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DEAR PARTICIPANT:

This restated Plan document and Summary Plan péscri(“SPD”) has been established for you under
collective bargaining agreements between the Iatemmal Brotherhood of Electrical Workers Locabéd
the San Francisco Electrical Contractors Associatioc. It describes your health, group life, ditity and
other benefits, the requirements for Plan eligiilclaims and appeals procedures, and other iraupbort
information. You must read this SPD carefully talarstand your benefits. It is effective for thwerage
period beginning February 1, 2014.

This document is subject to, and does not modifptarpret, the insurance policies and contractaden
the Plan and the Plan’s insurers and providersua.cSeparate booklets describing the benefiterumuk of
the Plan’s Health Maintenance Organizations orratigired benefit are available to you free of ghear
upon request. The supplemental booklets, whicltreated as a part of this Plan, describe benefits,
eligibility, claims and review procedures, and othmatters.

You must inform the Plan Office of any change imyaddress, marital or domestic partnership statds
the status of any of your Dependents, and provigaequested information pertinent to the admiatsin
of the Plan. Failure to do so may result in theslof benefits or coverage.

If you must pay for any of your coverage by makingnthly payments, be sure you understand the rules
regarding Monthly Coverage Payments. Failure loviothese rules may cause a loss of eligibility.

The Plan is administered subject to the termsef&an Francisco Electrical Workers Health & Welfare
Trust, and we have the authority and discretionterpret, construe and apply the Plan’s terms,deuille
all issues of eligibility and benefits that arigeder the Plan.

To assist with day-to-day administration, we hawechthe Electrical Industry Service Bureau (“EI$B”
EISB may respond informally to your oral questiadhgugh_oral responses do not bind us or the Ridn a
cannot be relied on in any dispute concerning yaumefits.

Plan rules and benefits change from time to tivieur Plan benefits are not vested, and may be mditad
or changed at any time and on very short noticeu May also be required to make new or additional
contributions for benefits provided by the Plan.

If you are about to retire, you must apply for Mede to receive full benefits because enrollment fo
Medicare benefits is not automatic. Medicare R&d free of charge and provides hospital beneftest B
provides supplemental insurance for a monthly puemiand Part C provides HMO benefits. Medicard Par
D provides prescription drug benefits, but you $tawt enroll in Medicare Part D. This Plan cooates
retiree benefits with Medicare and assumes yoearered under Medicare Parts A and B, or Part C if
applicable._If you do not enroll in Medicare s@myou are eligible, the Plan wilbt cover the portion of
your expense that Medicare would have paid. Sepas as soon as you are eligible for Medicargggle
enroll and notify the Plan Office immediately.

Sincerely, Board of Trustees
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SAN FRANCISCO ELECTRICAL WORKERS HEALTH & WELFARE T RUST

This is the San Francisco Electrical Workers HedltiWelfare Trust, as maintained
pursuant to a Collective Bargaining Agreement aretl@ration of Trust negotiated by the
International Brotherhood of Electrical Workers,chab 6 and the San Francisco Electrical
Contractors Association, Inc. This document coutsts both the Plan’s plan document and its
summary plan description. You should review tlosuiment to understand your rights under the
Plan.

|. DEFINITIONS

The following terms have the meaning set forth Welanless the defined meaning is
plainly inapplicable.

Active Coverage means coverage provided to an Active Employee, amyg other
coverage that is expressly treated as Active Cgeera

Active Employee means an Employee who has satisfied the initiadibgity
requirements of Section 3.2 and continues to lgghédi under Sections 3.3 or 3.4.

Blue Shieldmeans Blue Shield of California, an independent bemof the Blue Shield
Association.

Blue Shield HMO means the HMO made available to Participants uAdicle IX that
is maintained by Blue Shield.

Board means the Board of Trustees of the trust estaalisimder the Trust Agreement.

Child, with respect to an Employemeans the Employee’s, or the Employee’s Spouse’s,
natural child, stepchild, legally adopted childstier child, or other child for whom the Employee
or the Spouse has been appointed legal guardia required to provide dependent coverage
pursuant to a QMCSO under Section 5.3; provided,gver, that any such individual shall be so
treated only through the month in which the indiiatattains age 26.

COBRA Coverage means a Covered Individual’s continuation of Ptawerage under
the Consolidated Omnibus Budget Reconciliation éfc1985 as generally provided in Article
VILI.

Collective Bargaining Agreementmeans any collective bargaining agreement entered
into by Local 6 and SFECA that provides for conitibns to the Plan’s trust, as it may be
amended from time to time. (See Appendix A foisadf the Collective Bargaining Agreements
in effect as of the Effective Date.)

Contribution Agreement means an Employer’s agreement to contribute td’the that
is made with either (i) Local 6, under a CollectBargaining Agreement (including through
SFECA) or letter of assent thereto (for examples thside Wire Collective Bargaining
Agreement), (ii) the Board, under a subscriptiomeagient or substantially similar written
agreement, or (iii) the Reciprocal Agreement. (Bependix A for a list of the Contribution
Agreements in effect as of the Effective Date.)

Covered Chargemeans a charge described in Section 8.8.

Covered Employmentmeans service as an Employee, any Military Serdeszribed in
Section 6.8, and any Qualified Trustee Service,videx, however, that any service as a
responsible management employee (RME) and respemadmnagement official (RMO) shall be
excluded.



Covered Individual means any Participant or covered Dependent.

Custodial Care means treatment, services or confinement that doelcendered safely
and reasonably by a person not medically skillew] which are designed mainly to help the
patient with activities of daily life, including psonal care, homemaking services, moving the
patient, acting as companion or sitter and supegyisedication that can ordinarily be self-
administered.

Dependentmeans an Employee’s Spouse and any Child.

Domestic Partner means a Participant’s spousal equivalent undeidahs of a state,
county, city or other municipality, and for whom aificial certification of registration of
domestic partnership has been submitted to the®fee. In order to effectuate enroliment of
a Domestic Partner, the Plan Office must receivpr@of of Domestic Partner status in the form
of an official certification of registration of darstic partnership and (ii) either (a) an “affidavit
of dependency” for tax purposes or (b) advancettange of at least six months of taxes that the
Plan Office determines are due on any additiongbuited federal taxable income to the
Participant, including the Employer’s portion ofchutaxes. The Plan shall treat the effective
date of a Participant’s domestic partnership aswfere the date of marriage. (See, for example
the Special Enrollment provisions of Section 6.4jol also applies to Domestic Partners.) The
term “divorce” or “dissolution” in this Plan is deed to include the legal termination of a
domestic partnership.

Effective Datemeans February 1, 2014.

EISB means the Electrical Industry Service Bureau, ihe entity engaged by the Board
to serve as the Plan’s contract administrator &yt-day Plan administration.

Employee means an individual performing work requiring cdnitions to the Plan
under a Contribution Agreement.

Employer means an employer that is obligated to contributethe Plan under a
Contribution Agreement.

ERISA means the Employee Retirement Income Security At9d4, as amended.
ESRD means end-stage renal disease.

Experimental or Not Generally Acceptedmeans, subject to the exceptions described
below, and regardless of any claimed therapeutigeya&xperimental or investigational, limited
to research by the FDA, the American Medical Assiben (Diagnostic and Therapeutic
Technology Assessment) or the Office of Medical Wggtion of Research of the National
Institute of Health Office of Technology Associatjoor is not generally accepted by specialists
in that particular field of medicine, as determirmgdthe Plan’s medical review consultant and/or
an independent medical reviewer. If a treatmerg hat been addressed by one of the
organizations listed in the preceding sentence, Rlen may determine if a treatment is
Experimental or Not Generally Accepted based onatihgce of its medical review department
and/or an independent medical reviewer or othericaééxperts. For this purpose, “Generally
Accepted” means treatment or service that (i) hesnbaccepted as the standard of practice
according to the prevailing opinion among expedsshown by (or in) articles published in
authoritative, peer-reviewed medical and scientiferature, (ii) is in general use in the medical
community and (iii) is not under continued scidntifesting or research as a therapy for the
particular injury or sickness which is the subjeftcthe claim.



Exception 1: Certain FDA Approved Drugs Prescribft Unapproved Purposes.
Coverage is provided for an FDA-approved drug thaised to treat a life threatening
condition for which the FDA has not approved theigd use, if the drug has been
recognized for treatment of that condition by thmekican Medical Association Drug
Evaluations, the American Hospital Formulary Sesvigrug Information or the United
States Pharmacopeia Dispensing Information, Volumé&rug Information for the
Health Care Professional.” “Life-threatening,” fitis purpose, means either (or both)
diseases or conditions where the likelihood of ldaathigh unless the course of the
disease is interrupted, and diseases or conditatimspotentially fatal outcomes, where
the end point of clinical intervention is survival.

Exception 2: Certain Suspected Physical Causesutistic Symptoms. Coverage is
provided for alternative treatment of a conditiamsected of playing a role in the
expression of symptoms of autism, limited to $3,p@0 calendar year. This treatment is
considered experimental, and not an essential héaltefit within the meaning of the
Affordable Care Act of 2010 (*ACA”), and therefocan be subject to an annual benefit
maximum. The alternative treatments currentlyudet

(1) vitamin supplementation therapy;
2 oral secretin therapy;

(3) chelation;

4) hyperbaric oxygen therapy;

(5) cranio-sacral therapy;

(6) fibroblast growth factor therapy;
(7) live cell and stem cell therapy;
(8) anti-fungal therapy;

9) antibiotic therapy; and

(10) naltexone therapy.

FDA means the U.S. Food and Drug Administration.
HIPAA means the Health Insurance Portability and Accdailitta Act of 1996.

HMO means, in the general context, a health maintenamganization and, in the
specific context, either or both the Blue Shield @Mr the Kaiser HMO.

Hospital means an institution that:

€) is primarily engaged in providing, by or undlee supervision of Physicians, in-
patient diagnostic and therapeutic services forioa¢dliagnosis, treatment and
care of injured, disabled or sick persons, or rétaton of injured, disabled or
sick persons;

(b) maintains clinical records on all patients;
(c) has bylaws in effect with respect to its stdfPhysicians;
(d) has a requirement that every patient be urigecare of a Physician;



(e) provides 24-hour nursing service rendered opestised by a registered
professional nurse;

® has in effect a hospital utilization review pja

(9) is licensed pursuant to any state or agenayhefstate responsible for licensing
hospitals; and

(h) has accreditation under one of the programsthef Joint Commission on
Accreditation of Hospitals. The term does not idewan institution, or that part of
an institution, used mainly for nursing care, remte, convalescent care, care of
the aged, Custodial Care or educational services.

Hour Bank means the system of accounting, as described atio8e3.1, for a
Participant’s monthly hours of Covered Employmemd aorresponding Employer contributions
received for those work hours for purposes of deitging eligibility for Plan coverage.

IBEW means the International Brotherhood of Electricalriérs.

Illness means a bodily disorder, infection or diseasduding all related symptoms and
recurrent conditions resulting from the same causes

Injury means physical harm sustained to the body asitket desult of an accident,
affected solely through external means, and akteel symptoms and recurrent conditions
resulting from the same accident.

Kaiser HMO means the HMO made available to Participants uidecle 1X that is
maintained by Kaiser Foundation Health Plan, Inc.

Local 6 means the International Brotherhood of Electritalrkers, Local 6.
Medically Necessarymeans that the treatment must be, lsledlical Necessityrefers to
a treatment that is, ordered by a Physician or IQteeredited Provider to diagnose or treat an
Injury or lliness, and be:
(a) generally recognized as effective and essetdisthe treatment of the Injury or
lliness for which it is ordered;
(b) appropriate for the symptoms and consistertt thié diagnosis; and

(c) the appropriate level of care, and which (iprevided in the most appropriate
setting, based on the diagnosis and condition,c@ild not have been omitted
without an adverse effect on the Covered Individuebndition or the quality of
medical care, (iii) is based on generally recoghiaad accepted standards of
medical practice in the United States, and (iv)agher:

(2) Experimental or Not Generally Accepted or pritlyalimited to research
in its application to the Injury or lliness;

(2) primarily for scholastic, educational, vocatbor developmental training;

3) primarily for the comfort, convenience or adisirative ease of the
Covered Individual, Physician or Other Accreditedyider or member of

his or her family or caretaker; nor
(4)  Custodial Care.



The Plan may rely on its medical review departnagr/or an independent medical reviewer to
determine if treatment is Medically Necessary. Tdwt that a Physician orders treatment is not,
by itself, sufficient to make it Medically Necesgar

Medicare means the benefits provided under Title XVIII dfet Social Security
Amendments of 1965.

Monthly Coverage Paymentmeans a monthly payment that a Covered Individuadt
make to the Plan in order to maintain coverageforonth.

NECA means the National Electrical Contractors Assammtincorporated.

Other Accredited Provider means a Physician’s assistant, nurse practitiomelryife or
nurse midwife, who provides medical care within slsepe of a license or certificate.

Participant means an Employee, Retiree or other individual whoovered under the
Plan on the basis of their Covered Employment onéy Covered Employment.

Pension Planmeans the Northern California Electrical Workerasten Plan.

Physician means a duly licensed Doctor of Medicine (M.D.)Bwctor of Osteopathy
(D.O.) authorized to perform medical or surgicalveses within the lawful scope of his or her
practice, and any other health care provider hasgimgstantially equivalent status under state
law.

Plan means this San Francisco Electrical Workers HealMelfare Plan.

Plan Office means the administrative office of the Plan, whglkurrently managed by
EISB.

Preventive Care means items or services required to be coveredowitcost-sharing
(copayment or coinsurance charges) when deliveyeahbn-network provider. (See Section 8.8
for examples.) A comprehensive list can be found : at
www.HealthCare.gov/center/regulations/preventianlhand additional information regarding
the U.S. Preventive Services Task Force recommesdedces receiving grades A or B is
located atvww.uspreventiveservicestaskforce.org

Qualified Trustee Servicemeans those hours of Covered Employment (not teexk
seven per day) under the Employee’s typical wotkedale that were not performed by the
hourly Employee due to service after May 31, 2d®a Trustee. Such hours shall be treated
under this definition as if they were performed.

Reasonable and Customaryneans falling within the common range of feeselilby a
majority of health care providers for a coveredgedure in a given geographic region, or which
is justified based on the complexity or the seyarittreatment for a specific case, as determined
from time to time by the Board. For this purpdsegion” means a county or greater area that is
necessary to obtain a representative cross-seatithre usual charges made. The Plan applies a
widely-used claims data base at th& @@rcentile to determine Reasonable and Custortizay (
is, the charge may not exceed the amounts norrobdyged by 90% of the Physicians in the
data base in a particular geographical area).

Reciprocal Agreementmeans the Electrical Industry Health and Welfareipecal
Agreement, effective as of 1996, as it may be ameénidom time to time by vote of the
participating plans throughout the United Staté€heck with the Plan Office for any recent
changes to the Reciprocal Agreement.)



Retiree means an IBEW member in good standing who formeblyt no longer,
performs services in the electrical industry.

Self-Funded PPOmeans the coverage option describing benefits gaettly by the
Plan’s trust, as set forth in Article VIII.

SFECA means the San Francisco Electrical Contractorsdaison, Inc.

Spousemeans an Employee’s legal spouse under State flamc@ignized by federal law)
or Domestic Partner.

Trust Agreement means the trust agreement establishing the thadti¢ maintained
under this Plan, as it may be amended from tintarte.

Trustee means any member of the Board.
II. OVERVIEW AND ADMINISTRATION

2.1 Establishment and Continuation. The Plan was originally effective as of June
1, 1953, has been amended frequently, and contimaer this amended restatement effective as
of the Effective Date. The Plan is maintained floe exclusive benefit of Participants, their
Dependents and beneficiaries, and shall conforthawequirements of ERISA.

2.2 Board Composition. The Plan is administered by a board of six tes&nd two
alternate trustees. An even number of Trusteesedeeted each by SFECA and by Local 6. The
current Trustees are listed in Appendix D. ThesTrdigreement permits alternate Trustees to
attend all meetings and take action when a redulsstee is not available.

2.3  Board Responsibilities. The Board has many powers and functions, inctudin
investing the Plan’s assets, interpreting Plan igrons, amending the Plan, deciding policy
guestions, determining benefit program optioag.(insured or self-funded, HMO or PPO) and
contracting with service providers such as conatgtaauditors, attorneys and investment
managers. The Board is the named fiduciary ofPla@ with the sole authority to control and
manage the Plan’s administration. The Board is@ited to interpret the Plan, and only its
authorized agents (such as EISB) may otherwiseoadts behalf. The Board has the sole
ultimate discretionary authority to determine ditiiy for benefits, adopt and apply such rules
of administration as it deems appropriate, and tcoeshe terms of the Plan and other related
documents. Neither an individual Trustee, Locala6local 6 representative, SFECA, an
Employer, nor any Employer representative, is aigkd to interpret the Plan or act on behalf of
the Board. The rules, interpretations, computatiemd actions of the Board shall be binding and
conclusive on all persons. To the extent a peis@uthorized to interpret the terms of the Plan
under the claim and appeal procedures, such psersdhhave the authority under this section.

2.4  Plan Office Responsibilities.The Board has hired EISB to carry out the day-to-
day tasks of administering the Plan. EISB maydmacted at:

EISB
720 Market Street, Suite 700
San Francisco, California 94102-2509

Tel:  (415) 263-3670
Fax: (415) 263-3672

The Board has granted EISB and Blue Shield limdetretionary authority to decide your
initial claim for benefits (but not any subsequappeal) with respect to eligibility and PPO

9



claims under the claim and appeal procedures okeAg C. In all other cases, EISB applies
the plain terms of the document and does not esediscretion.

2.5 Employer Contributions. Monthly Employer contributions are made to thanPI
for the hours you work in Covered Employment aesathat are set in your Employer’s
Contribution Agreement. For example, the hours yauk in January generate contributions
from your Employer that are received (if timelyghain February, and which are then credited to
your Hour Bank effective March 1. Each monthly kdoution made by your Employer is
accompanied by a transmittal report containingrmggtion (names, SSNs, hours workett;)
that supports the amount of the contribution. Pren Office checks the Employer’s transmittal
report for mathematical accuracy and notifies thapByer if there is any error in the
Employer's computations requiring correction.  Sapa from Employer contributions,
contributions may also paid into the Plan pursuarthe reciprocity rules described in Section
3.5.

IF YOU BELIEVE YOUR EMPLOYER IS NOT CONTRIBUTING TH E FULL
AMOUNT IT OWES . ..

PLEASE NOTIFY THE LOCAL 6 OFFICE AND PLAN OFFICE IMEDIATELY.

2.6 Plan Amendment and Termination. The Board expressly reserves the right to
amend or terminate the Plan, in whole or in parang time. For example, the Board may:

(2) terminate or amend either the amount or cooitf any benefit even though
such termination or amendment might affect clainat have already accrued;

(2) change the minimum number of hours requiregdaar Hour Bank to provide
coverage for a calendar month;

3) alter or postpone the method of payment oftasmefit;
(4) merge the Plan with other plans, includingttia@sfer of assets; or
(5) terminate any HMO or insurance company.

The authority to make any such changes to the Riats solely with the Board. Any such
amendment or termination of the Plan shall be niiyde resolution adopted by the Board and be
consistent with the terms of the Trust Agreeme¥ibu will be notified if there are important
amendments to the Plan. Before you decide tcergtou may want to contact the Plan Office to
determine if there have been Plan amendments a&r atlbvelopments that may affect your
retirement plans.

2.7  Benefits Conditioned on Availability of Funds. Plan Benefits can be paid only
to the extent that the Plan has adequate fundsydfqr the benefits. No Employer has any
liability, directly or indirectly, to provide Plarbenefits beyond the obligation to make
contributions under its Contribution Agreementmigrly, neither the Board nor any individual
Trustee, nor any other person, has any liabilitypéy Plan benefits should the Plan become
depleted of funds.
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2.8  Special Exclusion for Fraud. No payments will be made by the Plan for benefits
obtained through fraud including, but not limitex] the coverage of any individual who was
fraudulently represented to the Plan to be thedfaaiht's Dependent. Any Covered Individual,
or any other person, who assisted with, or bertefitem, the fraudulent conduct is liable to the
Plan for repayment of any benefits improperly pagda result of the fraud. If the Covered
Individual has any outstanding liability for fraddotly paid benefits, no assignment may be
made of any rights to benefits to a service pravimeother person until all fraudulently paid
benefits have been repaid in full. If fraudulenggid benefits are not repaid in full, any
purported assignment of benefits may be disregangiétie Plan, and payment of benefits by the
Plan under a purported assignment is not a waivethe right of the Plan to refuse to
acknowledge other purported assignments. If aaydulently paid benefits have not been
repaid when a Covered Individual incurs Coveredr@és such Covered Individual shall pay all
charges directly and file a claim for credit agae®mounts owed the Plan in lieu of benefits, until
the entire amount owed the Plan has been creditgzhid. Any individual who purposefully
defrauds the Plan may face criminal prosecutioaddition to any civil action taken by the Plan
for repayment of improperly paid benefits.

2.9 Information_You Must Provide the Plan. For the Plan to provide you the
benefits to which you are entitled, you must previdcertain information, as described in this
section.

(@8 Change in Dependent Statugeep your enrollment form updated by adding a
new Spouse or Child with any required proof, sushaa marriage or Domestic Partner
registration certificate, birth certificate or légaloption papers. You must also notify the Plan
Office if a Dependent ceases to qualify as a Depetndor example, due to divorce, death or the
attainment of age 26.

(b)  Change in BeneficiaryBe sure to complete a beneficiary form for the payin
of the Plan’s death benefit (see Section 10.4), leeep it current so that family members or
others who should be paid your benefits will bedpaithout unnecessary delay. If you are
married, benefits are automatically paid to youo&® unless he or she signs a notarized
consent to the designation of some other benefici@onsider submitting a new beneficiary
designation form if there is a major change in ybig circumstance, such as a marriage or
divorce.

(c) Address ChangeBe sure to keep the Plan Office advised of any géan your
address. Even if you leave the electrical industryocal 6 you may continue to receive Plan
information about potential future benefits.

2.10 HIPAA Privacy

€) Background. The Plan’s use and disclosure of health informaisogoverned by
HIPAA and the Health Information Technology for Bomic and Clinical Health Act of 2009
(“HITECH”).  Protected health information (“PHI")h&t is transmitted electronically is
“Electronic PHI.” The Plan is a “Hybrid Entity” aer HIPAA because it provides health
benefits and non-health benefits. The rules af $kction apply only to health benefits.

(b) Use and Disclosure of PHI. The Plan (including EISB) will use PHI and
Electronic PHI only to the extent, and in accoradamgth, the uses and disclosures related to
health care treatment, payment for health carehaaith care operations, and as required by law
and permitted by authorization. “Payment” involv@kn activities to obtain premiums or
determine or fulfill coverage or benefit responigiilels including, but not limited to, eligibility
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determinations, enrollment, coordination of bemsefilaims adjudication, subrogation, employee
contributions, risk adjusting, billing, collectidimcluding reports to consumer reporting agencies
related to collection), claims management and edlakata processing, obtaining payment under
a reinsurance contract, reviews of medical neggssére or charges, and utilization review.
“Health care operations” include, but are not leditto, quality assessment, population-based
activities to improve health or reduce health @argts, protocol development, case management,
care coordination, disease management, commumcetgarding treatment alternatives, rating
providers, rating plan performance, accreditataamtification, licensing, credentialing activities,
underwriting, premium rating, creation, renewal mplacement of insurance including
reinsurance, stop-loss and excess loss insuranedicah reviews, obtaining legal or auditing
services, fraud and abuse detection, business iptanmdevelopment and management,
compliance with HIPAA administrative simplificatiprcustomer service, internal grievance
resolution and compliance with ERISA (including paeation of required documents such as
Forms 5500). The Plan (including EISB) will disséoPHI to the Board only pursuant to an
authorization or for Plan administration after ipt®f a certification from the Board that this
document contains these provisions. Any Truste¢ does not comply with these provisions
will receive appropriate sanctions. With respedPH| and Electronic PHI, the Board agrees to:

* not use or further disclose the information otliantas permitted or required by the Plan
document or law;

» ensure that any agents, including EISB, to whomBbard provides PHI and Electronic
PHI agree to these restrictions and conditions;

* not use or disclose the information for employmmtéted actions or decisions unless the
use or disclosure is pursuant to an authorization;

* not use or disclose the information in connectiathvany other benefit or employee
benefit plan unless the use or disclosure is patsgean authorization;

* report to the Plan any use or disclosure of thermétion that the Board is aware of and
that is inconsistent with the allowable uses asdldsures;

* make PHI and Electronic PHI available to the indiaal, for amendment, or for an
accounting of non-routine disclosures in accordamite the requirements of HIPAA and
HITECH,;

* incorporate amendments to PHI and Electronic PHhdésordance with HIPAA and
HITECH,;

* report to affected individuals a breach of unsedurEll;

* make internal practices, books, and records rgdbrthe use and disclosure of PHI and
Electronic PHI received from the Plan availablehe Secretary of Health and Human
Services for the purpose of determining the Placosnpliance with HIPAA and
HITECH,;

» ensure that the adequate separation between theaRththe Boardi.g., the firewall)
required by 45 CFR 8504(f)(2)(iii) is establishedn

» if feasible, return or destroy all PHI and Elecimo®HI received from the Plan (or
copies) when the information is no longer needéahiot feasible, limit further use or
disclosure to the purposes that make the retudestruction infeasible.
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The Board further agrees that if it creates, rexgiwaintains, or transmits any Electronic PHI
(other than information disclosed pursuant to anesigauthorization that complies with the
requirements of 45 CFR 8164.508, which are notesulip these restrictions) on behalf of the
Plan, it will:

* implement administrative, physical, and technicafeguards that reasonably and
appropriately protect the confidentiality, integriend availability of the Electronic PHI
that it creates, receives, maintains, or transamtbehalf of the Plan;

» ensure that the firewall required by 45 CFR 85@2f{)ii) is supported by reasonable and
appropriate security measures;

* ensure that any agent, including a subcontractomwhiom it provides Electronic PHI
agrees to implement reasonable and appropriaterigecueasures to protect the
information; and

» appropriately address any security incident of Whidecomes aware.

