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TO ALL PARTICIPANTS:

This booklet has been printed to provide you with a current description of the

valuable benefits of the Plan. All of us are aware of the continuing large increases

in medical care costs. Your Plan has tried to keep up with these costs in order to

protect you and your eligible dependents in times of need caused by Illness or

Injury. As you know, it has been necessary to increase the contribution rates in

order to pay the benefits offered by the Plan. We will continue to provide the best

benefits possible with the money available.

The HealthLink Preferred Provider Organization (PPO) is available to you

and your family under the Comprehensive Medical Expense Benefit. The rates

participating hospitals and doctors typically charge are lower than their normal

rates, therefore, both you and the Fund save money. The current list of participating

hospitals and doctors is available from the Welfare Plan Office.

The HealthLink PPO is not available if you have enrolled in the GHP Point

of Service (POS) Plan or Welborn HMO. It also does not apply to Local 577

participants who do not have access to a provider network. The NPPN PPO

Network covers participants of Local 321.

The Comprehensive Medical Expense Benefit is available to all Plan participants

except as noted. If you reside within a POS or HMO network area, you may elect

to waive (during the open enrollment period or change in family status)

Comprehensive Medical Expense Benefits and be covered by one of the following:

• The Sensicare POS Program provided through Group Health Plan (GHP),

or

• The Welborn Health Plans’ HMO.

Please contact the Fund Office for more information.

This booklet presents the eligibility rules and describes the benefits available.

Please read the booklet carefully and keep it in a safe place. The Welfare Plan

Office staff is available to answer your questions and offer you assistance during

regular office hours.

Sincerely,

Board of Trustees

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the
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FOR ELIGIBLE EMPLOYEES

LIFE INSURANCE ...................................................................................................................................................... $ 10,000
ACCIDENTAL DEATH & DISMEMBERMENT ................................................................................................................... $ 3,000
WEEKLY INCOME BENEFIT ......................................................................................................................................... $ 200

(Effective 1st day non-occupational injury) (Effective 8th day illness) (Maximum thirteen weeks per disability)

FOR DEPENDENTS

LIFE INSURANCE
Spouse .................................................................................................................................................................... $ 5,000
Child 14 days to 19 years ........................................................................................................................................ $ 2,500

COMPREHENSIVE MEDICAL EXPENSE BENEFIT
(Available to all eligible employees and their dependents except for Local 577)

Benefit In-Network Out-of-Network

Calendar Year Deductible ......................... $300 per person/$900 family ..................... $500 per person/$1,000 family
Calendar Year Out-of-Pocket .................... $1,000 per person/$3,000 family ............... $3,000 per person/$6,000 family
Lifetime Maximum .................................. $1,000,000 per person ............................... $1,000,000 per person
Coinsurance ............................................ You pay 15% after Deductible ...................... you pay 40% after Deductible

Primary Care Physician Office Visits ......... You pay $25 Copay ..................................... Plan pays 60% after Deductible
Specialist Physician Office Visits ............... You pay $25 Copay ..................................... Plan pays 60% after Deductible
Hospital Inpatient Facility ........................ Plan pays 85% after Deductible ................... Plan pays 60% after Deductible
Outpatient Facility – Surgery ................... Plan pays 85% after Deductible ................... Plan pays 60% after Deductible
Emergency Room .................................... You pay $150 Copay (waived if admitted) .... You pay $150 Copay (waived if admitted)
Ambulance .............................................. Plan pays 80% after Deductible ................... Plan pays 80% after Deductible
Surgery – Inpatient ................................ Plan pays 85% after Deductible ................... Plan pays 60% after Deductible
Radiology/Pathology .............................. Plan pays 85% after Deductible ................... Plan pays 60% after Deductible

Outpatient Mental Health Treatment ........................................ Plan pays 50% after Deductible
Inpatient Drug/Alcohol Substance Abuse Treatment .................. Plan pays 80% for first treatment and

50% for second treatment after Deductible;
No coverage thereafter

Prescription Drugs ................................................... Not applicable ................................. Plan pays 80% after Deductible
Prescription Drugs Mail order program (60-day supply):

You pay $15 copayment per generic prescription
You pay $30 copayment per brand name prescription

S c h e d u l e   o f   B e n e f i t s  — A c t i v e

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the
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COMPREHENSIVE MEDICAL EXPENSE BENEFIT FOR LOCAL 577

Calendar Year Deductible ......................................................... $300 per person/$900 per family on an aggregate basis
Calendar Year Out-of-Pocket .................................................... $1,000 per person/$3,000 per family on an aggregate basis
Lifetime Maximum Benefit ...................................................... $1,000,000 per person

Primary Care Physician Office Visits ......................................... Plan pays 85% after Deductible
Specialist Office Visits .............................................................. Play pays 85% after Deductible
Hospital Inpatient Facility ........................................................ Plan pays 85% after Deductible
Outpatient Facility — Surgery ................................................ Plan pays 85% after Deductible
Emergency Room .................................................................... Plan pays 85% after Deductible
Surgery —Inpatient ............................................................... Plan pays 85% after Deductible
Radiology/Pathology .............................................................. Plan pays 85% after Deductible

Outpatient Mental Health Treatment ........................................ Plan pays 50% after Deductible
Inpatient Drug/Alcohol Substance Abuse Treatment .................. Plan pays 80% for first treatment and

50% for second treatment after Deductible;
No coverage thereafter

Prescription Drugs ................................................................... Plan pays 80% after Deductible
Prescription Drugs Mail order program (60-day supply):

You pay $15 copayment per generic prescription
You pay $30 copayment per brand name prescription

S c h e d u l e   o f   B e n e f i t s  — A c t i v e
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S c h e d u l e   o f   B e n e f i t s  — A c t i v e

COMPREHENSIVE MEDICAL EXPENSE BENEFIT FOR LOCAL 321

Benefit In-Network1 Out-of-Network

Calendar Year Deductible ............. $700 per person/$2,100 family .......................... $1,500 per person/$3,000 family
Coinsurance ................................ Plan pays 85% .................................................... Plan pays 60%
Calendar Year Out-of-Pocket ........ $3,000 per person/$9,000 family ....................... $6,000 per person/$12,000 family
Lifetime Maximum ...................... $1,000,000 per person ....................................... $1,000,000 per person
Primary Care Physician

Office Visits ............................ You pay $25 copay ............................................. Plan pays 60% after Deductible
Specialist Physician Office Visits ... You pay $25 copay ............................................. Plan pays 60% after Deductible
Hospital Inpatient Facility ............ Plan pays 85% after Deductible ........................... Plan pays 60% after Deductible
Outpatient Facility–Surgery ......... Plan pays 85% after Deductible ........................... Plan pays 60% after Deductible
Emergency Room ........................ You pay $150 copay (waived if admitted) ............ You pay $150 copay (waived if admitted)
Ambulance .................................. Plan pays 80% after Deductible ........................... Plan pays 80% after Deductible
Surgery–Inpatient ...................... Plan pays 85% after Deductible ........................... Plan pays 60% after Deductible
Radiology/Pathology .................. Plan pays 85% after Deductible ........................... Plan pays 60% after Deductible

Outpatient Mental Health Treatment ........................................ Plan pays 50% after Deductible
Inpatient Drug/Alcohol Substance Abuse Treatment .................. Plan pays 80% for first treatment and

50% for second treatment after Deductible;
No coverage thereafter

Prescription Drugs ................................................... Not applicable ................................. Plan pays 80% after Deductible
Prescription Drugs Mail order program (60-day supply):

You pay $15 copayment per generic prescription
You pay $30 copayment per brand name prescription

1 In-Network benefits are provided through NPPN. For information about NPPN in-network providers, call NPPN at 1-800-557-1656 or go
online to www.nppn.com.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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GHP SENSICARE POINT OF SERVICE PROGRAM

(Available to eligible employees residing or working in GHP service area and their dependents)

Benefit In-Network Out-of-Network

Primary Care Physician Office Visits ..................... You pay $25 copay .................................. Plan pays 80% after Deductible
Specialist Office Visits .......................................... You pay $25 copay .................................. Plan pays 80% after Deductible
Inpatient Hospitalization Coinsurance ................... Plan pays 90% after Deductible ............... Plan pays 80% after Deductible4

Maternity (Initial Visit Only) ................................ You pay $25 copay .................................. Plan pays 80% after Deductible4

Emergency Room ................................................ You pay $150 copay ................................ You pay $150 copay
Urgent Care Facility ............................................. You pay $75 copay .................................. Plan pays 80% after Deductible
Home Health, Ambulance, Therapy Coinsurance ... Plan pays 90% after Deductible ............... Plan pays 80% after Deductible
Chiropractic Visits ................................................ You pay $35 copay, 26 visits per year ...... Covered In-Network only

In-Network Deductible2 (Individual/family) .......... $300 per person /$900 per family
In-Network Coinsurance1 ..................................... Plan pays 90% after Deductible
In-Network Out-of-Pocket Maximum .................... $700 per person /$2,100 per family

Out-of-Network Deductible2 (Individual/family) ... $300 per person /$900 per family
Out-of-Network Out-of-Pocket Maximum ............. $700 per person /$2,100 per family
Out-of-Network Coinsurance1 ............................... Plan pays 80% after Deductible

Prescription Drugs (31-day supply)3 ..................... You pay $10/$25/$40
Mail Order Rx Program (90-day supply)3 ............. You pay $20/$50/$80
1 Coinsurance for out-of-network charges is based on the usual, customary, and reasonable charge. All coinsurance listed applies to the out-of-

pocket maximum and takes effect after the annual deductible is satisfied.
2 Annual deductibles, coinsurance and medical copayments apply to out-of-pocket maximum.
3 All prescription copays do not apply to the out-of-pocket maximum. Annual deductible does not need to be satisfied for benefits with a copay.
4 $200 penalty for failure to pre-certify admission.

If a member chooses to receive care from a non-participating doctor, GHP

will provide covered benefits at the out-of-network level.

Sensicare members are not required to select a Primary Care Physician or obtain

referrals to see a specialist. They may see a Sensicare participating specialist at any

time without a referral.

Sensicare members receive HMO benefits by seeing Sensicare providers. If a

Sensicare member chooses to receive care from a non-participating physician, GHP

will provide for covered benefits at the out-of-network level.

S c h e d u l e   o f   B e n e f i t s  — A c t i v e
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Inpatient and Outpatient Hospital Services
If you need hospital services, your physician will coordinate your inpatient

admission or outpatient services with GHP. Even when hospital services are rendered

out-of-network under your POS benefit, hospitalizations require pre-authorization.

A $200 penalty will be applied to claims submitted for out-of-network

hospitalizations that have not yet been pre-authorized. GHP’s precertification

number is 1-800-546-4603.

WELBORN HMO

(Available to eligible employees residing or working in Local 103 and their dependents)

Deductible .............................................................................................. $300 per person/$900 per family
Coinsurance ............................................................................................ Plan pays 90% after Deductible
Out-of-Pocket Maximum ......................................................................... $1,000 per person/$3,000 per familty

Office Visits ............................................................................................. You pay $25 copay
Specialist ................................................................................................ You pay $25 copay
Vision ..................................................................................................... You pay $10 copay
Hospital .................................................................................................. Plan pays 90% after Deductible
Surgery .................................................................................................. Plan pays 90% after Deductible
Emergency Room* .................................................................................. You pay $100 copay
Urgent Care Facility* ............................................................................... You pay $25 copay
Infertility ................................................................................................ Plan pays 50% after Deductible
Durable Medical Equipment ..................................................................... Plan pays 80% after Deductible

Prescription Drug 30-day Supply .......................................................... You pay $10/$25/$40
31-60 day Supply ........................................................................... You pay $16/$40/$64
61-90 day Supply ........................................................................... You pay $24/$60/$96

* Emergency and Out-of-Area Urgent Care is Covered anywhere. Members must notify WHP within 48 hours. In-Area Urgent Care is Covered
through the Member’s PCP. ER Copay is waived if Member is hospitalized from ER.

