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CEMENT MASONS AND PLASTERERS
LOCAL 518 HEALTH CARE FUND

Dear Participants and Beneficiaries:

We are pleased to distribute this new restated Combination Summary Plan Description
and Plan Document (Benefit Booklet) describing the Benefits provided under your Plan.

This Benefit Booklet contains the general Plan provisions, Eligibility Rules for participation
in the Plan, the Benefits provided to those who are eligible, and the procedures that must
be followed when filing a claim for Benefits.

There have been a number of changes to the Plan since the last Benefit Booklet was
distributed. As a result, you should READ THIS BENEFIT BOOKLET CAREFULLY so
that you are up to date on the current Plan rules and Benefits.

From time to time, other changes and improvements to the Plan may be made. When this
occurs, we will make every attempt to advise you of them. In order to assist us in keeping
you up to date, IT IS YOUR RESPONSIBILITY TO KEEP THE FUND OFFICE INFORMED
OF YOUR CURRENT HOME ADDRESS AT ALL TIMES. This is the only way to be sure
that you receive notice of any Plan changes.

This is your copy of the Benefit Booklet describing your Plan. Please take the time to read
it in its entirety and refer to it when you have any questions about the Plan. You should
keep this Benefit Booklet in a safe (but handy) place for future reference. If, at any time,
you have questions about the Plan, please call or write the Fund Office at:

Cement Masons and Plasterers Local 518 Health Care Fund
6405 Metcalf, Suite 200
Overland Park, KS 66202

(913) 236-5490
(800) 542-4482

The Board of Trustees shall have the authority to interpret, construe and apply all
terms of the Combination Summary Plan Description and Plan Document, the
Amended Trust Agreement and/or any rules and regulations established by the Board
of Trustees including, but not limited to, provisions concerning eligibility for,
entitlement to and/or nature of, amount and duration of Benefits.
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PREFACE

WHEREAS, Section 7.10 of the Restated Cement Masons and Plasterers Local 518
Welfare Fund effective January 1, 2005, provides that the Plan may be amended by the
Board of Trustees; and

WHEREAS, it is the desire of the Trustees to amend this Plan in order to comply with
federal law and subsequent amendments thereto and to continue to maintain this Plan as
a qualified Plan and Trust.

NOW, THEREFORE, the Plan of the Cement Masons and Plasterers Local 518 Welfare
Fund shall be amended and restated as follows:

PREAMBLE

Effective as of April 1962, the Board of Trustees of the Masonry Industry Employees
Welfare Fund adopted the Plan of the Masonry Industry Employees Welfare Fund and
executed a Trust Agreement to provide health and welfare, death and any other such
benefits for its’ Participants. Effective November 29, 2000, the name of the Fund was
changed to the Cement Masons and Plasterers Local 518 Welfare Fund.

The Plan was subsequently restated effective October 1, 1976, August 1, 1988, July 1,
1998 and January 1, 2005 and is now restated effective Junel, 2010 and the name of the
Fund is changed to the Cement Masons and Plasterers Local 518 Health Care Fund;
unless stated, the Trustees have adopted the Amended and Restated Plan, as set forth
herein.

The Plan and Trust are intended to meet the requirements with the applicable provisions
of Section 302 of the Labor Management Relations Act of 1947 as amended, or as it shall
hereafter be amended, as well as with the provisions of the Employee Retirement Income
Security Act of 1974 (ERISA), including any amendments thereto which have been made
or which shall hereafter be made and all applicable regulation and rules of the United
States Department of Labor and the Internal Revenue Service or Department of Treasury.

The Trustees shall have discretion and authority to revise, interpret, construe and apply
the provisions of the Plan, including, but not limited to, provisions relating to the eligibility
for, entitlement to and/or the nature, amount and duration of Benefits and matters pertaining
to its administration, and their decisions thereon shall be final. Benefits under this Plan
will be paid only if the Plan Administrator decides in its discretion that the applicant is
entitled to them.



ABOUT YOUR PLAN

Today a working person’s life is far more complicated than ever before. In addition to the
responsibilities of getting and holding a job, most workers are vitally concerned about
planning for some degree of financial security in a fast moving world.

Some of a family’s needs such as the purchase of a home, major appliances or a car can
be financed over time. Other needs, such as education for the children or security in one’s
old age, can be provided only through a careful savings plan. In other words, advanced
planning is required in order to take care of these needs.

However, no amount of personal financial planning can, by itself, provide adequate
protection for major financial problems caused by Sickness, injury or death.

To help meet these needs, for you and your fellow workers, your Employer and the Union
have established the Plan, which provides a specific, dependable Plan of Benefits. Since
its beginning, the Plan has been improved in a continuing effort to provide the best Benefits
possible consistent with sound financial management.

The Plan, known as the Cement Masons and Plasterers Local 518 Health Care Fund, was
established and is maintained as a result of a Collective Bargaining Agreement (sometimes
referred to as labor contract) between the Association and the Union.

The Plan receives the majority of its income through Employer contributions as required
under the terms of the Collective Bargaining Agreements. In some cases, Employees are
permitted to make self-contributions in order to maintain eligibility for Benefits. The Plan
also receives some income from investments.

Decisions on Plan operations are made by a joint Board of Trustees that is comprised of
an equal number of Employer representatives and Union representatives. Working together,
the Trustees establish rules of eligibility, levels of Benefits, supervise the investment of the
Plan’s money and see that the Plan is in compliance with all applicable federal and state
laws.

This is a brief description of how your Plan was established, its purpose and how it operates.
The following pages describe how you and your family become eligible for Benefits and
what your responsibilities are under the Plan. Of course, if you have any questions about
the Plan that are not answered by this Benefit Booklet, please feel free to contact the
Fund Office. The staff will gladly answer your questions.



In carrying out their responsibilities, the Trustees are assisted by a team of professionals
including:

A.

The Administrative Manager who handles the day-to-day business activities of
the Plan, such as collecting Employer contributions, keeping records of money
received, crediting each Participant’'s account with the correct number of hours
worked, paying claims and answering inquiries from Participants about their eligibility
and Benefits.

The Fund Attorney advises the Trustees about what must be done to assure that
all operations of the Plan comply with federal and state law.

The Fund Consultant assists the Trustees in determining the level of Benefits that
can be provided from Plan resources and periodically advises the Trustees as to
Benefit changes and improvements that further tailor the Plan to the current needs
of Employees. By monitoring the claims experience, hours worked by Employees
and contributions made to the Fund, the Consultant is able to advise the Trustees
in their effort to continue management of the Plan and at the same time provide the
highest possible level of Benefits to the Employees. The Consultant also assists
the Trustees in maintaining the Fund’s tax-exempt status in accordance with Internal
Revenue Service regulations.

As required by law, an Independent Auditor examines the financial records each
year and certifies them as to their accuracy, completeness and fairness. In addition,
the Trustees submit annual financial statements and other reports to the U.S.
Department of Labor and the Internal Revenue Service. These reports are available
for inspection at the Fund Office during normal business hours.



BE A SMART HEALTH CARE CONSUMER!

Below are some ways you can reduce the amount of your personal out-of-pocket expenses
as well as the Plan.

Use Generic / Brand Formulary Drugs
Generic and brand formulary drugs are less expensive than brand name medications and
can save you and the Plan money.

Follow the Directions on the Label

Take your medications as your Physician has prescribed them, especially antibiotics. Don’t
take other people’s medications. If you are taking prescription medications, check with
your Physician before taking over-the-counter remedies. They may interact with medications
your Physician has prescribed for you or be inappropriate for your illness.

Review your Explanation of Benefits (EOB) Forms

Make sure that the services your Plan has paid for were actually provided. If you do not
recognize the name of the provider, or did not go to the Physician on the date of service
shown on the form, call the Fund Office. The Fund Office staff will assist you in resolving
any issues.

Use the Hospital Emergency Room for Real Emergencies

Your Physician can give you the best care for iliness and injuries that are not life threatening.
Use emergency care clinics — they may be less expensive than the Hospital emergency
room and take less time to be treated.

Be Prepared when you go to your Physician’s Office

Keep your scheduled appointments, especially if you are being treated for a chronic iliness.
Write down your symptoms and the changes in your health since your last visit and keep
a log of the prescription and over-the-counter medications you are taking and how often
you take them. This way, you won't forget to ask important questions and give your Physician
pertinent health information during your appointment.

