding the date of the request. However, such accounting will not include PHI
disclosures made to carry out treatment, payment or health care operations or made to you about your
own PHI. Also, this Plan is not required to provide an accounting of disclosures pursuant to an
authorization request or disclosures made prior to the compliance date of the Privacy Rule. You will
be required to complete a request form to obtain an accounting of PHI disclosures within 60 days of
the request. If the accounting cannot be provided within 60 days, an additional 30 days is allowed if
you are given a written statement of the reasons for the delay and the date by which the account will
be provided. If more than one request for an accounting is made within a 12-month period, this Plan
will charge a reasonable, cost-based fee for each subsequent accounting.

e Right to Notice in Event of Breach. You have the right to receive and the Plan is required to provide
a Notice to you, as soon as reasonably possible, but no later than 60 days after discovery of a breach
of your unsecured PHI. There will be a presumption that any unauthorized acquisition, access, use,
or disclosure of your PHI, in violation of the Privacy rule is a breach, unless the Plan demonstrates
that there is a low probability that your PHI has been compromised based on the results of a risk
assessment or an exception permitted by the Privacy Rule applies. This Plan has implemented a
policy to require the performance of a risk assessment in all cases of impermissible uses or
disclosures of PHI to ensure your PHI will not be compromised and intends on complying with any
future guidance on risk assessments.

e Right to Restrict Disclosure of Health Information if Paying Out-of-Pocket. If you fully paid for
services out-of-pocket and you request that the Health Care Provider not disclose your PHI related to
those services to the Plan, the Health Care Provider must accommodate your request, except where
the Health Care Provider is required by law to make a disclosure.

6. Access by Personal Representatives to PHI: This Plan will treat your personal representative as you
with respect to uses and disclosures of PHI, and all the rights afforded you by the Privacy Rule, under certain
circumstances, but only to the extent such PHI is relevant to their representation. For example, a personal
representative with limited health care power of attorney regarding specific treatment, such as use of artificial
life support, is your representative only with respect to PHI that relates to decisions concerning this
treatment. The personal representative will be required to produce evidence of authority to act on your
behalf before the personal representative will be given access to PHI or allowed to take any action.

Proof of such authority may take the form of a notarized power of attorney for health care purposes (general,
durable or health care power of attorney), a court order of appointment as your conservator or guardian, an
individual who is the parent, guardian or other person acting in loco parentis with legal authority to make
health care decisions on behalf of a minor child, or an executor of the estate, next of kin, or other family
member on behalf of a decedent.

This Plan retains discretion to deny a personal representative access to PHI if this Plan reasonably believes
that you have been or may be subjected to domestic violence, abuse, or neglect by the personal representative
or that treating a person as your personal representative could endanger you. This also applies to personal
representatives of minors. Also, there are limited circumstances under state and other applicable laws when
the parent is not the personal representative with respect to a minor child’s health care information.

7. This Plan’s Duties: In accordance with the Privacy Rule, only certain employees may be given access to
your PHI. The Plan Office has designated this group of employees to include Mail Clerks, Eligibility
Certifiers, Supervisors and Managers. The employees described above may only have access to and use and
disclose PHI for plan administration functions. A mechanism shall be provided for resolving issues of
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noncompliance, including disciplinary sanctions or termination, to any person who does not comply with the
Privacy Rule.

This Plan and if applicable, the Insurer (ex., Kaiser) is required by law to provide you with its Notice of
Privacy Practices (‘“Notice”) upon request at any time. The privacy practices for coverage through Kaiser
are subject to its own notice. You can view Kaiser’s own Notice at www.kaiserpermanente.org. The Notice
must be distributed by this Plan to new employees and dependents upon enrollment. You will be advised at
least once every three years of the availability of the Notice and how to obtain a copy of it. This Plan is
required to comply with the terms of the Notice as currently written. However, this Plan reserves the right to
change its privacy practices and to apply the changes to any PHI received or maintained by this Plan prior to
the date of the change. This Plan will promptly revise and distribute the Notice within 60 days if there is a
material change in its privacy policies and procedures.

This Plan will make reasonable efforts not to use, disclose or request more than the minimum amount of PHI
necessary to accomplish the intended purpose of the use, disclosure or request, taking into consideration
practical and technological limitations. This minimum necessary standard, however, will not apply to
disclosures to or requests by a health care provider for treatment purposes, disclosures made to you, uses or
disclosures pursuant to your authorization, disclosures made to HHS or its OCR for enforcement purposes,
uses or disclosures that are required by law, and uses or disclosures that are required for this Plan’s
compliance with HIPAA’s Plan Simplification Rules.

8. Authorization to Use or Disclosure Your PHI: Except as provided for in this section or as permitted by
law, the Plan will not release your PHI without your written authorization. Even in situations in which
release of PHI may be permitted as described above, the Plan may request your written authorization to
release information to the Board of Trustees or others. The Plan Administrator’s office has an Authorization
Form that you may sign to authorize release of all or part of your PHI. The following uses and disclosures
will be made only with your written authorization subject to your right to revoke, amend, or limit your
authorization in writing, at any time:

e Marketing Authorization. This Plan will not use and/or disclose PHI for purposes of marketing.
Marketing is defined as a communication that encourages the purchase or use of a product or service,
such as sending a brochure detailing the benefits of a certain medication that encourages it use or
purchase. (However, this Plan may use PHI without authorization in certain situations, including but
not limited to sending information describing the participating providers in its provider network(s),
and the benefits provided under the plan, providing information for the management of treatment, or
recommending alternative treatment, providers, or health coverage.)

e Psychotherapy Notes. Psychotherapy notes are separately filed notes about your conversations with
your mental health professional. Although this Plan does not routinely obtain psychotherapy notes, it
must generally obtain your written authorization before the Plan will use or disclose psychotherapy
notes about you.

e Sale of PHI. The Plan is prohibited from directly or indirectly receives financial or non-financial
remuneration in cash or in kind (including granting license rights) from a third party in exchange for
your PHI unless permitted under HIPAA or with your prior written authorization. This Plan does not
sell nor does it intend on selling your PHI.