All in-Patient Hospital

Services require

Pre-authorization:

1-800-546-4603

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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LIFE INSURANCE

Retired Eligible Employees ................................................................................................... $1,000
Dependents ......................................................................................................................... $1,000

COMPREHENSIVE MEDICAL EXPENSE BENEFIT

(Available to all retirees and their dependents except for Local 577)

Benefit In-Network Out-of-Network
Calendar Year Deductible ..................... $300 per person/$900 family ......................... $500 per person/$1,000 family
Coinsurance ........................................ Plan pays 85% after Deductible ....................... Plan pays 60% after Deductible
Calendar Year Out-of-Pocket ................ $1,000 per person/$3,000 family ................... $3,000 per person/$6,000 family
Lifetime Maximum .............................. $200,000 per person ...................................... $200,000 per person

Primary Care Physician Office Visits ..... You pay $25 Copay ......................................... Plan pays 60% after Deductible
Specialist Office Visits .......................... You pay $25 Copay ......................................... Plan pays 60% after Deductible
Hospital Inpatient Facility .................... Plan pays 85% after Deductible ....................... Plan pays 60% after Deductible
Outpatient Facility – Surgery ............... Plan pays 85% after Deductible ....................... Plan pays 60% after the Deductible
Emergency Room ................................ You pay $150 Copay (waived if admitted) ........ You pay $150 Copay (waived if admitted)
Ambulance .......................................... Plan pays 80% after Deductible ....................... Plan pays 80% after Deductible
Surgery – Inpatient ............................ Plan pays 85% after Deductible ....................... Plan pays 60% after Deductible
Radiology/Pathology .......................... Plan pays 85% after Deductible ....................... Plan pays 60% after Deductible

Outpatient Mental Health Treatment ........................................ Plan pays 50% after Deductible
Inpatient Drug/Alcohol Substance Abuse Treatment .................. Plan pays 80% for first treatment and

50% for second treatment after Deductible;
No coverage thereafter

Prescription Drugs ........................................... Not applicable ............................................. Plan pays 80% after Deductible
Prescription Drugs Mail order program (60-day supply):

You pay $15 copayment per generic prescription
You pay $30 copayment per brand name prescription

S c h e d u l e   o f   B e n e f i t s  —  R e t i r e e

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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S c h e d u l e   o f   B e n e f i t s  —  R e t i r e e

COMPREHENSIVE MEDICAL EXPENSE BENEFIT FOR LOCAL 577 - RETIREE

Calendar Year Deductible ......................................................... $300 per person/$900 per family on an aggregate basis
Calendar Year Out-of-Pocket .................................................... $1,000 per person/$3,000 per family on an aggregate basis
Lifetime Maximum Benefit ...................................................... $200,000 per person

Primary Care Physician Office Visits ......................................... Plan pays 85% after Deductible
Specialist Office Visits .............................................................. Play pays 85% after Deductible
Hospital Inpatient Facility ........................................................ Plan pays 85% after Deductible
Outpatient Facility — Surgery ................................................ Plan pays 85% after Deductible
Emergency Room .................................................................... Plan pays 85% after Deductible
Surgery —Inpatient ............................................................... Plan pays 85% after Deductible
Radiology/Pathology .............................................................. Plan pays 85% after Deductible

Outpatient Mental Health Treatment ........................................ Plan pays 50% after Deductible
Inpatient Drug/Alcohol Substance Abuse Treatment .................. Plan pays 80% for first treatment and

50% for second treatment after Deductible;
No coverage thereafter

Prescription Drugs ................................................................... Plan pays 80% after Deductible
Prescription Drugs Mail order program (60-day supply):

You pay $15 copayment per generic prescription
You pay $30 copayment per brand name prescription

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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S c h e d u l e   o f   B e n e f i t s  —  R e t i r e e

GROUP HEALTH PLAN/SENSICARE

(Available to retirees residing in GHP service area and their dependents)

Primary Care Physician Office Visits ................................................................. You pay $25 copay
Specialist Office Visits ...................................................................................... You pay $25 copay
Inpatient Hospitalization .................................................................................. Plan pays 90% after Deductible
Outpatient Surgery .......................................................................................... Plan pays 90% after Deductible
Maternity (Initial Visit Only) ............................................................................ You pay $25 copay
Emergency Room ............................................................................................ You pay $150 copay
Urgent Care Facility ......................................................................................... You pay $75 copay
Home Health, Ambulance, Therapy .................................................................. Plan pays 90% after Deductible
Chiropractic Visits ............................................................................................ You pay $25 copay – spinal manipulation only

(must be precertified)

In-Network Deductible ..................................................................................... $300 per person/$900 family
In-Network Coinsurance .................................................................................. Plan pays 90% after Deductible
In-Network Out-of-Pocket Maximum ................................................................ $700 per person/$2,100 family

Prescription Copays (31-day supply) ................................................................ You pay $10/$25/$40
Mail Order Rx Program (90-day supply) .......................................................... You pay $20/$50/$80

1 Annual deductible, coinsurance and medical copayments apply to out-of-pocket maximum.

2 All other coinsurance listed applies to the out-of-pocket maximum and takes effect after the annual deductible is satisfied.

3 All prescription copays do not apply to the out-of-pocket maximum. The annual deductible does not need to be satisfied for benefits with a
copay.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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S c h e d u l e   o f   B e n e f i t s  —  R e t i r e e

WELBORN HMO

(Available to eligible employees residing in Local 103 and their dependents)

Deductible ...................................................................................................... $300 per person/$900 per family
Coinsurance .................................................................................................... Plan pays 90% after Deductible
Out-of-Pocket Maximum ................................................................................. $1,000 per person/$3,000 per family
Office Visits ..................................................................................................... You pay $25 copay
Specialist ........................................................................................................ You pay $25 copay
Vision ............................................................................................................. You pay $10 copay
Hospital .......................................................................................................... Plan pays 90% after Deductible
Surgery .......................................................................................................... Plan pays 90% after Deductible
Emergency Room/Urgent Care ........................................................................ You pay $100/$25 copay
Infertility ........................................................................................................ Plan pays 50% after Deductible
Durable Medical Equipment ............................................................................. Plan pays 80% after Deductible

Prescription Drug 30-day Supply .................................................................. You pay $10/$25/$40
31-60 day Supply ................................................................................... You pay $16/$40/$64
61-90 day Supply ................................................................................... You pay $24/$60/$96

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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E l i g i b i l i t y   R u l e s   a n d   G e n e r a l   P r o v i s i o n s

PLAN PROVISIONS
The Iron Workers Local Unions currently participating in the Welfare Plan

and the dates on which the benefits first became effective for you if you are working

under their jurisdiction are shown below:

Local 103................November 1, 1953

Local 392................January 1, 1954

Local 396................January 1, 1954

Local 46.................August 1, 1954

Local 782................July 1, 1957

Local 321................January 1, 1959

Local 577................May 1, 1969

ELIGIBILITY — GENERAL
You will become eligible for benefits under this Welfare Plan if you perform

work which is under the jurisdiction of any of the participating local unions,

provided contributions are made on your behalf by your employers as required

under the collective bargaining agreement between the participating local union

and your employer. You will not be considered an Employee if you are a partner or

sole proprietor of a business which is a contributing employer, or anyone else

whose ownership would, in the opinion of the Trustees, jeopardize the tax exempt

status of the Fund or violate provisions of ERISA.

ELIGIBILITY — NEW AND REINSTATED
You will become eligible immediately following any two consecutive calendar

quarters during which you work in each quarter and have a combined total of at

least 440* hours for which contributions were paid to the Fund on your behalf.

Once eligible, your eligibility will continue beyond these two calendar quarters if

you meet the requirements of “Continued Eligibility.”

CONTINUED ELIGIBILITY
You will continue to be eligible for the two consecutive calendar quarters

following any two consecutive calendar quarters during which you work in each

quarter and have a combined total of at least 440* hours for which contributions

were paid to the Fund or non-work credit hours were granted due to an approved

disability. Calendar quarters begin January 1, April 1, July 1 or October 1 of each

year. This rule is described as follows:

You will become eligible

immediately following

any two consecutive

calendar quarters during

which you work in each

quarter and have a

combined total of at

least 440 hours for

which contributions

were paid to the Fund

on your behalf.

* Owner-operators must have at least 850 hours during the accrual period.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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EFFECTIVE DATE OF ELIGIBILITY
You will become eligible in accordance with “Eligibility - New and Reinstated”

requirements described on page 15. If you are disabled on the date you would

ordinarily become eligible, your coverage will be effective as of that date unless you

continue to be eligible under another benefit plan. The coverage of your dependents

will become effective on your effective date.

EMPLOYMENT WITH A DIFFERENT EMPLOYER
When you move from one employer to another, your protection will continue

if you meet the requirements for continued eligibility. You should make sure that

your new employer is contributing to the Welfare Plan.

TERMINATION OF BENEFITS
If you do not meet the requirements for continued eligibility as described in

“Continued Eligibility” on page 15, your eligibility will end as of the last day of

the last two consecutive calendar quarters that you did not meet the eligibility

requirements.

Your eligibility for Weekly Income Benefits will end on any March 31,

June 30, September 30 or December 31, which ends a calendar quarter during

which you did not work at least 120 hours in employment for which contributions

were paid to the Fund on your behalf.

TERMINATION OF COVERAGE FOR DEPENDENTS OF DECEASED EMPLOYEES
In the event of your death while covered under the Plan, dependents’ benefits

will end on the date you would have ceased to be eligible if you had lived and

performed no more work in covered employment.

ELIGIBILITY DURING PERIODS OF DISABILITY - NON-WORK CREDIT HOURS
If, after you meet the eligibility requirements and while you continue to be

eligible, you are unable to work because of:

You will continue to be

eligible for the two

consecutive calendar

quarters following any

two consecutive

calendar quarters in

which you accumulated

440* hours for which

contributions were paid

to the Fund or non-work

credit hours were

granted due to an

approved disability.

If you have 440* hours from employment
and/or non-work credit You will be eligible during

January thru June ................................................................................................... July thru December
April thru September ............................................................................................... October thru March
July thru December ................................................................................................. January thru June
October thru March ................................................................................................. April thru September

* Owner-operators must have at least 850 hours during the accrual period; 440 hours requirement reduced to 400 hours for eligibility periods
prior to July 1, 2003.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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1. A non-occupational disability, you will be given non-work credit of 34

hours for each week of Weekly Income Benefits you receive from this

Plan, up to a maximum of 26 weeks of credit for each disability. However,

from time to time, as requested by the Welfare Plan Office, you must

submit a Doctor’s statement that you are still disabled.

2. An occupational Injury which occurs while performing work for a

contributing employer on a job within the jurisdiction of a participating

local union, or while performing work for an employer signatory to a

collective bargaining agreement providing for contributions to a

Cooperating Fund as defined in the Iron Workers International Reciprocal

Health and Welfare Agreement, you will be given non-work credit of 34

hours for each week you receive Workers’ Compensation Benefits, up to a

maximum of 26 weeks of credit for each such disability. You must give

written notice of such disability to the Welfare Plan Office and submit

proof of the receipt of Workers’ Compensation Benefits within 12 months

of the date of Injury.

To be entitled to non-work credit hours as described above, the disability

absence must begin while you are eligible for Welfare Plan benefits.

MEDICAL EXPENSE BENEFITS FOR FAMILIES
If you meet the eligibility requirements, you, your spouse and your dependent

children will be eligible for Life Insurance and Medical Expense Benefits. The

Accidental Death and Dismemberment and Weekly Income Benefits apply only

to you.

No person may be eligible for benefits both as an Employee and as a dependent

or as a dependent of more than one Employee.

If a dependent is entitled, as an active Employee, to the benefits of this Plan,

then this Plan will be considered as an other plan for the purposes of coordination

of benefits. If you die before the date you become eligible, no benefits will be

payable to your dependents.

ELIGIBILITY DATE FOR DEPENDENTS
Your dependents will become covered on your eligibility date if they are not

disabled. This includes the dependents of owner-operators. If you are disabled on

your eligibility date, your dependents will become eligible on that date even though

you may be disabled.

If you acquire a dependent after you become eligible, the dependent will become

eligible:

1. On the date of marriage for the spouse; or

2. On the date the dependent child attains 14 days of age or becomes a

dependent. However, an infant is eligible from birth for injuries or illnesses,

including congenital defects or abnormalities.

In the event of your

death while covered

under the Plan,

dependents’ benefits

will end on the date you

would have ceased to

be eligible if you had

lived and performed no

more work in covered

employment.

If you meet the

eligibility requirements,

you, your spouse and

your dependent children

will be eligible for Life

Insurance and Medical

Expense Benefits. The

Accidental Death and

Dismemberment and

Weekly Income Benefits

apply only to you.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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CONTINUATION COVERAGE UNDER COBRA
Under the Consolidated Omnibus Budget Reconciliation Act (COBRA), you

may continue health care coverage for you and your eligible Dependents past the

date coverage would normally end. Health care benefits will be identical to the

benefits the Plan provides to you at the time your coverage terminated. You and

your eligible Dependents will be required to pay up to the full cost to continue

health care coverage. Life insurance, accidental death and dismemberment (AD&D)

benefits and weekly income benefits cannot be continued under COBRA.

Circumstances known as “qualifying events” under which health care coverage

can be continued and the duration of continuation coverage are described as follows:

CONTINUATION OF COVERAGE

Coverage May Continue for: If: Maximum Period of Coverage from
Date Coverage was lost:

You and your eligible Dependents Your employment ends for any reason (except gross misconduct) 18 months*

You and your eligible Dependents Your hours of employment are reduced 18 months*

Your eligible Dependents You die 36 months

Your eligible Dependents You become entitled to Medicare 36 months

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

Your eligible Dependent children Your eligible Dependent children cease to be qualified 36 months
 as eligible Dependents

* If you or one of your eligible Dependents become disabled within 60 days of one of the qualifying events described in the chart above, COBRA
coverage may continue for that person and eligible family members for up to 29 months. Proof of the Social Security Administration’s
disability determination must be given to the Welfare Plan Office within 60 days of such determination to qualify for the additional 11
months of COBRA coverage.

You must provide the Welfare Plan Office notice of the following qualifying

events:

1. Your divorce or legal separation from your spouse.

2. A child ceasing to be covered under the Plan as a Dependent child of a

participant.

3. The occurrence of a second qualifying event after a Dependent has become

entitled to COBRA with a maximum of 18 (or 29) months. This second

qualifying event could include an employee’s death, entitlement to

Medicare, divorce or legal separation or child losing Dependent status.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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In addition to these qualifying events, there are two other situations where

you as a covered employee or your Dependent is responsible for providing

the Welfare Plan Office with notice within the timeframe noted in this

section:

4. When you or a Dependent who is entitled to receive COBRA coverage

for a maximum period of 18 months has been determined by the Social

Security Administration to be disabled. If this determination is made at

any time during the first 60 days of COBRA coverage, you and your

Dependents may be eligible for an 11-month extension of the 18 months

maximum coverage period, for a total of 29 months of COBRA coverage.