Fill out Insurance Information Completely and Accurately
Your claim can be processed more quickly when the complete insurance information is
provided to your Physician or Hospital. Carry your ID card at all times.



LIFE EVENTS AT A GLANCE

There are several significant events that may occur while you are covered under the Plan.
Please contact the Fund Office, in writing, if any of the following occurs:

» YOUR ADDRESS OR TELEPHONE NUMBER CHANGES.

» YOU MARRY, DIVORCE OR OBTAIN A LEGAL SEPARATION
FROM YOUR SPOUSE. You must also submit the appropriate
legal documents (for example: marriage certificate, legal
separation order, divorce decree, custody agreement).

» YOU CHANGE YOUR BENEFICIARY.

» THE STATUS OF A DEPENDENT CHANGES.

» YOU BECOME A PARENT. You must also submit the child’s
state-certified birth certificate, decree of adoption or a Qualified
Medical Child Support Order.

» YOU GO INTO OR RETURN FROM MILITARY SERVICE.

» YOU ARE INJURED ON THE JOB.

» YOU ARE INJURED IN AN ACCIDENT.

» YOU BECOME ELIGIBLE FOR MEDICARE.

» YOU RETIRE.

» YOU CHANGE YOUR ENROLLMENT STATUS IN A
MEDICARE PRESCRIPTION DRUG PLAN.




IMPORTANT NOTICE

This Benefit Booklet is intended to describe the hospitalization, medical, death, accidental
death and dismemberment, maternity, vision and other benefits adopted by the Trustees.
Only the full Board of Trustees has the authority to interpret the Benefits described in this
Benefit Booklet. Their interpretation will be final and binding on all persons dealing with
the Plan or claiming a Benefit from the Plan. The Plan contains appeal procedures that
may be used if you feel the Benefits have been wrongfully denied. The Trustees decision
can be challenged in court only after those procedures are exhausted. No Employer or
Union nor any representative of any Employer or Union, in such capacity, is authorized to
interpret this Plan nor can any such person act as an agent of the Trustees. Any formal
interpretations regarding this Plan must be communicated in writing signed on behalf of
the full Board of Trustees either by the Trustees, or if authorized by the Trustees in writing,
by the Administrative Manager.

Trustee Authority

The Board of Trustees, as Plan Administrator, has full authority to increase, reduce or
eliminate Benefits and to change the Eligibility Rules or other provisions of the Plan at any
time. However, the Trustees intend that the Plan terms, including those relating to coverage
and Benefits, are legally enforceable and that the Plan is maintained for the exclusive
benefit of the Participants and their Eligible Dependents. Benefits under this Plan will be
paid only if the Plan Administrator decides in its discretion that the applicant is entitled to
them.

Notice of Plan Changes
Notices of Plan changes will be sent to each
Participant’s last known address. It is

extremely important that you notify the Fund

Notices of Plan changes will Office, in writing, of any address change!
be sent to each Participant’s Notices of any changes will be sent to each
last known address. Itis Participant’s last known address within the time
extremely important that you required by applicable regulations. Therefore, it
notify the Fund Office, in Is extremely important to keep the Fund Office
writing, of any address informed regarding any change of address. Plan
change! changes, however, may take effect before
notification is received. Therefore, before

receiving non-emergency care, contact the Fund
Office to confirm current health Benefits if you
are unsure what they are.

Defined Terms

Certain words have specific meaning and are capitalized when used in the Plan. These
words are listed in Article IX — Definitions. It is important to understand the meanings of
the defined terms when using this Benefit Booklet.



PREFERRED PROVIDER ORGANIZATION
The Fund’s
Preferred Provider
Organization is Blue
Cross Blue Shield of
Kansas City
(BlueKC). For up-to-
date provider

The Fund’s Preferred Provider Organization is
Blue Cross Blue Shield of Kansas City
(BlueKC). For up-to-date provider information,
visit BlueKC’s website at www.BlueKC.com,
click on “Find BlueKS Doctors and Hospitals”
and choose “Preferred-Care Blue PPO

. : . Network”
information, visit
BlueKC’s website at The Fund has negotiated special contracts with an
www.BlueKC.com, organization of area Physicians and Hospitals
click on “Find (“Preferred Providers”) known as a Preferred Provider
BlueKS Doctors and Organization (PPO). These Preferred Providers will

render services for fees that are in most cases below

Hospitals” and . )
prevailing prices.

choose “Preferred-

Care Blue PPO If the Covered Person uses a Preferred Provider for

Network” the Covered Person’s health care needs, the Fund

will pay 85% of most Covered Charges, after the
annual Deductible Amount is satisfied.

Notwithstanding any other Plan provision, if for any reason the contracted PPO fee for a
covered service is more than the provider’s actual charge, then the Plan will pay Benefits
so that the Participant’s coinsurance amount is no more than 15% of the provider’s actual
charge.

The Covered Person is not required to use a Preferred Provider. The Covered Person
has complete freedom of choice to use any Physician or Hospital. If an individual does not
use a Preferred Provider, the Fund will pay 75% of most Covered Charges, after the
annual Deductible Amount is satisfied.

For the most up-to-date provider information for Blue Cross Blue Shield of Kansas City
(BlueKC), visit BlueKC’s website at www.BlueKC.com or call the toll-free at (800) 340-
0109. To locate a provider outside of the Kansas City service area, call toll-free at (800)
810-BLUE (2583) or go directly to the Blue National Doctor and Hospital finder website at
www.bcbs.com. Please have the three digit account specific alpha prefix (KWF) listed on
the front of your identification card along with the zip code of the area you are looking for
a participating provider.

Prior to receiving services be sure to confirm with the provider that they are still participating
with the local BCBS Plan.



FILING AN ENROLLMENT CARD

IF YOU HAVE NOT FILED AN ENROLLMENT CARD, DO SO NOW!
PAYMENT OF BENEFITS MAY BE DELAYED UNTIL A COMPLETED
ENROLLMENT CARD IS FILED WITH THE FUND OFFICE.

When you first became employed under the terms of the Collective Bargaining Agreement
you should have received an “ENROLLMENT CARD” from either the Union or the Fund
Office.

This card requests certain basic information that is needed for your records in the Fund
Office. This information is the full legal name, address, Social Security number and date
of birth for you and your Eligible Dependents and the name of your Beneficiary in the case
of your death.

All of this information is vital! Without it, the Fund Office will have difficulty in keeping
you informed about Plan changes. Likewise, you run the risk of not having a permanent
record of participation in the Plan.

If you are not sure whether you have an enrollment card on file at the Fund Office, contact
the Fund Office. The staff will tell you whether you have a card on file and verify that it
contains current information. If you do not have current information on file, a card will be
sent to you for completion.

NOTIFY THE FUND OFFICE PROMPTLY WITH ANY CHANGE IN ADDRESS,
TELEPHONE NUMBER, BENEFICIARY, DEPENDENTS, MARITAL STATUS,
MEDICARE OR RETIREMENT ELIGIBILITY.

When there are Plan changes, you will be sent notice of the change. This means that, in
order to notify you, the Fund Office must have your current address information. IF YOU
MOVE, make sure to notify the Fund Office of your new address. The failure to notify the
Fund Office may jeopardize your eligibility or cause you to lose Benefits. IF YOUR MARITAL
STATUS changes, don't forget to notify the Fund Office. The Fund Office must receive a
complete, signed and dated copy of your marriage certificate, divorce decree or Order of
Legal Separation. These documents will be made a permanent part of your file and will be
kept in the Fund Office. Failure to send copies of these documents will delay the processing
of claims for Benefits.

If you wish to CHANGE YOUR BENEFICIARY, DON'T FORGET TO SEND THE CHANGE
TO THE FUND OFFICE, IN WRITING. If you fail to notify the Fund Office of your wishes in
writing, the Fund Office can only pay a Death Benefit to the person(s) in your latest written
notification to the Fund Office prior to the time of your death.



If you wish to ADD OR DELETE DEPENDENTS, you must notify the Fund Office, in
writing. You should be prepared to provide documentation in the form of a birth certificate,
decree of adoption, marriage license, divorce decree, etc. Since the Plan provides Benefits
to Eligible Dependents, the Fund Office must know who your dependents are at all times.