¢ Fundraising Purposes. Except as permitted under HIPAA or with your prior written authorization,
the Plan cannot use or disclose your PHI for fundraising purposes. You have the right to opt out of
receiving any fundraising communications whether received in writing or over the phone. This Plan
does not use nor does it intend to use your PHI for fundraising purposes.
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e Genetic Information. Your PHI includes genetic information. Although this Plan does not routinely
obtain genetic information, in regards to underwriting, premium rating, or similar activities, the Plan
will not use or disclose genetic information about an individual, as prohibited under the Genetic
Information Nondiscrimination Act of 2008.

e Child Immunization Proof to Schools. The Plan may disclose proof of immunization of a student
to the school prior to admitting the student, where State or other law requires such information, upon
obtaining the consent of the parent, guardian or student of consenting age.

e Other Uses of Health information. Other uses and disclosures of health information not covered by
this Notice or the laws that apply to the Plan will be made only with your written permission. If you
provide us permission to use or disclose health information about you, you may revoke that
permission, in writing, at any time. If you revoke your permission, we will no longer use or disclose
health information about you for the reasons covered by your written authorization. You understand
that we are unable to take back any disclosures we have already made with your permission.

9. Duties of the Board of Trustees With Respect to PHI: This Plan will may disclose PHI to the Board of
Trustees for Plan administration purposes. This may include information pertaining to claims and appeals,
including a review of a subrogation claim, or Participant inquiries in limited circumstances, or summary
health information so that the Board may solicit premium bids from health insurers or similar entities. The
Trustees have amended this Plan’s Trust Agreement and signed a certification agreeing not to use or disclose
your PHI other than as permitted by the plan documents, the Privacy Rule, or as required by law. The
Trustees’ uses and disclosures are more fully described in this Plan’s Privacy Policy Statement, Notice of
Privacy Practices For Protected Health Information, and Board of Trustees’ Certificate. Additional copies of
these documents can be obtained from the Plan Office.

10. Right to File Complaints: If you believe your privacy rights have been violated, you may file a
complaint with the Plan Office or with the Secretary of the U.S. Department of Health and Human Services.
If you wish to file a complaint with this Plan or have any questions regarding the uses or disclosures of your
PHI (i.e., access, amendment or accounting of PHI), you may contact the Privacy Officer at:

United Administrative Services
P.O. Box 5057

San Jose, CA 95150-5057
Phone (408) 288-4400

A complaint may also be filed with the U.S. Department of Health and Human Services at 200 Independence
Avenue S.W., Washington, D.C. 20201. All complaints must be in writing and filed within 180 days of the
date you knew or should have known of the violation. This time limit can be waived if good cause is shown.
This Plan will not retaliate against you for filing a complaint.

11. Security Standards Under HIPAA: The Board of Trustees will implement reasonable and appropriate
safeguards to protect the confidentiality, integrity, and availability of electronic protected health information
that the Fund creates, receives, maintains, or transmits on behalf of the Plan pursuant to 45 C.F.R. Section
164.504(f)(1)(i1), enrollment or disenrollment information disclosed pursuant to 45 C.F.R.
Section 164.504(f)(1)(iii), or information disclosed pursuant to an authorization under 45 C.F.R.
Section 164.508. In implementing such safeguards, the Trustees will:

(1) Ensure that the Adequate Separation required by the HIPAA Security Rule is supported by

reasonable and appropriate security measures;

(2) The Trustees will ensure that any agent, including a sub-contractor, to whom it provides electronic

protected health information, agrees to implement administrative, physical, and technical safeguards

that reasonably and appropriately protect the information that it creates, receives, maintains or

transmits on the Plan’s behalf; and

(3) The Trustees will report to the Plan any security incident of which it becomes aware.
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D. MENTAL HEALTH PARITY AND ADDICTION EQUITY ACT OF 2008 (MHPAEA).

The Mental Health Parity and Addiction Equity Act of 2008 (“MHPAEA”) is a federal law that prevents
large group health plans (such as this Plan) and health insurers (such as Kaiser) that provide mental health or
substance abuse benefits from imposing less favorable benefit limitations, including financial requirements
(e.g., deductibles, copayments, coinsurance and out of pocket limitations) and treatment limitations (e.g.,
number of visits or days of coverage) on those benefits than on medical and surgical benefits offered. As
such, the limitations applicable to mental health or substance abuse benefits can be no more restrictive than
the predominant limitations applied to substantially all medical and surgical benefits. Pursuant to the Final
MHPAEA rules, the Plan or Health Insurer will provide any current participants or potential participants, or
contracting providers, upon request, the criteria for medical necessity determinations with respect to mental
health/substance abuse benefits and the reason for any denial of reimbursement or payment for services with
respect to mental health/substance abuse benefits will also be provided upon request.

It is the intention of the Board of Trustees and the contracted insurers (Kaiser Permanente) that the Plan’s
benefits be provided in compliance with the requirements of MHPAEA and lawful regulations issued
thereunder. For more information on MHPAEA, please visit the Department of Labor website at
www.dol.gov/ebsa/mentalhealthparity/.

IX. Patient Protection and Affordable Care Act

A. GRANDFATHERED PLAN.

The Board of Trustees believes this Plan is a “Grandfathered health plan” under the federal law known as the
Patient Protection and Affordable Care Act of 2010 (“ACA”). As permitted by the ACA, a Grandfathered
health plan can preserve certain basic health coverage that was already in effect when the ACA was enacted.
Being a Grandfathered health plan means that the Plan is not required to include certain consumer protections
of the ACA that apply to other plans, for example, requiring the provision of preventive health services
without any cost sharing. Grandfathered health plans must comply, however, with certain other consumer
protections in the ACA, such as the elimination of annual and lifetime limits on the Plan’s Essential Health
Benefits. (For a definition of what constitutes as Essential Health Benefits please visit www.
Healthcare.gov/glossary/essential-health-benefits).

Questions regarding which protections apply and which protections do not apply to a grandfathered health
plan and what might cause a plan to change from grandfathered health plan status can be directed to the Fund
Manager. You may also contact the Employee Benefits Security Administration, U.S. Department of Labor
(DOL) at 1-866—-444-3272 or www.dol.gov/ebsa/healthreform. This website has a table summarizing which
protections do and do not apply to grandfathered health plans. Implementation of the ACA’s provisions
began with the July 1, 2011, Plan Year.

B. NO PRE-EXISTING CONDITION EXCLUSIONS FOR ANY INDIVIDUAL.

The ACA prohibits insurance plans in the individual and group markets from imposing pre-existing
condition exclusions on any individual for Plan Years beginning after January 1, 2014. This ban includes
both benefit limitations (e.g., an insurer or employer health plan refusing to pay for chemotherapy for an
individual with cancer because the individual had the cancer before getting insurance) and outright coverage
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denials (e.g., when the insurer refuses to offer a policy to the individual because of the individual’s pre-
existing medical condition).

C. DEPENDENT CHILD COVERAGE THROUGH AGE 25.

In accordance with the ACA, the Plan will permit a Participant’s eligible Child(ren) to be enrolled and
maintained as a Dependent through the end of the month in which the Child(ren) attains age 26, regardless of
whether the Child(ren) are eligible for coverage through his or her own employer-sponsored group health
plan (or his or her Spouse’s plan) and regardless of the Child(ren)’s marital status, student status, financial
dependency, residency, or employment status.