1. EMPLOYEE ELIGIBILITY
3.1 Hour Bank

(@  General Rules. When you begin work in Covered Employment, the Rialh
begin to maintain an Hour Bank on your behalf whigh be credited (increased) for each hour
of Covered Employment you earn, and for which dbaotions are actually paid to the Plan’s
trust, based upon the contribution rate of the €xiNe Bargaining Agreement. An hour of
Covered Employment worked in a particular calendanth will be credited on the first day of
the second succeeding month in which the month waked; for example, hours worked in
June will be credited effective the following Auguds (See also Section 2.5.) Your Hour Bank
may build up to a maximum of 1,000 hours, and amyrtio be credited that would cause your
Hour Bank balance to exceed 1,000 will not be ¢eedi For each month that you are provided
coverage under Sections 3.2 and 3.3, your Hour Baltlbe charged (reduced) by 120 hours.
You may not purchase Hour Bank credits by makirdividual contributions to the Plan. The
Hour Banks are not individual bank accounts; theytain no money, have no monetary value,
and are entirely subject to the provisions of ttemP

(b)  Adjustment for Nonstandard Contribution Raté.your Employer’s contribution
rate is different from the Collective Bargaining r&Rgment contribution rate, the credit to your
Hour Bank under subsection (a) may be multipliedabgercentage that results from dividing
your Employer’s contribution rate by the CollectBargaining Agreement contribution rate, and
then adjusted further for differences in work weekenefit level.

(c) Cancelation of Hour Bank Balance

1) Inactivity. If 12 consecutive months pass withdwving earned any
Covered Employment, the balance in your Hour Baiklwe canceled. Any future
participation in the Plan as a covered Employed wiuire you to reestablish
eligibility under Section 3.2.

(2) Employment with a Noncontributing Employer. |If ypecome employed
by an employer in the electrical industry that cidmites to no IBEW-sponsored
health and welfare plan (including, for example, Bmployer that ceases to be
obligated under a Contribution Agreement), the fadain your Hour Bank will be
immediately canceled.
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(d) Reduction or Elimination of Hour Bank Balance byaBbAction. The existence
of an Hour Bank balance reflects your right to reeduture coverage under the Plan’s existing
terms. Because the Board may, in its sole dismretieduce, extend or terminate your Hour
Bank at any time by written notice to you, your H&ank balance provides no vested right to
future coverage under the Plan.

3.2 Hours Required for Initial Coverage. To qualify for initial coverage under the
Plan, or to re-establish coverage following caneataof your Hour Bank, you must have
accumulated (or re-accumulated) an Hour Bank cieadldnce under Section 3.1 of at least 300
hours prior to a cancelation of your Hour Bank artdalance in Section 3.1(c)(1). Coverage
will be effective on the first day of the secondntiofollowing the month in which you satisfy
the 300 hour requirement. For example, if you begorking (or return to work) in January
2013 and accumulate 300 hours by the end of Mabdl3,2your coverage will become effective
May 1, 2013.

3.3  Hours Required to Maintain_Coverage. Once you become eligible under
Section 3.2 and, subject to the early terminatibyoor coverage under Section 6.6, you will be
covered for a later calendar month if your Hour Baontains a credit balance of at least 120
hours as of the first day of such month (taking iatcount hours credited on that day). Except
as provided in Section 3.4 (regarding delinquemtrioutions) and 3.6 (regarding disability), no
coverage will be provided for any portion of a calar month if your Hour Bank as of the first
day of that month does not contain a credit balariee least 120 hours.

3.4 Limited Coverage Rule for Delinquent Contributions. If hours of Covered
Employment fail to be credited to your Hour Banlcénase your Employer failed to remit the
contributions timely (or at all), and if such fa#uwould result in the loss of your coverage under
the Plan, you will be provided up to two monthscolrerage (regardless of your Hour Bank
balance) if the Plan Office reasonably determies$ your Employer’s delinquency would have
resulted in your loss of coverage. If paymentdast months of lapsed coverage is received by
the Plan Office, retroactive coverage will be pd®d to the extent the applicable insurer allows.

35 Reciprocity

(@) General Rules.To maintain your Hour Bank balance (and therefaralify for
coverage under the Plan), you may apply to havéribotions that have been made to another
IBEW-NECA sponsored health and welfare plan on ybaours worked (the “Participating
Fund”) transferred to this Plan and treated as @alveEmployment in accordance with
procedures set forth in the Reciprocal Agreeméfdur application must designate this Plan as
your “Home Plan,” and you must (i) register on tBkectronic Reciprocal Transfer System
(“ERTS”), (ii) present a valid photo identificatiat the Plan Office, the Participating Fund or an
assisting IBEW local union, (iii) agree to be boumdyour electronic signature on ERTS and
(iv) agree to the transfers in such manner as #w@pRocal Agreement and the Plan may require.
The effective date of the transfer is the first ddythe month in which you have properly
registered on ERTS and met the Home Plan eligihiétjuirements described in subsection (b).
The Reciprocal Agreement provides that, upon aggro¥ your application, contributions will
be transferred to the Plan to the extent of theelesf (i) the amount provided in the current
Collective Bargaining Agreement or (ii) the amoprvided in the current collective bargaining
agreement of the Participating Fund. If the CdiecBargaining Agreement’s contribution rate
is greater than the rate in the Participating Fsirabllective bargaining agreement, your credit
will be adjusted under Section 3.1(b).
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Exception You will receive full credit if you are workinig another Participating Fund’s
jurisdiction under a portability agreement evethd contribution rate of the Participating
Fund is lower than this Plan’s contribution rate.

(b) Home Plan Designation.You may designate this Plan as your Home Plan if
either (i) you are a member of Local 6 and havenkedgible for benefits under this Plan at any
time during the past six years or (ii) you are anber of another local union that is party to the
Reciprocal Agreement and you (A) are currentlyiblegfor benefits under this Plan, (B) have
not been eligible for benefits under your localams health and welfare plan at any time during
the past six years and (C) establish your intemetorn to work under Local 6’s jurisdiction as
soon as work is available.

(c) Terminating Reciprocity. Your approved application under subsection (d) wi
remain in effect until you execute and submit asaten of the transfer as required by ERTS.
Further information regarding this cessation proceds available from the Plan Office.

3.6 No-Cost Disability and Reduced-Cost COBRA Covage

(@) Disability Defined. For purposes of this section, you are disablg@d you are
unable to perform the duties of your regular octiopa covered under the applicable
Contribution Agreement and (ii) your disability haentinued for a period of 30 days. A
disability is treated as a continuation of a preegdlisability unless it arises from a different or
unrelated cause or it is separated by at least thenths of continuous Covered Employment.

(b) No-Cost Coverage for Up to Six Months.you become disabled while covered
as an Active Employee, your coverage will, upoructn of your Hour Bank below 120 hours,
be continued at no cost to you. This no-cost agemwill cease after six months or, if earlier,
either at the end of the month in which you ceasket disabled or after you have been covered
for the number of months as you were covered addaive Employee during the 12-month
period preceding the run out of your Hour Bank cage. If you have less than 7 months of
coverage as an Active Employee during the 12-mpetiod preceding the run out of your Hour
Bank coverage, Reduced-Cost COBRA Coverage desdcnibsubsection (c) below will not be
available. You may, however, continue coveragéhatstandard COBRA Monthly Coverage
Payment amount described in Article VII.

(c) Reduced-Cost COBRA Coverage for Up to Another Sintihd. After your no-
cost disability coverage under subsection (a) nae@, you must elect COBRA Coverage under
the rules of Article VII in order to continue Planverage. If you continue to be disabled as you
begin COBRA Coverage and you have more than 6 rsasftisoverage as an Active Employee
during the 12-month period preceding the run ouyair Hour Bank coverage, your COBRA
Monthly Coverage Payment will be reduced (to the@amh described in Appendix B) for up to
the first six months of COBRA Coverage. This restitcost COBRA Coverage will end earlier
if you cease to be disabled, or once the numbegoof combined months of no-cost disability
coverage and reduced cost disability coverage sdbalnumber of months you were covered as
an Active Employee during the 12-month period imraedy before your no-cost disability
coverage began. Once reduced-cost COBRA Coverags, ggou may continue COBRA
Coverage at the standard COBRA Monthly Coveragenay amount described in Article VII.

(d)  Three Month Recovery Extensionf you cease to be disabled while covered
under subsections (a) or (c), and you promptlystegifor employment under the Collective
Bargaining Agreement, you may pay, for up to threenths, the same Monthly Coverage
Payment that you paid for your most recent montbookrage (either zero for no-cost coverage,
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or the reduced-cost COBRA Monthly Coverage Paymenti your Hour Bank is sufficient to
provide coverage, provided such coverage doesxten@ beyond the earlier of 12 months or the
number of months you were covered during the 12tmperiod immediately before your no-
cost disability coverage began.

(e) Establishing Disability CoverageEvidence of your disability must be submitted
to the Plan Office in the form of a written ceutdtion of continuing disability by your attending
Physician, along with ai\pplication for Disability Coverage.The Board may designate a
Physician or other medical provider to make theahiigy determination, and may place
additional restrictions on disability coverage. u¥@pplication must be submitted no later than
90 days from the last day of your last month oferage provided by your Hour Bank.

Example: The provisions of this section are illustratedhia following example:

Participant P began coverage as an Active Emplaye@ctober 2012. He becomes
seriously ill and ceases work on March 8, 2013, wine has 300 hours in his Hour Bank.
He continues to be covered through May 2013 bygu40 hours from his Hour Bank.

P then receives no-cost disability coverage fromeJ2013 through November 2013. P,
still recovering from his iliness, elects reducedtc COBRA Coverage beginning

December 2013. This reduced-cost coverage isalaito P only for December 2013
and January 2014 (two months) because his combiokedst and reduced-cost disability
coverage will have then lasted 8 months, the sanmber of months he was covered
before his no-cost disability coverage began (CGatoB012 through May 2013).

Beginning in February 2014, P must pay the full G@BMonthly Coverage Payment to

maintain coverage. However, P recovers in earlychl2014 and then returns to work
with sufficient hours to provide coverage in Mayl20 He continues to pay his full

COBRA Monthly Coverage Payment in March and Ap@l2.

Had P returned to work or registered for employmaemder the Collective Bargaining
Agreement in October 2013, he would still quahty reduced-cost disability coverage
through January 2014 (or, if earlier, until heestablishes eligibility from hours worked)
under the 3-month rule, even though he has reedvieom this disability.

IV. RETIREE ELIGIBILITY
4.1 Reqular Retiree Eligibility

(@8  General Rule.If you are a Retiree, you may commence coveragerutng Plan
as a Regular Retiree if you have attained age62,Rlan is your Home Plan for retirement
purposes, and you satisfy at least one of theviatig three rules immediately preceding your
first month of coverage as a Regular Retiree:

1) Non-Continuous Coverage Rule. You have receiveiivAcoverage for
at least two periods of 12-consecutive months ¢tlmahot overlap during the most
recent 60 months, and you have had Active Covediage

(A) atleast 120 of the most recent 180 months;

(B) at least 150 of the most recent 240 months yand have retired
under the Pension Plan; or

(C) atleast 300 months and you have retired utidePension Plan.

(2) Continuous Coverage Rule. You have been coatisly receiving Active
Coverage since the date you began work in the redatctindustry (disregarding
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months you did not receive Active Coverage as altred a reduced work schedule
pursuant to a written agreement between the bargpparties.

3) Apprentice Rule. You are an enrolled apprentic a San Francisco
Electrical Industry Apprenticeship program.

For purposes of this subsection, any Plan-subsidperiod of coverage for disability under
Section 3.6 will be treated as Active Coverageaddition, any month of COBRA coverage you
receive before you retire under an IBEW qualifiedrement plan (including a defined benefit or
defined contribution plan) and while you are regjietl on Local 6’s out-of-work list will be
treated as Active Coverage.

(b) Home Plan. This Plan is your home plan for retirement purpasesreceived
more Employer contributions (measured in dollarghwespect to your Covered Employment
than the separate health and welfare plan sponsgré8EW Local 595. For purposes of this
section, Active Coverage includes participationtie Electrical Workers Area Health and
Welfare Plan (the “Area Plan,” which was a predsoe$o this Plan that terminated on February
1, 1998). Contributions previously paid to the ArBéan with respect to your Covered
Employment will be allocated to the plan in whoseisdiction your hours of Covered
Employment were earned.

(c) Effective Date of CoverageA Regular Retiree becomes eligible for Retiree
coverage effective as of the first of the monthdi@wing submission of a completed application
for enroliment, except that Regular Retiree covenadl not begin until the Retiree’s Hour Bank
balance is insufficient to support further coveragel any existing No-Cost Disability or
Reduced Cost COBRA coverage under Section 3.6 dws éxhausted.

4.2 Disabled Retiree Eligibility

(&  General Rule.If you are under age 62 and have become totallyp@nchanently
disabled while you are receiving Active Coverageeagistered on the Union’s “Out of Work”
list, you may continue coverage as a Disabled &eiit

(2) your Hour Bank balance is insufficient to paeifurther coverage;

(2) you are no longer eligible for No-Cost Disatyilior Reduced Cost
COBRA coverage under Section 3.6;

3) you have received Active Coverage for at 162§ of the last 180 months
and at least two periods of 12-consecutive montias o not overlap
during the 60 months immediately preceding the ddtenset of your
disability; and

4) you submit proof of total and permanent diggbil

(b) Totally and Permanently DisabledYou are totally and permanently disabled if
you are unable to engage in any substantial gaindtivity due to a medically determinable
physical or mental impairment that has lasted orlwa expected to last for a continuous period
of at least twelve months, or can be expected galtrén death. The impairment must be so
severe as to prevent you not only from engagingour usual work but, considering your age,
education, previous training and work experientgy §om engaging in any substantial gainful
work which exists in significant numbers in theicggin which you live. You must be under the
care of a Physician and have been awarded a pent@noeial Security disability benefit under
Title 1l of the Social Security Act. Proof that yacontinue to qualify for Social Security
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disability benefits and that a Physician considers to continue to be totally and permanently
disabled will be required from time to time by tRn. A Social Security disability award will
constitute a presumption that you are permanemitlytatally disabled; provided, however, that
the presumption may be rebutted by other pertifests. If you fail to furnish proof, or if you
refuse to be examined by a Physician (designatddoaid for by the Plan), the presumption of
disability will no longer apply, and you will be esidered no longer totally and permanently
disabled for purposes of this section.

(c) Effective Date of CoverageA Disabled Retiree becomes eligible for Retiree
coverage under the rules described in Sectionrélatihg to Regular Retirees), except that up to
12 months (or such lesser period that would be reavdy the benefit option in which the
Disabled Retiree is enrolled) of retroactive cogeranay be credited to a Disabled Retiree who
(i) submits his or her application within 60 daysm the date of receipt of a Social Security
disability award notice and (ii) makes retroactimenthly payments for such coverage to the
date of disability up to twelve (12) months (or Isuesser period that would be covered by the
benefit option in which the Disabled Retiree isatled). Disabled Retiree coverage ends on the
last day of the month in which the Disabled Retiattains age 65 or ceases to be totally and
permanently disabled.

4.3 Early Retiree Eligibility

(@  General Rule.If you have attained age 55, have commenced yasi@e under
the Pension Plan, and have satisfied the Reguld@reRe&equirements of Section 4.1(a) as of the
date you became a Retiree (except that you haveetaattained age 62), you may maintain
coverage in the Plan as an Early Retiree.

(b) Timing of Early Retiree ApplicationYour application for Early Retiree coverage
must be received by the Plan Office no later tham &0 day following the later of your
retirement or the last day of the month for whicdverage has been provided from your Hour
Bank. If you do not submit a timely applicatiorr t6arly Retiree coverage, your Early Retiree
coverage will be permanently forfeited.

(c) Early Retiree Participation Required if Regular Ret Service Insufficient.In
general, you must participate in the Plan as aiyHRetiree if you have not earned sufficient
service to qualify for future participation undexc8on 4.1(a)(1) as a Regular Retiree (assuming
a retirement date of age 62). If you do not camiparticipation, then your coverage under the
Plan will end permanently (unless you re-enter Cadé&mployment).

Example: After 25 years of service, you retireyonr 58" birthday and, because of your
Hour Bank, you maintain Active Coverage through mhenth that is one month before
your 59" birthday, at which time your Hour Bank balancesrauit. Because your Hour
Bank balance runs out one month before yout Bigthday, you will be unable to satisfy
the requirement in Section 4.1(a)(1) that you beeoed as an Active Employee for at
least two non-overlapping 12-consecutive month qolsrias of your birthday.
Therefore, you must continue coverage as an Eatyde, and pay the required monthly
premium, or you will permanently forfeit coverageder the Plan.

(d) Early Retiree Participation Not Required if RegulBetiree Sufficient. If you
have earned sufficient service to qualify for fetyrarticipation under Section 4.1(a)(1) as a
Regular Retiree (assuming a retirement date of62yeyou are not required to participate as an
Early Retiree in order to participate as a RegReatiree when you attain age 62. However, if
you do not participate in the Plan as of the estridate you may participate as an Early Retiree

18



(generally, immediately after your Hour Bank is anbkted), you may not participate as an Early
Retiree, and you must wait to participate as a RedRetiree at age 62. If you do not submit an
application for Early Retiree benefits by the deslldescribed in subsection (b), you will be
deemed to have waived participation as an Earlyré&tthough you may later apply for
coverage as a Regular Retiree.

Example: Assume the same facts in the examplailisestion (c), except that you
maintain coverage as an Active Employee throughntioath that includes your 59
birthday, at which time your Hour Bank balance rung. Because your Hour Bank
balance runs out after you attained age 59, youb&ibble to satisfy the requirements in
Section 4.1(a)(1) that you be covered as an AcHweployee for at least two non-
overlapping 12-consecutive month periods as of y@#if birthday. Assuming you
satisfy the other requirements of that section, ymay continue coverage as an Early
Retiree and pay the required monthly Early Retipgemium, or you may decline
coverage as an Early Retiree and re-commence ge/@sa Regular Retiree beginning
at age 62.

(e)  Special Rule for Non-Inside Wire Electrical Worker& Participant who works
under a Contribution Agreement that does not regaontributions to the Pension Plan (for
example, Material Handlers, IBEW Pacific Coast, &®bidential Wire agreements) need not
satisfy the condition in subsection (a) that basefnder the Pension Plan commence in order to
qualify for Early Retiree coverage under this smttiprovided that the Participant’s service
would have supported a pension under the ruleshefRension Plan if the service were
recognized by the Pension Plan.

® Effective Date of CoverageAn Early Retiree must commence coverage on the
later of (i) the first day of the month followingd last month that coverage is available either
from the Retiree’s Hour Bank or on the basis of Retiree’s No-Cost Disability or Reduced
Cost COBRA coverage or (ii) the first day of the ntio following the month in which the
Retiree commences his benefit under the Pension Pla

4.4 Retiree Monthly Coverage Payments

@) General Rules.Early Retirees, Disabled Retirees, and Regularésgtimust pay

a Monthly Coverage Payment in order to maintainecage. The Monthly Coverage Payment
schedules are included in Appendix B. GenerallpnNly Coverage Payments are adjusted
annually on February 1 based on the percentageases to the Plan following contract renewals
with the various Plan insurers. Regular Retireentfity Coverage Payments will vary
depending upon whether you satisfied the servigairements in the period before attaining age
62 as described in Section 4.3. Depending on yetirement status, Monthly Coverage
Payments can be quite expensive, so you may wargview the Monthly Coverage Payment
schedule or contact the Plan Office before makingryretirement plans. The Board may
change, at any time and for any reason, the anafuhe Monthly Coverage Payment.

(b) Making Retiree Monthly Coverage PaymenfA Retiree’s Monthly Coverage
Payment for a month is due by thé"iday of the month preceding the month of coveraigeat (
is, you must pay early). Be sure to make timelynpents, because failure to pay your Monthly
Coverage Payments on time may result in cancelafi@overage without right of reinstatement,
and in the case of Early Retirees, the permaneftitiore of your Early Retiree coverage and
future participation as a Regular Retiree at ageudfess you satisfy the service requirement
under 4.1(a)(1). At your request, your Early ReirMonthly Coverage Payment may be
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deducted from your monthly Pension Plan benefibnt@ct the Plan Office for the form that
authorizes the deduction from your pension check.

45 Medicare

€)) Overview. Medicare is the health insurance program for peagke 65 or older,

certain people with disabilities who are under &§e and individuals with permanent kidney
failure. Medicare Part A is hospital insurance,dare Part B is insurance for physician
services, out-patient care, durable medical equipjrteome health services and other medical
services, Medicare Part C is a private insuranogrpm called Medicare Advantage (which
generally allows HMOs to cover Medicare-eligiblelividuals at a lower cost to the HMO), and
Medicare Part D is insurance for pharmacy benefliiedicare Part A is primarily financed by
payroll taxes, while Parts B, C and D are finanpedharily by premiums paid by those who
choose to enroll. For enroliment and eligibilitfarmation, call Social Security at (800) 772-
1213 and check the Internetratdicare.gov Generally, if you are receiving Active Coverage,
you are not required to enroll in Medicare in orttecontinue to participate in the Plan. If you
are a Retiree and wish to continue to participatéhe Plan, you must enroll in Medicare, as
explained in subsection (b), and you may select anthe three benefit options described in
Section 6.1.

(b) Retirees in Self —Funded Plan Must Enroll in Paftsand B. If you are a
Medicare-eligible Retiree who is enrolled in thdf$@inded PPO, you must enroll in Medicare
Parts A and B. The Plan will pay your medical miaion the assumption that you have full
Medicare coverage under Parts A and B, regardiestether you have actually enrolled for the
full coverage. So, failing to enroll in Medicarar® A and B will result in you having to pay
substantially higher out-of-pocket costs for healine services. The same rule applies for your
Medicare-eligible Dependent. Out-of-pocket changssilting from failure to enroll in Medicare
Parts A and B will not apply towards your maximualendar year out-of-pocket limit under
Section 8.5(d).

(c) Retirees in HMO Must Enroll in Part CIf you are a Medicare-eligible Retiree
who is enrolled in the Kaiser HMO, you must enmolijour HMO’s Medicare Part C program as
soon as you are eligible. If you do not enrolluyaill pay the difference between the regular
(non-Part C) premium charged the Plan by the HM@rahe significantly lower Part C
premium that the Plan would have been charged eyHiO. Blue Shield does not have a
comparable Part C Plan. If you are enrolled inBhe Shield HMO at the time you become
eligible for Medicare, you will be transferred teet Self-Funded PPO unless you choose to be
enrolled in the Kaiser Senior Advantage Plan.

(d) Part D Prescription Drug Program — Retirees ShodN®T Enroll. Medicare-
eligible Retirees are eligible for a prescriptiaug program under Medicare Part D. However,
Retirees covered under the Self-Funded PPO or a® Hive also covered under the Plan’s
separate prescription drug plan. The Plan’s pigsan drug benefit provides better coverage at
less cost than the Medicare Part D program. Ag lag you are covered under the Plan’s
prescription drug plan, you are considered to Haxveditable coverage,” which means that, if at
some later date you choose to enroll in Medicame Payou will not be charged a penalty for
delayed enrollment. Therefore, you should NOT kEnnoMedicare Part D. If you enroll in
Medicare Part D outside of the Plan, you and yowpdhdents will immediately and
automatically lose all major medical coverage uritlerPlani(e., either the Self-Funded PPO or
one of the two HMOSs), though your dental and visgupplemental coverage will not be
affected. You will not be allowed to re-enroll ame of the Plan’s medical programs until the
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next open enrollment period, and then only if yoavéd terminated your Medicare Part D
coverage. While the Plan advises you NOT to emnd\ledicare Part D, you still must enroll in
both Medicare Parts A and B to receive full coveragthe Plan.

4.6  Supplemental Benefits Available Even if No Majo Medical Coverage.
Covered Individuals who are enrolled in Medicarthéo than Part D) and not enrolled in one of
the three benefit options described in Sectionnéal elect to receive solely the supplemental
benefits described in Article X.

4.7 Suspension/Cancelation of Retiree Benefits

(@) Prohibited Employment Causes Suspension or Canaelaf Coverage.If you

are a covered Retiree, your coverage under thevdlabe suspended for any month that your
benefit under the Pension Plan is suspended (otdwmave been suspended, if your Pension
Plan benefit has not yet commenced or you worketkua Collective Bargaining Agreement
that does not require contributions to the PenBiam) because you engage in what is (or would
be, if your Pension Plan benefit has not yet conaménprohibited employment by returning to
work in the electrical industry. Whether employmes prohibited employment shall be
determined by the Board by applying the standaetsf@th in the Pension Plan, and the
determination is subject to all of the procedutdés of the Pension Plan. If you return to work
in prohibited employment for a non-contributing doyer as a Retiree, your coverage under the
Plan will be terminated permanently, and you witféit all future coverage under the Plan
based on your past service (including as a Redr#diree). You will also be obligated to
reimburse the Plan for any benefits paid on youyaur family’s behalf during any period of
such prohibited employment. Refer to the Pensian’® summary plan description for further
information about prohibited employment, or conthet Plan Office for further information.

(b) Returning to Covered Employment May Reestablisivé\Cloverage

(1) Suspended Pension Plan Benefits. If you amwowered Retiree who
returns to Covered Employment and reestablishggh#ily under Section 3.3, then
you will cease participation as a Retiree and mwoence participation as an Active
Employee.