If the Plan makes any inadvertent, mistaken or excessive payments of Benefits, the
Trustees or their representatives shall have the right to recover the payments.
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ARTICLE | - SCHEDULE OF BENEFITS

Section 1.01 — Active and Retired Participant Program
(Active and Retired Participants Not Eligible for Medicare and their Eligible Dependents)

Once a Participant becomes eligible under the Plan, the Participant qualifies for a variety of
Benefits. The following chart highlights the Benefit Plan. Other Plan maximums and limitations
may apply to specific Benefits. Please refer to the appropriate Sections of this Benefit Booklet
or contact the Fund Office for more information.

Active Employees Only

DBAN BONETI ..ot et ettt $ 10,000
Accidental Death and Dismemberment BENETIt .......oouuoiieeiiieeeeee et $ 10,000
Drug Testing BeNefit ... $ 35 per test

Maximum one test per 12 month period

Retirees Only
DBAN BONETI ..ot et ettt $ 10,000

Accidental Death and Dismemberment BENETIt.......ocuuviieeiiieieee et e e $ 10,000

Active Employees, Retirees and Eligible Dependents

Major Medical Benefit
Lifetime Maximum Benefit ..........oooiiiiiiiiiii e $ 500,000
(Lifetime Maximum Benefit includes Organ Transplant Bengfit)

Deductible Amount — PPO In-Network

Individual Deductible Amount (every Calendar Year) ......ccccccovvviiiiiiiiiiiinnnnn. $ 200

Family Maximum Deductible Amount (every Calendar Year) ..........cccccceeeeeeeen.n. $ 600
Deductible Amount — Non-PPO Out-of-Network

Individual Deductible Amount (every Calendar Year) .......ccccccccvviviiiiiiiiieininnne. $ 300

Family Maximum Deductible Amount (every Calendar Year) ............cccccceeeeeee. $ 900

Calendar Year Out-of-Pocket Limit

Family (excludes Deductible AMOUNT) .........c.oveiiiiiieeiiiiie e $ 6,000
Calendar Year Out-of-Pocket Limit applies only to Covered Charges. PPO and Non-PPO charges are
combined to reach the Out-of-Pocket Limit. Once the Calendar Year Out-of-Pocket Limit is reached in
a calendar year, Covered Charges for the remainder of that calendar year at 100% of Covered Charges
up to the Benefit maximum.

Coinsurance (Fund Pays)
IN-Network (after DeducCtibDI€) .........cccoouiiiiiiiiiiiiiiiiiiiii e eeeeeees 85% UCR
Out-of-Network (after Deductible) ... 75% UCR

Acupuncture Treatment Benefit
Coinsurance (Fund Pays)

INn-Network (after DedUCHibDIE) .........ovviiiiiii s 85%
Out-of-Network (after DeducCtibDIe) ........ccoiiiiiiii e 75%
Maximum Benefit @aCh ViSit..........ccouiiiiiiiiie e $25
MaxXimum ViSItS €ACH DAY .......eevriiiiiiiiiiiiiei e 1
Maximum Visits each Calendar YEar .........cooooiiiiiiiiiiii e 15

Acupuncture Treatment Benefit is limited to services performed by licensed professionals.
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Alcohol and Drug Treatment Benefit
Coinsurance (Fund Pays)
IN-Network (after DeducCtibDI€) ..........ccoccuiiiiiiiiiiiiiiiiiiiiv e eeeeeees 85% UCR
Out-of-Network (after Deductible) ..., 75% UCR

Chiropractic Treatment Benefit
Coinsurance (Fund Pays)

IN-Network (after DedUCHIDIE) ... e e e e eeeees 85%
Out-of-Network (after Deductible) ... 75%
MaxXimum ViSItS €ACH DAY .........uuuuuuiiiuiiiiiiiiiiiiiitiiirieieeeirseeeseeee e e eeseeeeeereeearerreeaaees 1
Maximum Visits each Calendar YEAr ... 30

Dental Benefit
Coinsurance (Fund Pays)
In- or Out-of-Network (N0 Deductible) ............cevveviiiiiiiiiiiiiiiiieeeeee e 80%
Maximum Benefit per individual each Calendar Year ..........ccccccvvvvvvvvvieveeennennnnnn. $ 750

Diagnostic X-Ray and Lab Benefit
Coinsurance (Fund Pays)
In- or Out-of-Network (after Deductible) ...........ccccuvvuiiiiiiiiiiiiiiiiiiieiieeeieeeeeeeee e 100%
Maximum Benefit each Calendar YEar ..........ccccccuvvvviviiiiiiiiiiiiiieiieeeeeeeeeeeeereeeeeeas $ 100
Expenses Incurred beyond the maximum benefit will be covered under Major Medical Benefit.

Emergency Room Service Benefit
Care Related to a Medical Emergency (as described in Section 3.10)
Coinsurance (Fund Pays)
In- or Out-of-Network (after Deductible) ..........cccccovrvmuiiiiiiiiiiiiiiiiiiieeeeeveeeeeeee, 90%

Care Related to any Other Services
Coinsurance (Fund Pays)

In-Network (after Emergency Room Deductible) .........cccccoiioiiiiiiiiiiiiiiiiiiiines 85%
Out-of-Network (after Emergency Room Deductible) ... 75%
Emergency Room Additional Deductible

(in addition to Major Medical Benefit Deductible) ............ccooii i $100

Emergency Room Service Benefit includes services billed by a Hospital or Physician.

Maternity Benefit
Coinsurance (Fund Pays)
IN-Network (after DeduCtibDI@) ... e e eeeeas 85%
Out-of-Network (after Deductible) ... 75%
Maternity Benefit is for female Employee or dependent spouse only.

Mental Health Benefit
Coinsurance (Fund Pays)
IN-Network (after DeduCtibDI@) ... e e e eeeas 85%
Out-of-Network (after Deductible) ... 75%

Organ or Tissue Transplant Benefit
Coinsurance (Fund Pays)

IN-Network (after DeduCtibDI@) ... eeeeeeas 85%
Out-of-Network (after Deductible) ... 75%
Lifetime Maximum per individual ... $100,000
Maximum Donor Benefit (included in Lifetime Maximum Benefit) ..........cccccvvvvvvvveenennnee. $ 10,000
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Out-Patient Surgery Benefit

Coinsurance (Fund Pays)
IN-Network (after DedUCHIDIE) ...........ueiiiiiiiiiii e e e e eeeeees 85%
Out-of-Network (after Deductible) ..., 75%

Prescription Drug Card Benefit
Calendar Year Prescription Drug Card Benefit Out-of-Pocket Limit........................ $ 5,000
Retail Co-Payments (up to 30 day supply)
In-Network Only

(7T 1T [ lesser of $8 or cost of prescription
Brand — Formulary ................ greater of $13 or 25% of the cost of the prescription*
Brand — Non-Formulary ......... greater of $28 or 50% of the cost of the prescription*

*plus the difference in the ingredient cost if the prescription is filled as a brand name
drug when a generic is available.
Mail Order Co-Payments
In-Network Only (up to 90 day supply)

(€T 0 1= 4 o PO UPRPPR $ 16
Brand — FOIMUIAIY ...ocoiuiiiei et e e e e e e e nreeeeeans $ 26
Brand — NON-FOIMUIAY ...........oviiiiieic et e e e e e $ 56

Routine Physical Examination and Preventative Services Benefit
Coinsurance (Fund Pays)

In-Network (no Deductible) ............eevveeeiiiiiiee e, 100% up to $300;
85% thereafter
Out-of-Network (after Deductible) ..o 75%

Second Surgical Opinion Benefit
Coinsurance (Fund Pays)
In or Out-of-Network (N0 Deductible) ............coooiiiii s 100%

Supplemental Accident Expense Benefit
Coinsurance (Fund Pays)
In or Out-of-Network (N0 DeductibIe) ..........ccccouiiiiiiiiiiie e 100%
Maximum Benefit each Calendar YEar .........ccccuvviveiiiiiiiiiiiiiieiiieiieee e $200
Expenses Incurred beyond the maximum benefit will be covered under Major Medical Benefit.