5. When the Social Security Administration determines that you or your

Dependent is no longer disabled.

Failure to provide this notice within the form and timeframes described below

may prevent you and/or your Dependents from obtaining or extending COBRA

coverage.

How Should A Notice Be Provided?
Notice of a Qualifying Event must be provided in writing to the Welfare Plan

Office. Notice should be sent to Iron Workers St. Louis District Council Welfare

Plan, 2160 South Foster Avenue, Wheeling, Illinois 60090.

When Should the Notice Be Sent?
If you are providing notice due to a divorce or legal separation, a Dependent

losing eligibility for coverage or a second qualifying event, you or your Dependent

must send the notice no later than 60 days after the later of (1) the date upon

which coverage would be lost under the Plan as a result of the qualifying event, or

(2) the date of the qualifying event.

If you are providing notice of a Social Security Administration determination

of disability, notice must be sent no later than 60 days after the date of the disability

determination by the Social Security Administration. Also notice must be sent no

later than the end of the first 18 months of continuation coverage.

If you are providing notice of a Social Security Administration determination

that you or a Dependent is no longer disabled, notice must be sent no later than

30 days after the date of the determination by the Social Security Administration

that you or your Dependent is no longer disabled.

Who can Provide a Notice?
Notice may be provided by you or your Dependents with respect to the

qualifying event, or any representative acting on your or your Dependent’s behalf.

Notice from one individual will satisfy the notice requirement for all related family

members affected by the same qualifying event. For example, if an employee, spouse

The Welfare Plan Office

will notify you of the

cost of continuation

coverage when it

notifies you of your

right to this coverage.

Send payments to:

Ironworkers St. Louis

District Council Welfare

Plan, 2160 S. Foster

Avenue, Wheeling, IL

60090.

You or your Dependents

are responsible for

providing the Welfare

Plan Office with timely

notice of certain

qualifying events.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the
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and child are all covered by the Plan, and the child ceases to become a Dependent

under the Plan, a single notice sent by the spouse would satisfy this requirement.

Both you and your Dependents have an independent right to elect COBRA

coverage. For example, both you and your spouse may separately elect COBRA

coverage; or one of you may elect coverage for the entire family. Once you are

notified by the Plan that you have the right to elect COBRA coverage, you have 60

days from the later of the date you would lose coverage due to a qualifying event or

the date on which the Plan provides such notice to tell the Welfare Plan Office if

you wish to continue coverage. If you reject this continuation coverage, your lawful

spouse and Dependent children will be given the opportunity to continue coverage

independently from you.

The Welfare Plan Office will notify you of the cost of continuation coverage

when it notifies you of your right to this coverage. The amount you will be required

to pay may not exceed 102 percent (or 150 percent in the case of an extension due

to disability) of the cost to the Plan for coverage of a similarly situated participant

who is not receiving COBRA coverage. You will not receive a monthly bill. Instead,

you should automatically send your check or money order to the Welfare Plan

Office before the first of each month.

COBRA continuation coverage is not available to anyone who has not been

covered under the Plan before coverage ended. However, you may add newly

acquired Dependents during the continuation period by notifying the Welfare

Plan Office within 30 days after acquiring the new Dependent and paying the

required premium.

Continuation coverage will end before the maximum duration of coverage if:

1. The Plan no longer provides group health care coverage for any active

Employees or Dependents.

2. You do not pay the required premium within 30 days of the date it is due.

3. You or a Dependent become entitled to coverage under any other group

health care plan or program. (You may continue COBRA coverage if the

other plan does not cover pre-existing conditions.)

4. You or a Dependent become entitled to Medicare.

5. Your covered former spouse remarries and becomes covered by a group

health care plan or program after a Qualifying Event has occurred.

In order to protect your family’s rights to COBRA continuation coverage, you

should keep the Welfare Plan Office informed of any changes in the addresses of

family members. You should also keep a copy, for your records of any notices you

send to the Welfare Plan Office.

CERTIFICATE OF COVERAGE
When your COBRA Continuation Coverage ends, you will be provided with

a Certificate of Coverage which confirms your length of coverage under this Plan.

COBRA payments are

due in the Fund Office

on the first day

of the month.

In order to protect your

family’s rights to

COBRA continuation

coverage, you should

keep the Welfare Plan

Office informed of any

changes in the

addresses of family

members.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the
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This may help reduce or eliminate any pre-existing limitation under a new group

medical plan.

FAMILY AND MEDICAL LEAVE ACT (FMLA)
The Family and Medical Leave Act of 1993 (FMLA) creates a new federal

right for you to take up to 12 weeks of unpaid leave for your serious Illness, after

the birth or adoption of a child, or to care for your seriously ill spouse, parent or

child if you qualify. The Family and Medical Leave Act requires certain employers

to maintain health care coverage during the leave period. If you qualify and take a

family or medical leave, your benefits are protected.

QUALIFIED MEDICAL CHILD SUPPORT ORDER (QMSCO)
Federal law requires health plans to recognize a Qualified Medical Child

Support Order (QMCSO). A child who is covered by a QMCSO is called an

“alternate recipient” and is treated as a dependent under this Plan. The law requires

that specific procedures be followed before the Plan is obligated to recognize a

child as an alternate recipient.

NO MEDICAL EXAMINATION
No medical examination is required in order to become covered under this

Plan and you will be covered regardless of age.

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS

Continuation of Group Health Coverage

For you and your eligible dependents: In the event Health Coverage ends

because of service in the uniformed services, you may elect to continue such

Health Coverage, if required by USERRA, until the earlier of:
1. the end of the period during which you are eligible to apply for

reemployment in accordance with USERRA; or
2. 18 consecutive months after coverage ended.

To continue coverage, you or your dependent must pay the required premium,

unless service in the uniformed service is for fewer than 31 days, in which

event you must pay your share, if any, of the premium.

A covered person’s continued Health Coverage will end at midnight on the

earliest of:
1. the day an Employee’s former Contributing Employer ceases to provide

any group health plan to any Employee:
2. the day premium is due and unpaid;
3. The day a covered person again becomes covered under the Plan;
4. The day Health Coverage has been continued for the period of time

which you are eligible to apply for reemployment in accordance with
USERRA.

A child who is covered

by a QMCSO is treated

as a dependent under

this Plan.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the
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Reemployment
Following discharge from such service, you may be eligible to apply for

reemployment with your former Contributing Employer in accord with USERRA.

Reemployment includes the right to elect reinstatement in the existing health

coverage provided by the employer.

PAYMENT OF BENEFITS
Life Insurance Benefits will be paid in accordance with the terms of the Plan

upon receipt of proof of death by the Welfare Plan Office.

Accidental Death and Dismemberment Benefits will be paid as soon as the

Welfare Plan Office has received proof of the loss.

When you become disabled or when your spouse or dependent child is confined

in a hospital, you should contact the Welfare Plan Office immediately. The Welfare

Plan Office will provide you with a claim form to be completed by both you and

the attending physician. This form, together with any hospital or medical bills,

needs to be returned to the Welfare Plan Office as soon as possible. It is important

to make sure that all necessary information is provided. Improper or incomplete

forms will cause a delay in the payment of your claim.

Payment of hospital and medical bills will normally be made payable to you.

You may choose to assign that hospital and medical benefits payments be made

directly to the hospital or medical provider and avoid paying all or a substantial

part of your bills and then getting reimbursed by the Plan.

MATERNITY BENEFITS
Group health plans and health insurance issuers may not, under Federal law,

restrict benefits or require authorization for any hospital length of stay in connection

with childbirth for the mother or newborn child to less than 48 hours following a

vaginal delivery, or less than 96 hours following a cesarean section. However, Federal

law does not prohibit the mother’s or newborn’s attending physician, after consulting

with the mother, from discharging the mother or her newborn earlier than 48

hours (or 96 hours as applicable).

WOMEN’S HEALTH AND CANCER RIGHTS ACT
Federal law requires that health plans which cover mastectomies follow certain

standards in covering breast reconstruction after a mastectomy. If a covered person

(you or your eligible dependent) undergoes a mastectomy and the Welfare Fund

pays benefits for that surgery, the following services and supplies will also be covered

under the Plan: (a) reconstruction of the breast on which the mastectomy was

performed; (b) surgery and reconstruction of the other breast to produce a

symmetrical appearance; and (c) prostheses and treatment of physical complications

at all stages of the mastectomy. Coverage for mastectomies is subject to the same

annual deductibles, co-payments and limitations that apply to other medical

procedures covered under the Plan.

Coverage for

mastectomies is subject

to the same annual

deductibles, co-

payments and

limitations that apply to

other medical

procedures covered

under the Plan.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the
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D E F I N I T I O N S

ADEA EMPLOYER means an employer which:

1. is subject to the U.S. Age Discrimination in Employment Act (ADEA);

and

2. has 20 or more employees each working day in 20 or more calendar weeks

during the current or preceding calendar year.

AGE 65 means the age attained at 12:01 a.m. on the first day of the month in

which the eligible person’s 65th birthday occurs.

COVERED CHARGES The Usual, Customary and Reasonable charges for Medically

Necessary services, supplies and treatments which are:

1. covered under this Plan;

2. for medical conditions covered under this Plan; and

3. are in accordance with accepted standards of medical practice.

DENTIST A person who is licensed to practice dentistry or perform oral surgery in

the state in which he is practicing, and who is acting within the scope of that

license. For the purpose of this definition, a Doctor will be considered to be a

Dentist when he performs a covered dental service and is operating within the

scope of his license.

DEPENDENT includes the following:

1. your lawful spouse; and

2. unmarried children until age 19. An unmarried child that is chiefly

dependent upon you for support and maintenance and is attending an

accredited school or college as a full-time student (proof of full-time student

status must be furnished each semester), will continue to be considered a

dependent until the earliest of:

a. the date the child marries;

b. the date full-time student status terminates; or

c. the age of 27.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the
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DEPENDENT CHILDREN include:

a. all natural children;

b. stepchildren where no coverage exists by the natural parent and you

have a court order to provide coverage;

c. adopted children (an adopted child will be considered adopted from

the date of placement in the physical custody of the adoptive parent.)

Coverage for an adopted child will be on the same basis as other

dependent children, including necessary treatment of medical

conditions that existed prior to the date of placement. Coverage will

continue unless:

(1) the placement is disrupted prior to legal adoption; and

(2) the child is removed from placement);

d. foster children, if a child is chiefly dependent upon you for support

and maintenance; or

e. a child for whom the participant is the legal guardian.

No child residing outside your household will be considered a dependent child

unless you provide principal support for the child and annually provide proof to the

Welfare Plan Office that you continue to provide principal support for the child.

A dependent child whose coverage would otherwise terminate due to attainment

of the limiting age will continue to be considered a dependent if:

1. the child is unmarried and dependent upon you for full support and

maintenance;

2. the child is incapable of self-sustaining employment solely because of

mental retardation or physical handicap;

3. the child became so incapable prior to attainment of the limiting age;

4. written evidence of the incapacity is sent to the Welfare Plan Office within

31 days after attainment of the limiting age; and

5. proof that the child continues to be so incapable is sent to the Welfare

Plan Office upon request.

DOCTOR A person who is licensed to practice medicine and surgery as a Doctor

of Medicine or Osteopathy, or a person who is a licensed Dentist, Oral Surgeon,

Podiatrist or Chiropractor who is practicing within the scope of his profession. For

purposes of the Plan, the term “Doctor” does not include you, or any person who

is related to you by blood or marriage, or who normally resides in your home, even

if he otherwise satisfies the above-described requirements.

EMPLOYEE An individual who is eligible for benefits according to the standards

shown in the eligibility rules.
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EXPERIMENTAL PROCEDURE

1. any medical procedure, equipment, treatment or course of treatment, drug

or medicine that is meant to investigate and is limited to research;

2. techniques that are restricted to use at centers which are capable of carrying

out disciplined clinical efforts and scientific studies;

3. procedures which are not proven in an objective way to have therapeutic

value or benefit; or

4. any procedure or treatment whose effectiveness is medically questionable.

HEALTH COVERAGE Hospital, surgical, medical, dental, vision or prescription drug

coverage provided under the Plan. Health Coverage is subject to change as a result

of plan modifications.

HOSPITAL An institution that meets the following criteria:

1. is primarily engaged in providing, by or under the supervision of Doctors,

inpatient diagnostic surgical and therapeutic services for the diagnosis,

treatment and rehabilitation of injured, disabled or sick persons;

2. maintains clinical records on all patients;

3. has bylaws in effect with respect to its staff of Doctors;

4. has a requirement that every patient be under the care of a Doctor;

5. provides 24-hour nursing service rendered or supervised by a registered

professional nurse;

6. has in effect a Hospital utilization review plan; and

7. is licensed pursuant to any state or agency of the state responsible for

licensing Hospitals.

Unless specifically provided, the term “Hospital” does not include any

institution, or part thereof, which is used principally as a rest facility, nursing facility,

convalescent facility, or facilities operated exclusively for treatment of the aged or

drug dependencies. It does not mean any institution that makes a charge that you

are not required to pay.

ILLNESS A non-employment related sickness, disorder or disease.

INJURY Physical damage to a person’s body caused by an accident and independent

of all other causes. Only non-employment related Injuries are considered for benefits

under this Plan, except under the Accidental Death and Dismemberment Benefit.