D. INDIVIDUAL MANDATE & MINIMUM ESSENTIAL COVERAGE.

With certain exceptions, the ACA requires you and your Dependents to have health coverage that qualifies as
minimum essential coverage or pay a penalty for noncompliance. Minimum essential coverage includes
jointly-sponsored coverage such as this Plan. The ACA also establishes a minimum value standard of
benefits for health plans. Minimum value means coverage under a health plan (such as this Plan) meets the
minimum value standard if the plan’s share of the total allowed costs of benefits provided is 60% or greater.
If you are covered under the Plan, you meet the individual mandate. Unless exempt, individuals will have to
report their health coverage when filing their income tax returns. Beginning in January 2016, the Plan and/or
Insurers (such as Kaiser) will be required to send covered individuals a Statement (known as a Form 1095-B)
about such coverage, in order for you to meet your Individual mandate requirement. The Board of Trustees
believes this Plan provides minimum essential coverage and meets the minimum value standard for the

benefits it provides.
E. AVAILIABILITY OF SUMMARY OF BENEFITS & COVERAGE.

The ACA requires group health plans and health insurers to provide a Summary of Benefits and Coverage,
also known as the “SBC”, to Participants and their Dependents. The SBC is a standard format, written in
easy-to-understand language, summary of what the Plan covers and what it costs. It is intended to help you
understand and compare the different benefits and coverage options available to you under the Plan. Under
the ACA, you also have a right to request and receive within 7 business days a copy of the Plan’s SBC in
paper form, at any time and free of charge. If you want a copy of the Kaiser HMO Plan SBC, please contact
Kaiser Permanente at 800-464-4000. For a copy of the Plan’s Self-funded PPO SBC, please contact the Trust
Fund Office at 408-288-4400.

F. ELIMINATION OF LIFETIME & ANNUAL LIMITS ON ESSENTIAL HEALTH BENEFITS.

The ACA prohibits both grandfathered and non-grandfathered health plans from imposing lifetime and
annual dollar limits on Essential Health Benefits. In accordance with the requirements of the ACA, this Plan
does not impose any lifetime and annual dollar limits on its Essential Health Benefits. However, the Plan is
permitted to impose annual limits on certain non-Essential Health Benefits consistent with the ACA and
lawful regulations issued thereunder. Non-Essential Health Benefits means benefits that are not Essential
Health Benefits as determined by the Plan and Claims Administrator in its sole discretion. (Please refer to
Article J. Section 29 for a definition of Essential Health Benefits.)

G. CERTIFICATES OF CREDITABLE COVERAGE NO LONGER REQUIRED.
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Effective December 31, 2014, Insurers and Group Health Plans are no longer required to provide a
Certificate of Creditable Coverage upon termination of your health coverage.

H. PROHIBITION ON RESCISSIONS.

Under the ACA, group health plans and insurers must not rescind coverage (meaning cancel or discontinue
coverage retroactively) unless a covered individual commits fraud or makes an intentional misrepresentation
of material fact. However, a retroactive cancellation or discontinuance of coverage is not a rescission if it:
has only prospective effect; is initiated by the covered individual; due to delay in administrative record-
keeping; termination of coverage retroactive to the divorce if a plan does not cover former spouses; or
attributed to a failure to timely pay required premiums or contributions toward the cost of coverage. In
accordance with the ACA, this Plan will not rescind coverage unless permitted by the ACA or you and/or
your eligible dependent commits fraud or makes an intentional misrepresentation of material fact.

XX. GENERAL PROVISIONS

A. ACTS OF THIRD PARTIES/RIGHT OF RECOVERY/SUBROGATION.

This Plan does not cover any illness, injury, disease or other condition for which a Third Party is or may be
liable or legally responsible by reason of negligence, an intentional act or breach of any legal obligation on
the part of that Third Party. Charges and/or expenses incurred by a Participant or Dependent for which a
Third Party is liable or responsible are not covered under any benefits provided in this Plan; however, if a
Participant (including an eligible Dependent) is injured through the act or omission of another party, Plan
benefits might be advanced only on the following conditions:

1. The Participant or Dependent agrees that as a condition precedent to being advanced any Plan
benefits, the Participant or Dependent will notify the Plan office within 30 days if any claims incurred
under the Plan are the result of an accident, injury, disease or other condition for which a Third Party
is or may be liable or legally responsible, by reason of negligence, an intentional act or breach of any
legal obligation on the part of that Third party;

2. The Participant or Dependent will be required to pay to the Plan or any entity providing benefits
(such as Kaiser or Self-Funded Plan) immediately any proceeds received by way of judgment,
settlement or otherwise (including receipt of proceeds under any uninsured motorists coverage or
other insurance) arising out of any claims for damages by the individual or his or her heirs, parents or
legal guardians, to the extent of the payments made or to be made by the Plan for which the Third
Party may be responsible;

3. Any Participant or Dependent who accepts payments from the Plan agrees that by doing so he or she
is making a present assignment of his or her rights against such third party (or their respective
insurers) to the extent the payments made by the Plan. These rules are automatic, but the Plan may
require that any participant or dependent sign an Agreement to Reimburse and/or Assignment of
Recovery in such form or forms as the Plan may require; and

4. Any Participant or Dependent who refuses to sign an Agreement to Reimburse and/or Assignment of
Recovery in a form satisfactory to the Plan shall not be eligible for Plan benefit payments related to
the injury involved. Any Participant or Dependent who receives benefit payments and later fails to
reimburse the Plan as set forth above will be ineligible for any future Plan benefit payments until the
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Plan has withheld an amount equal to the amount which the employee or dependent has failed to
reimburse, including reasonable interest on such unpaid funds.

By accepting benefit payments from the Plan, any Participant or dependent agrees that the Plan may
intervene in any legal action brought against the third party or any insurance company, including the
employee’s own carrier for uninsured motorist’s coverage. The Participant or Dependent shall furnish any
information or assistance and execute any documents that the Board of Trustees or its delegates may require
or request to facilitate enforcement of their rights under this Section. The Participant and Dependent agree
not to take action that may prejudice or interfere with the Plan’s rights under this Section. A lien shall exist
in favor of the Plan upon all sums of money recovered by the Participant or dependent against the third party.
The lien may be filed with the third party, the third party’s agents, or the court. The Participant or dependent
shall do nothing to prejudice the Plan’s right as described above without the Plan’s written consent.