Vision Benefit
Co-Payments (In- or Out-of-Network)
EXAM CO-PayMENT ...ttt e e e e e e e eraaa e e $ 15
MaterialsS CO-PaYMENL..........uviiiiiiiee e ciiiee e e e e e e e e e e e e a e e s etaa e e e eseeeeeennes $ 15
Materials Co-Payment includes lenses and/or frames or Medically Necessary contact lenses.

Eye Exam (once every 12 months)
Benefits payable after Exam Co-Payment
IN-NEIWOTK e e e e e s ee e e e e e ane 100%
OUL-OF-NEIWOIK ...t 100% up to $45
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Lenses (once every 12 months)

Benefits payable after Materials Co-Payment ...........ccccuiiiiiiiiiiiiiiiiiiieeeeeeeeeee e
INENEIWOTK L.ttt e et e e e e e s st b e e e e e e e e eeaeee s 100%
Out-of-Network — SiNgle ViSIiON .........ccccoiiiiiiiiiiii e 100% up to $45
Out-of-Network — Bifocal ViSION ...........ccoiiiiiiiiiiiiicccccccieeee e 100% up to $65
Out-of-Network — Trifocal VISION ..........ccciiiiiiiiiiiieaeanes 100% up to $85
Out-of-Network — Lenticular ViSiON ........cccccoeiiiiiuiiiiiiiiiiiiiiiiiiieeevesveesseeeeee 100% up to $125

Lens Options

Benefits payable after Materials Co-Payment
INENEIWOTK ..ot e e e e e e e e e e aeeas 100%
In-Network Lens Options available: anti-reflective, color, mirror or scratch coating; polarized,
tinted, photochromatic or UV protection lenses
(@01 2o ol NN = 111V o PRSP SPRRRPRR up to $5
Out-of-Network Lens Options available: tinted lenses

Progressive Lenses

IN=INEEWOTK ...ttt et ettt ettt et e et e e e e e e e eeeeaaeaaeaaaeaaaaaaaaaaaaaaaaaans 100%

(@ TU1 20 &l N = 111V o USRS up to $85
Polycarbonate Lenses for Children

IN=INEEWOTK ..ttt ettt ettt et ettt et et e e e e e eeaaaeaaaeaaaaaaaaaaaaaaaaaaaaaaaaaas 100%

OUE-OF-NEIWOTK ... Not Covered

Frames (once every 24 months)

Benefits payable after Materials Co-Payment
IN-NETWOTK ...ttt e e e e e e e eeaeees 100% up to $130 Retail Allowance
OUL-OF-NEIWOIK ...t e e e e e e e e e e 100% up to $47

Contact Lenses (once every 12 months)

Medically Necessary

INENEIWOTK Lt e et e e e e e s sttt e e e e e eeaaeeas 100%
OUL-OF-NEIWOIK ... e e e e e 100% up to $210
Benefit is payable for Exam and Materials (evaluation fee, fitting costs and materials)
Elective
Benefits payable after Materials Co-Payment
IN-NEEWOTK .. 100% up to $130
OUL-OF-NEIWOTK ... 100% up to $105

Benefit is payable for Exam and Materials (evaluation fee, fitting costs and materials)

Low Vision

Pre-authorization is required for In-Network Low Vision Benefits
Out-of-Network Low Vision Benefits are subject to post-authorization
Supplementary Testing/Evaluation

L NN TS ALY 100%
OUL-OF-NEIWOTK ... 100% up $125
Supplemental Care/MALEIIAIS ..........cooiii e
IN- OF OUE-Of-NETWOTK .vniieiii e e e e e e e e e 75% of Cost
Maximum Low Vision Benefit Every TWO YEarS ........ooooviiiiiiiiii e $1,000
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ARTICLE Il — ELIGIBILITY RULES

THE TRUSTEES OF THE PLAN HAVE THE AUTHORITY AND ALL
DISCRETION TO INTERPRET, CONSTRUE AND APPLY THE PROVISIONS
OF THE PLAN IN DETERMINING YOUR ELIGIBILITY FOR ENTITLEMENT
TO BENEFITS. BENEFITS UNDER THIS PLAN WILL BE PAID ONLY IF
THE PLAN ADMINISTRATOR DETERMINES THAT THE COVERED
PERSON IS ENTITLED TO THEM.

The following topics are discussed under this Article on Eligibility Rules:

2.01. Eligibility for Benefits 2.08. Effective Date of Dependents’

2.02. Initial Eligibility Coverage

2.03. Continuation of Eligibility 2.09. Eligibility for Retirees and Their

2.04. Termination of Eligibility Eligible Dependents

2.05. Reinstatement of Eligibility 2.10. COBRA - Continuation Coverage

2.06. Active Disabled Employees Hours 2.11. FMLA (Family and Medical Leave

Credit Act of 1993)

2.07. Dependents’ Eligibility Rules 2.12. USERRA (Uniformed Services
Employment and Reemployment
Rights Act

Section 2.01 — Eligibility for Benefits

All Employees working for a contributing Employer or Employers within the various
jurisdictions of the Plan shall be eligible to receive Benefits after meeting the following
eligibility requirements.

Section 2.02 — Initial Eligibility

An Employee who has worked at least 450 hours in a six month period or less shall
become initially eligible on the first day of the third month following the month in which the
450 hours has been accumulated.

Section 2.03 — Continuation of Eligibility

Once an Employee has satisfied the initial eligibility requirements as described in Section
2.02, he shall remain eligible for the duration of that Benefit Period. Thereafter, he shall
remain eligible as long as he had at least 450 hours in a six month work period or 1,000
hours in a 12 month work period for which contributions have been received as described
in the following table:
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Primary Eligibility Secondary Eligibility
Rule:Work at least 450 Rule:Work at least 1,000
hours in the following hours in the following
Work Periods Work Periods Benefit Period
August 1 — January 31 February 1 — January 31 April 1 — September 30
February 1 — July 31 August 1 — July 31 October 1 — March 31

Section 2.04 — Termination of Eligibility
A Participant’s, Retiree’s or Eligible Dependent’s eligibility for Benefits under the Plan will
terminate on the earliest of the following:

A. The first day of the Benefit Period following the work period in which the Employee’s
contribution hours fall below the minimum requirement for continuing eligibility (see
Section 2.03 — Continuation of Eligibility); or

B. The first day the Participant or Retiree works for an Employer whose contractual
obligation to contribute to the Fund was terminated (termination does not occur if
the Employer is negotiating for a new contract and making contributions to the
Fund); or

C. The day the Participant or Retiree works in cement masons or plasterers employment
in the geographic jurisdiction of the Fund for an Employer that does not have a
contractual obligation to contribute to the Fund; or

D. The last day of the month following the month in which the Local Union or collective
bargaining unit representing the Employee terminates its participation in the Fund
(for this purpose, a Local Union or other bargaining unit shall be considered
terminated as of the last day its Collective Bargaining Agreement requires Employer
contributions to the Fund); or

E. The first day of any month in which the Participant, Retiree or Eligible Dependent
does not make the full and appropriate self-payment contribution; or

F. The last day of the month during which the Participant or Retiree fails to meet the
Eligibility Rules or an Eligible Dependent fails to meet the definition of Eligible
Dependent in Section 9.11.

A temporary extension of the Plan Benefits to any Covered Person that loses coverage

under the Plan is offered as required by the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA). See Section 2.10 for details.
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Section 2.05 — Reinstatement of Eligibility
A Participant or Retiree whose eligibility terminates can become eligible again by meeting
the initial eligibility requirements stated in Section 2.02.

Section 2.06 — Active Disabled Employees Hours Credit

If any Covered Employee becomes Totally Disabled from a Sickness or accidental bodily
injury which prevents him from engaging in ANY occupation or employment for
compensation (wage) or profit, the Covered Employee will receive credit for 30 hours
worked per week for a maximum of 14 weeks provided that:

A. a claim form is submitted that certifies the dates of disability and which is signed
and dated by a Physician; and

B. a new form is submitted for each period and signed by the Physician certifying the
dates of continued disability; and

C. disabled Employees on Worker’'s Compensation must submit Proof of Compensation
and be unable to engage in any occupation or employment for wage or profit.