(A) Early Retiree Participation Required.If you have not earned
sufficient service to qualify for future participat under Section 4.1(a)(1), as
a Regular Retiree (assuming a retirement date efé®) and you become
eligible for Active Coverage based on your work tsuyou will not be
required to continue to pay Early Retiree Monthiyv€rage Payments under
Section 4.4 unless you subsequently retire pricage 62. In that event, you
will be required to make continuous Early Retireeorithly Coverage
Payments when Active Coverage ends in order toifgualr Regular Retiree
Coverage.

(B) Early Retiree Participation Not Required if Regul&tetiree
Sufficient. If you have earned sufficient service to qualffyr future
participation under Section 4.1(a)(1) as a ReglRatiree (assuming a
retirement date of age 62), you are not requiredn&ke continuous Early
Retiree Monthly Coverage Payments when Active Cayerends in order to
participate as a Regular Retiree when you attainG®y However, failure to
do so will waive any rights to continue coveragaadarly Retiree.
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(2) Non-Suspended Pension Plan Benefits. If yeuaacovered Retiree who
returns to Covered Employment and your Pension Bérefits are not suspended
because you work fewer than 40 hours per monthe thél be no change to your
coverage as a Retiree, nor will there be a reiastant of an Hour Bank for Active
Coverage.

V. DEPENDENT ELIGIBILITY

5.1 Dependent Coverage All Dependents of a Participant are eligible fovemge
under the Plan subject to the rules of this artidteu must notify the Plan Office immediately if
any individual ceases to be your Dependent. Indiad updated enrollment information,
including proof of the continued existence of Degeamt status, must be furnished to the Plan
Office from time to time as requested. Your Depa1ié coverage may be suspended if required
information has not been submitted to the Pland®ffi

5.2 Dependent Coverage upon Death of ParticipantUpon a Participant’s death,
the Participant’s surviving Dependents will congnio be covered until the Participant’'s Hour
Bank (if any) has been exhausted. If the Partigiplgees while a Regular or Disabled Retiree, the
Participant’s Dependents will remain eligible fdaf coverage after the Participant’s death. If
the Participant died before becoming a Regular malled Retiree, then the Participant’s
Dependents will be eligible for coverage if thetRgrant would have met the requirements for
Regular Retiree coverage contained in Section delermined without regard to the age 62
requirement. The surviving Dependents (as a faomiy) must pay Retiree Monthly Coverage
Payments as described in Section 4.4, though tleedBmay establish a separate premium level
for surviving Dependents. Coverage of a survivBigouse will cease upon the Spouse’s
remarriage.

5.3  Qualified Medical Child Support Orders. The Plan will extend benefits to a
Participant’s non-custodial child, as required by aqualified medical child support order
(“QMCSOQ”) under ERISA 8609(a), including a Nationdedical Support Notice described in
ERISA Regulation §2590.609-2. The Plan has prom=dior determining whether an order
gualifies as a QMCSO, which any Covered Individtaal obtain from the Plan Office.

54 Establishing Tax Dependent Status.Generally, only Dependents who qualify
under the Internal Revenue Code as a spouse aef@endent may be covered under the Plan
without the coverage being taxable to the Partidipar federal income tax purposes. You may
be required by the Plan to prove or certify ini@ald continuing tax dependent status for any
individual you enroll as a Dependent.

55 Imputed Income for Certain Dependents.

@ Imputed Income if Plan Provides Coverage of Nonddelent. In general, the
value of health coverage provided to a spouse od cf a Participant is not taxable to the
Participant (or to the spouse or other dependedtjless your Domestic Partner can be treated
by the Plan as your spouse or dependent underatheode, the value of any employer-paid
coverage provided to your Domestic Partner will tieated as taxable income to you and
reported on your Form W-2. This income is oftefemed to as “imputed income.” The Plan
must report the imputed income and withhold ceraéyroll taxes from you, such as social
security and income tax withholding. At the endtld year, you will receive a supplemental
federal Form W-2 showing income and payroll taxhiwdldings that would not have been
reported had no non-dependent Domestic Partnérilor@verage been provided.
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(b)  After-Tax Contributions if Employee Pays for Cogsaf Non-DependentTo
the extent you pay the premium for your Domestictriea (or his or her child) through a
Monthly Coverage Payment, no imputed income for-taon Dependent coverage will be
reported on your Form W-2.

(c) Dependent Status. In general, you can claim your Domestic Partngraa
dependent for purposes of your tax return if, far €ntire year, your partner:

(2) has the same principal place of abode as you;

(2) is a member of your household,;

3) is a resident of the U.S., Canada or Mexicas @r citizen of the U.S.;
4) receives over half of his or her financial sofggrom you; and

(5) has income of less than the exemption amou#i8&00 (for 2013).

The income requirement in (5) above, however, dmesapply when determining whether your
Domestic Partner is taxed on the value of covemagwided by the Plan. Therefore, it is
possible that your Domestic Partner does not guasfyour tax dependent for purposes of filing
your federal income tax Form 1040 (for exampleyotir partner had income exceeding the
exemption amount), but is nonetheless your tax rgra for purposes of the Plan and eligible
to receive tax-free coverage under the Plan. Uf lyelieve you might provide more than half of
the support for your Domestic Partner, you may wishuse the support worksheet in IRS
Publication 501 (Exemptions, Standard Deductiod, Fifing Information) before you certify tax
dependent status to the Plan.

(d)  Certification. If your Domestic Partner qualifies as a dependewter the Plan,
you must provide a Certification of Tax Dependefayn if you wish to have the Plan recognize
your partner’'s dependent status. You will be agketbmplete this certification annually for the
following year, subject to any change in status thay occur during the year. As a condition to
your Domestic Partner’s participation in the Plgou are required to notify the Plan Office
immediately if your partner fails to satisfy anyanditions (1) through (4) above during a year
that the Plan is treating your partner as a taxedéent. By enrolling your non-dependent
Domestic Partner (or his or her child) in the Phaoy also are agreeing to pre-pay any payroll-
related taxes attributable to your imputed incomé&ailure to satisfy the annual certification
requirement or pre-payment of any payroll relat@des will result in loss of coverage to the
Domestic Partner and subject to reinstatement udéetions 6.3 and 6.4.

() When Dependency Status is Determinethe requirements for determining
dependency status are determined as of the end/@dra and must be met for that entire year.
Thus, for example, if your Domestic Partner becamenember of your household during
October 2013, the same month that you certify y@omestic Partnership, your partner would
not be a dependent under the Plan for any of 20ABhough, in that case, your Domestic
Partner may be enrolled in the Plan during the 8pperiod beginning on the date of your
domestic partnership, coverage of your partner dook be tax-free until 2014, and then only if
all of conditions (1) through (4) mentioned above satisfied for all of 2014.

® Children of Domestic PartnerThe child of your Domestic Partner may enroll in
the Plan if treating your Domestic Partner as yspouse would result in the child’s eligibility
for Plan coverage. It is unlikely that the chillyour Domestic Partner, who is not also your
child, will qualify for tax-free health coveragedaeise federal tax law generally prevents a plan
participant (who is not the parent) from claiminglald as a dependent if that child can be
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claimed as a tax dependent by the participant’s &uim Partner or by the child’s other parent.
If you believe that the child of your Domestic Pait qualifies for tax-exempt health coverage
under the Plan, please contact the Plan Office. sUggest that you consult your tax advisor for
the information needed to make this determination.

VI. ENROLLMENT AND TERMINATION OF COVERAGE
6.1 Benefit Options. The Plan’s medical benefits are offered througbkdtoptions:

(1) the_Self-Funded PPO, where the Plan pays tofB&ie Shield for the use of Blue
Shield’s Shared Advantage preferred provider ndtywamhich includes mental
health and substance abuse benefits as describestction 8.6(d) through
Magellan and the Plan contracts with Catamaranpffescription drug benefits as
described in Section 8.1(c).;

(2) the Blue Shield HMO, where the Plan pays a jpwemto Blue Shield of
California for coverage under its health maintemamiganization; and

3) the_Kaiser HMO, where the Plan pays a premiardiser Health Plan, Inc. for
coverage under its HMO.

The HMO benefits are explained in Article IX. Segdely, the Plan offers supplemental dental
benefits (Section 10.1), vision care benefits (Bact0.2), long-term disability benefits (Section
10.3) and death benefits (Section 10.4).

6.2 Initial Enrollment. Because Plan benefits are available to you witkost, you
and all of your Dependents will ordinarily wanteoroll in the Plan. When enrolling in the Plan
for the first time, you will select one of the tbrenajor medical coverage options described in
Section 6.1. You and your Dependents should revievPlan Comparison Worksheets and
Summary of Benefits and Coverage that the Planc®ffirovides prior to initial eligibility and
are available on the EISB.org website when decigihggh option would best meet your needs.
If you do not select one of these options on yauokment form, or if you do not submit an
enrollment form, you will automatically be enroll@dthe Self-Funded PPO. However, if you
wish to opt out of the Plan for whatever reasoaapé contact the Plan Office and request a form
on which you may elect to be excluded from Planecage. No compensation will be paid to
you if you choose not to be covered under the Plan.

6.3  Open Enrollment. After your initial enrollment, you may change b&hoptions
during each open enrollment period, which generaltgurs during the month of July with
changes effective August 1. The Plan Office walh@ out open enroliment material with Plan
information around the beginning of July. Be staeenroll all of your Dependents when you
first enroll. If you do not enroll a Dependent whgou enroll, your Dependent may later be
enrolled only under the Special Enrollment provisian Section 6.4 or during a succeeding open
enrollment period effective the following August 1.

6.4  Special Enrollment. You may enroll a Dependent at a time other thaary
initial or open enrollment under the following airastances:

(1) if you marry, you may enroll your new Spousé¢hivi 30 days of your marriage;

(2) if you have a Child by birth, adoption or plawnt for adoption, you may enroll
your new Child within 30 days of the Child’s birtagdoption or placement for
adoption;
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3) if your un-enrolled Dependent loses other lneaisurance coverage, you may
enroll that Dependent in the Plan within 30 daystleé date that the other
coverage ends;

4) you may enroll a Dependent retroactively to gneceding August 1 if (i) the
Dependent qualifies for tax-free coverage as yapeddent under the Internal
Revenue Code, (ii) you are enrolled in the Selfdath PPO (or the HMO in
which you are enrolled agrees to the retroactivelenent) and (iii) you request
the retroactive in writing to the Plan Office befdhe close of the Plan Year; and

(5) if you lost coverage due to an insufficient iH&ank balance, then reestablished
coverage under Section 3.2 after earning additiohalrs of Covered
Employment, you may enroll any un-enrolled Depemndéuring the 30-day
period beginning on the first day of the month fehich your coverage is
reestablished.

The special enrollment rules of this section sballapplied consistent with the provisions of
Treasury Regulation §854.9801-6 (except as expresstified otherwise).

Exception. Effective August 1, 2012, there will be a $10haléy for Participants who
fail to add or reinstate Dependents at a time atien during a period specified earlier in
this section. Retroactive enroliment will be pdted but only to the later of (i) the first
day following an open enroliment period, (ii) thetel the individual became a
Dependent, (iii) the date approved by the medicag@mm in which the Participant is
enrolled or (iv) in the case of a Domestic Partmko is not a dependent for tax purposes,
the first day of the current calendar year quarter.

6.5 Retiree’s and Retiree Dependents’ One Time Oyfdut and Re-Enrollment
Right. If you are a Disabled or Regular Retiree or addelent of a Retiree who wishes to dis-
enroll from coverage under the Plan, you may egeraione-time option to dis-enroll from Plan
coverage with a right to re-enroll during a subsgqopen enrollment, provided you submit
evidence of minimum essential coverage (as defumeder the ACA) continuously for the
twelve-month period immediately prior to re-enradim in the Plan.

6.6 Termination of Coverage.

(@) General Rules.Coverage under the Plan will terminate for Covdradlviduals
as follows:

(2) upon exhaustion of the Participant’s Hour Bénaltance (or charging of
hours below 120) as provided in Section 3.2 (fag fParticipant and
Dependents);

(2) upon nonpayment, or untimely payment, of a meguMonthly Coverage
Payment (for the Participant and all Dependentigct¥e immediately
before the first day of the month for which the pept would have
applied);

3) upon the adoption of any Plan amendment thaitates the Covered
Individual's coverage (as the amendment provides);

4) upon the first date on which the Participantkgan the electrical industry
that is not Covered Employment (for the Participamd Dependents);
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(5) if and when the Participant fails to maintaiembership in good standing
in IBEW Local 6 (for the Participant and Dependgnts

(6) when a Dependent ceases to qualify as a Depeifffie the Dependent
only, effective at the end of the month);

(7 upon the Participant’s death (as provided ictiSae 5.2);

(8) upon the Participant’'s Retirement (for the Rgrant and Dependents,
except as coverage may be available under Artigle |

(9) the date any family member enrolls in a MedicBart D program outside
this Plan (as provided in Section 4.5(d)); and

(10) upon the failure of any Covered Individual &bide by the Plan’s
provisions (such as the commission of fraud or medtenisrepresentation)
that results in a forfeiture of coverage (for thev€red Individual and his
or her covered Dependents, effective immediatelygt

(11) upon affirmative disenrollment by the Partanp

(b) Certificate of CoverageHIPAA provides that group health plans must linhi¢ t
time for which coverage is not provided for prestixig conditions. Your coverage under the
Plan will reduce the pre-existing condition limitat period of another plan for which you may
become eligible. For example, if another plan isg®a 12-month pre-existing condition
limitation and you have been eligible under thisarPlfor 12-consecutive months before
becoming eligible under the other plan, the prestaxy condition limitation of the other plan
will not apply to you. When you experience a COBRAMalifying Event under the Plan, the
Plan Office will provide you, along with your irdli COBRA notice, a certification of the
number of months for which you and your Dependéatge been eligible for benefits under the
Plan. This certificate provides evidence of yoealth coverage under this Plan that you may
need to buy, for yourself or your family, healttsumance that does not exclude coverage for
medical conditions that are present before youlenhoyou are eligible for coverage due to new
employment, you may want to furnish a copy of ttedificate to your new employer so that you
can become eligible for the greatest number of fisndue to employment as quickly as is
possible. You or your new employer should contlaetPlan Office if any additional information
certifying your coverage under this Plan is reqiiiréOnce you become eligible under another
plan that has no pre-existing condition limitatishich limits the coverage available to you,
your rights to continue COBRA Coverage under thégRerminates.

Note on Health Care RefornHealth care reform will eventually cause thissadiion to
become obsolete, since medical plans cannot impasexisting condition limitations
after December 31, 2013. However, because of warimnsition rules, the Plan will
continue to provide certificates of creditable aage through December 31, 2014.

6.7 Family and Medical Leave Act. If you take family medical leave from your
Employer as allowed under the Family and Medicahiee Act of 1993 (“FMLA”) or the
California Family Rights Act of 1993 (“CFRA”), cox&ge will be continued during the leave,
provided you make any Monthly Coverage Paymentratise required of you under the Plan.
Any Hour Bank reserve standing to your credit shellfrozen as of the last day of the month in
which your leave begins. Your Employer will contento remit contributions to the Plan as
required under the Contribution Agreement until ryéamily medical leave expires (generally,
12 work weeks), you return to Covered Employmenyar register at Local 6’s referral office.
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Your Hour Bank will be unfrozen on the earlier af the first of the month immediately

succeeding the month in which you return to Covétetpbloyment (or register with Local 6) or

(i) the date your family medical leave expires.pdd termination of leave benefits, you may
continue (or recommence) coverage under the Playoas Hour Bank balance permits, and
otherwise as the Plan allows.

6.8 Military Service

€)) General Rules for Continued Coveragédf you are an Active Employee and
called to active military service in the Uniformé&ekrvices of the United States (“Military
Service”), you are entitled to continue coveragthaPlan for up to 24 months if you qualify for
such coverage under the Uniformed Services Emplayraad Reemployment Rights Act of
1994 (*USERRA”). The “Uniformed Services” mean® tArmed Forces, the Army National
Guard and the Air National Guard when engaged tiveduty for training, inactive duty
training or full-time National Guard duty, the comssioned corps of the Public Health Service,
and any other category of persons designated biprisident of the United States of America in
time of war or emergency. You must give prior cet{oral or in writing) to your Employer that
your absence will be due to participation in a Omifed Service. We request that you also
notify the dispatch office of Local 6 and the Plaffice so that the Plan is aware that your
coverage should be maintained.

(b) Purchase of Coveragelf you are absent from Covered Employment to penfor
Military Service for less than 31 days, you maytoare your coverage under the Plan without
charge. If you are absent from Covered Employnemperform Military Service for more than
30 days, you may elect to purchase coverage fdo @d@ months (the first month of which is at
no charge to you) for a Monthly Coverage Paymentaktp the applicable monthly COBRA
premium. Although USERRA coverage described in fl@ction is not COBRA Coverage, your
absence for military service will also trigger dlen rights under COBRA, and you may elect
under whichever of the two provide you the mosbfable benefit.

(c) Hour Bank Frozen if Requested.our Hour Bank will be frozen effective with
the first of the month following the month that Rleoverage is provided from your Hour Bank
before entering Military Service. For exampleydfu last worked in Covered Employment, and
you entered Military Service, in January, your Jagthours will be credited to your Hour Bank
on March 1 and your account will then be frozentloat date. Your April coverage will be
provided to you without charge to your Hour Barlkyou wish to continue coverage after April
for up to the additional 23 months, you may eitfigrpay the Monthly Coverage Payment
described in subsection (b) to the Plan Officeiprefect to apply hours in your Hour Bank
balance to continue coverage as long as your HankBwill allow. When you return to
Covered Employment (with proper notice and docustét), you may recommence coverage
subject to your Hour Bank balance.

VII. COBRA COVERAGE

7.1  General Rules. The Consolidated Omnibus Budget Reconciliation éfc1985
(the federal law known as “COBRA”) generally givgsu and your Dependents the right to
purchase Plan coverage for a temporary period ugpdonss of coverage by reason of a
“Qualifying Event.” A “loss of coverage,” for thisurpose, means any continuation of coverage
under the Plan on terms less favorable than coeethgt applied immediately before the
Qualifying Event (such as requiring a Monthly Cage Payment where none was previously
required). Timely Monthly Coverage Payments mustiade to the Plan Office in the amount
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indicated in Appendix B. The maximum Monthly Coage Payment will generally be the
Plan’s cost to provide your coverage (either byipgyan insurance premium to one of the
HMOs or by covering your claims directly under ®elf-Funded PPO) plus a 2% administrative
charge, except that the COBRA Monthly Coverage Raynior months (after the first 18
months) due to total disability will include a 5086rcharge instead of 2%. The Board may set
the COBRA Monthly Coverage Payment at a lesser afriadts discretion.

€) Reduced Monthly Coverage Amount for Apprenticeésn apprentice in good
standing who has made a COBRA Coverage election pagya reduced Monthly Coverage
Payment for COBRA Coverage for a month that is etmahe hourly Plan contribution rate
under the Inside Wire Collective Bargaining Agreameaultiplied by the number of hours that
the apprentice’s Hour Bank balance is deficientpgimviding coverage for that month. For this
purpose only, the apprentice’s Hour Bank balan@dl siclude the number of day class hours
attended by the apprentice during the month pregetihe month for which the Monthly
Coverage Payment applies. This rule is availablear apprentice only if the Director of
Apprentice Training certifies to the Plan Officatlthe apprentice is eligible for this special rule

(b) Reduced Monthly Coverage Amount for Disabled Paints. Disabled
Participants may qualify for a reduced cost Montilyverage Amount for a limited portion of
their maximum COBRA coverage period. (See Se@i6ér)

7.2 COBRA Events, Beneficiaries and Maximum_Coverag Periods. COBRA
Coverage under the Plan will be provided in accocdawith the following table:

Qualifying Event Qualified Beneficiary Maximum Coverage Period
Termination of Covered Employee and Dependentd8 months after loss of
Employee’s Covered coverage

Employment (other than for
gross misconduct) or reductign
in hours of employment
resulting in a loss of coverage

Death of Participant Dependents 36 months after dbs
coverage

Divorce of Participant Former Spouse 36 monthg édtes of
coverage

Dependent ceases to qualify ag\pplicable Dependent 36 months after loss of

Dependent coverage

If you are on COBRA Coverage because of terminatifio@overed Employment or reduction in
hours, you can extend coverage if a second quadjfgivent occurs during the initial 18-month
period. The maximum period of COBRA Coverage matyaxceed 36 months from the loss of
Coverage. For example, should you die after 6 oot COBRA Coverage resulting from your
termination of employment, your Dependents may iu&br a total of 36 months of COBRA
Coverage.
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(a) Disability Extension If a Covered Individual is determined by the i@b8ecurity
Administration to be disabled and the Plan Offgiiovided timely notice of the determination,
all of the Covered Individual's covered family meenb may be entitled to receive up to an
additional 11 months of COBRA Coverage, for a maximof 29 months. This extension is
available only for Covered Individuals receiving BRA Coverage because of the Participant’s
termination of employment or reduction of hourseThsability must have started during the 60-
day period beginning on first day of COBRA Coveragel must last at least until the end of the
period of COBRA Coverage that would be availabléhait the disability extension (generally
18 months).

7.3 COBRA and Medicare. If a covered Employee has a Qualifying Event due to
termination of employment or reduction in work hguend the Qualifying Event occurs less than
18 months after the date the Employee becameeehtidl Medicare, then the maximum COBRA
Coverage period for the Employee’s Dependentstenebed to the last day of the 36-month period
beginning on the date the Employee became entitlddedicare, while the maximum period of
maximum COBRA Coverage period for the covered Egg#ois 18 months from the Qualifying
Event. If a covered Employee has a Qualifying Ewdume to termination of employment or
reduction in work hours and, after the Employeediasted COBRA Coverage and during the first
18 months of such coverage, the Employee first ihesoentitled to Medicare, the Employee’s
COBRA Coverage will end. COBRA Coverage with respto the covered Employee’s
Dependents who have elected COBRA Coverage willbeoterminated due to the Employee’s
entittement to Medicare and may continue through rimainder of the 18-month maximum
coverage period. For purposes of this articletitied to Medicare” means (i) enrollment in
Medicare Parts A or B or (ii) having ESRD and (aying applied for Medicare Part A, (b)
having satisfied any waiting period requirement &)dbeing either (1) insured under Social
Security, (2) entitled to retirement benefits un8ecial Security or (3) a spouse or dependent of
an individual satisfying either (1) or (2).

7.4  Separate Notice Required by Dependentf a Dependent loses, or will lose, Plan
coverage due to the event of divorce, legal separat ceasing to be a Dependent, such Dependent
or the covered Employee must notify the Plan Offigthin 60 days of the event in the manner
prescribed by the Plan’'s COBRA notice procedufeslure to provide timely notice will result in a
termination of the Dependent's COBRA rights undher Plan. A Dependent must notify the Plan
Office of the birth, adoption or placement for atdop of a child while receiving COBRA
Coverage, also as required by the Plan’'s COBRAcagirocedures.

7.5 COBRA Notice Procedures. The Plan has established procedures to notify
covered Employees and Dependents of all requiréidenevents under COBRA, including an
initial notice that provides an overview of the CRM rules to a new Participant and instructions
for paying the Monthly Coverage Payment. Should yave any questions regarding your
COBRA rights, please request a copy of the intiatice from the Plan Office, or otherwise
discuss your questions with the Plan Office.

7.6  Early Termination of COBRA Coverage. COBRA Coverage will terminate
before the maximum period set forth in Sectionoh?2

(@8] the date of the Plan’s termination with no &ssor plan;

2 the last day of the month for which Monthly @oage Payments have been made;

(3) the date the Qualified Beneficiary, after hgvielected COBRA Coverage, first
becomes enrolled in Medicare;
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4) the date the Qualified Beneficiary, after hgvielected COBRA Coverage, first
becomes covered under another group health plan;

5) in the case of a disabled Qualified Beneficitagd Qualified Beneficiary family
members) receiving COBRA Coverage under the 1limextended coverage
(months 19 through 29) described in Section 7.2,fitst day of the month that
begins more than 30 days after the date the QadhlBieneficiary is determined by
the Social Security Administration to no longer‘tisabled” within the meaning of
the Social Security Act; or

(6) the date the Participant’'s Employer cease®tarbEmployer.

7.7 Coverage Options. A Participant with a COBRA Coverage election magcel
either core coverage only or both core and non-coverage. “Core coverage” is major medical
coverage only. “Non-core coverage” is dental argion care coverage, and must be elected
together if at all. Non-core coverage cannot leeted without core coverage.