If the Participant or dependent settles or compromises a third party liability claim in such a manner that the
plan is reimbursed in an amount less than its lien, or which results in a third party or its insurance carrier
being relieved of any future liability for medical costs, then the Participant or dependent shall receive no
further benefits from the Plan in connection with the medical condition forming the basis of the third party
liability claim unless the Board of Trustees or its duly authorized representative has previously approved the
settlement or compromise, in writing, as one which is not unreasonable from the standpoint of the Plan.

B. COORDINATION OF BENEFITS WITH OTHER PLANS.

Members of a family are often covered by more than one group health insurance plan. As a result, two or
more plans are paying for the same claim. To help control costs, this Plan provides a Coordination of
Benefits provision. This provision affects all of your different benefits under the Plan.

General Coordination of Benefits Rule: If a covered Participant or dependent is entitled to benefits from
another plan, the HMOs, insurance companies or other entities likely have rules on which plan is primary or
secondary and who pay first. You should consult with these entities to determine the rule. The benefits
provided herein shall be paid in accordance with the standardized coordination of benefits provisions of the
National Association of Insurance Commissioners.

You may not reject coverage under another Plan, HMO and/or insurance company and/or not enroll in such
other Plan, HMO and/or insurance company and then expect this Plan to be primary with respect to payment
of your benefits. The other Plan, HMO and/or insurance company would be primary (or you would be
responsible for such claims/payments if they refuse such given your failure to enroll or action of un-
enrolling).

C. CONSTRUCTION.

The validity of the Plan or any of its provisions will be determined under and will be construed according to
ERISA and other federal law and, to the extent permissible, according to the laws of the State of California.
This Plan is intended to be construed as a whole, but in the event any provision of this Plan is held illegal or
invalid for any reason, such determination will not affect the remaining provisions of this Plan and the Plan
will be construed and enforced as if said illegal or invalid provision had never been included.

D. NO VESTED RIGHT.
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Nothing in this Plan shall be construed as giving Employees, retired or terminated Employees, Dependents or
any other person a vested right to continued coverage under this Plan. The Trustees retain full authority to
amend or terminate coverage at any time and/or to increase premiums.

E. FACILITY OF PAYMENT.

Any death benefit payable to a minor may be paid to the legally appointed guardian of the minor, or if there
is no such guardian, to such adult or adults as have complied with the requirements of California or other
applicable law for receipt of such benefit on behalf of the minor, after which the Plan shall have no further
obligations with respect to such minor.

F. AVAILABLE ASSETS FOR BENEFITS.

Benefits provided by this Plan can be paid only to the extent that the Fund has available adequate resources
for such payments. No contributing Employer has any liability, directly or indirectly, for such payments. No
contributing Employer has any liability, directly or indirectly, for providing the benefits established
hereunder beyond the obligation to make contributions and other changes as required in the Collective
Bargaining Agreement, if applicable.

In at any time the Fund does not have sufficient assets to permit continued payments hereunder, nothing
contained in this Plan shall be construed as obligating any contributing Employer or any U.A. Local to make
benefit payments or contributions in order to provide for such benefits. Likewise, there shall be no liability
upon the Board of Trustees, individually or collectively, or upon any contributing Employer, the Union,
signatory association or any other person or entity of any kind to provide the benefits established hereunder if
the Fund does not have sufficient assets to make such benefit payments.

G. INCOMPETENCE OR INCAPACITY.

In the event the Plan determines that the Covered Person is incompetent or incapable of executing a valid
document or form and no guardian has been appointed, or in the event the Covered Person has not provided
the Plan with an address at which he or she can be located for payment, the Plan may, during the lifetime of
the Covered Person, pay any amount otherwise payable to the Covered Person, the Covered Person’s spouse,
the Covered Person’s blood relative, or to any other person or institution determined by the Plan to be
equitably entitled thereto; or in the event of the death of the Covered Person before all amounts payable have
been paid, the Plan may pay any such amount to one or more of the following surviving relatives of the
Covered Person: lawful spouse, child or children, mother, father, brothers or sisters, or to the Covered
Person's estate, as the Board of Trustees, in its sole discretion, may designate. Any payment made in
accordance with this provision shall discharge the obligation of the Plan hereunder to the extent of such
payment.

H. GENDER AND NUMBER.

Whenever any words are used in this Plan in the masculine gender, they should be construed as though they
were also used in the feminine gender and the singular the plural where they would so apply.

I. CLAIMS AND APPEALS PROCEDURE FOR SELF-FUNDED PLAN.

1.  General Rules: The Claims and Appeals procedures set forth below apply only to the Self-funded
medical, mental health/substance use disorder, and prescription drug benefits. Claims and appeals for
insured benefits are governed by the rules of the specific insurance companies and HMOs. Copies of the
applicable claims and appeals procedures for the HMO medical plan, Vision and Dental claims are available
from Kaiser, Delta Dental and VSP.
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Under the procedures set forth in the Plan and as is required by ERISA, if your claim for a pension benefit is
denied in whole or in part, you will receive a written explanation including the specific reasons for the denial.
You will be notified in writing of such denial within 90 days after receipt of such application or claim (in
most situations, much earlier than 90 days). An extension of time not exceeding 90 days may be required in
special circumstances. In many situations, there are delays because of information required by the Plan
Office to process an application (such as a birth certificate and/or marriage certificate). You then have the
right to have the Board of Trustees review and reconsider your claim. If you have a question regarding the
Plan or your benefit, you have the right to submit a letter to the Plan office seeking a response. The Plan
will respond within a timely manner (within thirty days).

Notice of Adverse Benefit Determination or Denial Notice. It is required that the Plan provide you with
specific reasons for denial of benefits and that you be given the opportunity for “full and fair review” of the
denial from the provider of service (carrier). Any reference to “you” in includes you and your Authorized
representative. An Authorized Representative is a person you authorize, in writing, to act on your behalf.
The Plan will also recognize a court order giving a person authority to submit claims on your behalf. The
Denial Notice will include the following:

a. The specific reason(s) for the denial;

The specific reference to pertinent plan provisions (as applicable) on which a denial is based;

c. A description of any additional material or information is necessary to support your claim, and an
explanation of why such material or information is necessary;

d. Description on the steps to be taken if you wish to submit your claim for review/appeal and
applicable time limits and a statement of your right to bring suit under ERISA Section 502(a)
following your appeal;

e. If an internal rule, guideline or protocol was relied upon in deciding the claim, a statement that a copy
is available upon request at no charge;

f. If the determination was based on the absence of Medical Necessity, or because the treatment was
Experimental or Investigational, or other similar exclusion, a statement that an explanation of the
scientific or clinical judgment for the determination is available upon request at no charge; and

g. For Urgent Claims, a description of the expedited review process (for urgent claims, the notice may
be provided orally and followed with written notification).