Section 2.07 — Dependents’ Eligibility Rules

The following dependents are eligible for coverage under this Plan, provided the Participant
through whom coverage attaches meets all of the requirements for his dependents to be
eligible:

A. The lawful spouse of the Covered Employee.

B. An unmarried natural or adopted child or stepchild of the Covered Employee, or
any other unmarried minor child (as qualified below), for whom the Covered
Employee has an obligation to support, as defined in Subsection B 3 below, who:

1. Is under the age of 19; or under the age of 23 if a full-time student, unless
the child is on a “Medically Necessary Leave of Absence”, as described in
Subsection F below; or Totally Disabled; and

2. Either has:

a. The same principal place of abode as the Covered Employee for
over one-half of the year and does not provide over one-half of his
own support for that year; or

b. Received over one-half of his support from the Covered Employee

for the year and is not a qualifying child as defined in IRC Section 152
of any other person for that year.
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3. For purposes of this paragraph, an obligation to support shall be established
if the child is:

a. A natural or adopted child of the Covered Employee and his legal
spouse (not legally separated or divorced); or

b. A natural child of the Covered Employee, if the parents of the child
have never been married to each other, but the Covered Employee is
required by a court order to acknowledge paternity and has a duty of
support for such child; or

C. A natural or adopted child of the Covered Employee if such child is
residing with the Covered Employee in a normal parent-child
relationship on a regular basis and the Covered Employee has legal
custody of such child; or

d. A stepchild of the Covered Employee living with the Participant and, if
the Covered Employee’s spouse has legal custody of the child or is
required by court order to support the child; or

e. Any other unmarried minor child if the child is residing with the Covered
Employee in a normal parent-child relationship and the Covered
Employee has been appointed by the court as legal guardian of such
child as well as been required to provide medical coverage for the
child.

4. The term “placed for adoption” means the assumption and retention by a
Participant of a legal obligation of a child in anticipation of the adoption of
the child prior to that child’s 18th birthday. The child’s placement with the
Participant ends upon the termination of such legal obligation.

A child for whom coverage must be provided because of a Qualified Medical Child
Support Order (“QMCSQO”). AQMCSO is a court order, decree or an administrative
order issued pursuant to a state procedure relating to child support that provides
for a child’'s coverage under the Plan. The Fund Office shall be delegated the
authority to determine if a National Medical Support Notice, issued by a state agency
pursuant to ERISA Section 609; 29 U.S.C. Section 1169 and the regulations
promulgated therefrom, constitutes a QMSCO. QMSCOs other than National
Medical Support Notices must contain specific information, must be submitted to
the Plan Administrator and must be approved by the Trustees to be qualified. The
Plan shall adopt written QMCSO qualification procedures and said procedures shall
be available from the Fund Office upon written request.
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An unmarried child over 19 years of age, if he is Totally Disabled because of a
qualifying physical handicap or mental retardation. To be considered a qualified
physical handicap or mental retardation under this definition, it must:

1. Occur before the child reaches age 19, and
2. Be certified by a Physician, and

3. Render the child incapable of self-sustaining employment as to make the
child dependent upon the parents for financial support and maintenance.

Initial proof of such disability and financial dependency must be furnished to the
Trustees within 31 days of the child’s reaching 19 years of age. Subsequent proofs
may be required by the Trustees after the child reaches age 21, but not more
frequently than annually.

For purposes of this Section 2.07, a full-time student is an unmarried natural or
adopted child, stepchild, or any other minor child as described above, who is at
least age 19, who has not attained age 23, who is a full-time student in high school
and has not yet graduated or at an accredited college, university, vocational-technical
school or trade school (collectively, “school”) and who meets one of the following
additional criteria, provided that the Covered Employee has an obligation to support
such child and provided further; that the student is not eligible for Benefits under
the Plan as a Covered Employee:

1. An undergraduate student enrolled in an institute of higher learning, taking a
minimum of 12 semester hours or the equivalent; or

2. Agraduate student enrolled in an institute of higher learning, taking a minimum
of nine semester hours or the equivalent; or

3. Attending a school with a minimum of 14 hours of classroom work per week
in an accredited school that is licensed in the community as one that gives
regular courses or instructions in a trade or profession and where the student
is studying to learn a trade or profession or to advance his knowledge in his
trade or profession.

4, Proof of enrollment in school must be submitted to the Plan. Coverage for a
dependent child whose coverage has been continued after the attainment of
his 19th birthday due to student status will automatically terminate at the
end of the month containing the last day of the school’s enroliment period,
or at the end of the month containing the child’s 23rd birthday, whichever is
earlier. Coverage may be continued beyond the last day of the month
containing the last day of the school’s enroliment period (but not beyond the
child’s 23rd birthday) as long as the student is able to provide proof of
enrollment for the next regular enrollment period.

19



For example, coverage for a college student who was enrolled and attending
school during a spring semester may be continued through the summer
provided that the student can provide proof of enroliment for the coming fall
semester. If such proof is not available prior to the date coverage would
otherwise terminate, coverage will be provided retroactively upon the Plan’s
receipt of the proof of enrollment.

In the case of an unmarried child under age 23 who is covered under the Plan due
to enrollment as a full-time student, as described in Section 2.07 B 1, immediately
before the first day of a “Medically Necessary Leave of Absence”, the Plan will not
terminate coverage of such child under the Plan due to such Medically Necessary
Leave of Absence before the date that is the earlier of:

1. The date that is one year after the first day of the Medically Necessary Leave
of Absence; or

2. The date on which such coverage would otherwise terminate under the terms
of the Plan.

This provision is subject to the Plan being in force at the time of the Medically
Necessary Leave of Absence and the receipt by the Plan of written certification by
a treating Physician of the child which states that the child is suffering from a serious
Sickness or injury and that the leave of absence (or other change of enrollment) is
Medically Necessary.

As used in this Section, the term “Medically Necessary Leave of Absence” means
a leave of absence of a full-time student as described in Section 2.07 E, or any
other change in enrollment of such child at the school, that:

a. Commences while such child is suffering from a serious Sickness or
injury;

b. Is Medically Necessary; and

C. Causes such child to lose full-time student status for purposes of

coverage under the terms of the Plan.

Section 2.08 — Effective Date of Dependents’ Coverage

A Covered Employee or Retiree must be eligible for Benefits for his dependents to be
eligible for coverage. Benefits for Eligible Dependents will become effective on the latest
of the following dates:

On the date the Covered Employee’s or Retiree’s Benefits become effective, or

On the date the Covered Employee or Retiree first acquires an Eligible Dependent.

20



If a Covered Employee or Retiree acquires a dependent while he is eligible for Benefits,
such dependent shall automatically become an Eligible Dependent. A Covered Employee
or Retiree must give notice to the Fund Office within 90 days of acquiring an Eligible
Dependent.

Coverage under this Plan is automatic upon your eligibility. However, by law, the Plan
must provide the following description of special enroliment rights to anyone who becomes
eligible for coverage: A Covered Employee and his Eligible Dependents may also enroll in
this Plan if they have coverage through Medicaid or a State Children’s Health Insurance
Program (CHIP) and they lose eligibility for that coverage. However, the Covered Employee
must request enrollment within 60 days after the Medicaid or CHIP coverage ends.

The Covered Employee and Eligible Dependents may also enroll in this Plan if they become
eligible for a premium assistance program through Medicaid or CHIP. However, the Covered
Employee must request enrollment within 60 days after they are determined to be eligible
for such assistance.

Section 2.09 — Eligibility for Retirees and Their Eligible Dependents

Retirees and their Eligible Dependents may be eligible for one of two Retiree Health Plans
— Retiree Plan A or Retiree Plan B — if the Retiree meets the eligibility requirements for
coverage set forth below.

A. If a Covered Employee satisfies Section 2.09 A 1 or a Retiree satisfies Section 2.09
A2, then the Covered Employee or Retiree is eligible for continuing self-pay Benefit
eligibility under Retiree Plan A of the Cement Masons and Plasterers Local 518
Health Care Fund. COBRA eligibility shall not be an approved transitional criterion
for Retiree eligibility.

1. A Covered Employee retires and is receiving benefits under the Kansas City
Cement Masons Pension Fund or the Local 561 Retirement Plan, has earned
at least 10 years of pension credit under the Kansas City Cement Masons
Pension Fund, the Indiana State Council Plasterers and Cement Masons
Pension Fund, the Omaha Construction Industry Pension Plan or the Local
561 Retirement Plan and has earned pension credit in each of the three
Plan Years preceding the effective date of Retiree coverage under this Plan.