MEDICAL BENEFITS means benefits for services and supplies which the eligible person

receives or is entitled to receive under Medicare Part A or B.
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MEDICALLY NECESSARY Any service, supply, treatment, or Hospital confinement

(or part of a Hospital confinement) which:

1. is essential for the diagnosis or treatment of the Injury or Illness for which

it is prescribed or performed;

2. meets generally accepted standards of medical practice; and

3. is ordered by a doctor.

The fact that a doctor may prescribe, order, recommend, or approve a service

or supply does not, of itself, make it Medically Necessary or make the expense a

Covered Charge.

SERVICE IN THE UNIFORMED SERVICES The performance of duty on a voluntary or

involuntary basis in a uniformed service under competent authority and includes

active duty, active duty for training, initial active duty for training, inactive duty

training, full-time National Guard duty, and a period for which a person is absent

from a position of employment for the purpose of an examination to determine

the fitness of the person to perform any such duty.

UNIFORMED SERVICES The United States Armed Forces, the Army National Guard

and the Air National Guard when engaged in active duty for training, inactive

duty training, or full-time National Guard duty, the commissioned corps of the

Public Health Service, and any other category of persons designated by the President

in time of war or emergency.

USERRA The Uniformed Services Employment and Reemployment Rights Act

of 1994 (including any amendments to such act and any interpretive regulations

or rulings).

USUAL, CUSTOMARY AND REASONABLE (UCR) The usual charge made by a person,

a group or an entity which renders or furnishes the services, treatments or supplies

that are covered under this Plan. In no event does it mean a charge in excess of the

general level of charges made by others who render or furnish such services,

treatments or supplies to persons:

1. who reside in the same area; and

2. whose Injury or Illness is comparable in nature and severity.

The term “area” means a county or such greater area that is necessary to obtain

a representative cross section of the usual charges made.

The fact that a service or supply is determined to be Medically Necessary does

not, of itself, mean the charges will be determined to be Usual, Customary and

Reasonable.
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P L A N   B E N E F I T S

LIFE INSURANCE FOR EMPLOYEES
The Life Insurance is payable in the event of your death from any cause at any

time or place while insured. Payment will be made in a lump sum or in installments

to the beneficiary designated by you. A notarized written spousal waiver is needed

in order for you to elect a non-spouse beneficiary.

CONVERSION OF LIFE INSURANCE
If you should die within 31 days after your insurance ends, your Life Insurance

will still be paid to your beneficiary.

You may arrange with the Union Labor Life Insurance Company to continue

your Life Insurance protection under an individual policy if you apply for it within

31 days after the date your insurance ends. You may do this without a medical

examination. However, if your insurance ends because the plan ends, you only

have the right to convert to an individual policy if your life benefits under this

plan have been in effect for at least five years.

The individual Life Insurance policy will be issued upon one of the forms of

policies, except term insurance, then customarily issued by Union Labor Life

Insurance Company only, without disability or Accidental Death Benefits, at the

rate for your class of risk and age at that time.

Because the Life Insurance will be payable if your death occurs during the 31

days after the date your employment ends, the individual policy will not become

effective until after the 31-day period has expired.

Information on the individual policies can be obtained through the Welfare

Plan Office.

DEATH BENEFITS DURING TOTAL DISABILITY
If you become totally and permanently disabled prior to age 60 while insured,

your eligibility terminates in accordance with the “Termination of Benefits” (see

page 16). You will be eligible for a death benefit as long as you remain Totally

Disabled and have provided proof of disability annually as required. Total Disability

means any disability that results from bodily injury or illness, which completely

prevents you from performing any work as an ironworker or any work under the

collective bargaining agreements of the participating unions. Proof of Total

Disability must be filed with the Welfare Plan Office within three months after

your eligibility for Plan benefits ends. Subsequent proof of disability must be

furnished within 12 months in each year thereafter.
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Children under 14 days

of age, children age 19

and over and

dependents in full-time

active military service

are not eligible for the

life insurance benefit.

LIFE INSURANCE FOR DEPENDENTS
The amount of Life Insurance as illustrated in the Schedule of Benefits is

payable to you in the event of the death of one of your eligible dependents from

any cause, at any time or place, while insurance for that dependent is in force.

Children under 14 days of age, children age 19 and over and dependents in full-

time active military service are not eligible for the life insurance benefit.

When your coverage ends, the Life Insurance benefit for your dependents will

end, unless the death of the dependent occurs within 31 days thereafter, the death

benefits will be payable. Submitting an application and paying the first premium

to Union Labor Life Insurance Company within this 31-day period, the Group

Life Insurance then in effect on a dependent may be converted to an individual

Life Insurance policy.

This individual policy will be issued without medical examination at the

Insurance Company’s regular rates. This conversion privilege is also provided for

your surviving insured dependents if you die.

ACCIDENTAL DEATH AND DISMEMBERMENT COVERAGE FOR EMPLOYEES
Accidental Death and Dismemberment coverage provides benefits for your

loss of life, limbs, or the entire and irrecoverable loss of sight including losses

resulting from occupational bodily injuries. Benefits are payable if the loss is a

direct result of bodily injury caused by an accident, and the loss is sustained within

90 days after the date of the accident. The injury causing the loss must occur while

insurance is in force.

The full amount will be paid for the loss of:

1. life;

2. both hands;

3. both feet;

4. one hand and one foot;

5. one hand and sight of one eye;

6. one foot and sight of one eye; or

7. sight of both eyes.

One-half the full amount will be paid for the loss of one hand, one foot, or

sight of one eye. In no case will more than the full amount be paid for all losses

sustained through any one accident.

Since the purpose of this coverage is to provide benefits for losses due to

accidents, no benefits are paid on account of a loss caused or contributed to by :

1. bodily or mental infirmity;

2. disease, ptomaines or bacterial infections;

3. medical or surgical treatment (unless made necessary by an injury covered

under the Plan); or
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4. suicide or intentionally self-inflicted injury; or war or any act of war; or

participation in a felony.

WEEKLY INCOME BENEFIT FOR EMPLOYEES
The Plan pays your Weekly Income for disability absences during which you

are prevented from working as a result of a non-occupational accidental bodily

injury or illness. Your benefit will begin on the first full day you are unable to work

because of disability due to injury and on the eighth day of disability due to illness.

The benefit is payable for a maximum of thirteen weeks during any one period of

disability. The amount of your Weekly Income Benefit is shown in the Schedule of

Benefits.

All disability absences will be considered as having occurred during a single

period of disability unless acceptable evidence is furnished that:

1. the causes of the latest disability absence cannot be connected with the

causes of any of the prior disability absences and the latest disability absence

occurs after return to active work, following a complete recovery, on full

time for at least one day; or

2. a connection with prior disability absences can be established but that,

between the last of the previous disability absences which are connected

and the latest one, you have returned to active work for 80 hours in two

consecutive calendar weeks or for 120 hours in four consecutive weeks.

In such case the disability period starting after such required employment

will be considered a new disability period and the customary waiting period

will apply.

3. in respect to a prior disability, no more than two periods of disability

payments will be made for the same disability until the employee has

earned contribution credits of at least 120 hours in the current or calendar

quarter immediately preceding the latest period of disability.

It is not necessary to be confined to your home to collect benefits, but benefits

are only payable for the following:

1. those days on which you are under the care of a legally qualified doctor. A

period of care will be considered to have started when you have been seen

and treated personally by the doctor.

2. those days on which you are not performing work for compensation or

profit.

The disability absence must begin while you are eligible for Welfare Fund

benefits.

The Weekly Income Benefit is paid directly by the Welfare Plan from its assets.

The Trustees may require that if you are applying for or receiving Weekly Income

Benefits, that you be examined by a doctor appointed by the Board of Trustees.
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The Weekly Income Benefit payable for drug and alcohol abuse or a

combination of both provides that the first claim be paid in the full amount as

covered by the Plan and, further, that when you have a second claim, the Weekly

Income Benefits will be limited to 50% of the full amount and that for any claims

thereafter, there will be no Weekly Income Benefits payable for drug and alcohol

treatment, except as required by law.

Disability benefits are not payable for any loss as a result of injuries sustained

during the course of employment which may be payable under Workers’

Compensation or similar laws.

COMPREHENSIVE MEDICAL EXPENSE BENEFIT (ACTIVE AND RETIREE PLAN)
Comprehensive Medical Expense Benefits are intended to assist you in the

payment of medical bills which result from serious or prolonged disabilities as well

as from ordinary injuries or illnesses. Comprehensive Medical Expense Benefits

are payable for expenses arising in the hospital and for other medical charges,

regardless of the number of injuries or illnesses suffered. If you are a member of

Local 46, 103, 392 or 396 and prefer to be covered by an HMO or Point of

Service (POS) Program, please refer to pages 8–10 and 13–14 for a description of

these benefits and contact the Welfare Plan Office for complete information

regarding the programs available and open enrollment period.

The benefits payable in connection with pregnancy are the same as for other

disabilities. Pregnancy benefits are payable for employee and dependent spouse

charges only.

THE COMPREHENSIVE MEDICAL EXPENSE BENEFIT DEDUCTIBLE
A deductible is the amount you pay for medical expenses before Comprehensive

Medical Expense benefits begin. Any savings the Plan realizes through Coordination

of Benefits provisions will be applied to the dependent deductible.

COVERED MEDICAL EXPENSES
Covered Comprehensive Medical Expenses included under the Plan are the

expenses described below which you incur while coverage is in force, for the

treatment of non-occupational accidental bodily injuries and illnesses.

1. Semi-private room and board, including any charges which are made by

the hospital as a condition of occupancy or on a regular daily basis such as

general nursing services. However, if private accommodations are used,

any excess of daily room and board charges over the hospital’s average

semi-private room charge will not be counted as Covered Medical Expense.

If the hospital only offers private rooms, the private room rate will be

covered.

If you are a member of

Local 46, 103, 392 or

396 and prefer to be

covered by an HMO or

Point of Service (POS)

Program, contact the

Welfare Plan Office for

complete information

regarding the programs

available.
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2. Necessary hospital services and supplies, other than room and board,

furnished by the hospital while confined, as an inpatient.

3. Services of a legally qualified Doctor or surgeon who is duly licensed to

practice and administer all drugs or to perform all surgery.

4. Hospital outpatient services that are not described above in hospital

expenses.

5. Drugs and medicines obtainable only upon a prescription of a doctor.

Such drugs and medicines must be necessary for the treatment of an injury

or illness, dispensed by a licensed pharmacist and approved by the United

States Food and Drug Administration.

6. Diagnostic laboratory and x-ray examinations.

7. X-ray, radium and radioactive therapy.

8. Anesthetics and oxygen.

9. Rental of iron lung and other durable medical and surgical equipment.

10. Artificial limbs and artificial eyes to replace natural limbs and eyes lost

while covered under this benefit (eye examinations, eye glasses or hearing

aids are excluded).

11. Professional ambulance service when used to transport an individual from

the place where he is injured by an accident or stricken by an illness to the

nearest first hospital where treatment is given; however, no other expenses

in connection with travel are included.

12. Treatment of speech problems recommended by a doctor for dependent

children under six years of age, up to $500 per calendar year. Treatment is

also available for loss of speech due to an injury or illness.

13. Second and third surgical opinions payable at 100% when performed by

a qualified surgeon who is not affiliated with the surgeon who recommends

the surgery and who is qualified to perform the surgery.

14. Spinal manipulation, up to 30 visits per calendar year.

15. Outpatient treatment of mental or nervous disorders, paid at 50%.

16. Drug and/or alcohol abuse treatment; the first claim paid at 80%. The

second claim paid at 50%; and no Plan benefits thereafter, except as

required by law. A full course of rehabilitation treatment as prescribed by

a doctor is required.

17. Treatment for Temporomandibular Joint Syndrome (TMJ), limited to a

one time only surgical procedure.

18. Initial truss, brace or support.

19. Casts, splints and crutches.

20. Physiotherapy by a licensed physiotherapist.
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HealthLink is the

primary plan PPO, and

NPPN PPO covers

participants in Local

321. There is no PPO

covering Local 577

participants.

21. Charges incurred for a Mammogram Screening, as follows:
a. a single baseline mammogram for a woman age 35, but less than age

40;
b. one mammogram every two years, or more frequently if recommended

by a Doctor, for a woman age 40, but less than age 50; and
c. one mammogram every year for a woman age 50 or older.

“Mammography Screening” means a low dose X-ray examination for early

detection of breast cancer in a woman who has no symptoms.

DENTAL WORK AND ORAL SURGERY
Expenses incurred in connection with dental work or oral surgery for the

prompt repair of sound natural teeth or other body tissues and required as a result

of a non-occupational accidental bodily injury occurring while the individual is

insured are included as Covered Medical Expenses. Dental charges for treatment

to natural teeth resulting from an accidental Injury are covered for up to one year

after the date of the Injury. Expenses required for the performance of the following

oral surgical procedures are included as Covered Medical Expenses:

1. the excision of partially or completely unerupted impacted teeth; or

2. incision or excision procedures on the gums and tissues of the mouth

when not performed in connection with the extraction or repair of teeth.

For all other dental work or oral surgery, only charges of a hospital and

outpatient surgical facilities, as listed previously, are included as covered medical

expenses.