You have at least 180 days (or longer if your plan agrees) to submit your claim for review.
2. Denial: A decision must be made on your initial request for a plan benefit as follows:

a. Urgent Claims. Claims for urgently needed care must be ruled on “as soon as possible”, and in no
event more than 72 hours after the claim is filed. The Plan will determine whether a claim is Urgent
by applying the judgment of a prudent layperson that possesses an average knowledge of health and
medicine. Alternatively, if a physician with knowledge of the patient’s medical condition determines
that the claim is Urgent, and notifies the Plan of such it will be treated as an Urgent Claim. If an
Urgent Claim is received without sufficient information to determine whether, or to what extent,
benefits are covered or payable, the Plan will notify you as soon as possible but not later than 24
hours after receipt of your claim of the specific information needed to complete its review of your
claim. You must then provide the specified information within two (2) business days. If the
information is not provided within that time, the claim will be denied. During the period in which
you are allowed to supply additional information, the normal deadline for making a decision on the
urgent claim is suspended from the date of extension notice until the earlier of either two (2) business
days or the date you respond to the request. A decision will then be provided by the earlier of no later
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than 48 hours after receipt of the specified information or the end of the (2) two business day period
given;

b. Pre-Service Claims. Claims for pre-approval or pre-authorization benefits must be decided upon
within 15 days; and

c. Post-Service Claims. Claims for reimbursement when you have already received care must be ruled
on within 30 days. This period may be extended one time for up to 15 days if necessary due to
matters beyond the control of the Plan. If an extension is necessary, you will be notified before the
end of the initial 30 day period, of the circumstances requiring an extension and the date by which the
Plan expects to render a decision.

3. Disability Claims: A Disability Claim must be submitted to the Plan office within 90 days after the date
of the onset of the disability._Decisions on disability claims and appeals have different time periods. If the
Plan denies your application for disability benefits, the Plan will notify you of the denial within 45 days after
the Plan’s receipt of your application or claim.

An extension of time no exceeding 30 days may be necessary due to matters beyond the Plan’s control. If a
decision cannot be rendered due to matters beyond the control of the Plan prior to the expiration of the 30
day extension, the period for making a determination may be extended for up to an additional 30 days, in
which event notice will be sent to you prior to the expiration of the first 30 day extension.

The notice of extension will include in addition to the information set forth above, the standards on which
entitlement to a benefit is based; the unresolved issues that prevent a decision on the claim and the additional
information needed to resolve those issues. You will be afforded at least 45 days to provide the specified
information, if any. The deadline for the Board of Trustees to render its decision is tolled from the date on
which the notification of the extension is sent to you until the date a response from you is received.

The denial notice of a disability claim should include the same information as that set forth above pertaining
to non-disabled claims.

4. Appeal: If the application for benefits or a claim is denied or if you disagree with the decision made on
the claim, you may petition the Board of Trustees for review of the decision (an appeal). Your appeal must
be filed with the Plan within 180 days of your receipt of the denial notification. You may have access to
relevant documents, records and other information, including any statement of policy or guidance with
respect to the Plan concerning the denied treatment option or benefit for your diagnosis, without regard to
whether such advice or statement was relied upon in making the benefit determination.

Your appeal of the adverse benefit determination of your disability claim will be decided at the next regularly
scheduled meeting of the Plan’s Board of Trustees following the Plan’s receipt of your appeal, unless the
appeal was received within 30 days prior to the date of the Board meeting. If that occurs, the appeal must be
decided by the following regularly scheduled Board meeting. If special circumstances require a further
extension of time for processing, the Plan office will provide you with a written notice of the extension,
describing the special circumstances and the date as of which the determination will be made.

If your Appeal is denied, your Appeal Denial Notice will explain:

a. The Reasons for the denial, including references to pertinent Plan provisions (as applicable)
upon which the denial was based;
b. Your right to receive, upon request and free of charge, reasonable access to and copies of all

relevant documents, records, and other information (other than legally or medically privileged
documents) to your claim for benefits; and
c. Your right to bring a civil action under ERISA section 502(a).
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5. Finality of Decision on Claim — Right to File Lawsuit: The denial of an application or claim after the
right to review has been waived or the decision of the Trustees on appeal has been issued is final and binding
upon all parties, including the claimant. No lawsuit may be filed without first exhausting the above appeals
procedure. No legal action may be commenced or maintained against the Plan or any Trustee or legal
fiduciary, person or entity involved in the decision more than two years after a claim has been denied on
appeal.

6. When a Lawsuit May be Started: No Participant, Dependent, Beneficiary or other person shall have any
right or claim to benefits under these Rules and Regulations or any right or claim to payments from the Fund,
other than as specified herein. A Participant may not start a lawsuit to obtain benefits until after either: (1) the
Participant has submitted a Claim pursuant to these Rules and Regulations, requested a review after an
Adverse Benefit Determination, and a final decision has been reached on review; or (2) the appropriate time
frame described above has elapsed since Participant filed a request for review and Participant has not
received a final decision or notice that an extension will be necessary to reach a final decision.

No lawsuit may be filed (started) more than one year after services were provided or benefits partially
of totally denied or an otherwise adverse determination was made against you or, if the Claim is for
short term disability benefits, more than one year after the onset of the disability. The provisions of this
Section shall apply to and include any and every claim to benefits from the Fund, and any claim or right
asserted under the Plan or against the Fund, regardless of the basis asserted for the claim, and regardless of
when the act or omission upon which the claim is based occurred, and regardless of whether or not the
claimant is a "Participant" or "Beneficiary" of the Plan with the meaning of those terms as defined in ERISA.
Such claim shall be limited to benefits due to him under the terms of the Plan, or to clarify his rights to future
benefits under the terms of the Plan, and shall not include any claim or right to damages, either compensatory
or punitive.

J. MISCELLANEOUS PROVISIONS.

Self-funded plan benefits shall be paid only if notice of a claim is made within 90 days from the date on
which covered charges were incurred. The claimant must submit properly completed claim forms and
itemized statements as authorized by the Board of Trustees. Any exceptions to the submission of the claims
later than 90 days are subject to the approval of the Board of Trustees, but in no event may claims be
considered for payment later than 15 months from the date on which covered charges were incurred.