2. A Retiree has an effective date of Retiree coverage under this Plan on or
prior to April 1, 2005.

B. If a Covered Employee retires and is receiving benefits under the Kansas City
Cement Masons Pension Fund, the Indiana State Council Plasterers and Cement
Masons Pension Fund, the Omaha Construction Industry Pension Plan or the Local
561 Retirement Plan, is at least 60 years of age and is eligible under the Cement
Masons and Plasterers Local 518 Health Care Fund on the date of retirement
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because of eligibility earned for employment with contributing Employer(s), the
Retiree will become eligible for continuing self-pay Benefit eligibility under Retiree
Plan B of the Cement Masons and Plasterers Local 518 Health Care Fund. COBRA
eligibility shall not be an approved transitional criterion for Retiree eligibility.

Retirees and their Eligible Dependents eligible for coverage under either Retiree
Plan A or Retiree Plan B shall have the coverage set forth in the Schedule of Benefits
as applicable to Retirees and their Eligible Dependents. There is no difference in
coverage between Retiree Plan A and Retiree Plan B. However, a higher self-
payment rate shall be applicable to Retiree Plan B.

Section 2.10 — COBRA Continuation Coverage

Federal law requires that sponsors of group health plans such as the Cement Masons and
Plasterers Local 518 Health Care Fund offer Covered Employees and their Eligible
Dependents a temporary extension of their health care coverage under the Plan, (called
“COBRA Continuation Coverage”) in exchange for self-contribution payments to the Plan.
The right to an extension of health care coverage was created by federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). Covered Employees
and their Eligible Dependents can become eligible for COBRA Continuation Coverage
when they would otherwise lose group health coverage.

A.

What is COBRA Continuation Coverage?

If a Covered Person loses health care coverage due to a reduction in hours,
termination of employment, or certain other events (called qualifying events), the
Covered Person has the right to elect to continue health care coverage by making
premium payments to the Plan.

1. COBRA Continuation Coverage will be offered to a Covered Employee if
coverage under the Plan ends for the following reasons:

a. The Covered Employee’s hours of employment are reduced, or

b. The Covered Employee is terminated from employment for any reason
other than the Covered Employee’s gross misconduct.

2. COBRA Continuation Coverage will be offered to the spouse of a Covered
Employee if coverage under the Plan ends for the following reasons:

a. The Covered Employee’s hours of employment are reduced,;

b. The Covered Employee is terminated from employment for any reason
other than the Covered Employee’s gross misconduct;

C. The Covered Employee dies;

d. The Covered Employee becomes enrolled in Medicare; or
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e. The Covered Employee and spouse become legally separated or
divorce.

COBRA Continuation Coverage will be offered to an Eligible Dependent child
if coverage under the Plan ends for the following reasons:

a. The Covered Employee’s hours of employment are reduced,;

b. The Covered Employee is terminated from employment for any reason
other than the Covered Employee’s gross misconduct;

C. The Covered Employee dies;
d. The Covered Employee becomes enrolled in Medicare;

e. The Covered Employee and spouse become legally separated or
divorce; or

f. The dependent child ceases to be an Eligible Dependent as defined
under the terms of the Plan.

B. How long will COBRA Continuation Coverage last?

1.

18 months

If the Covered Person loses coverage due to a reduction in the Covered
Employee’s hours, or due to the end of the Covered Employee’s employment,
COBRA Continuation Coverage is available for a maximum of up to 18
months.

29 months

If the Covered Person is disabled (as determined under Titles Il or XVI of the
Social Security Act) at the time his coverage would otherwise terminate
because of a reduction of hours or termination of employment, or who
becomes disabled during the initial 60 days of COBRA Continuation
Coverage, and the Fund Office has been notified in writing of the disability
prior to the expiration of the initial 18 month period of COBRA Continuation
Coverage, the Covered Person can receive up to an additional 11 months of
COBRA Continuation Coverage, for a maximum total of 29 months of COBRA
Continuation Coverage.

36 months

COBRA Continuation Coverage lasts up to 36 months if the Eligible
Dependent’s health care coverage ends due to:
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a. The Covered Employee and spouse become legally separated or

divorce;
b. The Covered Employee becomes enrolled in Medicare;
C. The Covered Employee dies; or
d. A dependent child ceases to be an Eligible Dependent as defined

under the terms of the Plan.

4. Second Qualifying Event

COBRA Continuation Coverage may also be extended for up to 36 months
if your family experiences another “qualifying event” while receiving COBRA
Continuation Coverage. If, while receiving COBRA Continuation Coverage,
one of the following qualifying events occurs, the Covered Person is eligible
for an extension of COBRA Continuation Coverage up to a maximum period
of 36 months:

a. The Covered Employee and spouse become legally separated or
divorce;

b. The Covered Employee becomes enrolled in Medicare;

C. The Covered Employee dies; or

d. A dependent child ceases to be an Eligible Dependent as defined

under the terms of the Plan.

Keeping the Fund Office Informed of Changes

In order to protect your family’s rights, the Fund Office should be informed of any
changes concerning your family. The Covered Person has the responsibility to
notify the Fund Office within 60 days of a divorce, legal separation or of a dependent
child’'s loss of Eligible Dependent status. Failure to keep the Fund Office informed
of these changes may affect your rights to COBRA Continuation Coverage.
While it is the responsibility of the Employer to notify the Fund Office of a reduction
in the Covered Employee’s hours, termination of employment, enroliment in Medicare
or Covered Employee’s death, the Covered Person should also notify the Fund
Office of the event in order to prevent a delay in the start of the COBRA Continuation
Coverage.

In the event the Covered Person becomes disabled during the initial 60 day COBRA
continuation period, it is the responsibility of the Covered Person to notify the Fund
Office of the determination of disability. Failure to notify the Fund Office of a
disability determination may affect your right to extend the COBRA
Continuation Coverage period due to disability.
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Electing to Continue Coverage

When the Fund Office is notified that coverage will end due to a qualifying event,
the Covered Person will be notified of their right to choose the COBRA Continuation
Coverage. The Fund Office will send a COBRA Election Notice containing
information on how to continue health care coverage and the applicable COBRA
premiums. The Covered Person will then have 60 days from the date on which
coverage under the Plan would otherwise terminate, or 60 days from receipt of the
Election Notice to elect the Continuation Coverage. If the Covered Person does
not elect the Continuation Coverage within the 60 day election period, coverage
under the Plan will end as of the date the coverage would have otherwise ended
without regard to the 60 day election period.

Each Eligible Dependent has an independent right to elect COBRA Continuation
Coverage. Parents may make the election on behalf of their Eligible Dependents.

If a Covered Employee or the spouse of a Covered Employee has a newborn child,
or adopts a child, or has a child placed with him for adoption during the COBRA
Continuation Coverage period, this child will be eligible for COBRA Continuation
Coverage. The Fund Office must be notified as soon as possible after the birth or
placement in order for the child to be added to the COBRA Continuation Coverage.

The COBRA Continuation Coverage offered by the Fund is the same coverage
provided under the Plan at the time of termination except for the Death and Accidental
Death and Dismemberment Benefits.

Payments

The amount of the COBRA Continuation Coverage premiums shall be determined
by the Trustees. For the first self-contribution payment for COBRA Continuation
Coverage, the Covered Employee will be given credit for the actual hours contributed
on the Covered Employee’s behalf during the six month Work Period covered under
the Eligibility Periods as set forth in Article 1l. After the first COBRA premium payment
is made, all subsequent payments shall be determined by the Trustees but no
deduction for hours shall be credited after the first payment is made.

After the Covered Person elects to receive COBRA Continuation Coverage, the
first premium must be made within 45 days of the election. Failure to make the
required premium payments within the initial 45 day period will result in the loss of
the COBRA Continuation Coverage.
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F. Termination of COBRA Continuation Coverage
COBRA Continuation Coverage will end if any of the following occur:

1. A required self-payment premium for COBRA Continuation Coverage is not
made on a timely basis;

2. The Covered Person becomes covered under another group health plan;
3. The Covered Person becomes entitled to Medicare;

4. The Fund no longer provides group health care coverage; or

5. The maximum number of months of COBRA Continuation Coverage has

been reached, as explained above.