7.8 California COBRA. Under California law, the Kaiser HMO and the Blugeid
HMO must offer to continue HMO coverage for certadovered Individuals beyond the
maximum coverage period described in Section RRase contact Kaiser or Blue Shield for
more information for this extended continuation @@age. A Covered Individual in the Self-
Funded PPO is not eligible for this extended cayera

VIIl. SELF FUNDED PPO OPTION

8.1 In_General. The Self-Funded PPO pays your Covered Chargesefased in
Section 8.8) directly from Plan assets. Blue $hpmbvides PPO administrative claims payment
services for Covered Charges other than prescnigtitags as provided in Sections 8.2 and 8.3,
and Catamaran provides PPO administrative claimgnpat services for prescription drug
Covered Charges as provided in Section 8.4. NeBhe& Shield nor Catamaran assumes any
financial risk or obligation with respect to claims

8.2 Blue Shield California PPO Network. A “Preferred Provider” is a Physician,
Hospital, ambulatory surgery center, certified ségied nurse anesthetist, participating dialysis
center, home health care agency or home infusi@n@g (including hospice services in
accordance with Medicare Guidelines) that has ecte#d with the Plan or its delegate (in the
Plan’s case, Blue Shield) to furnish services anddcept the Plan’s payment, along with any
deductibles and coinsurance, as full payment foeed services. The Plan’s major California
medical Preferred Provider organization network (B#0O”) is the Blue Shield Shared
Advantage Program. It provides for the paymenCofered Charges rendered by in-network
providers at predetermined fees. Neither the €patint nor the Plan is responsible for any
charges in excess of the contracted amount. SemiEas not normally covered under the Plan
may be included at no charge at a PPO networkitfacilinformation regarding the Self-Funded
PPO program, and a schedule of Preferred Provideesjailable by contacting the Plan Office
or through Blue Shield’s web-site lalueshieldca.com When you use out-of-network providers
for covered services, payment is limited to ReaBtmand Customary Covered Charges, and
you must pay any charges that exceed the Reasomadbl€ustomary amount in addition to the
annual deductible and any coinsurance. Therefae,may have substantially higher out-of-
pocket expenses when you use out-of-network prosvid€harges that exceed the Reasonable
and Customary amount will not be applied to theud&lle, any coinsurance or the out-of-
pocket maximum.
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8.3 Blue Shield Out of State Programs

(@8  General Rules.Benefits will be provided for Covered Charges reedioutside

of California within the United States, Puerto Riand the U.S. Virgin Islands. The Plan
calculates the Covered Individual's coinsuranceagsercentage of the allowable amount, as
provided in Section 8.5(b). When Covered Chargesirecurred in another state, the Covered
Individual’'s coinsurance will be based on the lo&le Cross and/or Blue Shield plan’s
arrangement with its providers under the BlueCamh@mm described in subsection (e). Blue
Shield has a variety of relationships with otheudBICross and/or Blue Shield Plans and their
licensed controlled affiliates (“Licensees”). Wiegrr you obtain healthcare services outside of
California, the claims for these services may becessed through one of these inter-plan
programs, which includes the BlueCard Program. mW{w incur Covered Charges outside of
California you may obtain care from participatingpyiders with the local Blue Cross and/or
Blue Shield Licensee in that other geographic &tea“Host Plan”).

(b)  Services Obtained from Non-Preferred Providets. some instances, you may
obtain care from out-of-state non-preferred health@roviders within the U.S., Puerto Rico or
the U.S. Virgin Islands. If you do not see a mapating provider through the BlueCard
Program, you must pay the entire bill for your neatlicare and submit a claim form to the local
Blue Cross and/or Blue Shield plan or to the Pldfic® for payment. The Plan Office will
notify you of its determination within 30 days afteceipt of the claim. The Plan Office will
pay you at the non-Preferred Provider benefit le\Reémember, your coinsurance is higher when
you use a non-Preferred Provider. You will be oesible for paying the entire difference
between the amount paid by the Plan and the antolletd. Charges for services that are not
covered, and charges by non-Preferred Provideexdess of the amount covered by the Plan,
are the Participant’s responsibility and are noluded in coinsurance calculations.

(c) How to Access Out-of-State Services in U.S., Plido and U.S. Virgin Islands.
When you require covered services while travelingsiole of California, but within the U.S.,
Puerto Rico and the U.S. Virgin Islands:

(1) call BlueCard Access® at (800) 810-BLUE (25&8)locate Physicians
and Hospitals that participate in the local Blue<3rand/or Blue Shield
plan, or go online abcbs.comand select the “Find a Doctor or Hospital”
tab; and

(2) visit the participating Physician or Hospitaldapresent your membership
card.

The participating Physician or Hospital will verifpur eligibility and coverage information by
calling BlueCard Eligibility at (800) 676-BLUE. @a verified and after services are provided, a
claim is submitted electronically and the partitipg Physician or Hospital is paid directly.
You may be asked to pay for your applicable coiasce and deductible at the time you receive
the service. You will receive an Explanation ofnBéts which will show your payment
responsibility. You are responsible for the comaswe and deductible amounts shown in the
Explanation of Benefits. Prior authorization igjueed for all in-patient Hospital services and
notification is required for in-patient emergenanaces. Prior authorization is required for
selected in-patient and out-patient services, sepjind durable medical equipment. To receive
prior authorization from the Plan, the out-of-ay@@vider should call the customer service
number noted on the back of your identificationdcarf you need emergency services, you
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should seek immediate care from the nearest mefdiciédity. Plan benefits will be provided for
covered services received anywhere in the worléfioergency care of an illness or injury.

(d)  Care for Covered Urgent Care and Emergency ServiDesside the United
States. Benefits will also be provided for covered urgantd emergent services received outside
of the United States, Puerto Rico, and U.S. Vilglands. If you need urgent care while out of
the country, call the BlueCard Worldwide Servicentée at either the toll-free BlueCard Access
number (800) 810-2583 or collect (804) 673-1177hddrs a day, seven days a week. In an
emergency, go directly to the nearest hospitalolir coverage requires precertification or prior
authorization, you should also call the Plan atdiigtomer service number noted on the back of
your identification card. For in-patient hospitare, contact the BlueCard Worldwide Service
Center to arrange cashless access. If cashlesssarcarranged, you are responsible for the
usual out-of-pocket expenses (non-Covered Chadgel)ctibles, and coinsurance). If cashless
access is not arranged, you will have to pay theeehill for your medical care and submit a
claim to the BlueCard Worldwide Service Center. eWlyou receive services from a physician,
you will have to pay the doctor and then submiteat. Before traveling abroad, call your local
Customer Service office for the most current ligtof providers world-wide or you can go on-
line atbcbs.comand select “Find a Doctor or Hospital” and “Blue@&Vorldwide.”

(e) BlueCard Program. Under the BlueCard Program, when you obtain covered
services within the geographic area served by & Rlas, the Plan will remain responsible for
any payment due, excluding the Participant’s ligbi{such as coinsurance and deductibles).
However, the Host Plan is responsible for contmactwith and generally handling all
interactions with its participating healthcare pders. The BlueCard Program enables you to
obtain covered services outside of California, eftnéd, from a healthcare provider participating
with the Host Plan, where available. The partitigahealthcare provider will automatically file
a claim for the covered services provided to yauthere are no claim forms for you to fill out.
You will be responsible for any member coinsuraand deductibles, if any, as stated in this
document. Whenever you incur Covered Charges dmutsi California and the claim is
processed through the BlueCard Program, the amaunpay is calculated based on the lower
of (i) the billed Covered Charges for your covesedvices or (ii) the negotiated price that the
Host Plan makes available to Blue Shield. Oftdms tnegotiated price” will be a simple
discount that reflects an actual price that the tHelen pays to your healthcare provider.
Sometimes, it is an estimated price that takes adoount special arrangements with your
healthcare provider or provider group that mayudel types of settlements, incentive payments,
and/or other credits or charges. Occasionallypay be an average price, based on a discount
that results in expected average savings for sirtyifges of healthcare providers after taking into
account the same types of transactions as witlstamaged price. Estimated pricing and average
pricing, going forward, also take into account atljpents to correct for over- or underestimation
of modifications of past pricing for the types afrisaction modifications noted above.
However, such adjustments will not affect the ptice Plan uses for your claim because they
will not be applied retroactively to claims alregagid. Laws in a small number of states may
require the Host Plan to add a surcharge to yolauledion. If any state laws mandate other
liability calculation methods, including a surchargve would then calculate your liability for
any Covered Charges according to applicable lal&inG for covered services are paid based on
the Reasonable and Customary amount.
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8.4 Prescription Drug Card Program

(@8 Administered by CatamaranThe prescription drug card program for Covered
Individuals under the Self-Funded PPO is admingstdoy Catamaran, which is a pharmacy
benefit manager.

(1) Catamaran Identification Cards. Shortly aftemu become eligible,
Catamaran will provide you an identification candttyou must present at
a network pharmacy each time you purchase a pp#iseri You may
order additional cards by calling Catamaran at J&%8-0090.

(2) Catamaran Participating Pharmacies. Most majains and independent
pharmacies are in the Catamaran pharmacy netwock)ding Lucky,
Costco, K-Mart, CVS, Raley’s, Safeway, Save Madye&on, Shopko,
RiteAid, Target, Von’'s Food & Drug, Walgreens, andl-Mart.

To locate a participating pharmacy closest to yoame or workplace, call the Catamaran Help
Desk at (888) 354-0090 and request a zip codelse@ncyou can locate this information online
by accessinghyCatamaran.com

(b) Benefits. You may receive benefits under the Self-Funded BRScription drug
program through a retail pharmacy, by mail ordepydirect reimbursement.

(2) Retail PharmacyParticipant coinsurance collected at Pharmacy:

Generic Drug Lesser of 20% of retail price or $fsc

Brand Name Drug 20% of retail price

30-day maximum supply allowed with each prescriptio

(2) Mail Order (Recommended for Maintenance Medires). Participant
coinsurance paid by check or credit/debit card:

Generic Drug Lesser of 20% of retail price or $D7s6ript

Brand Name Drug 20% of retail price

90-day maximum supply allowed with each prescriptrath up to three
refills if appropriate.

(c) Covered Drugs.Drugs covered under the prescription drug card armgnclude
federal legend drugs (drugs approved by the FDAiregy a written prescription), bee sting kits,
Depo Provera, diabetic test strips, lancets, degrhs, glucogan, immunosuppressants,
insulin/syringes (must be on a written prescriptiorone glucose meter per Yyear,
acne/dermatological products (through age 40 witlorpauthorization), Viagra (limit 8
tablets/30 days) and vitamins (prescription only).

(d) Excluded Drugs. Drugs not covered under the prescription drug gaoyram
include appetite suppressants/weight loss agemdidnd blood plasma*, cosmetic drugs, drugs
and devices administered at the doctor’s officet r@me or hospital, fertility drugs, growth
hormones, immunization* and vaccinations*, injet¢ésbnot self-administered or otherwise
available through the specialty drug program descri below*, medical supplies and
appliances*, over-the-counter products (with theegtion of proton pump inhibitors and non-
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sedating antihistamines with a written prescriptias described below) and over-the-counter
vitamins and nutritional products. To the extdmttany of the items in this subsection are
considered preventive care and provided under stibege) below, they will not be excluded.

* Note: items with an asterisk are covered underSblf-Funded PPO.

(e) Preventive Care. The Plan pays 100% of the cost for several PtexeiCare
medications. You will not be charged a copaymemt $pecific over-the-counter drugs,
supplements and immunizations described below uf goyour covered family member meets
the age limits or other requirements. You shoaljuest a prescription from your physician, and
in cases where coverage only applies to genericver-the-counter medications, make sure to
request a generic or over-the-counter prescriptiémesent your pharmacy ID card and your
prescription to your pharmacy, and the pharmacipuicess your prescription without a copay.
The following is a partial list of Preventive Camescriptions:

(2) Aspirin (325 mg. or less) for men and womenibeigng at age 45.

(2) Contraceptives:
(A)  over-the-counter female contraceptive products;
(B)  prescription contraceptive drugs; and
©) prescription contraceptive devices.

3) Folic acid supplements and prenatal vitamimsMomen younger than 55.
4) Immunization vaccines.

(5) Iron Supplements for children ages 6 monthE2ononths.

(6) Oral fluoride supplements for children agesdnths to 6 years.

(7) Shingles vaccine for adults age 50 and older.

A complete list of Preventive Care health servicas;luding over-the-counter drugs,
supplements, and immunizations can be found at
HealthCare.gov/center/regulations/prevention.html.

® Direct Member Reimbursements.New members may submit claims for
prescriptions not billed through Catamaran byrfgliout a Direct Member Reimbursement Claim
Form (you can locate forms at myCatamaran.com)recDmember reimbursements submitted
within the first 60 days of eligibility under thdad will be paid at amount claimed minus the
copayment. Direct member reimbursements submified the first 60 days of eligibility will be
paid at the contracted rate minus the copaymenteasB remember to always use your
prescription drug card when obtaining your medaragi

(@) Coordination of Benefits.If you have other prescription drug coverage thioug
another group provider that is primary, the Plans@condary carrier, will coordinate benefits by
reimbursing you for the primary plan’s out-of-potkepayment. This can be done at the retail
pharmacy by using your prescription card for youmgary carrier and then your San Francisco
Electrical Workers prescription coverage card amsédary carrier. If you do not have your
SFEW prescription coverage card when the pharmgltssyour prescription, you may also seek
reimbursement by submitting a Direct Member Reimsbarent Form to Catamaran with your
receipt showing the amount you paid and the amgaunt primary insurance paid.

(h) Over-The-Counter (OTC) Program Options for Protoan® Inhibitors (PPIs)
and Non-Sedating Antihistamines (NSAs)he Plan will cover the full cost of prescriptio
strength PPIs (OTC Prilosec, Omeprazole, Prevamd, Zegerid) and NSAs (OTC Claritin,
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Alavert, Claritin D, Allegra, Allegra-D, Zyrtec, dnZyrtec-D) over-the-counter ("OTC") for no
copayment, provided you have a prescription. teoto have the $0 copayment apply, you will
need to present your prescription drug card, th€ @iedication and your prescription from your
doctor to the pharmacist. Your pharmacist canyalir doctor for a prescription, but you must
present your drug card to the pharmacy in orddratee the $0 copayment apply. This program
is optional.

0] Specialty Drug Program.This program provides one-on-one service and active
management of biopharmaceuticals, and a more ffestiee solution for specialty medications.
A “Member Care Specialist” is assigned to contadividuals who have been prescribed certain
medications to make sure that they are taking thesrprescribed, and understand how to deal
with any side effects that may occur. These méidica are sent directly to the members’
homes, and clinical pharmacists that are dedictdde specialty pharmacy are available on a
24-hour basis to answer questions or concernsticipant coinsurance, under this program, is
20%, up to a maximum of $150 per script.

() Step Therapy and Dispense as Written (DAW) Medicaijapplies to Retirees
and their Dependents only). The Self-Funded PRSqpiption drug program includes a “step
therapy” program for select drugs. Step theramniqutomated program that a pharmacist uses
to review a patient's medication history, oftenultasg in an alternative (sometimes generic)
medication to replace a more costly brand medinatidhe program requires a patient to try a
clinically appropriate, lower cost medication firet an equivalent unless a physician provides
medical documentation that a patient has triedfaield an alternative (generic) medication in
the recent past.

(1) Generic Incentive Program. The “generic inoexitprogram promotes
the use of FDA-approved generic medications. Tiognam concentrates on brand
prescription medications that have equivalent @ame active ingredient) generics
available and require a patient to try the equivalgeneric first. If a covered
individual chooses not to participate in the genércentive program that individual
will be required to pay the applicable copaymerdgcdéed above plus the total cost
difference between the brand and the equivalenterggn unless clinical
documentation from the prescribing physician ingisathe reason the generic
medication cannot be tolerated.

Note: These penalties will not apply to highertcdeugs that were initially
prescribed to Retirees and their Dependents béfogeist 1, 2011.

(2) Medical Exception and Clinical Appeals. An egtion process is
available for members that have experienced anrse\wdrug reaction (ADR) while
using generic prescription medication under the odra physician. The prescribing
physician may request a medical or clinical exagptn behalf of a member when
providing clinical documentation including the ganename, adverse drug reaction
experienced and the date of fill for an exceptiorbé approved. Please have your
physician provide a letter of medical necessityhwihis information.  Contact
numbers for the physician to contact the Catam®&ré&r Authorization Department
are as follows:

. (866) 511-2202 (Fax)
. (800) 626-0072 (Tel)
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(2) Information: Telephone/Websites/ Mail Order Addre$3r your reference, you
may also access the FDA’s website for comprehensif@mation about
generic drugs:

http://www.fda.gov/Drugs/ResourcesForYou/ConsuniBrgingUsingMedicineSafel
v/UnderstandingGenericDrugs/default.htm.

Catamaran Website: myCatamaran.com
Catamaran Help Desk: (888) 354-0090
Catamaran Mail Order Help Desk: (800) 881-1966
BriovaRx Specialty: (800) 850-9122
Catamaran Mail: P.O. Box 407096

Ft. Lauderdale, FL 33340-7096
8.5 Limits on Covered Charges

@ Deductible. The deductible is $150 per Covered Individuatam maximum of
$300 per family for each calendar year. This is dut-of-pocket expense for which you are
responsible. Charges that are not Covered Chamggsharges you pay as a coinsurance may
not be used to satisfy the deductible amount. déwuctible amount is subtracted from your
Covered Charges and the remaining amount is mielipby the coinsurance percentage to
determine your amount payable. If charges in #st three months of a calendar year are
applied toward the deductible, these charges gt e applied toward the deductible for the
next calendar year. After the family deductible h@en satisfied in a calendar year, no further
deductible is required of that family unit for chas incurred in the remainder of that calendar
year.

(b)  Coinsurance. Except as provided otherwise in this section, atfter deductible
described in subsection (a) has been satisfiede@dvCharges will be paid at 80% of the
contracted rate (100% for mental health and substabuse charges) incurred in a calendar year
performed by a Preferred Provider or at a PrefeReavider facility (.e., an “in-network”
provider or facility), and at 60% of Reasonable &stomary charges if not performed by a
Preferred Provider or at a Preferred Provider itgcili.e., an “out-of-network” provider or
facility), including for mental health and substarabuse charges. The 20% (or 40%) balance is
your coinsurance, and is an out-of-pocket expeas&hich you are responsible. Once you or
your Dependent have accumulated the maximum optoket Covered Charges described in
subsection (d), the Plan will pay the balance o¥&ted Charges incurred during the remainder
of the calendar year, up to the limit stated inssalion (g), at 100% for services performed in-
network and at 80% for services performed out-atvoek. Your Covered Charges are paid
only to the extent provided in this section, so y&hould use in-network Physicians and
Hospitals if you wish to minimize your out-of-pod¢ladst.

(c) Out-Patient Hospital BenefitsThe Plan will pay the first $5,000 of out-patient
Hospital Covered Charges in a calendar year at 0B&&n a Covered Individual:

(1) receives emergency out-patient treatment atogphial within 24 hours
from the occurrence of an accident;

(2) receives emergency out-patient treatment fooradition characterized by
acute symptoms that are of sufficient severity smse a reasonable
expectation, in the absence of immediate meditah@bn, that the health
of the individual is in serious jeopardy; or
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3) requires Hospital facilities as an out-patiemta surgical operation.

If emergency care is needed in a facility that us-af-network, payment will be based on the
Hospital's billed Reasonable and Customary chargeshe in-network coinsurance level.
However, the first $5,000 in out-patient Coveredspital Charges for non-emergency treatment
or surgery performed at an out-of-network facilijl be reimbursed at 80%. Covered Charges
described in this subsection that exceed the $3i800are subject to the rules in subsections (a)
and (b).

(d) Maximum Annual Out-of-Pocket Limit.A Covered Individual shall not be
required to pay in-network Covered Charges excee@h500 per calendar year. Once a
Covered Individual has paid $1,500 of out-of-pocketvered Charges in a calendar year, the
Plan will pay the balance of Covered Charges irliduring the remainder of the calendar year
at 100% for in-network services and at 80% for auetwork services. In no event will the
out-of-pocket Covered Charges exceed the maximumwuamallowable under the Affordable
Care Act, which for 2014 is $12,700 per family.

(e) Retirees. In general, the provisions of this article applyniarly to covered
Retirees, except that the Plan will offset Cove@thrges for a Medicare-eligible Retiree or
Dependent by the amount payable by Medicare oratmeunt that would be payable by
Medicare if the Covered Individual had enrolledMedicare Parts A and B. (See Section 4.5(b).)
Payments made pursuant to Medicare are subjetietgdtisfaction of any deductibles and the
application of any Plan benefit maximums or coiasge.

()] Maximum Annual Plan BenefiEffective February 1, 2014, the Plan imposes no
annual maximum.

8.6  Early Medical Assessment and Case ManagemenfThe Plan has contracted
with Blue Shield to provide the following ClinicMdanagement Services which are not designed
to interfere with the decisions between you and yoedical provider.

€) Preadmission Certification All medical providers are requested to contact Blue
Shield, prior to any non-emergency hospitalizatiand out-patient procedures (including acute
care admissions, and admission to any skilled ngrsr long-term acute care facility) at (800)
541-6652 to verify that services are Medically Nss@gy and that planned treatment is at the
appropriate level of care. This preadmission pge@dso promotes early assessment of high-risk
patients that would benefit from disease and higk-case management administered by Blue
Shield.

(b) High-Risk Case Managementhis program offers you information and support
through a local care manager who is a registeregentyour care manager acts as an advocate
for you and your family by helping you:

. Identify treatment options available to you thaty assist you in making
important healthcare decisions

. Coordinate your care with your healthcare prorsde

. Research additional resources, such as supparpgrand financial assistance

(1) Here’s how it works: A care manager from your area will visit you to
understand your needs and to discuss ways he ocahéelp you. A team of
specially trained nurses and doctors will reviewrytseatment options and share the
options with you. You can be certain that your ioaldhistory and information will
be kept confidential. With your permission, theecananager will contact your

37



doctor to offer assistance. Your local care managk be your primary program
contact. However, you and your doctor will alwagyake the decisions about your
treatment options. By working closely with your tlmcand using the resources
available in your community, this program can h@p through a difficult time.

(c) Disease ManagementThis program is designed to help members manage the
chronic conditions and improve their quality oklifor asthma, diabetes, heart disease, coronary
artery disease, and chronic obstructive pulmonasgage. This “whole person” approach
includes monitoring from an entire team includingtermacist, nutritionist/dietician and mental
health counselor. Enrolled members receive inteaonline support, as well as educational
mailings and are invited to call as needed. Tladdegher risk are contacted telephonically by a
registered nurse and certain of those members reagrévided with biometric monitoring.
Participation in both the high risk case managemedtdisease management programs will not
affect your benefits. You decide whether to pgtte in these voluntary programs. There are
no extra charges for this service, and you careléla® program at any time, for any reason.

(d) Mental Health and Substance AbuskEhe clinical management of Mental Health
and Substance Abuse Program (MH/SA) services arsageal through Magellan Health
Services. Magellan performs medical managemenvicesr including preauthorization,
concurrent review, discharge planning, and aftercaonitoring. The MH/SA program provides
medical management services for members by spasgiladlinicians who have access to readily
available experts and clinical supports on a 24rffatdiay a week basis at (877) 263-9952.

(e) NurseHelp 24/7.Registered nurses are available around-the-clogkdweide no-
cost health advice and education to Participantbese services, available at no cost to the
Participant, may be accessed either online or lggitg onto blueshieldca.comor call
NurseHelp 24/7 at (877) 304-0504.

8.7 Life Referrals 24/7 Program. PPO benefits include the “Life Referrals 24/7”
program, which is a free confidential referral seevdesigned to help Covered Individuals and
other members of the Participant’s household respkrsonal problems that may be interfering
with work or home life. The program provides ref¢s to counselors and other experienced
professionals to assist with personal, family, fficial, legal and work related issues including:

(2) Balancing work with personal life: managingess, situational conflicts and
transitions

(2) Marriage and relationships: strengthening lscemad improving communication

3) Mental health: managing anxiety, depression patsonal crises, alcoholism,
drug abuse and co-dependency

(4) Death and dying: coping with chronic and teranillness, grief and loss
(5) Financial assistance: consulting with finahavisers on money matters
(6) Legal assistance: consultations and discoamts variety of legal services

(7) Adult and elder support services: help witlmggoarents and family, including
in-home and long-term care, transportation and ingus

(8) Child and parenting support services: meepagenting challenges, day care,
tutoring, pregnancy, adoption and child development
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(9) Family and relationship services: dealing wghrent-child conflicts, single
parent challenges and better communication

(10) Lifelong learning: information about schoaitasses and other opportunities for
growth

(11) Chronic condition support services: inforroatand support for members living
with a chronic condition

To access the Life Referrals 24/7 program, callgiegram’s hotline at (800) 985-2405 or log
on toblueshieldca.comThis program is also available under the BluelSHHMO.

8.8  Covered Charges.Benefits are payable only for Covered ChargesCokered
Charge is a fee or other expense for a chargeighiae lesser of a Reasonable and Customary
charge or contracted rate, is incurred by a Covémedvidual, is Medically Necessary for a
condition that is covered under the Plan, and is exxluded under Section 8.9. Covered
Charges that satisfy these conditions may include:

(1) Acupuncturist. For up to a maximum of 30 \@gier calendar year for charges of
a licensed acupuncturist.

(2) Adult Immunizations. Charges for immunizatidos adults. Benefits are limited
to immunizations that are recommended by the Amaridcademy of Family
Physicians or the patient’s Physician. Certain imizations are considered
Preventive Care services and will be covered witltost-sharing if provided by
an in-network provider.

3) Ambulance/Transportation. For transporting pagient to the most appropriate
Hospital or skilled nursing facility where treatnies given and when Medically
Necessary, and where transportation in any othbicke could endanger your
health. Emergency ambulance transportation inigilaae or helicopter to a
hospital may be covered if such transport is (Nesded immediately and rapidly
and (ii) ground transportation cannot provide tleeassary transportation with
speed and immediacy. Some limited non-emergendyulamce transportation
may be covered if you have a written order from ryoloctor stating that
ambulance transportation is necessary due to yadical condition. The Plan
will only cover ambulance services to the nearggir@priate medical facility
equipped to provide the required treatment.

4) Anesthesia. For anesthesia and its administrat

(5) Annual Physical. To the extent certain PrewenCare services are included in
the annual physical, such services shall be coven#gout cost-sharing and
without a monetary limit if provided by an in-netskqrovider.

(6) Blood. For blood or blood plasma not replacedt)uding the storage of the
patient’'s blood when approved or recommended byattending Physician or
surgeon.

(7 Cancer Treatment. For use of radium and rative isotopes and/or cancer
chemotherapy treatment.
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(8)
(9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Cataract Surgery. For contact lenses or egegia and frames required
immediately following and as a result of catarasysry.

Chiropractor. For up to a maximum of 30 vigits calendar year for charges by
generally accepted chiropractic standards whenetlday a licensed chiropractor.