PREFERRED PROVIDER ORGANIZATIONS UNDER THE COMPREHENSIVE MEDICAL

EXPENSE BENEFIT (Active and Retiree Plan)
The Welfare Fund has entered into Preferred Provider Organization (PPO)

arrangements with HealthLink and NPPN. The hospitals and doctors in the PPO

charge rates that are generally below their normal rates. HealthLink is the primary

plan PPO, and NPPN PPO covers participants in Local 321. There is no PPO

covering Local 577 participants.

These programs will provide you with the tools to spend health care dollars

more effectively. The Fund only pays for Medically Necessary care; therefore, it is

in your best interest to have any hospitalization reviewed by the PPO. You can get

a copy of the network directory by contacting the Welfare Plan Office.
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You may switch from

ACCESS to Sensicare

every year during open

enrollment. You may

change your PCP within

the GHP Network at

any time.

COMPREHENSIVE MEDICAL EXPENSE BENEFIT MAXIMUM
The amount of your maximum benefit for all Covered Charges combined is

$1,000,000; $200,000 for the Retiree Plan. This maximum applies to each covered

family member.

Once the Comprehensive Medical Expense Benefits amounting to the

maximum benefit payable for the Schedule under which you are covered have

been paid for a Covered family member, Comprehensive Medical Expense Benefits

for that member will end unless a new maximum has been requested and approved.

A new maximum may be requested at any time after at least $1,000 has been

collected if the family member is in good health. It will be necessary to submit

medical evidence of the good health of such family member at your own expense.

The new maximum becomes effective on the date the evidence is found satisfactory.

Termination of your own Comprehensive Medical Expense Benefits by reason

of payment of the maximum benefit will not require termination of insurance for

your covered dependents.

EXTENDED BENEFITS FOR TOTAL DISABILITY
If Comprehensive Medical Expense Benefits end for a covered individual and

that individual is receiving medical care for an injury or illness while totally disabled,

the plan will pay Comprehensive Medical Expense Benefits for the one condition

causing the total disability on the same basis as if the Comprehensive Medical

Expense had continued to be in effect, without change, until the earliest of:

1. the day the individual recovers from the injury or illness; or

2. the end of a 12-month period following the date in which eligibility

terminated; or

3. the day that total covered medical expense incurred for the individual

equals the plan maximum; or

4. the day you become eligible under any other group benefit program.

COMPREHENSIVE MEDICAL EXPENSE BENEFIT EXCLUSIONS
Some of the charges for which no benefits are payable are listed below and the

amount of any such charges will be deducted from your expenses before the benefits

of the Comprehensive Medical Expense Benefits are determined.

1. Charges that would not have been made if no coverage existed or charges

that neither you nor any of your dependents are required to pay, such as

health maintenance organization, preferred provider organization,

independent practice associations or similar prepaid organizations.

2. Charges for services or supplies that are furnished, paid for or otherwise

provided for by reason of the past or present service of any person in the

armed forces of a government.
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3. Charges for services or supplies that are paid for or otherwise provided for

under any law of a government except where the payments or the benefits

are provided under a plan specifically established by a government for its

own civilian employees and their dependents.

4. Charges for services and supplies that are not necessary for treatment of

the Injury or Illness or are not recommended and approved by the attending

Doctor or charges that exceed UCR.

5. Charges incurred by you or your dependents that were determined to be

ineligible for benefits because of delinquent employer contributions which

were not paid within 15 months of the date they were due. Such claim

which was denied will be reopened and paid if there were extenuating

circumstances.

6. Charges incurred in connection with injuries or illness sustained during

the course of employment.

7. Non-surgical or cosmetic Temporomandibular Joint Syndrome (TMJ)

expenses.

8. Radial keratotomy charges.

9. Masters of Social Work and licensed Clinical Social Worker charges.

10. Alcohol/drug rehabilitation - when the complete course of rehabilitation

prescribed by the doctor is not completed.

11. Prescription drugs not necessary for the treatment of an injury or an illness.

12. Services of a R.N. or L.P.N. who are not under the direct supervision of a

licensed doctor or surgeon.

13. Cosmetic surgery, unless it is required:
a. due to an accidental bodily injury;
b. reconstructive surgery when service is incidental to or follows surgery

which results from trauma, infection, or other disease of the involved
part; or

c. reconstructive surgery due to congenital disease or anomaly of a
dependent child which has resulted in a functional defect.

14. Charges incurred for any:
a. treatment, services or supplies; or
b. hospital confinement (or any part of such confinement), that is not

medically necessary or ordered by a physician who is practicing within
the scope of his license.

15. Charges incurred for treatment of any injury or illness that is a result of

war, or act of war, whether declared or undeclared.

16. Charges incurred for custodial care.

17. Charges incurred for treatment of any Injury that is a result of participation

in a felony, riot or insurrection.

Termination of your own

Comprehensive Medical

Expense Benefits by

reason of payment of

the maximum benefit

will not require

termination of insurance

for your covered

dependents.
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To make the changes in

PCPs, simply call the

GHP Consumer Affairs

Department at

1-800-755-3901.

18. Charges incurred for experimental procedures.

19. Charges incurred for recreational or leisure therapy.

20. Charges for dental care or treatment, or dental X-rays, unless specifically

provided.

21. Disability due to Occupational Disease, a disease for which you are entitled

to benefits under the applicable Workers’ Compensation Law,

Occupational Disease Law or similar legislation).

22. Charges for hearing aids, eye refractions, eyeglasses or their fitting.

23. Charges incurred for an elective abortion, except where the life of the

mother is in danger if the procedure is not performed (An “Elective

Abortion” means an abortion for any reason other than a spontaneous

abortion or to prevent the death of the female upon whom the abortion is

performed).

24. Charges incurred in connection with any of the following procedures:
a. artificial insemination;
b. in vitro fertilization; or
c. in vivo fertilization.

25. Charges for services rendered by any provider who is your spouse, parent,

child, brother or sister, or who lives in your home.

CHOICE OF PLANS
You may choose the Comprehensive Medical Expense Benefit as previously

discussed. Depending on which local union you are in you may also be eligible to

participate in one of two different Point of Service Programs as described.

SENSICARE POINT OF SERVICE (POS) PROGRAM THROUGH GROUP HEALTH PLAN (GHP)
You may elect coverage under the Sensicare POS Plan instead of Comprehensive

Medical Expense Benefits if you reside or work in GHP’S service area. If you

choose the Sensicare POS Plan, you must do so during enrollment.

USE OF OUT-OF-NETWORK PROVIDERS
You may choose the Sensicare POS Program and receive care from an out-of-

network provider. The Plan will pay benefits, but at a lower level than if you used

a participating provider.

HOSPITAL/SKILLED NURSING FACILITY PRE-CERTIFICATION UNDER SENSICARE POS
The Sensicare POS Program requires you to notify GHP any time you or a

family member will be hospitalized for a non-emergency procedure or admitted to

a skilled nursing facility. The pre-certification number is 1-800-541-4103. Pre-

certification for hospital and skilled nursing facility stays allows you and your

doctor to plan more effectively.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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THE SENSICARE POS PROGRAM’S BENEFITS
The Sensicare POS Program covers some expenses that are not covered under

the Comprehensive Medical Expense Benefit. These include:

1. preventive care, such as annual physical and routine OB/GYN exams;

2. well-child care; and

3. health education workshops.

If you choose the Sensicare POS Program and use participating providers, you

will have enhanced benefits and lower costs for most services. The Sensicare Program

also allows you to use “out-of-network” doctors, but pays for these services at a

lower rate, lower, in some cases than the Comprehensive Medical Expense Benefit.

ANNUAL OPEN ENROLLMENT
There will be an open enrollment each Fall for the following calendar year’s

coverage. You may elect to change your medical coverage or continue participation

with your current plan. For example you may choose to switch from the

Comprehensive Medical Expense Benefit to the Sensicare POS Program or vice

versa. The change will become effective on the next January 1st and will remain in

effect for the entire calendar year.

LIFETIME MAXIMUM BENEFITS
If you elect coverage under the Sensicare POS Program, the lifetime maximum

benefit you receive is unlimited if you use network providers and $1 million if you

use out-of-network providers. The benefits that will be counted against the lifetime

maximum will be those paid from your effective date onward.

If you elect to continue coverage under the Comprehensive Medical Expense

Benefit, your lifetime maximum benefit is $1,000,000 minus the amount that

you have already received in benefits from the Plan.

WELBORN HMO
If you reside or work in Local 103, you may choose to be covered under the

Welborn Health Plans’ Health Maintenance Organization (HMO). The Benefit

Limit per lifetime per person is $2,000,000.

A summary of the benefits available through Welborn HMO is available by

contacting the Fund Office.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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There will be an open

enrollment each Fall for

the following calendar

year’s coverage.

D E N T A L   P L A N

You will be covered by the Dental Plan if the required contribution is made on

your behalf.

SCHEDULE OF BENEFITS
This Benefit summary of the Aetna’s Dental Maintenance Organization

(DMO) provides information on benefits provided when services are rendered by

a participating dentist. In order for a covered person to be eligible for benefits,

dental services must be provided by a primary care dentist selected from the network

of participating DMO dentists. Aetna’s Preferred Provider Organization (PPO)

coverage is provided by Aetna Life Insurance Company for some of the more

frequently performed dental procedures. Under this Plan, you may choose at the

time of service either a PPO participating dentist or any non-participating dentist.

With the PPO Plan, savings are possible because the PPO participating dentists

have agreed to provide care at a negotiated fee schedule.

Refer to your Aetna booklet/certificate for a complete description of the DMO

and PPO plan. A copy is available from the Fund Administrator.

CONTINUATION OF COVERAGE

DMO PPO Plan

Annual Deductible*
Individual None $25
Family None $75

Preventive Service Covered Percent 100% 100%
Basic Service Covered Percent 100% 85%
Major Service Covered Percent 60% 50%
Annual Benefit Maximum None $1,500
Office Visit Co-Pay $5 $0

* The deductible applies to: Basic and Major services only.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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V I S I O N   P L A N

You will be covered by the Vision Plan if the required contribution is made on

your behalf.

To locate a VSP doctor,

call VSP at:

(800) 877-7195 or

visit VSP’s web site at:

www.vsp.com.

CONTINUATION OF COVERAGE

Benefits:
Eye exam: .............................................................................................. Every 12 months
Lenses .................................................................................................... Every 12 months
Frames ................................................................................................... Every 24 Months

Copayments: ................................................................................................... $10 applied to eye exam

VSP VSP Doctor Coverage Out-of-Network Provider Reimbursement
Eye Exam ............................... Full Coverage after $10 copayment ................. Up to $42.00 allowance

Prescription Lenses
Single vision ................... Full Coverage 1 ................................................................................... Up to $40.00 allowance
Lined bifocal ................... Full Coverage 1 ................................................................................... Up to $60.00 allowance
Lined trifocal ................... Full Coverage 1 ................................................................................... Up to $80.00 allowance

Frame ..................................... Covered up to $115 allowance 2 ........................................ Up to $45.00 allowance

Contact Lenses ........................ Covered up to $125.00 allowance 3 ................. Up to $125.00 allowance 3

(in lieu of glasses) ................... (15% Discount Applied to Contact Lens Exam)

Laser Vision Correction ............ Discounted Services 4 .................................................................... Not available

1 Lens options, which can enhance the appearance, durability and function of your glasses, are available to you at VSP’s member preferred pricing.
Ask your doctor for details.

2 When deciding on a frame ask the doctor which ones are covered in full. If you choose a frame valued at more than your allowance, you’ll save 20
percent on your out-of-pocket costs for frames.

3 Allowance applies to contact lenses and contact lens exam. You’ll receive a 15 percent discount off the cost of your contact lens exam from a VSP
doctor. Your contact lens exam is performed in addition to your routine eye exam to check for eye health risks associated with improper wearing
or fitting of contacts.

4 A discount off laser vision correction (PRK and LASIK surgery) is available through contracted laser centers. Please contact VSP’s Member Services
Department at (800) 877-7195 for further information or visit VSP’s Web site at www.vsp.com to access the Laser VisionCare Learning SourceSM.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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If you do not have

Internet access, submit

your claim to: Vision

Service Plan, Attention:

Out-of-Network Claims,

P.O. Box 997105,

Sacramento, California

95899-7105.

SERVICES THROUGH A VSP DOCTOR

• To locate a VSP doctor, call VSP at (800) 877-7195 or visit VSP’s web site

at www.vsp.com.

• Call a VSP doctor for an appointment.

• Identify yourself as a VSP member and schedule an appointment.

• The VSP doctor will need your Social Security number and employer

name that provides your benefits

• The VSP doctor will contact VSP to verify your eligibility, Plan coverage

and obtain authorization for services & eyewear. The doctor will inform

you at this time if you are not eligible for benefits.

ADDITIONAL DISCOUNTS THROUGH A VSP DOCTOR

Non-Covered Prescription Glasses:

• 20 percent discount applied to VSP doctor’s usual and customary fees for

complete pairs of non-covered prescription glasses from the same VSP

doctor within 12 months of your last eye exam.

Contact Lenses:

• 15 percent on VSP doctor’s contact lens exam (evaluation & fitting) when

purchasing all prescription contact lenses. Contact lenses are available at

the doctor’s usual and customary fees.

Discounts only offered for 12 months following the date of the covered eye exam and are only offered through
the VSP doctor who last provided the covered eye exam.