In the event the Plan determines that the Covered Person is incompetent or incapable of executing a valid
receipt and no guardian has been appointed, or in the event the Covered Person has not provided the Plan
with an address at which they can be located for payment, the Plan may, during the lifetime of the Covered
Person pay any amount otherwise payable to the Covered Person, to the spouse, or relative by blood of the
Covered Person, or to any other person or institution determined by the Plan to be equitably entitled thereto;
or in the case of the death of the Covered Person before all amounts payable have been paid, the Plan may
pay any such amount to one or more of the following surviving relatives of the Covered Person: Lawful
spouse, child or children, mother, father, brothers or sisters, or to the Covered Person’s estate, as the Board
of Trustees, in its sole discretion, may designate. Any payment in accordance with the provision shall
discharge the obligation of the Plan hereunder to the extent of such payment.

No participant, dependent or other beneficiary shall have any right to claim to benefits form the Plan, except
as specified. Any dispute as to eligibility, type, amount or duration of the benefits under this Plan or any
amendment or modification thereof shall be resolved by the Board of Trustees. The Trustees shall have
discretion in any such determination. Participants may seek review of any adverse decision of the Trustees in
Federal District Court as prescribed by law.
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The benefits provided by the Plan are not in lieu of and do not affect any requirement for covered by
Workers’ Compensation Insurance laws or similar legislation.

The provisions of the Plan are subject to and controlled by the provisions of the Trust Agreement, if
applicable, and in the event of any conflict between the provisions of the Trust Agreement and the provisions
of this Plan, the Trust Agreement shall prevail. Certain benefits are self-funded and any references to
“insurance” are inapplicable to Self-Funded benefits.

It is recognized that the self-funded benefits provided by the Plan can be paid only to the extent that the Fund
has available adequate resources for such payment. No contributing employer, the Local Union nor any
individual trustee or the Board of Trustees has any liability, directly or indirectly to provide the self-funded
benefits established hereunder beyond the assets available in the Fund and the obligation of contributing
employers to make contributions as stipulated in the collective bargaining unit agreements.

WARNING: BENEFITS CAN BE REDUCED OR ELIMINATED

The Board of Trustees reserve the right to reduce or modify any and all benefits of the Plan, in part or in
whole, and may change or eliminate any or all insurance carriers, HMOs and any other provider or entity.
The Board may also require contributions for any increases to the Plan from time to time from the
Participants of the Plan. Any such changes are at the discretion of the Board of Trustees.

K. HEALTH REIMBURSEMENT ACCOUNT (HRA).

This Plan includes a Health Reimbursement Account (HRA) program for the benefit of eligible Participants
and their Dependents. The purpose of the HRA program is to reimburse eligible participants and qualified
dependents for certain qualified health care expenses which are not otherwise payable under the Plan. The
HRA program under the Plan uses pre-tax dollars in the account to pay for qualified out-of-pocket health
care expenses allowed under the Internal Revenue Code (“IRC”), and as defined below. Any pertinent rules
of the IRC Sections 105 and 106, as amended, including relevant IRS regulations as applied to an HRA shall
apply to this Plan.

1. Eligibility: Each Active Participant who meets the Eligibility requirements under the Plan and for
whom employer contributions are made under a Collective Bargaining Agreement for the purpose of a HRA
(supplemental account) will be eligible to participate in the HRA program. Participants are not allowed to
make additional contributions to their HRA.

In order to comply with the Patient Protection and Affordable Care Act, IRS Notice 2013-54, and EBSA
Technical Release 2013-03 the following eligibility rules also apply:

a. In order to use the HRA for reimbursements, the Active Participant must be actually enrolled in
this Plan or other group health plan that provides minimum value pursuant to the IRC Section
36B(c)(2)(C)(ii), regardless of whether the Other group health plan is sponsored by the Green
Health Trust Fund.

b. Proof of Other group health coverage will be required in a manner to be determined by the Joint
Oversight Committee. If the Active Participant is not enrolled in this Plan and does not provide
proof of enrollment in other group coverage that provides minimum value, in a manner
determined by the Joint Oversight Committee, benefits from the HRA will be limited to
reimbursement of co-payments, co-insurance, deductibles, and premiums, as well as medical care
defined under the IRC section 213(d) that does not constitute essential health benefits.
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5.

Any Participant who has an HRA balance is permitted to permanently opt out of and waive future
reimbursements from his or her HRA account on an annual basis.

Upon termination of employment, the Participant may elect to either forfeit his or her HRA
balance or permanently opt out of and waive future reimbursements from his or her HRA.

2. Reimbursement Requests: To obtain a Reimbursement form or if you have questions about your
HRA account, please contact the Plan Administrator at 1-408-288-4433 or visit the Plan’s website at
http://ibew6 1 7benefits.com/health-reimburesment-account/.

3. Qualified Expenses: An Active Participant or Qualified Dependent under the Internal Revenue

Code who is eligible for benefits under this Plan may be reimbursed from his or her HRA for any Qualified
Expenses that are not otherwise covered by the Plan (see below). To qualify for payment through an HRA,
the following requirements must be met:

a.

Expense must be “Qualified Expense” as defined in in IRC Section 213(d). For a complete list
please view the IRS publication at http:/www.irs.gov/pub/irs-pdf/p502.pdf. For example,
below is a list of some examples (not an all-inclusive list) of Qualified Expenses which are
reimbursable if not otherwise covered by the Plan:

Abdominal Supports | Gum Treatment Acupuncture Air Conditioner
Alcoholism Abortion Anesthetist Arch Supports
Treatment Ambulance Blood Tests Blood Transfusions
Artificial Limbs Birth Control Pills Chiropractor Childbirth/Delivery
Braces Cardiographs Prescriptions Eye Glasses
Diagnostic fees Drug Addiction Therapy Gynecologist Vaccines

Blood Tests Oral Surgery Insulin Wheel Chair
Blood Transfusions | Lab Tests treatment Splints

Hospital Bills Pediatrician Psychiatrist Registered Nurse
Hearing Aids Hydrotherapy Orthotic Shoes | Oxygen equipment
Splints Vitamins (if prescribed) Podiatrist Lead paint removal
Dermatologist Christian Science Guide Dog

Dental X-Rays practitioner

Expense must have been incurred while the Participant was covered by the Plan, regardless of
when the claim is made.

The Expense must have been incurred by the participant or by a person who was a dependent
within the meaning of the IRC section 152.

The Participant or dependent (if applicable) must provide documentation (ex. copy of the EOB
or receipt that you receive showing the amount that you owe, the amount that you paid, the
amount of eligible charges that were applied to the deductible, or a receipt along with the claim
form), satisfactory to the Plan that the claim satisfies the requirements of this section. (Note:
Credit card receipts, canceled checks, and balance forward statements do not meet the
requirements of acceptable documentation).

The claim for reimbursement must be made within twelve (12) months of the time the expense
was actually incurred.