Colorectal Cancer Screening. The Plan willezocolorectal cancer screening,
generally applying the same eligibility rules thMedicare applies to Medicare
beneficiaries when determining eligibility for codatal cancer screening. Those
rules can be reviewed ams.hhs.gov/colorectalcancerscreenirkgpr adults over
age 50, colorectal cancer screening is a Preve@@ve service

Drugs. For drugs and medicine obtainable opiyn the written prescription of a
Physician and dispensed by a licensed pharmaedtiding insulin and diabetic
supplies (administered through Catamaran’s presaniglrug card program - see
Section 8.4).

Early Screenings. For the following early eserings, based on Medicare
guidelines:

Frequency for Normal Risk | Frequency for High Risk

Procedure Participants Participants

Pap Smears andOnce every 24 months Once every 12 months
Pelvic Exams

Prostate Cancer Once every 12 months for men age 50 and older
Screenings

One baseline screening Diagnostic mammograms
mammogram for women 35| when a screening

to 39 years of age; once mammogram shows an
every 12 months for women abnormality

40 years and older

Mammogram
Screenings

Injectable Drugs. For injectable drugs, inohg syringes and needles. (Some
injectable drugs are covered through Catamaranig grogram. See Section
8.4.)

Intensive Care or Coronary Care. For acconatiods in an intensive care unit
or coronary care unit which are in excess of thmigevate rate, when required
for the treatment of a critically ill or injured gs®n.

Laboratory Tests and X-Rays. Certain laboyatests may be considered
Preventive Care services.

Skilled Nursing Facility (SNF). SNF Hospitabvered Charges are reimbursable
after an in-patient Hospital confinement of at tedsdays, up to a maximum
confinement is 100, reduced by the number of ddyblaspital confinement.
Successive Hospital confinements (including coraedat hospital confinements)
will be considered a single confinement unless is#pd by a period of 30 days or
the second confinement is due to a new accidenjatyi Medicare eligibility
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(17)

guidelines for SNF coverage are applicable. The&ams you must submit a
physician’s certification that SNF care is necegsgou must be admitted to the
SNF within 30 days following a minimum 3-day hospistay, that you require
daily skilled nursing or rehabilitation (as oppodedccustodial care only) and the
care is only available in a SNF on an in-patiergifha Only Medicare-certified

SNF providers are covered providers for Medicargigke Participants.

A Skilled Nursing Facility is a nursing facilityhat meets federal and state
licensing standards, with the staff and equipmertgive skilled nursing care and,
in most cases, skilled rehabilitative services atfier related health services.
Skilled nursing care is care given or supervise@Rbygistered Nurses who provide
direct care, manage, observe and evaluate a patmare; and teach the patient
and his or her family caregiver.

Maternity Charges. For maternity-related sy for a Participant or Spouse, but
excluding maternity charges incurred by a Depend#rer than for complications
of pregnancy. Charges due to elective abortiomateCovered Charges except
where the life or health of the mother would be argkred if the fetus were
carried to term, or those charges that directlyltesom complications of an
abortion. Expenses for “well-baby” care are notered, with the exception of a
“well baby Physician’s Hospital visits.” For thigurpose, “complications of
pregnancy” means (i) conditions that require H@ptonfinements (when the
pregnancy is not terminated), whose diagnosesistiaat from pregnancy but are
adversely affected by pregnancy, or which are ahbgepregnancy, and (ii) non-
elective Cesarean section, ectopic pregnancy shigriminated, and spontaneous
termination of pregnancy that occurs during a gemd gestation in which a
viable birth is not possible.

(A) Extended Maternity CoverageA Participant or Spouse who is pregnant
on the date of termination of her coverage wilebétled to the applicable
benefits for covered expenses due to her pregnevey though she may
not be totally disabled on the date of terminatigrovided (i) the
pregnancy commenced while such individual was l@ikgifor coverage
under the Plan and (ii) such individual is not iblig for coverage under
any other group plan providing similar benefits tioe pregnancy.

(B)  Coverage of Post-Delivery Hospital Stagharges for maternity-related
care will be provided on the same basis as any dilness, except that
charges for in-patient Hospital treatment for chitth delivery will be
provided for the mother’'s newborn child for 48 hedollowing normal
vaginal delivery and 96 hours following delivery Baesarean section.
The mother and newborn child may be dischargedeedHan the above
indicated time periods if (i) the treating Physitiar Other Accredited
Provider, in consultation with the mother, makes dlecision to discharge
the mother and child for an earlier time periodd & a post discharge
follow-up visit for the mother and newborn child psovided within 48-
hours of discharge if prescribed by the treatingsiRiian and the visit is
provided by an Other Accredited Provider whose scap practice
includes postpartum care and newborn care, and imayde parent
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(18)

(19)

(20)

(21)

(22)

(23)

(24)

education, assistance and training in breast otleb&teding, and the
performance of any necessary maternal or neonlyaigal assessments.

Mental Health.  Charges for inpatient hospitalutpatient facility, and
professional services, including psychological itest and behavioral health
treatment, for mental health conditions. (See @sation 8.6(d).) In-network
treatment is covered at 100% of the contracted P&®E® and out-of-network
treatment is covered at 60% of Reasonable and @asyoCharges.

Nursing. Made by a registered nurse, a liedngocational nurse or licensed
practical nurse, for private duty non-custodialgig service.

Osteoporosis. For the treatment of osteopgrascluding all FDA-approved
technologies, including bone mass measurement ¢émlies as deemed
medically appropriate by a Physician.

Outpatient Facilities. For services renddi@dout-patient surgery if the patient
undergoes a surgical procedure which would nornialperformed in a Hospital
but which can be performed in an ambulatory outepétsurgical facility or a
Physician’s office. The patient has the right two@se between having the
procedure performed in the ambulatory out-patientgisal facility, the
Physician’s office, or in the Hospital.

Oxygen. For oxygen and purchase or rentagofipment for its administration.
The benefit limit for rental will not exceed therphase cost.

Pre-admission and X-Rays. Made by a Hospdalpre-admission testing for
diagnostic tests performed and x-rays taken, in lHespital’'s out-patient
department in connection with a scheduled Hospitahission for treatment of
Injury or lllness covered by the Plan, provideddemse (i) made within 7 days
prior to admission, (ii) ordered by the same Phgsievho ordered the admission,
and (iii) the same tests that would have been erHeduring the hospital
confinement. If the scheduled admission is cankeledelayed, the benefit will
still be paid if (i) the tests reveal a conditidrat requires treatment prior to the
admission, (i) a medical condition develops thatagis the admission, (iii) a
hospital bed is not available on the scheduled dasdmission or (iv) the tests
indicate that the admission is not necessary.

Preventive Care Items and Services. The péys 100% of all Preventive Care
“in-network” Covered Charges. A complete list bBtPreventive Care health
services can be found atvw.HealthCare.gov/center/regulations/preventianlht

If a Preventive Care item or service is billed safely from an office visit, the
office visit may not be treated as a PreventiveeC@overed Charge. If a
Preventive Care item or service and office visé aot billed separately and the
primary purpose of the office visit is the delivarf/the Preventive Care item or
service, the office visit will be treated as a Rmtwe Care Covered Charge; but if
the delivery of the Preventive Care item or senwcaot the primary purpose of
the office visit, the office visit may not be tredtas a Preventive Care Covered
Charge. A Preventive Care item or service mayh#otreated as a Preventive
Care Covered Charge until the first day of the Blaar beginning on or after the
date on which the service or treatment is desighasea Preventive Care item or
service.
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(A)

Preventive Care Items and Services for Children

(i)

(i)
(ii)
(iif)
(iv)
(v)
(vi)
(vii)
(vii)

(i)

)

(xi)
(xii)
(xiii)
(xiv)
(xv)
(xvi)
(xvii)
(xviii)

(xix)

(xx)
(xxi)
(xxii)
(xxiii)

(xxiv)

A single Physician’s visit, including immunizatioasd laboratory
services in connection with such visit, at appredaly the
following ages:

(@) birth;

(b) 2,4,6,9, 12, 15 and 18 months of age; and
(c) 2,3,4,5,6, 8,10, 12, 14 and 16 years ef ag
Alcohol and drug use assessments for adolescents;
Autism screening for children at 18 and 24 months;
Behavioral assessments for children of all ages;
Blood pressure screening;

Cervical dysplasia screening for sexually activedtes;
Congenital hypothyroidism screening for newborns;
Depression screening for adolescents;

Developmental screening for children over age 8, surveillance
throughout childhood;

Dyslipidemia screening for children at higher rigk lipid
disorders;

Flouride chemoprevention supplements for childrefthaut
fluoride water source;

Gonorrhea preventive medical for the eyes of allbw@ns;
Hearing screening for all newborns;

Height, weight, and body mass index measurements;
Hematocrit or hemoglobin screening;

Hemoglobinpathies or sickle cell screening for nemas;

HIV screening for adolescents at higher risk;
Immunization vaccines from birth to age 18;

Iron supplements for children 6 to 12 months & okanemia,;

laboratory services in connection with routine pbgk
examinations;

Lead screening for children at risk of exposure;

Medical history;

Obesity screening and counseling;

Oral health risk assessment for young children 8geslO years;
Plenylketonuria (PKU) screening for newborns;
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(B)

(©)

(xxv)

(xxvi)

(xxvii)

(xxix)

Physician’s services for routine physical examioradi

Sexually transmitted infection (STI) prevention neeling and
screening for adolescents at higher risk;

Tuberculin testing for children at higher risk aberculosis; and

Vision screening.

Preventive Care Items and Services for Adults

(1) Abdominal aortic aneurysm one-time screening foen of
specified age who have ever smoked;

(i) Alcohol misuse screening and counseling;

(i) Aspirin for adults of certain ages;

(iv)  Blood pressure screening;

(V) Cholesterol screening for adults of certainsageat higher risk;

(vi)  Depression screening;

(vii)  Diet counseling for adults at higher risk foronic disease;

(viii) Type 2 diabetes screening for adults witgthblood pressure;

(ix)  HIV screening for adults at higher risk;

(x) Immunization vaccines;

(xi)  Obesity screening and counseling;

(xii)  Sexually transmitted infection (STI) prevemti counseling for
adults at higher risk;

(xiii) Tobacco use screening for all adults andsed¢isn interventions for
tobacco users; and

(xiv)  Syphilis screening for adults at higher risk.

Preventive Care Items and Services for Women, dimgdu Pregnant

Women

0] Anemia screening on a routine basis for preymaomen,;

(ii)

(iii)
(iv)

(V)

(vi)
(Vi)

Bacteriuria urinary tract or other infectiomrsening for pregnant
women;

BRCA counseling about genetic testing for wemat higher risk;

Breast cancer mammography screening every P tgears for
women over 40;

Breastfeeding comprehensive support and coungsahd access to
breastfeeding supplies for pregnant and nursingevmm

Cervical cancer screening for sexually activ@men;

Chlamydia infection screening for younger wemand women at
higher risk;
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(25)
(26)

(27)

(28)

(viii) Contraception (FDA-approved methods, steation procedures,
and patient education and counseling);

(ix) Domestic and interpersonal violence screemingd counseling;
(x) Folic acid supplements for women who may becpnegnant;

(xi)  Gestational diabetes screening for women 228aveeks pregnant
and those at higher risk;

(xii)  Gonorrhea screening for all women at highsk;r

(xiii) Hepatitis B screening for pregnant womenthaeir first prenatal
visit;

(xiv) HIV screening and counseling for sexuallyiaetwomen;

(xv) HPV DNA tests every 3 years for women with mat cytology
results who are 30 or older;

(xvi) Osteoporosis screening for women over 60 ddpey on risk
factors;

(xvii) Rh incompatibility screening for all pregrtawomen and follow-
up testing for women at higher risk;

(xviii) Tobacco use screening and interventionsl expanded counseling
for pregnant tobacco users;

(xix)  Syphilis screening for all pregnant women women at higher
risk; and

(xx)  Well-woman visits to obtain recommended preix@nservices.
Professional Medical Services. For professionedical services of a Physician

or Other Accredited Provider.
Prosthetic Services and Appliances. Forahaind subsequent post-mastectomy

prosthetic devices and prosthetic appliances ssi@hntdicial limbs or eyes.
Rental of Durable Medical Equipment. For téptal (not to exceed the purchase

price) of durable medical equipment such as a whe&l and hospital-type bed.
Durable equipment means equipment or FDA-approvedical devices that are
medically necessary to aid in recovery, mobilitgl/n the support of life. Such
durable medical equipment must (i) be prescribethkyattending Physician, (ii)
be designed for prolonged use and (iii) not be arily used for non-medical
purposes.

Transplant Benefits. All transplant procedungust be preauthorized and no out-
of-network expenses will be payable.

(A) Cornea, Kidney or Skin Benefits are provided only for human organ
transplant services rendered at contracting fasliand by contracting
providers to the extent they are (i) provided imrmection with the
transplant of a cornea, kidney, or skin, when tkeipient of such
transplant is a Participant and (ii) services ieoidto obtaining the human
organ transplant material from a living donor oraagan transplant bank.
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(29)

(30)
(31)

(32)

(B)  Special Procedures.Benefits are provided only for transplant sersice
rendered at special transplant facilities, when theipient of such
transplant are Participants or Dependents, fofalh@wing:

0
(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)

(ix)

Human heart transplants;

Human lung transplants;

Human heart and lung transplants in combiorti
Human liver transplants;

Human kidney and pancreas transplants in coatioin;
Human bone marrow transplants;

Pediatric human small bowel transplants;

Pediatric and adult human small bowel andelfi transplants in
combination; and

Services incident to obtaining the human orgamsplant material
from a living donor or an organ transplant bank.

The following schedule summarizes amounts paid H®y Plan for transplant
expenses related to organ donor costs and travel.

Benefit

Description

Plan Pays | Additional Limitation and Explanations

Organ donor costs
per transplant

Travel, lodging and meals allowance is for the
transplant recipient and his or her immediate
family travel companion (both parents, |if

$100,000

Travel, lodging

patient under age 19). Transplants performed
outside the Shared Advantage Transplant

and meals $10.000 Program will not be covered, including any
allowance per donor expenses or travel, lodging and meals
transplant related to the transplant.

Speaking Assistance. For prosthetic devioegstore a method of speaking for

the patient incident to a laryngectomy, includirte tinitial and subsequent
prosthetic devices or installation accessories,pesscribed by the treating
Physician, but will not include electronic voiceoducing machines.

Stand-by Surgeon. For services by a stansbyeon when necessary due to the

risk of the surgical procedure.

Sterilization.

Charges for sterilization dfet reproductive system, including

vasectomy and tubal ligation.

Substance Abuse. Charges for the treatmergubktance abuse conditions,

including residential rehabilitation treatment @¥st In-network treatment is
covered at 100% of the contracted PPO rate andfeuttwork treatment is
covered at 60% of Reasonable and Customary Char@dmrges for medical
detoxification are covered as medical, rather tkabstance abuse treatment

benefits.
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(33)
(34)
(35)

(36)

(37)

8.9

Support. For initial truss, brace or suppeast splints, and crutches.
Surgical. For surgical procedures whetheratrstored blood is used.

Tempo-mandibular Joint Dysfunction. For theatment of Tempo-Mandibular
Joint Dysfunction syndrome (“TMJ”), or any otheeatment of the face, neck, or
head is covered on the basis as any other treatofetite skeletal system.
Charges for intra-oral prosthetic devices are edadu

Therapist. For charges of a licensed or tegd physical therapist or
occupational therapist. Contact the Plan Officedi evaluation before starting
treatment since the number of visits may be limdedending upon the nature of
the lliness or Injury. Claims will be referred tbet Plan’s medical review

department or an independent medical reviewer terahtne Medical Necessity

and appropriate frequency of treatment based oornvdtion provided by the

caregiver in most instances.

Treatment. By a Hospital for out-patient anepatient treatment. Covered
Charges for in-patient treatment are limited tolwespital’s regular rate for semi-
private accommodations. If the Hospital does natveh semi-private

accommodations, the Plan will pay 75% of the mimmaaily charges for room
and board.

Exclusions. The following charges are excluded, are not CedeéZharges, and

will not be paid by the Plan:

1)
(2)

3)

(4)

(5)

(6)

Excess of Reasonable and Customary. Any podi@ charge that is in excess of
the Reasonable and Customary charge for the traatme

Not Medically Necessary. Any charge for treatmthat the Plan determines is
not Medically Necessary.

Experimental or Not Generally Accepted TreatimeBubject to the exceptions
described in the definition of “Experimental or N&énerally Accepted,” charges
incurred for a treatment that is Experimental ar@enerally Accepted.

No Legal Obligation to Pay. Charges for whiclmember is not legally obligated
to pay, or treatment which he or she obtains, @nistled to obtain, under any
plan or program without charge, other than MedicaidVedi-Cal. This will
include charges for treatment which is provided paid for by the federal
government at a Veteran’s Administration facilityr f(i) an Injury or Iliness
related to the patient's military service or (ilhet member or his or her
Dependents, if retired from the armed services.

Non-Covered Individual. Charges incurred bynsone other than a Covered
Individual, even if living in the same household.

Third Party Responsible. Charges incurredafbich a third party is responsible;
provided, however, that benefits may be advancedth® Plan pending

determination by way of court or administrative etdatination of third party

liability or by way of settlement, whether or nbetthird party is responsible for
payment of medical and Hospital costs. (See adsti® 8.12.)
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(7)

(8)

(9)

(10)

(11)

(12)

(13)
(14)

(15)

(16)

(17)

Act of War, Riot or Civil Disorder. Chargescurred as a result of an act of war
(whether declared or not) and any related act,céiadges incurred as the result of
participation in a riot or civil disorder.

Alternative Reproduction Birth Methods. Chargecurred in connection with (i)
artificial insemination, (ii) in vitro fertilizatia or (iii) in-vivo fertilization.

Certain Eye Surgery. Charges incurred for sygo the eye to correct a
refractive error (such as radial keratotomy) andrgés incurred for the purchase
or fitting of eye glasses or contact lens, butinctuding charges incurred for a
contact lens or eye glasses and frames requirectdiately following, and as a

result of, cataract surgery.

Cosmetic Charges. Charges incurred in comorecith treatment that is

cosmetic; other than (i) reconstructive surgergetiore tissue damaged by Injury
or lliness (including surgery on one or both breast re-establish symmetry
following a mastectomy) or (ii) treatment of a GChifrom birth to correct a

congenital disease or anomaly, including an ortdae

Custodial Care. Non-medical care that hefviduals with activities of daily
living, preparation of special diets and self-adsthation of medication not
requiring constant attention of medical personri&loviders of custodial care are
not required to undergo medical training.

Elective Abortion. Charges incurred for apative abortion, except where the
life or health of the mother is in danger if thegedure is not performed.

Hearing Aids. Charges for hearing aids.

Personal Comfort Items. Charges for persarahfort items used for an
individual's personal comfort, such as air pursiethumidifiers, whirlpools,
Jacuzzi or hot tub devices, exercise equipmentinneg chairs, bed boards, or
other equipment not primarily medical in nature.

Transportation. Charges for transportatiorcept professional ambulance
services.

Vitamins, Dietary Supplements, Weight-ContrBleauty Aids. Charges for
multiple and non-therapeutic vitamins, dietary dapgents, weight-control items,
and health and beauty aids.

Work-Related. Charges incurred as a resuli) @n Injury which arises out of or
in the course of any employment with any other eygd or (ii) an lliness for
which the member or Dependent (a) is entitled toelits under any workers’
compensation law or occupational disease law orggives any settlement from
a workers’ compensation or occupational diseasgecar(See also Section 8.12.)

8.10 Federal Mandates

(@)

Newborn’s and Mother’s Health Protection Acthe Self-Funded PPO generally

may not restrict benefits for any hospital lengthstay in connection with childbirth for the
mother or newborn child less than 48 hours follggvennormal delivery, or less than 96 hours
following a Cesarean section. Federal law does hotvever, prohibit the mother's or
newborn’s attending provider, after consulting wtle mother, from discharging the mother and
her newborn earlier than the 48 hours, or 96 hasrapplicable. In any event, the PPO may not
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require that a provider obtain authorization frdra Plan or the issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).

(b) Reconstructive Surgery After MastectomyJnder the Women’'s Health and
Cancer Rights Act of 1998 ("WHCRA"), when the PP@\pdes medical and surgical benefits
in connection with a mastectomy, the PPO must pgewoverage in a manner determined in
consultation with the attending Physician and thgent for (i) reconstruction of the breast on
which the mastectomy was performed, (ii) surgerg asconstruction on the other breast to
produce a symmetrical appearance and (iii) prosthasd physical complications of all stages of
mastectomy, including lymphedemas. This coveragraibject to the PPO’s annual deductibles
and coinsurance provisions.

(c) Other Federal MandatesIn addition to compliance with other federal ates
discussed in this document, and to the extent egigk, the Self-Funded PPO will provide
coverage and benefits in accordance with the reménts of the Affordable Care Act, the
Genetic Information Nondiscrimination Act of 20085(NA,” the provisions of which are
explained in a poster titled “Equal Employment Oppoity is the Law” that is posted in your
work area), the Mental Health Parity Act (“MHPA'the Mental Health Parity and Addiction
Equity Act ("MHPAEA”), and any other applicable fexl law. Both HMOs will similarly
comply with these and other federal mandates, ¢ateé faw requirements, as set forth in the
HMO contracts and as required by federal and &ate

8.11 Coordination of Benefits

@) General Rules.A Covered Individual may be covered by another grbealth
plan or prescription drug card program in additiorthis Plan, potentially resulting in both plans
paying on the same claim. This section contaihssréor the coordination of benefits. If a
Covered Individual is covered under another grolgm,pthe total amount to be paid from all
plans will not exceed 100% of the amount of Covetéadrges. This section does not apply to
non-group ie., individual) insurance coverage under which a Cegemdividual may be
covered. The Plan may obtain or release any infooma&ecessary to implement this subsection.
You must declare your coverage under other groapspl The Plan can pay to another paying
organization amounts warranted to satisfy the intérthis section and, to the extent of such
payment, be discharged from liability for that ofai The Plan can also recover amounts that are
overpaid under this section from you from any iesuor other organization. Information
necessary to the administration of this provisiah be required of you at the time a claim is
submitted. Payment of the claim may be delayé#dkeifrequired information is not provided.

(b)  Which Plan Pays First When You Are Covered UndereMihan One Group
Plan

(2) If the other plan has a coordination of benefibvision, the plan that
provides health care coverage (i.e., medical, halsgprescription drug, vision and/or
dental) to you as an employee, former employeeetinee (and not as a dependent)
pays first.

(2) If you are covered as an employee or retiradeuboth health plans, the
plan that has provided health care coverage tdomger is the primary payer.

3) If you are covered as a current or active eygrounder one plan and a
former employee under the other plan, the plandbaérs you as an active employee
will be the primary payer.
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(4) If the other plan has no coordination of betsgbrovision, that plan is the
primary payer.

(5) If a Child is covered under another plan, th@npof the parent whose
birthday occurs earlier in the year is the primpayer. However, if the parents are
divorced or are separated, the plan of the cudtpdigent is the primary payer. If
joint custody applies, the plan of the parent whnsthday occurs earlier in the year
is the primary payer. If the parent with custodgnarries, the order of payment is as
follows:

(A)  natural parent with whom Child resides;
(B)  step-parent with whom Child resides; then
(C)  natural parent not having custody of the Child

This order of payment can change if the child supper directs one of the parents to
be financially responsible for the medical, deotabther health care expenses of the
Child.

(c) Which Plan Pays First When You Are Medicare Elggibl

(1) If you are covered as an Active Employee who h&sregd age 65 and are
eligible for Medicare, coverage under the Planeseagally the primary payer. When
the Plan is the primary payer, the Plan will pagtfand Medicare second. You or
your Dependent may, however, elect Medicare asguyimIf Medicare is elected as
the primary payer, your or your Dependent’s covernaigder the Plan will cease.

(2) If you are a Medicare eligible Retiree or former ppoyee who has
attained age 65, Medicare will be primary and th@nRwill be secondary. See
Section 8.5(e) for information on how the Plan ddjates claims for Medicare
eligible Retirees and Dependents.

3) If you are a Medicare eligible Retiree or former ppoyee who has
attained age 65 and are covered in another plam @nployee, the plan that covers
you as an employee will be primary. The orderajfrpent is as follows:

(A)  The Plan in which you are enrolled as an exypé
(B)  Medicare
(C) The SFEW (Retiree) Plan

4) If you are a Medicare eligible Retiree or former ppoyee who has
attained age 65 and are covered in another plardapendent of an active employee,
the plan that covers you as a dependent of aneaetiyployee will be primary. The
order of payment is as follows:

(A)  The Plan in which you are enrolled as an exygé
(B) Medicare
(C) The SFEW (Retiree) Plan

5) If you are a Medicare eligible Retiree or former pboyee who has
attained age 65 and are covered in another plardapendent of an active employee,
the plan that covers you as a dependent of aneaetiyployee will be primary. The
order of payment is as follows:

(A)  The Plan in which you are enrolled as an exygé
(B) Medicare
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(C) The SFEW (Retiree) Plan

If you or your Dependent are entitled to Medicaeadfits before age 65 due to total
disability or ESRD, the Plan will be the primaryypa during any waiting period for
Medicare benefits due to total disability or ESREfter the Medicare waiting period,
and you or your Dependent are entitled to Medidzerefits, the Plan will be the
secondary payer; provided, however, that the Pifirbe/the primary payer if you are
receiving Active Coverage and you or your Dependamat entitled to Medicare
benefits due to total disability for other than ESR

8.12 Subrogation and Reimbursement

(@) Participant Must Agree to Subrogation and Reimbomset. As a condition to the
receipt of benefits under this article, a Coverativiidual agrees:

(1) to reimburse the Plan to the extent any bengfitments are recovered
from the proceeds of any judgment or settlemengmaat or otherwise,
on account of any illness, injury, or condition fehich an employer or
other third party (or their respective insurers)rba liable, regardless of
whether such recovery is less than the actualdoffered by the person,
and irrespective of whether responsibility is atedpor denied by an
employer or third party;

(2) to waive any argument or contention that anyoacby the Plan in state
court is pre-empted by federal law; and

3) to assign to the Plan the Covered Individuatit of action against the
employer or other third party (or their respectimsurers) to the extent
benefits have been paid or may be paid in the éutur

In addition, any Covered Individual must, as a ¢oowl to eligibility and the receipt of Plan
benefits;

(4) notify the Plan Office within thirty (30) dayd making a claim against an
employer or other third party (or their respectimsurers) relating to an
incident leading to damages, benefits or other @mation, of the fact
and nature of such claim;

(5) furnish any information or assistance and eteeamy documents that the
Plan may require; and

(6) take no action that may prejudice or interf@ith such rights.