SERVICES THROUGH AN OUT-OF-NETWORK PROVIDER
When using an out-of-network provider, pay the provider the full amount of

the bill at the time of service. Be aware that out-of-network benefits do not guarantee

full payment. Services obtained through out-of-network providers are subject to

the same timeframes and copayments as services obtained through VSP doctors.

To receive reimbursement, log on to VSP’s Web site, access the claim form and

follow the instructions.

If you do not have Internet access, submit your claim to: Vision Service Plan,

Attention: Out-of-Network Claims, P.O. Box 997105, Sacramento, California

95899-7105. Include the following information:

• Itemized receipt listing services received

• Out-of-network provider name, address and phone number

• Employer name and employee Social Security number

• Employee name, mailing address and phone number

• Patient’s name, address, phone number, date of birth and relationship to

employee.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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NON-COVERED SERVICES & EYEWEAR
As a plan designed to meet the typical visual needs of its members, we limit or

do not cover some eyewear and certain cosmetic or elective options chosen for

cosmetic purposes. We also do not cover medical or surgical eye care services. The

following lists eyewear and services with either limited or no coverage under the

Standard Plan. Please note that VSP doctors may request an exception if they feel

a non-covered or limited eyewear or service is necessary for the patient’s visual

welfare.

Cosmetic Options
The Standard Plan does not cover options chosen for cosmetic reasons. Patients

should check with their VSP doctor to verify items that are covered. Examples of

cosmetic options include:

• Oversize lenses

• Corrective vision services, treatments and materials of an experimental

nature

• Laminating of the lens or lenses

• Cosmetic lenses

• Optional cosmetic processes

Not Covered
Under VSP’s Standard Plan, the following eyecare services and eyewear are

not covered.

• Orthoptics or vision training and any associated supplemental testing

• Non-prescription lenses

• Two pairs of glasses in lieu of bifocals

• Medical or surgical treatment of the eyes

• Any eye exam or corrective eyewear required by an employer as a condition

of employment

• Lost or broken lenses and frames, unless the member has reached his or

her normal interval for service when seeking replacements

Coordination with

Medicare will apply

whether an eligible

person has or has not

signed for the Medicare

Program. It is strongly

recommended that all

participants eligible for

the Medicare Program

secure such coverage to

protect themselves.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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“Allowable Expenses”

means any necessary,

reasonable and

customary item of

expense for medical

care or treatment which

is covered under at

least one of the plans

covering the eligible

person for whom a

claim is made.

R E T I R E E   M E D I C A L   P L A N

An Iron Worker who retires at age 55 or later will be eligible for the Retiree

Medical Plan provided he notifies the Welfare Plan in writing within 60 days of his

retirement and must make the required contribution for the first month of such

coverage at the time the application is filed. The Iron Worker must maintain

continuous coverage from active status in order to be eligible under the Retiree

Medical Plan. Also, the Iron Worker must have attained vested status in the Iron

Workers St. Louis District Council Pension Fund by earning at least five years

vesting service in order to qualify for Retiree Medical Coverage.

Subject to the eligibility provisions above, retired Iron Workers upon attainment

of age 65 and eligible dependents may continue to be covered by the retired

Employee benefits if the required premiums are paid to the Welfare Plan on a

timely basis.

The Dependents of an eligible Disabled Retired Participant who attains

Medicare eligibility will be allowed to continue coverage under the Retiree Plan of

Benefits until the Spouse and/or eligible Dependent(s) becomes eligible for Medicare

or has access to other Employer Group-sponsored coverage.

An individual hospitalized on the date he is to become eligible for benefits will

not become eligible until the date of final release from the Hospital.

The monthly amount of the contribution required in order to continue

eligibility for these special benefits shall be determined periodically by the Trustees

on the basis of the costs of the benefits provided and the costs for administration

of this Plan.

There is no Accidental Death and Dismemberment or Weekly Income Benefit

and the Life Insurance Benefit is payable as shown in the Schedule of Benefits.

Payment will be made in a lump sum to the beneficiary designated by you. You

may change the beneficiary whenever you wish.

Coordination with Medicare will apply whether an eligible person has or has

not signed for the Medicare Program. It is strongly recommended that all

participants eligible for the Medicare Program secure such coverage to protect

themselves.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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C O O R D I N A T I O N   O F   B E N E F I T S

If an eligible Employee or dependent is entitled to benefits under any other

plan, benefits payable under this Plan and any other plan will be coordinated so

that the aggregate amount paid will not exceed 100% of the Usual, Customary

and Reasonable expense incurred.

If a dependent is entitled, as an active Employee, to the benefits of this Plan,

then this Plan shall be considered as the “Other Plan” for the purposes of

coordination of benefits.

In no event will the amount of the benefits paid under this Plan exceed the

amount which would have been paid if there were no other plan involved.

OTHER PLAN
The term “Other Plan” refers to any plan providing benefits or services for

actual expenses, which benefits or services are provided by:

1. group blanket or franchise insurance coverage;

2. group Blue Cross or group Blue Shield coverage and other group

prepayment coverage;

3. any coverage under labor-management trusteed plans, union welfare plans,

employer organization plans, health maintenance and preferred provider

organizations, employee benefits organization plans or any other

arrangement of benefits for individuals of a group;

4. any coverage under governmental programs, and any coverage required or

provided by any statute.

The term “Other Plan” shall be considered separately for each plan and also

between that part of any plan which applies to coordination of benefits provisions

and that part which does not.

ALLOWABLE EXPENSES
“Allowable Expenses” means any necessary, reasonable and customary item of

expense for medical care or treatment which is covered under at least one of the

plans covering the eligible person for whom a claim is made.

If a plan provides benefits in the form of service rather than cash payments,

the reasonable cash value of each service rendered shall be deemed to be both an

Allowable Expense and a benefit paid.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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ORDER OF BENEFIT PAYMENT
To administer the coordination of benefits, a plan which is considered primary

will pay its benefits before a plan which is not primary. The following order of

coordination will be used to determine the amount of benefits payable under this

Plan and the amounts to be paid by other plans.

1. a plan without coordination of benefits will be primary to a plan with

coordination of benefits.

2. a plan which covers an individual as an Employee will be primary to a

plan which covers an individual as a dependent.

3. for claims on behalf of dependent children whose parents are not divorced

or separated, the plan which covers the parent whose birthday (month

and day) fall first in the calendar year will be primary to the plan of the

parent whose birthday falls later in the year except:
a. if both parents have the same birthday, the plan covering the parent

for the longer period of time will pay first; and
b. if one plan uses the male/female rule (gender rule) and the other plan

coordinates using the rule based on the parents’ birthdays (birthday
rule), the plan using the male/female rule will pay first.

4. for claims on behalf of dependent children whose parents are divorced or

separated, the following rules will apply:
a. if parents are divorced or separated and there is a court decree which

establishes financial responsibility for medical expenses for the child,
the plan covering the child of the parent who has that responsibility
will be primary;

b. if there is no court decree, the plan which covers the child as a
dependent of the parent with custody will be primary;

c. if there is no court decree and the parent with custody has remarried,
the order of benefits will be:

i. the plan of the parent with custody;

ii. the plan of the step-parent with custody;

iii. the plan of the parent without custody.

5. where 1, 2, 3 and 4 above do not establish the order of payment, the plan

under which the person has been covered for the longer period of time

will be considered to pay its benefits before the other.

Benefits payable under another plan include the benefits that would have been

payable had a claim been duly made. This total will be compared with the total

Allowable Expenses. After this determination has been made, the Welfare Plan

will add up the regular benefits under each plan in the order in which the plans are

considered to pay their benefits. On the basis of this comparison and the Welfare

Plan’s position in the order of payment, if regular benefit payments by the Plan

would result in benefits being paid which exceed Allowable Expenses, the Plan will

reduce its regular benefits to eliminate the excess.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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IMPLEMENT PROVISIONS
To implement the provisions of Coordination of Benefits, the Trustees, without

the consent of any person, will have the following rights to authorize:

1. the release or obtaining of information the Trustees deem necessary for

such purpose;

2. any payments necessary to satisfy the intent of this provision even if

payments have been made under any other plan which should have been

made under this Plan; and

3. the recovery of payments in excess of the maximum amount of payment

necessary to satisfy the intent of this section.

FACILITY OF PAYMENT
Whenever payments which should have been made under this Plan in

accordance with this provision have been made under any other plans, the Fund

will have the right, exercisable along and in its sole discretion, to pay over to any

organizations making such other payments any amounts it shall determine to be

warranted in order to satisfy the intent of this provision and amounts so paid will

be deemed to be benefits paid under this Plan and, to the extent of such payments,

the Fund will be fully discharged from liability under this Plan.

RIGHT OF RECOVERY
Whenever payments have been made by the Fund with respect to allowable

expenses in a total amount, in excess of the maximum amount of payment necessary,

the Fund will have the right to recover such payments, to the extent of such excess,

from among one or more of the following, as the Fund will determine:

1. any insurance companies; and

2. any other organizations.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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C O O R D I N A T I O N   O F   B E N E F I T S   W I T H   M E D I C A R E

This Medicare COB provision applies when the eligible person:

1. has health benefits under the Plan; and

2. is eligible under Medicare Part A or Part B.

Coordination with Medicare will apply whether an eligible person has or has

not signed for the Medicare Program. It is strongly recommended that all persons

eligible for the Medicare Program secure such coverage to protect themselves.

EFFECT OF BENEFITS

1. If, in accord with the following rules, this Plan has primary responsibility

for the covered person’s claims, then this Plan pays benefits first.

2. If, in accord with the following rules, this Plan has secondary responsibility

for the eligible person’s claims:
a. first Medicare Benefits are determined or paid; and
b. then Plan benefits are paid; provided that the combined Medicare

Benefits and Plan benefits will not exceed 100% of the expense
incurred.

If the covered person is eligible for Medicare and it is determined that this

Plan has secondary responsibility for the eligible person’s claim, benefits will be

paid on that basis even if the eligible person has not enrolled in Medicare Parts A

and B. It is very important to enroll in Medicare Parts A and B when you become

eligible for Medicare.

For Employees and dependents enrolled in or eligible for Medicare, this Plan

has primary responsibility for your claims if the following conditions are satisfied:

1. the covered person is at least age 65 and is eligible for Medicare Part A

solely because of age; and

2. the covered person (or his spouse) is actively employed by an ADEA

employer which pays all or part of the required contributions for eligibility.

If a covered person is eligible for Medicare but is not actively employed by an

ADEA employer, then this Plan has secondary responsibility for claims.

FOR A DISABLED ELIGIBLE PERSON
This Plan has secondary responsibility for the claims of a covered person who

is eligible for primary Medicare Benefits because he or she is disabled and has

received Social Security disability benefits for 24 consecutive months even if he is

also eligible for Medicare Part A because of age.

“Medicare Benefits” are

services and supplies

which the eligible person

receives or is entitled to

receive under Medicare

Part A or B.

“Age 65” means the

age attained at 12:01

a.m. on the first day of

the month in which the

eligible person’s 65th

birthday occurs.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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Medical claims are

claims for medical

benefits that you incur

after a service or

treatment has been

provided.

The original 30-day

period for the Plan to

make its decision is

suspended during the

time you are obtaining

the additional

information.

FOR AN ELIGIBLE PERSON WITH END-STAGE RENAL DISEASE
This Plan has secondary responsibility for the claims of a covered person who

is eligible for primary Medicare Benefits because of end-stage renal disease even if

he/she is also eligible for Medicare Part A because of age.

This Plan has primary coverage for the claims of a covered person who is

eligible for Medicare Benefits because of end-stage renal disease, during the first

30 months of Medicare eligibility. Thereafter, this Plan’s coverage is secondary.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
complete details, you may request a copy of the official plan documents. If there are any differences between the information on this Web site and the

official plan documents, the official plan documents will prevail. The Trustees may amend, modify or terminate any of the Plan(s) at any time.
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S U B R O G R A T I O N

The Fund is subrogated to any claim you have against another party for payment

of any Medical Expense Benefits and/or Weekly Income Benefits paid under this

Plan.

If your or your Dependent’s injury or illness was caused by the action or inaction

of another person or party, that person or party may be responsible for your hospital

or medical bills. Automobile accident injuries or personal injury suffered on another’s

property are examples.

Since collecting payments for these expenses from the third party may take a

long time, the Fund will provide covered benefits, but the Fund must be repaid

from any settlement, judgment, award or claim you or your Dependents may

receive. You will be required to sign a form, which acknowledges the Fund’s right

to be reimbursed and verifies that you will help the Fund secure its rights. The

form must be completed before the Fund will make payments on you or your

Dependent’s behalf. If you or your Dependent brings a liability claim against a

third party, benefits payable under the Fund must be included in the claim. When

the claim is resolved, you or your attorney (if your attorney is holding the monetary

recovery) must hold any monetary recovery in constructive trust and promptly

reimburse the Fund for the benefits provided, up to the amount of the monetary

recovery. You and your attorney (if your attorney is holding the monetary recovery)

shall be fiduciaries with respect to the monetary recovery. In addition, the Fund

shall have an equitable lien upon, and will have first priority in, any recovery

regardless of the manner in which the recovery is structured or worded and regardless

of whether you have been “made whole” by the settlement. The Fund’s

reimbursement will not be reduced by attorney’s fees, absent consent of the Board

of Trustees. In addition to its right to reimbursement, the Fund is subrogated to

your or your Dependent’s claim and may therefore make a claim or bring any

action against such third party to recover any benefits paid on your or your

Dependent’s behalf by the Fund.