Section 2.11 — FMLA (Family and Medical Leave Act of 1993)

Pursuant to the requirements of the Family and Medical Leave Act of 1993 (FMLA), as
amended, eligibility for Benefits shall be extended to Covered Persons if the Covered
Employee has been granted unpaid leave by an Employer pursuant to the FMLA and if the
Employer makes the required contributions to the Fund.

The FMLA requires the Employer to inform the Employee of his rights and obligations
under this law. Employees should contact the local Wage and Hour Division of the United
States Department of Labor with questions regarding the FMLA.

If the Covered Employee has been granted FMLA leave, the Employer must notify the
Fund Office no later than ten days after the FMLA leave begins to prevent a loss of eligibility.
The Employee may wish to notify the Fund Office when granted FMLA leave, but is not
required to do so. The Employer will be asked to complete some forms to verify eligibility
for Benefits while on leave. The Employer must pay for the extended eligibility before the
Fund will provide Benefits.

The Employer will be required to pay the cost of coverage, as determined by the Fund’s
Consultant, for each week of FMLA leave. The Employer must pay the cost of coverage
monthly, in advance.

The eligibility will not be extended during the FMLA leave if the Employer does not make

the required contributions to the Fund. The usual procedures of the Fund will be followed
if the Employer does not make timely contributions and a loss of eligibility will result.
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Section 2.12 — USERRA (Uniformed Services Employment and Reemployment Rights

A.

Act)

Effective Date

The Uniformed Services Employment and Reemployment Rights Act of 1994
(“USERRA”) was signed into law on October 13, 1994 to protect the eligibility of an
Employee and to offer contribution coverage to the Employee and his Eligible
Dependents after the Employee enters into military service.

Provisions

1.

Return to Work Coverage Guaranteed

USERRA requires an Employer or a multiemployer health care plan to protect
any Benefits an Employee has already earned up to the time an Employee
enters military service if he reapplies for work within prescribed time periods
after an honorable discharge.

The Employee’s eligibility status must be “frozen” when he enters military
service and must be fully restored when he reapplies for work with the same
Employer or in the case of a multiemployer plan, with any Employer who is
signatory to the Collective Bargaining Agreement.

When an Employee returns from service, no exclusion or waiting period
may be imposed in connection with the restoration of health care coverage
that would not otherwise apply if the Employee had not entered military
service.

Continuation of Coverage While in the Military

USERRA requires a group health care plan to offer identical health care
coverage up to 24 months to persons who have coverage in connection
with their employment but who are absent from such employment due to
military service. In effect, military service is treated as if it is a “qualifying
event” for COBRA Continuation Coverage purposes.

THE EMPLOYEE MUST NOTIFY THE FUND OFFICE IMMEDIATELY
WHEN HE KNOWS HE IS ENTERING MILITARY SERVICE.

If notification of the Fund Office is delayed for several months, the extension
of coverage for a maximum of 24 months begins with the initial date of entry
into military service and a retroactive payment to that date may be charged.
The Employee has an obligation to notify the Fund Office as soon as he
knows he is entering military service if he wishes to take advantage of
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contribution coverage. Failure to notify the Fund Office may be taken as an
indication that the Employee does not wish to purchase coverage for himself
or his Eligible Dependents.

3. Reemployment Requirements When Returning from Service

For service of less than 31 days, a service member must apply for
reemployment with a signatory Employer and submit the DD2-14 Form to
the Fund Office at the beginning of the next regular scheduled work period
on the first day after release from service with an honorable discharge, taking
into account safe transportation plus an eight hour rest period.

For military service of 31 days or more but less than 181 days, a service
member must file an application for reemployment with a signatory Employer
and submit the DD2-14 Form to the Fund Office within 14 days (calendar
days not work days) after his release from the service with an honorable
discharge.

For service over 181 days, a service member must file an application for
reemployment with a signatory Employer and submit the DD2-14 Form to
the Fund Office within 90 days after release from service with an honorable
discharge.

Section 2.13 — Extension of Benefits During Total Disability

When a Covered Person is Totally Disabled from a Sickness or accidental bodily injury
which prevents him from engaging in any occupation or employment for compensation
(wage) or profit at the time his coverage under the Plan terminates due to death, reduction
in hours worked (including certain leaves of absence) or termination of employment of a
Covered Employee, the Plan will extend Benefits beyond the date coverage otherwise
terminates, but only for the Sickness or injury causing the Total Disability. This coverage,
herein called Extended Benefits, is an alternative to COBRA Continuation Coverage,
discussed in Section 2.10 of the Plan.

Extended Benefits cover charges incurred up to 90 days from the date coverage in the
Plan otherwise terminates, but not beyond the date the Total Disability ends. There is no
cost to the Covered Person for Extended Benefits.

The Plan shall have the right to require proof of Total Disability (without expense to the
Plan) at least once every 30 days during any period of Extended Benefits provided under
this provision. Total Disability, as used herein, means the active Covered Employee’s
complete inability, due solely to Sickness or injury, to perform his regular and customary
work or the Eligible Dependent’'s complete inability, due solely to Sickness or injury, to
engage in the normal activities of a person of the same sex and age.
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ARTICLE Ill - DESCRIPTION OF BENEFITS

The Benefits listed in the table below are described in this Article. This table is only
intended to give you a brief summary of medical Benefits available. Please refer to the
Description of Benefits that begins immediately after the table to fully understand the
Benefit and any specific maximums or limitations.

Death, Accidental Death and Dismemberment, Drug Testing, Prescription Drug Card and
Vision Benefits are not summarized in this table. For complete information, please refer to
the appropriate Section within this Article.

NOT ALL BENEFITS ARE AVAILABLE TO ALL COVERED PERSONS.
PLEASE CONSULT THE SCHEDULE OF BENEFITS BEGINNING ON PAGE
11 TO DETERMINE IF YOU OR YOUR ELIGIBLE DEPENDENTS ARE
ELIGIBLE FOR ANY PARTICULAR BENEFIT.

Does your Do you need Does this
Coinsurance to meet your Benefit
amount help Deductible apply
meet your Amount towards
Out-of- before your
Out-of- Pocket receiving Lifetime
Description of Covered Benefit In-Network Network Maximum? Benefit? Maximum?
Major Medical Benefit 85% 75% Yes Yes Yes
Acupuncture Treatment Benefit 85% 75% Yes Yes Yes
See Benefit Description for up to $25 per visit and 15
Specific Limitations visits each Calendar Year
Alcohol and Drug Treatment 85% 75% Yes Yes Yes
Benefit
Chiropractic Treatment Benefit 85% 75% Yes Yes Yes
See Benefit Description for up to 1 visit per day and 30
Specific Limitations visits each Calendar Year
Dental Benefit 80% Yes No No
See Benefit Description for up to $750 maximum each
Specific Limitations Calendar Year
Diagnostic X-Ray and Lab Benefit 100% Yes Yes Yes
See Benefit Description for up to $100 maximum each
Specific Limitations Calendar Year
Emergency Room Service Benefit
Medical Emergency 90% Yes Yes Yes
All Other 85% 75% Yes * Yes

See Benefit Description for
Specific Limitations

*Benefits are payable after the Emergency Room Additional Deductible.

Maternity Benefit 85% 75% Yes Yes Yes
See Benefit Description for

Specific Limitations

Mental Health Benefit 85% 75% Yes Yes Yes

See Benefit Description for
Specific Limitations
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Does your Do you need Does this
Coinsurance to meet your Benefit
amount help Deductible apply

meet your Amount towards
Out-of- before your
Out-of- Pocket receiving Lifetime
Description of Covered Benefit In-Network Network  Maximum? Benefit? Maximum?
Organ or Tissue Transplant Benefit 85% 75% Yes Yes Yes
See Benefit Description for up to $100,000 Lifetime
Specific Limitations Maximum including $10,000
Maximum Donor Benefit
Out-Patient Surgery Benefit 85% 75% Yes Yes Yes
See Benefit Description for
Specific Limitations
Routine Physical Examination and 100% 0% No No Yes
Preventative Services Benefit up to $300 maximum
See Benefit Description for each Calendar Year

In-Network Expenses Incurred beyond maximum benefit and Out-of-Network
Expenses Incurred will be payable under Major Medical Benefit.