(b)  Subrogation & ReimbursementWhether or not the preceding requirements are
satisfied, the Board;

(1) is automatically assigned a Covered Individsialght of action against an
employer or other third party (or their respectimsurers) to recover
benefits that have been paid or may be paid irfiuhee;

(2) has the right to intervene at any time in ag{iom brought against an
employer or other third party (or their respectimsurers) to recover all
benefits that have been paid or may be paid irfiutuee;

3) shall be reimbursed fully from the proceedsany judgment, settlement,
or other resolution of any action or proceedingréoover benefits that
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have been paid or may be paid in the future, régssf whether the total
amount of such recovery is less than the actualdoffered by the person;

4) shall be reimbursed 100% of the charges it pa@ lump sum at the time
payment is received by a Covered Individual, hik@rdependents, or his
or her representative; and

(5) has an automatic first lien upon any recoverthe extent of benefits that
have been paid or in the future may be paid.

In all instances set forth above in this subsectiba Board shall have such rights regardless of
whether the total amount of the recovery is lesstthe actual loss suffered by the Covered
Individual. The Board shall also be fully reimbedisfor any charges paid in error, whether the
error was that of the Plan, participant, or depahde

(c) Recovery by the PlanShould any Covered Individual fail to comply withyaof
the foregoing requirements, the Board may suspeaidGovered Individual's ongoing eligibility
for benefits and deny pending or future claimsluuch time that he or she is in compliance
with such requirements. Should any Covered Indi@icenter into any settlement of any claim
pursuant to state workers’ compensation law orgreisinjury law (whether or not a lawsuit is
filed) that does not include complete and finaloteBon of the Plan’s lien, claim for
reimbursement and/or subrogation claim immediatglgn effectuation of such settlement, the
Plan may suspend the Covered Individual’'s ongoliggbdity for benefits and deny pending or
future claims until the Plan has recouped an amegntl to the value of such claim. Such
recoupment may be accomplished via processing dicalebenefit claims without payment of
the amounts normally payable under the Plan. Téae &pressly rejects the application of legal
theories such as the “collateral source,” “maked@ha@and “common fund” doctrines to the
extent that they may prevent or limit the Plan’soreery from any payment that a Covered
Individual receives from a third party (or its imeg). The Plan’s reimbursement will not be
reduced to pay any portion of the attorneys’ fead aosts associated with the Covered
Individual's legal recovery. This section appliesany no-fault insurance recoveries and all
proceedings and actions, including but not limitedproceedings under any state workers’
compensation acts, and any actions for negligemeglical malpractice, products liability, and
other torts or wrongful acts.

(d) Subrogation and Reimbursement for HMO Benefiles similar to those set
forth above in this section shall apply to indivadisi covered under one of the HMOs to the
extent provided in the applicable HMO contract.

IX. HMO OPTIONS

9.1 General Rules. As an alternative to the Self-Funded PPO, a Ppditi may
elect coverage under one of following two HMOs oéteunder the Plan:

Blue Shield of California Kaiser Foundation Hedban, Inc.
50 Beale Street 1950 Franklin Street

San Francisco, CA 94105-1808 Oakland, CA 94612

Tel: (800) 642-6155 (800) 464-4000

(800) 777-1238 (Senior Advantage)

The HMOs consist of networks of health care prossdéhat have contracted with an
organization (specifically, either Kaiser Foundatiéiealth Plan, Inc. or Blue Shield of
California) to provide medical services to Partaifs for a fixed payment. Both HMOs have
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separate written informational material that expldie services and benefits provided, as well as
each HMO's limitations and exclusions. The HMO \smiect will provide you with complete
written disclosures after you enroll, including identification card. The medical facilities you
must use are listed in the HMO packet you receieportantly, you_must use the Physicians
and Hospitals associated with the HMO you selécCovered Individual who is covered under
an HMO is ineligible for the benefits describedArticle VIII.

9.2 Enrollees Must Live in_Service Area. To enroll in an HMO, the Participant
must live or work within the HMO'’s service areaorkhe Kaiser HMO, your home or principal
place of work zip code must be included within Keiser HMO’s zip code. Accordingly, an
HMO may not be available to all Participants beeaas HMO's service area may not include
the area in which the Participant lives or works.

9.3 Incorporation of HMO Contract Into Plan. Any contract between the Plan and
an HMO, to provide health care coverage to Padiip and that has been duly approved and
executed by the Board, is hereby incorporatedtimoPlan. Any such contract shall govern the
determination of benefits payable to a Coveredviddal who has elected enrollment in the
HMO.

X. SUPPLEMENTAL BENEFITS

In addition to the medical benefits described iniddes VIII and IX, the Plan provides
dental, vision, long-term disability and death Héae

10.1 Dental Benefits

(@8  General Rules.Dental benefits are paid directly from the Plamisst {.e., they
are not insured). The dental program is admirestehowever, by Delta Dental and uses Delta
Dental’s provider network. Employees and EarlyiiRes are covered under the Delta Dental
Premier Plan (group ID numbers 4874-0005 and 48060 Retirees are covered under the
Delta Dental Preferred Option, or “DPQO” (group Iumbers 4874-0015 and 4874-0016).
Dependents are covered under the same plan asatlieigant. To obtain dental services, a
Covered Individual should make an appointment veitty dentist listed on the Delta Dental
provider list. All Delta Dental dentists will hauelta Dental treatment forms in their offices
and should complete and submit the forms to Deétat@l for reimbursement. That Delta Dental
provider list containing a complete list of Deltae®al dentists may be obtained by calling
Delta’s service department at (800) 427-2737 oaiit be found adeltadentalca.org.

(b)  Summary of Benefitslf you have specific questions regarding benefiicttire,
limitations or exclusions, refer to the detailedsatissions below, consult the Summary of
Benefits provided by Delta, or contact Delta’s sswdepartment. The following is a summary
of the benefits available under the dental program.

Percent of Delta Dental Delta Preferred Option (DPO)

. Fee Schedule Paid by Plan Retiree Rates
Dental Services . | q
(Active Employees an In-Network Out-of-
Early Retirees) Network
Diagnostic & preventive 100% 100% 80%
(oral exams, cleaning, x-
rays)
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Basic services (oral surgery,
restorative treatment, root 80%
canals, gum treatment,
ondontics, periodontics)

Implants

Orthodontic benefits

Crowns, jackets & other 80% 80% 60%
cast restorations

Prosthodontics (bridges, 80% 80% 60%
partial denture, full dental)

Annual maximum $4,000 $4,000 $4,000
Maximum orthodontics $4,000 $1,500 $1,500

(c) Your Benefits. Your dental plan covers several categories oefsn when the
services are provided by a licensed dentist, arehvthey are necessary and customary under the
generally accepted standards of dental practice.

IMPORTANT : If you opt to receive dental services that aseaovered services under
this plan, your Delta Dental dentist may charge gsuor her Reasonable and Customary
rate for those services. Prior to providing you tdemservices that are not a covered
benefit, your dentist should provide you with aatreent plan that includes each
anticipated service to be provided and the estidhatest of each service (see
Predeterminations in subsection (n) below). If yeauld like more information about
dental coverage options, you may call our CustoBewice department at (800) 765-
6003. To understand your coverage fully, you maghwio review carefully the
information provided here. The Plan will provideypeent for these services at the
percentage indicated up to a maximum of $4,000etmh Covered Individual in each
calendar year. Payment for orthodontic benefitsaforEnrollee is limited to a lifetime
maximum of $4,000.

(1) Diagnostic and Preventive Benefits

(A)  Percent Covered
100% if provided by Delta Dental dentists;
80% if provided by other dentists

(B) Benefits Covered

Diagnostic - oral examinations (including initiakaninations,
periodic examinations and emergency examinationsjays;
diagnostic casts, examination of biopsied tissualligtive
(emergency) treatment of dental pain; specialissatiation

Preventive - prophylaxis (cleaning); fluoride tmeant; space
maintainers
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(2)

(3)

(4)

()

(A)

(B)

Basic Benefits

Percent Covered
80% if provided by Delta Dental Dentists;
80% if provided by other dentists

Benefits Covered

Oral surgery - extractions and certain other safgprocedures,
including pre- and post-operative care

Restorative - amalgam, silicate or composite ()esdstorations
(fillings) for treatment of carious lesions (vigbdestruction of
hard tooth structure resulting from the procesdenftal decay)

Endodontic - treatment of the tooth pulp
Periodontic - treatment of gums and bones that@tipipe teeth

Sealants - topically applied acrylic, plastic ompwsite material
used to seal developmental grooves and pits irh téat the
purpose of preventing dental decay

Adjunctive General Services - general anesthesia; dedation;
office visit for observation; office visit after galarly scheduled
hours; therapeutic drug injection; treatment of tpagical
complications  (unusual circumstances); limited osal
adjustment

Crowns, Inlays, Onlays and Cast Restorationeen

(A)

(B)

Percent Covered
80% if provided by Delta Dental Dentists;
60% if provided by other dentists

Benefits Covered

Crowns, inlays, onlays and cast restorations anmeeftis only if
they are provided to treat cavities which cannotrdstored with
amalgam, silicate or direct composite (resin) nedions.

Prosthodontic Benefits

(A)

(B)

Percent Covered
80% if provided by Delta Dental Dentists;
60% if provided by other dentists

Benefits Covered

Construction or repair of fixed bridges, partialntlges and
complete dentures are Benefits if provided to mplanissing,
natural teeth.

Implant surgical placement and removal and for anpsupported
prosthetics, including implant repair and re-ceragan.

Orthodontic Benefits

(A)

Percent Covered
80% if provided by Delta Dental Dentists
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80% if provided by other dentists

(B) Lifetime Maximum
$4,000 per Premier Plan Enrollee (Employees oryER#tirees
and their eligible Dependents)
$1,500 per DPO Enrollee (Retirees and their elgibépendents)

(C) Benefits Covered
Procedures using appliances or surgery to straighterealign
teeth, which otherwise would not function properly.

(d)  Benefit Limitations

1)

(2)

3)

(4)

()

(6)
(7)

(8)

(9)

Only the first two oral examinations, including io# visits for
observation and specialist consultations, or coatlmn thereof, in a
calendar year are Benefits while you are eligibidar any Delta Dental
plan.

Full-mouth x-rays are a Benefit once in a five-ypariod while you are
eligible under any Delta Dental plan. The Plan paysa panoramic x-ray
provided as an individual service only after fiveays have elapsed since
any prior panoramic x-ray was provided under anigdDieental plan.

Bitewing x-rays are provided on request by the idgnbut no more than
twice in any calendar year for children to age t®mce in any calendar
year for adults age 18 and over, while you areildégunder any Delta
Dental plan.

Diagnostic casts are a Benefit only when made inneotion with
subsequent orthodontic treatment covered undepthis

The Plan pays for two cleanings or a dental proeedhbat includes a
cleaning each calendar year under any Delta Depl@h. Routine
prophylaxes are covered as a Diagnostic and Pigeelenefit and
periodontal prophylaxes are covered as a Basicfiene

Periodontal scaling and root planing is a Benefiteofor each quadrant
each 24-month period.

Fluoride treatments are covered twice each caleyekar under any Delta
Dental plan.

Sealant Benefits include the application of sealamiy to permanent first
molars through age eight and second molars thragghl15 if they are
without caries (decay) or restorations on the aallwsurface. Sealant
Benefits do not include the repair or replacemérat sealant on any tooth
within two years of its application.

Crowns, Inlays, Onlays and Cast Restorations areefie on the same
tooth only once every five years, while you argjible under any Delta
Dental plan, unless Delta Dental determines thgiaoement is required
because the restoration is unsatisfactory as & @spoor quality of care,

or because the tooth involved has experienced sixtfoss or changes to
tooth structure or supporting tissues since thelacgpnent of the

restoration.
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(10)

(11)

(12)

(13)

(14)

(15)

(16)

Prosthodontic appliances and implants are Benefitg once every five
years, while you are eligible under any Delta Deptan, unless Delta
Dental determines that there has been such anséxteioss of remaining
teeth or a change in supporting tissues that tietieg appliance cannot
be made satisfactory. Replacement of a prosthadampipliance not
provided under a Delta Dental plan will be mad i unsatisfactory and
cannot be made satisfactory. Delta Dental will aepl an implant, a
prosthodontic appliance or an implant supportedtbesis you received
under another dental plan if we determine it isatisfactory and cannot
be made satisfactory. We will pay for the removiahio implant once for
each tooth during the Enrollee’s lifetime.

The Plan will pay the applicable percentage of deatist's fee for a
standard partial or complete denture. A standandigbaor complete
denture is defined as a removable prosthetic apg@igrovided to replace
missing natural, permanent teeth that are made &ooepted materials
and by conventional methods.

If you select a more expensive plan of treatmeiintis customarily
provided, or specialized techniques, an allowandehbhe made for the
least expensive, professionally acceptable, alteen#&reatment plan. The
Plan will pay the applicable percentage of thede$se for the customary
or standard treatment and you are responsibleh@rrémainder of the
dentist’'s fee. For example: a crown where an amaldiding would
restore the tooth; or a precision denture wheréaadsrd denture would
suffice.

If orthodontic treatment is begun before you becefiggble for coverage,
payments will begin with the first payment due be tdentist following
your eligibility date.

Orthodontics payments will stop when the first paymnis due to the
dentist following either a loss of eligibility, drtreatment is ended for any
reason before it is completed.

The Plan will pay the applicable percentage of Erentist's fee for a
standard orthodontic treatment plan involving stajand/or non-surgical
procedures. If the Enrollee selects specializedooiintic appliances or
procedures chosen for aesthetic considerationall@amance will be made
for the cost of a standard orthodontic treatmeah@nd the Enrollee is
responsible for the remainder of the Dentist’s fee.

X-rays and extractions that might be necessaryfthrodontic treatment
are not covered by Orthodontic Benefits, but may coeered under
Diagnostic and Preventive or Basic Benefits.
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(e) Excluded Services.Although the dental program covers many of the most
commonly needed services, some services are netexhv It is important for you to know what
these services are before you visit your dentfsyou are unsure whether a particular procedure
is covered, or the extent to which it is coverdteak with Delta Dental before proceeding. The
following services are not covered:

1)

(2)

3)

(4)

(5)

(6)
(7)
(8)

(9)

(10)
(11)
(12)

(13)
(14)

Services for injuries or conditions that are codemender workers’
compensation or employer’s liability laws.

Services that are provided to the Enrollee by amyleFal or State
Governmental Agency or are provided without cogh® Enrollee by any
municipality, county or other political subdivisiorexcept Medi-Cal
benefits.

Services for cosmetic purposes or for conditionst thre a result of
hereditary or developmental defects, such as phd#ite, upper and lower
jaw malformations, congenitally missing teeth aneketh that are
discolored or lacking enamel.

Services for restoring tooth structure lost fromawéabrasion, erosion,
attrition, or abfraction), for rebuilding or maimag chewing surfaces
due to teeth out of alignment or occlusion, or $tabilizing the teeth.
Examples of such treatment are equilibration amgbgental splinting.

Any Single Procedure, bridge, denture or other thiaontic service that
was started before the Enrollee was covered byptars

Prescribed drugs, or applied therapeutic drugsnedécation or analgesia.
Procedures that are Experimental or Not Generatlgefited.

Charges by any hospital or other surgical or treatnfacility and any
additional fees charged by the Dentist for treatnmeany such facility.

Anesthesia, except for general anesthesia or ledatson given by a
licensed Dentist for Oral Surgery services and cselendodontic and
Periodontic procedures.

Grafting tissues from outside the mouth to tissuesde the mouth
(“extraoral grafts”).

Diagnosis or treatment by any method of any coowlitielated to the
temporomandibular (jaw) joints or associated missalerves or tissues.

Replacement of existing restoration for any purpatker than active tooth
decay.

Occlusal guards and complete occlusal adjustment.

Charges for replacement or repair of an orthodatigiance paid in part
or in full by this plan.

()  Other Charges. Benefits under this Plan are described above rutheesection
“Your Benefits.If dental services are provided by a Delta Deahtist or a Delta Dental PPO
Dentist, you are responsible for your coinsurancly.olf the dental services you receive are
provided by a dentist who is not a Delta Dental i3 ror Delta Dental PPO Dentist, you are
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responsible for the difference between the amdumtian pays and the amount charged by the
non-Delta Dental dentist.

() Covered Fees.lt is to your advantage to select a dentist wha [Belta Dental
Dentist, since a lower percentage of the dentises may be covered by this plan if you select a
dentist who is not a Delta Dental Dentist. A li$tQelta Dental Dentists is available using the
website deltadentalins.com, or by calling 800-768& Payment to a Delta Dental PPO Dentist
will be based on the applicable percentage ofdhedr of the Fee Actually Charged, the dentist’s
accepted Reasonable and Customary fee on fileDétta Dental, or a fee which the dentist has
contractually agreed upon with Delta Dental to atder treating enrollees under this plan.
Payment to a Delta Dental Dentist will be basedh&napplicable percentage of the lesser of the
Fee Actually Charged, or the accepted Reasonabl€astomary fee that the dentist has on file
with Delta Dental.

Payment for services by a California dentist, opatiof-state dentist, who is not a Delta
Dental Dentist will be based on the applicable petage of the lesser of the Fee Actually
Charged, or the fee that satisfies the majoritipelta Dental Dentists. Payment for services by
a dentist located outside the United States wilb&éged on the applicable percentage of the lesser
of the Fee Actually Charged, or the fee that dasshe majority of Delta Dental dentists.

(h)  Choice of Dentists and Providers

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KOW FROM WHOM
OR WHAT GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAED.

Nearly 29,000 dentists in active practice in Catifa are Delta Dental Dentists. About 16,500 of
these Delta Dental Dentists are also Delta Dernfed) Pentists. While covered under the PPO
plan, you are free to choose any dentist for treatmbut it is to your advantage to choose a
Delta Dental Dentist. This is because his or hes fare approved in advance by Delta Dental.
Delta Dental Dentists have treatment forms on hemdl will complete and submit the forms to
Delta Dental free of charge. If you choose a DBkatal PPO Dentist, you will receive all of the
advantages of going to a Delta Dental Dentist, ymd may have a higher level of Benefits for
certain services. If you go to a non-Delta Dentahtist, Delta Dental cannot assure you what
percentage of the charged fee may be covered. €l&mservices from non-Delta Dental
Dentists may be submitted to Delta Dental at P.@x B97330, Sacramento, CA 95899-7330.
Dentists located outside the United States areDattia Dental Dentists. Claims submitted by
out-of-country dentists are translated by Delta Bkstaff and the currency is converted to U.S.
dollars. Claims submitted by out-of-country demsti$dor Enrollees residing in California are
referred to Delta Dental’'s Quality Assessment d@pant for processing. Delta Dental may
require a clinical examination to determine theligyaf the services provided, and the Plan may
decline to reimburse you for Benefits if the seegicare found to be unsatisfactory. A list of
Delta Dental PPO Dentists and Delta Dental Dentiats be obtained by calling 800-765-6003.
This list will identify those dentists who can prde care for individuals who have mobility
impairments or have special health care needs. céoualso obtain specific information about
Delta Dental PPO Dentists and Delta Dental Denbgtsising our website — deltadentalins.com
or calling the Delta Dental Customer Service departt at (800) 765-6003. Services may be
obtained from any licensed dentist during normétefhours. Emergency services are available
in most cases through an emergency telephone egehaaintained by the local dental society
listed in the local telephone directory. Servicesrf dental school clinics may be provided by
students of dentistry or instructors who are ncgrised by the state of California. Delta Dental
shares the public and professional concern abeupdissible spread of HIV and other infectious
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diseases

in the dental office. However, Delta Dentmnot ensure your dentist's use of

precautions against the spread of such diseasesngel your dentist to be tested for HIV or to
disclose test results to Delta Dental, or to yoalt®Dental informs its panel dentists about the
need for clinical precautions as recommended bygmized health authorities on this issue. If
you should have questions about your dentist'sthesthtus or use of recommended clinical
precautions, you should discuss them with yourident

(i)

1),

Continuity of Care

(2) Current Enrollees. Current Enrollees may hidneeright to the benefit of
completion of care with their terminated Delta CriDentist for certain specified
dental conditions. Please call Delta Dental’s Qualissessment Department at (415)
972-8300 to see if you may be eligible for this éf@nYou may request a copy of the
Delta Dental's Continuity of Care Policy. You musiake a specific request to
continue under the care of your terminated DeltatBleDentist. We are not required
to continue your care with that dentist if you aog eligible under our policy or if we
cannot reach agreement with your terminated Dekat& Dentist on the terms
regarding your care in accordance with Califoraia.|

(2) New Enrollees. A New Enrollee may have thghtito the qualified
benefit of completion of care with their non-Dedantal Dentist for certain specified
dental conditions. Please call Delta Dental’s Qualissessment Department at (415)
972-8300 to see if you may be eligible for this éf@nYou may request a copy of the
Delta Dental's Continuity of Care Policy. You musiake a specific request to
continue under the care of your current providee #¥e not required to continue
your care with that dentist if you are not eligibleder our policy or if we cannot
reach agreement with your non-Delta Dental Dewtisthe terms regarding your care
in accordance with California law. This policy doest apply to new Enrollees of an
individual subscriber contract.

Public Policy Participation by Enrollees Delta Dental’s Board of Directors

includes Enrollees who participate in establishibglta Dental’s public policy regarding

Enrollees

through periodic review of Delta DentaDsiality Assessment program reports and

communication from Enrollees. Enrollees may sukanig suggestions regarding Delta Dental’s

public poli

cy in writing to: Delta Dental of Califoia, Customer Service Department, P. O. Box

997330, Sacramento, CA 95899-7330.

(k)

practicing

Saving Money on Your Dental Bill&ou can keep your dental expenses down by
the following:

(1) Compare the fees of different dentists;
(2) Use a Delta Dental Dentist;

(3) Have your dentist obtain a predetermination fronitdd®ental for any
treatment over $300;

(4)  Visit your dentist regularly for checkups;
(5) Follow your dentist’'s advice about regular brushamgl flossing;
(6)  Avoid putting off treatment until you have a mappoblem; and

(7) Learn the facts about overbilling. Under this Plgou must pay the
dentist your coinsurance share (see YOUR BENEFIY8) may hear of
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some dentists who offer to accept insurance paysrentfull payment.”
You should know that these dentists may do so lgyaharging your plan
and may do more work than you need, thereby inorgggan costs. You
can help keep your dental Benefits intact by avmdiuch schemes.

0] Your First Appointment During your first appointment, be sure to giveuy
dentist the following information:

(1) Your Delta Dental group number : 4874-1005;

(2) The Covered Plan is the San Francisco Electricalkédrte Health &
Welfare Plan;

3) Primary Enrollee’s ID number (which must also beduby Dependents);
4) Primary Enrollee’s date of birth; and
5) Any other dental coverage you may have.

(m) Accessibility and Services for After-Hours and Urg€are If you or a family
member has special needs, you should ask yourstiabtout accessibility to their office or clinic
at the time you call for an appointment. Your denwill be able to tell you if their office is
accessible taking into consideration the specdmuirements of your needs. Routine or urgent
care may be obtained from any licensed dentisinguitieir normal office hours. Delta Dental
does not require prior authorization before seekiagtment for urgent or after-hours care. You
may plan in advance, for treatment for urgent, gmecy or after-hours care by asking your
dentist how you can contact the dentist in the eyen or a family member may need urgent
care treatment or treatment after normal businemsrsh Many dentists have made prior
arrangements with other dentists to provide cargotoif treatment is immediately or urgently
needed. You may also call the local dental sodisy is listed in your local telephone directory
if your dentist is not available to refer you tao#mer dentist for urgent, emergency or after-hours
care.

(n) Predeterminations After an examination, your dentist will talk t@u about
treatment you may need. The cost of treatmentnseiing you may want to consider. If the
service is extensive and involves crowns or bridgesf the service will cost more than $300,
we encourage you to ask your dentist to request agdetermination.

A predetermination does not guarantee payment. Itd an estimate of the amount the Plan
will pay if you are eligible and meet all the requiements of your plan at the time the
treatment you have planned is completed.

In order to receive a predetermination, your démbigst send a claim to us listing the proposed
treatment. Delta Dental will send your dentist @iboof Predetermination which estimates how
much you will have to pay. After you review theiesite with your dentist and decide to go
ahead with the treatment plan, your dentist retuhes statement to us for payment when
treatment has been completed. Computations araeast only and are based on what would be
payable on the date the Notice of Predeterminasassued if the Enrollee is eligible. Payment
will depend on the Enrollee’s eligibility and themmaining annual maximum when completed
services are submitted to Delta Dental. Predeteéngintreatment helps prevent any
misunderstanding about your financial responsiédit If you have any concerns about the
predetermination, let us know before treatmentisegd your questions can be answered before
you incur any charges.
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(0)

Reimbursement Provisions

(1) Filing Your Claims. A Delta Dental Dentist livile the claim for you.
You do not have to file a claim or pay the Plardénsurance for covered services if
provided by a Delta Dental Dentist. Delta Dental Gdlifornia’'s agreement with
Delta Dental Dentists makes sure that you will betresponsible to the dentist for
any money the Plan owes. If the covered servigedsided by a dentist who is not a
Delta Dental Dentist, you are responsible for §lithe claims and paying your
dentist. Claims should be filed with Delta DentélGalifornia at P. O. Box 997330,
Sacramento, CA 95899-7330 and the Plan will reimduou. However, if for any
reason the Plan fails to pay a dentist who is nDelia Dental Dentist, you may be
liable for that portion of the cost. Payments mamgou are not assignable (in other
words, we will not grant requests to pay non-DBlétal Dentists directly).