You are legally obligated to avoid doing anything that would prejudice the

Fund’s right of reimbursement and subrogation. However, the Fund shall be entitled

to recover in accordance with these rules, even if you do not sign or return its

forms. Your failure to cooperate may result in your and your Dependents’

disqualification from receipt of future benefits from the Fund. In addition, the

Fund may offset any future benefits otherwise payable to you or your Dependents

with interest of 10 percent per annum. If the Fund prevails in a lawsuit to enforce

its Reimbursement and Subrogation Agreement and/or these rules, the Fund shall

be entitled to recover benefits paid on your or your Dependent’s behalf, together

with interest at 10 percent per annum plus reasonable attorney’s fees.

If you incur expenses as

a result of an accident

or illness for which a

third party may be

liable, you will be

required to sign a

Subrogation Agreement

before any benefits will

be paid by the Fund.

You must notify the

Fund Office promptly of

any monetary recovery.
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If your claim for weekly

sickness and accident

disability benefits is

denied, you have 180

days from the date of the

decision to appeal it.

C L A I M S   A N D   A P P E A L S

MEDICAL CLAIM RULES
Medical claims are any claims for Plan medical benefits that you incur after a

service or treatment has been provided.

Example: You make a benefits claim for diagnostic tests that have already

been performed.

YOUR CLAIM DECISION NOTICE
The Plan must notify you of its initial determination of your claim within 30

days from the date it receives your claim. The 30 days is suspended while the Plan

is waiting on additional information from you.

If the Plan needs additional information to decide your claims, the Plan will

request that you provide that information. You have 45 days to provide that

information.

The original 30 day period for the Plan to make its decision is suspended

during the time you are obtaining the additional information.

If you do not provide the additional information within the 45 day period,

your claim will be denied.

INFORMATION REQUIREMENTS
The Plan must give you written notice of its decision about your claim.

When the Plan notifies you of its initial decision on your claim, it must provide:

• The specific reason or reasons for its decision,

• A reference to the Summary Plan Description provisions on which the

determination was based,

• A description of additional information or material needed to properly

process your claim and an explanation of the reason it is needed,

• A copy of the Plan’s review procedures and time periods to appeal your

claim, plus a statement that you may bring a lawsuit under ERISA following

the review of your claim,

• A copy of any internal rule, guideline, protocol or similar criteria that was

relied on or a statement that a copy is available at no cost upon request,

• A copy of the scientific or clinical judgment, or statement that is available

to you at no cost upon request, for group health plan and disability benefit

claims that are denied due to:
• Medical necessity,
• Experimental treatment, or
• Similar exclusion or limit.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
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The Plan must make its

initial determination on

your claim for Weekly

Income Benefits within

45 days from the date

it receives your claim.

The 45 days is

suspended while the

Plan is waiting for

additional information

from you.

FILING YOUR APPEAL
You have the right to a full and fair review if your claim for benefits is denied

by the Plan. You must file your appeal in writing. You must follow the appeals

procedure before you file a lawsuit under the Employee Retirement Income Security

Act of 1974, as amended (ERISA), the federal law governing employee benefits.

When your claim is reviewed, the decision-maker must make a new, full and

independent review of your claim and may not defer to the initial benefit denial.

An appropriate fiduciary of the Plan, which is the Board of Trustees, must

conduct the review. The fiduciary is the decision-maker in the appeal process and

must not be:

• The individual(s)who made the initial decision to deny your claim, or

• An individual(s) who reports to or works for the individual who made the

initial decision to deny your claim.

You must file a written appeal with the Plan Administrator within 180 days

after your receive notice of your claim denial.

The Plan will make a determination on your appeal at the quarterly Board of

Trustees’ meeting that immediately falls after the Plan has received your appeal. If

your appeal is received by the Plan within 30 days of the next quarterly Board of

Trustees’ meeting, your appeal will not be decided until the second quarterly Board

of Trustees’ meeting. The Plan will notify you of its decision on your appeal within

5 days after the Board of Trustees’ Meeting.

MEDICAL JUDGEMENTS IN APPEALS
A medical judgment includes denial of your claim on the basis that it is:

• Experimental,

• Investigational,

• Not medically necessary, or

• Appropriately excluded from medical coverage.

If your claim is denied on the basis of a medical judgment, the decision-maker

on appeal must consult with a health care professional who:

• Has appropriate training and experience in the field of medicine involved

in the medical judgment, and

• Was not consulted (or is not subordinate to the person who was consulted)

in connection with the denial of your claim.

The review must identify the medical or vocational experts whose advice was

obtained on behalf of the Plan, whether or not the decision-maker relied on the

advice.

You must file a written

appeal with the Plan

Administrator within

180 days after your

receive notice of your

claim denial.
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WEEKLY INCOME BENEFIT CLAIM DECISIONS
The Plan must make its initial determination on your claim for Weekly Income

Benefits within 45 days from the date it receives your claim. The 45 days is

suspended while the Plan is waiting for additional information from you.

If the Plan needs additional information to decide your claim for Weekly

Income Benefits, the Plan will request that you provide that information. You will

have at least 45 days to provide the information.

The original 45-day period for the Plan to make its decision is suspended

during the time you are obtaining the additional information.

The Plan Administrator may determine that an extension of time is necessary

to make a decision on your Weekly Income Benefit Claim because of matters

beyond the control of the Plan. The Plan is allowed two 30-calendar-day extensions

of time in such cases.

The Plan must notify you of:

• The circumstances requiring the extension of time, including:
• Standards on which the entitlement to benefits is based,
• Unresolved issues that prevent a decision, and
• Additional information you must provide,

• The date it expects to make its decision,

• The circumstances requiring another extension and the new date it expects

to make a decision on your claim, before the expiration of the first

extension.

The Plan must follow the special rules for medical judgments if your claim for

disability benefits involves a medical judgment.

If your claim for weekly sickness and accident disability benefits is denied, you

have 180 days from the date of the decision to appeal it.

The Plan will make a determination on your appeal at the quarterly Board of

Trustees’ meeting that immediately falls after the Plan has received your appeal. If

your appeal is received by the Plan within 30 days of the next quarterly Board of

Trustees’ meeting, your appeal will not be decided until the second quarterly Board

of Trustees’ meeting. The Plan will notify you of its decision on your appeal within

5 days after the Board of Trustees’ Meeting.

LIMITATION ON WHEN A LAWSUIT MAY BE STARTED
You may not start a lawsuit to obtain benefits until after you have requested a

review and a final decision has been reached on review, or until the appropriate

time frame described above has elapsed since you filed a request for review and you

have not received a final decision or notice that an extension will be necessary to

reach a final decision. No lawsuit may be started more than 3 years after the end of

the year in which medical [or dental] services were provided, or, if the claim is for

short term disability benefits, more than 3 years after the start of the disability.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
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DISCRETIONARY AUTHORITY OF PLAN ADMINISTRATOR AND DESIGNEES
In carrying out their respective responsibilities under the Plan, the Plan

Administrator, and other Plan fiduciaries and individuals to whom responsibility

for the administration of the Plan has been delegated, have discretionary authority

to interpret the terms of the Plan and to interpret any facts relevant to the

determination, and to determine eligibility and entitlement to Plan Benefits in

accordance with the terms of the Plan. Any interpretation or determination made

under that discretionary authority will be given full force and effect, unless it can

be shown that the interpretation or determination was arbitrary and capricious.

FACILITY OF PAYMENT
If the Plan Administrator or its designee determines that you cannot submit a

claim or prove that you or your covered dependent paid any or all of the charges

for health care services that are covered by the Plan because you are incompetent,

incapacitated or in a coma, the Plan may, at its discretion, pay Plan Benefits directly

to the Health Care Provider(s) who provided the health care services or supplies,

or to any other individual who is providing for your care and support. Any such

payment of Plan Benefits will completely discharge the Plan’s obligations to the

extent of that payment. Neither the Plan, Plan Administrator, claim administrator

nor any other designee of the Plan Administrator will be required to see to the

application of the money so paid.
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Q U E S T I O N S   A N D   A N S W E R S

1. Q. Who will receive my Life Insurance benefit in the event of my death?

A. The beneficiary named by you on the Welfare Plan records. It is important

for you to keep your records up to date with the Welfare Plan Office.

2. Q. When are my dependents covered?

A. If you have eligible dependents, their coverage is in force whenever your

coverage is in force.

3. Q. Does this Plan cover me if I am injured on the job?

A. No. However, Life and Accidental Death and Dismemberment benefits

are payable for deaths.

4. Q. How are Hospital benefits paid under the Comprehensive Medical Expense
Benefit?

A. It is customary for benefits to be paid to you. However, if you assign the

benefits to a Hospital, the Hospital will be paid directly.

5. Q. Are x-rays in a clinic or Doctor’s office covered?

A. X-rays in a clinic or Doctor’s office are covered.

6. Q. What is the maximum number of weeks I can receive the Disability Benefits
before returning to work?

A. Thirteen weeks.

7. Q. Must I sign the line marked “Assignment” on the Hospital and surgical forms?

A. No. Sign that line only if you want payment made directly to the Hospital

or the provider of medical services.

8. Q. What Hospitals are recognized and eligible for coverage by our Plan?

A. Those Hospitals which meet the definition of a Hospital on page 24 of

this booklet are recognized by the Plan.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
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9. Q. Should I report an on-the-job injury to the Welfare Plan Office?

A. Yes, you should report on-the-job injuries because you may be eligible for

an extension of benefits during disability as described on page 32.

10. Q. Should I report my induction into the Armed Forces?

A. Yes. Please refer to the section entitled, "Uniformed Services Employment

and Reemployment Rights" on page 20 to find out the details.

11. Q. If I am paid benefits that are greater than those to which I am entitled, what
should I do?

A. If you are paid benefits either for medical or disability coverage to which

you are not entitled, you should return the check to the Welfare Plan

Office for correction. If you do not return the check, the amount of the

overpayment will be deducted from future benefits to which you may be

entitled.

12. Q. What information should I furnish to the Welfare Plan Office for their permanent
records?

A. The Welfare Plan Office must maintain a record of your name, Social

Security number, your current home address, your current beneficiary,

your birth date and whether or not you have eligible dependents. In the

event of a change in any of these, the Welfare Plan Office should be notified

promptly.

13. Q. How can I find out that my employer is contributing to the Welfare Plan to
maintain my eligibility?

A. The Welfare Plan Office furnishes quarterly status reports reflecting hours

worked during the previous three calendar months. You should report to

your Union and Welfare Plan Office any employer who is not contributing

to the Fund. You must keep these for your records. Duplicates are not

available.

14. Q. If I have a claim, where should I send the forms and bills?

A. All forms, statements and bills should be sent directly to the address on

the claim form.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
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15. Q. If I need duplicate copies of claim forms or itemized bills which I submitted
through the Welfare Plan Office, will they be furnished to me?

A. No.

16. Q. How do I get a list of the Hospitals and Doctors in the Preferred Provider
Network under the Comprehensive Medical Expense Benefit?

A. You may call the Plan Office toll-free at 1-800-621-4658 and request a

listing of providers.

17. Q. Why are the Sensicare POS and Welborn HMO Plans being offered?

A. To improve the medical coverage you receive at a cost the Plan can afford.

18. Q. If I live in the service area, choose a point-of-service plan or HMO and use the
participating providers, what will the Plan pay?

A. See the schedule of benefits or description of the benefits for the applicable

POS/HMO program.

19. Q. What if I choose a point-of-service Plan but use out-of-network providers?

A. The program generally pays for out-of-network providers at a lower rate.

In some instances the rate could be lower than the Comprehensive Medical

Expense Benefit.

20. Q. If I choose the HMO Plan, what will the Plan pay?

A. See the schedule of benefits. There is no reimbursement for medical services

performed by an out-of-network provider.

This is a brief summary of the main provisions of the Welfare Plan(s) and may not include complete Plan details, exclusions and limitations. For
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I  M  P  O  R T A N T   I N F O R M A T I O N   A B O U T   T H E   W E L F A R E   P L A N

1. This Plan is known as the Iron Workers St. Louis District Council Welfare Plan.

2. A Board of Trustees is responsible for the operation of this Plan. The Board of

Trustees consists of  7 employer and 7 union representatives selected by the

employers and unions who have entered into collective bargaining agreements

relating to this Plan. If you wish to contact the Board of Trustees, you may use the

addresses and telephone numbers below:

Board of Trustees
Iron Workers St. Louis District Council Welfare Fund
2160 South Foster Avenue
Wheeling, Illinois 60090
Toll-Free Telephone Number: 1-800-621-4658

The Board of Trustees is the Plan Sponsor. As of March 1, 2004, the Board of

Trustees of this Welfare Plan are:

Union Trustees Employer Trustees

Mr. David Beard (as of 7/2004) Mr. John L. Brown
Iron Workers Local No. 392 Ben Hur Construction Company
2995 Kingshighway 3783 Rider Trail
East St. Louis, Illinois  62201 Earth City, Missouri  63045-1114
618/874-0313 314/298-8007

Mr. Doug Crist Mr. Mark Darr
Iron Workers Local No. 577 Federal Steel & Erection Co.
16452 Highway 34 200 East Alton Avenue
West Burlington, Iowa  52655 Post Office 238
319/752-6951 East Alton, Illinois  62024

618/254-0106

Mr. William Garrett Mr. Timothy Doom
Iron Workers Local No. 103 CESA Contractors
5313 Old Boonville Highway Post Office Box 525
Evansville, Indiana  47711 Calbert City, Kentucky  42029
812/477-5317 502/395-4198

Mr. James LaMantia Mr. Dennis Hellenberg
Iron Workers Local 396 Lindberg Construction
2500 59th Street 100 North Main Street
St. Louis, Missouri  63110 Mt. Vernon, Indiana  47620
314/647-3008 812/838-2343
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Mr. T. David Marsh Mr. Ronald L. Mikel
Iron Workers Local No. 321 Area Bargaining Unit
1315 West Second Street 1224 N. Elson
Little Rock, Arkansas  72201 Kirksville, Missouri  63501
501/374-3705 319/752-6951

Mr. Richard Pengress Mr. Boyed Sanders
Iron Workers Local No. 782 Boyed Sanders Construction, Inc.
2424 Cairo Road 14 Gingerbread Lane
Paducah, Kentucky  42001 Conway, Arkansas  72032
270/442-2722 501/327-5252

Mr. Michael Whalen Mr. John A. Ubaudi
Iron Workers Local No. 46 The MacArthur Group, Inc.
2888 East Cook Street 702 North MacArthur Boulevard
Springfield, Illinois  62703 Springfield, Illinois  62702
217/528-4041 217/523-0108

3. The number assigned to this Plan by the Board of Trustees pursuant to

instructions of the Internal Revenue Service is 501. The number assigned to the

Board of Trustees by the Internal Revenue Service is 43-0684998.