Benefits are Not Vested/ No Cash Death Benefits: The Board of Trustees may amend, reduce,

eliminate or otherwise change the HRA program at any time and may change, reduce, or discontinue any Plan

benefits, in whole or in part, at any time. No provision in these HRA rules shall be construed as making such

HRA accounts vested at any time or subject to use in any manner except as provided for in these rules. There
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is no vested right to an HRA balance. In addition, pursuant to IRC guidelines, no cash death benefits are
permitted under the Plan.

6. Forfeiture Provisions: An HRA balance will be immediately and permanently forfeited if either of
the following applies to the participant and any amount forfeited will be used to offset administrative costs of
the Plan’s HRA program:

1. Upon your death, if you have no eligible surviving dependent(s) any unused balances in your
HRA will be forfeited.

2. You accept employment in any capacity and of any duration from a contractor in the electrical
industry who is not signatory to the memorandum of understanding/collective bargaining
agreements.

3. The participant is an owner of a company, business, or entity in the electrical industry which is
not signatory to a memorandum of understanding/collective bargaining agreement of an IBEW
union having jurisdiction.

XXI. POTENTIAL LOSS/DELAYED PAYMENT OF BENEFITS

You and/or your eligible Dependent(s) could lose your benefits and/or have payments delayed in at least the
following circumstances:

A. PLAN EXCLUSIONS/CO-PAYMENTS. The Plan and the insurance providers contain exclusions
and exceptions for coverage. You should be aware of the Plan’s and the insurance provider’s limitations,
exclusions, co-payments and other facets of the Plan in which you may not receive full payment on a claim
or reimbursement or for which there is a co-payment.

B. INELLIBIBLE FOR BENEFITS. The person on whose behalf the claim was filed was not eligible
for benefits on the date the expenses were incurred.

C. NOT COVERED/NOT INCURRED. The expenses that were denied are not covered under the
Plan or were not actually incurred.

D. FULL BENFIT PROVIDED. The Person for whom the claim was filed had already received the
maximum benefit allowed for that type of expense during a stated period of time.

E. PROHIBITED EMPLOYMENT IN THE ELECTRICAL INDUSTRY. If you engage in certain
kinds of work in the Electrical Industry, known as Prohibited Employment, you will no longer be entitled to
Apprentice Health and Welfare benefits.

F. SUBROGATION/THIRD PARTY CLAIMS. The Plan does not cover any illness, injury, disease
or other condition or claim for which a third party may be liable or legally responsible.

G. COORDINATION OF BENEFITS WITH OTHER PLANS. If Dependents are covered by more
than one Plan, this Plan may not be responsible for many claims.

H. WORK RELATED INJURIES. The Plan is not responsible for paying any claims incurred as a
result of a work-related injury. This applies even if you have not filed a claim with workers compensation.
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L. RIGHT TO RECOVER CLAIMS PAID or Offset of Future Claims/Recover Overpayments.
The Plan has the right to recover any amounts improperly paid. The Plan may offset any amounts owed to
the Plan against any claims that you and/or a Dependent incur in the future.

J. INADEQUATE OR IMPROPER EVIDENCE. The Plan grants the Board of Trustees the power
to deny, suspend or discontinue benefits to a Participant who fails to submit at the request of the Plan Office
any information or proof of coverage reasonably required to administer the Plan.

K. FAILURE TO ENROLL IN MEDICARE PARTS A AND B. If you are eligible for and fail to
enroll in Medicare parts A and B the Plan will not pay many of your claims. Please refer to page 51, section
B for additional information.

L. FAILURE TO COMPLETE APPLICATION. Benefits may not be payable until a completed
application and other forms required by the Plan Office are received by the Plan Office.

M. INCOMPLETE INFORMATION/FALSE STATEMENTS. If you fail to provide requested
information or give false information to verify disability, age, beneficiary information, marital status or other
vital information, coverage under the Plan or benefits provided may be postponed or cancelled. If you make
a false statement to the Plan or other officials regarding the payment of benefits or other issues related to the
Plan, you will be liable to the Plan for any benefits paid in reliance on such false statements or information.
This includes but is not limited to costs incurred by the Plan Office, reasonable attorneys’ fees, and interest
charges. The Plan may deduct any such fees and costs from any benefits otherwise payable to you, your
estate or a beneficiary.

N. PLAN CHANGE. The Trustees amended the Plan’s eligibility rules or decreased Plan benefits.

0. FAILURE TO MAKE EMPLOYER CONTRIBUTIONS. If the Contributing Employer did not make
contributions on your behalf, you will not be eligible for Retiree Health and Welfare Coverage.

P. PLAN TERMINATION. If the Plan terminates, benefits will no longer be provided.

XXII. AMENDMENT AND TERMINATION OF THE PLAN

A. AMENDMENTS.

The Plan may be amended in whole or in part at any time by the Board of Trustees and all persons with
rights or obligations hereunder shall be bound thereby. Benefit levels and amounts may be changed at any
time.

B. MANDATORY AMENDMENTS.

Amendments of the Trust or Plan shall be mandatory in the following situations: When necessary to assure
compliance with ERISA or other applicable laws; when necessary to assure the tax-deductibility of
contributions hereto under federal and state income tax laws; and when necessary to assure that this Trust
remains tax exempt.
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C. TRANSFER OF ASSETS TO ANOTHER BENEFIT TRUST.

Notwithstanding anything above to the contrary, the Board of Trustees may transfer the Trust assets or any
portion thereof to the Trustees of any other trust or trusts which provide similar benefits.

D. TERMINATION.

The Board of Trustees may terminate the Plan at any time subject to the Trust Agreement and applicable
Collective Bargaining Agreements.

Upon termination of the Trust, all obligations shall first be satisfied. The Board of Trustees shall thereupon
use the remaining Trust assets to provide Plan benefits in such manner as the Plan my provide, or in the
absence of a Plan provision, to continue to provide Plan benefits in a manner permitted by ERISA for so long
as Trust assets permit.

XXIII. GENERAL INFORMATION
(As required by ERISA)

1. Name and Address of the Plan: San Mateo Electrical Workers Health Care Benefits Plan, 6800
Teresa Boulevard, Suite 100, San Jose, California 95119.

2. Type of Plan: This is a Health Care Plan, providing the following Health Care Benefits Plan —
Hospital, Surgical, Medical, Dental, Vision, Hearing, Disability, Life, AD&D and Employee Assistance
Program coverage.

3. Type of Plan and Method of Fund Benefits: This Plan is administered by the Joint Board of
Trustees. The Plan is funded by employer contributions as provided for in the collective bargaining
agreement. Claims not related to HMO and insured providers are processed by a contract administrator.