2 Services Performed Outside the U.S. Paymentléims exceeding $500
for services provided by dentists located outsite tnited States may, at Delta
Dental’'s option, be conditioned upon a clinical leaion at Delta Dental’'s request
(seeSECOND OPINIONS). The Plan will not pay Benefits for such servidebey
are found to be unsatisfactory.

The Plan does not pay Delta Dental Dentists angntige as an inducement to
deny, reduce, limit or delay any appropriate servi€you wish to know more about
the method of reimbursement to Delta Dental Des)tigbu may call Delta Dental’s
Customer Service department for more information.

3) Payment of Completed Procedures Only. Paynfentany Single
Procedure that is a Covered Service will only bedenapon completion of that
procedure. The Plan does not make or prorate pagni@ntreatment in progress or
incomplete procedures. The date the procedurengplated governs the calculation
of any Deductible (and determines when a chargmade against any Maximum)
under your plan. If there is a difference betwedratwour dentist is charging you
and what Delta Dental says your portion shouldobbd, you are not satisfied with the
dental work you have received, contact Delta Dé&ntalistomer Service department.
Delta Dental may be able to help you resolve thgason. Delta Dental may deny
payment of a claim for services submitted more thanmonths after the date the
services were provided. If a claim is denied dua f@elta Dental Dentist’s failure to
make a timely submission, you shall not be liabléhtat dentist for the amount which
would have been payable by the Plan (unless ydedféd advise the dentist of your
eligibility at the time of treatment).

(4) Claims Processing. The process Delta Denta$ @s determine or deny
payment for services is distributed to all Deltania Dentists. It describes in detail
the dental procedures covered as Benefits, theitommsl under which coverage is
provided, and the limitations and exclusions apflie to the Plan. Claims are
reviewed for eligibility and are paid according tttese processing policies. Those
claims which require additional review are evaldatey Delta Dental’'s dentist
consultants. If any claims are not covered, oinfitations or exclusions apply to
services you have received from a Delta Dental Bgntou will be notified by an
adjustment notice on the Notice of Payment or Acti¥ou may contact Delta
Dental’'s Customer Service department for more médion regarding Delta Dental’s
processing policies.
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Delta Dental uses a method called "first-in/firsit‘oto begin processing your claims. The date
Delta Dental receives your claim determines thesiona which processing begins. For example,
if you receive dental services in January and Fafyribut we receive the February claim first,
processing begins on the February claim first.

Incomplete or missing data can affect the datecthien is paid. If you or your dentist has not

provided Delta Dental with all information necesséw complete claim processing, payment
could be delayed until any missing or incompleteda received by Delta Dental. The order in
which your claims are processed and paid by the Rlay also impact your annual maximum.

For example, if a claim with a later date of segvig paid and your annual maximum for the year
has been reached then a claim with an earlier afaservice in the same calendar year will not
be paid.

(p) If You Have Questions About Services From a De#at@l Dentist. If you have
guestions about the services you receive from &Deéntal Dentist, we recommend that you
first discuss the matter with your dentist. If yoontinue to have concerns, call Delta Dental’s
Quality Assessment department at (415) 972-830@neion 2700. If appropriate, Delta Dental
can arrange for you to be examined by one of ours@ling dentists in your area. If the
consultant recommends the work be replaced or cedg Delta Dental will intervene with the
original dentist to either have the services regiaor corrected at no additional cost to you or
obtain a refund. In the latter case, you are feeehoose another dentist to receive your full
Benefit.

(@) Second Opinions. Delta Dental obtains second opinions through &egi
Consultant members of its Quality Review Committe@eo conduct clinical examinations,
prepare objective reports of dental conditions, emdluate treatment that is proposed or has
been provided. Delta Dental will authorize such examination prior to treatment when
necessary to make a Benefits determination in respto a request for a Predetermination of
treatment cost by a dentist. Delta Dental will asthorize a second opinion after treatment if an
Enrollee has a complaint regarding the quality afecprovided. Delta Dental will notify the
Enrollee and the treating dentist when a secondi@piis necessary and appropriate, and direct
the Enrollee to the Regional Consultant selectedDiejta Dental to perform the clinical
examination. When Delta Dental authorizes a seopmgion through a Regional Consultant, the
Plan will pay for all charges for the clinical exiaation. Enrollees may otherwise obtain second
opinions about treatment from any dentist they sbo@and claims for the examination may be
submitted to Delta Dental for payment. The Plarnl pély such claims in accordance with the
Benefits of the Plan.

()  Organ and Tissue DonationDonating organ and tissue provides many societal
benefits. Organ and tissue donation allows rectpief transplants to go on to lead fuller and
more meaningful lives. Currently, the need for organsplants far exceeds availability. If you
are interested in organ donation, please speakuo physician. Organ donation begins at the
hospital when a person is pronounced brain deadderdified as a potential organ donor. An
organ procurement organization will become involt@doordinate the activities.

10.2 Vision Benefits

€)) General Rules. Vision benefits are available to all Covered Indiwls. The
Plan’s vision benefits are paid directly from thiars trust {.e., they are not insured). The
program is administered by Vision Service Plan (P75 Group #12140808. See the VSP
handout for additional information.
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(b) Benefits. Vision benefits include an eye examination and fensges (for glasses
and contacts) every 12 months, and new frames &#rmnonths. A 20% discount on non-
covered complete pairs of prescription glasses wiiSP provider is available when ordered
within 12 months of your well-vision exam, or a 3@iscount if ordered the same day of your
well-vision exam. A complete listing of VSP paipiating providers is available from the Plan
Office. You may also contact VSP customer seraicé800) 877-7195, or visit the company’s
web site avsp.com

(c) Coinsurance. If you use a participating VSP provider, you mpaly a $10.00
coinsurance plus additional payment for certainmest&c or elective eyewear options.

(d) How to Use the PlanCall your VSP provider to make an appointment. niig
yourself as a San Francisco Electrical Workers tHe&alWelfare Plan VSP member and provide
your name, date of birth and Social Security numbdie provider will then verify your
eligibility and deal directly with VSP for reimbwemsent for services and materials that are
covered by the Plan. You simply pay your providershe coinsurance and any other costs that
are not covered.

(e)  Out-of-Network Providers.VSP will reimburse you up to the amount allowed
under the Plan’s out-of-network provider reimbursemrate if you are treated by a provider
outside of the VSP network.

OUT-OF-NETWORK Maximum Benefits

Examination $ 45.00

Single Vision Lenseq $ 45.00

Bifocal Lenses $ 65.00
Trifocal Lenses $ 85.00
Frame $ 47.00 (every 24 months
Contact Lenses $105.00

A copy of the provider's itemized bill with all dhe pertinent Plan and patient information
should be submitted directly to Vision Service RlAttn.: Out-of-Network Claims, P. O. Box
997100, Sacramento, CA 95899-7100.

10.3 Long-Term Disability Benefits

@ Eligibility. If you are an Active Employee who becomes Totaligabled (as
defined below) while working in Covered Employmeggu will become eligible to receive
long-term disability (LTD) benefits under the Plényou satisfy (i) the contribution hours
requirement, (ii) the waiting period requirement dhi) the notice and proof requirements of
this section.

(2) Contribution Hours Requirement.You satisfy the contribution hours
requirement if you have actually worked the follogiinumber of hours of Covered
Employment in any one of the following time periods

(A) 250 hours during the 3 months immediately pdaog disability;
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(B) 500 hours during the 6 months immediately pdaug disability;
(C) 750 hours during the 9 months immediately pdeagdisability;

(D) 1,000 hours during the 12 months immediatelyecpding
disability;

(E) 2,000 hours during the 24 months immediatelyecpding
disability; or

(P 3,000 hours during the 36 months immediatelyecpding
disability.

For purposes of satisfying the hours requirementtha§ paragraph, you may
determine the consecutive-month period on the hafsesther calendar months that
ended immediately before, or date-to-date montnes,last of which ended on, the
date preceding the date of your disability.

(2) Waiting Period Requirement. You satisfy thatiug period requirement
once you have been continuously and Totally Digalide a period of 30 days (the
“Waiting Period”). Total Disability will be deemedot to have commenced before
both (i) the third day that precedes the firsttwsith a Physician for diagnosis or
treatment of the disabling condition and (ii) treeyd/ou stopped working as a result
of the disabling condition. For example, if yoogbed working on March 12 due to
disability, but did not visit a Physician for diaggis or treatment until March 28, your
disability will not be deemed to commence until Btar25. The Waiting Period,
therefore, will not be satisfied until April 24.

3) Notice and Proof RequirementsYou satisfy the notice and proof
requirements if you notify the Plan Office and sitban Attending Physician’s
Statemenform (available from the Plan Office) no laterrhhe later of (i) the 120
day following the date your total disability comneed or (ii) the date your Hour
Bank is exhausted. Proof from your attending Rhgsithat you continue to be
Totally Disabled may be required by the Plan frametto time. The Board may
designate a Physician or other medical providenade the disability determination.
If you fail to furnish proof or if you refuse to lexamined by a Physician or other
medical provider (as designated and paid by thae)Pileou will be deemed not to be
Totally Disabled and any LTD benefits will cease.

Totally Disabled DefinedTotally Disabled means you are unable to perforen th

duties of your regular occupation covered underaghglicable Contribution Agreement. To be
considered Totally Disabled and eligible for LTDnkéts for the first 12 months of your
disability, in addition to the requirements in settson (a) above, you must be under the care of
a Physician or other licensed medical provider whaosedical certification of disability is
recognized by the State of California for stateablity income purposes. Effective February 1,
2013, you can also satisfy the definition of Totddlisabled, if the Plan Office receives proof of
your (i) eligibility for or receipt of disabilitypenefits under the California State Disability
Insurance (“SDI”) program; or (ii) receipt of womsecompensation benefits for a temporary
total disability or permanent disability. Pro@&quirements for LTD benefits in excess of 12
months are set forth in subsection (f)(B)(3) below.

65



(c) Exclusions.No LTD benefit payment will be paid with respectaaisability that

was caused by:

1)

(2)
3)

an intentional self-inflicted injury not resmlgg from a physical or mental
health medical condition;

the Participant’s commission of, or participatin, a felony; or

an act of war (whether or not declared), insction, rebellion, or
participation in a riot or civil commotion.

(d)  Amount. The monthly LTD benefit payment is $1,000, exceppeovided under
the Grandfather Rule below.

Grandfather Rule: The amount of the monthly LTDnhdfé payment for a Participant
who both received a benefit for January 2012 amdréeeived more than 18 LTD benefit
payments as of January 31, 2012, will continueg&400 after January 2012, subject to
all the conditions otherwise set forth in this @t

(e) Commencementf you are eligible for an LTD benefit under subisee (a), your
monthly LTD benefit will commence on the first dillowing the end of your Waiting Period
described in subsection (a)(2), with the first paptnmade (if practicable) at the end of the
month in which your Waiting Period ends.

()] Duration of Benefit

1)

General Rule. Subject to the Grandfather Rule described in suilmsec

(d), and earlier termination as provided in parpgré?), the monthly LTD benefit
will cease upon the earlier of (i) the date 36 rhbnpayments have been made and
(i) the date the Participant attains age 65. &etijo earlier termination as provided
in paragraph (2), a Participant receiving an LTDndfg payment under the
Grandfather Rule may continue to receive a monthlp benefit until attaining age

65.
(2)

Early Termination of LTD Benefit. A Participant’'s LTD benefit will

terminate before the time provided under parag(aphs provided in this paragraph.

(A)  Shorter Benefit for Limited Recent Servicéour LTD benefit is
limited to the number of calendar months in whi¢hlemst 120 hours of
Employer Contributions were required to be madeyamr behalf during the
36-month period immediately preceding your dis&piliThis rule applies to
all Participants, including Participants subjecttte Grandfather Rule in
subsection (d).

Covered Employment.Covered Employment, for purposes of this section,
includes periods of registration on an IBEW Locakterral list. In addition,

if you are an apprentice who began working in théustry less than 36
months before your disability, you will be deemedhave 36 continuous
months of Covered Employment if you have been intinoaous Covered
Employment since you began work as an apprenticguding periods in
which you were attending day school and on an eynpdmt rotation schedule
established by the Joint Apprenticeship and Tragii@ommittee.

(B) No Longer Disabled.Your monthly LTD benefit will terminate
upon the date you cease to be Totally Disablecherdate of your death.
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Your benefit will be appropriately prorated shoytwlr disability cease at any
time other than the last day of a benefit month.

(C) After 12 Months Requires SSA Award or Physiciarerision
Request.LTD benefit payments will continue after 12 montplgyments only
if (i) you have received a disability award from c&d Security
Administration (“SSA”) and have filed a copy of tlasvard with the Plan
Office, (i) SSA has denied your disability awamledy because you lacked a
sufficient number of Social Security quarters ofvemge, or (iii) your
Physician sends a completdgplication For Extended Long-Term Disability
Benefitsform to the Plan Office certifying that (a) younyBician believes you
will be able to return to work within 6 months, @u are waiting for an SSA
determination concerning your disability award &gailon, or (c) it is unclear
how long your disability will lastd.g.,the duration of your disability after a
surgery may not be determinable until more time pessed after surgery to
determine the surgery’s success).

Note: Because the process of obtaining a disglalitard from SSA can often
take a year or longer, you are encouraged to afiplya Social Security
disability award as early in your disability as pibe.

(D) After 18 Months Requires SSA AwaltdlD benefit payments will
continue after 18 months (inclusive of the 12 menitlhh subparagraph (C)
above) only if (i) you have received a disabilityaad from SSA and have
filed a copy of the award with the Plan Office oy you have satisfied all of
SSA's requirements for receiving a disability awardt have been denied an
award solely because you lacked a sufficient nundfeSocial Security
quarters of coverage.

(E) Denial of SSA Award.LTD benefit payments will cease on the
date that SSA has denied your application for aigbd®ecurity disability,
unless you satisfied all of the requirements ofdheard other than having a
sufficient number of Social Security quarters of@age. You must notify
the Plan Office of any denial of your SSA appliocatiwithin 10 days of the
date of the denial.

(F) Commencement of Pension BenefifTD benefit payments will
cease as of the month preceding the month thatiosnyour pension start
date under any IBEW pension plan (including anyreef benefit or defined
contribution plan) covering members of an Intewral Brotherhood of
Electrical Workers local union.

(9) Successive Disabilities

(1) Connected DisabilitiesA successive period of disability may provide for
a monthly LTD benefit under this subsection thadesermined without regard to the
prior period of disability only if it is not conntsd to the prior period of disability. A
successive period of disability will be considerasl a continuation of, and thus
connected with, a prior period of disability ifarises from (i) the same or related
cause and is separated by less than 3 months thgous Covered Employment or
(i) a different and unrelated cause and is notasspd by a return to Covered
Employment; but only if, in either case, the sueoes period of disability
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commences while you are either working in Coveratplbyment or receiving LTD
benefits.

(2) No Double PaymentRegardless of the number of successive periods of
disability, no month of eligibility for benefits psuant to paragraph (1) may support
more than one benefit payment.

(h)  Additional Rules

(1) Pension Contributions. The Plan will contrib#31.25 per month to the
Northern California Electrical Workers Pension Plan any month that an LTD
benefit is paid to you (or an appropriately prodaéenount for a partial month’s LTD
benefit payment).

(2) Benefits Improperly Paid. Any benefit paid to a person not entitled
thereto shall be owed by him or her to the Planrandt be repaid. Notwithstanding
any other provision of this Plan, overpayments Ishaldeducted from future LTD
benefits payable to the recipient unless the Baamdcludes that requiring such
repayment would be inequitable.

10.4 Death Benefits

(8  General Rules.If you have not attained the age of 62 and yeuvdhile you are
covered (i) as an Active Employee (ii) as an E&étiree (see Section 4.3), (iii) during the first
6 months of no-cost disability coverage (see SecBi®(b)) (iv) during the first 12 months of
COBRA Coverage or (v) while performing Military Sere (see Section 6.7), your beneficiary
will be paid $50,000 directly from the Plan’s trastsets. If your death results from an accident,
your beneficiary will be paid an additional $50,008ou may name anyone you wish as your
beneficiary, and you may change your beneficiaryamay time, but you must complete a
beneficiary form approved by, and filed with, tharPOffice. Your beneficiary will be named
or changed as of the date an executed beneficesigmhtion form or change of beneficiary form
is received in the Plan Office. The form must beeived before your death to be effective. If
your beneficiary is under the age of 18 at the tdeath benefits are to be paid, the Plan will
disburse the death benefit only to such individwab has been appointed by a court as the
guardian of the minor beneficiary.

(b) Effect of Divorce on Beneficiary DesignatioAny designation of your Spouse as
a Beneficiary becomes ineffective upon your divdiroen such Spouse, unless the designation
expressly provides that it shall remain effectieéwithstanding such divorce.

(c) No Beneficiary Designation.If no living beneficiary is designated upon your
death, your death benefit will be payable pursuanthe following hierarchy: first to your
surviving Spouse, then to your surviving childraregual shares, then to your surviving parents
in equal shares, and finally to your estate.

(d) Definition of Accident For purposes of this section, “accident” meassi@den,
violent, unexpected, external incident, and expyesscludes natural causes, intentional self-
inflicted injury and any reckless disregard forqmeral safety.

Xl. CLAIM AND APPEAL PROCEDURES

11.1 Claims and Appeals for Self-Funded PPO, DentaVision, LTD and Other
Noninsured Benefits. If you believe you are entitled to Self-Funded PPBéhefits (Article
VIII), dental benefits (Section 10.1), vision bete{Section 10.2), long-term disability benefits
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(Section 10.3), death benefits (Section 10.4) beohon-insured benefits under the Plan, and the
Plan refuses to provide these benefits to you,sjmuld file a claim for benefits (and potentially
an appeal, if that claim is denied) in accordanita the claim and appeal procedures described
in Appendix C. The claim and appeal procedurethefHMOs do_not apply to benefit claims
relating to benefits described in the precedingesae. Because the passage of time may limit
or eliminate your right to claim benefits, do natlay filing a claim if you believe benefits are
owed to you that the Self-Funded PPO has refuspdyto

11.2 Claims and Appeals for HMO Benefits. If you believe you are entitled to
benefits from the Kaiser HMO or the Blue Shield HNf@t the HMO refuses to provide to you,
you should file a claim for benefits (and poteryighn appeal, if your claim is denied) in
accordance with that HMO’s claim and appeal prooeslu The Plan Office can provide you the
claim and appeal procedures for each of these HMOgou can obtain them directly from the
HMO. The claim and appeal procedures in AppenddoGot apply to benefit claims under the
HMOs. The Board has no role in the determinatib”RIBIO benefits. Because the passage of
time may limit or eliminate your right to claim befits, do not delay filing a claim if you believe
benefits are owed to you that an insurer has rdftseay.

11.3 _Eligibility Determinations. If you believe you are eligible to participate et
Plan and the Plan has refused to allow your pg#tmn, you may submit a claim directly to the
Plan Office, in writing, explaining why you beliey@u are eligible to participate in the Plan.
Your eligibility claim will be considered at the xteregularly scheduled meeting of the Board.
The claim and appeal procedures in Appendix C andhfe HMOs do not apply to eligibility
claims.

XIl. MISCELLANEOUS PROVISIONS
12.1 Basic Plan Information

San Francisco Electrical Workers Health & Welfare
Name of Plan

Trust
Plan Number 501
Federal Identification Number 94-6061762
Plan Year-End January 31
Type of Plan Employee welfare benefit plan

Board of Trustees of the San Francisco Electrical

Plan Administrator Workers Health & Welfare Trust

Names and Addresses of Trustees (See Appendix D)

EISB

720 Market Street, Suite 700
Contract Administrator San Francisco, CA 94102-2509

Tel: (415) 263-3670
Fax: (415) 263-3672
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Agent for Service of Legal Process Judith FisheE(8B)

12.2 Construction. The validity of the Plan or any of its provisionsillwbe
determined under and construed according to ERISAaher federal laws and, to the extent
applicable, the laws of the State of CaliforniaheTPlan is intended to be construed as a whole,
but in the event any provision of this Plan is héldgal or invalid for any reason, such
determination will not affect the remaining prowiss of this Plan, and the Plan will be construed
and enforced as if said illegal or invalid provisioad never been included.

12.3 _No Vested Right.Nothing in this Plan shall be construed as giviagtiBipants
or any other individual a vested right to contind®dn coverage. The Board may require new or
greater coinsurance and/or may change the eligibiquirements and any other Plan rules at
any time.

12.4 Facility of Payment. Any death benefit payable to a minor may be paith&o
legally appointed guardian of the minor or, if #1é3 no such guardian, to such adult or adults as
have complied with the requirements of Californraother applicable law for receipt of such
benefit on behalf of the minor, after which therP&hall have no further obligations with respect
to such minor.

12.5 _Available Assets for Benefits.Plan benefits can be paid only to the extent the
Plan has adequate resources. No Contributing Braplwas any liability, directly or indirectly,
to provide Plan benefits beyond the obligationfegh in the Contribution Agreement. Should
the Plan have insufficient assets to permit theioord payment of benefits, nothing contained
in this Plan shall be construed as obligating aogt@buting Employer, Local 6 or the IBEW to
make benefit payments or additional contributioagdnd what is required by the Contribution
Agreement. There is no liability upon the Trusteedividually or collectively as the Board, or
upon any other person or entity of any kind, tovpte Plan benefits.

12.6 _Incompetence and Incapacity. If the Board determines that a Covered
Individual is incompetent or incapacitated and nardian has been appointed, or if a Covered
Individual has not provided the Plan with an adslrat which he or she can be located for
payment, the Plan may, during the lifetime of thev€ed Individual, pay any amount otherwise
payable to the Covered Individual to the Coveretividual’s Spouse or blood relative or any
other person determined by the Board to be eqyithiitied thereto. In the event benefits are
payable to a deceased Covered Individual, the ghall pay the benefits, in the priority stated
with multiple members of each class sharing equatlythe Covered Individual’s surviving
Spouse, children, parents, siblings, then the @abvdndividual's estate. Any payment in
accordance with this provision shall dischargedhkgation of the Plan hereunder to the extent
of such payment.

12.7 Gender and Number. Wherever applicable, the masculine pronoun as used
herein shall include the feminine and the singtharplural.

12.8 Mistaken Payments. If the Plan mistakenly makes a payment to any pewso
otherwise causes an administrative error relatintpe Plan, the Plan will correct the error to the
extent practicable, and any person to whom suclakaa payment was made will repay the
Plan upon request of the Plan. The Plan has gig to recover any amount mistakenly or
improperly paid to any person, and the Plan magetfbenefits owed to a Covered Individual by
any other amounts owed to the Plan by such CoJvedddual.
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12.9 Loss of Benefits and Other Consequences.Under some circumstances,
including without limitation those circumstanced &®th in this section, a Covered Individual
may lose benefits, have payments delayed, or betiabie to the Plan.

€) Inadequate or Improper Evidenc&he Board has the power to deny, suspend or
discontinue benefits to a Participant who failsstdomit, at the request of the Plan Office,
information or proof reasonably required to adntgrishe Plan.

(b) Prohibited Employment in the Electrical Industryt after your retirement you
engage in prohibited employment as described ii@ex3.1(c)(2) or 4.7(a), your entitlement to
Plan benefits will be suspended.

(c) No or Incomplete EnrollmentNo benefits are payable with respect to a Covered
Individual until the Covered Individual is propedyd timely enrolled in the Plan.

(d) Providing Incomplete or False Informationlf a Covered Individual fails to
provide requested information or gives false infation to verify disability, age, beneficiary
information, marital status or other vital infornwat, payment of benefits may be delayed or go
unpaid. If a Covered Individual makes a falseestent to the Plan or other official regarding
the payment of benefits or other issues relatetth@édPlan, he will be liable to the Plan for any
benefits paid in reliance on such false statemaniisformation, and any attorney fees and costs
incurred in effecting recovery or which were inagras a result of the false statement or
information, and reasonable interest charges. Hlae may deduct any such fees, costs and
interest charges from any benefits otherwise p&yaith respect to the Covered Individual.

(e)  Subrogation and Related Claim3he Plan may recover any amount it pays for
claims for which a Covered Individual received paymnunder a court judgment, settlement
agreement, insurance payment or any other formagignts from a third party, including any
payment received from an insurance company. (BeeSction 8.12.)

12.10 Organizations that Receive Premiums.The following organizations receive
insurance premiums from the Plan to provide insietkfits:

(2) Union Labor Life Insurance Co. (stop-loss cagsr for Self-Funded PPO)
(2) Blue Shield of California (HMO)
3) Kaiser Foundation Health Plan, Inc. (HMO)

12.11 Method of Funding. The Plan is funded by contributions to the Plan’sst by
the Contributing Employers in accordance with thent@bution Agreements. Participants and
Beneficiaries may request whether a specific englogontributes to the Plan, and any
Contributing Employer’s address. In addition to foyer Contributions, some Covered
Individuals (including certain Retirees and COBRénbficiaries) are required to make payment
to the Plan in order to maintain coverage for biénef

12.12 Rescission of Plan CoverageA Covered Individual’'s coverage under the Plan
may be canceled or discontinued with retroactivecef(“rescinded”) by the Board, upon at least
30 days advance notice, if the Covered Individoallie Participant with respect to the Covered
Individual) has engaged in fraud or made an inte¥ati misrepresentation of material fact to the
Plan. Any such rescission shall be made consistéht Treasury Regulation §54.9515-2712T
(or any successor rule). A rescission is treatethb Plan as the denial of a claim, and is subject
to the claims procedures set forth in AppendixI€.the event of a rescission of coverage of a
Participant, the coverage of any Dependent of #réidipant that is not connected to the fraud or
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misrepresentation shall not be rescinded, but wébse prospectively under the general
requirements of Article V.