4. James Robertson, Esq. is the Plan’s agent for service of legal process.

Accordingly, if legal disputes involving the Plan arise, any legal documents should

be served upon him at: Millar, Schaefer, Hoffmann & Robertson
Two Thirty Building, Suite 1110
230 South Bemiston Avenue
St. Louis, MO 63105

5. All contributions to the Plan are made by employers in accordance with

their collective bargaining agreements with the following local unions:

Iron Workers Local 392 Iron Workers Local 577
2995 Kingshighway 16452 Highway 34
East St. Louis, IL 62201 Burlington, IA 52655

Iron Workers Local 321 Iron Workers Local 396
1315 West Second Street 2500 59th Street
Little Rock, AR 72201 St. Louis, MO 63110

Iron Workers Local 103 Iron Workers Local 46
5313 Old Boonville Highway 2888 East Cook Street
Evansville, IN 47711 Springfield, IL 62707

Iron Workers Local 782
2424 Cairo Road
Paducah, KY 42001
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The Welfare Plan Office will provide you, upon written request, information

as to whether a particular employer is contributing to the Plan on behalf of

participants working under collective bargaining agreements. The collective

bargaining agreements require contributions to the Plan at fixed rates per hour

worked.

6. Benefits are provided from the Fund’s assets which are accumulated under

the provisions of the collective bargaining agreements and the Trust Agreement

and are held in the Trust Fund for the purpose of providing benefits to covered

participants and defraying reasonable administrative expenses.

7. The Plan’s requirements with respect to eligibility as well as circumstances

which may result in ineligibility or denial or loss of any benefits are fully described

in this booklet.

All of the types of benefits provided by the Plan for active employees, their

dependents, and retirees are set forth in the Schedule of Benefits section of this

booklet.

8. Benefits are provided directly from the Fund assets, except for Life

Insurance, Accidental Death and Dismemberment Insurance and Dental Benefits

provided by AETNA.

9. When an eligible Employee is disabled or when he, his spouse or child is

confined in a Hospital, the Welfare Plan Office should be contacted immediately

at the address shown in No. 2 of this section so that the claim form can be sent.

Completed claim forms should be returned with bills attached to the Welfare Plan

Office. A written claim and proof of loss must be filed within 90 days from the

date of disability. If the date of the disability is more than 15 months prior to the

date received, the claim will not be payable.

10. The records of the Plan are kept separately for each Plan Year. The Plan

Year begins on November 1 and ends on October 31.
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Y O U R   E R I S A   R I G H T S

As a Participant in the 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 are entitled to the following rights.

RECEIVE INFORMATION ABOUT YOUR PLAN AND BENEFITS
You have the right to:

• Examine, without charge, at the Plan Administrator’s office and at other

specified locations, such as worksites and union halls, all documents

governing the Plan, including insurance contracts, your collective

bargaining agreement and a copy of the latest annual report (Form 5500

Series) filed by the Plan with the U.S. Department of Labor and available

at the Public Disclosure Room of the Employee Benefits Security

Administration (EBSA);

• Obtain, upon written request to the Plan Administrator, copies of

documents governing the operation of the Plan, including insurance

contracts, your collective bargaining agreement and copies of the latest

annual report (Form 5500 Series) and updated Summary Plan Description

(the Plan Administrator may make a reasonable charge for the copies);

and

• Receive a summary of the Plan’s annual financial report, which the Plan

Administrator is required by law to furnish to each Participant.

CONTINUE GROUP HEALTH PLAN COVERAGE
You also have the right to:

• Continue health care coverage for yourself or your spouse if there is a loss

of coverage under the Plan as a result of a qualifying event (You or your

dependent may have to pay for such coverage; review this Summary Plan

Description and the documents governing the Plan on the rules governing

your COBRA Continuation Coverage rights.); and

• Reduce or eliminate exclusionary periods of coverage for preexisting

conditions under your group health plan, if you have creditable coverage

from another plan. You should be provided with a certificate of creditable

coverage, free of charge, from your group health plan or health insurance

issuer when:

• You lose coverage under the Plan;

• You become entitled to elect COBRA Continuation Coverage; or
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• Your COBRA Continuation Coverage ceases.

You must request the certificate of creditable coverage before losing coverage

or within 24 months after losing coverage. Without evidence of creditable coverage,

you may be subject to a preexisting condition exclusion for 12 months (18 months

for late enrollees) after your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan Participants, ERISA imposes duties

upon the people who are responsible for the operation of the employee benefit

plan. The people who operate your Plan, called fiduciaries of the Plan, have a duty

to do so prudently and in the interest of you and other Plan Participants and

beneficiaries. No one, including your employer, your union or any other person,

may fire you or otherwise discriminate against you in any way to prevent you from

obtaining a welfare benefit or exercising your rights under ERISA.

ENFORCE YOUR RIGHTS
If your claim for a welfare benefit is denied or ignored, in whole or in part,

you have a right to know why this was done, to obtain copies of documents relating

to the decision without charge and to appeal any denial, all within certain time

schedules.

Under ERISA, there are steps you can take to enforce the above rights. For

instance, if you request a copy of the Plan documents or the latest annual report

from the Plan and do not receive them within 30 days, you may file suit in a

Federal court. In such a case, the court may require the Plan Administrator to

provide the materials and pay you up to $110 a day until you receive the materials,

unless the materials were not sent because of reasons beyond the control of the

Plan Administrator.

If you have a claim for benefits that is denied or ignored, in whole or in part,

you may file suit in a state or Federal court within one year of the denial. In

addition, if you disagree with the Plan’s decision or lack thereof concerning the

qualified status of a 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 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.

ASSISTANCE WITH YOUR QUESTIONS
If you have any questions about your Plan, you should contact the Plan

Administrator. If you have any questions about this statement or about your rights
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under ERISA, or if you need assistance in obtaining documents from the Plan

Administrator, you should contact the nearest office of the EBSA, U.S. Department

of Labor, listed in your telephone directory.
Division of Technical Assistance and Inquiries
Employee Benefits Security 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 800-998-7542 or contact

the EBSA field office nearest you.

You may also find answers to your Plan questions and a listing of EBSA field

offices at the website of the EBSA at http://www.dol.gov/ebsa.
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U S E   &   D I S C L O S U R E   O F   Y O U R   P R O T E C T E D
H E A L T H   I N F O R M A T I O N   ( P H I )

HOW THE PLAN USES AND DISCLOSES YOUR PROTECTED HEALTH INFORMATION
The Plan will use your protected health information (PHI) to the extent and

in accordance with the uses and disclosures permitted by the Health Insurance

Portability and Accountability Act of 1996 (HIPAA).  Specifically, the Plan will

use and disclose protected health information for purposes related to health care

treatment, payment for health care, and health care operations.

The Plan will use and disclose your PHI as required by law and as permitted

by your authorization or the authorization of your beneficiary.  With an

authorization, the Plan will disclose PHI to the Retirement Fund, disability plan,

reciprocal benefit plans and workers’ compensation insurers for purposes related

to administration of these plans.

DEFINITION OF PAYMENT
Payment includes activities undertaken by the Plan to obtain premiums or

determine or fulfill its responsibility for coverage and provision of Plan benefits

that relate to an individual to whom health care is provided.  These activities include,

but are not limited to, the following:

1. Determination of eligibility, coverage, and cost sharing amounts (e.g. cost

of a benefit, Plan maximums, and copayments as determined for an

individual’s claim);

2. Coordination of benefits;

3. Adjudication of health benefit claims (including appeals and other payment

disputes);

4. Subrogation of health benefit claims;

5. Establishing employee contributions;

6. Risk adjusting amounts due based on enrollee health status and

demographic characteristics;

7. Billing, collection activities and related health care data processing;

8. Claims management and related health care data processing, including

auditing payments, investigating and resolving payment disputes and

responding to participant (and their authorized representatives) inquiries

about payments;
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9. Obtaining payment under a contract for reinsurance (including stop-loss

and excess of loss insurance);

10. Medical necessity reviews, or reviews of appropriateness of care or

justification of charges;

11. Utilization review, including precertification, preauthorization, concurrent

review and retrospective review;

12. Disclosure to consumer reporting agencies related to collection of

premiums or reimbursement (the following PHI may be disclosed for

payment purposes: name and address, date of birth, SSN, payment history,

account number, and name and address of the provider and/or health

plan); and

13. Reimbursement to the Plan.

DEFINITION OF HEALTH CARE OPERATIONS
Health Care Operations include, but are not limited to, the following activities:

1. Quality Assessment;

2. Population-based activities relating to improving health or reducing health

care costs, protocol development, case management and care coordination,

disease management, contacting of health care providers and patients with

information about treatment alternatives; and related functions;

3. Rating provider and Plan performance, including accreditation,

certification, licensing, or credentialing activities;

4. Underwriting, premium rating, and other activities relating to the creation,

renewal or replacement of a contract of health insurance or health benefits,

and ceding, securing, or placing a contract for reinsurance of risk relating

to claims for health care (including stop-loss insurance and excess of loss

insurance);

5. Conducting or arranging for medical review, legal services, and auditing

functions, including fraud and abuse detection and compliance programs;

6. Business planning and development, such as conducting cost-management

and planning-related analyses related to managing and operating the entity,

including formulary development and administration, development or

improvement of methods of payment or coverage policies;

7. Business management and general administrative activities of the entity,

including, but not limited to:
a. Management activities relating to implementation of and compliance

with the requirements of HIPAA Administrative Simplification;
b. Customer service, including the provision of data analyses for

policyholders, Plan sponsors, or other customers;
c. Resolution of internal grievances; and
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d. Due diligence in connection with the sale or transfer of assets to a
potential successor in interest, if the potential successor in interest is a
covered entity or, following completion of the sale or transfer, will
become a covered entity.

THE PLAN’S DISCLOSURE OF PROTECTED HEALTH INFORMATION TO THE BOARD

OF TRUSTEES
For purposes of this section the Board of Trustees is the Plan Sponsor.  The

Plan will disclose PHI to the Plan Sponsor only upon receipt of a certification

from the Plan Sponsor that the Plan Documents have been amended to incorporate

the following provisions:

With respect to PHI, the Plan Sponsor agrees to:

1. Not use or further disclose the information other than as permitted or

required by this Summary Plan Description and Plan Document or as

required by law;

2. Ensure that any agents, including a subcontractor, to whom the Plan

Sponsor provides PHI received from the Plan agree to the same restrictions

and conditions that apply to the Plan Sponsor with respect to such

information;

3. Not use or disclose the information for employment-related actions and

decisions unless authorized by the individual;

4. Not use or disclose the information in connection with any other benefit

or employee benefit Plan of the Plan Sponsor unless authorized by the

individual;

5. Report to the Plan any use or disclosure of the information of which it

becomes aware that is inconsistent with the uses or disclosures provided

for in this document;

6. Make PHI available to the individual in accordance with the access

requirements of HIPAA;

7. Make PHI available for amendment and incorporate any amendments to

PHI in accordance with HIPAA;

8. Make the information available that is required to provide an accounting

of disclosures;

9. Make internal practices, books, and records relating to the use and

disclosure of PHI received from the group health Plan available to the

Secretary of HHS for the purposes of determining compliance by the

group health Plan with HIPAA;

10. If feasible, return or destroy all PHI received from the Plan that the Plan

Sponsor still maintains in any form and retain no copies of such

information when no longer needed for the purpose for which disclosure
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was made. If return or destruction is not feasible, limit further uses and

disclosures to those purposes that make the return or destruction infeasible.

Adequate separation between the Plan and the Plan Sponsor will be maintained.

Therefore, in accordance with HIPAA, only the following employees or classes of

employees will be given access to PHI.

1. The Plan Administrator; and

2. Staff designated by the Plan Administrator.

The persons described above will only have access to and will only use and

disclose PHI for Plan administration functions that the Plan sponsor performs for

the Plan. If these persons do not comply with this Summary Plan Description and

Plan Document, the Plan Sponsor will provide a mechanism for resolving issues of

noncompliance, including disciplinary sanctions.
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