4. Sponsoring Organizations: The Plan is maintained in accordance with collective bargaining
agreements between N.E.C.A., San Mateo Chapter and Local 617 of the International Brotherhood of
Electrical Workers Union. By writing to the Union, participants and beneficiaries may determine whether a
particular employer is a sponsor of the Plan, and if so, the employer’s address.

S. Contributions: Contributions to provide Plan benefits are paid by the sponsoring employers in
accordance with their bargaining agreements “on a cents-per-hour basis”.

6. Plan Administrator. The Board of Trustees is the Plan Administrator of the Plan. The Board of
Trustees is responsible for ensuring that information regarding the Plan is reported to governmental agencies
and disclosed to Plan Participants and beneficiaries in accordance with ERISA. The Plan Administrator’s
address 1s 6800 Teresa Boulevard, Suite 100, San Jose, California 95119.

7.  Fiscal Year: The fiscal year of the Trust is the twelve-month period ending each January 31*, and the
Trust’s records are maintained on that basis.

8. Emplover Identification Number: 94-6077920

9. Plan Number: 501
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10. ERISA Rights: As a participant in this Plan, you are entitled to certain rights and protections under
the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all plan participants
shall be entitled to:

o Examine, without charge, at the Plan Administrator’s office all documents governing the Plan,
including insurance contracts and collective bargaining agreements and a copy of the latest annual
report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor, Internal Revenue
Service and available at the Public Disclosure Room of the Employee Benefits Security
Administration.

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

. Receive a summary of the Plan’s annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this Summary Annual Report at no cost to the participant.

o Continued health care coverage for you and your spouse or dependents if there is a loss of coverage
under the Plan as the result of a Qualifying Event. You or your dependents may have to pay for such
coverage. Review this Summary Plan Description on the rules governing your COBRA continuation
coverage rights.

In addition to creating rights for Plan participants, ERISA imposes duties upon the individuals who are
responsible for the operation of the Employee Benefit Plan. The individuals who operate your Plan, called
“fiduciaries” of the Plan, have a duty to do so prudently and in the interest of you and other Plan participants
and beneficiaries.

No one, including your employer, your Union, or any other person, may fire you or otherwise discriminate
against you in any way to prevent you from obtaining benefits under the plan or exercising your rights under
ERISA. If your claim for benefits is denied or ignored, in whole or in part, you must receive a written
explanation for the denial. You have the right to have the Plan review and reconsider your claim.

Under ERISA there are steps you can take to enforce the above rights. For instance, if you request a copy of
plan documents or the latest summary annual report from the Plan and do not receive them within 30 days,
you may file suit in a Federal Court. In such a case the Court may require the Plan Administrator to provide
the materials and pay you up to $110.00 per day until you receive the materials, unless the materials were not
sent because of reasons beyond the control of the Plan Administrator.

If you have a claim for benefits, which is denied or ignored, in whole or in part, and you have exhausted the
administrative remedies available under the plan, you may file suit in a State or Federal Court. In addition, if
you disagree with the Plan’s decision or lack thereof concerning the qualified status of a medical child
support order or domestic relations order, you may file suit in Federal Court. If it should happen that Plan
fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting your rights, you may
seek assistance from the U.S. Department of Labor, or you may file suit in a Federal Court.

The Court will decide who should pay the court costs and legal fees. If you are successful, the Court may
order the person you have sued to pay these costs and fees. If you lose, the Court may order you to pay these
costs and fees, for example, if it finds your claim is frivolous.

If you have any questions about the Plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA, you should contact the nearest office of the
Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or
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the Division of Technical Assistance and Inquiries, Pension and Welfare Benefits Administration, U.S.
Department of Labor, 200 Constitution Avenue, N.W. Washington, D.C. 20210.

You may also obtain certain publications about your rights and responsibilities under ERISA by calling the
publications hotline of the EBSA. For single copies of publications, contact the EBSA Brochure Request
Line at (866) 444-3272 or contact the EBSA field office nearest you.

You may find answers to your questions and a list of EBSA offices at www.dol.gov/ebsa/welcome.html.

11. Names and Addresses of the Board of Trustees:

Employer Trustees: Union Trustees:
William Kuhr David Mauro

James Goetz Dan Pasini

Tim Lynch John Valdez

Brian Iwashita Matthew Davey
NECA, San Mateo Chapter IBEW Local 617

950 John Daly Boulevard 1701 Leslie Street
Daly City, CA 94015 San Mateo, CA 94402
650-755-5014 650-547-4239

12. Name and Address of Contract Administrator:

United Administrative Services

6800 Santa Teresa Boulevard, Suite 100
San Jose, CA 95119

Phone (408) 288-4400

13. Name and Address of Agent for Service of L.egal Process:

Neyhart, Anderson, Flynn & Grosboll
Attn: Richard K. Grosboll

Attorneys at Law

369 Pine Street, Suite 800

San Francisco, CA 94104-3323
Telephone: (415) 677-9440
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XXIV. HIPAA Disclosure of Providers

In accordance with the new disclosure requirements of the Health Insurance Portability and Accountability
Act, we are informing you of the names and addresses of all Heath Providers for the Plan and their roles (i.e.,
whether they guarantee the payment of benefits or provide administrative services).

List of Providers

Beat It!

1796 Technology Drive

San Jose, CA 95110

Provides Employee Assistance with substance or alcohol abuse, marital difficulty, financial, legal and other
issues. Does not guarantee payment of these benefits.

Delta Dental

100 First Street

San Francisco, CA 94105

Provides prepaid dental benefits with guaranteed payment of these benefits.

Kaiser Foundation Health Plan

1800 Harrison Street, 13" Floor

Oakland, CA 94120

Provides prepaid medical benefits with guaranteed payment of these benefits.

ING

6140 Stoneridge Mall Road, Suite 150

Pleasanton, CA 94588

Fully insures life and accidental death and dismemberment benefits for eligible participants.

Vision Service Plan

333 Quality Drive

Rancho Cordova, CA 95670

Phone: 1-800-877-7195

Administers the self-funded vision plan for participants and dependents.

The Act also requires that we inform you of the Department of Labor address in Washington, D.C. If you
have any questions about your rights under ERISA, you should contact the nearest office of the Pension and
Welfare Benefits Administration, U.S. Department of Labor, listed in your the telephone directory or the
Division of Technical Assistance and Inquiries, Pension and Welfare Benefits Administration, U.S.
Department of Labor, 200 Constitution Avenue, N.W. Washington, D.C. 20210. Additional information
regarding your ERISA rights may be found in your Summary of Benefits booklet under “Statement of
ERISA Rights”.
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