Xlll. STATEMENT OF ERISA RIGHTS

13.1 _Your Rights Under ERISA. As a Participant you are entitled to certain rights
and protections under ERISA. ERISA provides tlig®articipants are entitled to:

(1) Examine, without charge, at the Plan Office ahdther specified locations such
as work sites and the Local 6 office, documentsgung the Plan, including the
Collective Bargaining Agreement and the annual re(f@orm 5500 series) filed
with the Department of Labor.

(2) Obtain copies of Plan documents and other im&tion (which is required by law
to be furnished) upon written request to the Plame Plan Office may require
that you pay a reasonable charge for the copies.

3) Receive a summary of the Plan’s annual findrrejport, known as a Summary
Annual Report (“SAR”). The Plan is required by lésvfurnish each Participant
with a copy of the SAR.

(4) Continued health care coverage for yourselfymd Dependents if there is a loss
of coverage under this plan as a result of a guafif event. You or your
Dependents may have to pay for such coverage.

(5) Review this document and other documents gavgryour COBRA continuation
coverage rights.

(6) Reduction or elimination of exclusionary pesodf coverage for pre-existing
conditions if you have creditable coverage fromthao plan. The Plan will
provide you a Certificate of Creditable Coveragéhoaut charge, when you lose
coverage or become entitled to elect COBRA continnacoverage, when your
COBRA continuation coverage ceases, or when youesqt up to 24 months
after losing coverage. Without evidence of crdiléacoverage, you may be
subject to a pre-existing condition exclusion f@ rhonths (18 months for late
enrollees) after your enrollment date in your cagex.

13.2 _Prudent Actions by Plan Fiduciaries. In addition to creating rights for
Participants, ERISA imposes duties upon the peaple are responsible for the operation of the
Plan. The people who operate the Plan, calleditfaties,” have a duty to do so prudently and
in your interest and the interest of other Paréiniig and Dependents. No one, including your
Employer, Local 6, or any other person, may firel yo otherwise discriminate against you in
any way to prevent you from obtaining a Plan bermefexercising your rights under ERISA.

13.3 _Enforcing Your Rights. If your claim for a Plan benefit is denied in whalein
part, you have a right to know why it was deniedpbtain copies of documents relating to the
decision, without charge, and to appeal any dealblyithin certain time limits. Under ERISA,
there are steps you can take to enforce thesesridtdr instance, if you request a copy of certain
Plan documents (required to be furnished) or thestaannual report (Form 5500) from the Plan
and do not receive them within 30 days, you maydilit in a federal court. In such a case, the
court may require the Plan Administrator to provide materials and pay you up to $110 a day
until you receive the materials, unless the madteriegere not sent because of reasons beyond the
control of the Board or the Board’s delegate. déiyhave a Claim for benefits which is denied or
ignored, in whole or in part, and which is upheldappeal (or ignored), you may file suit in a
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state or federal court. As summarized earliehia tocument, any lawsuit must be filed within
two years of the denial on appeal or other actionission or decision which adversely affected
you or your benefits. In addition, if you disagre&h the Plan’s decision or lack thereof
concerning the qualified status of a QMCSO undeti®e 5.3, you may file suit in federal court.

If Plan fiduciaries misuse the Plan’s money, ora@l are discriminated against for asserting your
rights, you may seek assistance from the U.S. Deyeat of Labor, or you may file suit in a
federal court. The court will decide who shouldy maurt costs and legal fees. If you are
successful, the court may order the person you baed to pay these court costs and fees. |If
you lose (for example, if it finds your claim isviolous), the court may order you to pay these
costs and fees.

13.4 _Assistance with Your Questionslf you have any questions about the Plan, you
should contact the Plan Office. If you have anggjions about this statement or about your
rights under ERISA or if you need assistance iraibitg documents from the Plan, you should
contact the nearest office of the Employee Ben&#surity Administration ("EBSA”), U.S.
Department of Labor, listed in your telephone dwegor:

Division of Technical Assistance and Inquiries
U.S. Department of Labor

Employee Benefits Security Administration
200 Constitution Avenue NW

Washington, D.C. 20210

You may also obtain certain publications about yagints and responsibilities under ERISA by
calling the publications hotline of the EBSA. Fsingle copies of publications, contact the
EBSA Brochure Request Line at (800) 998-7542 ortaxinthe EBSA field office nearest you.
You may find answers to your questions and a list BBSA offices at
http://www.dol.gov/ebsa/welcome.html.
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APPENDIX A
Contribution Agreements
as of February 1, 2014

Collective Bargaining Agreements
(a) Inside Wire Agreement
(b) Residential Agreement
(c) Material Handlers Agreement
(d)  San Francisco Housing Authority
Subscription Agreements
(a) Joint Apprenticeship & Training Committee (J&)I
(b) IBEW Local 6
Other Agreements
(@) Electrical Industry Health and Welfare RecgaoAgreement (eff. 1986)
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APPENDIX B

Monthly Coverage Payment Schedules as of February 2014

Early Retirees Ages 55 through 62

Health Plan Monthly Payment
Kaiser $1,766.00
Blue Shield HMO $1,822.00
Self-Funded PPO $2,187.00

Early Retirees Ages 62 through 64 Who Have Alread$atisfied Service
Requirements to Qualify as a Regular Retiree at age2 (Section 4.3(d))

Health Plan Monthly Payment
Kaiser $575.00
Blue Shield HMO $575.00
Self-Funded PPO $ 575.00

Early Retirees Ages 62 through 64 Who Must Continu@articipation as an Early
Retire to Qualify as a Regular Retiree at age 62 €8tion 4.3(c)

Health Plan Monthly Payment
Kaiser — Single $ 706.00
Kaiser — Family $ 1,060.00
Blue Shield HMO - Single $729.00
Blue Shield HMO - Family $ 1,093.00
Self-Funded PPO - Single $ 875.00
Self-Funded PPO — Family $1,312.00

Regular Retirees Age 65 and older, Early Retirees &Ving Reached Age 65 and
Older, Disabled Retirees, Surviving Spouses -- ARlans

Age

Monthly Payment

Under Age 65

$ 500.00

Ages 65 through 74

Single: $ 220.04
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and retirees who attain age 75 on or after
1/1/2008;

Family: $ 440.00

Retirees who attained age 75 before 1/1/2007

0
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APPENDIX C

San Francisco Electrical Workers Health & Welfare Trust
Claim and Appeal Procedures for Non-HMO Benefits

C.1 General Rules

(@  Applicability of These Procedures hese procedures apply to any claim for Plan
benefits_other than the Kaiser HMO, the Blue ShiddO and any benefit provided
under an insurance policy. A claim for dental mion benefits under the Plan is treated
the same as a Self-Funded PPO Claim under theseduwnes.

(b) Overview and Where to Submit a ClairA claim for benefits is considered to
have been filed when it is received by the Planid®ff provided it is substantially
complete with all necessary documentation. If deeumentation is not substantially
complete, the Claimant will be notified as soonsapracticable of what information or
documentation is necessary to complete the clafnclaim must be filed within 24
months from the date of treatment. In- and Oudetwork PPO claims should be sent
directly to Blue Shield at P.O. Box 272540, Chich ©5927. Dental claims for services
from non-Delta Dental dentists should be submitteBelta Dental at P.O. Box 997330,
Sacramento, CA 95899-7330. Vision service claiims services from non-VSP
providers should be submitted to Vision ServicenPkittn.: Out-of-Network Claims, P.
O. Box 997100, Sacramento, CA 95899-7100. Otlems should be sent directly to
the Plan Office at 720 Market Street, Suite 7000 Beancisco, CA 94102-2509; Tel:
(415) 263-3670.

(c) Medicare Eligible Individuals. Medicare-eligible Covered Individuals should
have their Hospital and Physicians submit claimthwhe Medicare Explanation of
Benefits Worksheet to Blue Shield after Medicars made payment.

(d) Casual and General Inquiries.These procedures do not apply to casual or
general inquiries regarding eligibility or specifttan benefits. In order for a claim to
constitute a claim for benefits that invokes thpseedures, the Claimant must submit a
written claim for benefits to either Blue Shield thye Plan Office in accordance with
Section C.3. Submission of such a written clainokes these procedures.

(e) HMO and Other Insured ClaimsA Claimant who wishes to make a claim for
benefits under the Kaiser HMO, the Blue Shield HMD,any group insurance policy
must follow the claims procedures under the appleadMO contract or insurance
policy that applies to that benefit. This policped not apply to HMO or insured
benefits.

()] Named Fiduciary. For purposes of determining the amount of ortlentient to
benefits under Section C.3 of these proceduresPthe Office, with assistance from
Blue Shield, is the named fiduciary with full powter make factual determinations for
the Plan and interpret and apply the Plan’s tersnthay relate to the claim. The Plan
Office will decide a claim in accordance with thepeocedures, and may obtain
independent medical advice and require such othielerce as it deems necessary to
decide the claim. If the Plan Office denies arolan whole or in part, the Claimant will
receive written notification setting forth the reaés) for the denial. Claimant may
appeal to the Board for a review of the deniedw)and the Board will decide the appeal
in accordance with these procedures consistentERISA.
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(@) Authorized RepresentativeAn authorized representative, such as a Spouse or
adult child, or a service provider, may submitairal or appeal on behalf of a Claimant if
the Claimant has previously designated the persoact on the Claimant’s behalf,
provided the designation is reasonably clear toRla Office. The Plan Office may
request additional information to verify that thes@ynated person is authorized to act on
the Claimant’s behalf.

C.2 Definitions

For the purposes of these procedures, the followapitalized terms have the following
meanings unless otherwise specified herein.

“Claimant” meansa Covered Individual, or such individual's reprasg¢ine or
health care provider who is designated by suchviddal to act on his behalf, who
submits a claim under these procedures.

“Complete Claim” means alaim that contains all of the necessary informatmd
supporting documentation, if applicable, to rendedecision on the claim and is
submitted within the prescribed timeframe undesé¢hgrocedures.

“Concurrent Care Claim” means a claim to continue (i) a previously approved
course of treatment under the Self-Funded PPO fmeaific time period or number
of treatments that has been reduced or terminatéoreb the end of the approved
course of treatment or (ii) a course of treatmesytolnd the specific time period or
number of treatments previously approved undeS#ieFunded PPO.

“Denial” or“Denied” means a denial, reduction, termination of, or failto provide
or make payment for, in whole or in part, a clairbedefit.

“Disability Claim” means a claim for a disability benefits underRfan.

“Other Claim” means a claim that is neither a PPO Claim, a Digalaim nor a
claim to which an HMQO'’s or an insurer’s proceduagply, and includes a claim for
Plan eligibility.

“Post-Service Claim” means a claim for a benefit under the Self-Funde® For
reimbursement or consideration of payment for tbet ©f medical care that has
already been rendered, and that is not a Concu@@arg Claim. It includes a claim
relating to rescission of coverage.

“PPO Claim” means an In- or Out-of-Network claim under the $elhded PPO
that is either a Post-Service Claim or a Concur@are Claim. A claim for dental or
vision benefits is treated as a Self-Funded PPQOnClar purposes of these
procedures.

C.3 Initial Claim Procedure and Time Limits

A Covered Individual who wishes to object to thgeeton, by Blue Shield or Magellan
on behalf of the Self-Funded PPO, by Delta DentddyoVSP, of a request to provide a
benefit, should file an initial claim for benefitgth the Plan Office under this section. A
Covered Individual may, in the alternative, submiPPO claim to Blue Shield, though
Blue Shield will generally forward the claim on tike Plan Office for determination.
Such a claim will be decided by the Plan Officehivitthe applicable timeframe under
these procedures, regardless of whether all infoomaequired to perfect the claim is
included. The timeframe for decision begins upeteipt of the claim by the Plan Office
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and depends upon the type of claim submitted, venethe claim is complete or

incomplete, whether additional information is reqdi and whether an extension is
required to make a decision on the claim. The Rl#ite may not suspend a claim on
the basis that the claim submission is incompletaout approval from the Claimant.

For some claims, Blue Shield will make the initiigtermination in order to expedite the
claim.

€)) Post-Service Claim

(1) If a Post-Service Claim as submitted is congléte Plan Office shall render a
decision (i) within 30 days from the date the CoatpIClaim is received from Blue
Shield or (ii) 60 days from the date the Claimartrsitted the Complete Claim to Blue
Shield. The Plan Office may extend this time pehgy 15 additional days, if the
Claimant is notified of the need for such extendiefore the expiration of the initial 30-
day decision period. Notification of the extensstrall include the reason for the
extension, an approximate decision date and oftygicable notification information as
required under ERISA.

(2) If a Post-Service Claim as submitted is incagtglthe Plan Office shall notify
the Claimant within 30 days of receiving the incdetg claim. Such notice may request
additional information required to render a decisim the claim and explain why such
information is necessary. The notice will suspt#h@30-day time period to render a
decision. The Claimant shall be afforded 45 daysrovide the requested information.
If the requested information is not received witthirs time period, then the Plan Office
will render a decision at the end of the 45-dayqukr If the requested information is
received before the end of the 45-day period, tispansion on the time frame for
decision is lifted and the Plan Office will rendedecision within the time remaining of
the initial 30-day period, subject to permissibtéeasion.

(3) If a Post-Service Claim is denied, notice & thaim decision shall be furnished
promptly to the Claimant, shall be written in a manunderstandable to the Claimant
and shall contain applicable notification infornoatias required under ERISA.

(b) Concurrent Care Claim

(1) If a Concurrent Care Claim requesting an extenef a course of treatment is
submitted, the Plan Office shall render a decisiccording to the Post-Service Claim
procedures.

(2) In the event a Claimant’s pre-approved coufdesatment for a specific time
period or specific number of treatments is redume@rminated before the end of such
treatment, the Claimant must be notified of theuntidn or termination by the Plan
Office and be given a reasonable period of timapjoeal the decision before the
treatment is reduced or eliminated. The Plan @f§icall render a decision before the
previously approved treatment is reduced or tertatha

(c) Disability Claim

(1) A Disability Claim must be submitted to the ®Pl@ffice within 90 days after the
date of the onset of the disability. The Plan €ffwill decide on a completed Disability
Claim and notify the claimant of the decision witli5 days after receipt of the Claim by
the Plan Office.

79



(2) The Plan Office may under special circumstamogsnd this time period by 30
additional days if the Claimant is notified of theed for such extension before the
expiration of the initial 45-day period. The Plaffice may under special circumstances
extend the initial extension period by an additidtdays if the Claimant is notified of
the need for such additional extension before tipération of the initial 30-day
extension. Notification of any extension shalllire the reason for the extension, an
approximate decision date, and other applicabldication information as required
under ERISA.

(3) If a Disability Claim as submitted is incom@ethe Plan Office may notify the
Claimant within 45 days of receiving the incomplek@m. The notice may request
additional information required to render a decisim the claim and explain why such
information is necessary. The notice will suspt#a45-day time period to render a
decision, and the Claimant shall be afforded 45 dayprovide the requested
information. Subject to the Plan Office’s abilityextend the decision period as
described in the preceding subparagraph, if theegigd information is not received
within this time period, then a decision will bendered at the end of the initial 45-day
period, and if the requested information is receilefore the end of the 45-day period,
the suspension on the time frame for decisiorftediand a decision will be rendered
within the time remaining of the initial 45-day pt, subject to permissible extension.

(4) Notice of a claim decision shall be furnishedrpptly to the Claimant, shall be
written in a manner understandable to the Claimemd,shall contain applicable
notification information as required under ERISA.

(d) Other Claims

(1) Unless otherwise provided in the preceding audbgraphs, the Plan Office shall
render a decision on a claim not otherwise desgrdt®ve (such as a claim for Plan
eligibility) within 90 days from the time the claiis received. The Plan Office may,
under special circumstances, extend this time @dnyo90 additional days if the Claimant
is notified of the need for such extension befbeedxpiration of the initial 90-day
decision period. Notification of any extensionlsiclude the reason for the extension
and an approximate decision date.

(2) If the claim is denied, notice of such decissrall be furnished promptly to the
Claimant, shall be written in a manner understaled@bthe Claimant, and shall contain
applicable notification information as required en&RISA.

C.4 Notification of Initial Claim Decision

€)) General RulesUpon making a claim determination, the Plan Offball provide
the Claimant with written or electronic notice dietclaim determination to the extent
required under ERISA, that includes those itentedisn subsection (b), as applicable,
and shall be written in a culturally and linguislly appropriate manner.

(b) Contents of NoticeNotice provided to a Claimant of a claim determimatshall
contain:

(1) information sufficient to identify the claimunlved, including the date of service,
health care provider, claim amount, diagnosis ¢add meaning), and treatment
code (and meaning);
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(2) the specific reason(s) for the denial;
(3) a reference to the specific Plan provisionsnupbich the denial was based,;

(4) a description of any additional material ooimhation necessary for the Claimant
to perfect the claim and an explanation of why smelterial or information is
necessary (if applicable);

(5) a description of the appeal procedures andirtie limits applicable to appealing
the claim decision;

(6) a statement of the Claimant’s right to bringdkaction under ERISA;

(7) an explanation of any rule, protocol, procedurguideline upon which the denial
was based or a statement that explains the Clasnagttt to receive a copy of
such information free of charge upon request; and

(8) if the denial was based on Medical Necesditg,rtotice shall contain either (i) an
explanation of the clinical or scientific judgmédat making such decision,
applying the terms of the Plan to the Claimant'sliva condition, or (ii) a
statement that such explanation is available ffedharge upon request.

C.5 Appeal Procedures
(a8 Commencement of Appeal and Disclosure of Informatio

(1) If a Claimant’s initial claim for benefits ishally or partially Denied, the
Claimant may voluntarily request a review on apjgetihe Board of the Denial. The
Claimant must complete all of the administrativeiees steps available through the Plan
Office under Section C.3 before an appeal to thar@cs permitted under this Plan. Any
request for a review on appeal made by a servimager shall not be treated as an
appeal subject to these procedures unless sucbksteigiclearly on behalf of, and
authorized by, a Claimant.

(2) Written requests for review of a Denied Selfk&lad PPO Claim or Disability
Claim on review must be made within 180 days ofleaial (60 days for Other Claims)
and must include the Claimant’s name and identiboanumber from the ID card, the
date(s) of service(s), as applicable, the prove&leame, as applicable, a copy of the
Denial letter(s), and the basis of the appeal. Clagmant may submit additional
comments, documents, written evidence, writtenrtesty, records and other materials
with his or her written request for appeal.

(3) Within 15 days of the receipt of the appeat, Btan Office will provide written
communication (such as an acknowledgement) indigagceipt of the appeal. The Plan
shall, free of charge, provide the Claimant witas@nable access to, and copies of, all
documents, records and other information relevatiié appeal. Relevant information
means information (i) relied upon in the initialnedit claim determination, (ii)
submitted, considered or generated in the coursigeahitial benefit claim
determination, or (iii) that constitutes a statetpolicy or guidance with respect to
the Plan concerning the Denial, regardless of wdratiwas relied upon in making the
benefit determination, and (iv) that demonstratesgiance with the administrative
processes and safeguards required in making tkeendieation. In addition, the Plan will
provide the Claimant, free of charge, any new alitaahal evidence considered, relied
upon or generated by the Plan in connection wighcthim, and any new or additional
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rationale that will be a basis for any final intekenial. Such evidence and rationale
will be provided as soon as possible and suffityentadvance of the final decision so as
to give the Claimant a reasonable opportunity spoad prior to the decision.

(4) If a medical or vocational expert was consultedonnection with the Claimant’s
initial claim, the expert’'s name will, upon requbsgtthe Claimant, be disclosed to the
Claimant, regardless of whether the expert’s opinias used to render the initial claim
decision. If a medical or vocational expert issuted during the course of the appeal,
the expert consulted on appeal shall be diffetegm tand not a subordinate of, the expert
consulted during the initial claim process.

(5) A claim on appeal will be given a full and fa@view by the Board and shall
include a review of all materials used to reachitiiteal claim decision; however,
deference shall not be given to the initial claiecidion. If the appeal is related to
clinical maters, the review will be done in conatitin with a health care professional
with appropriate expertise in the field who was imeblved in the prior determination.

(b)  Deadlines for Decision on Appeal

(1) Upon timely receipt of a Claimant’s requesteview on appeal (including an
appeal of a Concurrent Care Claim), the Board evilluate the claim and make a final
determination within the following determinationrigels, which shall begin to run upon
the Plan Office’s receipt of the appeal regardtdsshether or not all information
required to perfect the claim is included in thai@lant’s request for review on appeal:

Type of Claim Appeal Determination Period
Post-Service and Concurrent Care Claim See (4)belo

Disability Claim See (4) below

Other Claim 45 Days

(2) With respect to Concurrent Care Claims, if argoing course of treatment was
previously approved for a specific period of timenamber of treatments, and the
Claimant requests to extend treatment, the Claimaaguest will be considered a new
claim and decided according to Post-Service tinmeés

(3) The Board may not extend the time period fariglen on a PPO Claim appeal
unless the Claimant voluntarily agrees to suchresxee. With respect to Disability
Claims and Other Claims, the Board, under spegi@imstances, may extend the
appeals determination period by a number of daysldq the number of days included
in the initial appeals determination period, pr@ddhe Claimant is notified of the
extension prior to the end of the initial appeatedmination period, and the Board
includes in such notice the reason for the extensial an estimate of the date on which
the appeal determination will be made.

(4) Ordinarily, a decision on the appeal of a Festvice Claim or a Disability Claim
will be made at the next regularly scheduled meeatinthe Board following receipt of
Claimant’s request for review (or the second follaywegularly scheduled meeting in
the case of a request for review that is receivigdinv30 days before the next regularly
scheduled meeting). In special circumstances|ay dmtil the following regularly
scheduled meeting may be necessary. The Claim#rftesadvised in writing in
advance if this extension will be necessary. CGmndecision on review of the claim has
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been reached, the Claimant will be notified of dieeision generally within 5 days after
the decision has been reached.

(c) Notice of Determination on AppealJpon denying an appeal, the Board shall
provide the Claimant written or electronic notidetlte claim determination, which shall

be written in a culturally and linguistically apgprate manner, and which, if Denied,

shall contain:

(1) the specific reason(s) for the Denial,
(2) a reference to the specific Plan provisionsnupbich the Denial was based;

(3) a statement that the Claimant is entitled teree, free upon request, copies of
and reasonable access to documents, records asrdrdftirmation relevant to the
claim;

(4) a statement describing any voluntary appeateutore, if available, and the right
to obtain information regarding such procedurayel$ as a statement of the
Claimant’s right to bring legal action under ERISA;

(5) an explanation of any rule, protocol, procedurguideline upon which the
Denial was based or a statement that explains ienént’s right to receive a
copy of such information free of charge upon regueasd

(6) if the denial was based on Medical Necessitgtber similar exclusion or limit,
the notice shall contain either:

(A) an explanation of the clinical or scientific judgmeor making
such decision, applying the terms of the plan ® @aimant’s medical
condition; or

(B) a statement that an explanation is available fieeharge upon
request.

C.6  External Review

The Plan will arrange for the external review ol ddenial of a PPO Claim on final
appeal if requested by the Claimant within four therof the decision on final appeal.

C.7  Action for Recovery

No Covered Individual may commence a lawsuit toawbPlan benefits under a claim

subject to these procedures until after (i) the éCed Individual has submitted a claim
under these procedures and a final decision onahgpes been provided or (ii) the

applicable time frame described above has elapsed the Covered Individual filed an

appeal and no final decision (or notice that aremsibn will be necessary) has been
provided. No lawsuit may be commenced more thamytears after the end of the year
in which these procedures were exhausted.
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APPENDIX D
San Francisco Electrical Workers Health & Welfare Trust
Names and Addresses of Members of Board of Trustees

Timothy Donovan

IBEW Local Union #6

55 Fillmore St.

San Francisco, CA 94117

Thomas Coleman
S.F. Elec. Contractors Assn.
555 Gough St.

San Francisco, CA 94102

Kevin Hughes

IBEW Local Union #6

55 Fillmore St.

San Francisco, CA 94117

Leonard Lynch

Edwards Scott Electric
555 Gough St.

San Francisco, CA 94102

John Doherty

IBEW Local Union #6

55 Fillmore St.

San Francisco, CA 94117

James Reed

Century Electric

555 Gough St.

San Francisco, CA 94102

Jose Fuentes Almanza
IBEW Local Union #6

55 Fillmore St.

San Francisco, CA 94117

Ernest Ulibarri

Barri Electric

555 Gough St.

San Francisco, CA 94102

Plan Service Providers

Plan Manager
Judith Fisher

EISB, Inc.
720 Market Street, Suite 700
San Francisco, CA 94102-2509
Tel: (415) 263-3670
Fax: (415) 263-3672

Legal Counsel
Peter W. Saltzman

Christine S. Hwang
Leonard Carder LLP
1188 Franklin Street, Suite 201
San Francisco, CA 94109

David F. Crutcher
Attorney at Law
4040 Civic Center Drive, Suite 200
San Rafael, CA 94903

Plan Consultant

Sid Kaufmann
Marci Vukson
Kaufmann & Goble Associates
10 Almaden Blvd.
San Jose, CA 95113
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