Second Surgical Opinion Benefit 100% No No Yes
See Benefit Description for

Specific Limitations

Specific Limitations

Supplemental Accident Expense 100% Yes No Yes
Benefit up to $100 maximum each

See Benefit Description for Calendar Year . -

Specific Limitations Expenses Incurred beyond the maximum benefit will be covered under

Major Medical Benefit.

Section 3.01 — Death Benefit
(Covered Employee and Retiree Only - 24 hour coverage)

Upon the death of a Covered Employee or Retiree on or off the job (24 hour coverage) the
Plan will pay the Benefit amount stated in the Schedule of Benefits to the Beneficiary
designated by such Covered Employee or Retiree. If the Covered Employee or Retiree
designates more than one Beneficiary without specifying their respective shares, the Death
Benefit will be paid in equal shares. If at the time of death of any Covered Employee or
Retiree there is no surviving designated Beneficiary, the amount of the Death Benefit shall
be payable in a lump sum to the estate of the deceased Covered Employee or Retiree, or
at the option of the Trustees, to the surviving person or persons in the first of the following
successive Beneficiaries which survive the deceased Covered Employee or Retiree:

A. Legal spouse;

B Child or children (in equal shares);

C. Parents (in equal shares);

D Brothers and sisters (in equal shares).
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A Covered Employee or Retiree may designate a new Beneficiary at any time by filing a
written request for such change, with the Fund Office.

The designated Beneficiary may disclaim the Death Benefit by completing a disclaimer
approved by the Board of Trustees and submitting same to the Fund Office not later than
12 months after the death of the Covered Employee or Retiree. The designated Beneficiary
will be deemed to have predeceased the Covered Employee or Retiree and such Benefit
will be paid as provided above as though the Covered Employee or Retiree died without
designating a Beneficiary.

Section 3.02 — Accidental Death & Dismemberment Benefit
(Covered Employee and Retiree Only - 24 hour coverage)

When bodily injury on or off the job (24 hour coverage) shall result in any of the following
losses within 90 days after the date of Accident, the Plan will pay the amount stated in the
Schedule of Benefits in accordance with the following chart:

Loss of: Benefit:

Both Hands or Both Feet Full amount
Entire Sight of Both Eyes Full amount
One Hand and One Foot Full amount
One Hand or One Foot and Entire Sight of One Eye Full amount
One Hand or One Foot % Full amount
Entire Sight of One Eye % Full amount

“Loss” as used in this part with reference to hand or foot means complete severance
through or above the wrist or ankle joint, and with reference to eye means the irrecoverable
loss of the entire sight thereof. Benefits provided herein will not be paid for more than one
of the losses (the greatest) sustained by the Covered Employee or Retiree as the result of
any one Accident.

Benefits will not be payable for any loss caused by:

A. Injuries as a result of combat, war or act of war.

B. Aircraft, except when the Covered Employee or Retiree is a passenger in a licensed
aircraft (other than chartered aircraft) operated by a licensed pilot on a regularly

scheduled passenger flight offered between specified airports by a licensed
passenger carrier.
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Section 3.03 — Drug Testing Benefit

(Covered Employee Only)

If a Covered Employee incurs expense for a drug test, the Plan will pay Benefits as set
forth in the Schedule of Benefits. The Benefit shall NOT be subject to the Deductible
Amount and shall be limited to one test per 12 month period.

Section 3.04 — Major Medical Benefit

Major Medical Benefits are payable at the applicable co-payment rate for Expenses Incurred
by the Covered Person as a result of injury or Sickness, which are in excess of the Deductible
Amount, as stated in the Schedule of Benefits. Total payment for all Expenses Incurred
shall not exceed the Major Medical maximum payment. The Major Medical Deductible
Amount and Lifetime Maximum Benefit shall be as stated in the Schedule of Benefits.

A. Deductible Amount

The Deductible Amount, as stated in the Schedule of Benefits, is applied only once
each calendar year for each Covered Person. Any covered charges applied toward
the Deductible Amount in the last 90 days of a calendar year may be applied to the
following calendar year.

B. Major Medical Expenses Covered

Medical expenses included under the Plan shall be payable according to the
Schedule of Benefits for the Usual, Customary and Reasonable Charges outlined
below for necessary medical care and services which are ordered and prescribed
by a legally qualified Physician.

1. Charges made by a Hospital (as defined at Section 9.19); semi-private room
only. In addition to Hospital room and board, the following miscellaneous
Hospital expenses are included:

a.

b.

Meals and special diet;
General nursing services;
Use of operating room, including cystoscopic room and cast room;

Anesthetic charges, whether administered by an authorized outside
anesthetist or an employee of the Hospital,

Blood transfusions, including administration and blood typing;
Whole blood and blood plasma;

Oxygen,;
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All drugs, except those excluded under other Sections of the Plan,
regardless of whether listed in the U.S. Pharmacopoeia, as long as
they have to do with the cure and treatment of the patient;
Laboratory services;

X-ray examinations, use of radium and radioactive substances;
Basal metabolism examinations;

Electrocardiogram,;

Electroencephalograms;

Physical therapy;

Dressing and casts;

X-ray and radiation treatments;

Special braces, ambulatory appliances and prosthetic appliances; and

Local ambulance service

Charges made by a registered graduate/licensed practical nurse for private
duty service, but the nurse may not be related to the family of the person
being treated.

Charges for the following:

a.

By a Hospital or licensed ambulance service for necessary local
transportation to and from a Hospital,

X-ray and lab services;
Anesthesia;
Administration and cost of blood or plasma,;

Prescription drugs and medicines dispensed by a licensed Physician;
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Licensed physiotherapist, including Speech and Occupational Therapy.
The terms Physical, Speech and Occupational Therapist shall mean:

)

Physical Therapist & Speech Therapist

Services of a licensed Physical Therapist and Speech Therapist
if Medically Necessary and is not treatment of a learning
disorder, language disorder, remedial reading or special
education or the result of developmental delays.

Occupational Therapist

Services of an Occupational Therapist are limited to 120 days
and only when ordered in connection with the following
conditions: cerebral vascular accident, brain injuries, spinal
injuries, amputations or loss of vision;

The purchase or rental of appliances and therapeutic equipment that
meet the definition of Durable Medical Equipment as stated in Section
9.09. Such items include but are not limited to: braces, oxygen,
Hospital type bed, artificial respirator, wheel chair. The cost of these
items shall be limited to an amount determined by the Trustees;

Initial placement of lenses required because of cataract surgery;

Services for cosmetic and reconstructive surgery:

)

ii)

For injuries received while the Covered Person was eligible
under the Plan.

As a result of surgery for which Benefits are paid under the
Plan.

For reconstruction of a breast on which a mastectomy has been
performed, for surgery and reconstruction of the non-diseased
breast to produce a symmetrical appearance, or for coverage
for prostheses and physical complications of all stages of
mastectomy (including lymphedemas) in a manner determined
in consultation with the attending Physician and the patient;
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Charges for dental services rendered by a Physician or dentist for
treatment of an accidental injury to the jaws, sound natural teeth,
mouth or face which occurred on or after the patient’s eligibility date.
Treatment must begin no later than 180 days following the date of the
injury. Benefits will be paid on the same basis as any other Accident.
However, Expenses Incurred as a result of chewing or biting will not
be considered an Accident. Expenses Incurred that are covered under
Major Medical will not be considered under Dental Benefits.

Expenses Incurred for In-Network routine physical examinations and
preventative services and supplies above the Routine Physical
Examination and Preventative Services Benefit calendar year
Maximum (not subject to Deductible).

Expenses Incurred for Out-of-Network routine physical examinations
and preventative services and supplies.

Section 3.05 — Acupuncture Treatment Benefit
Benefits shall be considered according to the Schedule of Benefits for acupuncture
treatment when performed by a professional who is licensed.

A. Limitations

The Acupuncture Treatment Benefit shall be limited to a maximum of $25 per visit with a
maximum of 15 visits per calendar year.

Section 3.06 — Alcohol and Drug Treatment Benefit

Eligible expenses for in-patient and out-patient alcohol and drug treatment shall be
considered according to the Schedule of Benefits and subject to all provisions and conditions
as outlined under the Major Medical Benefit.

Section 3.07 — Chiropractic Treatment Benefit

When a Covered Person is treated by a chiropractor, Benefits for all related services,
supplies and procedures wi